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The current study examined relationships among acculturation, parent-child 

relationship quality, and selected wellbeing indicators (health-related quality of life, life 

satisfaction, anxiety, depression, and stress) among a group of young adults from 

immigrant families of Asian and Hispanic descent.  The first goal of the current study 

was to replicate previous research demonstrating a mixed relationship between 

acculturation and the wellbeing indicators.  The second was to explain this relationship 

by testing for a moderation effect of parental care on the acculturation-wellbeing 

relationship.  An examination of differences between members of the two ethnic groups 

on all measured variables served an exploratory purpose.  Participants included 204 

participants of Asian (N =80) and Hispanic (N = 124) descent who came from an 

immigrant family, or a family in which at least one parent was born outside of the U.S.  

Eligible respondents were also current students at the University of the North Texas 

who fell within the age range of 18-24, and the data for the current study was selected 

from a larger dataset (N = 1064).  Results indicated that higher acculturation levels had 

a positive effect on each wellbeing indicator.  Father Care and Mother Care were found 

to be significantly positively correlated with most outcome variables but neither parental 

care variable moderated the acculturation-wellbeing relationship.  Asian and Hispanic 

participants differed on a number of predicting and outcome variables.  Implications of 

the findings, limitations, and future directions are discussed. 
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CHAPTER 1 

INTRODUCTION 

The United States has become more diverse over the past 20 years, due in part 

to the rapid increase of its immigrant population.  Steadily increasing since the 1970s, 

the number of immigrant residents in the U.S. has approximately doubled from 19.8 

million in 1990 to 39.9 million in 2010, according to U.S. Census data (Acosta & de la 

Cruz, 2011).  Among them, over half (53%) indicate that they are from Latin America 

and 28% indicate that they are from Asia (Acosta & de la Cruz, 2011).  Despite the fact 

that immigrants have been and continue to be a growing and important part of the U.S. 

population, the relevant literature clearly signifies that immigrant residents experience 

lower quality of life and poorer psychological wellbeing when compared to their native-

born counterparts (e.g., Chaufan, Davis, & Constantino, 2011; Garcia & Duckett, 2009).  

As this population of immigrants, which now consists of about 13% of the U.S. 

population (Grieco et al., 2012), continues to grow, the health and wellbeing 

discrepancy between immigrant and native-born U.S. residents further widens.  This 

discrepancy indicates that more research attention is needed for the underrepresented 

population of immigrants. 

Acculturation 

 In the extant literature on immigrant individuals, acculturation is identified as a 

major factor affecting the adjustment and wellbeing of immigrants (e.g., Chaufan et al., 

2011; Hernandez, 2009).  Acculturation is the extent to which an immigrant person 

adapts to the values, customs, and behavioral norms of the host society.  The 

acculturation process is believed to occur naturally when individuals enter a new 
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ethnocultural environment (Redfield, Linton, & Herskovits, 1936), yet the degree of 

acculturation varies from person to person.  Although many researchers have 

developed varying theories and models for individual differences that occur among 

acculturation processes and outcomes, John Berry’s (e.g., 1980, 2001) is one of the 

most widely referenced.  This model takes into account two interactional components: 

the level of desired preservation of an immigrant’s home culture, and the level of 

desired adaptation to the host culture.  Based on the combination of these two 

dimensions, there are four possible acculturation modes, including integration (high 

levels of home culture preservation as well as host culture adaptation, Berry, 1997, p. 

10), assimilation (low on preservation of the home culture yet high on adaptation to the 

host culture, Berry, 1997, p. 7), separation (high home culture preservation and low host 

culture adaptation, Berry, 1997, p. 10), and marginalization (low on both dimensions, 

Berry, 1997, p. 10).  The current study focuses on the adaptation dimension of 

acculturation, which is represented by a respondent’s level of adaptation to the majority 

culture of the U.S. 

Segmented Assimilation 

 Researchers have consistently demonstrated significant associations between 

acculturation and immigrant wellbeing.  However, mixed research findings exist 

regarding the direction of this relationship.  Some studies indicate that high levels of 

acculturation are associated with positive psychosocial and health-related outcomes for 

immigrants (e.g., Johnson, Carroll, Fulda, Cardarelli, & Cardarelli, 2010; Thoman & 

Suris, 2004), whereas others show negative relationships between acculturation and 

wellbeing (e.g., Fitzgerald, 2010; Landrine & Klonoff, 2004).  The literature review 
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section of this document includes a detailed review of these studies.  Researchers have 

attempted to explain the contradictory effect through varying theories and models, 

including the model of segmented assimilation (MSA).  The MSA focuses on the 

assimilation mode of acculturation and highlights the fact that immigrants may report 

positive or negative outcomes even with a similarly high level of assimilation (e.g., 

Portes, Fernàndez-Kelly, & Haller, 2009; Portes & Zhou, 1993).  The MSA posits that 

determinants for the varying outcomes include contextual factors such as familial 

variables.  That is, these contextual factors may alter the direction and strength of 

acculturation’s impact as experienced by members of immigrant families (e.g., Portes et 

al., 2009; Portes & Zhou, 1993). 

Current Study 

The current study intends to examine two issues, the first of which is the impact 

of acculturation levels on the wellbeing of young adults from immigrant families.  

Although this issue largely consists of the replication of previous research, the current 

study also includes an investigation of whether the relationship between acculturation 

and wellbeing indicators differs between young adults from Asian and Hispanic 

immigrant families.  Using the MSA as a guiding framework, the current study also 

addresses whether parent-child relationship quality, a selected familial factor, serves as 

a moderator of the relationship between acculturation and wellbeing. 

A wide variety of wellbeing indicators appears in the acculturation literature.  The 

current study focuses on the impact of acculturation on the following wellbeing 

indicators: psychological symptoms (specifically, depression, anxiety, and stress), 

health-related quality of life, and life satisfaction.  The occurrence of the identified 
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psychological symptoms and their associations with the acculturation process are well 

documented in the literature (e.g., Berry, Phinney, Sam, & Vedder, 2006; Hernandez, 

2009).  Health-related quality of life, which is represented by the extent to which health 

problems interfere with everyday life, was selected due to its congruence with the 

demonstrated interests of researchers who have worked with immigrant populations in 

recent years (e.g., Chaufan et al., 2011; Perreira & Ornelas, 2011).  Life satisfaction, 

which refers to the extent to which a respondent’s life meets her or his expectations 

(Diener, Emmons, Larsen, & Griffin, 1985), is also a variable of interest.  This variable 

was selected due to its close association with the subjective perception of one’s 

psychological wellbeing and its profound implications in counseling and general mental 

health (Athay, Kelley, & Reeves, 2012). 

It was expected that, based on the review of current literature, perceived parent-

child relationship quality would serve as a significant familial variable and a moderator 

of the relationship between acculturation and wellbeing among young adults from 

immigrant families.  According to this researcher’s current knowledge, one empirical 

study exists that directly examines this proposed moderator effect.  It was performed by 

Lau and colleagues (Lau, Jernewall, Zane, & Myers, 2002), and its findings indicated 

that higher levels of acculturation interacted with high levels of parent-child conflict to 

increase suicidality risk among 285 Asian American children and adolescents.  

However, these findings only provided evidence in support of the current study’s 

expectations in one of the ethnic groups of interest, and in a younger age group than is 

included in the current study.  Therefore, indirect research findings and conceptual 

reasoning are also used to justify this inference. 

4 



Portes and colleagues (Portes, Fernandez-Kelly, & Haller, 2009), in a further 

examination of the MSA, provide evidence in support of the conceptual reasoning.  

Dissonant acculturation (Portes et al., 2009, p. 1081) is an important concept discussed 

in the MSA, and occurs when the acculturation levels of children from immigrant families 

surpass those of their parents.  These children also reject the cultural values associated 

with their parents, almost as a rebuff of the parents themselves.  Portes et al. (2009) 

also found that higher levels of dissonant acculturation among parents and children 

from immigrant families often lead to negative acculturation-related outcomes in 

children.  The immigrant children who have this experience may become involved with 

harmful peer groups that contribute to more negative educational and socioeconomic 

outcomes (Portes et al., 2009).  However, within the same population, parental 

involvement, among other factors, was found to buffer the negative effects of dissonant 

acculturation on children’s acculturation outcomes (Portes & Zhou, 1993). 

This finding leads to the reasoning that parent-child relationship quality may 

influence the direction of acculturation outcomes for young adults from immigrant 

families.  That is, a relationship perceived to be high quality brings a sense of security 

and connection in immigrant children and satisfies their basic psychological needs at 

home, which activates the benefit of high acculturation levels (e.g., language proficiency 

and understanding of the mainstream culture may lead to better adjustment) on 

immigrant children’s wellbeing.  This high quality relationship may also increase the 

receptiveness of the children to the parental values that promote the acquisition of the 

benefits of high acculturation (i.e., placing a high value on education).  However, those 

with low quality parent-child relationships may have many unmet psychological needs 
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while growing up, which may significantly weaken or even alter the positive effects of 

high acculturation on this subgroup.  In addition, the emotional dissonance experienced 

by these children may decrease their receptiveness for the aforementioned parental 

values (e.g., education).  Based on this reasoning, parent-child relationship quality was 

expected to moderate the link between acculturation and wellbeing variables. 

The current study explores the effect of acculturation on the wellbeing of young 

adults from immigrant families as well as the potential moderating effect of perceived 

parent-child relationship quality on this link.  Findings of this study were expected to 

replicate previous research that established the relationship between acculturation and 

wellbeing, as well as to help clarify a specific mechanism for this relationship.  The 

identification of this mechanism was expected to further our understanding of what 

affects immigrant young adults’ adjustment and wellbeing.  It was also expected to 

provide data that can be used to inform therapeutic decisions, in order to promote 

positive acculturation-related outcomes in young adults from immigrant families. 

Hypotheses 

The current study examined the following hypotheses and research question: 

1. High acculturation levels in young adults from immigrant families significantly 

predict selected indicators of wellbeing, including low levels of psychological symptoms, 

high health-related quality of life, and high life satisfaction. 

2. High perceived parent-child relationship quality are positively correlated with 

desired wellbeing indicators (i.e., less symptoms, greater health-related quality of life, 

and higher life satisfaction). 
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3. Parent-child relationship quality moderates the relationship between 

acculturation and wellbeing such that the highly acculturated with high parent-child 

relationship quality have significantly higher wellbeing as compared to the highly 

acculturated with low parent-child relationship quality. 

Research Question: The research question focuses on whether wellbeing 

indicators differ between the two ethnic groups. 
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CHAPTER 2 

LITERATURE REVIEW 

 The following discourse consists of a broad discussion of several terms and 

constructs that are relevant to the background literature supporting the current study.  

The literature review begins with a more extensive explanation of acculturation, along 

with its most prominently discussed model, John Berry’s bidimensional acculturation 

model (BAM, Berry, 1980, 2001).  Evidence for the mixed influence of acculturation on 

the wellbeing outcome variables of interest (i.e., psychological symptoms, health-related 

quality of life, and life satisfaction) follows.  The next component of the discussion 

includes a detailed explanation of the theoretical basis of the model of segmented 

assimilation (MSA, Portes & Zhou, 1993).  A presentation and discussion of the 

influence of parent-child relationship quality on wellbeing outcomes and acculturation in 

the context of the current study’s hypotheses concludes the literature review. 

Acculturation 

Acculturation is a complex process, including those “phenomena which result 

when groups of individuals having different cultures come into continuous first-hand 

contact with subsequent changes in the original culture patterns of either or both 

groups,” (Redfield et al., 1936, p. 149).  It affects several aspects of a person’s life, 

including “changes in attitudes, values, behaviors, language and cultural identity” (Van 

Oudenhoven, et al., 2006, p. 640).  These effects can be both positive and negative 

(Chang, Tracey, & Moore, 2005; Landrine & Klonoff, 2004).  For example, 

acculturation’s associations with problem behaviors in Latino adolescents (Dinh, Roosa, 

Tein, & Lopez, 2002; Valencia & Johnson, 2008) and both health improvements and 
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health risks among members of many different ethnocultural groups (Landrine & 

Klonoff, 2004) appear in the literature.  Various researchers have and continue to define 

acculturation, resulting in numerous theories. 

Researchers seeking to describe the process of acculturation generally approach 

the task in one of two ways, by using a unidimensional or a 

bidimensional/multidimensional framework (Ryder, Alden, & Paulhus, 2000, p. 49).  

Early attempts at describing the phenomenon tended to be unidimensional in nature, 

considering acculturation as a single variable, rather than as a multi-faceted construct.  

Those following this type of framework view an individual as traveling along a continuum 

from his or her home culture to the host culture.  As he or she moves toward the host 

culture, elements of the home culture are relinquished (Ryder et al., 2000).  This 

approach tends to focus solely on the individual and the changes she or he undergoes 

during this journey (Ryder et al., 2000).  A direct comparison of unidimensional and 

bidimensional models found stronger support for the bidimensional approach (Ryder et 

al., 2000), a discussion of which follows. 

The bidimensional approach takes multiple aspects of an individual’s cultural 

identity into account when investigating her or his process of acculturation.  The 

developers of this type of framework also recognize that one’s orientation toward the 

home culture and one’s orientation toward the host culture vary independently of one 

another.  More specifically, this approach views each individual as capable of having 

different levels of identity within each aspect of culture (Ryder et al., 2000).  Adherents 

to the bidimensional model pay particular attention to the interaction between the 

cultural values and practices of the home society and the host society (Berry, 1980, 
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1997, 2001).  John W. Berry developed one of the most widely discussed and 

researched bidimensional models of acculturation, a broader discussion of which 

follows. 

Berry focused on two issues that an individual entering a new cultural 

environment must resolve: the level of adaptation that he or she will have to the culture 

of the host environment and how much of his or her home culture will be preserved.  

Individuals who wish to adopt the values of the host culture and experience extensive 

contact with its members, while at the same time take no action to maintain the values 

of their home culture, act under the bidimensional acculturation model’s domain of 

assimilation (Berry, 1997, p. 7).  When the host society desires and attempts to ensure 

the assimilation of immigrants into their cultural atmosphere, the environment is referred 

to as a melting pot (Berry, 1997, p. 10).  Those that highly value the preservation of their 

home culture and do not value frequent interaction with members of the host culture are 

putting the separation (Berry, 1997, p. 10) acculturation strategy into practice.  When 

the host culture desires and enforces separation, the result is segregation (Berry, 1997, 

p. 10). 

When it is not possible to preserve elements of the home culture, or have an 

interchange of customs and ideas with those of a different background, marginalization 

(Berry, 1997, p. 10) has taken place.  A society that promotes marginalization among 

immigrant populations is enacting exclusion (Berry, 1997, p. 10).  Individuals who value 

and act on the priorities of both preserving their culture of heritage and experiencing 

frequent contact with those in either a majority culture, or simply one that differs from 

their own cultural background, are putting integration into practice (Berry, 1997, p. 10).  
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Of these four modes, integration is widely accepted as the most adaptive for individuals 

to take, if the dominant society or host culture holds the parallel goal of multiculturalism, 

which requires moderate adjustment for both individuals who immigrate to a new 

cultural environment and those in the host culture (Berry, 1984). 

Multiculturalism involves the host society’s accommodation of its new members 

in areas such as public policy, and carries with it the assumption that immigrants to this 

society will subscribe to its general values, resulting in reciprocal acceptance (Berry, 

1984).  The various aspects of acculturation and different acculturation strategies can 

have a number of effects on those who experience them (Dinh et al., 2002; Landrine & 

Klonoff, 2004; Valencia & Johnson, 2008).  These effects can touch every aspect of an 

immigrant’s life, and the current study focuses on three specific outcome variables. 

Acculturation and Wellbeing Indicators 

Acculturation and psychological symptoms.  The first wellbeing indicator of 

interest subsumes the presence and severity of psychological symptoms, which include 

anxiety, depression, and stress.  The term acculturative stress holds a widespread 

presence in the literature examining the relationship between acculturation and 

psychological symptoms (e.g., Joiner & Walker, 2002; Kaplan & Nunes, 2003).  The 

process of acculturation includes an encounter with a new location, potential separation 

from sources of social support, a new and unfamiliar language and customs, and the 

potential to experience racism and discrimination.  These new and changing factors can 

therefore lead to increased psychological distress, which is called acculturative stress 

(e.g., Yoon et al., 2013; Yoon, Langrehr, & Ong, 2011).  Acculturative stress can involve 

11 



difficulty in several areas relevant to the current discussion, including psychological 

symptoms and health problems (Berry, Kim, Minde, & Mok, 1987). 

Acculturation’s positive effect on psychological symptoms.  A number of studies 

have provided evidence that high levels of acculturation can positively or negatively 

influence psychological symptoms.  Other studies have provided evidence that low 

levels of acculturation can also positively or negatively influence psychological 

symptoms (e.g., Birman & Tran, 2008; Yoon et al., 2013).  This segment of the 

discussion focuses on the studies performed by researchers that supported a positive 

influence of acculturation on psychological symptoms.  For example, Yoon and 

colleagues (2013) performed a recent meta-analysis on 325 journal articles and 

dissertations on the subject of acculturation and psychological symptoms, among them 

depression and anxiety.  This study provided a comprehensive examination of the 

existing literature on this topic and included the experiences of a diverse population 

over an extended amount of time.  Findings indicated that, across all studies, individuals 

who reported higher levels of acculturation also reported lower levels of depressive 

symptoms and anxiety, providing strong support for a protective role of acculturation 

against these psychological symptoms. 

Further supporting this premise, a study by Mikolajczyk and colleagues 

(Mikolajczyk, Bredehorst, Khelaifat, Maier, & Maxwell, 2007) studied relationships 

between acculturation and depressive symptoms.  Participants included 3,196 Latino 

and Non-Latino White adolescents participating in the 2003 California Health Interview 

Survey (CHIS, 2003).  The results of the study indicated that participants who reported 

lower levels of acculturation were at a greater risk of experiencing depressive 
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symptoms.  These studies together provide support for a protective role of acculturation 

against psychological symptoms. 

