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Abstract

Objective—This study aimed to understand the dyadic relationships between family
communication and quality of life (QOL) and between coping and QOL in Chinese- and Korean-
American breast cancer survivor (BCS)-family member dyads.

Methods—A cross-sectional survey design was used. A total of 32 Chinese- and Korean-
American BCS-family member dyads were recruited from the California Cancer Surveillance
Program and area hospitals in Los Angeles County, California, United States. The dyadic data
were analyzed using a pooled regression actor-partner interdependence model.

Results—The study findings demonstrated that the survivors’ general communication and use of
reframing coping positively predicted their own QOL. The survivors’ and family members’
general communication was also a strong predictor of the family members’ physical-related QOL
score specifically. Meanwhile, each person’s use of mobilizing coping negatively predicted his or
her partner’s QOL.

Conclusions—The study findings add important information to the scarce literature on the QOL
of Asian-American survivors of breast cancer. The findings suggest that Chinese- and Korean-
American BCS and their family members may benefit from interventions that enhance
communication and coping within the family unit.

INTRODUCTION

The improved survival rate for breast cancer [1] has stimulated interest in quality of life
(QOL) because breast cancer survivors (BCS) still suffer from physical and psychological
concerns for an extended period [2, 3]. In the scarce literature on the QOL experiences of
Asian-American BCS, previous studies documented that Chinese- and Korean-American
BCS expressed lower QOL than European Americans [4-6]. Chinese- and Korean-
Americans differ somewhat in culture, language, historical experiences, and immigration
patterns [7]. Nevertheless, as the largest and fastest growing Asian-American
subpopulations in the United States [8], these groups have considerable similarities in their
immigration characteristics and cultural values. For example, the main reasons both groups
reported for immigrating to the United States were to pursue a better life for themselves and
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their families [9, 10]. They also share similar cultural and family values arising from
Confucianismand Familism [11-13]. Thus the current study combines these two groups to
investigate the dyadic relationship of family communication and coping on quality of life
(QOL) among BCS-family member dyads.

During the adjustment to breast cancer, family members may have a primary influence on
the QOL of BCS [14]; thus cancer is frequently recognized as a family disease [15].
Communication and coping within the family specifically may influence how BCS or family
members respond to emotional distress and concerns during the survivorship period; these
responses, in turn, influence QOL [16-20]. Family communication is defined as messages
that are typically sent with intent and that have consensually shared meaning among
individuals who are related biologically, legally, or through marriage-like commitments
[21]. Several studies have demonstrated that sharing information about their illness, its
consequences, and their thoughts and feelings with family members is related to their
positive adjustment, increased cohesion, lower mood disturbance, and better QOL [22-25].
Studies also have shown that cancer patients who hold back emotions and concerns report
higher levels of psychological distress, lower emotional well-being, and lower QOL [26-29].
Generally, family coping refers to the set of cognitive and behavioral strategies used by
family members to manage shared distress within the family [25]. Adaptive coping
strategies (e.g., problem-solving) have been shown to be associated with decreased
psychological distress, increased psychological and physical health, improved QOL, and
positive health behavior changes [30-32], whereas maladaptive coping strategies (e.g.,
avoidance) are associated with higher levels of distress, poorer adjustment to diagnosis and
treatment, and decreased QOL [33-35].

Chinese and Korean cultures might influence the communication and coping between BCS
and their family members [36]. Belonging to cultures with a Confucianism tradition [37],
Chinese and Koreans have learned that a person’s maturity is related to the ability to control
one’s feelings or emotions [38]. Confucianism also teaches that “silence is golden.” This
teaching suggests that many Chinese- and Korean-Americans may be comfortable with
moments of prolonged silence throughout their chores and daily activities and may be
discouraged from seeking help from outside the family [39, 40]. Individuals who do not
have skills to communicate about and cope with cancer, however, may face increased risks
for poor QOL and family instability [27, 41]. Furthermore, the mutual coping strategies and
communication skills within the family may create interaction effects on everyone’s QOL
given that the family members tend to react to disease as a unit [42]. In view of the tradition
of Familism, all values are determined based on how things are favorable for the functioning
of the family [43], such that an individual cannot become independent of the family due to
the strongly tied family bond [44].

