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ABSTRACT. This study cxamines attitudinal differences related to
osteoporosis bctween tirst and second generation Japanese-Ameri-
can womcn. In an interview, the women completed a battery of tests
assessing their attitudes, values, and bclicls about the diagnosis,
treatment, and follow-up care of osteoporosis. The groups dil1cred in
their general knowledge of osteoporosis, perceptions of the disease,
attributions of its causes, anticipated and preferred support mecha-
nisms for care, and anticipated areas of concern for self- or other-
care. There were also considerable differences in treatment com-
pliance and feelings toward physicians. The findings were discussed
in relation to the effects of culture on health-care attitudes and be-
haviors. {Articlecopies a,'ailablefrom TheJ/aworthDocumentDelb'ery
Sen'ice: /-800-341-9678.]

duce different health-related beliefs. These, in turn, lead to different
preventive behaviors, and the use of services.

In this study, we examined cultural differences in attitudes, va]-
ues, and beliefs related to osteoporosis in first and second genera-
tion Japanese-Amcrican women. Osteoporosis is a progressive weak-
ening of bone, diagnosed by bone mineral density (BMD) decreases
over time. Osteoporosiscan develop with little symptomatology,
but severe cases lead to fraclures,especially in the hip, wrist, and
vertebrae. Because it can progress undetected for years, it is often
called the "silent epidemic" (Pun & Yeung, 1987).

Postmenopausal women are particularly at risk for osteoporosis
(Wisneski, 1991), possibly be<:auseof changes in estrogen levels.
Estrogen apparently enhances the metabolism of calcium in bone
remodeling. With less estrogen, postmenopausal women tend to
loseboneat a higherrate thanbeforemenopause,althoughthereare
individualdifferences.Estrogentherapy,ina varietyofforms,hasa
positiveeffecton BMD (Erdstiecket al., 1994;Ettinger,Genant, &
Cann, 1987; lIassager, Jensen, & Christiansen, 1994; Ryde, Bo-
wens-Simpkins, Bowen-Simpkins, Evans, & Morgan, 1994).

Caucasian and Asian women are at higher risk for osteoporosis
than other ethnicities (Pun, Chan, Chung, & Wong, 1990), but the
mechanism for this difference is not known. Many Asian women
are unableto digest milk,a major sourceof calcium in theAmeri-
can diet. Lactoseintolerance,however,may be temperedby other
calcium-richfoodsin theAsiandiet (e.g.ttofu).Peopleof other
ethnicitiesalso have lactoseintolerancebut are not at such a highrisk.

The studyof JapaneseAmericanscan broadenour knowledgeof
theeffectsof cultureon health-relatedattitudes,values,and beliefs.
Older Japanese Americansare comprised of at least two major
subgroups. One group is the first generation women, including
women born and raised in Japan, but who emigrated to the U.S. as
adolescents or adults. These individuals were enculturated in Japa-
nese culture (albeit they will also have acculturated to some degree
to Americanculture). The other group is the second generation
women, including those who were born and raised in the U.S.,
primarily speak English, and were enculturated in the U.S. from
birth(albeitwithJapaneseculturalvaluesin thehome).

Several conceptual frameworks guide research and theoretical
work in health psychology. The Health Belief Modcl (Becker, 1914;
Becker & Maiman, 1915),for example,suggeststhat perceptions,
attitudes, and beliefs affect motivations to engage in preventive
health servicesand behaviors.Sociallearningtheory (Bandura,
1977) suggests that health-related behaviors are products of personal
and environmental variables. The theory of reasoned action focuses
on intentions to engage in health-protective behavior (Ajzen &
Fishbein, 1980).

These models have received attention over the years (e.g., see
review by Feist & Brannon, 1988). Less work, however, has ex-
amined social or cultural factors on health beliefs or preventive
behaviors. This recognition is not new (e.g., see Suchman, 1964),
and is increasingly warranted in our ever-diversifying world, espe-
cially in the U.S. Indeed,this broader view has led to research
across ages (e.g., Mrozcek, Spiro, Aldwin, Ozer, & Bosse, 1993),
gender (e.g., Linden, Chambers.Maurice,& Lenz, 1993),sexual
preference (e.g., Fisher, Fisher, Williams, & Malloy, 1994), and
ethnicity (e.g., Bundek, Marks, & Richardson, 1993).

