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OVERVIEW

The California Women’s Health Survey (CWHS), the first California survey to focus on women’s health, began in 1997 in response 
to the lack of California specific data on women’s health status, behaviors, attitudes, and the need for prevalence data for program 
evaluation and planning.  The survey was established to collect, analyze, interpret, and disseminate information to guide decision-
making and program planning about women’s health by programs, departments, public health professionals, and policy-makers.  
One of the unique aspects of the survey is that in addition to core questions, programs ask questions that vary from year to 
year depending on the grant evaluation or program planning needs of the program participants.  The survey is an effective and 
affordable tool for program planning and evaluation.  The women’s specific focus and flexibility of designing questions that meet the 
needs of programs is what is attractive to program participants.  Questions are often pilot tested on the CWHS and then later asked 
on other state and national surveys.  It is one of the most affordable of all of the surveys available to programs and it fills the gaps in 
evidence based data on women’s health.

The CWHS Workgroup is an interagency group of researchers from various programs and departments who work together to plan 
and draft survey questions to avoid duplication from other surveys, provide peer review, and participate on an editorial board that 
review publications using CWHS data.  This survey is conducted annually and participating programs in the CWHS Workgroup 
fund individual questions and analyze their own data.  Program participants not only have access to program sponsored questions, 
they also have access to the entire survey.  Therefore, programs are able to analyze their specific questions along with other 
survey questions to obtain a more comprehensive picture of California women.  For example, program participants interested 
in how women with a history of intimate partner violence (IPV) could also be at risk for negative mental health outcomes or their 
access to food, could analyze whether IPV leads to depression or food insecurity among California women.  When programs do 
not have enough staff to conduct data analyses other workgroup programs or the Office of Women’s Health will conduct analysis 
and write up results that are then published by the OWH.  Findings are published in reports, Data Points, journal articles, individual 
presentations at scientific conferences and symposiums, and website postings.

The Data Points series is a CWHS publication that is prepared by CWHS collaborating programs and coordinated by the Office 
of Women’s Health.  Data Points: Results From the 2009 California Women’s Health Surveys is the most recent in a series that 
focuses on specific women’s health findings based on 2009 CWHS results.  The information presented in the Data Point series 
facilitates informed decision making.  Programs and organizations use data for planning purposes, implementation, and evaluation.
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RESULTS FROM THE 2008 CALIFORNIA WOMEN’S HEALTH SURVEY

T   he California Women’s Health 
Survey (CWHS) is an ongoing 
annual telephone survey that 

collects information on a wide variety 
of health indicators and health-related 
knowledge, behaviors, and attitudes 
from a sample of approximately 4,000 
randomly selected women, ages 18 or 
older.  The survey began in March 1997 
as a collaborative effort between the 
California Department of Health Services, 
California Department of Mental Health, 
California Department of Alcohol and Drug 
Programs, California Medical Review, Inc., 
California Department of Social Services, 
and Public Health Institute.  The survey 
is administered by the Survey Research 
Group of the Public Health Institute.

Survey respondents are asked about past 
and present involvement in health care 
systems, food security status, participation 
in government nutrition programs, prenatal 
care, vitamin consumption, alcohol 
consumption, breastfeeding, sexually 
transmitted diseases, and utilization of 
cancer screening procedures and other 
preventative measures.  They also are 
asked for basic demographic information 
such as age, race/ethnicity, employment 
status, and education.

Participation in the CWHS is voluntary and 
anonymous.  Interviews are conducted by 
trained interviewers following standardized 
procedures developed by the Survey 
Research Group staff and the Centers for 
Disease Control and Prevention.  Data are 
collected monthly from a random sample of 
California women living in households with 
telephones.  Quality control procedures are 

rigorous to ensure a high level of accuracy 
in the data collected.

Using a computer-assisted telephone 
interviewing system, interviewers read 
questions as they are displayed on a 
computer screen.  Responses are keyed 
directly into the computer.

Once a household is reached, all 
women ages 18 or older living within that 
household are eligible to participate in 
the survey.  If more than one member of 
the household is eligible, one person is 
selected at random (using a computer-
generated random selection algorithm) 
to become the respondent.  If the person 
selected is not available, an appointment 
is made to conduct the interview at a 
different time or on another day.  Once a 
respondent is selected, no other household 
member can be selected, even if it is 
not possible to obtain an interview from 
the selected respondent.  Standardized 
procedures are followed for encouraging 
selected respondents who are reluctant to 
participate as well as for calling numbers 
for telephones that ring with no answer or 
give a busy signal.