The current study aimed to understand the dyadic relationships between family
communication and QOL and between family coping and QOL in Chinese- and Korean-
American BCS-family member dyads. Because no studies have investigated whether
Chinese-and Korean-American BCS’ and family members’ communication and coping
abilities contribute to the survivors’ own and their partners’ QOL, this study utilized small
samples for the purpose of exploring the dyadic associations as a pilot study. Based on the
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actor-partner interdependence model (APIM) [45], the current study analyzed dyadic data to
test the following research questions:

1. Arethe actor effects (i.e., the estimate of an individual’s impact on herself or
himself) of family communication and coping on QOL significant?

2. Are the partner effects (i.e., the degree to which a person’s outcome is influenced
by the partner’s score on the predictor variable) of family communication and
coping on QOL significant?

Study Design and Participants

The present study is a secondary analysis of data gathered for a descriptive and cross-
sectional methodology with the use of both quantitative (157 survivors and 32 family
members) and qualitative methods (32 dyads) [46, 47]. A total of 32 BCS-family member
dyads who completed the survey section participated in this study. Preliminary analysis
demonstrated that the selected BCS are not different from the total of 157 BCS in terms of
demographic and medical characteristics [47]. Originally, BCS were included if they met the
following criteria: 1) aged 18 years or older at diagnosis; 2) diagnosed with breast cancer
(Stage I-111) within the previous 1-5 years; 3) completed active treatment; 4) received no
diagnosis of another type of cancer; 5) self-identified as Chinese American or Korean
American; and 6) were able to speak Chinese, Korean, and/or English. Eligible family
members included adults who met the following criteria: 1) living with a BCS; 2) being
either the husband/partner, adult child, parent, or close friend of BCS; and 3) not diagnosed
with any type of cancer. The family members were nominated by the BCS as an individual
in their families who provided significant support and help. Here, the term ‘family member’
refers to the family members or close friends who are living in their household, regardless of
relationships by blood or marriage, and is thus based on emotional distance and relationship.

Data Collection Procedures

BCS were drawn from the California Cancer Surveillance Program and area hospitals in Los
Angeles County, California. After the invitation letters were mailed, initial telephone
contacts with potential participants were conducted for eligibility screening. During the
screening process, BCS were asked their opinions regarding family members’ study
participation. Eligible participants were mailed a questionnaire and consent form in their
preferred language.

After finalizing the recruitment of BCS, stratified random sampling was employed to select
a certain number of family members for all BCS who agreed to the family member’s
participation in a focus group study. As the stratification, BCS” mean score on the family
communication scale was used to evenly include subsamples that have open and closed
communication patterns within the population. A recruitment letter was mailed to the
nominated family members. If they were interested in participating in this study, a brief
telephone screening was conducted to assess their eligibility. Family members who agreed
to participate in both the survey and focus groups were included. The family members were
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asked to complete the questionnaire face-to-face prior to the focus group. A $40 grocery gift
certificate was given to the participants as compensation. The recruitment procedures were
approved by the Case Western Reserve University and the City of Hope Institutional Review
Boards. In this paper, only the survey study is included.

Instruments

A rigorous “forward-backward” translation procedure was used to ensure that the English
versions of the questionnaires were equivalent to the Chinese and Korean versions. Details
regarding the instrument development, translation, and equivalency testing are reported
elsewhere [47]. In this study, the internal consistency of the scales ranged from 0.67 to 0.97
for the Chinese version and from 0.72 to 0.97 for the Korean version, except for the passive
appraisal subscale in the family coping (Table 2). The passive appraisal subscale was not
reliable for Korean survivors specifically, indicating very low reliability (a=0.178). Hence,
the passive appraisal subscale was dropped from further analyses. Preliminary analysis
demonstrated no major differences in demographics, medical characteristics or outcomes as
a result of the language of administration [47].