Acculturation’s negative effect on psychological symptoms.  Acculturation can 

also contribute to increased levels of psychological symptoms (Grant et al., 2004; Shen 

& Takeuchi, 2001).  Grant and colleagues (Grant et. al., 2004) conducted a study 

including a nationally representative sample (N = 43,093) of Mexican American and 

Non-Hispanic White participants.  Acculturation (inferred from country of origin and 

immigration status by Grant and colleagues), and DSM-IV Axis I disorders, including 

depression and anxiety, were among the variables of interest.  Results first indicated 

that members of the Mexican American group were less likely to experience any 

psychiatric disorder.  In addition, foreign-born individuals in both groups were 

significantly less likely to experience the combination of depression, anxiety, and a 

substance use disorder.  The results of this study suggest that a low level of 

acculturation protects against psychological symptoms, such as depressive symptoms 

and anxiety.  Conversely, those with higher levels of acculturation are at a higher risk of 

experiencing psychological symptoms.  However, since acculturation was 

operationalized by the authors as being born outside of the U.S. and immigrating to the 

U.S., the study’s results are not as strong as those that utilized a more comprehensive 

acculturation measure.  More evidence is needed to further demonstrate evidence of a 

negative effect of acculturation on wellbeing. 

Shen and Takeuchi (2001) provided such evidence when they studied 

acculturation and aspects of mental health, including depressive symptoms and stress.  

Their participants consisted of 983 Chinese Americans living in Los Angeles County, 
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each of whom was a member of the Chinese American Psychiatric Epidemiological 

Study (CAPES), and 94.5% of whom were immigrants.  Results indicated that 

individuals who reported higher levels of acculturation also reported higher levels of 

stress, and subsequently experienced more depressive symptoms.  This relationship 

was influenced by a number of contextual variables, which suggests that external 

influences may also affect the relationship between acculturation and psychological 

symptoms, an expectation of the current study.  Mixed results such as these provide 

strong evidence for the necessity of an examination of other factors on the relationship 

between acculturation and wellbeing indicators. 

 Acculturation’s lack of an impact on psychological symptoms.  Although a 

number of studies support the relationship between high and low levels of acculturation 

and psychological symptoms, including anxiety, depression, and stress (e.g., Grant et 

al., 2004; Shen & Takeuchi, 2001), the findings of other investigations have indicated no 

support for these relationships.  For example, a study by Cheung and colleagues 

(Cheung et al., 2011) investigated the relationship between levels of acculturation and 

depressive symptoms in a sample of 205 Korean Americans living in the U.S., 92.2% of 

whom were immigrants.  Their results indicated that acculturation levels did not 

significantly contribute to reported levels of depressive symptoms.  In addition, a study 

by Ortega and colleagues (Ortega et. al., 2006) examined comorbid physical and 

mental illness by analyzing data from 2,554 Latino participants in the National Latino 

and Asian American Study (NLAAS; Weisberg, Beard, Dyck, & Keller, 2012).  

Participants reported national origins such as Cuba and Mexico.  Variables of interest 

included acculturation, anxiety, and depressive symptoms.  Results indicated that there 
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was no relationship between acculturation and anxiety or acculturation and depressive 

symptoms. 

Birman and Tran (2008) provide further evidence opposing a relationship 

between acculturation and psychological symptoms.  This study involved the exploration 

of depressive symptoms, anxiety, acculturation, and other variables among a sample of 

212 Vietnamese refugees living near Washington, D.C.  Higher levels of acculturation 

were not associated with decreased psychological symptoms, as was expected by the 

researchers.  Smokowski and colleagues (Smokowski et al., 2009) performed the last 

highlighted study demonstrating no relationship between acculturation and 

psychological symptoms.  They examined the relationship between acculturation and 

several indicators of adjustment, including anxiety and aggression.  Participants 

included 281 Latino adolescent immigrants from Central and South America.  The 

researchers found no relationship between acculturation and any mental health 

outcome, including anxiety. 

Taken together, this section of the literature review demonstrates that high 

acculturation is associated with increased psychological symptoms 25% of the time.  An 

additional 25% of the literature indicates that acculturation is correlated with decreased 

symptoms.  However, 50% of the discussed findings demonstrate no significant 

relationship between acculturation and wellbeing (e.g., Cheung et al., 2011; Ortega et 

al., 2006).  The mixed results of the eight studies included in this section suggest the 

presence of contextual variables that affect the direction and strength of this 

relationship, and provide support for the investigation of these contextual effects.  
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Similar relationships are present in the relationship between acculturation and health-

related quality of life. 

Acculturation and Health-Related Quality of Life 

 Health-related quality of life is a construct that includes physical and mental 

health-related symptoms, as well as the extent to which these symptoms interfere with 

an individual’s ability to function throughout and enjoy her or his daily life.  Measures 

assessing this construct aim to gather an approximation of an individual’s general health 

status (Ware, Kosinski, Dewey, & Gandek, 2001).  A number of studies have addressed 

the relationship between acculturation and health-related quality of life among Hispanic 

and Asian populations in the U.S.  Sometimes the results suggest a protective influence 

against health risks (Eamranond, Wee, Legedza, Marcantonnnio, & Leville, 2009; 

Thoman & Suris, 2004).  At other times, as acculturation is a multi-faceted construct, it 

is shown to have negative effects on health (Frisbie, Cho, & Hammer, 2001; Vaeth and 

Willett, 2005).  At other times, mixed results in the actual study appear (Kimbro, 

Gorman, & Schachter, 2012; Lee, Sobal, & Frongillo, 2000), and at still other times, it 

has no effect at all (Ceballos & Palloni, 2010; van Servellen, Chang, & Lombardi, 2002). 

Acculturation’s positive effect on health-related quality of life.  The literature 

regarding the relationship between acculturation and health-related quality of life is less 

abundant as that examining the relationship between acculturation and psychological 

symptoms.  Therefore, this section will also include studies that emphasize physical 

health, and occasionally, general mental health, as these are both important 

components of health-related quality of life assessments (Ware et al., 2001).  A number 

of studies have resulted in findings that support the role of acculturation in improving 
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health-related quality of life among immigrants (e.g., Eamranond et al., 2009; Mainous 

III et al., 2006). 

For example, Eamranond and colleagues performed a study supporting a 

protective role of acculturation against negative health outcomes (Eamranond et al., 

2009).  It involved data from the 1999-2004 National Health and Nutrition Examination 

Survey, (NHANES, CDC, National Center for Health Statistics, 2010) and included 

variables such as acculturation, demographic information, and health indicators such as 

cholesterol levels, blood pressure, and physical activity.  Participants consisted of 4,729 

adults of Hispanic descent living in the U.S.  Findings indicated that respondents with 

hypercholesterolemia (high cholesterol) and reporting higher levels of acculturation had 

better control of their low-density lipoprotein (LDL, or bad) cholesterol than participants 

reporting lower levels of acculturation (Eamranond et al., 2009).  Mainous III and 

colleagues (Mainous III et al., 2006) also analyzed a sample from the NHANES dataset, 

this time from the 1999-2002 time period.  This group of researchers examined the 

relationship between acculturation and diabetes among a sample of Hispanic adults in 

the U.S. (N = 2,696).  Results indicated that individuals reporting higher levels of 

acculturation were significantly less likely than those reporting lower levels of 

acculturation to both have diabetes and develop peripheral neuropathy, a complication 

of diabetes (Mainous III et al., 2006). 

The Hispanic mortality paradox.  The epidemiological paradox, or the Hispanic 

health/mortality paradox is an important concept accompanying the study of 

acculturation and health (Morales, Lara, Kington, & Valdez, 2002; Markides & Coreil, 

1986; Palloni & Arias, 2004).  For purposes of simplicity, the current discussion uses the 
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term “Hispanic health paradox.”  This concept comes about as a result of the 

observation that individuals of Hispanic descent living in the U. S. tend to have health 

outcomes, including mortality rates, which are equivalent to or better than those of their 

non-Hispanic White counterparts.  These positive health outcomes exist despite the fact 

that individuals of Hispanic descent are more likely to experience disadvantages 

regarding access to health care, SES, and discrimination (Morales et al., 2002).  

However, providing evidence for a negative influence of acculturation, these positive 

health outcomes decrease as time spent living in the U.S. increases (Rumbaut, 1997).  

Individual characteristics, cultural influences, and errors related to data collection each 

contribute to the Hispanic health paradox (Palloni & Arias, 2004). 

Palloni and Arias (2004) investigated the roles of these three hypothesized 

influences on the Hispanic health paradox, using three very large and nationally 

representative datasets.  Together, these datasets accounted for the health outcomes 

and mortality statistics of the Hispanic population of the U.S. over an extended period of 

time.  The researchers first defined each concept.  Characteristics of the data include 

collection errors, such as underreporting of which individuals are of Hispanic origin, and 

the reporting of incorrect ages.  Characteristics of the Hispanic population include a 

concept called the “salmon bias” (Abraido-Lanza, Dohrenwend, Ng-Mak, & Turner, 

1999), which posits that if immigrants become ill or injured, they tend to return to their 

country of origin.  The “healthy migrant effect” is the second characteristic of the 

Hispanic population relevant to the Hispanic health paradox.  It posits that the healthier 

citizens of a country are the most likely to immigrate, perhaps contributing to the 

positive health outcomes in the Hispanic population, despite socioeconomic 

18 



disadvantages (Morales et al., 2002).  Cultural influences include aspects of Hispanic 

culture that may differ from the majority culture of the United States and affect health 

outcomes, including health behaviors such as diet and exercise, as well as aspects of 

the social environment, such as friend and family support (Palloni & Arias, 2004).  When 

examining the role of each of these influences on the Hispanic health paradox, Palloni 

and Arias (2004) found support for the “salmon bias” effect among Mexican participants 

only. 

Investigators have not yet come to a firm consensus on the causes of the 

Hispanic health paradox (Aguila, Escarce, Leng, & Morales, 2013; Turra & Elo, 2008), 

even with extensive research performed on the topic (e.g., Aguila et al., 2013; Farley, 

Galves, Dickinson, & de Jesus Diaz Perez, 2005).  Along with research that suggests a 

positive influence of acculturation on health (e.g., Thoman & Suris, 2004) and that which 

suggests no influence on the health of immigrants (e.g.,; van Servellen et al., 2002), the 

existence of this concept (The Hispanic health paradox) provides evidence for a need to 

further examine the mixed relationship between acculturation and health-related 

outcomes, including quality of life, among immigrants.  A fairly large body of research 

exists regarding a negative effect of acculturation on the health of immigrants beyond 

that focusing on the Hispanic health paradox.  A discussion of this literature follows. 

Acculturation’s negative effect on health.  A number of studies provide evidence 

of acculturation’s negative effect on health.  A group of researchers examined the 

relationship between acculturation and hypertension among a sample of 1,163 

participants from the Dallas Heart Study (Victor et al., 2004).  Respondents were 

residents of Dallas County, Texas, who reported that they were of Hispanic descent 
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(57.5% reported being born in Mexico).  Results indicated that participants who reported 

middle to high levels of acculturation were at a significantly higher risk of having 

hypertension than those who reported low levels of acculturation (Vaeth & Willett, 

2005).  Frisbie and colleagues (Frisbie et al., 2001) demonstrated a similar effect when 

they examined the relationship between immigration and health-related aspects of life. 

Their participants consisted of members of the 1992-1995 National Health 

Interview Survey (Kuo & Porter, n.d.) and included 8,249 immigrant and native-born 

adults of Asian and Pacific Islander descent living in the U.S.  Results indicated that 

participants who were born outside of the U.S., and therefore had lower levels of 

acculturation, were less likely to spend time sick in bed or experience difficulties in 

everyday activities due to health-related issues.  However, this protective effect of lower 

acculturation levels diminished as respondents’ reported length of U.S. residency 

increased (Frisbie et al., 2001), echoing the Hispanic health paradox and suggesting a 

health-related similarity between the two ethnic groups.  Despite the similarity found in 

Frisbie et al.’s study, since there is no parallel health paradox among Asian populations 

documented in the literature, a need to examine differences in the acculturation-

wellbeing relationship between the two ethnic groups still exists. 

Adding to this perspective, Rodriguez and colleagues (Rodriguez, Peralta, 

Green, & López, 2012) analyzed a sample from the 1999-2008 National Health and 

Nutrition Examination Survey (National Center for Health Statistics, 2010).  They 

examined the relationship between acculturation and levels of C-reactive protein (CRP), 

a marker of cardiovascular disease risk, among a sample of Hispanic adults in the U.S. 

(N = 11,858).  Results indicated a significant relationship between acculturation and 
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CRP level, in that individuals reporting higher levels of acculturation also had higher 

levels of CRP (Rodriguez et al., 2012).  This combination of studies provides evidence 

for the fact that although higher acculturation sometimes protects against health risks 

among Asian and Hispanic populations, at other times it can have a detrimental effect. 

Acculturation’s mixed effect on health-related quality of life.  Along with studies 

presenting a unidirectional relationship between acculturation and health-related quality 

of life (e.g., Eamranond et al., 2009; Rodriguez et al., 2012) come those that show a 

mixed influence of acculturation.  This mixed influence of acculturation demonstrates 

that it is capable of being a contributing factor on the improvement and the detriment of 

health-related quality of life.  A study by Thoman and Suris (2004) used the 

Acculturation Rating Scale for Mexican-Americans-II (Scale I), (ARSMA-II, Cuéllar, 

Arnold, & Maldonado, 1995) in their study examining the relationship between 

acculturation and health among 101 participants of Mexican descent.  The ARSMA-II 

allowed those interpreting the measure’s results to place respondents in one of three 

categories, which correspond somewhat to Berry’s (e.g., 1987, 2001) acculturation 

strategies.  The categories of the ARSMA-II include integrated (integrated low-bicultural, 

integrated high-bicultural), traditional Mexican, and assimilated (Cuéllar et al., 1995).  

The participants were patients at three outpatient psychiatric facilities in the North Texas 

region, and completed measures designed to assess acculturation, health-related 

quality of life, acculturative stress, and psychological symptoms, among other variables.  

Findings both support and refute previous research (e.g., Berry, 1980, 1997, 2001) that 

associates high levels of acculturation with positive outcomes. 
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Specifically, respondents who reported low levels of integration also reported 

higher levels of psychological distress and lower levels of mental health-related quality 

of life.  Respondents reporting the use of assimilation as an acculturation strategy 

experienced better mental-health-related quality of life.  Acculturation level, as opposed 

to acculturation type (e.g., integration, assimilation, etc.) had no effect on any of the 

outcome variables.  However, acculturative stress significantly negatively affected 

psychological distress even after controlling for the effect of demographic variables.  In 

addition, those preserving traditional Mexican cultural values and customs also reported 

higher levels of physical-functioning-related quality of life.  Physical-functioning-related 

quality of life is a construct measuring the extent to which physical health problems 

interfere with the daily functioning of the respondent.  High levels of physical-

functioning-related quality of life indicate that if an individual has physical problems, they 

either do not interfere, or interfere minimally, with her or his daily responsibilities 

(Thoman & Suris, 2004).  The mixed findings of this study suggest a need for further 

investigation into the relationship between acculturation and health-related quality of life. 

Kimbro and colleagues (Kimbro et al., 2012) provide further support for a mixed 

relationship between acculturation and health among immigrant populations.  This 

group of researchers held two interests.  The first was to examine the relationship 

between acculturation and health-related outcomes in an Asian and Hispanic immigrant 

sample (National Latino and Asian American Study, NLAAS, Pennell et al., 2004).  The 

second involved the contextual factors that may strengthen, weaken, or affect the 

direction of this relationship.  Their NLAAS sample consisted of 4,649 immigrant adults 
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living in the U.S. (2,554 of Latino descent and 2,095 of Asian descent).  Participants 

responded to a number of acculturation and health-related questionnaires. 

Results indicated no significant relationship between commonly used 

acculturation indicators, such as length of U.S. residency, and self-reported health.  

However, respondents who primarily spoke their native language, as opposed to 

speaking both their native language and English, reported lower levels of self-reported 

health.  In addition, those who felt the closest to members of their ethnocultural group, a 

concept defined as having coethnic ties, (Kimbro et al., 2012, p. 342) and identified as 

an aspect of acculturation by the authors, reported higher levels of self-reported health. 

Work by Lee and colleagues (Lee, Sobal, & Frongillo, 2000) also examined the 

relationship between acculturation and health.  Participants consisted of 356 Korean 

American adults living in the U.S.  They reported acculturation levels and various 

aspects of health, including self-reported health, smoking, physical activity, body weight, 

and fat consumption.  This study differs from those previously discussed, in that 

although acculturation had a positive effect on health-related aspects, it had negative 

effects on others and no effect on one specific aspect of health in this population.  

Positive effects of acculturation among this population were evidenced by the fact that 

those reporting high levels of acculturation also reported lower levels of smoking (men 

only), light physical activity, and higher levels of self-reported health (men only).  

Negative effects of acculturation on health were illustrated through the fact that 

participants reporting high levels of acculturation also reported higher levels of smoking 

(women only) and higher body weights (men only).  In addition, acculturation did not 

affect fat consumption for men or women (Lee et al., 2000).  These results support the 
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premise of the current study, which states that there is a mixed relationship between 

acculturation and wellbeing indicators, such as health-related quality of life, and that 

there is a need to explore this relationship further, specifically regarding contextual 

variables. 

Acculturation’s lack of a relationship with health-related quality of life.  Along with 

studies that demonstrate positive, negative, and mixed effects of acculturation on 

health-related quality of life variables come those that demonstrate no relationship at all.  

For example, work by van Servellen and colleagues (van Servellen et al., 2002) 

provides an example of a situation during which acculturation had no impact on health.  

This group of researchers examined the relationship between acculturation, health 

status, and health-related quality of life among a group of 89 HIV-positive monolingual 

and bilingual women and men of Central American and Mexican descent, all of whom 

were living in Southern California at the time of the study.  Results indicated no 

difference in health status between the two groups (van Servellen et al., 2002). 

