
ORIGINAL REPORTS: CANCER

DIETARY INTAKE TO REDUCE CANCER RISK AMONG AFRICAN AMERICAN WOMEN IN

PUBLIC HOUSING: DO SOCIODEMOGRAPHIC FACTORS MAKE A DIFFERENCE?

Objectives: This study investigates the dietary

intake of African American women in public

housing as related to cancer risk and explores

the sociodemographic factors that hinder

healthy dietary intake in this population.

Design: Demographic and dietary data for this

cross-sectional study were collected as part of

a Breast Health Education Study. Trained

interviewers conducted face-to-face interviews

with study participants to assess the frequency

of consumption of specified food items.

Setting and Participants: Study participants

included 202 women 35–79 years old residing

in six public housing facilities in Atlanta,

Georgia.

Outcome Measures: Univariate analyses were

performed to report age, marital status, edu-

cation level, employment status, income level,

and frequencies of food items consumed.

Correlation coefficients and multivariate logis-

tic regression were used to analyze the

association between the frequency of food

item consumption and selected sociodemo-

graphic characteristics.

Results: Overall, only 33.7% and 17.9% of the

women consumed fruit and vegetables on

a daily basis, respectively. Almost two thirds

consumed meat daily, while less than a third

consumed whole wheat bread and bran

cereals daily. A significant proportion of

women had a daily consumption of fats, oils,

and sweets (13.4%–49.5%). Three sociodemo-

graphic factors - young age, low income, and

low education - were associated with un-

healthy dietary intake.

Conclusions: Strategies to promote healthy

dietary intake should be implemented for

women in public housing communities to help

reduce cancer morbidity and mortality in this

population. These strategies should address the

barriers to healthy dietary consumption that

are faced by women in this setting. (Ethn Dis.

2006;16:963–970)
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INTRODUCTION

African Americans have the highest

cancer incidence and mortality of all

races in the United States today.1

Dietary factors, such as high consump-

tion of fruits, vegetables, and fiber and

low consumption of fat and red meat,

may be protective against many can-

cers.2–4 Despite this, adherence rates to

healthy dietary intake recommendations

among African Americans are low.

Studies have shown that African Amer-

icans have low rates of fruit,5–7 vegeta-

ble,5–7 and fiber8 consumption and high

rates of fat consumption.7,9 Enhancing

overall dietary quality among African

Americans may help reduce the signif-

icant morbidity and mortality from

cancer in this population.

In order to develop and implement

interventions to appropriately increase

healthy dietary intake among African

Americans, we must identify barriers

that hinder healthy intake. Various

sociodemographic factors are associated

with inadequate dietary intake, such as

low income,10,11 low education,10,12,13

and younger age.10 Few studies have

focused on factors affecting the dietary

habits of low-income African Americans

living in public housing.14,15

To better understand the dietary

intake of African Americans in public

housing and to investigate sociodemo-

graphic barriers to healthy eating in this

population, we collected data on dietary

habits from 202 African American

women living in public housing in

Atlanta, Georgia.

METHODS

We randomly selected study partic-

ipants from the Atlanta Housing

Authority’s tenant occupancy list of six

public housing facilities, including four

high-rise facilities and two low-rise

facilities. High-rise facilities housed

individuals who were disabled or who

were $62 years of age, and low-rise

facilities housed individuals under the

age of 62. We included women in the
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study if they were aged 35–79 and had

no personal history of breast cancer.

Using an 84-item questionnaire,

trained interviewers conducted face-to-

face interviews (20–30 minutes) with

individuals who agreed to participate.

The variables on the questionnaire

included: 1) sociodemographic charac-

teristics; 2) medical and family history;

3) preventive health practices; 4) alcohol

and tobacco use; 5) knowledge, atti-

tudes, and beliefs pertaining to breast

cancer; 6) breast cancer screening prac-

tices; and 7) diet. The diet section of the

questionnaire asked participants to re-

port the frequency of consumption of

15 food items. We selected foods for the

questionnaire based on American Can-

cer Society (ACS) nutrition guidelines

for cancer prevention.16 Response op-

tions were based on a modified version

of the Health Habits and History
Questionnaire: Diet History and Other
Risk Factors made available through the

National Cancer Institute.17 and in-

cluded: never, less than one time per

month, one time per month, two to

three times per month, one time per

week, two to four times per week, five to

six times per week, one time per day,

two to four times per day, and greater

than four times per day.We did not take

portion sizes into account when solicit-

ing food frequency information. We

pilot tested the questionnaire with

Cronbach’s alpha, which ranged from

.755 to .85.

