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Little is known about cancer information needs and seeking patterns in the rapidly
growing Asian American population. The purpose of this study is to characterize
cancer information seeking behaviors and preferences in Asian Americans and to
examine their cancer-related knowledge and risk perceptions. Data from the
nationally representative Health Information National Trends Survey (HINTS)
database were analyzed to compare non-Hispanic Asians and Whites. Asians
had lower awareness of the National Institutes of Health and American Cancer
Society, were less likely to think that not smoking or quitting smoking would
reduce cancer risk, were less knowledgeable about colon cancer screening, and considered their personal cancer risk to be low. Asians and Whites had similar media
usage rates. They also had similar rates of preference for cancer information from
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various sources, although Asians were significantly more likely to prefer print
materials. The level of trust of cancer information from doctors was high overall.
This study is limited by under-representation of some demographic subpopulations,
future surveys should oversample Asians and strive to include higher-risk Asians
(e.g., elderly, poorly educated, immigrants, and those with limited English
proficiency).

More than 10.2 million Asian Americans live in the United States, constituting 3.6%
of the population and comprising persons of Asian descent born in the United States
as well as immigrants from a variety of Asian countries. Between 1990 and 2000, the
Asian American population grew by 48%, a rate that is more than three times faster
than the general population (Barnes & Bennett, 2002).
Asian Americans often are considered ‘‘model minorities’’ with exemplary behavior and few health risks (Chen & Hawks, 1995; Conchas & Perez, 2003). They are
indeed at risk for a number of important health conditions, however, including
cancer (Kwon & Bae, 1995; Jemal et al., 2004; Ward et al., 2004).
Cancer is a leading cause of death for Asian Americans (Louie, 2001), with the
most common cancers causing death being lung, colon, and liver for men (39.2, 15.9,
and 14.9 per 100,000) and lung, breast, and colon for women (19.9, 12.8, and 9.5 per
100,000; U.S. Cancer Statistics Working Group, 2004). Meanwhile, screening rates
are low; compared with Whites, Blacks, and Latinas, Asian women receive less mammography and pap screening (57% and 68%; Ward et al., 2004). A study of 1,011
Vietnamese in California found significantly lower rectal, cervical, and breast cancer
screening than in the general population (McPhee et al., 1992). Chinese Americans in
primary care also have demonstrated low colon screening (69% fecal occult blood
testing (FOBT), 20% sigmoidoscopy; Lee et al., 1999).
Knowledge of the consequences of behaviors plays an important role in
many health behavior theories, including the Theory of Reasoned Action (Fishbein
& Ajzen, 1975), the Health Belief Model (Rosenstock, 1990), and Social Cognitive
Theory (Bandura, 1992). Studies suggest that cancer knowledge is low for
Asians. A small Philadelphia study showed that few Southeast Asian women were
able to identify cancer risk factors or prevention strategies (Phipps et al., 1999),
and a small California study indicated that Japanese women had insufficient
knowledge about breast cancer (Sadler et al., 2003). In Seattle, fewer than half
of Chinese Americans knew that hepatitis B could cause liver cancer (Thompson
et al., 2002).
Little is known about how Asian Americans obtain cancer knowledge because
few studies have examined cancer-related information sources, information-seeking
behaviors, and information preferences in Asians. A greater understanding of cancer
communication issues in this population can lead to improved interventions; however, no population-based national studies on cancer information seeking in Asian
Americans have been published to date.
This study addresses several specific questions: How do Asian Americans differ
from White Americans with respect to cancer-related information seeking? Which
health information channels may be useful for cancer awareness campaigns targeting
Asian Americans? What cancer topics should be emphasized in public information
campaigns for the population?
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Methods
We used data from the HINTS 2003, a nationally representative telephone survey of
U.S. adults conducted by the National Cancer Institute (NCI) in 2002–2003. The
survey was conducted in English and Spanish, with a population-based sample of
6,369 adults. We included records for non-Hispanic Asians and non-Hispanic Whites
(hereafter referred to as Asians and Whites) in our analysis (n ¼ 4,395; 119 Asians
and 4,276 Whites). A complete description of the sampling and design of HINTS
has been published elsewhere (Nelson et al., 2004).
In addition to race–ethnicity, we included the following demographic variables:
age, sex, household income, self-reported health, health insurance status, education,
employment status, and whether the respondent had a usual health care provider.
These variables are hereafter referred to as ‘‘background characteristics.’’ We used these
variables for statistical adjustment, since the demographics of the Asian and White
population in the United States are quite different (U.S. Census Bureau, 2001). Moreover, these characteristics potentially can affect access to health information.
We included measures of exposure to mass media, information-seeking behavior, attention to health information, and trust of cancer information from various
sources. In addition, we examined responses to an item where participants were
asked whether they would like to receive free cancer information from 9 potential
sources (e-mail=internet; videos; audio cassettes; personalized reading materials
based on lifestyle=family history; interactive CD-ROM’s; telephone call from a
health care professional; meeting in person with a health care professional; printed
publications; or some other way). We also included responses to a question in which
participants were asked to imagine having a strong need for cancer information
and then to identify the one source where they would look first to obtain that
information; participants chose from a list of 15 options (books; brochures=
pamphlets=etc.; family; friend=co-worker; health care provider; Internet; library;
magazines; newspapers; radio; phone information number; cancer organizations;
television; cancer research=treatment facilities; other). For subjects who had ever
looked for cancer information from any source, we also included responses to a
question where participants identified the first place they actually went during their
most recent information search.
Finally, we examined measures of cancer-related knowledge (colon cancer prevention=screening methods, role of tobacco in cancer, awareness of cancer organizations such as NCI and American Cancer Society), personal smoking behaviors, and
cancer risk perception. While the HINTS also included data for other cancers, we
limited our analysis to questions related to lung and colon cancer, because these
cancers are among the top three malignancies for Asians and Whites of both sexes
in the United States (U.S. Cancer Statistics Working Group, 2004).
Data were analyzed using Stata (StataCorp, 2003). Our calculations used appropriate survey sampling weights and stratification adjustments (Davis & Moser, 2004;
Davis, Personal Communication, 2005). The significance level was set at 0.05. Survey
chi-square tests and design-based F tests were used for univariate comparisons.
Multivariable linear regression and logistic regression were used to assess betweengroup differences, controlling for the background characteristics described earlier.
We did not exclude the few people with a history of cancer because this variable
did not change our findings when we included it in the multivariable models. When
analyzing responses concerning awareness of the various cancer organizations, we
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adjusted not only for the background characteristics but also for reported awareness
of a fictional entity (‘‘U.S. Center for Cancer Prevention Research’’) that had been
included in the HINTS for quality control purposes.