Quiality of Life—The Medical Outcome Study (MOS) SF-36 was used to assess QOL for
both BCS and family members [48]. This 36-item instrument contains eight multi-item
subscales: 1) physical functioning, 2) physical role limitation, 3) pain, 4) general health, 5)
vitality, 6) social functioning, 7) emotional role limitation, and 8) mental health. These eight
subscales are comprised of two summary scores: the Physical Component Summary (PCS)
and the Mental Component Summary (MCS). Subscale scores are computed by summing
items in the same scale and then transforming raw scale scores to a range from 0 to 100.
Each summary score was calculated by averaging the standardized scores of the
corresponding subscales and used as outcomes in this study. Higher scores represent higher
QOL.

Family Communication—Two communication scales addressing general communication
and cancer-related communication were used to assess communication within the family.
First, the Family Adaptability and Cohesion Evaluation Scales (FACES IV)-Family
Communication Scale, which was designed to investigate ways to communicate with family
members in daily life (i.e., listening, expression), was employed to assess general
communication (referred to as general communication) [49]. This 10-item scale is rated on a
5-point Likert scale and computed by averaging all items. Higher scores indicate better
general communication.

Cancer-related communication was assessed using the Family Avoidance of Communication
About Cancer (FACC) Scale, which was developed to assess ways to communicate about
the cancer experience with family members (i.e., discouraged, upset) and attitudes toward
such communication (referred to as cancer-related communication) [50]. Five items are
measured on a 5-point Likert scale. Each item was reverse scored and the total subscale
score was computed by averaging the items. Higher scores reflect better cancer-related
communication.
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Family Coping—The Family Crisis Oriented Personal Evaluation Scales (F-COPES) was
used to assess family coping [51]. The F-COPES is a self-report measure designed to
identify coping strategies families use when they face problems or a crisis. This 29-item
scale consists of five subscales: 1) acquiring social support (the family’s use of emotional
and tangible support from extended family, friends, and neighbors; 9-item); 2) mobilizing
the family to acquire and accept help (the family’s use of community resources to cope with
their problems; 4-item); 3) seeking spiritual support (the family’s use participation in and
emotional support acquired from their church; 4-item); 4) reframing (the family’s ability to
redefine stress/situations; 8-item); and 5) passive appraisal (the family’s inactive coping
style in managing problems; 4-item). The respondent rated the items on a 5-point Likert
scale. The subscale scores were obtained by summing the responses to all items. Higher
scores indicate more effective coping behavior.

Data Analyses

Exploratory data analyses were conducted to describe the participants’ characteristics. A
chi-squared test was conducted to determine whether there were significant differences in
demographic and medical characteristics between Chinese- and Korean-Americans to justify
their combination in the analysis. The paired sample t-test was then conducted to investigate
the mean differences in variables between survivors and family members. Pearson
correlations among variables between BCS and family members were also conducted.

The type of survivor-family member dyads in this study was considered “distinguishable
dyads,” in which members are distinguishable by a meaningful characteristic (i.e., survivor
vs. family member). Generally, data from family members are considered non-independent
because each family member is likely to influence the feelings, attitudes, and behaviors of
the other family members. Given that traditional research methods (i.e., regression) are
inadequate for dyadic data due to violations of independence assumptions and inaccurate
statistics for non-independent data [35], the APIM [45, 52], which addresses many
methodological problems related to dyadic data, was used for survivor-family member
dyads as the unit of analysis.