For the present report, we per-

formed univariate analyses to determine

the distribution of participants by age,

marital status, education level, employ-

ment status, and income level. The

frequency distribution of food items

consumed was collapsed as follows: 1)

less than one time per month; 2) one

time per month; 3) two to three times

per month; 4) one time per week; 5)

two to six times per week; 6) one time

per day; 7) two to four times per day; 8)

five times per day or more; and 9)

unknown. To examine balance or

variety in the participants’ diets, we

grouped foods according to the Food

Guide Pyramid18 as follows: 1) group 1

– bread, cereal, rice, and pasta; 2) group

2 – fruit; 3) group 3 – vegetables; 4)

group 4 – meat, poultry, fish, dry beans,

eggs, and nuts; 5) group 5 – milk and

dairy products; and 6) group 6 – fats,

oils, and sweets. French fries, potato

chips, bacon, fatback, cakes, pies, and

cookies were placed in group 6 based on

the typical fat content of these food

items. Using Pearson’s correlation anal-

ysis, we measured the association be-

tween the consumption of each food

item and selected sociodemographic

characteristics, including age, marital

status, education level, employment

status, and income level. We conducted

data analysis with SAS statistical pack-

age, version 8 (SAS Institute, Inc., Cary,

NC).

RESULTS

Two hundred and two women

participated in the study. Slightly more

than half of the study participants were

aged $50 years, and 56.8% had

,12 years of education (Table 1). Most

of the participants were retired or

unemployed (89.1%), not married

(81.5%), and had an annual household

income ,$10,000 (82.5%).

Table 2 shows the frequencies of

food items consumed by the partici-

pants. Almost 27% of the participants

reported a daily consumption of whole

wheat bread (19.3% once a day, 7.4%

two to four times per day), and 10.4%

reported a daily consumption of bran

cereal (7.9% once a day, 2.5% two to

four times per day). Eleven percent

(11.4%) of the participants reported

that they consumed fruit two to four

times per day, and 1.0% reported that

they consumed fruit five or more times

per day. In terms of vegetables, 2.5% of

the participants reported consumption

two to four times per day, and 1.0%

reported consumption five or more

times per day. Sixty-five percent

(64.9%) of the participants reported

that they consumed meat one or more

times per day, and 24.3% reported that

they consumed this food item two to six

times per week. Seven percent (7.4%)

reported the consumption of beans one

or more times per day and 35.6%

reported consumption two to six times

per week. Other food items consumed

one or more times per day included

whole milk products (25.7%), French

fries and potato chips (13.4%), marga-

rine and oil (49.5%), fatback, bacon,

butter, and lard (15.8%), cakes, pies,

and cookies (20.3%), and mayonnaise

(13.4%). Between 20%–30% partici-

pants reported consuming these food

items two-six times per week.

The intake of some food items by

the participants correlated with age,

education, and income. Younger age

was associated with greater consump-

tion of pastas, potatoes, meat, luncheon

meats, and French fries, while older age

was associated with greater consump-

tion of whole wheat bread (Table 3).

Table 1. Sociodemographic charac-
teristics of the study participants
(N5202)

Characteristics n (%)

Age (years)

,50 97 (48.0)
$50 105 (52.0)

Married/living together

Yes 37 (18.5)
No 165 (81.5)

School education (years)*

,12 113 (56.8)
12 58 (29.1)
$13 28 (14.1)

Employment

Currently employed 22 (10.9)
Retired 69 (34.2)
Unemployed 111 (54.9)

Income3

,$5,000 85 (42.5)
$5,000–$10,000 80 (40.0)
$$10,000 14 (7.0)
Unknown 21 (10.5)

* N5199.
3 N5200.
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Consumption of pastas, meat, luncheon

meats, and French fries was significantly

associated with more education, while

consumption of fatback, bacon, butter,

and lard was associated with lower levels

of education. Income was positively

correlated with the consumption of

pastas, vegetables, margarine, and oil.

No significant association was seen

between age, education, or income and

the consumption of fruit and whole

milk products.

DISCUSSION

African American women in our

study population exhibited unhealthy

dietary habits. Less than a third of the

women reported consuming whole

wheat bread and bran cereal daily. In

addition, only one third of the women

consumed fruit, and less than one third

consumed vegetables on a daily basis.

