Significance of Underclass Residence on the Stage
of Breast or Cervical Cancer Diagnosis

By Janis BArRrY FIGUuEroA AND NANCY Brren®

Sociocconomic status (SES) plays a sig-
nificant role in determining the timing of
and access to cervical and brecast cancer
screening, diagnosis. and survival rates. Yet
as Victor Fuchs (1993) has emphasized, SES
needs to be better specified in the health
literature. In this paper we test the signifi-
cance of two measures of SES, residence in
a poverty arca or, alternatively, an “under-
class™ neighborhood to explain the variation
in stage among women diagnosed with cer-
vical or breast cancer in metropolitan At-
lanta, Detroit, and San Francisco.

In the United States. breast cancer is the
most common cancer among women (108
cases per 100,000 in 1990), with a higher
incidence among white (113/100,000 ) than
black women (96,/100,000). While the mci-
dence of cervical cancer is much lower than
breast cancer (less than nince cases per
100.000 women in 1990), it is considerably
higher among black (13/100.000) than white
women (8/100,000). An estimated 81 per-

cent of cervical cancers and 13 percent of

breast cancers are now detected in situ, or
as precancerous lesions (see Barry Miller ¢t
al., 1993). Early detection of these cancers
requires medical intervention in the form of
screening and clinical examination, as well
as monitoring and tollow-through on am-
biguous findings (Centers for Disease Con-
trol and Prevention, 1993).

In our usc of the “underclass” methodol-
ogy wce aim to capturce Jonathan Feinstein's
(1993) materialist (access to financial re-
sources) and behavioral catcgories (com-
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munity norms) as sources of poor health
outcomes. The underclass variable mea-
sures neighborhood characteristics that n-
fluence individual behavior and undermine
the capacity of institutions (such as schools
or health clinics) to be responsive to the
needs of the community. In the alternative
modci. we use residence in Census tracts in
which over 40 percent of the houscholds are
in poverty {(called “ghetto poverty™) to as-
certain whether material deprivation per se
determines at what stage a cancer will be
diagnosed. Both models include a medically
underserved arca (MUA) designation. We
test three Census-tract factors to better un-
derstand arca-level constraints in shaping
individual diagnostic outcomes: 1) income
deprivation alone (poverty), 2) a concentra-
tion of economic and social distress (the
underclass). and 3) the local availability of
health care services (MUA).

1. Poverty and the Underclass Hypothesis

The urban-underclass literature explores
the cffects of economic changes on neigh-
borhoods, tamilics. and individuals in
inner-city areas. This rescarch investigates
how industrial restructuring and slow cco-
nomic growth helped shape persistent, con-
centrated poverty in major cities during the
fast two decades (see Ronald Mincy., 1994)
and suggests that growing economic and
social inequality translates into less-ready
access to markets. We believe that this in-
cludes not only access to tabor markets, but
to markets for other goods and services as
well.

Beginning in the 1970°s and continuing
through the 1980°s, urban space was recon-
figured, and changing housing and land
markets helped push some neighborhoods
from marginal poor status to very poor.
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Today many residents of inner-city neigh-
borhoods confront an unstable social envi-
ronment characlerized by vacant housing,
small-business abandonment, poor schools,
violent crime. lliteracy, and discasc. Weak
attachment to local labor markets by people
with marginal skills and ecducation also
marks many inncr-city neighborhoods. We
assume that the demand tor health care is
affected by residential segregation and iso-
lation from mainstream socictal institutions
in neighborhoods where income I8 largely
derived from sources other than work in the
formal cconomy Poverty or social disadvan-
tage creates ~a different opportunity set” of
hcalth investments. and the higher indirect
costs of receiving medical care mav reduce
the use of health-carce inputs by the poor
(sce Barbara Wolfe, 1994). We contend that
individuals hiving in underclass necighbor-
hoods face constraints in their ability to
engage in health-promoting bchavior.