Ceballos and Palloni (2010) provided evidence against an impact of acculturation 

on health-related quality of life.  They examined the relationship between acculturation 

and infant, as well as maternal, health.  Participants in their study involved Mexican 

immigrant women who visited prenatal clinics between 1999 and 2001 (N = 539), and 

who were living in the Midwestern U.S.  They completed measures assessing 

acculturation, health, and demographics.  Results indicated that acculturation had no 

significant relationship with health-related outcomes related to birth, such as the health 

of the participants and their infants.  Taken together, this review of acculturation and 
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health literature clearly demonstrates that a mix of outcomes can result from 

acculturation in Asian and Hispanic populations in the United States. 

In the literature reviewed on this topic, 20% provides clear evidence of a 

beneficial effect of acculturation on health, in that immigrants who were more highly 

acculturated experienced better health or health-related quality of life, or, immigrants 

with low levels of acculturation reported worse health.  Thirty percent of the studies 

demonstrates the opposite effect of acculturation, in that those reporting higher levels of 

acculturation experienced lower levels of health.  Unique to the current discussion of 

acculturation and health is a collection of literature that demonstrates a mixed 

relationship between these two variables, in that higher levels of acculturation helps 

some individuals in specific health-related ways, and is associated with worse health in 

other individuals, in different health-related ways.  These studies represent another 30% 

of the acculturation and health literature included in this discussion.  Overall, 

acculturation and health appear to have a strong, although mixed, relationship, in that 

the proportion of literature that shows no influence of acculturation on health is smaller 

than the previously discussed section of literature that indicates no relationship between 

acculturation and psychological symptoms.  The literature indicating no relationship 

between acculturation and health comprises only 20% of the total acculturation-health 

discussion. 

It is important to examine the authors’ explanations for the mixed results found in 

their studies.  Thoman and Suris (2004) explained their mixed results with the premise 

that fitting into one’s surroundings is important.  This is the common thread throughout 

all of the groups in their study.  The participants in Thoman and Suris’s study who were 
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able to adapt to their surroundings, whether it consisted of members of their coethnic 

group or their host culture, reported better health-related quality of life.  Those that 

assimilated to U.S. culture or preserved Mexican culture reported better mental, and 

physical-health-related quality of life, respectively.  The authors explain these 

relationships by stating that adaptation to either the U.S. culture or Mexican culture 

includes the benefits of belonging to a group, as well as the subsequent benefits of 

reduced acculturative stress and better health-related quality of life.  Those with a low 

level of integration, and therefore adapted to neither Mexican nor U.S. culture, reported 

lower levels of mental-health-related quality of life.  The authors also presumed that a 

lack of adaptation to either culture increased acculturative stress and decreased the 

benefits that come along with belonging. 

Kimbro and colleagues (2012) explained their mixed results with similar 

reasoning, in that those who were adapted to both cultures (that of the U.S. and that of 

a home culture, depending on whether the participant was of Latino or Asian descent) in 

terms of language proficiency, also enjoyed better health.  Those that were sending 

money home to family members (an activity that was associated with having coethnic 

ties by the authors) (Kimbro et al., 2012, p. 342), were also described as feeling a 

strong sense of connection to those family members. 

The last study providing mixed results, by Lee and colleagues (Lee et al., 2000), 

explained the widely varied influences of acculturation on the health behaviors of 

Korean men and women by citing the effects of gender and other demographic 

variables, such as education.  For example, acculturation increased the amount of 

smoking in men, and acculturation and education decreased it for women.  In addition, 
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education affected smoking and BMI favorably for women only.  Taken together, these 

mixed findings between groups of studies and within the studies themselves, as well as 

contextual factors that were identified as contributing to these mixed relationships, 

provide strong evidence of the need to further examine the acculturation-health 

relationship, as well as possible moderating contextual factors. 

Acculturation and Life Satisfaction 

Life satisfaction is a cognitive-judgmental process that is an essential component 

of subjective wellbeing (Andrews & Withey, 1976).  An assessment of life satisfaction 

requires a respondent to consider how their life matches up to their expectations.  As is 

true with the other selected wellbeing indicators discussed in the current study, 

acculturation can also have a mixed influence on life satisfaction.  In some 

circumstances, it can increase life satisfaction, in others, it may decrease it, and in still 

others, it may have no significant effect whatsoever. 

Acculturation’s positive effects on life satisfaction.  Studies focusing on 

acculturation and life satisfaction among immigrants of Asian and Hispanic descent are 

less abundant than those focusing on other wellbeing indicators.  However, a small 

number of dissertations on this topic exist and are included in the current discussion.  

Only one study (Bruner, 2004) demonstrating a beneficial influence of acculturation on 

life satisfaction and including Hispanic or Asian participants, the requirements for 

inclusion in the current study, was found.  This study investigated relationships between 

stress, ethnic identity, acculturation, and life satisfaction among a sample of 281 Korean 

American adults, 92% of whom were from an immigrant family or were first-generation 

immigrants themselves.  Results indicated that the higher the acculturation level of an 
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individual, the higher their level of life satisfaction.  Evidence for a negative influence of 

acculturation on life satisfaction also exists; a discussion of which follows. 

Acculturation’s negative effects on life satisfaction.  At times, acculturation can be 

a liability where life satisfaction is concerned.  Stephens and colleagues (Stephens, 

Stein, & Landrine, 2010) conducted a study providing support for a negative effect of 

acculturation on life satisfaction.  This team of researchers examined the relationship 

between acculturation and life satisfaction in a group of 693 Hispanic cancer survivors 

from the American Cancer Society’s Study of Cancer Survivors-II (SCS-II, Baker et al., 

2006; Smith et al., 2007).  Results indicated that participants with lower levels of 

acculturation had higher levels of life satisfaction, suggesting that acculturation, at least 

to the culture of the U.S., may have a negative effect on one’s life experience and 

wellbeing.  Goodman and Silverstein (2005) performed another study demonstrating 

this relationship.  This team of researchers examined the relationship between 

acculturation, wellbeing, socioeconomic and family factors among a sample of 357 

grandmothers of Latina descent who were also raising grandchildren.  Over half (64%) 

of the participants were born outside of the United States, and at the time of the study, 

were living in Los Angeles County.  Results indicated that grandmothers who indicated 

lower levels of acculturation also reported higher levels of life satisfaction, indicating a 

protective role of low acculturation levels (Goodman & Silverstein, 2005). 

Work by Latham and Calvillo (2009) provided more evidence of a negative effect 

of acculturation on life satisfaction.  They performed structural equation modeling on 

data from a sample of 240 low-income adults of Hispanic descent with Type 2 diabetes.  

Participants were recruited from a publicly funded clinic and 92% indicated having 
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ancestry from outside of the U.S.  Specifically, 68% of participants had Mexican 

ancestry, and 24% indicated heritage from Central America.  Variables of interest 

included acculturation, and quality-of-life measures, including satisfaction, and physical 

factors such as body mass index (BMI).  Results indicated a direct and significant effect 

of acculturation on the quality of life measure, which included satisfaction, in that low 

acculturation was associated with a better quality of life and improved satisfaction.  

Taken together, this group of studies provides strong evidence of a negative effect of 

acculturation on life satisfaction among immigrants.  Further supporting a mixed 

relationship between acculturation and life satisfaction, there is a sizeable body of 

literature demonstrating no effect of acculturation on this variable. 

Acculturation’s lack of an effect on life satisfaction.  Along with those studies that 

presented a unidirectional relationship between acculturation and life satisfaction, are 

those that find no relationship between these two variables.  Dinh conducted such a 

study in 1999.  Participants included 124 Asian American college students, 94% of 

whom were first-generation immigrants or were from immigrant families.  They 

completed measures regarding wellbeing indicators, including life satisfaction, 

acculturation, and acculturation-related conflict between the participants and their 

parents.  Results indicated that acculturation was not a significant predictor of life 

satisfaction (Dinh, 1999).  Cuellar and colleagues (Cuellar, Bastida, & Braccio, 2004) 

performed a study and received similar results.  They analyzed a number of variables, 

including depression, health, demographics, and acculturation.  Participants consisted 

of 353 women and men of Mexican descent living in the Lower Rio Grande Valley of 

Texas, 148 (41.9%) of whom were immigrants from Mexico.  Results indicated that 
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there were no significant differences between the group of native-born participants and 

the immigrant group.  In addition, the results indicated no significant relationship 

between acculturation and life satisfaction (Cuellar et al., 2004). 

Baker and colleagues (Baker et al., 2012), following this trend, examined the 

relationship between acculturation and a measure of psychological wellbeing, which 

included a measure of life satisfaction, in a group of 96 Asian American college students 

who were living in the U.S.  This group of researchers used an acculturation measure 

called the Suinn-Lew Asian Self-Identity Acculturation Scale (SL-ASIA; Suinn, Ahuna, & 

Khoo, 1992; Suinn, Rickard-Figuero, Lew, & Vigil, 1987).  Like the ARSMA-II (Cuéllar et 

al., 1995), the SL-ASIA divided respondents into three groups that were similar to those 

created by Berry (e.g., 1980, 2001); Bicultural-identified, Asian-identified, and Western-

identified.  Immigrants made up 61.5% of the participants, and 83% were from an 

immigrant family, in that at least one parent was born in another country.  Results 

indicated no difference in life satisfaction scores between participants who were 

Bicultural-Identified, Asian-Identified, or Western-Identified, according to the SL-ASIA. 

Edwards and Lopez (2006), the last pair of researchers highlighted in this 

section, found evidence of the same trend in their study with Mexican American 

adolescents as participants.  This research team sought to explain the relationship 

between acculturation, perceived level of family support, and life satisfaction.  Over half 

(56%) of the 266 respondents indicated that they were from an immigrant family, in that 

their parents were born in another country and moved to the U.S. (Kansas, California, 

and Texas).  The respondents participated in qualitative interviews regarding the 

construct of life satisfaction, and responded to measures regarding the three variables 
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of interest.  Results echoed those of the previous studies, in that Anglo orientation, or 

high acculturation, did not predict life satisfaction. 

 In this section of the literature review, only 12.5% of the literature reviewed 

demonstrates a beneficial relationship between acculturation and life satisfaction.  

Nearly 40% (37.5%) of the studies provide evidence of a negative effect that 

acculturation has on life satisfaction, and the remaining 50% of the studies show no 

relationship at all.  Overall, the findings of the acculturation and wellbeing-focused 

studies provide substantial evidence that acculturation can have a mixed effect on 

psychological symptoms (e.g., Mikolajczyk et al., 2007; Shen & Takeuchi, 2001), health-

related quality of life (e.g., Thoman & Suris, 2004; Kimbro et al., 2012), and life 

satisfaction (e.g., Bruner, 2004; Cuellar et al., 2004).  The question remains as to what 

is influencing this inconsistent relationship between acculturation and the selected 

wellbeing indicators.  Portes and Zhou (1993) constructed an theoretical model to help 

explain the fact that immigrants reporting similar levels of acculturation can also report a 

variety of outcomes (e.g., Cuellar et al.2004; Kimbro et al., 2012).  A discussion of this 

model follows. 

The Model of Segmented Assimilation 

 The model of segmented assimilation, proposed by Portes and Zhou (1993), 

brings to light the fact that immigrants who use assimilation as an acculturation strategy 

can experience a range of outcomes, including traditional, upward, and downward 

assimilation (Portes & Zhou, 1993, p. 82).  Each type of assimilation depends on a 

number of structural factors.  These structural factors include the resources (e.g., 

human capital) that immigrants bring with them into a new ethnocultural environment 
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and the organization of and roles within immigrating families.  They also include modes 

of incorporation, (Portes & Zhou, 1993, p. 83) which involve legal and societal 

responses to immigrants in a new country.  Each type of assimilation includes a 

psychosocial component, and the assimilation types take place within the context of an 

immigrant family (Portes & Zhou, 1993, p. 82). 

Traditional assimilation includes elements similar to those in the unilinear model 

of acculturation and that of the integration acculturation strategy (e.g., Berry, 1980, 

2001; Ryder et al., 2000).  It reconciles these elements within the concept of selective 

acculturation (Portes et al., 2009, p. 1081).  In selective acculturation, both the parents 

and children in an immigrant family select which elements of the host and home cultures 

they will acquire and retain, respectively.  This ensures that both the children and 

parents end up with the same level of acculturation (Portes et al., 2009; Portes & Hao, 

2002).  This type of assimilation is associated with socioeconomic status that is similar 

to that found within the White middle class.  Immigrant families with well-educated 

parents who have skills that are compatible with the current post-industrial work 

environment may assimilate in this traditional sense (Portes & Zhou, 1993). 

 Consonant acculturation (Portes et al., 2009, p. 1081) is also associated with 

these positive outcomes.  It is a similar process to selective acculturation, in that it takes 

place when both parents and children decide which elements of the host culture they 

will take in, so that parents and children acculturate at a similar rate.  It is less of a 

bicultural orientation and more of an assimilation strategy than is selective acculturation 

(Berry, 1980, 2001).  Consonant acculturation has also been associated with more 

positive family outcomes, and upward assimilation (Portes et al., 2009, p. 1080), a state 
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involving higher socioeconomic status than that of the mainstream U.S. middle class.  

However, both selective and consonant acculturation strategies can result in positive 

socioeconomic outcomes (Portes et al., 2009; Portes & Hao, 2002).  Involvement in a 

co-migrant community that includes individuals’ helping each other in economic, 

vocational, and other areas often facilitates the higher socioeconomic status associated 

with consonant acculturation (Zhou, 1997). 

 Evidence of the existence of traditional assimilation and its benefits when parents 

and children from immigrant families acculturate at a similar rate, as is the case in 

selective and consonant acculturation, can be found in work by Farver and colleagues 

(Farver, Bhadha, & Narang, 2002; Farver, Xu, Bhadha, Narang, & Lieber, 2007).  The 

first group of researchers (Farver et al., 2002) investigated the relationship between 

various aspects of psychological functioning, acculturation, academic achievement, and 

SES among a group of 85 U.S.-born Asian Indian adolescents and their foreign-born 

parents.  Results indicated first that the adolescents in this study reported similar levels 

of acculturation as their parents did, providing evidence for the presence of selective or 

consonant acculturation in this sample.  In addition, parents reporting higher levels of 

acculturation also indicated membership in higher social classes, further supporting the 

socioeconomic benefits of traditional assimilation (Farver et al., 2002). 

 The second group of researchers (Farver et al., 2007), investigated relationships 

among variables such as acculturation, parenting, family conflict, and psychological 

health.  Participants included 180 Asian Indian adolescents from immigrant families, 180 

U.S.-born European American adolescents, and one parent for each adolescent.  

Results indicated that Asian Indian parents with higher levels of acculturation, including 

33 



integrating and assimilating styles, also reported lower levels of family conflict and 

family conflict intensity than Asian Indian parents who reported lower levels of 

acculturation.  These lower levels of family conflict and family conflict intensity reported 

by higher-acculturated Asian Indian parents were similar to those reported by the 

European American parents, providing evidence for the existence of assimilation into 

the White middle class’s values beyond the economic (Farver et al., 2007; Portes & 

Zhou, 1993).  In addition, Asian Indian teens from families with lower levels of family 

conflict and family conflict intensity also reported more positive academic performance 

and better mental health than those from families with higher levels of family conflict and 

conflict intensity, pointing to a benefit of higher levels of acculturation (Farver et al., 

2007). 

 Downward assimilation (Portes et al., 2009, p. 1080) is the last and most 

negative mode of assimilation.  Immigrants who experience downward assimilation 

follow a path into an underclass in the society in which they live.  This underclass 

consists of multiple types of disadvantage, as well as lower socioeconomic status 

(Portes et al., 2009; Portes & Zhou, 1993; Zhou, 1997).  Downward assimilation can 

take place within an immigrant family that fits within the category of dissonant 

acculturation (Portes et al., 2009, p. 1081).  Dissonant acculturation occurs when the 

youth more quickly acculturate to the host culture’s ideals than their parents do.  

Throughout this process, immigrant youth observe or expect negative social and 

economic consequences due to their subscribing to middle-class values (e.g., academic 

achievement).  This observation or expectation can lead to the selection of delinquent 

alternatives as well as a perpetuation of lower-class status (Dihn et al., 2002; Portes et 
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al., 2009; Valencia & Johnson, 2008).  The adherence to these delinquent values, 

combined with a negative view of both their parents and their home culture, which they 

associate with their parents, can lead to these negative outcomes (Portes & Hao, 2002). 

 A number of researchers have documented the existence of a path of downward 

assimilation (e.g., Bankston III & Zhou, 1997; Haller, Portes, & Lynch, 2011).  A recent 

study by Haller and colleagues (Haller et al., 2011) examined whether segmented 

assimilation was present in a sample of 3,613 participants from the Children of 

Immigrants Longitudinal Study (CILS, Portes & Rumbaut, 2001).  Participants included 

a diverse group of adolescents from immigrant families who were living in Miami and 

San Diego.  The largest ethnic groups within this sample were, respectively, of Mexican, 

Chinese, and Korean descent.  Participants responded to measures regarding 

academic performance, attitudes toward educational achievement, socioeconomic 

status, family factors, and social factors, such as arrests. 

Evidence of segmented assimilation was evident in the presence of significant 

differences between ethnic groups in terms of education, income, arrests, and 

incarceration.  Relationships were present between these factors, in that respondents 

from different ethnic groups reporting lower levels of education also reported lower 

incomes.  These respondents were also at a higher risk for arrest and incarceration 

(Haller et al., 2011).  For example, participants from Filipino and Cuban ethnic groups 

had among the highest incomes, and carried among the lowest risk for incarceration.  

Mexican participants reported having among the lowest incomes, and were also among 

the groups with the highest risk for incarceration (Haller et al., 2011).  The authors 

explained the socioeconomic disadvantages experienced by certain ethnic groups by 
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citing negative modes of incorporation, indicating that the attitudes and structure of the 

receiving society contributed substantially to these disadvantages and subsequent 

downward assimilation (Haller et al., 2011). 

 Bankston III and Zhou (1997) also found evidence of the existence of segmented 

assimilation among a population of 402 Vietnamese American adolescents living in 

Louisiana, 55% of who were born outside of the U.S.  Participants responded to 

measures regarding academic achievement, deviant activities, such as drug and alcohol 

use and abuse, and the cultural values and practices of themselves and their parents.  

