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I A L

Ethnicity and breast
cancer stage at diagnosis:
an 1ssue of health equity

Almost 25 years ago, prominent health researcher
Margaret Whitehead, in conjunction with the World
Health Organization, developed a definition of the
term “health inequities,” which has since become
widely used in the international health literature.
While health inequality is quite simply a difference
in health between groups, health inequity is a nor-
mative concept. Health inequities are differences in
health that “are not only unnecessary and avoidable
but, in addition, are considered unfair and unjust”!-2.
The groups affected by health inequities are typically
socially defined on the basis of factors such as sex,
race or ethnicity, socioeconomic status, and im-
migrant status?. Implicit in the definition is the idea
that health inequities must be reduced or eliminated
once identified!.

In this issue of Current Oncology, the article by
Ginsburg and colleagues?, “A population-based study
of ethnicity and breast cancer stage at diagnosis in
Ontario,” brings the issue of health inequities in on-
cology to the forefront. Applying a validated surname
algorithm to Ontario’s population-based cancer regis-
try, the authors compared stage at diagnosis of breast
cancer for South Asian (that is, Indian, Pakistani,
Bangladeshi, and Sri Lankan) and Chinese women
with stage for women in the remaining general popu-
lation. They found that South Asian women were
more likely than women in the remaining general
population to be diagnosed with later-stage breast
cancer. Conversely, Chinese women were less likely
than women in the remaining general population to
be diagnosed with later-stage disease. Compared with
the remaining general population, both ethnocultural
groups made more primary care visits, and yet fewer
South Asian women had a recent history of breast
cancer screening. Both ethnocultural groups were
also less likely than the remaining general popula-
tion to be in the highest income quintile. In sensitiv-
ity analyses, diabetes (more common among South
Asian populations) did not act as an effect modifier.
Taken together, the findings suggest that the authors
have identified a health inequity among South Asian
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women that clinicians, researchers, and policymakers
in Ontario must address.

The findings are especially important in the Ca-
nadian context for several reasons. First, South Asians
constitute the largest visible minority group in both
Canada and Ontario (people of Chinese ethnicity
constitute the second largest)*. In 2013, 20% of im-
migrant permanent residents in Canada came from
a South Asian country®. Although the study results
would represent a call to action regardless of the size
of the group affected, the prevalence of South Asian
people in Canada makes the matter particularly com-
pelling. Second, data about race or ethnicity are rarely
collected in a systematic manner in Canadian health
care settings®. That data deficiency certainly does
not mean that ethno-racial inequalities do not exist in
Canada; indeed, lack of data often limits the ability
to accurately and adequately identify health inequali-
ties and inequities. The article authors were able to
circumvent that issue by using a method (a surname
algorithm) that was both innovative and validated.

A substantial amount of research in Canada
has documented and explored inequities in cancer
screening for immigrants’ '3, but comparatively
little Canadian literature has addressed the steps
that should logically follow: cancer diagnosis and
treatment for immigrants and the potential delays
therein. Hopefully, Ginsburg and colleagues have
opened a door through which many others will pass.

Research always begets further research, and
this study is no exception, because the reasons be-
hind the current findings must be actively pursued.
Cancer researchers are beginning to explore the peri-
diagnostic period for immigrant and Canadian-born
patients to identify potential important differences,
such as in patterns of health care use or the length
of the diagnostic interval'*. Qualitative studies
conducted with patients and providers could be
particularly beneficial in determining the roles that
patient-level, physician-level, and system-level fac-
tors play in facilitating inequities. Such research will
be particularly crucial in the context of the finding
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that, compared with patients in the remaining general
population, South Asian women have more primary
care contacts. Ginsburg et al.? found Chinese women
to be at an advantage when it came to stage at breast
cancer diagnosis, and determining whether previ-
ous health promotion efforts, cultural differences,
or some other factors influenced that finding will be
informative. Finally, differences in stage at diagnosis
have to be explored for other common cancers in
which stage is a predictor for recurrence and survival,
and for other immigrant and ethno-racial groups.

The authors have described a health inequality
in stage at breast cancer diagnosis for South Asian
women in Ontario—an inequality that certainly
has the potential to be unnecessary and avoidable,
unfair and unjust. Now it falls to the oncology
community—that is, to clinicians, researchers, and
policymakers—to act.

