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Background: Although cultural values are increasingly being recognized as important determinants of 

psychological and behavioral outcomes following cancer diagnosis and treatment, empirical data are not

available on cultural values among men. This study evaluated differences in cultural values related to 

religiosity, temporal orientation, and collectivism among African American and European American men.

Methods: Participants were 119 African American and European American men who were newly diagnosed

with early-stage and locally advanced prostate cancer. Cultural values were evaluated by self-report using 

standardized instruments during a structured telephone interview.

Results: After controlling for sociodemographic characteristics, African American men reported significantly

greater levels of religiosity (Beta = 24.44, P<.001) compared with European American men. African American

men (Beta = 6.30, P<.01) also reported significantly greater levels of future temporal orientation. In addition,

men with more aggressive disease (eg, higher Gleason scores) (Beta = 5.11, P<.01) and those who were pending

treatment (Beta = –6.42, P<.01) reported significantly greater levels of future temporal orientation.

Conclusions: These findings demonstrate that while ethnicity is associated with some cultural values, clinical

experiences with prostate cancer may also be important. This underscores the importance of evaluating the

effects of both ethnicity and clinical factors in research on the influence of cultural values on cancer prevention

and control.

defined as a set of shared and socially transmitted ideas
about the world that are passed down from generation
to generation.3,4 Culture as a socially transmitted phe-
nomenon carries with it the idea that people who inter-
act on a regular basis know the same unwritten rules
and criteria for social life that confer status as a member
of the group.3 Within this overarching framework, the
construct of world view is used by psychologists to
describe beliefs and values regarding the nature of time
(eg, present, future), social relationships (eg, individual-
ism, collectivism), and the presence or absence of nat-
ural and supernatural entities (eg, materialism, spiritual-
ism) that are shared among members of ethnic and
racial groups.4 While anthropologists use the construct
of cultural models to describe the shared attitudes,
beliefs,and values that are nested within a group’s more
general world view,these beliefs and values create moti-
vational force.5 That is, they provide the underlying
rationale or impetus for individuals to behave and think
in a certain way, and they influence an individual’s per-
ceptions, cognitions, affect, and behaviors.3 When
applied to illness, the beliefs and values from a group’s
world view or cultural model of disease influence per-
ceptions about the meaning of an illness, the types of
treatment or remedies that are useful, and the likely out-

Introduction

Cultural factors are recognized as important determi-
nants of not only cancer prevention and control behav-
iors but also psychological and behavioral outcomes
following cancer diagnosis and treatment.1,2 Culture is
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come of health behaviors related to the prevention and
control of disease.6,7

Previous research has demonstrated that world
views, as well as their subsequent attitudes, beliefs, and
values related to health, differ among ethnically diverse
groups.8-10 For example, world views for European
Americans have been characterized by values such as
individualism, materialism, and future temporal orienta-
tion, whereas world views for African Americans have
been characterized by values such as interdependence
and collective responsibility, spirituality, and present
temporal orientation.8,10,11 Other research has shown
that cultural models — and specific folk health beliefs
generated from these models — are important to help-
seeking behavior for depression,12 diabetes,13-15 AIDS,16

and breast7 and cervical cancer.17 Recent research has
shown that cultural beliefs and values may be impor-
tant to cancer prevention and control. Future temporal
orientation was positively associated with participation
in genetic counseling and acceptance of BRCA1 and
BRCA2 genetic test results in African American women
at increased risk for hereditary disease,2 whereas pres-
ent temporal orientation was negatively associated
with mammography utilization in a sample of African
American women from the general population.18 Cul-
tural beliefs and values may also influence coping
efforts following cancer diagnosis. For example, reli-
gious values such as faith in God and concerns about
family members are important among women follow-
ing breast cancer diagnosis.19,20 Similarly, greater spiri-
tuality was positively associated with quality of life fol-
lowing a prostate cancer diagnosis among low-income
men,21 and discussion of religious and spiritual beliefs
with health care providers was important to African
American men affected with disease.22

These studies have identified some of the ways in
which cultural beliefs and values might influence can-
cer control and coping behaviors within ethnic groups;
however, beliefs and values derived from one’s world
view or cultural model of illness may be more or less
salient depending on clinical experiences with disease,
since experiences influence culture and culture influ-
ences experiences. Limited empirical data are available
on whether there are differences in cultural values
among ethnically diverse men who are diagnosed with
prostate cancer.