Almost two thirds of the women

reported a daily intake of meat, and

another quarter repored eating meat two

to six times per week. A significant

proportion of women ate items that

typically contain fats, oils, and sugar on

a daily and weekly basis. Our results are

consistent with those of other studies

that show that African Americans tend

to have diets of poor quality. In

particular, studies have shown African

Americans to have a low intake of fruits

and vegetables5–7 and fiber8 and a high

intake of fat.7,9 Statistics from the

Behavioral Risk Factor Surveillance

System (BRFSS) reveal that .90% of

African Americans in Georgia consume

fruits and vegetables daily,19 which is

significantly higher than that consumed

by women in our population. Since data

for the BRFSS are collected by tele-

phone survey, our study results may

more closely reflect the dietary habits of

low-income African Americans who do

not have access to telephones. Another

explanation for this difference is that

our study participants are solely inhabi-

tants of public housing. Individuals who

live in public housing may face socio-

demographic barriers that hinder

healthy eating patterns.

One sociodemographic barrier faced

by individuals living in public housing

is limited transportation. In a study by

Shankar and Klassen,15 only 50% of

African American women living in

public housing used a car to shop, and

22% walked to the market at times. A

Table 2. Food consumption frequency by food items, based on the Food Guide Pyramid

Frequency (Number of Times Per Month, Week, or Day)

,1/month 1/month 2–3/month 1/week 2–6/week 1/day 2–4/day $5/day Unknown
n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%)

Group 1: Bread, cereal, rice, and pasta

Whole wheat bread 85 (42.1) 7 (3.5) 14 (6.9) 7 (3.5) 31 (15.3) 39 (19.3) 15 (7.4) 0 (.0) 4 (2.0)
Bran cereal 112 (55.4) 7 (3.5) 11 (5.4) 14 (6.9) 33 (16.3) 16 (7.9) 5 (2.5) 0 (.0) 4 (2.0)
Pastas 8 (4.0) 23 (11.4) 26 (12.9) 32 (15.8) 86 (42.6) 15 (7.4) 6 (3.0) 1 (.5) 5 (2.5)

Group 2: Fruit

Fruit 10 (5.0) 10 (5.0) 17 (8.4) 22 (10.9) 70 (34.7) 43 (21.3) 23 (11.4) 2 (1.0) 5 (2.5)

Group 3: Vegetables

Vegetables 13 (6.4) 10 (5.0) 24 (11.9) 41 (20.3) 75 (37.1) 29 (14.4) 5 (2.5) 2 (1.0) 3 (1.5)

Group 4: Meat, poultry, fish, dry beans, eggs, and nuts

Meats 1 (.5) 1 (.5) 5 (2.5) 12 (5.9) 49 (24.3) 69 (34.2) 57 (28.2) 5 (2.5) 3 (1.5)
Beans/peas 21 (10.4) 19 (9.4) 33 (16.3) 39 (19.3) 72 (35.6) 12 (5.9) 2 (1.0) 1 (.5) 3 (1.5)
Luncheon meats 52 (25.7) 11 (5.4) 19 (9.4) 19 (9.4) 65 (32.2) 23 (11.4) 9 (4.5) 1 (.5) 3 (1.5)

Group 5: Milk and dairy products

Whole milk products 30 (14.9) 16 (7.9) 20 (9.9) 25 (12.4) 55 (27.2) 36 (17.8) 12 (5.9) 4 (2.0) 4 (2.0)

Group 6: Fats, oils and sweets

French fries, chips 66 (32.7) 11 (5.4) 22 (10.9) 20 (9.9) 53 (26.2) 22 (10.9) 3 (1.5) 2 (1.0) 3 (1.5)
Margarine, oil 27 (13.4) 4 (2.0) 7 (3.5) 12 (5.9) 46 (22.8) 85 (42.1) 14 (6.9) 1 (.5) 6 (3.0)
Fatback, bacon, butter, lard 60 (29.7) 9 (4.5) 14 (6.9) 24 (11.9) 60 (29.7) 28 (13.9) 4 (2.0) 0 (.0) 3 (1.5)
Cake, pie, cookies 51 (25.2) 17 (8.4) 21 (10.4) 26 (12.9) 42 (20.8) 26 (12.9) 14 (6.9) 1 (.5) 4 (2.0)
Mayonnaise 44 (21.8) 17 (8.4) 15 (7.4) 46 (22.8) 49 (24.3) 24 (11.9) 3 (1.5) 0 (.0) 4 (2.0)