Results indicated that socioeconomic status was highly associated with outcome 

variables.  Participants who associated with members of ethnic groups with high 

socioeconomic status assimilated in an upward direction, with the opposite taking place 

when they associated with members of ethnic groups with low socioeconomic status.  

Specifically, downward assimilation occurred in participants who associated with other 

Vietnamese teens who had high levels of acculturation, or who identified highly with 

aspects of U.S. culture (Bankston III & Zhou, 1997). 

 Some immigrant families avoid the negative outcomes normally associated with 

downward assimilation.  Various researchers have identified a number of protective 

factors that promote academic and future economic success among children of 

immigrants.  These include the placement of a high value on education among 

immigrant parents, as well as high levels of parental involvement and the behavioral 

monitoring of their children (e.g., Fuligni, 1997; Fuligni, Tseng, & Lam, 1999).  The 

Fuligni (1997) study involved a group of nearly 1,100 adolescents from immigrant 

families, most of who were of Latino or Asian descent.  Variables of interest included 
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family influence, socioeconomic status, and adolescent-related factors, such as 

attitudes toward academics and actual academic-related behaviors, as well as the 

participants’ actual academic performance.  Results indicated that the students from 

immigrant families performed better academically than those who were born in the U.S.  

A strong value of education emphasized by immigrant adolescents’ parents was the 

strongest factor contributing to this difference between immigrants and non-immigrants.  

The creators of the model of segmented assimilation cite familial and contextual factors 

that contribute to differential socioeconomic and educational outcomes among 

immigrants and the children from immigrant families (Portes & Zhou, 1993).  The 

following section discusses the contextual factor that serves as the proposed moderator 

in the current study. 

Parent-Child Relationship Quality as a Proposed Moderator 

Perceived parent-child relationship quality and wellbeing.  Perceived parent-child 

relationship quality’s influence on wellbeing has been well established in the literature 

(e.g., Kim, Chen, Wag, Shen, & Orozco-Lapray, 2013; Love & Buriel, 2007).  For 

example, Kim and colleagues (Kim et al., 2013) conducted a longitudinal study that 

examined acculturation, parenting, the parent-child relationship, and adolescent 

adjustment among immigrant families of Chinese descent.  Participants included 379 

families living in northern California.  All of the adolescent participants were from 

immigrant families, and 28% of them indicated being born outside of the U.S.  The 

families participated in the study in two waves; once when the children were in early 

adolescence, and once during their mid-adolescence. 
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The research team found that during both early and mid-adolescence, those 

families that had a high level of discrepancy between the adolescent’s and the parents’ 

level of orientation to American culture also reported unsupportive parenting practices 

and higher levels of alienation between parents and adolescents.  Both unsupportive 

parenting practices and parent-child alienation are indicative of lowered parent-child 

relationship quality (e.g., Bosmans, Braet, Leeuwen, & Beyers, 2006).  Findings of this 

study indicated that low parent-child relationship quality significantly predicted poor 

adolescent adjustment.  These lower levels of adjustment were indicated by poorer 

performance in school and higher levels of depressive symptoms.  Although this trend 

was significant for both the mother-child and the father-child relationship, it was more 

evident in the father-child relationship.  The relationship between parent-child 

relationship quality and wellbeing in adolescents from immigrant families in the Kim et 

al. study provide evidence in support of an expectation of the current study. 

Contributing to the body of research supporting these types of relationships, Love 

and Buriel (2007) investigated parent-child bonding, depression, and selected 

acculturation-related activities taking place between children and their relatives, such as 

translating for a parent or other family member who is unable to communicate well in 

English (language brokering).  Their participants included 246 (141 female, 105 male) 

Mexican American seventh and eighth graders who were living in Los Angeles County.  

All participants were from immigrant families, and 30.1% of them reported being born 

outside of the U.S.  The researchers used the Parent-Child Bonding Scale (PCBS; Kim, 

1989) to assess parent-child bonding.  This measure assesses the parent-child 

relationship by examining the level of affective closeness that the adolescent feels 
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toward her or his parent and has been used to measure parent-child relationship quality 

among Mexican American adolescents (De Ment, 1998). 

Results indicated that parent-child bonding, along with biculturalism, was 

significantly related to depression among male participants only, in that higher quality 

parent-child bonding and biculturalism predicted lower levels of depressive symptoms.  

These results support a positive influence of positive parent-child relationship quality on 

wellbeing, as the parent-child bonding measure used in the current study was also 

designed to measure parent-child relationship quality.  This finding is an expectation of 

the current study, and high levels of orientation to both the home culture and the host 

culture on the same outcome, as has been stated in previous research (e.g., Berry, 

1980). 

Huang and colleagues (Huang, Cheng, Calzada, & Brotman, 2012) provided 

more evidence of the relationship between acculturation, the parent-child relationship, 

and psychological symptoms.  Part of their population was much younger than those 

previously mentioned in this section, as this study focused on 101 Asian American 

families with children in Pre-K classes.  Almost all (94%) of the parent participants and 

11% of the children were born outside of the U.S.  Results indicated that parents’ 

acculturation level and a high level of conflict in the parent-child relationship predicted 

greater symptoms of anxiety and depression among the children.  The findings further 

support the influence of parent-child relationship quality on wellbeing. 

Crane and colleagues (Crane, Ngai, Larson, & Hafen, Jr., 2004) examined 

similar relationships between acculturation, the parent-child relationship 

(operationalized as family functioning), and outcomes.  Their participants included 41 
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Chinese parents and adolescents living in the U.S. and Canada.  All of the adolescents 

came from immigrant families, and 36% of them were immigrants themselves.  The 

family functioning measure used by these researchers provides a measure of parent-

child relationship quality because it assesses constructs such as affective 

responsiveness, affective involvement, and behavioral control.  Results indicated that 

families that experienced parent-child acculturation discrepancies and lower levels of 

family functioning had adolescents that experienced higher levels of depression. 

 Lastly, Yuwen and Chen (2013) conducted a qualitative study that investigated 

the psychosocial health of Chinese American adolescents as influenced by their 

perceptions of their parents’ treatment of them.  Participants included 15 Chinese 

American adolescents, all of whom were from immigrant families, and who were living in 

the Southwestern United States.  Results indicated that the adolescents perceived their 

parents as being stricter than those of their peers regarding friend choice, and having 

high expectations for them regarding morals and performance in school.  These 

elements are related to the quality of the relationship between parent and child, and are 

especially relevant to the current study, because the measure of parent-child 

relationship quality that is used in the current study includes an element of parental 

control.  Strictness qualifies as a measure of parental control.  All of the adolescent 

participants reported these experiences, so there is no comparison group.  These 

experiences were accompanied by reports of ineffective or poor quality communication 

with their parents, and resultant emotional distress.  The results of this study provide 

more evidence of the relationship between parent-child relationship quality and 

wellbeing-related outcomes in children from immigrant families. 
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Perceived parent-child relationship quality’s interaction with acculturation.  The 

previous section focused on the body of literature representing the relationship between 

parent-child relationship quality and outcome variables.  Accompanying that literature 

are those studies that provide evidence of one of the expectations of the present study, 

which is an interaction between acculturation and parent-child relationship quality to 

impact an outcome variable.  For example, a study by Lau and colleagues (Lau, 

Jernewall, Zane, & Myers, 2002) examined parent-child relationship quality, 

acculturation, and suicidality among 285 Asian American children and adolescents who 

were patients at an outpatient mental health clinic in California, that was also ethnic-

specific.  Participants reported that they were largely of Chinese (39%), Southeast 

Asian (32%), Korean (14%), Japanese, (13%), and Filipino (2%) descent.  Findings 

indicated that higher levels of acculturation interacted with higher levels of parent-child 

conflict, a marker of negative parent-child relationship quality in this study, to increase 

suicidality risk in this population. 

Schofield and colleagues (Schofield, Parke, Kim, & Coltrane, 2008) investigated 

acculturation, acculturation discrepancies, parent-child relationship quality, and 

outcomes among children from immigrant families.  Participants in this study consisted 

of 132 Mexican American pre-teens and adolescents that participated when they were 

in the fifth grade, and later, when they reached seventh grade.  Just over half (52% of 

fathers and 54% of mothers) of the parents immigrated to the U.S. from Mexico, and 

17% of the youth were also immigrants.  The researchers were interested in the effect 

of parent and child acculturation levels on family and child adjustment, which they 

measured in terms of internalizing and externalizing problems among the adolescents.  
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Results indicated that the acculturation discrepancy between fathers and children 

predicted later father-child conflict and internalizing and externalizing problems in the 

adolescents.  This relationship was moderated by parent-child relationship quality, in 

that larger parent-child acculturation gaps interacted with low parent-child relationship 

quality to influence negative adjustment outcomes.  These findings are similar to those 

expected in the current study, and demonstrate that parent-child relationship quality can 

interact with an aspect of family-related acculturation to influence outcomes in 

individuals with immigrant families. 

The previous few sections in this literature review provide ample evidence of the 

influence of parent-child relationship quality (e.g., Farver et al., 2002; Schofield et al., 

2008) on the mixed relationships between acculturation and selected wellbeing 

indicators (e.g., Baker et al. 2012; Birman & Tran, 2008; Thoman & Suris, 2004).  There 

is also some evidence of the influence of perceived parent-child relationship quality on 

the relationship between acculturation and the wellbeing indicators selected for the 

present study (e.g., Bankston III & Zhou, 1997; Yuwen & Chen, 2013).  Taken together, 

the literature supports the proposed hypotheses. The present study further examines 

the direct impact and moderator effect of parent-child relationship quality on the 

acculturation-wellbeing links. 
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CHAPTER 3 

METHOD 

The current study examines a number of relationships among acculturation, 

wellbeing indicators, and a contextual influence on the acculturation-wellbeing 

relationship.  Acculturation is expected to have a mixed relationship with the wellbeing 

indicators of psychological symptoms, health-related quality of life, and life satisfaction, 

in order to replicate past research that demonstrates this mixed relationship between 

acculturation and the wellbeing indicators (e.g., Yoon et al., 2013; Thoman & Suris, 

2004).  Furthermore, parent-child relationship quality is expected to moderate these 

relationships.  Differences between Asian and Hispanic participants are also explored. 

Participants 

A G-Power (Faul, Erdfelder, Buchner, & Lang, 2009) analysis was conducted to 

calculate the sample size needed to achieve adequate power (a = .80).  One hundred 

participants per ethnic group are required for adequate power, so ideally, the current 

study would include 200 college students of Hispanic and Asian descent, who are also 

from immigrant families.  As the data analyzed in the current study is part of a larger 

dataset collected for a larger study (N = 1064), certain inclusion criteria were selected.  

Participants that met the selection criteria were selected from an archival dataset that 

was collected by the Cross-Cultural Attachment Research Lab at the University of North 

Texas.  Selection criteria include status as a current student at the University of North 

Texas, self-identification of Hispanic or Asian ethnicity, falling within the age range of 

18-24, and being from an immigrant family.  The status of “from an immigrant family” is 

operationalized as being born outside of the U.S. or having one or more parents that 
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was born outside of the U.S.  Participants also include individuals who self-identified as 

immigrants themselves. 

The initial selected sample included 204 participants, with 109 (53.4%) of them 

self-identifying as Hispanic, 68 (33.3%) identifying as Asian, 15 (7.2%) indicating a 

biracial background that includes Hispanic ethnicity, and 12 (5.7%) indicating a biracial 

background that includes Asian ethnicity.  Biracial individuals were placed in either the 

Asian or Hispanic group if they reported heritage from one of those ethnic groups.  One 

individual indicated both Asian and Hispanic heritage, so that participant was placed in 

the Asian group based on that individual’s country of origin (the Philippines). 

Biracial individuals are included in the regression analyses, as the goal of the 

study is to examine the acculturation-wellbeing relationship among young adults from 

immigrant families of Hispanic and Asian descent, the two largest ethnic groups among 

immigrants.  Although biracial individuals might identify with one, both, or neither of the 

ethnic groups, as the overall regression analyses were not designed to examine 

differences between ethnic groups, a decision was made to include biracial participants 

in the regression analyses.  However, biracial individuals are excluded when examining 

differences between the Asian and Hispanic ethnic groups, as identification with more 

than one ethnic group may affect the findings of analyses seeking to examine 

differences between members of two specific ethnic groups.  Respondents indicated 

heritage from countries such as Brazil, Honduras, Mexico, the Philippines, South Korea, 

and Vietnam. 

As part of the selection criteria, all participants fall within the age range of 18 

through 24 with an average age of 19.95 (SD = 1.78).  The sample includes 128 
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(62.7%) females and 76 (37.3%) males.  Most participants are first-year college 

students (n = 77, 37.7%); sophomores, juniors and seniors each consist of about 20% 

of the sample.  Nearly half (n = 95, 46.6%) of the participants indicated that the 

socioeconomic status (SES) of their family of origin was middle class, with lower middle 

class (n = 54, 26.5%) and upper middle class (n = 40, 19.6%) being the next prevalent 

in the sample.  The least prevalent SES levels are lower/welfare class (n = 12, 5.9%) 

and upper class (n = 3, 1.5%).  The demographic data of the present sample is 

displayed in Table 1. 

Table 1 

Demographic Information 

Variable n Percentage 
   
Sex   
    Male 76 37.3 
     Female 128 62.7 
Ethnicity   
     Asian 68 33.3 
     Hispanic 109 53.4 
     Biracial with Asian heritage 12 5.7 
     Biracial with Hispanic heritage 16 7.2 
SES   
   Upper Class 3 1.5 
    Middle Upper Class 40 19.6 
     Middle Class 95 46.6 
     Lower Middle Class 54 26.5 
     Lower/Welfare Class 12 5.9 
Class Standing   
     First-Year 77 37.7 
     Sophomore 42 20.6 
     Junior 38 18.6 
     Senior 47 23.0 
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Measures 

Demographics.  Participants completed a general series of questions regarding 

demographic information, including age, gender, ethnicity, and immigrant family status.  

As the measures relevant to this study are part of a longer questionnaire that was used 

in a larger study, other demographic inquiries include grade point average, number of 

siblings, and primary caregiver during childhood. 

Acculturation.  The Asian American Multidimensional Acculturation Scale 

(AAMAS, Chung, Kim, & Abreu, 2004) is a 15-item self-report measure that is designed 

to assess a respondent’s level of acculturation.  Respondents were asked to select the 

option on a 6-point Likert scale that corresponded the most closely to their experience 

regarding cultural behavior, identity, and knowledge.  The AAMAS was originally 

designed to provide scores on three dimensions; the AAMAS-culture of origin, (AAMAS-

CO) AAMAS-Asian American (AAMAS-AA), and AAMAS-European American (AAMAS-

EA), which assess a respondent’s orientation toward his or her culture of origin, aspects 

of culture that are common to different ethnic groups within the Asian American 

population, and those common to the European American population, respectively.  The 

present study utilized the dimension relating to the European American culture 

(AAMAS-EA) to measure the participant’s level of acculturation to the majority culture of 

the United States. 

The AAMAS also provides four scores regarding different acculturation 

dimensions: food consumption, language, identity, and knowledge.  The items of the 

AAMAS are incomplete sentences that require the respondent to rate themselves on 

their activities, affiliation, and knowledge relating to each ethnocultural group.  A 
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representative question of the food consumption dimension is, “How often do you 

actually eat the food of…”  The respondent then rates themselves on a scale of 1 to 6 

regarding “the White mainstream groups,” in order to measure acculturation to the 

majority culture in the U.S.  Language acculturation is assessed via items such as, 

“How well do you read and write in the language of…”  The item “How proud are you to 

be a part of…” represents the cultural identity dimension.  Lastly, the item, “How 

knowledgeable are you about the culture and traditions of…” assesses cultural 

knowledge. 

The AAMAS-EA has been demonstrated to have an internal consistency 

coefficient alpha of α = .81 in two separate studies performed by the same researchers 

and published in the same article (Chung et al., 2004).  Upon examination of the 

psychometrics of the AAMAS, its creators found that the concurrent validity of the 

AAMAS-EA subscale was represented by correlation coefficients of .32 and .49 when 

compared to established and published measures that assessed a similar construct.  

These measures were the SL-ASIA (Suinn et al., 1987), which the AAMAS was largely 

derived from, and the Anglo subscale of the cultural identification scale, respectively.  

This scale’s divergent validity was found to be adequate, with a correlation coefficient of 

-.11 when compared with the Intergenerational Conflict Inventory Dating and Marriage 

subscale (ICI-DM, Chung, 2001).  The overall ICI-DM measure assesses 

intergenerational acculturation-related conflict in Asian American families, and the 

dating and marriage subscale assesses how much of that, if any, conflict, is 

experienced regarding the respondent’s dating and marriage choices (Chung et al., 

2004). 
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Although no published studies to date have used the AAMAS, several 

unpublished dissertations have done so.  For example, a study by Lee (2012) examined 

cultural and personality-related influences on social anxiety in a sample of 255 Asian 

American adults living in the U.S.  The AAMAS was used to measure acculturation in 

this sample.  Results indicated that acculturation, as assessed by the AAMAS-EA scale, 

predicted social anxiety, and reliability analysis indicated that this scale achieved an 

alpha coefficient of α = .83 (Lee, 2012). 

Psychological symptoms.  The Depression, Anxiety, and Stress Scale (DASS-21, 

Lovibond & Lovibond, 1995) is a 21-item, self-report measure that provides a score for 

each of the symptom domains, as well as a total score.  Participants were asked to 

respond to a 4-point Likert scale to rate how similar the listed symptoms are to their 

personal experiences during the week prior to completing the measure.  The depression 

scale includes items such as, “I couldn’t seem to experience any positive feeling at all” 

and “I felt that I had nothing to look forward to.”  The anxiety scale includes items such 

as, “I experienced trembling (e.g., in the hands), and “I felt I was close to panic.”  Lastly, 

the stress scale includes items such as, “I tended to over-react to situations” and “I felt 

that I was using a lot of nervous energy.”  Five levels of symptomology are possible; 

from normal to extremely severe, and internal consistency scores range from .92-.94 for 

the depression scale, .81-.87 for the anxiety scale, and .88-.91 for the stress scale 

(Antony, Bieling, Cox, Enns, & Swinson, 1998; Clara, Cox, & Enns, 2001). 