The purpose of this study was to describe cultural
values related to religiosity, collectivism, and temporal
orientation among African American and European
American men. Since prostate cancer is the most com-
mon form of cancer among men and is the leading
cause of cancer death among men in the United
States,23 our study evaluated cultural values among
African American men and European American men
newly diagnosed with this disease. Based on reports
showing ethnic differences in cultural world

views,8,10,11,24 we were particularly interested in deter-
mining the extent to which African American and Euro-
pean American men were different in terms of values
related to religiosity, temporal orientation, and collec-
tivism. We focused on these cultural factors because
they have been shown to be important to cancer control
and coping efforts following a cancer diagnosis.2,19,22,23

We also evaluated the relationship between ethnicity
and cultural values while controlling for sociodemo-
graphic and clinical variables to determine the extent
to which any observed ethnic differences were inde-
pendent of the effects of these factors.

Materials and Methods

Study Population
The study was conducted at the University of Pennsyl-
vania following approval from the Institutional Review
Board. Participants were African American and Euro-
pean American men who were newly diagnosed with
prostate cancer. To be eligible for study participation,
men had to have been diagnosed with a biopsy-con-
firmed case of stage T1 through T3 prostate cancer dur-
ing the past 3 months. To be included in the analysis,
men had to have complete clinical data. Consistent
with prior reports with individuals newly diagnosed
with cancer,25 the study enrollment rate was 58% among
men with complete clinical data on diagnosis and treat-
ment (N = 223). There were no differences in study
enrollment based on Gleason score (χ2 = 0.13,P=.72) or
prostate-specific antigen (PSA) level (χ2 = 1.85, P=.17).
However, European American men (χ2 = 4.65, P=.03),
men with stage T2 or T3 disease (χ2 = 11.86, P=.001),
and those who were recruited from the University of
Pennsylvania Health System (UPHS) (χ2 = 11.36,
P=.001) were most likely to enroll in the study.

Procedures
Eligible subjects were recruited from urology practices
at the UPHS and community-based urology practices
located in Philadelphia, Pennsylvania. The UPHS is an
academic medical facility, whereas community-based
urology practices were not affiliated with an academic
medical center. Specifically, men were recruited to par-
ticipate in the study by urologists or research staff dur-
ing a follow-up appointment after they had been
informed about their prostate cancer diagnosis. It
should be noted that men recruited from the UPHS
were recruited from the presurgery class for radical
prostatectomy. At each site, eligible men received a ver-
bal and written description of the study and the proce-
dures involved in participation. Written informed con-
sent and permission to abstract clinical information
from medical records was obtained from men who
agreed to participate in the study. Following provision
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of informed consent,men were contacted for a baseline
telephone interview about 1 to 4 weeks after study
enrollment. The baseline was a structured survey that
took about 30 minutes to complete. The baseline
obtained sociodemographic characteristics and ethnic
background, and it also assessed cultural values. All sur-
veys were completed by trained research assistants at
the University of Pennsylvania. Among the 129 men
who enrolled in the study, 92% completed the baseline
telephone interview and had complete data on cultural
values. While European American men were most like-
ly to complete the baseline telephone interview (χ2 =
8.94, P=.003), baseline completion did not differ based
on stage of disease (χ2 = 1.33, P=.51), Gleason score 
(χ2 = .008, P=.93), PSA (χ2 = 1.26, P=.26), or recruit-
ment site (1.51, P=.22).

Measures
Sociodemographics: During the baseline tele-

phone interview we obtained the participant’s ethnicity
(African American or European American), age, marital
status, education level, employment, annual household
income level, and health insurance status. With the
exception of age and income, these variables were
recoded into dichotomous variables based on the distri-
bution of responses. Age was evaluated as a continuous
variable, and income was dichotomized based on the
median income for Philadelphia residents26 (greater than
$35,000 vs less than $35,000).

Clinical Factors: PSA level, Gleason score, and
TNM stage at diagnosis were abstracted from medical
records. These items were recoded into dichotomous
variables (eg, stage T1 vs T2/T3) based on the distribu-
tion of responses for each variable. PSA level was
dichotomized based on the median value. Men were
also asked if they had received surgical, radiation, or
expectant (ie, watchful waiting) treatment during the
baseline telephone interview. Men who had initiated
radiation therapy or completed surgical treatment were
categorized as not pending treatment, and men who
had not initiated any treatment were categorized as
pending treatment.