Less than a third of the

women reported consuming

whole wheat bread and bran

cereal daily. In addition, only

one third of the women

consumed fruit, and less than

one third consumed vegetables

on a daily basis.
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study by Malmgren et al20 revealed that

20% of older individuals living in

public housing reported lack of trans-

portation and distance to the doctor as

barriers to assessing health care. In

addition, 29% reported needing more

help with transportation. Not having

adequate transportation can potentially

limit access to healthier food stores,

such as supermarkets. Supermarkets are

more likely to offer a variety of healthier

foods than grocery stores and conve-

nience stores,21 but they are not highly

available in under-served areas. For

example, a study by Morland et al22

revealed that supermarkets are prevalent

in White and wealthy neighborhoods,

while smaller grocery stores and conve-

nience stores are prevalent in Black and

poor neighborhoods. In public housing

communities, if supermarkets are not

available and individuals have limited

transportation, they are resigned to

shopping at the stores in their neighbor-

hoods that offer less healthy foods.

Another study by Morland et al23

revealed that African Americans’ con-

sumption of fruit and vegetables in-

creased and the consumption of fats

decreased with an increase in the

number of available supermarkets. In

this study, African Americans living in

areas with one supermarket were 1.54

times more likely to meet dietary

guidelines for fruit and vegetable intake,

and 1.22 times more likely to meet

dietary guidelines for total fat intake

than African Americans living in areas

without supermarkets. Although not

explored with the women residing in

public housing in our study, limited

access to healthier food stores should be

considered a potential barrier to eating

a healthy diet.

Another sociodemographic factor

that may influence eating patterns

among inhabitants of public housing is

limited social support. Female inhabi-

tants of public housing in the study by

Shankar and Klassen15 reported a lack

of social support for shopping and meal

preparation. Lacey et al24 found that

physical and social isolation was a barrier

to smoking cessation among Black

women residents of Chicago public

housing. Studies have shown that hav-

ing social support is associated with

healthy behaviors. In a study by Nollen

et al,25 African American women re-

porting greater social support at week

four of a smoking cessation intervention

were 41% more likely to quit smoking

at week four. Levy-Storms and Wal-

lace26 revealed that Samoan women

who were the most well-connected to

other Samoan women within their

church-based health communication

networks were more likely to be in the

stages of planning to have a mammo-

gram and of having had a recent

mammogram. In a study by Suarez et

al,27 Hispanic women who had high

social integration were more likely to

have had a recent pap smear compared

to the women with lower social in-

tegration. Specifically, having friends,

family, or associates who are practicing

similar healthy behaviors or who en-

courage healthy habits could foster

healthy behaviors in individuals. In

a study by Addy et al28 among residents

of a southeastern county of the United

States, having physically active neigh-

bors was associated with walking 30 or

more minutes a day for five or more

days per week. Latkin et al29 revealed

that condom use among study partici-

pants in Baltimore Maryland was asso-

ciated with having friends who encour-

aged or used condoms. Participants in

a study by Eyler et al30 were less likely to

be sedentary if they had high physical

activity social support. The literature

demonstrates that social support is an

important reinforcing factor in enhanc-

ing healthy behaviors. It is important to

consider that women in our study,

because they live in public housing,

Table 3. Pearson correlation coefficients between food item consumption and age,
education, and income

Food Item Age Education Income

Group 1: Bread, cereal, rice, and pasta

Whole wheat bread .1774 .082 .024
Bran cereal .036 .051 2.021
Pastas 2.2263 .152* .178*

Group 2: Fruit

Fruit .019 .133 .040

Group 3: Vegetables

Vegetables 2.116 .089 .179*

Group 4: Meat, poultry, fish, dry beans, eggs, and nuts

Meats 2.163* .2263 2.004
Beans/peas 2.041 2.059 .108
Luncheon meats 2.3171 .2273 .020

Group 5: Milk and dairy products

Whole milk product 2.067 2.025 2.03

Group 6: Fats, oils, and sweets

French fries, chips 2.4891 .2714 .002
Margarine, oil .016 2.115 .155*
Fatback, bacon, butter, lard 2.101 2.159* 2.017
Cake, pie, cookies 2.039 2.049 2.083
Mayonnaise 2.084 .068 .043

* P#.05.
3 P#.01.
4 P#.001.