The current study used a pooled regression APIM technique that is appropriate for smaller
sample sizes [52]. Prior to major analyses, the homogeneity of variance across levels of the
distinguishing variable was tested to examine whether the assumption of the pooled
regression technique for distinguishable dyads was met. Using the pooled regression
approach to estimate the APIM, two regression equations (one for the within-dyad effects of
the predictor variable and the other for the between-dyad effects) are estimated, and the
results are pooled together to obtain the actor effect, partner effect, and associated
parameters for each predictor variable [45, 52]. Here, a variable related to the role (survivor
or family member) and the interaction between the role variable and the other predictor was
included in all of the analyses to explore potential role differences (survivors=1, family
members=-1). The within-dyad and between-dyads regression equations are shown in
Equations 1 and 2 [52], respectively.
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Definition of Symbols:
DV qif = the difference between each partner’s scores on the outcome variable
IV giss = the difference between each partner’s scores on the predictor variable
Rgife = the difference between each partner’s scores on the role (sick/caregiving role)
IVINit = the difference in the interaction between the predictor variable and role
DVayg = the dyad mean of the outcome variable
IVayg = the dyad mean of the predictor variable
IVIN,yg = the dyad average of the interaction between the predictor variable and role
by, = unstandardized regression coefficients for the within-dyads regression
by, = unstandardized regression coefficients for the between-dyads regression
E\i = error term for the within-dyads regression
Epi = error term for the between-dyads regression

The regression coefficients from these two equations were then used to estimate the actor
and partner effects for each of the mixed predictor variables, as in Equation 3 [52].

Finally, ¢statistics with degrees of freedom were used to determine whether these actor and
partner effects differed significantly from zero using the pooled standard errors. All analyses
were conducted using SPSS 20.0 and computed manually. All hypotheses were tested with a
p<0.05 criterion of significance for a two-sided test.

Sample Characteristics

A total of 32 BCS-family member dyads completed the survey. More Chinese-Americans
(rm=18) than Korean-Americans (/=14) participated in this study, but the Chinese- and
Korean-American BCS did not differ significantly on any demographic or medical
characteristics. For the family members, only the relationship with BCS varied significantly,
indicating that more husbands of Korean-Americans participated than Chinese-Americans
(see Table 1). Thus, this study combined Chinese- and Korean-Americans as one group in
subsequent data analyses.

As outlined in Table 1, the mean ages of BCS and family members were 57 (SD=10.6) and
52 years (SD=14.5), respectively. Nineteen husbands, six daughters, and seven others
(siblings or friends) participated as family members. The majority of BCS and family

Psychooncology. Author manuscript; available in PMC 2015 November 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Lim Page 7

members had completed either high school or college (87.5% of BCS and 90.7% of family
members) and were married (78.1% of BCS and 71.9% of family members). Approximately
40% of survivors reported an annual household income of under $25,000. Nearly half of
survivors were currently employed, whereas approximately 90% of family members were
employed. Most respondents used their native language as a primary language. The length of
residence in the United States for both BCS and family members was approximately 20
years. The average number of years since cancer diagnosis was 3.5 (SD=1.4), and
approximately 40% of the participants were diagnosed with Stage Il cancer (Table 1).

Preliminary Analyses

As shown in Table 2, BCS and family members did not show significant differences in
variances of predictor and outcome variables, supporting the assumption of homogeneity of
variance. The paired-sample t-test demonstrated that neither the general nor the cancer-
related communication scores revealed significant differences between BCS and family
members. Regarding family coping, the acquiring social support coping subscale showed
significant differences between BCS and family members (=-2.09, p<0.05); the family
members were more likely than BCS to use acquiring social support. In the QOL, family
members showed a better PCS score than did BCS (£-4.32, p<0.001), whereas the MCS
score did not show significant differences. Of the eight QOL subscales, six significantly
varied between BCS and family members. This finding indicates that family members are
more likely than BCS to have better PCS; however, on the mental health subscale, BCS
expressed a better outcome than did their family members.

As indicated in Table 3, the bivariate correlations between BCS and family members were
low for QOL and moderate for most predictors. The within-dyad correlation was relatively
high for QOL compared with the correlations for predictors.