Through the sampling process, the Survey 
Research Group attempts to collect 
interviews from a random sample that is 
representative of California’s population.  
However, the age and race/ethnicity 
characteristics of the CWHS sample differ 
to some extent from those of the female 
California population.  In addition, the 
probability of selection within a household 
varies depending upon the number of 
telephone numbers and individuals living 
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in the household.  To obtain meaningful 
population estimates, all analyses in this 
report have been weighted to the age 
and race/ethnicity of the 2000 California 
female population.  No adjustment is made 
for the observed differences in education 
or income: for a variable of interest, this 
means that if education or income of 
respondents varies from that of the general 
California population, any associations may 
not be captured.

Because of the limited sample size, data 
were distributed among four race/ethnicity 
groups. “White” refers to non-Hispanic 
Whites; “Hispanic” refers to respondents 
who said that they were of Hispanic origin 
regardless of race; “African American/
Black” refers to respondents who said that 
they were African Americans/Black; and 
“Asian/Other” refers to respondents who 
were either Asian or belonged to additional 
race/ethnic groups.  For analyses where 
there were too few women in some of the 
more detailed groupings, the groups were 
collapsed into two race/ethnicity categories: 
“White,” which refers to non-Hispanic 
Whites; and “non-White,” which refers to 
women of all other race/ethnicity groups.  
Unless specified otherwise, comparison of 
behaviors and/or outcomes by the different 
race/ethnicity groups was not adjusted for 
age differences.

The California  
Women’s Health  
Survey Methodology, 
2008

Department of  
Health Care Services
California Department of  
Public Health
Office of Women’s Health

Data from these Data Points should 
be interpreted with caution.  Due to the 
cross-sectional design of the CWHS, 
causality cannot be established between 
the variables, because they were 
measured simultaneously.  In addition, 
the survey is only completed in English 
and Spanish, which may exclude a portion 
of the population.  Recall bias also may 
be a problem; information recall may be 
particularly difficult on a telephone survey.  
Another area of concern is that over-
reporting of healthy behaviors and under-
reporting of unhealthy behaviors is well-
documented in behavioral survey research.  
This study is population-based, so the 
results can only be generalized to non-
institutionalized adult women in California 
living in households with telephones.  
However, more than 95 percent of 
households in California are estimated to 
have telephones, and the effects of non-
coverage appear to be small.

Each Data Point is meant to “stand alone,” 
with data presented based on program 
needs and definitions.  The definitions used 
in one Data Point may differ from those 
used in another.  More methodological 
information and a thorough examination 
of the representativeness of the survey 
sample are available from the most recent 
California Women’s Health Survey SAS 
Dataset Documentation and Technical 
Report.  For a copy of the most recent 
technical report, please contact the Survey 
Research Group at (916) 779-0338.

Submitted by: Patricia Lee, Ph.D. and Terri Thorfinnson, J.D., Department of Health Care 
Services, California Department of Public Health, Office of Women’s Health, (916) 440-
7633, Patricia.Lee@dhcs.ca.gov
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Public Health Message: 
Caregiving is an emerging public 
health issue that should be 
monitored.  As the population in 
California ages, more women will 
become involved in caregiving, 
which can impact their health and 
livelihood.  Women caregivers 
could benefit from support 
services and programs that focus 
on the importance of their health.

T         he number of people in the United 
States in need of long-term care is 
expected to rise from 13 million in 

2000 to 27 million in 2050, an increase 
of more than 100 percent.1  Informal 
caregivers (e.g., family or friends), rather 
than formal caregivers (e.g., convalescent 
home or assisted living providers), provide 
the majority of long-term care services.  
As the “baby boom” generation retires, 
the number of informal caregivers is 
estimated to rise from 20 million in 2000 
to 37 million in 2050, an increase of 85 
percent.1  California is reported to have the 
largest number of informal caregivers of 
any state in the nation, with an estimated 
3.4 million Californians providing care at 
an estimated value of $36.3 billion.2  Less 
attention has been given to caregiving as 
a public health issue.  However, a growing 
body of literature has noted differences 
between women caregivers and non-
caregivers involving demographics and 
health status, mental health status, and 
health behaviors.3-11  Information about the 
characteristics of caregivers and the impact 
caregiving may have on their lives could 
inform future prevention polices. 