Antony and colleagues (1998) assessed the convergent validity of the DASS-21 

by examining its correlations with the Beck Depression Inventory (BDI; Beck, Ward, 

Mendelson, Mock, & Erbaugh, 1961), the Beck Anxiety Inventory (BAI; Beck, Epstein, 
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Brown, & Steer, 1988), and the Trait Anxiety Scale of the State-Trait Anxiety Inventory 

(STAI; Spielberger, 1983).  The correlation coefficients of the stress subscale of the 

DASS-21 were .69, .70, and .68 with the BDI, BAI, and STAI-T, respectively.  The 

depression subscale correlated with these measures with values of .79, .51, and .71, 

respectively, and for the anxiety subscale, the coefficient values were .62, .85, and .55 

(Antony et al. 1998).  Ng and colleagues (Ng et al., 2007) examined the divergent 

validity of the DASS-21 by comparing it with the 14-item version of the MHQ; (Mental 

Health Questionnaire-14, Ware, Jr. & Sherbourne, 1992).  Divergent validity was 

present and statistically significant, and as higher scores on the DASS-21 indicate more 

severity, while lower scores on the MHQ-14 indicate the same, all correlations were 

negative.  Divergent validity coefficient correlations were -.49, -.55, -.35, and -.66 when 

comparing the depression subscale to the vitality, social functioning, emotional role 

limitation, and mental health subscales of the MHQ-14, respectively.  Correlations with 

the anxiety subscale were -.22, -.40, -.20, and -.38, respectively, and those with the 

stress subscale were -.23, -.41, -.20, and -.47. 

The DASS-21 has been translated into Spanish and validated with a Hispanic 

population (Daza, Novy, Stanley, & Averill, 2002).  Participants in this study included 98 

Hispanic adults who were also bilingual.  All of the participants had also been diagnosed 

with an Axis I anxiety disorder, which was confirmed before their participation in the 

study.  Over half (52% of the participants were born outside of the U.S., and the other 

48% were born in Mexico (27%), South America (13%), Central America (7%), and 

other Latin American countries, such as Cuba.  Results of this pilot study indicated a 

high overall reliability alpha of α = .96.  The Depression scale received an alpha of α 
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= .93, the stress scale an alpha of α = .91, and the anxiety scale, α = .86, further 

supporting the internal consistency of this measure, in a population relevant to the 

current study. 

Health-related quality of life.  The acute version of the eight-item Short-Form 

Health Survey (SF-8 , Ware et al., 2001), is an eight-item measure that assesses the 

degree to which health-related problems have interfered with the respondent’s ability to 

function physically and mentally during the previous week.  It assesses eight health-

related areas; bodily pain (BP), general health (GH), psychological distress and well-

being (mental health, MH), physical functioning (PF), role limitations due to emotional 

problems (role emotional, RE), role limitations due to physical health problems (role 

physical, RP), social functioning (SF), and energy/fatigue (vitality, VT).  The physical 

factors and mental factors are combined into a physical component summary (PCS-8) 

and the mental component summary (MCS-8), respectively (Ware et al., 2001).  

Representative sample items inquire, “During the past week, how much difficulty did you 

have doing your daily work, both at home and away from home, because of your 

physical health?” and “During the past week, how much energy did you have?” 

Internal consistency values of this and alternate versions of the SF-8 range from 

.70 to .88 on the eight domains, the PCS-8 and MCS-8 have scores of .88 and .82, 

respectively (Ware et al., 2001).  Turner-Bowker and colleagues (Turner-Bowker, 

Bayliss, Ware, Jr., & Kosinski, 2003) assessed the validity of the SF-8 by comparing it 

with the SF-36v2, the measure from which it was derived.  Convergent validity 

correlation coefficients between the two measures ranged from .67 to .84, regarding the 

eight subscales.  This study also demonstrated construct validity by distinguishing 
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between migraine sufferers and healthy participants, in that the migraine sufferers 

reported having significantly lower health-related quality of life (Turner-Bowker et al., 

2003). 

Roberts and colleagues (Roberts, Browne, Ocaka, Oyok, & Sondorp, 2008) 

examined the psychometric properties of the SF-8.  They sought to examine the validity 

and reliability of the measure among a population of 1206 adults living in northern 

Uganda, and who experienced high levels of the conflict that was taking place in the 

region.  Their results demonstrated good test-retest reliability, with values of .68 and .61 

resulting for the MCS-8 scale and the PCS-8 scale, respectively.  The results of the 

study also demonstrate good convergent and divergent validity, as shown when the 

authors examined correlations of individual items on each major scale (MCS-8 and 

PCS-8) to the summary score of each major scale.  Individual items correlated strongly 

with the summary score of their respective scale.  Correlation coefficient values for 

PCS-8 items to the PCS-8 scale ranged from .55 to .89, and those for the MCS-8 scale 

ranged from .63 to .94, demonstrating convergent validity.  Divergent validity was 

demonstrated by low correlations between individual items with the summary score of 

the opposite scale.  More specifically, correlation coefficients of MCS-8 items when 

correlated with the summary score of the PCS-8 summary score ranged from .19 to .41, 

and when the converse was examined, values ranged from .19 to .38. 

Life satisfaction.  The Satisfaction with Life Scale (SWLS, Diener, Emmons, 

Larsen, & Griffin, 1985) is a 5-item, self-report measure that assesses the respondent’s 

level of global life satisfaction.  Sample items include, “In most ways my life is close to 

my ideal,” and, “If I could live my life over, I would change almost nothing.”  It includes a 
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7-point Likert scale, and has a high level of internal consistency, at .87.  The creators of 

the measure assessed convergent, divergent, and criterion-related validity.  They first 

compared the SWLS with the Life Satisfaction Index (LSI, Adams, 1969), which 

rendered a .46 correlation.  The second part of their evaluation involved interviewing the 

participants about their satisfaction with life, achieving an inter-rater reliability of .73 for 

the interviewers, and establishing a strong criterion with which to measure the SWLS’s 

criterion related validity.  The interviewer-created criterion of life satisfaction correlated 

at .43 with the SWLS, also a significant correlation.  Recently, the SWLS was used by 

Kaduvettoor-Davidson and Inman (2012) to help examine the relationships between 

racism-related stress, discrimination, generational status, and satisfaction with life 

among a sample of 210 adults of South Asian descent that were living in the U.S.  They 

found that perceived discrimination significantly predicted levels of perceived stress, 

and when examining the internal consistency of the measure, found a Cronbach’s alpha 

of α = .89. 

 Perceived parent-child relationship quality.  Perceived parent-child relationship 

quality was measured by the Parental Bonding Instrument (PBI, Parker, Tupling, & 

Brown, 1979).  It consists of 25 items, each with a 4-point Likert scale, that ask the 

respondent to indicate how similar her or his parents’ behavior was to the behavior 

described in each item.  Each question allows the respondent to rate the behavior of 

each parent.  The PBI provides a score for each parent on each of two dimensions: the 

care dimension and the control/overprotection dimension.  The current study will focus 

on the care dimension for both parents.  Internal consistency ratings of these 

dimensions are high, at .91 for maternal care and .93 for paternal care, (Parker, 1989).  
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Criterion-validity was demonstrated when the authors interviewed a sample of 

participants on dimensions of parental over-protectiveness (control) and parental care.  

These interviews yielded a correlation of .77 for the care dimension (Parker et al., 

1979). 

 When the concurrent validity of the PBI was assessed, participants completed 

the PBI, as well as the Social Support Questionnaire (SSQ; Sarason, Levine, Basham, 

& Sarason, 1983) and the ISSI, a measure of the respondent’s appraisal of the 

attachment and social integration in her or his life (Interview Schedule for Social 

Interaction, Unden & Orth-Gomer, 1989).  Results yielded correlation coefficients of .40 

to .48 for paternal care and .43 to .63 for maternal care.  The social integration 

availability dimension of the ISSI and its attachment availability dimension correlated 

most strongly with the mother care PBI subscale, with correlation coefficient values 

of .41 and .38, respectively.  The father care subscale correlated with the ISSI 

attachment dimension at .38 and the social integration dimension at .33 (Sarason, 

Shearin, Pierce, & Sarason, 1987). 

 The only studies, according to this author’s current knowledge, that use the PBI 

in a population relevant to the current study, have been performed in Britain with British 

Asian adolescents and young adults.  Shams and Williams (1995) conducted one of 

these studies.  They were interested in examining the relationship between perceived 

parent-child relationship quality and psychological symptoms among a sample of 824 

British Asian (n = 331) and non-Asian (n = 493) adolescents, who were living in Great 

Britain.  They found, as is expected in the current study, that higher levels of parental 

care (as represented by the mother and father care subscales of the PBI) predicted 
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lower levels of psychological symptoms.  In this sample, the alpha coefficients for the 

care scales ranged from .76 to .84, and the control/overprotection scales received 

alphas of .83 to .85, indicating high reliability. 

54 



CHAPTER 4 

RESULTS 

Data Cleaning 

Data cleaning and analysis was performed according to current best practice 

guidelines regarding the examination of moderating relationships within the field of 

counseling psychology, as outlined by Frazier and colleagues (Frazier, Barron, & Tix, 

2004).  Before testing the hypotheses, the data was checked an additional time for 

missing data and any entering errors.  Missing values were replaced with the mean 

score of the scale or measure to which the missing value corresponds.  Next, each 

measure was scored according to its author’s guidelines.  The data was then checked 

for outliers, normality, skewness, and kurtosis.  This outlier analysis took place in 

multiple steps. 

The first step consisted of the visual examination of the dataset to assess 

random responses, as well as a confirmation that the validity items had been answered 

correctly.  Participants who answered both validity items correctly were included in the 

data analysis.  One case was removed due to random responses, and three additional 

cases were removed due to incorrect answers on the validity items.  The second step 

involved an examination of univariate outliers by examining the distribution of scores.  

As many of the variables of interest violated normality assumptions, they were 

transformed until they achieved normality, which was assessed by examining the 

statistics and standard error values of the skewness of the variables, as is suggested by 

Tabachnick and Fidell (2012).  Variables were transformed until their statistics for 

skewness were less than three times the value of their corresponding standard error 
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values.  Transformed variables used in the analyses of the current study included 

acculturation, mother care, health-related quality of life, life satisfaction, anxiety, stress, 

and depression.  After transforming the variables, scores that were three standard 

deviations from the mean were examined.  As MANOVAs are sensitive to outliers, six 

cases were determined to be true outliers and were deleted.  Names of major variables, 

their statistics, transformations, and standard errors are displayed in Table 2.  Next, 

multivariate outliers were examined through the analysis of M-distance.  One case, 

whose M-distance value exceeded the critical value of .01, was deleted.  When 

examining regression analyses, the predictor, and moderator variables were 

standardized to reduce multicollinearity.  This was be done by subtracting the mean 

from each score and dividing the sum of those scores by the standard deviation from 

the mean (Frazier et al., 2004). 
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Table 2 

Skewness and Kurtosis of Means-Replaced and Transformed Variables 

Var Before Transformation Type After Transformation 

 Skewness Kurtosis  Skewness Kurtosis 

 Stat SE Stat SE  Stat SE Stat SE 

HRQOL .864 .170 .660 .339 Log .173 .170 -.316 .339 

LS -.426 .170 -.223 .339 Reflect & 
Sqrt 

-.033 .170 -.464 .339 

Anx 1.62 .170 2.72 .339 Inverse -.265 .170 -.800 .339 

Dep 1.44 .170 1.62 .339 Sqrt .154 .170 -.540 .339 

Stress .640 .170 -.219 .339 Sqrt -.410 .170 -.454 .339 

Acc -.882 .170 .634 .339 Reflect & 
Log 

.160 .170 -.462 .339 

MCare -.997 .170 .394 .339 Reflect & 
Log 

.519 .170 -.641 .339 

FCare -.381 .170 -.619 .339 None - - - - 

Var  =Variable. Type = Transformation Type. Sqrt = Square Root. Log = Logarithm. Stat = 
Statistic. HRQOL = Health-Related Quality of Life. LS = Life Satisfaction. Anx = Anxiety. Dep = 
Depression. Acc = Acculturation. MCare = Mother care. FCare = Father care. 

Descriptive Statistics of Measured Variables 

The means, standard deviations, and reliabilities of major variables are displayed 

in Table 3.  As shown in the table, acculturation to the mainstream culture of the U.S. 

was relatively high, with a mean score of 5.18 (SD = 0.57) out of a maximum score of 

six.  Mother care was also relatively high, with a mean of 2.19 (SD = 0.52), while father 

care was lower, with a mean of 1.83 (SD = 0.64); both were out of a maximum score of 

three.  Health-related quality of life was relatively high in this sample, with a mean of 

1.77, (SD = 0.49) out of a maximum of five.  This score means that participants 

reported, on average, a level of distress and impairment from mental and physical 

57 



health-related problems that was less than half of the maximum score.  Life satisfaction 

was relatively high, with a mean score of 4.13 (SD = 1.11) out of a maximum score of 

six.  Lastly, anxiety, depression, and stress were all relatively low, with respective mean 

scores of 0.49 (SD = 0.52), 0.53 (SD = 0.55), and 0.84 (SD = 0.64), out of a maximum 

of three.  For the overall sample, Cronbach’s alphas ranged from 0.75 for anxiety to 

0.92 for father care; all exceeded the widely accepted standard of 0.70, and all but two 

scales (health-related quality of life and anxiety) exceeded the preferred standard of 

0.80 (DeVellis, 2003).  When the alphas of the acculturation scale were examined 

separately within each ethnic group, the value was 0.81 for Hispanic participants and 

0.84 for Asian participants demonstrating a high level of reliability for that scale among 

members of both ethnic groups.  Although all reliabilities were adequately high, 

discrepancies existed between ethnic groups.  For example, an approximate 0.05 

difference existed between Asian and Hispanic participants regarding the alphas of the 

health-related quality of life and depression measures. 

Table 3 

Means, Standard Deviations, and Reliabilities of Major Variables 

Variable M Max. 
Score 

SD Cronbach’s alpha (α) 

    Overall Asian Hispanic 
Acculturation 5.18 6 0.57 .83 .84 .81 
Parental Care       
     Mother Care 2.19 3 0.52 .90 .89 .87 
     Father Care 1.83 3 0.64 .92 .91 .93 
HRQOL 1.77 5 0.49 .77 .80 .75 
Life Satisfaction 4.13 6 1.11 .87 .84 .88 
Psychological 
Symptoms 

      

     Anxiety 0.49 3 0.52 .75 .78 .74 
     Depression 0.53 3 0.55 .84 .88 .79 
     Stress 0.84 3 0.64 .81 .81 .80 
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Although the AAMAS (Chung et al., 2004) has been used in several studies with 

Asian American samples (e.g., Lee, 2012), only one study could be located that 

administered it with Hispanic American adults (i.e., Wang, Scalise, & Barajas, in press).  

The factor structure of the AAMAS-EA scale of the current sample’s Hispanic 

participants was examined using exploratory factor analysis to ensure its construct 

validity.  These analyses were conducted in two steps, with IBM SPSS Version 18.  The 

first step examined the factor structure of all of the unrotated AAMAS-EA items.  

Principal components analysis (PCA) was conducted in order to carry out this 

examination.  Close examination of scree plot and eigenvalues suggested a three-factor 

model as the best solution.  Both the Bartlett’s test of sphericity and Kaiser-Meyer-Olken 

tests indicated that the scale was appropriate for principal components analysis. 

The second step of the exploratory factor analysis consisted of a maximum 

likelihood estimation and a forcing of three factors.  These three components 

respectively contributed 32.8%, 15.6%, and 11.1%.  The total variance accounted for by 

the three components was 59.4%.  A direct oblimin rotation was performed and one 

item (from the original cultural knowledge scale) was deleted due to its loading being 

less than .30.  Items of the first two factors completely matched with those in the cultural 

identity and language scales from the original AAMAS-EA.  The third component 

combined the original food consumption and cultural knowledge scales (minus the 

single deleted item), and was given the title of food & knowledge.  This factor structure 

is similar to the finding reported by Wang et al. (in press).  Taking together, it is deemed 

that AAMAS-EA is a valid instrument to measure acculturation of Hispanic/Latino 
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college students.  The total variance accounted for and the pattern matrix, showing the 

three factors, are shown in Tables 4 and 5. 

Table 4 

Total Variance Explained for an Exploratory Factor Analysis with Direct Oblimin 

Rotation of a Three-Factor Solution of AAMAS-EA Items among Hispanic Participants 

 Initial Eigenvalues Rotation Sums 
of Squared 
Loadings 

Factor Total % of Variance Cumulative % Total 
1 4.59 32.78 32.78 2.45 
2 2.18 15.55 48.33 3.13 
3 1.55 11.06 59.39 2.93 
4 1.16 8.31 67.70  
5 0.83 5.94 73.64  

     
Table 5 

Pattern Matrix for an Exploratory Factor Analysis with Direct Oblimin Rotation of a 

Three-Factor Solution of AAMAS-EA Items among Hispanic Participants 

  Factor  
 1 2 3 
3b .91   
1b .74   
2b .71   
11b  .77  
14b  .75  
10b  .69  
12b  .62  
13b  .56  
15b (reverse scored)  .31  
5b   .70 
8b   .69 
6b   .58 
9b   .54 
7b   .52 
Extraction Method: Maximum Likelihood. 
Rotation Method: Oblimin with Kaiser Normalization. 
*Rotation converged in 6 iterations. 
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Preliminary Analyses 

 Preliminary statistical analyses were conducted to examine the potential effects 

of age, gender, or SES on the outcome variables.  Pearson product moment 

correlations were calculated to examine whether or not age was significantly correlated 

with the wellbeing indicators.  Results displayed in Table 6 show that no significant 

correlation values were found between age and any of the wellbeing variables.  

Correlation values among age and the wellbeing variables can be found in Table 6.   