Research Question 1: Actor Effects of Family Communication and Coping on QOL

The actor effects between general communication and PCS for both survivors (£4.40,
p<0.001) and family members (£=2.47, p<0.05) proved significant (Table 4). This indicates
that the use of more effective communication within the family in daily life was related to an
increase of one’s own PCS score for both BCS and family members. In the relationships
between mobilizing (t=2.69, p<0.05) and reframing coping (t=2.34, p<0.05) and PCS, the
actor effects were positive for survivors only, i.e., the increased use of own mobilizing or
reframing coping strategy was associated with increasing their own physical-related QOL.

For MCS, general communication (#=4.43, p<0.01), as well as acquiring social support
(t=2.63, p<0.05), seeking spiritual support (t=3.87, p<0.01), and reframing coping strategies
(£4.03, p<0.01) had positive actor effects for survivors. That is, survivors who had better
scores for general communication or used acquiring social support, seeking spiritual support,
or reframing coping strategy increased their own mental-related QOL. However, family
member actor effects of family communication and coping on MCS were not observed.
Thus, for research question 1, 8 out of a total of 24 possible relationships were significant in
the expected direction.
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Research Question 2: Partner Effects of Family Communication and Coping on QOL

The survivor-partner effect was not observed in PCS. For the family-partner effects,
however, two relationships were significant: 1) general communication and PCS (£2.84,
p<0.05), and 2) mobilizing coping and PCS (&#-2.65, p<0.05). That is, survivors who had
better scores for general communication increased their family members’ PCS. The
survivors’ use of mobilizing coping was associated with the family members’ lower PCS
score.

In terms of MCS, mobilizing coping showed both the survivor- (&=-2.41, p<0.05) and
family-partner effects (£-2.65, p<0.05). This indicates that the family members’ use of
mobilizing coping was related to the survivors’ lower MCS score, and the survivors’ use of
mobilizing coping was also associated with the family members’ lower mental-related QOL.
Other predictors did not show any survivor- or family partner effects on mental QOL.
Nevertheless, the survivor- and the family-partner effects of cancer-related communication
on mental and physical QOL, respectively, were marginally significant; this finding
indicates that individuals whose partners have better communication about the cancer
experience within the family may have better physical or mental QOL. For research question
2, 4 out of a total of 24 possible relationships were significant in the expected direction.

DISCUSSION

The present study aimed to understand the dyadic relationships between family
communication and coping and QOL for BCS-family member dyads within Chinese- and
Korean-American cultural contexts. The study findings demonstrated that 1) the survivors’
general communication and use of reframing coping positively predicted their own QOL; 2)
the survivors’ and family members’ general communication was a strong predictor of the
family members’ PCS score specifically; and 3) each person’s use of mobilizing coping
negatively predicted his or her partner’s QOL.

A pooled regression approach to the APIM is known to be an appropriate approach for
analyzing dyadic data with smaller samples [52], although most types of dyadic analyses
require large samples. The benefit of a pooled regression approach is that researchers can
examine actor and partner effects while accounting for the interdependence between
couples, resulting in accurate statistical inferences with small samples [45]. Considering that
cancer survivorship studies targeting Asian-Americans tend to recruit small samples because
of recruitment challenges [2], the use of this approach is meaningful in that researcher-
practitioners may have an opportunity to learn more about Asian-American dyadic samples.

First, this study found that BCS” and family members’ levels of general communication
within the family were associated with their own QOL, consistent with the results of
previous studies for mostly White populations [50, 53, 54]. This implies that individuals’
ability to effectively communicate and manage general concerns within the family can
improve QOL for both those who are surviving breast cancer and their family members.
Generally, it is known that Asian cultures tend to discourage discussing concerns in public
and within the family [38, 46]. Nevertheless, we should not overlook the possibility that
Chinese- and Korean-Americans’ values may be gradually changing to adjust to everyday
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life within their host country and adopting Western cultural norms. Thus, open
communication within the family may be more beneficial to improving QOL than retaining
such cultural values as closed communication. The current study suggests that the use of
effective communication among family members may maximize QOL for Chinese- and
Korean-American BCS and their family members.