In 2008, the California Women’s Health 
Survey (CWHS) respondents were asked, 
“During the past 12 months, did you 
provide care or help to a family member 
or friend because of their long-term illness 
or disability?”  In addition to demographic 
information, to access health status, 
women were asked about their overall 
health, their mental health status, the last 
time they had a routine medical checkup, if 

they ever had a Pap test or mammogram, 
if they had a drink in the past month, and 
if they misused prescription drugs during 
the past 12 months.  Responses were 
weighted in these analyses by age and 
race/ethnicity to reflect the 2000 California 
adult female population.  Differences 
between groups were evaluated using the 
Chi-square test and t test (see table for 
results).

Demographic Variables

• Of respondents, ages 18 and older, 
20.3 percent reported being caregivers 
in the past 12 months.

• White and African American/Black 
women were more likely to be 
caregivers (58.8 percent and 9.5 
percent, respectively) than non-
caregivers (51.1 percent and 6.1 
percent, respectively).  However, 
Hispanics and Asian/Other women 
were less likely to be caregivers (21.9 
percent and 9.9 percent, respectively) 
than non-caregivers (28.0 percent and 
14.9 percent, respectively).12

• Women caregivers were slightly more 
likely to be ages 45 and older (50.3 
percent) than non-caregivers (43.9 
percent).13

• A higher proportion of caregivers were 
married (64.7 percent) than non-
caregivers (61.0 percent).14
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• Women with a college education 
or higher were more likely to be 
caregivers (51.2 percent) than non-
caregivers (45.2 percent).  However, 
women with less than a high school 
diploma were less likely to be 
caregivers (16.3 percent) than non-
caregivers (20.5 percent).14

• No significant differences were found 
in poverty level and employment status 
by caregiver status.

Health Status

• Caregiving women reported higher 
rates of feeling overwhelmed (“very 
often” and “often”) in the previous 
30 days (17.7 percent) than non-
caregivers (10.5 percent).12

• No significant difference was found in 
general health status between women 
caregivers and non-caregivers.

Differences in 
Characteristics Between 
California Women 
Caregivers and Non-
Caregivers, 2008

Department of Health Care 
Services
California Department of 
Public Health
Office of Women’s Health

Health Behaviors

• Caregivers reported slightly lower rates 
of having a routine medical checkup in 
the past year (73.7 percent) than non-
caregivers (77.7 percent).14

• Women caregivers reported higher 
rates of ever having a Pap test (96.4 
percent) than non-caregivers (92.2 
percent).12

• Women caregivers reported less 
misuse of prescription drugs in the past 
12 months (4.8 percent) than non-
caregivers (7.4 percent).15 

• No significant difference was found 
between women caregivers and 
non-caregivers for ever having had a 
mammogram or at least one drink in 
the past month.



 DEPARTMENT OF HEALTH CARE SERVICES  CALIFORNIA DEPARTMENT OF PUBLIC HEALTH
 Toby Douglas, Director  Ron Chapman, MD, MPH, Director

Differences in 
Characteristics Between 
California Women 
Caregivers and Non-
Caregivers, 2008

Department of Health Care 
Services
California Department of 
Public Health
Office of Women’s Health

1 US Department of Health and Human Services and Office of the Assistant Secretary 
for Planning and Evaluation. The Future Supply of Long-Term Care Workers in 
Relation to the Aging Baby Boom Generation. Report to Congress. Washington DC: 
Dept of Health and Human Services; 2003. 

Source: California Women’s Health Survey, 2008
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2 Family Caregiver Alliance. Issue paper #1 June 2007- Caregivers at risk: a public 
health concern. http://caregiver.org/caregiver/jsp/content_node.jsp?nodeid=1962. 
Published 2007. Accessed January 5, 2010.

3 Family Caregiver Alliance. Who are California’s informal caregivers? http://www.
caregiver.org/caregiver/jsp/content_node.jsp?nodeid=1961. Published 2007. Accessed 
January 5, 2010.

4 Zhang J, Vitaliano PP, Lin HH. Relations of caregiving stress and health depend on the 
health indicators used and gender. Int J Beh Med. 2006;13(2):173-181.