Table 6 

Correlations among Age and Wellbeing Indicators**** 

 Age HRQOL LS Anx Dep Str 
Age -      
HRQOL <.01 -     
LS -.03 .42** _    
Anx -.02 -.49** -.19** -   
Dep -.03 .53** .47** -.54** -  
Str .03 .55** .33** -.70** .67** - 
*p < .05 level. **p < .01 level. ***HRQOL = Health-Related Quality of Life. 
LS = Life Satisfaction. Anx = Anxiety. Dep = Depression. Str = Stress. 
****Transformed variables are used where necessary. 

 

Two one-way MANOVAs were conducted to examine the main effects of sex and 

SES on the five wellbeing variables.  In the first MANOVA, which assessed for the effect 

of sex, Box’s test of equality of covariance matrices was not violated, F(15, 100399.47) 

= 1.05, p = .399, and neither was Levene’s test for equality of error variances.  Wilks’ 

lambda suggested a significant multivariate main effect of sex on the wellbeing 

variables, F(5, 198) = 2.60, p = .027, Wilk’s Λ = .94, partial η2 = .06.  Upon examination 

of the univariate effects indicated a significant difference between males and females on 

stress only; F = 5.39, p =.021, η2 =.03, with females (M = 0.92, SD = 0.64) reporting 

significantly higher levels of stress than males (M = 0.72, SD = 0.63).  No significant 
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differences between the sexes were found for health-related quality of life (F = 3.55, p 

= .061, η2 = .02), life satisfaction (F = 0.14, p = .711, η2 <.01), anxiety (F = 0.94, p =.333, 

η2 =.01), or depression (F = 0.01, p =.917, η2 < .01).  The results of the first one-way 

MANOVA can be found in Table 7. 

Table 7 

Examination of the Effect of Sex on Outcome Variables 

 Males Females Univariate 

Measure M SD M SD F p η2 

Overall Wellbeing _ _ _ _ 2.60 .027 .06 

HRQOL 1.69 0.47 1.82 0.50 3.55 .061 .02 

Life Satisfaction 4.10 1.06 4.14 1.15 0.14 .711 <.01 

Psychological Symptoms        

     Anxiety 0.44 0.49 0.52 0.53 0.94 .333 .01 

     Depression 0.53 0.58 0.53 0.54 0.01 .917 <.01 

     Stress 0.72 0.63 0.92 0.64 5.39 .021 .03 

HRQOL = Health-Related Quality of Life. 

The second one-way MANOVA also indicated equality of covariance matrices, M 

= 24.13, F(45, 6193.40) = .49, p = .998, and equality of error variances via Levene’s 

test.  Multivariate tests (Wilks’ lambda) did not indicate a significant main effect of SES.  

Based on the findings of the preliminary analyses, sex, but not SES level, was entered 

as a control variable in the first step of all regression analyses that involved stress as 

the dependent variable.  The results of the second one-way MANOVAs can be found in 

Table 8. 
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Table 8 

Examination of the Effect of SES on Outcome Variables 

 Upper 
Class 

Middle 
Upper 
Class 

Middle 
Class 

Lower 
Middle 
Class 

Lower/ 
Welfare 
Class 

Univariate 

 M SD M SD M SD M SD M SD F η2 

MSR             

Overall            1.47 .04 

SF8TM 1.50 0.33 1.70 0.42 1.80 0.51 1.78 0.54 1.91 0.37 .80 .02 

SWLS 4.53 1.27 4.35 1.07 4.21 1.04 3.99 1.19 3.28 1.18 2.47* .05 

DASS
-21 

            

 Anx 0.67 0.46 0.48 0.51 0.49 0.49 0.46 0.55 0.70 0.64 .84 .02 

 Dep 0.29 0.25 0.45 0.49 0.53 0.55 0.62 0.64 0.44 0.41 .71 .01 

 Str 1.24 1.07 0.81 0.63 0.83 0.61 0.85 0.68 1.00 0.64 .36 .01 

*p < .05.MSR = Measure. Overall = Overall Wellbeing.  SF-8 = Short-Form Health Survey (Health-Related 
Quality of Life measure). SWLS = Satisfaction With Life Scale. DASS-21 = Depression, Anxiety, and 
Stress Scale (21-items). Anx = Anxiety. Dep = Depression. Str = Stress. 

Main Analyses 

The first hypothesis stated that acculturation would serve as a significant 

predictor of each of the five wellbeing indicators.  Acculturation’s relationships with 

health-related quality of life, life satisfaction, anxiety and depression were examined 

with four simple linear regressions, with acculturation serving as the predictor and the 

four wellbeing variables serving as the outcome variables; one for each model.  Results 

indicated that acculturation significantly predicted each of these first four variables.  

High acculturation was associated with fewer health concerns, t(203) = 4.32, p < .001, b 

= -.03, Adj R2 =  .08 , higher life satisfaction, t(203) = 2.44, p = .016, b = .06, Adj R2 
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= .02, less anxiety, t(203) = 3.42, p = .001, b = -.05 Adj R2 = .05, and less depression, 

t(203) = 3.44, p = .001, b = -.010, Adj R2 = .05. 

As sex was shown during preliminary analyses to have a significant effect on 

stress, a hierarchical regression was used to control for this effect.  Sex was entered in 

the first step and acculturation was entered in the second step with stress serving as the 

outcome variable.  Findings indicated that sex served as a significant predictor of stress, 

t(1, 202) = 2.32, p = .021, b = .14, Adj R2Δ = .03, in the first step.  Acculturation entered 

in the second step also served as a significant predictor of stress, t(1,201) = 4.11, p 

< .001, b = -.12, Adj R2Δ = .08, beyond the effect of sex, FΔ(1,202) = 16.92, p < .001.  

Although acculturation served as a significant predictor for all five wellbeing variables, 

the acculturation-wellbeing relationship was not mixed; high acculturation had a positive 

effect on each wellbeing variable, and low acculturation had a negative effect on each 

wellbeing variable.  Therefore, the first hypothesis is partially supported. 

The second hypothesis posited that parental care (mother and father care) would 

significantly predict the wellbeing indicators.  The predictive effects of mother care and 

father care on the wellbeing variables were examined separately.  In order to examine 

mother care as a predictor of health-related quality of life, life satisfaction, anxiety, and 

depression, four simple linear regressions were performed.  Findings indicated that 

mother care significantly predicted health-related quality of life, such that higher levels 

of mother care were associated with fewer health-related problems, t(203) = 3.24, p 

= .001, b = -.03, Adj R2 = .05.  Mother care also served as a significant predictor of life 

satisfaction, such that higher levels of mother care were associated with higher levels of 

life satisfaction, t(203) = 4.35, p < .001, b = .010, Adj R2 = .08, and depression, such 
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that higher levels of mother care were associated with lower levels of depression, t(203) 

= 2.54, p = .012, b = -.07, Adj R2 = .03.  Mother care did not serve as a significant 

predictor of anxiety, t(203) = 0.99, p = .325, b = -.01; Adj R2 < .01.   

A hierarchical regression was used to examine mother care’s prediction of stress, 

as a main effect of sex was found for stress during preliminary analyses.  When sex 

was entered as the first step, it significantly predicted stress, t(1, 202) = 2.32, p = .021, 

b = .14, Adj R2Δ = .03.  When mother care was entered in the second step, it also 

significantly predicted stress, such that higher levels of mother care were associated 

with less stress, t(1, 201) = 2.46, p = .015, b = -.07, Adj R2Δ = .03, beyond the effect of 

sex, FΔ(1, 201) = 6.05, p = .015. 

The relationships between father care and the outcome variables of health-

related quality of life, life satisfaction, anxiety, and depression were examined via simple 

linear regressions, with father care as the predictor and the wellbeing indicators as 

outcome variables.  Findings indicted that higher levels of father care were associated 

with better health-related quality of life, or fewer health problems, t(203) = 3.39, p 

= .001, b = -.03, Adj R2 = .05, higher levels of life satisfaction, t(203) = 4.26, p < .001, b 

= .10, Adj R2 = .08, and lower levels of depression, t(203) = 2.83, p = .005, b = -.08, Adj 

R2 = .03.  Father care did not significantly predict anxiety, t(203) = 1.64, p = .103, b = -

.02, Adj R2 = .01. 

A hierarchical regression was used to examine father care’s prediction of stress, 

while controlling for sex, as a main effect was found for stress during preliminary 

analyses.  When sex was entered as the first step, it significantly predicted stress, t(1, 

202) = 2.32, p = .021, b = .14, Adj R2Δ = .03, in the first step.  When father care was 
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entered in the second step, it also significantly predicted stress, such that higher levels 

of father care were associated with less stress, t(1, 201) = 3.05, p = .003, b = -.09, Adj 

R2Δ =.04, beyond that of sex, FΔ(1, 201) = 9.28, p = .003.  Overall, both mother care 

and father care had significant positive effects on health-related quality of life, life 

satisfaction, depression, and stress.  Neither variable had a significant effect on anxiety, 

so the second hypothesis was partially supported.  The results of the regression 

analysis can be found in Tables 9 through 11. 

Table 9 

Acculturation’s Predictive Effect on the Wellbeing Indicators 

Predictor  Outcome b β T Total 
R2  

Adj 
R2 

F  df 

     (R2 Δ)  (FΔ)  
Acc HRQOL -.03 -.29 4.32**** .085 .080 18.67**** 1, 202 
 LS .06 .17 2.44* .029 .024 5.93* 1, 202 
 Anx -.05 -.23 3.42*** .055 .050 11.67*** 1, 202 
 Dep -.10 -.24 3.44*** .055 .051 11.81*** 1, 202 
Step 1     (.026)  (5.39*) 1, 202 
   Sex Str .14 .16 2.32*  -   

Step 2     (.076)  (16.92****) 1, 201 

   Acc  -.12 -.28 4.11****  -   

*p < .05. **p < .01. ***p < .005. ****p < .001. Acc = Acculturation. HRQOL = Health-Related Quality of 
Life. LS = Life Satisfaction. Anx = Anxiety. Dep = Depression. Str = Stress. 
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Table 10 

Mother Care’s Predictive Effect on the Wellbeing Indicators 

Predictor  Outcome b β t Total R2  Adj R2 F  df 
     (R2 Δ)  (FΔ)  
MCare HRQOL -.03 -.22 3.24*** .049 .045 10.46*** 1, 202 
 LS .10 .29 4.35**** .086 .081 18.96**** 1, 202 
 Anx -.01 -.07 0.99 .005 <.001 .975 1, 202 
 Dep -.07 -.18 2.54* .031 .026 6.44* 1, 202 
Step 1     (.026)  (5.39*) 1, 202 

   Sex  Str .14 .16 2.32*  -   
Step 2     (.028)  (6.05*) 1, 201 
   MCare   -.07 -.17 2.46*  -   
*p < .05. **p < .01. ***p < .005. ****p < .001. Acc = Acculturation. MCare = Mother care. HRQOL = 
Health-Related Quality of Life. LS = Life Satisfaction. Anx = Anxiety. Dep = Depression. Str = Stress. 

Table 11 

Father Care’s Predictive Effect on the Wellbeing Indicators 

Predictor  Outcome b β T Total 
R2  

Adj 
R2 

F  df 

     (R2 Δ)  (FΔ)  
FCare HRQOL -.03 -.23 3.39*** .054 .049 11.48*** 1, 202 
 LS .10 .29 4.26**** .082 .078 18.16**** 1, 202 
 Anx -.02 -.12 1.64 .013 .008 2.69 1, 202 
 Dep -.08 -.20 2.83** .038 .033 7.98** 1, 202 
Step 1         

   Sex  Str .14 .16 2.32* (.026) - (5.39*) 1, 202 

Step 2         

   FCare   -.09 -.21 3.05** (.043) - (9.28***) 1, 201 

*p < .05. **p < .01. ***p < .005. ****p < .001. Acc = Acculturation. FCare = Father care. HRQOL = 
Health-Related Quality of Life. LS = Life Satisfaction. Anx = Anxiety. Dep = Depression. Str = Stress. 

The third hypothesis predicted that parental care would moderate the relationship 

between acculturation and each of the wellbeing indicators.  Hierarchical linear 

regressions were used to test this hypothesis.  For the first four outcome variables 
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(health-related quality of life, life satisfaction, anxiety, and depression), acculturation 

and one of the two parental care variables were entered in the first step, and the 

interaction term of acculturation and the parental care variable was entered as the 

second step.  One of the four wellbeing indicators served as the dependent variable for 

each regression.  To examine the moderating effect of parental care on the 

acculturation-stress relationship, a three-step hierarchical regression was used, with sex 

being entered as a control variable in the first step, acculturation and one of the two 

parental care variables entered in the second step, and the interaction term entered at 

the third step.  Findings indicated that mother care and father care served as separate 

significant predictors for health-related quality of life, life satisfaction, depression, and 

stress (all models were significant at the p < .01 level).  The entering of the interaction 

terms did not result in significant incremental variances in any of the regression 

analyses which indicated non-significant moderator effects.  The specific findings of 

these hierarchical regressions are presented in Tables 12 and 13. 
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Table 12 

Moderating Effect of Mother Care on the Acculturation-Wellbeing Relationship 

Step & 
 Variable 

b β t Total 
R2 

Adj. 
R2 

R2 

inc. 
F inc. df 

Step 1 HRQOL         
  Acc  -.03 -.27 4.00**** .12 .11 .12 13.61**** 2, 201 
  MCare  -.02 -.19 2.81**      
Step 2 HRQOL         
  Acc X 
MCAre 

 -.01 -.06 0.94 .12 .11 <.01 0.88 1, 200 

Step 1 LS         
  Acc  .05 .13 1.98* .10 .09 .10 11.58**** 2, 201 
  MCare  .09 .28 4.10****      
Step 2 LS         
  Acc X 
MCare 

 .01 .03 0.50 .10 .09 <.01 0.25 1, 200 

Step 1 Anx         
  Acc  -.05 -.23 3.31*** .06 .05 .06 5.98*** 2, 201 
  MCare  -.01 -.04 .579      
Step 2 Anx         
  Acc X 
Mcare 

 <.01 <-.01 0.01 .06 .04 <.01 <.01 1, 200 

Step 1 Dep         
  Acc  -.09 -.22 3.16*** .08 .07 .08 8.36**** 2, 201 
  MCare  -.06 -.15 2.17*      
Step 2 Dep         
  Acc X 
Mcare 

 -.01 -.01 0.20 .08 .06 <.01 .04 1, 200 

Step 1 Stress         
  Sex  .14 .16 2.32* .03 .02 .03 5.39* 1, 202 
Step 2          
  Acc  -.11 -.26 3.86**** .12 .11 .09 10.69**** 2, 200 
  MCare  -.06 -.14 2.05*      
Step 3          
  Acc X 
MCare 

 -.01 -.03 0.46 .12 .10 <.01 .21 1, 199 

*p < .05. **p < .01. ***p < .005. ****p < .001. Acc = Acculturation. MCare = Mother care. Acc X MCare = 
Interaction Term. 
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Table 13 

Moderating Effect of Father Care on the Acculturation-Wellbeing Relationship 

Step &  
Variable 

b β t Total 
R2 

Adj. 
R2 

R2 

inc. 
F inc. df 

Step 1 HRQOL         
   Acc  -.03 -.28 4.18**** .13 .12 .13 14.92**** 2, 201 
   FCare  -.03 -.21 3.21***      
Step 2 HRQOL         
   Acc X 
FCAre 

 -.01 -.06 0.90 .13 .12 <.01 0.81 1, 200 

Step 1 LS         
   Acc  .05 .15 2.23* .11 .10 .11 11.73**** 2, 201 
   FCare  .09 .28 4.13****      
Step 2 LS         
   Acc X 
FCare 

 .01 .04 0.51 .11 .09 <.01 0.26 1, 200 

Step 1 Anx         
   Acc  -.05 -.23 3.31*** .06 .06 .06 6.90*** 2, 201 
   FCare  -.02 -.10 1.44      
Step 2 Anx         
   Acc X 
Fcare 

 -.01 -.05 0.71 .07 .05 <.01 0.50 1,200 

Step 1 Dep         
   Acc  -.09 -.22 3.29*** .09 .08 .09 9.59**** 2, 201 
   FCare  -.07 -.16 2.65**      
Step 2 Dep         
   Acc X 
Fcare 

 -.04 -.09 1.25 .09 .08 .01 1.56 1, 200 

Step 1 Stress    .     
  Sex  .14 .16 2.32* 03 .02 .03 5.39* 1,202 
Step 2          
  Acc  -.11 -.26 3.94**** .14 .12 .11 12.74**** 2, 200 
  FCare  -.08 -.19 2.82**      
Step 3          
  Acc X 
FCare 

 -.03 -.07 1.03 .14 .12 .01 1.07 1, 199 

*p < .05. **p < .01. ***p < .005. ****p < .001. Acc = Acculturation. FCare = Father care. Acc X FCare = 
Interaction term. 
 

The research question, which was exploratory in nature and sought to examine 

possible differences between Asian and Hispanic participants on SES, predicting 

variables, and outcome variables, was tested with two one-way MANOVAs and two 
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independent-sample t-tests.  The first one-way MANOVA assessed for differences on 

the wellbeing variables between the two ethnic groups.  Box’s test of equality of 

covariance matrices was not violated, F(15, 81310.713) = 0.79, p = .686, M  = 12.32, 

and Levene’s test indicated equality of error variances across variables.  Wilks’ lambda 

indicated significant differences in wellbeing between the two ethnic groups, F(5, 171) = 

2.34, p = .044, Λ = .94, partial η2 = .06.  An examination of univariate effects indicated 

significant differences between ethnic groups in health-related quality of life, anxiety, 

and stress.  Specifically, Asian participants reported more health-related problems (M = 

1.90, SD = 0.54) than did Hispanic participants (M = 1.68, SD = 0.45), F(1) = 8.07, p 

= .005, partial η2 = .04.  For anxiety, Asian participants reported higher levels (M = 0.61, 

SD = 0.58) than Hispanic participants (M = 0.41, SD = 0.49), F(1) = 8.42, p = .004, 

partial η2 = .05.  Asian participants also reported a higher level of stress (M = 0.94, SD = 

0.65) than Hispanic participants did, (M = 0.73, SD = 0.62), F(1) = 5.97, p = .016, partial 

η2 = .0.33.  Significant differences were not found in life satisfaction (F(1) = 2.79, p 

= .096, partial η2 = .02) or depression (F(1) = 3.08, p = .081, partial η2 = .0.17).   