I. Data and Methods

The main hypothesis we test is whether
residence in cither a poverty tract or under-
class arca contributes to variations in the
stage of diagnosis of breast or cervical can-
cer. The binomial dependent variable mea-
sures the likelihood that women are diag-
nosed after the tumor is alrcady malignant
(1 = malignant). We analyze cases of breast
and ccrvical cancer diagnoscd between 1989
and 1990 that could be matched with Cen-
sus-tract data in the chosen Surveillance,
Epudemiology. and End Results (SEER)
program arcas. Independent variables in-
clude individual measurcs of race (white =
(), age, marital status (married = 0), and
city of residence (San Francisco = 0); and
matched Census-tract indicators ot resi-
dency in an MUA (= 1). an underclass arca
(=1) or a ghetto poverty neighborhood
(=1). San Francisco. Detroit. and Atlanta
wcere  chosen  because  they are major
mctropolitan arcas with both high- and low-
income Census tracts and racially and ethni-
cally diverse populations.

Our poverty measure, developed by Paul
Jargowsky and Mary Jo Bane (1991), groups
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Census tracts into three types: (1) less than
20 percent of housecholds in poverty, (ii)
between 20 percent and 40 percent in
poverty. or (i) more than 40 percent in
poverty. Qur alternative measure, devel-
oped by Erol Ricketts and Isabel Sawhill
(1988). flags a Census tract as underclass if
all of the following proportions are at least
one standard deviation above the national
mean: (1) 16-19 vear-olds not enrolled in
school and not high school graduates, (ii)
males aged 16 and older out of work for
more than 26 wecks, (1i1) houscholds receiv-
ing public assistance income and (iv) fe-
male-hcaded houscholds with children. This
index indicates residence where multiple so-
cial problems arc concentrated.

The federal government designates an
arca as medically underserved when the fol-
lowing tour-variable index exceeds a speci-
ficd benchmark: the ratio of primary medi-
cal care physician to population, the infant
mortality ratc. the percentage of the popu-
lation with incomes below the poverty level.
and percentage of the population over age
65 (Code of Federal Regulations, 1993 Ch.
1 {Appendix C)).

Using logistic regression to analyze each
cancer site separately, we estimate whether
residence in an underclass or ghetto poverty
tract is significantly associtated with later-
stage cancer diagnosis. We expect that rates
for women who live in underclass or
poverty-tract arcas will exceed those of
women who do not. ceteris paribus. Fur-
thermore, we expect that the underclass
measure of social and cconomic distress will
outperform the poverty measure in predict-
g diagnostic stage.

111. Results

Approximatcely 19 percent of the cervical
cancer tumors and 87 percent of the breast
cancer tumors in our data sct were diag-
nosed when already malignant. Three per-
cent of women diagnosed with breast cancer
and 5 percent with cervical cancer lived in
underclass arcas while 4 percent and 6 per-
cent, respectively, lived in ghetto poverty
tracts. Nine and 11 percent of the breast
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TABLF |—RI LATIONSHIP O1 UNDLRCEASS OR
POVERTY-TRACT AREA TO Larn-S1act CANCER
DiacNosis, Loart Seeciricaton, Depr NDIENT
VARIABI T = STAGE OF CANCER DI1AGNOSIS
(1 RATIO IN PARENTHIT ST S)

Breat cancet Cervical cancer

Variable (4} (2) (3) (4)
Constant 0 867 0869 - 388 - 486
(7 24) (724 (328 (-320)
Atlanta 0156 0 160 0 346 () 3260
(-218) (-22% (2 89) (272)
Detroit 0.171 0169 0279 () 245
(2.78) (272 277 (2 39)
Black, (L.O8Y (1 069 1) 295 210
non-Hispanic (1 08) (0763)  (285) (1 84)
Hispanic 0 168 0 167 () 393 0 365
(Wb WU (223) (2 05)
Astan/ -0t -0015 (245 (222
Puactlic [slander (—0076) (-0 105) (1 05) (0 956)
Age 0013 (L0115 (074 0074
(80D (3.01) (28 17)  (28.2)
Unmarned 0128 0127 —0018 —0028
(2 30) (228) (0229 (-0 349)
MUA {0 096 0.075 0071 -.022
910 (0670 (0567 { ~(L.349)
Underclass (394 — () 455 -
(199 (2 60)
Poverty, 0087 - 0150
20--40 percent O8I (1.14)
Poverty 40 percent — 0085 - 0.376
(ghetto poverty) (0 302) (2.13)
Log likehthood ratio 132 129 1.065 1,067
Chi-squared, p < 001 <001 < 00l < 0.01
N 13.398 5,401

and cervical cancer cases lived in medically
underserved arcas.