The current study also confirmed that having positive thoughts and feelings when coping
with family concerns may play a key role in improving QOL for Chinese- and Korean-
American BCS, consistent with previous studies [55, 56]. This reflects that the collectivist
values that Asian culture emphasizes (e.g., seeking harmony) are still at work when dealing
with concerns and problems within the family. However, the family actor effect was not
observed in the relationship between reframing coping and QOL, indicating that the family
members’ positive thoughts and feelings are not helpful in improving their QOL. This may
imply that positive thoughts do not offer any practical solutions to deal with their problems
or distress for family members. Furthermore, in the current study, there was no evidence of
actor effects in the relationship between family coping and QOL for family members.
Generally, family members provide informal cancer care that meets the survivors’
multidimensional needs [57] such that they may have an additional burden, i.e., the
obligation that they must meet the survivors’ demands. Hence, other survivor-related factors
beyond the use of family members’ coping strategies may be necessary to influence family
members’ QOL.

In terms of the partner effects, findings regarding the effect of mobilizing coping on QOL
are not consistent with findings from other studies [21, 23]. That is, the use of active coping
strategies produced favorable outcomes [21]. However, such previous findings might not be
applicable to Asian culture. For example, people in Asian cultures may be reluctant to
request and accept help from someone outside the family given the values associated with
Confucianism [11, 13, 58] and Collectivism [59-61]. It is also possible that our samples did
not have enough resources to request assistance in solving their problems because of limited
social networks and cultural and language barriers [62]. Thus, mobilizing the family to
acquire and accept help may cause side effects of repressing their emotions. Further
investigation aimed at understanding the role of mobilizing coping on QOL within the Asian
culture is needed.

Meanwhile, the current study did not find significant relationships between the QOL of the
BCS and their family members. Such a finding is inconsistent with previous studies for
mostly White populations [22, 63, 64]. Although this finding is surprising in view of the
Familism in Asian populations, the other finding regarding general communication and the
Confucianism tradition may provide tips to better understand their relationships. One
possible explanation is that family members do not openly discuss their concerns or stressors
to keep the family in harmony, thus the extent to which survivors and family members
perceive quality of life may be different. Additionally, methodological issues such as sample
size, the extended definition of family members, and broad criteria of samples might
influence outcomes. Future studies are required to further investigate dyadic relationships of
QOL with large Asian populations.
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Finally, this study observed no evidence that actor effects of cancer-related communication
on QOL exist. However, individuals whose partners did not avoid talking about the cancer,
although it was marginally significant, had better QOL, indicating a potential partner effect
of cancer-related communication on QOL. This suggests that open communication about
cancer within the family system may be associated with family stability, which, in turn, may
influence partners’ QOL because the mutual understanding of cancer can help to improve
both the survivor’s and the family’s adjustment to cancer [53]. Therefore, this finding
implies that the development and implementation of cancer-related communication
intervention within the family may be useful for improving QOL, especially when
accompanied by psychosocial care to help BCS and family members develop effective
communication practices.

Several limitations of this study should be noted. First, this study relied on a cross-sectional
survey design; therefore, causality between variables should not be assumed. Additionally,
the majority of the study questions were asked retrospectively using self-report instruments;
concerns about definitive causal interpretations should be addressed with prospective
longitudinal data. Second, this study is limited because of its small sample size. Although
this study satisfied the recommended minimum sample size (7=28 dyads) for conducting a
pooled regression approach [52], a potential reason that some effects were not statistically
significant from zero may be related to the small sample size [52]. The results may also not
be generalizable to Chinese- and Korean-American BCS or to other Asian-American
populations. Future studies are needed with other Asian-American subpopulations. Finally,
the eligibility criteria of survivors and family members were quite broad. Given that
communication style and contents specifically can vary depending on whom one is
communicating with, the results should be interpreted with caution. The effect of
communication on QOL by relationships with each family member needs to be further
investigated.