Cultural influences on health beliefs and behavior are especially
important to consider.Cultureis theconglomerationof learnedand
shared rules governing attitudes, values, beliefs, and behaviors that
are communicaledacross generationsbut differentfor individuals
(Matsumoto, in press). Culture is the baseline operating system
upon which individual differenceson psychological dimensions
exist. Differentcultures have differentoperating systems that pro-
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These two groups may have markedly differenthealth-related
attitudes, values, and behaviors. Japanese culture is collectivistic;
individualneeds,wishes,anddesiresare sacrificedfor thesakeofa
group or collective (Reischauer, 1988). Conformity and compliance
are necessities for hannony and cohesion. Sanctions, such as social
isolation, exist for non-compliance (Benedict, 1946).American cul-
ture, however, is individualistic, promotes uniqueness and autono-
my, and places individual needs, wishes, and desires above those of
groups. Members of individualistic societies are encouraged to ex-
press themselves, and non-conformity, non-compliance is tolerated
(Triandis, Bontempo, Villareal, Asai, & Lucca, 1988).

Japanese culture is also highly status differentiating, and hehav-
iors are linked to the status differential among intcractants (Nakanc,
1970).This is not true to the samedegreein the U.S.(sec Hofstede,
1980). Cultural differences in obedience to authority implicate dif-
ferences in how first and second generation patients interact with
health care providers, and comply with treatment regimens.

Japanese culture is influenced by Confucian and Buddhist teach-
ings. Japanese people tcnd to attribute the cause for negative events
to fate, luck, or predetermineddestiny (e.g., sec Matsumoto,Ku-
doh, Scherer, & Wallhott, 1988). Japanese people oftcn assume less
personal rcsponsibility and control over events in their lives. Amer-
ican culture, however, is characterized by pragmatism and logical
determinism. Events have observable and understandable causes
that can be influenced by one's behavio,rs.This cultural ditlercnce
can affect how first and second generation patients view disease
etiology,and their own role in treatingit.

The concept of amae is central to relationshipsin Japanesecul-
ture (Doi, 1973). Loosely translated, this word contains elements of
the English words dependence, naivety, and sweetness. Amae is
linked with collectivism, as it helps build interdependence.American
culture, however, discourages dependence, and encouragcs autonomy
and self-reliance.Japaneseamae fostersgreaterrelianceon others
and society in general to care for them; Americansreject Illisreliance.

Differences between mainstream Jnpancse and American cul-
tures do not necessarily address possible cultural dillcrcnces be-
tween tirst and second generation Japanese Americans. Several
studies,however,haveshownthat different generations of Japanese

Americans have acculturated from a traditional Japanese to an
American cultural profile. For example, Kitano (1976) surveyed
altitudes regarding ethnic identity, means-ends, masculinity and re-
sponsibility, individual v. group orientation, passivity, and realistic
expectations in first, second, and third generation Japanese Ameri-
cans. IIe foundan increasingtrend towardacculturationacross the
threegenerationsfor each of the attitudetypes. Kitano(1961) also
foundconsiderabledifferencesbetweenfirstand secondgeneration
JapaneseAmericansin their attitudesregardingparentalchild-rear-
ing, with first generationsubjects endorsingmuch more "restric-
tive" and "old fashioned" attitudes. Personality differences be-
tweenfirst and second generationJapaneseAmericanshave been
reportedhy Devos(1973),which arecongruentwith these cultural
ditlerences. These findings make it very possible that differences in
hcalth related attitudes and val~lesexist between first and second
generation Japanese American women.

OVERVIEW OF THE PRESENT STUDY

The combinationof cultureBndtheclinicalprofileof osteoporo-
sis makes this line of inquiryrelevant to clinical work, and to our
conceptualunderstandingof the influenceof cultureonhealth.The
women, all living in the U.S. and above the age of 55, completed an
Osteoporosis Attitudes and Values Assessment and a SociaVFamily
Care Issues Assessment. TIle first measure assessed four areas of
health beliefs and preventivebehaviors,while the secondmeasure
assessedtwo areas relatedto care. Wehypothesizedthat the second
generationwomenwould producean individualistic profile of atli~
tudesand beliefs, centeringon facts, pragmatism,individual re-
sponsibilityandindependence.The firstgeneration women,howev-
er, would producea collectivistic profile centeringon fate, luck,
dependenceon others,andobedienceto authority figures.

METHOD

SlIbje(.t.'t

Subjects were 72 JapaneseAmerican women in the San Francis-
co Bay Area, all over the age of fifty-five (mean = 65.85). The