Cultural Values: Scales developed by Lukwago
and colleagues27 were used to assess cultural values for
religiosity (9 items), collectivism (6 items), and tempo-
ral orientation (present temporal orientation 5 items,
and future temporal orientation 4 items [1 item was
omitted from the future temporal orientation scale]).
Specifically, these Likert-style scales evaluated the
extent to which men endorsed values related to reli-
gious faith (eg,“I openly talk about my faith with oth-
ers”) and collectivism or group interdependence (eg,“It
is important for families to do everything they can to
help others move ahead in life”). For temporal orienta-
tion, items measured the extent to which men’s cogni-
tions and behaviors reflected a preference for future or

immediate outcomes. For example, men were asked
questions such as “My day-to-day life is too busy to think
about the future” to evaluate present temporal orienta-
tion, while questions such as “The choices I have made
in life clearly show that I think about the future” were
used to evaluate future temporal orientation. Separate
scales were used to evaluate each cultural value. These
scales had good internal consistency in this sample
(Cronbach’s alpha ranged from 0.60 to 0.95).

Data Analysis

First, descriptive statistics were generated to character-
ize the study sample in terms of sociodemographics,
clinical factors, and cultural values. Bivariate analyses
using χ2 tests of association were then conducted to
evaluate differences between African American and
European American men in terms of sociodemographics
and clinical factors. Next, t tests and nonparametric
analysis of variance were used to evaluate the relation-
ship between cultural values and sociodemographics
and clinical factors. Since the scales for cultural values
had a different number of items and possible ranges for
scores, these scores were transformed to a scale of 0 to
100 for the analyses. Multivariate regression analysis
was conducted using the transformed scores to identify
variables having significant independent associations
with each cultural value. Since empirical data are not
available on cultural values among African American and
European American men, variables that had a bivariate
association of P<.10 with each cultural value were
included in the regression model for that outcome.
Sociodemographic variables that were significantly dif-
ferent between African American and European Ameri-
can men were controlled for in the multivariate regres-
sion analysis. A Bonferroni adjustment was used and
P<.01 was set as the significance level in the regression
models to account for multiple comparisons.

Results
As shown in Table 1, the sample consisted of 50 African
American and 69 European American men. Most par-
ticipants were married (75%), had some college edu-
cation or were college graduates (63%), and were not
employed (54%). Of the men who were not employed,
45% were retired. Most of the men had health insur-
ance (96%) and most were recruited from community
urology sites (62%). In terms of clinical characteristics,
the majority of men had been diagnosed with stage T2
or T3 disease (59%),had a Gleason score of 6 (55%),and
had initiated or completed treatment for prostate cancer
(60%). The mean age of participants was 63.7 years (SD
8.6, range = 34 to 84) and the mean age at diagnosis was
63.4 (SD 8.6). Compared with European American men,
African American men had higher PSA levels (χ2 = 11.70,
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P=.001), had been diagnosed with stage T1
disease (χ2 = 12.61, P=.004), and had not yet
had treatment (χ2 = 3.98, P=.05). In addition,
African American men were most likely to
have been recruited from community urology
sites (χ2 = 37.12, P=.001), had less education
(χ2 = 16.36, P=.0001), were less likely to be
married (χ2 = 12.89, P=.0003), and were less
likely to have a household income greater
than $35,000 (χ2 = 5.20, P=.02). There were
no differences between African American and
European American men in terms of employ-
ment status (χ2 = 3.62, P=.06), Gleason scores
(χ2 = 1.94, P=.16), age (t = 1.21, P=.23), or age
at diagnosis (t = 1.19, P=.24).