1 P#.0001.
The association between food item consumption, marital status, and employment level is not significant – data

not shown.
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may not have an adequate social support

system. This factor may have contrib-

uted to their unhealthy dietary habits.

A third barrier to healthy eating

could be inadequate access to services

that are important for daily living. In

their assessment of the effects of the

Moving to Opportunity program in

Chicago, Rosenbaum and Harris31

found that families living in public

assisted housing in high-poverty areas

had limited access to specific services.

Their baseline survey revealed that fewer

than one third of these families reported

having their usual place of worship,

grocery store, and healthcare provider

within 15 minutes of their residence.

Having adequate access to social re-

sources can be an enabling factor for

positive dietary behaviors. For example,

healthcare providers are a conduit for

encouraging dietary change among their

patients and providing them with the

technical skills to translate dietary

recommendations into daily meal plan-

ning.32 As another example, one study

among elderly individuals living in

subsidized housing revealed that most

of those on food stamps reported that

this benefit of receiving dietary advice.

allowed them to purchase more needed

foods.33 Although we did not determine

women’s access to specific resources in

our study, it is a potential barrier to

consider when looking at factors that

could hinder African American women

in public housing from eating healthy

diets.

Sociodemographic Factors
Associated With Poor
Dietary Quality

To further understand the potential

barriers to healthy dietary intake among

African American women in public

housing, we explored the association

between specific sociodemographic fac-

tors and the consumption of selected

food items from the Food Guide

Pyramid. Three sociodemographic fac-

tors were associated with unhealthy

dietary intake in our population of

women – young age, low income, and

low education. Young age was associat-

ed with a low intake of whole wheat

bread and a high intake of meat, French

fries, and potato chips. This finding is

consistent with the results of other

studies that have shown that younger

individuals are more likely to have

unhealthy eating habits than do older

individuals.10,34 Although not assessed

in our study, younger women may be

more likely to have children to care for

than older women. As such, these

women may shop for foods based on

the preferences of their children, as

opposed to choosing healthier food

items. One study showed that the

choice of breads and cereals purchased

by women included the preferences of

their children.35 In our study, half the

women were of childbearing age. This

factor may have influenced their rela-

tively low consumption of whole wheat

bread and bran cereals, since these food

items are probably not favorites of

children. The high intake of French

fries and potato chips could also reflect

preferences of children. The study by

Shankar and Klassen15 revealed that

women with children in their house-

holds are more likely to eat fast food at

least once a week than are women

without children.

Our study revealed that low income

was associated with a low intake of

vegetables, and low education was

associated with a high intake of fatback,

bacon, lard, and butter. Income and

education can serve as two indicators of

socioeconomic status.36,37 Our findings

are consistent with those of other studies

that have shown that individuals of low

socioeconomic status are more likely to

have unhealthy dietary intake than those

of higher socioeconomic status.10,34,38

One way that low socioeconomic status

can impact dietary consumption is by

limiting one’s capability to purchase

healthier food items. A study by Trei-

man et al39 has shown that cost is

a barrier to consuming fruit and

vegetables. Similarly, cost may have

been a barrier to consuming healthier

foods for women in our population, as

most had incomes ,$10,000 a year.

In order to improve the quality of

diet among women in public housing,

interventions should be individualized

and tailored to the specific needs of

women in this population. Educational

messages that are tailored have been

shown to have a significant positive

impact on behavior.32 These tailored

interventions should address potential

barriers to healthy dietary intake faced

by these women, such as low socioeco-

nomic status and factors associated with

young age and living in public housing.

In addition, they should teach ways to

overcome these barriers or to eat as

healthy as possible despite them. Par-

ticular components of dietary interven-

tions should enhance food shopping

skills at grocery stores and food selection

skills when eating out to promote

healthier food choices,32,40 and provide

guidance on preparing nutritious meals

and snacks at home in order to

minimize the consumption of nutrient-

dilute, energy-dense food items.40

Recommending a healthy diet is

only one part of the equation; it is

equally important to ensure the avail-

ability of appropriate foods. Access to

healthy food items is imperative if

dietary change is to take place among

individuals in public housing. Public

policy should be developed and en-

forced to assure that a variety of healthy

and affordable foods are available in

smaller grocery and convenience stores

in low-income neighborhoods, and that

supermarkets are established in these

areas. In addition, policies should be

enforced to minimize the number of

fast-food restaurants in low income

areas, and to replace them with food

establishments offering varied and

healthier menu options.