ACKNOWLEDGMENTS

AL is supported by a Canadian Cancer Society
Research Institute Career Development Award in
Cancer Prevention.

CONFLICT OF INTEREST DISCLOSURES

I have read and understood Current Oncology’s
policy on disclosing conflicts of interest and I declare
that I have none.

REFERENCES

1. Whitehead M. The concepts and principles of equity and
health. Health Promot Int 1991;6:217-28.

2. Kawachi I, Subramanian SV, Almeida—Filho N. A glos-
sary for health inequalities. J Epidemiol Community Health
2002;56:647-52.

3. Ginsburg OM, Fischer HD, Shah B, et al. A population-based
study of ethnicity and breast cancer stage at diagnosis in
Ontario. Curr Oncol 2015;22:97-104.

4. Statistics Canada. Visible minority population, by province
and territory (2006 census) (Quebec, Ontario, Manitoba, Sas-
katchewan) [Web page]. Ottawa, ON: Statistics Canada; 2014.
[Available at: http://www.statcan.gc.ca/tables-tableaux/sum-
som/101/cst01/demo52b-eng.htm; cited November 24, 2014]

5. Government of Canada. Facts and figures 2013—Immigra-
tion overview: Permanent residents [ Web page]. Ottawa, ON:
Government of Canada; 2014. [Available at: http://www.cic.
ge.ca/english/resources/statistics/facts2013/permanent/10.asp;
cited November 24, 2014]

6. Lofters AK, Shankardass K, Kirst M, Quinonez C. Sociode-
mographic data collection in healthcare settings: an examina-
tion of public opinions. Med Care 2011;49:193-9.

7. Lofters AK, Hwang SW, Moineddin R, Glazier RH. Cervical
cancer screening among urban immigrants by region of origin:
a population-based cohort study. Prev Med 2010;51:509-16.

8. Lofters A, Glazier RH, Agha MM, Creatore MI, Moineddin R.
Inadequacy of cervical cancer screening among urban recent
immigrants: a population-based study of physician and labora-
tory claims in Toronto, Canada. Prev Med 2007;44:536—42.

9. Glazier RH, Creatore MI, Gozdyra P, et al. Geographic
methods for understanding and responding to disparities in
mammography use in Toronto, Canada. J Gen Intern Med
2004;19:952—-61.

10. Ahmad F, Cameron JI, Stewart DE. A tailored intervention
to promote breast cancer screening among South Asian im-
migrant women. Soc Sci Med 2005;60:575—86.

11. McDonald JT, Kennedy S. Cervical cancer screening by
immigrant and minority women in Canada. J Immigr Minor
Health 2007;9:323-34.

12. Amankwah E, Ngwakongnwi E, Quan H. Why many visible
minority women in Canada do not participate in cervical
cancer screening. Ethn Health 2009;14:337-49.

13. Donnelly TT. The health-care practices of Vietnamese-
Canadian women: cultural influences on breast and cervical
cancer screening. Can J Nurs Res 2006;38:82—101.

14. Winget M, Groome P, McBride ML, ef al. Using Canadian
administrative data to understand the interplay between
primary and oncology care of breast cancer patients during
pre-diagnosis, treatment and survivorship: a canimpacT study
[abstract]. Eur J Cancer Care 2014;23(suppl 1):10.

Correspondence to: Aisha Lofters, 30 Bond Street,
Toronto, Ontario M5B 1W8.
E-mail: Aisha.lofters@utoronto.ca

* Li Ka Shing Knowledge Institute, St. Michael’s
Hospital, and Department of Family and Com-
munity Medicine, University of Toronto, Toronto,
ON.

CURRENT ONCOLOGY—VOLUME 22, NUMBER 2, APRIL 2015

Copyright © 2015 Multimed Inc. Following publication in Current Oncology, the full text of each article is available immediately and archived in PubMed Central (PMC).



http://www.statcan.gc.ca/tables-tableaux/sum-som/l01/cst01/demo52b-eng.htm
http://www.statcan.gc.ca/tables-tableaux/sum-som/l01/cst01/demo52b-eng.htm
http://www.cic.gc.ca/english/resources/statistics/facts2013/permanent/10.asp
http://www.cic.gc.ca/english/resources/statistics/facts2013/permanent/10.asp
mailto:Aisha.lofters@utoronto.ca