Despite these limitations, our investigation delivers important messages related to the
positive roles of general and cancer-related communication and reframing coping and the
negative role of mobilizing coping on improving QOL in Asian cultures. Our findings
suggest that BCS and their family members may benefit from interventions that enhance
communication and coping for Asian families. BCS and their family members who show
maladjustment or poor QOL may also benefit from prompt psychosocial interventions at
either the individual, dyadic, or family level, which can ultimately improve QOL for BCS-
family member dyads.
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Figure 1. The Effects of Family Coping and Communication on QOL
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Note. a=survivor actor effect; b=family actor effect; c=survivor-partner effect; d=family-
partner effect; PCS=Physical component summary; MCS=Mental component summary;
predictors include communication (i.e., general and cancer-related communication) and
family coping (i.e., acquiring social support, mobilizing the family to acquire and accept
help, seeking spiritual support, and reframing).
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Table 1

Demographic and Medical Characteristics of Samples (32 Dyads)

Page 15

N (%)
Survivors Family
Variables Chinese Korean Chinese Korean
(=18 | (n=14) Total =18 | (n=14) Total
Relationship?
Wife/Husband 7(38.9) 12(85.7) | 19(59.4) | 19(59.4) | 12(85.7) | 19(59.4)
Mother/Daughter 4(22.2) 2(14.3) 6(18.8) 6(18.8) 2(14.3) 6(18.8)
Others 7(38.9) 0 7(21.9) 7(21.9) 0 7(21.9)
Education
<High school 4(22.2) 0 4(12.5) 2(11.1) 2(11.1) 3(9.4)
High school graduated 3(16.7) 1(7.1) 4(12.5) 2(11.1) 2(11.1) 6(18.8)
>High school 11(61.1) | 13(92.9) | 24(75.0) | 14(77.8) | 14(77.8) | 23(71.9)
Household income
<25K 8(60.0) 4(28.6) 12(37.5) 5(33.3) 17.7) 6(18.8)
25K-45K 3(18.8) 2(14.3) 5(15.6) 7(46.7) 5(38.5) 12(37.5)
45K-75K 3(18.8) 5(35.7) 8(25.0) 0 4(30.8) 4(12.6)
>75K 2(12.5) 3(21.4) 5(15.6) 3(20.0) 3(23.1) 6(18.8)
Marital Status
Married 13(72.2) | 12(85.7) | 25(78.1) | 11(61.1) | 12(85.7) | 23(71.9)
Others 5(27.8) 2(14.3) 7(21.9) 7(38.9) 2(14.3) 9(28.1)
Employment Status
Employed 8(50.0) 8(57.1) 16(53.3) | 12(80.0) 14(100) 26(89.6)
Un-employed 8(50.0) 6(42.9) 14(46.7) 3(20.0) 0 3(10.3)
Primary language
Chinese/Korean 17(94.4) 14(100) 31(96.9) | 17(04.4) | 1101.7) | 30(93.8)
English 1(5.6) 0 1(3.1) 1(5.6) 1(7.7) 2(6.2)
Cancer stage
0 3(16.7) 0 3(9.4)
I 3(16.7) 7(50.0) 10(31.3)
1l 8(44.4) 6(42.9) 14(43.8)
1l 4(22.2) 1(7.1) 5(15.6)
Radiation(Yes) 5(31.3) 9(69.2) 14(43.8)
Chemotherapy(yes) 10(66.7) 8(57.1) 18(56.3)
Hormonal therapy(yes) 11(68.8) 7(50.0) 18(56.3)
Mean(SD)
Age 55.9(10.7) | 57.9(10.7) | 56.8(10.6) | 51.6(16.4) | 53.5(12.3) | 52.4(14.5)
Length of stay in the US | 19.3(10.5) | 23.1(7.9) 20.9(9.5) 17.1(8.9) 24.2(7.5) 20.4(8.9)
Years since diagnosis 3.1(1.3) 4.2(1.2) 3.5(1.4)
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asignificant difference between Chinese and Korean survivors at £<0.05
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Table 2

