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TerminologyTerminologyTerminology

Culture = a way of life

Ethnicity = Country/Region of 
parental/ancestral origin + culture

Socialecology = Socioeconomic status 
+ life burden + living situation + 
neighborhood context + social support
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Quality of care differs by ethnicity &
SES- people of color, ethnic minorities   
lower SES persons receive inferior care
Ethnic minorities, especially African 
Americans experience high incidences 
& disproportionate chronic morbidity
(pain & physical complications), and 
mortality due to chronic diseases.

Institute of Medicine (2002)

Health Disparities and EthnicityHealth Disparities and Ethnicity
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Biological:  Genes
Societal:  Health Discrimination
Financial:  Quality
Cultural:  Normative Practices (i.e. foods)

Personal:  Behavioral practices 
(i.e. lifestyle)

Institutional Factors: Economic and 
Health care system
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Heart disease, cancer and diabetes risks 
are  linked to lifestyle, income, education 
quality of care and insurance status rather 
than genes.  

Similarly, disparate health outcomes are  
for the most part linked to health care 

system, means & socioecologic factors like 
quality of care & community resources 
rather than biological factors. 

Correlates of Chronic DiseasesCorrelates of Chronic Diseases



Ethnic minorities equal 33% US population & growing

Ethnic minorities equal 64%, women equal 46% and ethnic minority
women equal 28% of the LA workforce

Providers within underserved communities have limited access to 
optimal health care resources

Ethnic & socioeconomic status dictate access & QOC

Ethnic minorities bear unequal burden

Health education and advocacy are lacking

Research participation among ethnic minorities is minimal

Federal and State laws and policies are inclusionary
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Self-Rated Health for WomenSelfSelf--Rated Health for WomenRated Health for Women

* Percent of adult women reporting their health to be excellent or very good
* Reference: Self-rated health, unhealthy days, days of activity limitation. Atlanta, Georgia: CDC, 2000
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Reference: LA County Dept of PH, Office of  Women’s Health, Health Indicators for Women in Los Angeles County, May 2007.

Federal Poverty Level (FPL) among 
Women in LA by Race/Ethnicity, 2005
Federal Poverty Level (FPL) among Federal Poverty Level (FPL) among 
Women in LA by Race/Ethnicity, 2005Women in LA by Race/Ethnicity, 2005



Type of Health Insurance 
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Reference: LA County Dept of PH, Office of  Women’s Health, Health Indicators for Women in Los Angeles County, May 2007.

Ethnic Minority women overrepresented among the uninsured: 
Need for health care coverage reform for all women
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Access to Care for Women by EthnicityAccess to Care for Women by EthnicityAccess to Care for Women by Ethnicity

* Having regular source of health care: percent of adult women with a regular source of health care
* difficulty accessing medical care: percent of adult women who reported difficulty accessing medical care
* Reference: LA County Dept. of Public Health, 2005
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Causes of Death for Women in 
LA County by Race/Ethnicity 2004
Causes of Death for Women in Causes of Death for Women in 
LA County by Race/Ethnicity 2004LA County by Race/Ethnicity 2004

* Age-adjusted death rates per 100,000 population 
* Reference: LA County Department of Public Health, Mortality in LA County 2004: Leading causes of death. May 2007
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Reference: LA County Dept of PH, Office of  Women’s Health, Health Indicators for Women in Los Angeles County, May 2007.

Cardiovascular Disease & Diabetes 
Mortality for Women by Ethnicity
Cardiovascular Disease & Diabetes Cardiovascular Disease & Diabetes 
Mortality for Women by EthnicityMortality for Women by Ethnicity
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Cancer Mortality for women 
by Ethnicity
Cancer Mortality for women Cancer Mortality for women 
by Ethnicityby Ethnicity

* Age-adusted death rates per 100,000 population  * Reference: LA County Dept. of Public Health, 2005



10

15

20

25

30

35

40

45

50

55
%

Overweight Physical Activity Nutrition 

LA County
LA County Women
Latina
White
African
Asian 

10

15

20

25

30

35

40

45

50

55
%

Overweight Physical Activity Nutrition 

LA County
LA County Women
Latina
White
African
Asian 

Health Risks and Behaviors for 
Women by ethnicity
Health Risks and Behaviors for Health Risks and Behaviors for 
Women by ethnicityWomen by ethnicity

* Overweight:: Percent of adult women who are overweight (25 ≤ BMI < 30); 
* Physical Activity: Percent of adult women who are minimally active or inactive 
* Nutrition: Percent of adult women who consume five or more servings of fruits and vegetables a day 
* * Reference: LA County Department of Public Health Mortality in LA County 2004: Leading causes of death May 2007

Need for Nutrition and Physical Activities Initiatives that target 
Women, particularly Ethnic Minority Women



Obesity, Diabetes & CancerObesity, Diabetes & CancerObesity, Diabetes & Cancer

Increased risk of developing Cancer & Heart 
disease1: 
Increased Mortality1

62% higher for women & 52% higher for men

Increase risk for more aggressive tumors2,3

Increased risk for recurrence
Increased risk for interference w/ treatments
Decrease screening participation