Dietary Risk Factors for Cancer
The findings of our study have

significant implications for the preven-

tion of cancer in African American
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women, a population that is already at

high risk for cancer morbidity and

mortality.1 Cancer risk is associated

with the consumption of fruits4,41 and

vegetables.4,41,42 For example, the risk

of colon cancer has been shown to be

inversely associated with the consump-

tion of fruit43 and vegetables,44 and

lycopene found in tomatoes may be

protective against breast cancer.45,46 In

terms of other foods, studies have also

shown that a lower risk of colon cancer

may be associated with the consumption

of fiber47,48 and dairy products,49 and

breast cancer risk may be inversely

associated with the consumption of

dairy products.49 Also, dietary fats may

be associated with the risk of certain

cancers such as colon50 and breast.51,52

In addition to the dietary fat in foods

such as butter, cakes, and cookies, the

high intake of total energy as reflected in

the caloric content of these foods is

associated with cancer risk.53 The high

consumption of these food items can

also replace the consumption of health-

ier foods and can lead to obesity, a risk

factor for the development of cancer.54

Women in our study population are at

risk for various cancers because of their

inadequate consumption of fruits, veg-

etables, fiber, and dairy products and

their high consumption of meats and

nutrient-dilute, energy-dense foods.

In order to prevent cancer, the

American Cancer Society recommends

that individuals eat five or more servings

of a variety of vegetables and fruits each

day, choose whole grains in preference

to processed grains and sugars, limit the

consumption of red meats, especially

high fat and processed meats, and

choose foods that help maintain

a healthful weight.55 Specifically for

fiber intake, the US Department of

Health and Human Services (HHS) and

the US Department of Agriculture

(USDA) recommends the consumption

of three or more ounce-equivalents of

whole-grain products per day.56 The

dietary intake of women in our study

did not meet the recommendations by

the ACS, or by HHS and USDA. These

women had limited intake of whole

grain products, fruits, and vegetables,

and consumed foods high in fat content

and calories. Strategies need to be

undertaken to educate African Ameri-

can women in public housing on the

role of diet in the prevention of cancer

and to encourage healthy eating habits

to reduce their risk of cancer. Efforts

need to focus on increasing the con-

sumption of fruits and vegetables to at

least five a day, incorporating fiber in

the diet at least daily, and substituting

food items that are high in fat and

calories but low in nutritious value with

those that are healthier. Although we

did not determine the type of meats that

were consumed by women in our study,

the fact that the majority eat meat at

least daily and few consume beans or

peas warrants education. African Amer-

ican women in public housing should

be encouraged to comply with ACS

dietary recommendations to prevent

cancer by: limiting the intake of red

meat; selecting fish, poultry or beans as

opposed to beef, pork and lamb;

choosing lean cuts of meat and smaller

portions; and preparing meats by bak-

ing or broiling instead of frying or

charbroiling.55

LIMITATIONS

Our study was limited by the fact

that a non-quantitative food frequency

questionnaire was used, and therefore

portion sizes of food items were not

assessed. The ACS guidelines on diet

and cancer prevention recommend that

meat consumption be limited, especially

high-fat meats; however, our survey did

not distinguish between types of meats.

In addition, we did not assess the

manner in which foods were prepared

but instead inquired about the con-

sumption of added fats. Study partici-

pants’ ability to accurately recall their

intake of food items may have limited

the results of our study, leading to either

an overestimate or underestimate of

actual food consumption. Because the

surveys were conducted through face-to-

face interviews, participants may have

been prone to giving responses that they

perceived to be acceptable, thus poten-

tially leading to an inaccurate portrayal

of food consumption. Despite these

limitations, the results of our study

reflect a pattern of food intake among

African American women in public

housing that is suboptimal.

CONCLUSIONS

Our study suggests that African

American women in public housing

consume diets that place them at risk

for cancer. Specific sociodemographic

factors, such as age, income, and

education, may hinder these women

from initiating and maintaining healthy

dietary habits for themselves and their

families. Tailored interventions to im-

prove dietary quality should be imple-

mented to help reduce the significant

morbidity and mortality from cancer in

African American women. These inter-

ventions need to explore and address the

barriers that hinder healthy eating

among these women, especially those

barriers that are specific to living in

public housing.
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