The second one-way MANOVA assessed for differences between ethnic groups 

on mother and father care.  Box’s test indicated equal covariance matrices across 

groups, F(3, 84.2.4.619) = 0.95, p = .418, M = 2.88, and Levene’s test indicated equal 

variances of father care across ethnic groups, although this assumption was violated for 

mother care, F(1, 175) = 4.43, p = .037.  Wilks’ lambda indicated significant differences 

between ethnic groups on parental Care, F(2, 174) = 4.16, p = .017, Λ = .95, partial η2 

= .05.  An examination of univariate effects indicated a significant difference on mother 

care between the Asian and Hispanic groups.  Specifically, Hispanic participants 
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reported a higher level of mother care (M = 2.28, SD =0 .44) than was reported by Asian 

participants (M = 2.06, SD = 0.57), F(1) = 7.69, p = .006, partial η2 = .04.  Differences 

between ethnic groups on father care approached significance F(1) = 3.81, p = .052, 

partial η2 = .02, with Hispanic participants (M = 1.91, SD = 0.64) reporting higher father 

care levels than the scores of Asian participants (M = 1.72, SD = 0.62). 

The first t-test examining differences between ethnic groups on SES found a 

significant difference between Asian and Hispanic participants, with Asian participants 

reporting a higher SES level (M = 2.99, SD = 0.74) than Hispanic participants did (M = 

3.33, SD = 0.89), t(161.03) = 2.78, p = .006 (the scale used to measure SES in this 

study used lower scores to indicate higher SES).  The second t-test, which examined 

differences between ethnic groups on acculturation, also found a significant difference 

between groups, with Hispanic participants reporting higher acculturation levels (M = 

5.24, SD = 0.62) than Asian participants did (M = 5.00, SD = 0.53), t(175) =-2.62, p 

= .009.  Results from the exploratory research question are displayed in Table 14. 
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Table 14 

Examination of the Effect of Ethnicity on Predicting and Outcome Variables***** 

Variable N M SD T F η2 

       
Acculturation       
   Asian 68 5.00 0.53 2.62* - - 
   Hispanic 109 5.24 0.62    
SES       
   Asian 68 2.99 0.74 2.78**   
  Hispanic 109 3.33 0.89  - - 
   Mother 
Care 

      

   Asian 68 2.06 0.57 - 7.69** .04 
   Hispanic 109 2.28 0.44 -   
Father Care       
   Asian 68 1.72 0.62 - 3.81 .02 
   Hispanic 109 1.91 0.64 -   
Health-
Related 
Quality of Life 

      

   Asian 68 1.90 0.54 - 8.07** .04 
   Hispanic 109 1.68 0.45 -   
Life 
Satisfaction 

      

   Asian 68 4.00 1.04 - 2.79 .02 
   Hispanic 109 4.26 1.16 -   
Anxiety       
   Asian 68 0.61 0.58 - 8.42*** .05 
   Hispanic 109 0.41 0.49 -   
Depression       
   Asian 68 0.62 0.64 - 3.08 .02 
   Hispanic 109 0.46 0.48 -   
Stress       
   Asian 68 0.94 0.65 - 5.97* .03 
   Hispanic 109 0.73 0.62 -   
*p < .05. **p < .01. ***p < .005. ****p <.001. *****N, M, and SD are based 
on untransformed variables, and t, F, and η2were calculated based on 
transformed variables. 
 

Post Hoc Analyses 

 Findings from the main analyses, particularly the research question, stimulated 

questions regarding the mechanisms for these findings, and indicated the need for 
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additional post-hoc analyses.  An exploration of the first issue focused on the 

identification of reasons for the absence of a mixed acculturation-wellbeing relationship 

among the population of interest in the current study.  This inquiry led to a further 

examination of which components of acculturation more strongly impacted the outcome 

variables, if a difference indeed existed.  This examination was possible, as Chung and 

colleagues (2004) identified four factors in their original creation and psychometric 

examination of the AAMAS; they include cultural identity, language, cultural knowledge, 

and food consumption.  Three factors were also identified in the current study via an 

exploratory factor analysis of the AAMAS-EA items completed by the Hispanic 

participants from the current study; they include cultural identity, language, and food & 

knowledge.   

Scores on each of the acculturation subscales were relatively high; after missing 

data was replaced by the series mean, participants reported average subscale scores 

over 4.50 (out of 6) for every subscale.  Language average scores were nearly identical, 

and Hispanic participants reported slightly higher cultural identity average scores, as 

these two subscales were composed of identical items during the current study’s 

exploratory factor analysis.  Means and standard deviations of the AAMAS subscale 

scores for Asian and Hispanic participants can be found in Tables 15 and 16. 
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Table 15 

Means and Standard Deviations of AAMAS-EA Components for Asian Participants 

Component M Maximum 
Score 

SD 

Cultural Identity 4.59 6 0.90 
Language 5.81 6 0.40 
Cultural 
Knowledge 

5.02 6 0.81 

Food Consumption 5.03 6 0.98 
 

Table 16 

Means and Standard Deviations of AAMAS-EA Components for Hispanic Participants 

Component M Maximum 
Score 

SD 

Cultural Identity 4.90 6 0.86 
Language 5.87 6 0.32 
Food & Knowledge 5.18 6 0.75 
 

 First, Pearson product moment correlations were calculated, in order to examine 

the relationships between the means-replaced acculturation components and the 

transformed outcome variables.  Separate correlations were conducted for Asian and 

Hispanic participants.  For Asian participants, findings indicated that each subscale 

significantly correlated with the two other subscales, and food consumption significantly 

negatively correlated with life satisfaction.  For Hispanic participants, cultural identity 

significantly correlated in beneficial directions with each of the outcome variables, and 

the food and knowledge subscale significantly correlated, also in beneficial directions, 

with all outcome variables except anxiety.  Cultural identity and food & knowledge were 

significantly correlated as well.  Correlations between the variables can be found in 

Tables 17 and 18. 
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Table 17 

Correlations among AAMAS-EA Components and Wellbeing Indicators for Asian 

Participants 

 CI L CK FC HRQOL LS Anx Dep Str 
CI -         
L .18 -        
CK .61** .28* -       
FC .39** .25* .51** -      
HRQOL -.23 .16 -.02 .08 -     
LS .06 .02 -.22 -.28* -.36** -    
Anx -.12 <-.01 -.08 .20 .45** .19 -   
Dep -.13 .14 .03 .24 .57** -.43** .57** -  
Str -.17 .12 .03 .14 .49** -.39** .69** 66** - 
CI = Cultural Identity.  L = Language.  CK = Cultural Knowledge.  FC = Food Consumption.  
HRQOL = Health-Related Quality of Life.  Anx = Anxiety.  Dep = Depression. Str = Stress. 
*Significant at .01 level (2-tailed). **Significant at .05 level (2-tailed). 
 

Table 18 

Correlations among AAMAS-EA Components and Wellbeing Indicators for Hispanic 

Participants 

 CI FK HRQOL LS Anx Dep Str 
CI -       
FK .41** -      
HRQOL -.31** -.24* -     
LS .19* .25** -.46** -    
Anx -.29** -.08 .47** -.16 -   
Dep -.29** -.33** .47** -.44** .49** -  
Str -.23* -.24* .56** -.31** .69** .67** - 
CI = Cultural Identity.  FK = Food & Knowledge.  HRQOL = Health-Related 
Quality of Life.  Anx = Anxiety.  Dep = Depression. Str = Stress. Significant 
at .01 level (2-tailed). **Significant at .05 level (2-tailed). 
 

Multiple regression analysis was used to examine the prediction of each AAMAS 

subscale on each wellbeing variable.  Since language was deemed an unimportant 

variable for our samples of college students, this component was excluded from the 

regression analyses.  To examine the subscales’ prediction of health-related quality of 
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life, life satisfaction, anxiety and depression, for Asian participants, three subscales 

were entered as a single block, and one wellbeing variable at a time served as the 

outcome variable.  For Hispanic participants, two subscales were entered as a single 

block, and one wellbeing variable at a time served as the outcome variable.  As sex was 

found to have a significant impact on stress during the main analyses, to examine the 

prediction of the acculturation subscales on stress, two-step hierarchical regressions 

were conducted, with sex entered at the first step, and the group of two or three 

acculturation subscales entered as the second step.  Standardized and means-replaced 

versions of the acculturation subscales and transformed versions of the outcome 

variables were used. 

Results from the multiple regression analysis can be found in Tables 19 and 20.  

For Asian participants, in all but two cases (i.e., food consumption on anxiety and 

depression), higher levels of acculturation subscales were associated with desired 

levels of the wellbeing indicators.  The combined group of acculturation subscales 

significantly predicted life satisfaction, F (3, 64) = 3.90, p = .013, Adj R2 = .12, and 

depression, F (3, 64) = 2.80, p = .047, Adj R2 = .08.  Cultural identity was a significantly 

beneficial influence on health-related quality of life, life satisfaction, and stress, beyond 

a non-significant effect of sex. 

For Hispanic participants, the combined two acculturation subscales predicted 

significant variance in all five dependent variables, beyond the effect of sex when the 

effect of acculturation on stress was examined.  These findings indicate that the effect 

of overall acculturation on wellbeing is strong among Hispanic participants, and that the 

effect of sex on stress is solely present among the Hispanic participants from the 
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current study.  Cultural identity was again the most wide-reaching and strongest 

predicting subscale, significantly predicting all measured wellbeing indicators, except 

depression approaching significance t(2, 106) = 1.92, p = .058, b = -.08.  The food & 

knowledge subscale was also significantly associated with greater life satisfaction and 

lower levels of depression.  When members of both ethnic groups are considered, 

cultural identity was the single strongest predictor, always in a positive direction.  Food 

consumption, only valid among the Asian participants, was a negative acculturation 

influence, and food & knowledge, only valid among Hispanic participants, was a positive 

acculturation influence. 

Table 19 

Multiple Regression Analysis of AAMAS-EA Components on Outcome Variables among 

Asian Participants 

Predictor 
(Step) 

Outcome b β t Total 
R2

Adj R2 

(R2 Δ) 
F 

(FΔ) 
df 

CI HRQOL -.04 -.37 2.44* .10 .05 2.26 3,64 
CK .01 .12 0.75 
FC .02 .16 0.25 
CI LS .10 .34 2.30* .15 .12 3.90* 3, 64 

CK -.08 -.29 1.84 
FC -.07 -.27 1.97 

CI Anx -.03 -.17 1.10 .10 .06 2.36 3,64 

CK -.03 -.15 0.91  

FC .06 .34 2.45* 
CI Dep -.12 -.28 1.87 .12 .08 2.80 3,64 
CK .01 .03 0.18 
FC .13 .33 2.41* 

Sex (1) Str .04 .06 0.44 <.01 -.01 0.20 1,66 

CI (2) -.15 -.39 2.49* .11 (.11)  (2.62)  3,63 
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CK (2) .05 .14 0.84 

FC (2) .08 .24 1.69 

*p < .05. **p < .01. ***p < .005. ****p < .001. HRQOL = Health-Related Quality of Life.
LS = Life Satisfaction. Anx = Anxiety. Dep = Depression. Str = Stress. CI = Cultural 
Identity. CK = Cultural Knowledge. FC = Food Consumption. 

Table 20 

Multiple Regression Analysis of AAMAS-EA Components on Outcome Variables among 

Hispanic Participants 

Predictor 
(Step) 

Outcom
e 

B β t Total 
R2

Adj R2

(R2 Δ)
F 

(FΔ) 
df 

CI HRQOL -.03 -.25 2.49* .11 .09 6.46*** 2,106 
FK -.02 -.13 1.00 
CI LS .04 .11 1.07 .07 .06 4.15* 2,106 

FK .07 .21 2.00* 

CI Anx -.06 -.32 3.10** .09 .07 5.04** 2,106 

FK .01 .05 0.52 

CI Dep -.08 -.19 1.92 .14 .12 8.76**** 2,106 
FK -.10 -.26 2.59*  
Sex (1) Str .20 .23 2.40* .05 .04 5.74* 1,107 

CI (2) -.11 -.24 2.35* .15 (.101) (6.27)** 2,105 

FK (2) -.06 -.14 1.42  

*p < .05. **p < .01. ***p < .005. ****p < .001. HRQOL = Health-Related Quality of Life. LS =
Life Satisfaction. Anx = Anxiety. Dep = Depression. Str = Stress. CI = Cultural Identity.  FK 
= Food & Knowledge. 

Differences found between Asian and Hispanic participants led to an 

investigation into which variables from the original analyses may have contributed to 

these differences.  Recall that among the five measured wellbeing indicators, Asian 

participants reported significantly higher levels of health-related difficulties, anxiety, and 

stress than their Hispanic counterparts.  In addition, Hispanic participants reported 

significantly higher levels of mother care and acculturation than Asian participants.   
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These findings led to an inquiry of whether acculturation and mother care accounted for 

the differences between Asian and Hispanic participants on health-related quality of life, 

anxiety, and stress.  To explore this question, two one-way MANCOVAs were 

conducted; both examining the effect of ethnicity (independent variable) on the outcome 

variables (dependent variables); the first entered mother care as a covariate and the 

second entered acculturation as a covariate. 

The results of the first one-way MANCOVA first indicated that Box’s test 

indicated equal covariance matrices across groups, F(15, 81310.71) = 0.780, p = .686, 

M = 12.32, and Levene’s test indicated equal error variances across groups.  Wilks’ 

lambda for mother care indicated significant differences between Asian and Hispanic 

participants on the wellbeing indicators, F(5, 170) = 2.49, p = .033, Λ = .93, partial η2 

= .07.  Examination of univariate effects indicated the significant differences in health-

related quality of life, anxiety, and stress between the two ethnic groups remained. 

Results from the first one-way MANCOVA are displayed in Table 21. 

Table 21 

Differences in Overall Wellbeing between Ethnic Groups Controlling for Mother Care 

Wilks’ 
Lambda 

F Hypothesis 
df 

Error 
df 

p Partial 
η2

Original 
MANOVA 

.94 2.34 5 171 .044 <.01 

Mother 
Care 

.93 2.49 5 170 .033 .07 

Ethnicity .95 1.91 5 170 .095 .05 
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Similar results were found after conducting the second one-way MANCOVA, with 

Box’s test indicating equal covariance matrices across groups, F(15, 81310.71) = 0.79, 

p = .686, M = 12.32, and Levene’s test indicating equal error variances across groups.  

Wilks’ lambda for acculturation indicated significant differences between Asian and 

Hispanic participants on the wellbeing indicators, F(5, 170) = 2.78, p = .019, Λ = .92, 

partial η2 = .08.  Examination of univariate effects indicated that after controlling for the 

effect of acculturation, significant between group differences remained for health-related 

quality of life and anxiety but not stress.  Results from the second one-way MANCOVA 

are displayed in Table 22. 

Table 22 

Differences in Overall Wellbeing between Ethnic Groups Controlling for Acculturation 

Wilks’ 
Lambda 

F Hypothesis 
df 

Error 
df 

p Partial 
η2

Original 
MANOVA 

.94 2.34 5 171 .044 <.01 

Acculturation .92 2.78 5 170 .019 .08 

Ethnicity .96 1.59 5 170 .164 .05 
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CHAPTER 5 

DISCUSSION 

Interpretation 

The current study examines relationships among acculturation, parental care, 

and selected wellbeing indicators (health-related quality of life, life satisfaction, anxiety, 

depression, and stress) among young adults from Asian and Hispanic immigrant 

families.  The first goal of the study was to replicate past research (e.g., Bruner, 2004; 

Eamranond et al., 2009; Yoon et al., 2013) that indicated a mixed relationship between 

acculturation and the wellbeing indicators among Hispanic and Asian participants.  The 

second goal of the study was to explain that relationship by positing that parental care 

would moderate, or affect the strength and/or direction of the acculturation-wellbeing 

relationship. 

In the literature, the acculturation-wellbeing relationship has been examined 

largely in older, less educated samples (Goodman & Silverstein,, 2005; Grant et al., 

2004), and studies investigating the effect of parental care or parent-child relationship 

quality on the acculturation-wellbeing relationship have been conducted with children 

and adolescents (Lau et al., 2002; Schofield et al., 2008).  Only two studies could be 

located that examined the relationship between acculturation and wellbeing (using life 

satisfaction as the only indicator) among a college population (Baker et al., 2012; Dinh, 

1999).  Neither study demonstrated a significant relationship between acculturation and 

life satisfaction.  The fact that acculturation significantly predicted all of the wellbeing 

indicators among the current sample provided the opportunity to test for the 

hypothesized moderating effect of parental care on this relationship among this sample. 
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The first hypothesis, which stated that acculturation would significantly predict all 

of the outcome variables, was partially supported.  Acculturation served as a significant 

predictor of all five outcome variables, such that higher levels of acculturation were 

associated with lower levels of stress, beyond the effect of sex, as well as fewer health 

problems, less anxiety and depression, and higher levels of life satisfaction.  These 

findings support the results of past research that demonstrate a positive effect of 

acculturation on these selected wellbeing indicators in similar populations (e.g., Bruner, 

2004; Eamranond et al., 2009; Yoon et al., 2013), although the participants of previous 

studies differed from the current sample in terms of age, SES, and education level.  

These findings are also congruent with past theoretical acculturation research by John 

W. Berry, who posited that high levels of acculturation were associated with more 

positive outcomes (e.g., Berry, 1997).  They are also congruent with observations that 

led to the development of the model of segmented assimilation (MSA), which included a 

relationship between high acculturation levels and positive outcomes (e.g., Portes, 

Fernàndez-Kelly, & Haller, 2009; Portes & Zhou, 1993).  Lastly, these findings provide 

further support to the notion that acculturation continues to be an important and 

significant influence on wellbeing among individuals coming from immigrant 

backgrounds. 