5 Toseland RW, Rossiter CM, Peak T, Smith GC. Comparative effectiveness of individual 
and group interventions to support family caregivers. Soc Work. 1990;35(3):209-217.

6 McGuire LC, Anderson LA, Talley RC, Crews JE. Supportive care needs of Americans: 
a major issue for women as both recipients and providers. J Women’s Health. 
2007;16(6):784-789.

7 Family Caregiver Alliance. A population at risk. http://caregiver.org/caregiver/jsp/
content_node.jsp?nodeid=1822. Accessed January 5, 2010.

8 Scharlach A, Sirotnik B, Bockman S, Neiman M, Ruiz C, Dal Santo T. A Profile of 
Family Caregivers: Results of the California Statewide Survey of Caregivers. Berkeley, 
CA: Center for the Advanced Study of Aging Services, U.C. Berkeley Press, 2003; 
http://cssr.berkeley.edu/pdfs/FamCareProfile_Entire.pdf. Accessed January 5, 2010.

9 Whittier S, Coon D, Aaker J. Caregiver Support Interventions. Research Brief 10.  
Washington DC: National Association of State Units on Aging; 2002. 

10 Flaskerud JH, Tabora B. Health problems of low-income female caregivers of adults 
with HIV/AIDS. Health Care Women Int. 1998;19(1):23-36.

11 von Känel R, Mausbach BT, Patterson TL, et al. Increased Framingham Coronary 
Heart Disease Risk Score in dementia caregivers relative to non-caregiving controls. 
Gerontol. 2008;54(3):131-137.

12 P < .0001      

13 P < .001    

14 P < .01      

15 P < .05       

Submitted by: Patricia Lee, Ph.D. and Terri Thorfinnson, J.D., Department of Health Care 
Services, California Department of Public Health, Office of Women’s Health, (916) 440-
7633, Patricia.Lee@dhcs.ca.gov
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California Department of 
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Public Health Message: 
Caregiving is an emerging 
public health and increasingly a 
women’s health issue that should 
be monitored.  California women 
are taking on caregiving roles for 
both males and females.  Women 
caring for males travel a shorter 
distance for caregiving, cared 
for older adults, and were more 
likely to miss work due to their 
caregiving activities than women 
caring for women.

Needing to regularly provide care 
for a family member or friend with 
an illness or disability has become 

a common experience.  Caregivers are 
more likely to be women and to provide 
care during middle age-between ages 50 
and 64.1  Chronic conditions, including 
heart disease, cancer, diabetes, dementia, 
and stroke, account for more than half the 
conditions for which friends and family 
members provide care.  Some researchers 
have noted caregiving differences based 
on the gender of the caregiver, but nothing 
has been reported on gender differences 
of the care recipient.2-3  Public health 
implications of caregiving are likely to 
be revealed in the circumstances of the 
care recipient in addition to those of the 
caregiver. 

In 2008, California Women’s Health 
Survey respondents were asked if they 
had provided care for someone during the 
previous year.  If they had, questions were 
asked regarding demographics, health 
problems, health insurance, and long-term 
care insurance of their care recipients.  
They were also asked if they had been 
injured or missed work because of their 
caregiving activities.  Caregivers reported 
information on their own race/ethnicity, 
age, and family income.  The following data 
analyses were done on all women who 
reported that they had cared for someone 
in the previous year.  Responses were 
weighted in these analyses by age and 
race/ethnicity to reflect the 2000 California 
adult female population.  Comparisons 
between groups were evaluated using Chi-
square and t-test statistics (see Table 1).

• About 20 percent of women reported 
being caregivers in the previous year.

• Male recipients of care were 
significantly older (70 years) than 
female care recipients (61 years).4

• Although care recipient gender 
differences were found, the rates were 
not reliable due to small sample sizes.

• Of the reported recipient diseases, 
women caring for females reported 
more cancer (16.6 percent), but less 
chronic disease (6.1 percent), and 
cardiovascular disease (8.6 percent) 
than those caring for males (9.1 
percent, 7.6 percent, and 10.3 percent, 
respectively).4

• Women who cared for males were 
more likely to report missing work 
because of their caregiving activities 
(32.5 percent) than those who cared 
for females (23.4 percent).4

• Women who cared for males noted 
shorter distances traveled to their 
care recipient (44 minutes) than those 
caring for females (75 minutes).4

No differences were found in the 
caregivers’ demographics (race/ethnicity, 
age, or family income) or their likelihood of 
being injured while caregiving among those 
caring for men versus women.  There were 
also no gender differences among care 
recipients having health insurance or long-
term care insurance (see Table 1).
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Source: California Women’s Health Survey, 2008
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Gender Differences 
Among Caregiver 
Recipients in California, 
2008

Department of Health Care 
Services
California Department of 
Public Health
Office of Women’s Health

1 Family Caregiver Alliance. Who are California’s informal caregivers? http://www.
caregiver.org/caregiver/jsp/content_node.jsp?nodeid=1961. Published 2007. Accessed 
January 5, 2010.