The results of the bivariate analysis of cul-
tural values are provided in Table 2. Greater
levels of religiosity were associated with
African American ethnicity, having a high
school or less education, and being diagnosed
with early-stage disease. Men with a higher
PSA score also reported greater levels of reli-
giosity; however, this relationship was only
marginally significant. Ethnicity had a similar
association with future temporal orientation.
Variables also associated with greater future
temporal orientation included higher Gleason
scores and pending prostate cancer treat-
ment. African American men, unemployed

Table 1. — Sample Characteristics (N = 119)

Variable Level N (%)  

Ethnic background African American 50 (42)
European American   69 (58)  

Marital status Married 89 (75)
Not married   30 (25)  

Education level ≥ Some college  75 (63)
≤ High school  44 (37)  

Employment status Employed 55 (46)
Not employed   64 (54)  

Income levela > $35,000 86 (73)
≤ $35,000   32 (27)  

Health insuranceb Yes 113 (96)
No  4 (04)  

Recruitment site  University of Pennsylvania Health System 45 (38)
Community sites   74 (62)

PSA level > 5 60 (50)
≤ 5   59 (50)  

Gleason score > 6 53 (45)
≤ 6   66 (55)  

TNM stage T2/T3 70 (59)
T1   49 (41)  

Treatment status Not pending 72 (60)
Pending  47 (40) 

aOne participant was missing data for income.  
bTwo participants were missing data for health insurance.

Table 2. — Bivariate Analysis of Cultural Values (N = 119)

Variable Level Mean (SD)

Religiosity t Present  t Future t Collectivism Kruskal-Wallis 
Temporal Orientation Temporal Orientation χχ2

Ethnicity African American 87.7 (14.0) 7.79a 53.9 (11.9) 2.00c 62.1 (9.6) 2.62b 63.4 (5.5) 1.31
European American 63.7 (19.5) 47.5 (20.3) 57.0 (10.9) 62.3 (5.8)

Marital Married 72.3 (22.1) 1.29 47.3 (16.2) 3.39a 59.4 (11.1) 0.40 63.0 (5.4) 0.81
status Not married 78.0 (17.1) 58.5 (13.2) 58.5 (9.3) 61.9 (6.4)

Education ≥ Some college 70.9 (21.9) 1.99c 47.0 (13.9) 2.72b 58.5 (11.2) 0.83 62.9 (5.3) 0.05 
level ≤ High school 78.7 (18.7) 55.7 (18.4) 60.2 (9.6) 62.5 (6.4)  

Employment  Employed 71.2 (21.7) 1.22 47.4 (16.9) 1.75d 59.2 (9.9) .01 62.6 (4.6) 0.99
status Not employed 76.0 (20.3) 52.6 (15.3) 59.2 (11.6)  62.8 (6.5)   

Income > $35,000 72.2 (22.0) 1.26 48.1 (16.1) 2.54b 59.1 (11.2) .04 62.9 (4.8) 0.36
level ≤ $35,000 77.7 (18.1) 56.4 (15.0) 59.2 (9.2)  62.5 (7.5)   

PSA  > 5 77.4 (20.5) 1.86d 52.5 (18.4) 1.52 59.2 (10.9) .07 62.9 (6.0) 0.86
level ≤ 5 70.3 (21.1) 47.9 (13.6) 59.1 (10.4)  62.7 (5.3)   

Gleason  > 6 76.4 (21.9) 1.23 52.0 (18.2) 1.09 61.7 (10.9)c 2.39 62.2 (5.4) 0.13
score ≤ 6 71.7 (20.2) 48.7 (14.4) 57.1 (9.8) 63.2 (6.0)   

TNM T2/T3 70.9 (23.1) 2.48b 48.5 (20.6) 1.36 59.6 (11.2) 0.60 63.0 (5.0) 0.16
stage T1 79.1 (16.4) 52.6 (15.8) 58.5 (9.8) 62.4 (6.5)

Treatment Not pending 71.4 (22.4) 1.56 49.0 (15.8) 1.00 57.4 (10.8) 2.32c 62.1 (5.2) 4.68c

status Pending 77.5 (18.4) 52.0 (16.8) 61.9 (10.0) 63.9 (5.8)

a P<.001.  b P<.01.  c P<.05.  d P<.10.
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men, and unmarried men reported higher levels of pre-
sent temporal orientation. In addition, age (r = .18,
P=.05) and lower income were positively associated
with present temporal orientation. Only treatment sta-
tus was associated with collectivism; men who were
pending treatment reported higher levels of collec-
tivism (mean = 63.9 [SD 5.2]) compared with those
who were not pending treatment (mean = 62.1 [SD
5.8]) (Kruskal-Wallis χ2 = 4.68, P=.03).