Table 1 presents logistic point cstimates
for the breast and cervical cancer models.
Only significant coefficients are discussed.
Column | indicates the results when the
underclass variable is included in the model
for breast cancer. Findings arc that women
i Atlanta were less likely and women in
Detroit more hikely to be diagnosed later
than women in San Francisco. Living with-
out a spouse also increascd the probability
of late-stage diagnosis, as did age. As pre-
dicted, residence in an underclass arca sig-
nificantly increased the likelihood of late-
stage diagnosis. Results including the ghetto
poverty variable, shown in column 2, are
similar to those in column 1 with the impor-
tant exception that the effect of ghetto
poverty is not significant, Columns 3 and 4
present estimates for women with cervical
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cancer. Column 3 shows that residence in
an underclass area significantly increased
the probability of late-stage diagnosis, as it
did for breast-cancer cases. Relative to San
Francisco, women living in Atlanta or De-
troit were morce likely to be diagnosed at a
later stage of disease as were older, black,
or Hispanic women. Estimates in column 4
show that women living in ghetto poverty
arcas shared an increased risk of late-stage
diagnosis. Other significant variables repeat
the findings in column 3. except that (non-
Hispanic) black women were no longer sig-
nificantly at risk.

IV. Discussion

In both cancer models the underclass
variable explained a significant proportion
of the variation in diagnostic stage. We ar-
guc that this variable is a better predictor
than the poverty variable because it mea-
sures neighborhood-wide behavioral factors
(female-headed families and low cducation
levels) and material factors (labor-force de-
tachment and reliance on public assistance)
that mediate individual decisions about ed-
ucation, work. or use of health-care ser-
vices.

Interestingly, the MUA variable which
marks a shortage of health-care services in
poor and elderly communities was consis-
tently insignificant. This may be due partly
to the fact that clinics set up as a result of
the MUA designation may vary consider-
ably from city to city in the range of services
they provide, especially cancer screening and
treatment. The poor also may face barriers
to timely medical care that are not simply a
matter of access to health-care services.

For example, Steven Katz and Timothy
Hofer (1994) found that universal health
insurance coverage in Ontario, Canada, did
not climinate disparities between the af-
fluent and the poor in screening for breast
and cervical cancer. Rather, patterns of use
varied according to socioeconomic status in
ways similar to those found in the United
States. The authors concluded that knowl-
edge, transportation, attitudes, differential
physician advice, and time demands all help
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explain why poorer women are less likely to
receive screening tests. We would argue that
factors such as these, operating at the
ncighborhood lcvel, make the underclass
variable a consistently significant predictor,

In our breast-cancer model, the coefli-
cient on the ghetto poverty measure was not
significant. Although unexpected. it may be
that this variable captures program-related
health coverage of the population (e.g..
Medicaid), which n addition to the other
control variables renders it insigntticant in
predicting the stage of diagnosis. In our
analysis the residential variables (including
city) suggest a link between sociocconomic
status and diagnostic outcome, but we do
not know how these unobserved and indi-
rect ctfects operate. Late-stage diagnosis
among residents of underclass arcas indi-
cates the existence of geographically specific
market failures. Health-carc markets arc not
ariented toward servicing physically wsolated
and socially disadvantaged locales, so that
opportunities for ecarly diagnosis of cancer
are lost.

Pap tests and mammograms provide med-
ically cfficacious and cost-effective methods
tor carly detection of cancer (see Louise
Russell, 1994). Public funding significantly
improved cancer screening rates among So-
cially and cconomically disadvantaged
women who were targeted by well-designed
programs (sce Dorothy Lanc et al.. 1992),
Physician referrals and c¢nabling services
such as mobile vans significantly improve
mammography usc, and women are more
likely to be screened regularly for baoth
breast and cervical cancer when they have a
usual source of primary carc (sce Jane
Zapka, 1994). And when Pap smears were
advertised and clinics provided free pelvic
examinations, the ratio of in situ to mvasive
diagnoses of cervical cancer for both black
and white women significantly improved (see
Bart Holland ct al., 1993).

As Feinstein (1993) notes, however, with-
out individual-level data on cconomic and
lifestyle variables that can be matched with
medical and health-care expenditure data, it
is difficult to know which sct of factors to
emphasize for policy purposes. We chose
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the underclass construction as one means to
link the disparate opinions on the source of
health inequalitics. Further investigation of
why individuals do not get th¢ preventive
care they need awaits the collection of indi-
vidual-level social and ¢cconomic data that
can be merged with medical data bases.
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