2 Gallicchio L, Siddiqi N, Langenberg P, Baumgarten M. Gender differences in burden 
and depression among informal caregivers of demented elders in the community. Int J 
Geriatr Psychiatry. 2002;17(2):154-163. 

3 Kim Y, Baker F, Spillers RL.  Cancer caregivers’ quality of life: effects of gender, 
relationship, and appraisal. J Pain Symptom Manage. 2007;34(3):294-304. 

4 P < .05

Submitted by: Patricia Lee, Ph.D. and Terri Thorfinnson, J.D., Department of Health Care 
Services, California Department of Public Health, Office of Women’s Health, (916) 440-
7633, Patricia.Lee@dhcs.ca.gov
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Public Health Message: 
Men’s involvement in family 
planning encompasses a broad 
range of behaviors.  Supporting 
men’s involvement means not 
only encouraging them to adopt 
condoms or vasectomy as a 
contraceptive method, but, equally 
important, is giving them sufficient 
resources and information so 
they can provide appropriate 
support to their partner.  The 
2008 CWHS questions exploring 
men’s involvement in birth control 
discussions, selection and use 
demonstrated that a considerable 
number of women reported their 
male partners were involved to 
some extent in each area.

Traditionally, family planning efforts 
have focused on women.  Thus, 
contraceptive use has often been left 

to women primarily due to the scarcity of 
birth control methods available to men.  But 
in the last decade, efforts have intensified 
to include men in reproductive health 
programs and to target them for family 
planning services.  These efforts were 
spurred in part by the spread of HIV and 
other sexually transmitted diseases that led 
public health professionals to explore the 
reproductive and contraceptive behavior 
of men.  Additionally, a growing body of 
literature has documented the importance 
of a couple’s shared responsibility in 
curbing unintended pregnancy.1

In 2008, the California Women’s Health 
Survey (CWHS) included three questions, 
sponsored by the Office of Family 
Planning, California Department of Public 
Health, that explored men’s role in the 
use of birth control.  Women ages 18 to 
49, who were previous or current users 
of contraception were asked the following 
questions: (1) “Who initiates/initiated 
discussions about birth control use?;”  (2) 
“Who chooses/chose the type of birth 
control?;” and (3) “Who makes/made 
sure that birth control is/was used?”  The 
response categories were “Shared,” “You 
(the respondent),” “Current/most recent 
partner,” and “Refused (for respondents 
who did not provide any answer).”2  
Nearly one quarter of respondents (24.8 
percent) and 30.0 percent of those having 
household incomes at or below 200 
percent of the federal poverty level (FPL) 
refused to answer the three questions.  
Because of this high percentage of 

refusals, this group was included as a 
subgroup in the analysis.  Responses were 
weighted in these analyses by age and 
race/ethnicity to reflect the 2000 California 
adult female population.

Among women who previously or currently 
used contraceptives, more than one third 
(34.7 percent) reported that initiating 
discussions about birth control was shared 
with their partners.  A slightly higher 
proportion of women responded that they 
alone chose the type of birth control (42.2 
percent) and made sure that the method 
was used (38.7 percent). 