Table 3 shows the results of the multivariate regres-
sion analysis of cultural values that controlled for vari-
ables that were associated significantly with study
enrollment. We also controlled for sociodemographic
characteristics that were significantly different between
African American and European American men. Since
treatment status was the only variable that was associat-
ed with collectivism, we did not generate a multivariate
regression model for this variable. Thirty-four percent of
the variance in religiosity was accounted for by the
model (F = 6.94,P=.001);only the effect for ethnic back-
ground was significant. African American men reported
significantly greater levels of religiosity compared with
European American men. Seventeen percent of the vari-
ance in present temporal orientation was accounted for
by the model (F = 2.22, P=.02); however, the effects for
ethnicity, sociodemographics, and clinical factors were

not significant. In contrast, ethnicity, Gleason score, and
treatment status had significant effects on future tem-
poral orientation. This model accounted for 19% of the
variance in future temporal orientation (F = 2.48,
P=.01). African American men and those with a higher
Gleason score reported significantly greater levels of
future temporal orientation compared with European
American men and those with lower Gleason scores. In
addition,men who were pending treatment for prostate
cancer reported significantly greater levels of future
temporal orientation compared with those who were
not pending treatment.

Discussion

Despite increasing recognition of the importance of
cultural values on cancer outcomes, empirical data are
not available on ethnic differences in cultural values
among men newly confronted with a cancer diagnosis.
To our knowledge, this is the first empirical study to
evaluate differences between African American and
European American men newly diagnosed with
prostate cancer in terms of cultural values related to
religiosity, temporal orientation, and collectivism. Simi-
lar to other populations,1 men in the present study

Table 3.— Multivariate Regression Analysis of Cultural Values (N = 118)a

Variable Level Beta

Religiosity Present Temporal Orientation FutureTemporal Orientation

Ethnic background African American 24.44b −1.53 6.30c

European American

Income >$35,000 −2.47      0.04 −0.82 
<$35,000  

Education level ≥Some college 2.32   −3.18 −0.59
≤High school   

TNM stage T2/T3 −0.002     3.39  2.80 
T1 

PSA level ≥5 −0.22     0.39 −1.44 
<5 

Recruitment site UPHS −2.81 –10.23d 2.18
Community 

Treatment status Not pending –0.97 1 .08 −6.42c

Pending

Marital status Married −7.34e 2.40
Not married

Employment status Employed 0.70 0.40
Not employed

Agef 0.12

Gleason score >6 5.11c

≤6

a Sample size is 118 because of missing data.  b P<.001.  c P<.01.  d P<.05.  e P<.10.  f Age was entered as a continuous variable.
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reported fairly high levels of these values. In contrast
with prior reports,11,28 we did not find ethnic differ-
ences in collectivism. However, collectivism was high-
er among men who were pending treatment. This
could be due to increased needs for family support in
preparation for treatment or concerns about the
impact of diagnosis and treatment on family relation-
ships and functioning.

Although prior reports have shown that present
temporal orientation may be dominant within African
American culture overall,11,29 we found that African
American men reported significantly greater levels of
future temporal orientation after controlling for socio-
demographic factors. Temporal orientation is defined as
one’s cognitive focus in terms of past,present,and future
domains and is one of the primary contexts through
which individuals understand and give meaning to their
life experiences29-31; future temporal orientation has
been positively associated with greater concerns about
future consequences.29 For African American men, ex-
periences with prostate cancer have been characterized
by high rates of morbidity and mortality.23,32-34 Consistent
with this, African American men in the present study
had higher PSA levels than European American men
had. Recent work has shown that African American men
report greater levels of anxiety about prostate cancer
recurrence compared with European American men35;
thus, although we cannot assure causality, it is possible
that future temporal orientation was highest among
African American men because of greater concerns
about the long-term impact and outcomes of prostate
cancer.36 Recent work has emphasized that while in-
dividuals and groups may have a dominant temporal
orientation,29,37 temporal perspective may change
depending on the situation. Thus, another possible
explanation for our findings is that different temporal
perspectives become more relevant depending on the
situation.29,37 A recent qualitative study found that even
though men were aware of risk factors for prostate can-
cer, information about disease was not viewed as being
personally relevant until after they had been diag-
nosed.36 Just as information about disease becomes
more personally relevant following prostate cancer
diagnosis, concerns about future health outcomes may
become particularly salient to African American men
following prostate cancer diagnosis because of the high
rates of morbidity and mortality from this disease.