Results
The weighted mean age for Asians was 36.5 years, significantly younger than Whites
(49.9). Males constituted 57.4% (Asian) and 47.3% (White; p > 0.05). F tests found
no significant differences between races with respect to income, self-reported health,
and health insurance status, but there were few Asians with low income. Asians were
more likely than Whites to be students (as opposed to other employment types) and
to have higher education.
Figures 1 and 2 summarize our primary findings. Multivariable linear regression
showed no significant differences in television use (2.4 and 3.0 hrs=day for Asians
and Whites, respectively), radio use (1.8 and 2.3 hrs=day), newspaper use (3.5 and
3.7 days=wk), and magazine use (1.7 and 1.9 days=wk). When asked about preference for nine potential sources of free cancer information, Asians and Whites had
the same top three choices, in different rank orders (printed publications, personalized materials, and in-person sessions); Asians were more likely than Whites to
choose printed publications (90.6% vs 78.1%; p < 0.01). When participants were
asked to select the cancer information source where they would look first in a time
of need, the top two choices for both Asians and Whites were Internet (52.9% and
36.7%, respectively) and health care provider (33.2% and 47.0%; p > 0.05). For subjects who actually had looked for cancer information, the Internet remained popular
(Asians 57.8%, Whites 50.5%), but fewer reported going to a doctor; though not
statistically significant, fewer Asians reported using a health care provider as the
primary source (0.9% vs 11.2%; p ¼ 0.09).