Variations were found by different 
subgroups of women in reporting of their 
partners’ involvement in birth control use 
(see Figure 1):

• A higher proportion of women ages 18 
to 29 (45.0 percent) reported that they 
chose the type of birth control than 
women ages 30 to 39 (41.4 percent) 
and women ages 40 to 49 (39.8 
percent).3

• Similar proportions of White (37.2 
percent) and Hispanic (37.7 percent) 
women reported that discussions 
about initiating birth control were 
shared.  Although less than one 
quarter of Asian/Pacific Islander (23.2 
percent) women responded that such 
discussions were shared, more than 
one third (35.1 percent) refused to 
answer, an important caveat when 
interpreting the results.
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• About 4 in 10 (39.9 percent) women 
with at least a college education 
responded that they shared the 
decision about making sure that birth 
control was used compared with 34.3 
percent of women with high school 
or some college education and 34.1 
percent of women with less than a high 
school education.5

California Women’s 
Perceptions About Their 
Partners’ Involvement in 
Birth Control Use, 2008

California Department of Public 
Health
Office of Family Planning

• Almost one half (48.6 percent) of 
the women with an income above 
200 percent of the FPL reported that 
they alone chose their birth control 
compared with 38.3 percent of the 
women with income at or below 
200 percent of the FPL.4  A higher 
proportion (30.8 percent) of women 
in the higher income group refused to 
answer this question than did women 
in the lower income group (14.3 
percent). 

Source: California Women’s Health Survey, 2008
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California Women’s 
Perceptions About Their 
Partners’ Involvement in 
Birth Control Use, 2008

California Department of Public 
Health
Office of Family Planning

• Currently married women were nearly 
twice as likely to respond “shared” than 
were women not currently married in 
initiating discussions about the use of 
birth control methods. (42.7 percent vs. 
22.9 percent).4

1 Alan Guttmacher Institute. In Their Own Right; Addressing the Sexual and 
Reproductive Health Needs of American Men. New York, NY. 2002. http://www.
guttmacher.org/pubs/us_men.pdf. Accessed August 4 2009.

2 Three to six respondents replied “don’t know/not sure” across the 3 questions and 
were excluded from the analysis.

3 P < .01 (Chi-square test)

4 P < .0001 (Chi-square test)

5 P <.05 (Chi-square test)

Submitted by: Marina J. Chabot, M.Sc.; Carrie Lewis, M.P.H.; and Heike Thiel de 
Bocanegra, Ph.D., M.P.H., California Department of Public Health, Office of Family 
Planning, (916) 650-0467, Marina.Chabot@cdph.ca.gov
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Public Health Message: 
The 2008 CWHS data showed 
that about 14 percent of women, 
while fertile, sexually active, and 
not seeking pregnancy, were 
not using any contraception and 
therefore at high risk of unintended 
pregnancy.  Supporting access 
to reproductive health services 
and educating women on how 
different contraceptive methods 
can meet their reproductive needs 
are critical to reducing unintended 
pregnancy.

In California in 2006, approximately 55 
percent of women with incomes below 
the federal poverty level (FPL) who 

delivered a live infant reported that their 
pregnancy was unintended.1  Slightly 
more than half of unintended pregnancies 
occur among women who were not 
using a contraceptive method when they 
conceived.2  Contraceptive use is critical 
for couples to avoid unintended pregnancy, 
space births at healthy intervals, or 
postpone childbearing.

The Office of Family Planning within the 
California Department of Public Health 
participates in the annual California 
Women’s Health Survey (CWHS) by 
funding questions related to reproductive 
status and current use of contraception.  
The goal of this report is to determine 
women’s reproductive status and identify 
the types of contraceptive methods used.  
Respondents were asked about whether 
they were currently pregnant, seeking 
pregnancy, or had a hysterectomy; the 
number of sexual partners they had in the 
last 12 months; and their current use of 
birth control methods to prevent pregnancy.  
This analysis included 2,431 women ages 
18 to 49 from the 2008 CWHS.  Responses 
were weighted in these analyses by age 
and race/ethnicity to reflect the 2000 
California adult female population.

The 2008 CWHS indicated that 15.8 
percent of women refused to answer the 
question on current contraceptive use.  The 
refusal rate was even higher (19.0 percent) 
among women at or below 200 percent of 
the FPL.  Because of this high percentage 

of refusals, this group was included as a 
subgroup in the analyses. 

Overall, 11.2 percent of women were either 
pregnant (4.6 percent), seeking pregnancy 
(5.3 percent), or postpartum nursing (1.3 
percent).  Nearly one fifth of women were 
either infertile3 (9.5 percent) or had never 
had sex, had no current male sex partner, 
or had not had sex in the last 12 months 
(9.8 percent).  Fourteen percent were 
fertile, not seeking pregnancy and sexually 
active but non-contraceptive users and 
were at risk of unintended pregnancy.  
More than one third of all women (39.7 
percent) used contraceptives, including 
women who reported that either they or 
their partners were sterilized.  In addition, 
15.8 percent refused to answer the 
question on current contraceptive use.