It appears that the high levels of acculturation (and the particularly prominent 

positive influence of cultural identity, which involves pride to be a part of and association 

with members of the mainstream society) in this sample of college students may allow 

them to adjust to the life of a U.S. university student, which requires a high level of 

adaptability and knowledge of the U.S. culture.  Being familiar with U.S. culture and 
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identifying and associating highly with the mainstream groups (represented by the high 

level of cultural identity in the current sample) may enable these students to feel more 

connected to their peers, and this sense of belonging may in turn positively affect their 

wellbeing and health.  In addition, high levels of identification to the majority culture in 

which one lives, in addition to a stable cultural identity may also be beneficial to these 

students, also in terms of their physical and mental wellbeing. 

However, in this sample, failing to replicate the results of a review of the 

acculturation-wellbeing literature, the acculturation-wellbeing relationship was not 

mixed, which could be accounted for by a number of factors.  First, the current study 

took place in a university setting, with participants whose ages ranged between 18 and 

24 years old.  It appears that this particular age group of college students, although they 

have grown up in immigrant families, has developed higher levels of acculturation than 

their parents or other immigrant adult populations (the high average scores of 

acculturation, M = 5.18, SD = 0.57, and language, M = 5.87 , SD =0.33 in the sample, 

support this point).  That is, this sample might possess characteristics of traditional 

assimilation, identified and described by Portes and Zhou (1993) as an immigrant’s 

integration of the customs and values of the White middle class into her or his life. 

The students in this sample are also likely to possess certain opportunities and 

resources, such as access to adequate K-12 preparation for college, as well as access 

to higher education and adequate financial aid, both of which are required for admission 

and success in college.  The participants and/or the families of the participants are also 

likely to have benefited from positive modes of incorporation, also described by Portes 

and Zhou (1993, p. 83).  It may be inferred that the majority of the parents of the 
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participants personally held and passed on to their children a high value of education, 

which Portes and Zhou also identified as a positive influence on educational and career 

success among children from immigrant families (1993) (Currently only 13.2% of 

Hispanic or Latino adults over the age of 25 have a bachelor’s degree, U.S. Census 

Bureau, 2011). 

It is likely that the sufficient language ability and adequate familiarity with the U.S. 

education system (important indicators of high acculturation) enable young adults from 

immigrant families to form positive relationships with others and effectively deal with 

changes that may arise during college.  Since this study only focused on adults with a 

particular age range, the positive-only effect found in this study may only be true for this 

age group.  Studies indicating a benefit of low acculturation on wellbeing tended to be 

nationally representative (e.g., Grant et. al., 2004; Shen & Takeuchi, 2001), or focused 

on a large, single-ethnic group (e.g., Frisbie et. al., 2001; Rodriguez et al., 2012).  A 

large number of studies also focus on a smaller, homogenous ethnic group in a highly 

specified life situation, such as grandmothers raising grandchildren (Goodman & 

Silverstein, 2005) or individuals who have been diagnosed with a chronic disease (e.g., 

Latham & Calvillo, 2009; Stephens et al., 2010).  Much of the previous research 

examining the acculturation-wellbeing relationship also focused on participants with 

lower levels of SES, education, and who were older than the sample in the current study 

(e.g.; Goodman & Silverstein, 2005; Grant et al., 2004).  Future research should take 

into account which sociodemographic (such as location, refugee status, chronic illness, 

etc) factors may impact whether high or low acculturation will benefit an individual or 
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not, as well as other factors, beyond acculturation and parental care, that may also 

impact these selected wellbeing indicators among young adults from immigrant families. 

 The second expectation of the current study, that high levels of parental care 

would significantly predict desired outcome variables, was largely supported.  High 

levels of both mother care and father care were significantly associated with lower 

levels of stress (even beyond the effect of sex), fewer health-related problems, less 

depression, and higher levels of life satisfaction.  These findings support the literature 

that indicates the same type of parental care-wellbeing relationship (e.g., Bosmans et 

al., 2006; Kim et al., 2013).  The finding that parental care did not protect against 

anxiety was unexpected.  A possible reason for this non-significant relationship is that 

the measure used to assess for anxiety in the current study only requires a report from 

the previous seven days, and may not have captured the general level of anxiety of the 

participants. 

 Also, environmental stressors that have little relevance to the parent-child 

relationship (such as university stressors related solely to academics) may have 

exhibited a stronger influence on the outcome variable of anxiety, accounting for the 

non-significant relationships between mother care and anxiety, as well as father care 

and anxiety.  Another possible explanation includes the fact that the current participants 

are less likely to live with their parents while they are university students, while they 

were much more likely to live with one or more of their parents during the time period 

that the PBI references (up to age 16). 

 The third hypothesis, which predicted that both parental care variables would 

moderate the acculturation-wellbeing relationship, was not supported.  The current 
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study did not replicate similar results to what had previously been found among a group 

of outpatient Asian American children and adolescents (Lau et al., 2002) and a group of 

Mexican American pre-teens and adolescents (Schofield et al., 2008).  This may be due 

to the facts that the current study focused on a different age group of immigrant young 

adults and those from immigrant families, and each study used a slightly different 

measure of parent-child relationship quality.  Also, a moderating effect is unlikely when 

the predictor (acculturation) and the moderator (parental care) influence the outcome 

variable in the same direction, and when regression coefficient slopes are similar, which 

is the case in the current study.  Researchers have also cautioned that it requires a 

larger sample size to detect interaction effects in regression analyses (Frazier, Tix, & 

Barron, 2004, Pedhazur, 1997). 

 The research question, which focused on whether differences would be found 

between the Asian and Hispanic groups on major demographic, predicting, or wellbeing 

variables, was supported by both main and post-hoc analyses.  Asian participants 

reported significantly higher levels of health-related problems, anxiety, and stress, as 

well as SES, and Hispanic participants reported significantly higher levels of mother 

care and acculturation (Table 14).  Reasons for differences on the outcome variables 

may have been accounted for in the post-hoc analyses; while examining differences 

between ethnic groups, after separately controlling for acculturation and mother care, 

differences no longer existed, indicating that these two variables account for a 

substantial portion of the wellbeing differences between ethnic groups.  

 Higher SES among Asian participants reflects nationwide statistics concerning 

the matter (U.S. Census Bureau, 2011), and higher levels of acculturation and mother 
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care among Hispanic participants may be accounted for, respectively, by the more 

established and larger Hispanic population in the North Texas area (U.S. Census 

Bureau, 2011) and the widely held Hispanic/Latino value of marianismo (Dore & 

Dumois, 1990), which focuses on the female role and encompasses the role of a good 

mother, which includes a high level of care.  Although parental care and acculturation 

did not interact, parental care and cultural factors can still be intertwined when it comes 

to the experience of young adults from immigrant families.  For example, members of 

Asian immigrant families may value emotional restraint (Agbayani-Siewert, 1994), which 

could lead to lower levels of demonstrated affection (and “caring” behaviors according 

to the PBI), and in turn, the lower parental care scores among Asian participants.  This 

along with the Hispanic value of marianismo, could account for the significantly higher 

mother care among Hispanics. 

 The results of multiple regression analysis indicated that cultural identity was a 

widely relevant positive influence across ethnic groups, further supporting this variable 

as the most important acculturation-related predictor of wellbeing among young adults 

from immigrant families of Asian and Hispanic descent.  Recall that cultural identity was 

a positive influence on health-related quality of life, life satisfaction, and stress for Asian 

participants and on health-related quality of life, anxiety, and stress for Hispanic 

participants.  This subscale, which included identical items for both ethnic groups as 

evidenced by this study’s exploratory factor analysis, garnered the lowest subscale 

score for both ethnic groups (m= 4.90 for Asian participants and m = 4.59 for Asian 

participants).  The lower cultural identity score allows for more potential variance and 

increases the ability of the investigator to detect individual differences. 
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 It may be that a high level of identity towards the mainstream of the U.S. and 

attending a university that promotes healthy behaviors and provides certain resources 

such as an on-campus recreation center leads to behaviors that decrease health 

problems and associated decreases in functioning, for both ethnic groups.  The same 

influence of U.S.-oriented cultural identity may allow individuals to form a supportive 

social network, which may in turn decrease stress levels when challenging experiences 

arise.  The fact that food consumption negatively influenced anxiety for Asian 

participants may account for the fact that cultural identity did not have a significant 

effect.  A similar effect; the fact that food & knowledge was the strongest influence on 

life satisfaction for Hispanic participants may account for the differing predicted outcome 

variable between the two ethnic groups. 

 The finding of a negative influence of a food-related component on Asian 

participants, and a positive influence of a food-related component (although it included 

knowledge components as well) on Hispanic participants was unexpected.  For Asian 

participants, it appears that a number of societal influences may affect the negative 

impacts of liking and eating U.S. food on wellbeing, particularly anxiety and depression.  

U.S. food and eating patterns are largely influenced by fast and convenient food, which 

serve a demanding and fast-paced lifestyle.  Perhaps the type of lifestyle that requires 

high levels of convenient fast food consumption also leads to higher levels of anxiety 

and depression.   

 The food & knowledge component that was found to be valid among Hispanic 

participants only, included the food consumption items, but also all of the original 

cultural knowledge items except for one.  Therefore, its relationship with higher levels of 
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life satisfaction and lower levels of depression may be accounted for by the fact that the 

food & knowledge includes knowledge of U.S. traditions and participation in these 

traditions.  These elements of acculturation include an element of togetherness and 

connectedness with others, which may account for the more positive wellbeing 

indicators, specifically those related to life satisfaction and the improvement of mood 

(here, the decreasing of depression symptoms). 

Limitations 

Like many of the studies before it, the current study brings with it a number of 

limitations.  First of all, all participants were young adults from immigrant families with 

an Asian or Hispanic background.  Results may be difficult to generalize to young adults 

from immigrant families with different ethnic backgrounds, or even from different age 

groups.  Also, all participants were attending a large, public, regional university in the 

Southern United States.  There may be important acculturation-related and wellbeing-

related differences between young adults from immigrant families who are living in 

different regions of the U.S., and even between individuals who attend a large public, 

regional university as compared to those who attend a private university, community 

college, or those who do not attend college. 

Subsample sizes within the current study tended to be unequal, which may have 

weakened the results and contributed to either the lack of or the presence of significant 

differences on some constructs, as there were many more Hispanic than Asian 

participants and female than male participants.  The last group of limitations concerns 

the measures used in the current study.  Each of the measures utilized self-reporting, 

which may have been vulnerable to social desirability bias and/or over/underreporting.  
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The questionnaires were also relatively short, and some required participants to recall 

events that happened in the past, which may have affected their accuracy.  

Furthermore, there was little variance among the variables representing psychological 

symptoms (anxiety, depression, and stress), which may have made it more difficult to 

detect individual differences, and may have accounted for the lack of significant 

differences between ethnic groups regarding life satisfaction and depression.  Lastly, 

the clustering of items from the same subscale together in the AAMAS-EA may have led 

to a response-set bias and the potential decrease in variance among those subscale 

scores. 

Counseling Implications 

 The results of the current study bring to light a number of implications for 

clinicians working with young adults, specifically college students, from immigrant 

families of Hispanic or Asian descent.  The first point to mention is that this sample 

appears to have good overall mental and physical health.  Although there are limits to 

the generalizability of the current study, a tentative conclusion can be made that this 

college-age sample of young adults from Asian and Hispanic immigrant families reports 

similar or better health than the general college population, and that the findings follow 

general demographic statistics regarding the physical and mental health of U.S. 

residents (CDC, 2011).  Participants in this study also had rather high levels of 

acculturation and the largest proportion of participants grew up in middle-class families 

(46.6% of the sample); both of these observations may be important contextual 

influences that clinicians should be aware of when working with this population. 
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 Therefore, it is important for clinicians to be aware that members of this 

population may have much in common with the White middle class in the U.S., 

especially regarding their level of cultural identity toward the general U.S. culture, 

lifestyle (e.g., fast-paced, including high levels of fast food consumption, or participation 

in cultural traditions that have the potential to provide social support).  Clinicians will 

want to ensure that they do not let stereotypes about immigrants or young adults from 

immigrant families influence their work with members of this population.  For example, 

many researchers (as cited in the current study’s literature review) focused on low-

income immigrant populations.  However, the largest proportion of the current study’s 

population was middle-class, so it is important for clinicians to take individual 

differences of their clients into account.  It is also necessary for clinicians to assess for 

their clients’ acculturation level and also to be aware of their socioeconomic status, in 

order to judge whether the findings of this and similar studies apply to their clients. 

 An observation of the reliabilities of the measures used in the current study 

brought to light another potential area of focus for clinicians, or at least something for 

them to be aware of while working with young adults from immigrant families of Asian 

and Hispanic descent.  Recall that the largest discrepancies between ethnic groups 

regarding the Cronbach alphas were present for the measures that assessed health-

related quality of life and depression.  This difference may indicate that items are 

clustering together differently for members of the Asian and Hispanic ethnic groups.  

Since the health-related quality of life measure includes more items regarding physical 

health and the depression measure includes more emotionally-related items, it may be 

that members of different ethnocultural groups experience distress differently, and in 
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this case, it seems that the relevant type of distress is emotional.  This observation may 

be accounted for by the culture-bound syndromes that have operationalized and 

discussed in various version of the Diagnostic and Statistical Manual of Mental 

Disorders (DSM 5, American Psychiatric Association, 2013). 

 Since acculturation (specifically the cultural identity and food-related 

components) served as significant predictors for wellbeing variables, clinicians should 

pay particular attention to the cultural identity, and lifestyle (e.g., fast-paced, involving 

several U.S. cultural traditions that involve togetherness) of their clients from immigrant 

families of Hispanic or Asian descent.  This scenario is particularly meaningful for this 

study, as two of the wellbeing indicators, depression and anxiety, are among the most 

common issues addressed in college counseling centers (e.g., Benton, Robertson, 

Tseng, Newton, & Benton, 2003).  After assessing for and finding a client’s cultural 

identity and lifestyle elements related to the food-related acculturation components, it is 

important that a clinician alters her or his interventions accordingly.  Examples of how 

this can be done include collaboratively integrating elements of an individual’s cultural 

background into therapy, promoting togetherness-seeking (or social support-seeking) of 

the client in her or his social network, and by avoiding suggestions or interventions that 

are contrary to the client’s cultural background or values.  An informal assessment could 

also be conducted using the MSA (Portes & Zhou, 1993) as a model.  It appears that 

working with clients to encourage them to develop the aspects of acculturation that have 

been established in the literature as most beneficial (e.g., the integration acculturation 

strategy, e.g., Berry, 1980, 1997) may be helpful in improving and increasing their 

wellbeing. 
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 Since mother care and father care both significantly predicted all outcome 

variables except anxiety, clinicians need to be aware that an individual’s relationships 

with parents, specifically the level of care in the parent-child relationship, may be 

particularly relevant in their work with young adults from Asian and Hispanic immigrant 

families.  Clinicians should assess for their clients’ past and current relationship quality 

with parents or primary caregivers, with a particular emphasis on care.  It will also be 

important for clinicians to understand the acculturation level of their clients’ parents, how 

much contact they have with their clients, along with their level of parental care from the 

clients’ own cultural perspectives.  

 Similar implications resulted from the higher levels of acculturation among 

Hispanics and higher levels of SES among Asian participants.  Higher SES has been 

established in the literature as being associated with more positive wellbeing (e.g., 

Ashing-Giwa & Lim, 2009; Romero, Carvajal, Valle, & Orduña, 2007) and the findings of 

the current study further support the role of acculturation in promoting wellbeing among 

young adults from immigrant families.  It will also be important for clinicians to be aware 

of the SES of their clients as part of a holistic treatment plan.  Regarding all of these 

clinical implications, it is important to remember that not all findings will apply to every 

client. 

Future Directions 

 Future researchers who are interested in relationships among acculturation, 

parent-child relationship quality, and wellbeing should replicate this study with other 

college student samples to garner further support for its findings.  A replication of the 

current study would also give researchers an opportunity to see if a mixed acculturation-
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wellbeing relationship existed.  They would also have another chance to test for a 

moderating effect of parental care or another parent-child relationship quality-related 

variable on the acculturation-wellbeing relationship.  Future research should focus on 

recruiting a larger sample, as the current sample may not have been large enough to 

detect a moderating effect of mother care or father care on the acculturation-wellbeing 

relationship among young adults from immigrant families of Asian and Hispanic 

descent.  In addition, since a response-set bias may have been induced by the 

clustering together of items from the same subscale (specifically on the AAMAS-EA), 

future studies would benefit from using measures that distribute their items more evenly, 

or from rearranging items from a measure that does not evenly distribute their items, to 

help prevent a response-set bias. 

 There are a number of other wellbeing indicators that can be tested for in a group 

of young adults from immigrant families, which could also be employed in any future 

studies.  It will be important for any future researchers to further examine which 

mechanisms besides parent-child relationship quality-related variables may moderate 

the acculturation-wellbeing relationship among this population.  That being said, as the 

population of young adults from immigrant families continues to grow, the same 

relationships among acculturation, parent-child relationship quality-related variables, 

and wellbeing may prove to be important among participants of ethnic groups that are 

not Hispanic or Asian.  Future studies could also focus on members of a single ethnic 

group.  Overall, there are a number of different areas and paths that future researchers 

may take to continue this vein of research, in order to more fully understand unique 
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experiences of young adults from immigrant families, as well to promote the physical 

and mental health, or wellbeing, of those around us. 

Conclusion 

 The current study partially replicated past research establishing significant 

relationships between acculturation and selected wellbeing indicators and parental care 

and those same selected wellbeing indicators.  Results also indicated significant 

differences between Asian and Hispanic young adults from immigrant families on many 

of the aforementioned variables, until the influence of the predicting variables was 

removed.  Implications from the current study can be used in clinical interventions while 

working with individuals from the population in this study; clinicians can assess for 

acculturation, parental care, and SES among their clients and adjust their therapeutic 

approaches accordingly, in order to deliver more culturally competent services.  This 

line of research should be replicated in order to further support the findings and to again 

attempt to find an acculturation-parental care interaction effect.  As the U.S. population 

grows, these relationships should be investigated among young adults from immigrant 

families of other ethnic groups, in order to further examine how best to promote the 

wellbeing and health of the important and growing population of immigrant families in 

the U.S.
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