Discussion
This is the first report combining cancer communication behaviors, preferences, and
cancer knowledge of Asian Americans in a nationwide study. As noted above, we
identified several disparities between Asians and Whites, and these were independent
of the effects due to age, sex, income, self-reported health, health insurance, education, employment, and health provider status.
Many of our findings are in agreement with other reports. For example, in a
study of 1,374 Asian Americans, Ma and Fleisher (2003) also found that few
(21%) were aware of the 1-800-4-CANCER service. In addition, we found smoking
rates of 10.2% (Asian) and 21.9% (White), which were consistent with the Current
Population Survey Tobacco Use Supplements’ rates of 12.7% and 22.7% (Baluja
et al., 2003). We found that Asians had a low sense of personal cancer risk; this
may suggest a belief in Asians as the ‘‘model minority’’ (Chen & Hawks, 1995), or
it may be a reflection of the fact that rates of colon cancer and many other cancers
are indeed lower among Asians than among Whites (U.S. Cancer Statistics Working
Group, 2004). Since Asians actually are at higher risk than others for some cancers,
though, this may impart a false sense of security.
Our findings regarding knowledge of tobacco avoidance and its relationship
with cancer prevention differed from studies in Philadelphia, where a higher proportion of Asians (81.3% to 93.3%) knew about the association between smoking
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Figure 1. Information seeking experiences=sources and attention to=trust of cancer information sources.

and lung cancer (Ma et al., 2002, 2003). The lower rates identified in our study
remained significant after controlling for smoking status (p < 0.01), and this should
be investigated further.
There are few references with which to compare our findings concerning information preferences. One small study of cancer patients in Hawaii showed that, while
White patients preferred information from research sources, telephone services, and
the Internet, Japanese patients preferred television, newspapers, books, magazines,
and alternative medicine providers. Meanwhile, non-Japanese Asians and Pacific
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Figure 2. Knowledge of cancer=cancer information sources and personal cancer risk perception.

Islanders preferred information from interpersonal sources (Kakai et al., 2003). Our
results did not identify such striking differences, but they did suggest an Asian
preference for printed materials.
This study is limited by the fact that Asians were not oversampled. The 119
Asians constituted only 2.3% of the full sample, lower than the 3.6% in the U.S.
population. Also, the Asian weighted mean age was more than 10 years younger
than Whites. This is larger than the difference seen in the census, where Asians’
median age was just 3 years younger than the general population (Barnes & Bennett,
2002). Asians with low education and low income are poorly represented in the
HINTS; since those with low education tend to have lower cancer knowledge
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(Taylor et al., 2002), it is likely that we are underestimating the true disparities. Also,
the HINTS was offered in English and Spanish only, so Asians with limited proficiency in these languages are poorly represented. In addition, it would have been
useful to know about immigration status, English proficiency, and Asian ethnicity
(Chinese, Vietnamese, etc.). Several researchers have noted the limitations of relying
on aggregated data when describing the health of this diverse group (Baluja et al.,
2003; Ghosh, 2003; Jemal et al., 2004).
Finally, we recognize that some of the statistically significant findings cited here
may be the result of multiple comparisons. With an alpha level of 0.05, one might
estimate that 5% of the significant findings may be spurious. Most of the significant
findings, however, fell into recognizable patterns and thus are less likely to be statistical artifacts. Moreover, our level of confidence in many cases was higher, with
many p values < 0.01.

Conclusion
Despite many similarities in media exposure, information preferences, and information seeking, Asian Americans had lower knowledge than Whites with respect
to colon cancer screening and smoking; these topics should be stressed in cancer
awareness campaigns. Useful channels for intervention may include print materials
and health care providers (although efforts are needed to reduce barriers to regular
preventive health care for Asians).
Future studies should oversample Asians, as is currently done for other minorities, and offer surveys in other languages in order to reach more linguistically
isolated groups. Also, Asian subgroups should be disaggregated to identify
disparities that may otherwise be masked. The role of interpersonal communication,
which was not investigated in depth in HINTS, also should be explored. Findings
from this and similar studies can provide a basis for future communication interventions to address cancer disparities faced by the growing Asian American population.
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