Among users of contraceptives, the 
three most frequently reported methods 
were oral contraceptive pills (OCP; 26.2 
percent), condoms (24.5), and vasectomy 
(14.2 percent).  However, as shown below, 
contraceptive choices varied markedly 
by demographic characteristics.  The 
global Chi-square test indicated that these 
differences were statistically significant. 4

• For women younger than 30, OCP 
was the most common method of 
contraception (38.4 percent), followed 
by condoms (25.7 percent), and 
the intrauterine device (IUD; 14.2 
percent).  Women ages 30 to 39 
reported condoms (29.0 percent), 
OCP (23.6 percent), and IUDs (14.8 
percent) as their three most common 
methods.  Among women ages 40 to 
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49, the most common methods were 
vasectomy (32.4 percent), condoms 
(19.4 percent), and OCP (16.7 
percent). 

• Women born in the United States most 
frequently reported using OCP (27.3 
percent), condoms (21.0 percent), and 
vasectomy (19.0 percent).  A higher 
proportion of foreign-born women 
reported using condoms (32.7 percent) 
and a lower proportion reported using 
OCP and IUDs (23.6 percent and 14.1 
percent, respectively). 

• Among women who were currently 
married, the three leading 
contraceptive methods were condoms 
(24.3 percent), OCP (24.2 percent), 
and vasectomy (18.5 percent).  For 
unmarried women, the three leading 
contraceptive methods were OCP 
(30.5 percent), condoms (26.2 
percent), and IUDs (10.8 percent). 

Reproductive Status 
and Contraceptive Use 
Among California Women 
Ages 18 to 49, 2008

California Department of Public 
Health
Office of Family Planning

• A higher proportion of women with 
income above 200 percent of the 
FPL were contraceptive users (47.6 
percent) compared to low-income 
women at or below this level (32.9 
percent).  See figure 1 showing the 2 
pie charts.

• For women with incomes above 
200 percent of the FPL, the three 
leading contraceptive methods 
were OCP (29.0 percent), condoms 
(22.2 percent), and vasectomy (20.9 
percent). Among women at or below 
200 percent of the FPL, the three 
leading contraceptive methods  were 
condoms (28.8 percent), OCP (21.0 
percent), and IUDs (15.4 percent). 
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Reproductive Status 
and Contraceptive Use 
Among California Women 
Ages 18 to 49, 2008

California Department of Public 
Health
Office of Family Planning

Note: Tier 1 – Includes long term methods such as sterilization, IUD, implant, 
and injectables. 
Tier 2 – Includes hormonal methods such as pills, patch, and ring. 
Tier 3 – Includes condoms and other low efficacy methods such as 
diaphragm, cream, withdrawal, natural family planning. 
No respondent replied emergency contraception as her birth control method 
in the 2008 CWHS.
Overall, 15.8 percent of women refused to answer the question on current 
contraceptive use.  This percentage was even higher among women with 
income at or below 200 percent the FPL; therefore, this group was included 
as subgroup in the analyses.

Source: California Women’s Health Survey, 2008
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1 California Department of Public Health. Statewide Tables from the 2006 Maternal and 
Infant Health Assessment (MIHA) Survey. Table A1. Pregnancy Intention. 2006. http://
www.cdph.ca.gov/data/surveys/Documents/MO-TableA1-PregnancyIntention.xls.  
Accessed July 24, 2009.

2 Guttmacher Institute. In Brief: Improving Contraceptive Use in the United States. 
2008.: http://www.guttmacher.org/pubs/2008/05/09/ImprovingContraceptiveUse.pdf. 
Accessed August 21, 2009.

3 Women who had a hysterectomy and women who answered “infertile” when asked 
their reasons for not using a birth control method

4 Chi-square, P < .0001

Submitted by: Marina J. Chabot, M.S.c.; Carrie Lewis, M.P.H.; and Heike Thiel de 
Bocanegra, Ph.D., M.P.H., California Department of Public Health, Office of Family 
Planning, (916) 650-0467, Marina.Chabot@cdph.ca.gov
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Public Health Message: 
Consistent with prior surveys3 and 
higher rates of adverse health 
outcomes, African American/
Black women were most likely 
to report a younger age at 
menarche (< 12 years).  The 
youngest women (ages 18-24) 
also had the lowest mean age at 
menarche, potentially reflecting 
a birth cohort effect.  Variations 
by age and race/ethnicity in risk 
factors for early menarche such as 
obesity, diet, physical activity, and 
chemical exposures are important 
to identify, because some of 
the factors may be modifiable 
with appropriate education and 
policies.