Increased risk of developing Cancer & Heart 
disease1: 
Increased Mortality1

62% higher for women & 52% higher for men

Increase risk for more aggressive tumors2,3

Increased risk for recurrence
Increased risk for interference w/ treatments
Decrease screening participation

1Calle et al. 2003, Stoll, 2002.; 2McTiernan, 2005;  3Rose et al., 2004; Stoll, 2002.  
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Cancer Survivors
Satisfaction with Satisfaction with QoCQoC for Breast for Breast 
Cancer SurvivorsCancer Survivors

N=703

* Higher scores indicates better scores in satisfaction with treatment measured by adherence determinant questionnaires 
* This value differed significantly among the ethnic groups (p <0.001) 
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QOL, Health Perception, and physical 
wellbeing for Breast Cancer Survivors
QOL, Health Perception, and physical QOL, Health Perception, and physical 
wellbeing for Breast Cancer Survivorswellbeing for Breast Cancer Survivors

* Higher scores indicates better scores in overall QOL, Health Perception, and Physical Wellbeing
* All scores differed significantly among the ethnic groups (p <0.001) 

N=703



Breast Cancer SurvivorsBreast Cancer SurvivorsBreast Cancer Survivors

HRQOL scores by ethnicity
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N=703

* HRQOL scores are significantly different according to ethnicity at a p < 0.001



Cervical Cancer SurvivorsCervical Cancer SurvivorsCervical Cancer Survivors

HRQOL scores by ethnicity
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* HRQOL scores are significantly different according to ethnicity at a p < 0.001



HRQOL Differences by Income & 
Ethnicity+ in Breast Cancer Survivors
HRQOL Differences by Income & HRQOL Differences by Income & 
EthnicityEthnicity++ in Breast Cancer Survivorsin Breast Cancer Survivors
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* HRQOL is significantly different according to income at a p < 0.001
+ HRQOL is significantly different according to ethnicity at a p < 0.001

N=703
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Social Support by EthnicitySocial Support by EthnicitySocial Support by Ethnicity
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* Higher scores indicates better scores in social support and QOL
** Perceived social support differed significantly among the ethnic groups (p <0.01)



Unequal QOL Burden of CancerUnequal QOL Burden of CancerUnequal QOL Burden of Cancer

Findings on a population-based cohort of N=1585
Multiethnic, multilingual cancer survivors:

Latinas had the least favorable outcomes of all groups with 
the lowest overall HRQOL, social, emotional, physical and 
functional outcomes [p < .01].

African- and Asian American reported poorer general health 
perception than did Caucasian. [p < .05].

African- and Latina- Americans experienced worst physical 
and functional outcomes [p < .01].

African Americans endorsed favorable overall HRQOL 
despite reporting physical, functional and general health 
perceptions challenges.

Ashing-Giwa et al., 2007; Ashing-Giwa et al., under review
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Legislation & Health DisparitiesLegislation & Health DisparitiesLegislation & Health Disparities

Civil Rights Act 1964
Healthcare Research And Quality Act 
Of 1999 (U.S. Pl 106-129)

The Minority Health And Health 
Disparities Research And Education 
Act Of 2000 (U.S. Pl 106-525)

Ca: the Breast And Cervical Cancer 
Detection And Treatment Program
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Health Care Coverage for All
Health Insurance Plan Accountability 
(prevention program)
Parks and Recreation Development
Exercise Campaigns for General Population 
(5-30-LIVE)
State and federal Truth Ad campaigns re the 
‘consumable goods’ industry
Sustainability of Nutrition-Related Programs 

Healthy Families, WIC, First Five
Nutrition Campaigns for General Population 
(9-A-Day)
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Championing Health EquityChampioning Health EquityChampioning Health Equity

Governmental, private & public sectors 
and community coalitions are vital
Disparate conditions must be 
eliminated
Conditions of housing, education, cost 
of living as well as access and 
utilization to health care must improve
The root cause and maintenance of 
health disparities must be reconciled
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Value & Practice StatementValue & Practice Statement

CCARE engages with the community in a  

symbiotic relationship to co-educate and exchange 

knowledge and wisdom. CCARE and the   

community infuse the best scientific practice with 

socioecologic and cultural relevance to improve 

health outcomes and reduce health disparities 

among diverse and medically underserved 

communities



Target Problems
• Education/screening
• Prevention 
• Quality of care
• Research Participation
• Unequal cancer burden

Participants 
COH Community:
Physicians,  

Scientists, 
practitioners

Diverse Community: 
Providers, 
survivors, 
advocates, 
members

Community-
Collaboratives

Outcomes

• Knowledge
• Health      
• Promotion
• Competency
• Representation 

• Quality of Care

• Community
• Capacity

Cancer Prevention & Control Programs in Cancer Prevention & Control Programs in 
Underserved CommunitiesUnderserved Communities



QUOTESQUOTESQUOTES

“The trauma of discriminatory beliefs and practices 

is a shared moral, ethical, financial, social, 

psychological and spiritual experience, and its 

damage persists as long as there is a surviving 

member of the afflicter and the afflicted”

- Kimlin Tam Ashing-Giwa, Ph.D.
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kashing@coh.org
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