We also found that higher Gleason scores were
positively associated with future temporal orientation.
Gleason score is an indicator of the aggressiveness of
prostate cancer. It is possible that men with higher
Gleason scores reported greater levels of future tem-
poral orientation because of concerns about the future
and the risk of death from disease. Similarly, future
temporal orientation may have been greater among
men who had not yet initiated or completed treatment

for prostate cancer because of concerns about the
long-term impact of treatment (eg, side effects, poten-
tial for recurrence).

Similar to previous research,22,38 we found that
African American men reported significantly higher lev-
els of religiosity compared to European American men.
Spirituality and religion are related but distinct factors.
Spirituality is defined as having a personal relationship
with a higher power and faith and it may be a process
used to find meaning in one’s life, while religion is
defined as a set of practices and beliefs (eg,dogma,doc-
trines) that are shared by a community or group.39-41

Religion can be thought of as behavioral manifestations
of one’s spirituality. Religion and spirituality are impor-
tant components of African American culture that trans-
late into high rates of church attendance,42 frequent use
of prayer to cope with cancer diagnosis,43 and reliance
on faith to cope with stress and health issues.44,45 Par-
ticipation in religious activities (eg, church attendance,
prayer) has been positively related to health practices
and outcomes in African Americans.46,47 Prior reports
have also shown that discussion of religious and spiri-
tual beliefs with health care providers is important to
African American men diagnosed with prostate can-
cer.22 Moreover, greater spirituality is positively associ-
ated with quality of life among low-income men with
prostate cancer.21 Our findings suggest that ethnic dif-
ferences in religiosity may lead to greater rates of reli-
gious coping in African American men following
prostate cancer diagnosis. Additional research is need-
ed to evaluate how ethnic differences in religiosity may
translate into differences in coping efforts and quality
of life in African American and European American men
following prostate cancer diagnosis and treatment.

In considering the results of this study, some limi-
tations should be noted. First, only about 60% of eligi-
ble men enrolled in the study,and there were ethnic dif-
ferences in study enrollment.  However,our enrollment
rates were similar to those reported for other studies
with newly diagnosed cancer patients,25 and among
men who enrolled in study,92% completed the baseline
telephone interview. Further, even though the chal-
lenges associated with recruiting African Americans to
participate in cancer research have been well docu-
mented,48,49 African American men comprised close to
half of study participants. Nonetheless, additional
research is needed to identify factors that may enhance
participation or might be barriers to study enrollment
among men newly diagnosed with prostate cancer.
Since this was a cross-sectional study, we were not able
to evaluate cultural values before men were diagnosed
with prostate cancer. Thus, we were not able to deter-
mine if values change as a result of being diagnosed
with this disease. This underscores the importance of
prospective studies that evaluate potential changes in
values and the impact of these factors on coping efforts
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and quality of life following diagnosis and treatment.
While the instruments we used to evaluate cultural val-
ues have been evaluated extensively among African
American women,1,18,27 to our knowledge, the psycho-
metric properties of these instruments have not been
evaluated among African American or European Ameri-
can men. However, we evaluated some psychometric
characteristics of these instruments in the present
study (eg, Cronbach’s alpha), and the means for cultur-
al values obtained in our sample were similar to those
in other samples that included individuals who did not
have a personal history of cancer.1 Moreover, by evalu-
ating ethnic differences in cultural values, the results of
present study help to establish the discriminate validity
of the instruments among African American and Euro-
pean American men. However, additional research is
needed to evaluate the psychometric properties of the
scales further.

Conclusions

Despite potential limitations, the results of the present
study have several important implications. First, our
findings demonstrate that while ethnicity is important
to some cultural values such as religiosity, clinical expe-
riences with disease may also be important to values
related to temporal orientation. This underscores the
importance of evaluating the context within which cul-
tural values are expressed in addition to characterizing
ethnic group differences. Future studies are needed to
evaluate the effects of cultural values on decision mak-
ing, coping, and quality of life among African American
and European American men within the context of
prostate cancer diagnosis and treatment.

Appreciation is expressed to Aliya Collier, BA, for assis-
tance with data management, and we thank all of
the men who participated in this research.
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