Differences in Variables between Survivors and Families

1duasnuely Joyny vd-HIN

Cronbach’s a | Range, Mean (SD)
Variables Fa tb
Chinese | Korean | Survivor Family
Communication
General 0.97 0.96 2-5,3.8(0.9) 1-5,3.9(0.98) 0 -0.62
Cancer-related 0.97 0.97 1-5, 4.0(1.2) 1-5, 3.8(1.15) 0.1 0.89
Family Coping
Social support 0.81 0.91 10-42, 19.5(7.9) 10-41,22.7(7.9) | 027 | -2.09%*
Mobilizing 0.72 0.72 5-17, 9.4(3.5) 4-20,10.3(3.5) | 0.06 | -1.15
Spiritual support 0.87 0.85 3-20,12.7(5.7) 4-20,13.4(45) | 391 | -0.76
Reframing 0.86 0.85 14-38, 26.0(7.0) 13-40,28.4(6.9) | 0.16 | -1.74
Quality of Life
Physical Functioning 0.92 0.86 8-100, 64.3 (29.8) | 8-100,88.3(21.7) | 3.3 | -4.14™
Role-Physical 0.83 0.96 0-100, 48.4 (42.3) | 0-100,79.8(36.8) | 157 | -3.03**
Pain 0.81 0.86 23-100, 64.4 (22.5) | 10-100, 81.5(22.2) | 0.09 | -4.12"*
General Health 0.7 0.8 15-100, 54.6 (19.8) | 10-100, 64.2(21.4) | 1.14 211"
Energy 0.67 0.82 | 35-100,59.0 (16.1) | 10-100, 53.3(22.6) | 3.29 1.02
Social Functioning 0.71 0.77 25-100, 66.4 (25.3) | 38-100, 80.1(21.0) | 2.24 | -3.09™
Role-Emotional 0.83 0.89 0-100, 55.6 (45.8) 0-100, 76.7(39.3) | 3.29 -2.03
Mental Health 0.89 0.87 24-100, 69.2 (19.5) | 4-100,55.5(25.7) | 2.66 248"
Physical QOL - - 24-94,57.9 (21.7) | 26-100,78.1(21.2) | 0.4 | —4.32***
Mental QOL - - 27-100, 61.9 (21.2) | 27-100, 66.2(19.8) | 0.93 -0.99

1duasnuely Joyny vd-HIN

a . .
Note Levene’s test for equality of variance,
b_.
paired sample t-tests were conducted.
*
p<0.05,
*Kk
p<0.01,

Aok

£<0.001
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Table 4

A Pooled Regression Actor-Partner Interdependence Model

Variables Survivor Family Survivor Family
Actor effect  Actor effect  Partner Effect  Partner Effect
Unstandardized Estimates
Physical QOL
General communication 4.407F 2477 -1.88 284
Cancer communication 0.06 1.10 0.44 2357
Social support 0.76 -0.26 -0.50 -0.98
Family Mobilizing 2697 -0.40 -1.86 2657
€OPING  gpiritual support 171 -0.18 0.15 -0.18
Reframing 234" -1.38 1.73 -0.94
Mental QOL
General communication 4437 1.26 -0.91 1.39
Cancer communication 0.88 -0.20 2187 1.83
Social support 263" 0.38 -1.21 -0.54
Family . + _ * *
coping Mobilizing 2.20 0.12 -2.41 -2.65
Spiritual support 387 0.39 -0.44 0.25
Reframing 4.03™ -1.21 1.10 -1.16
+
p<0.1,
*
p<0.05,
Hk
p<0.01,
Ak
<0.001.
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