Age at first menstruation (menarche) 
is a well-defined marker of 
reproductive maturation in 

adolescent females.  Recent reports 
indicate that puberty (defined by breast 
development) appears to be occurring 
at younger ages.1,2  The mean age at 
first menarche appears to have declined 
by about one year during the first half of 
the 20th century and may be continuing, 
but at a slower rate, to a median age of 
12.4 years currently in the U.S.2,3  Early 
menarche, or puberty, is associated 
with shorter adult height and a number 
of problems, including risky behaviors, 
increased risk of teen pregnancy, breast 
cancer, metabolic disorders, and possibly 
infertility.4  Onset of puberty is related to 
larger body size, so the increasing rate 
of childhood obesity likely plays a role 
in earlier age at puberty.5  Reproductive 
development may also be affected by 
exposure to chemicals that mimic or modify 
hormone action.5 

In the 2008 California Women’s Health 
Survey (CWHS), 4,122 California women 
ages 18 and older (83 percent of those 
surveyed) responded to the following 
question, “How old were you when you 
had your first menstrual period?”  The 
responses were categorized for age at 
menarche as younger age (< 12 years), 
12 or 13 years, and older age (> 13 years).  
The proportions of respondents in these 
age categories were compared by current 
age, race/ethnicity, and foreign-born 
versus those born in this country, using 
the Chi-square test to assess statistical 
significance.  Responses were weighted by 
age and race/ethnicity to reflect the 2000 

California adult female population.  These 
weighted proportions were also compared 
to the 1997 survey responses (without 
statistical testing).  Mean age at menarche 
was also examined by demographic 
categories.

Overall, 18.5 percent of women reported 
being younger than age 12 and 28.7 
percent reported being older than age 13 
when they had their first menstrual period.  
The mean age for first menstrual period 
was 12.8 (± 1.6) years.

• The youngest women (ages 18-24) 
were more likely to report younger 
age at menarche (23.5 percent) than 
the oldest women (65 or older, 16.0 
percent), but the overall distribution 
did not vary significantly by age group.  
Similarly, the youngest women (ages 
18-24) had a lower mean age at 
menarche (12.5 years) than the oldest 
women (12.9 years).

• African American/Black women (25.3 
percent) were most likely to report 
younger age at menarche (see Figure 
1), followed by Hispanic women (21.0 
percent) and White women (18.2 
percent), with Asian/Other women 
being least likely (13.7 percent; P < 
.001).  Mean age at menarche followed 
a similar pattern by race/ethnicity, with 
African Americans/Blacks being the 
youngest (12.6 years) and Asians/
Others the oldest (13.1 years).

• Women born in the United States 
were significantly more likely to 
report younger age at menarche 
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(19.4 percent) than were foreign-born 
women (15.9 percent; P < .001), who 
comprised more than one quarter of 
the sample (see Figure 2). 

Comparing over the last decade, the 
percentage of women with a younger age 
at menarche in 1997 (18.8 percent) was 
very similar to 2008 (18.5 percent), as 
was the mean age (12.8 years).  African 
American/Black women had a greater 
increase than the general population in 
the proportion reporting younger age at 
menarche (from 19.1 percent in 1997 to 
25.3 percent in 2008). 

Age at Menarche (or 
First Menses) Among 
California Women, 
2008, by Demographic 
Characteristics and 
Compared to 1997

California Department of Public 
Health
Division of Environmental and 
Occupational Disease Control

Source: California Women’s Health Survey, 2008
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Age at Menarche (or 
First Menses) Among 
California Women, 
2008, by Demographic 
Characteristics and 
Compared to 1997

California Department of Public 
Health
Division of Environmental and 
Occupational Disease Control

Source: California Women’s Health Survey, 2008

1 Herman-Giddens ME, Slora EJ, Wasserman RC., Bourdony, CJ., Bhapkar, MV, Koch, 
GG, Hasemeier C M. Secondary sexual characteristics and menses in young girls 
seen in office practice: a study from the Pediatric Research in Office Settings Network. 
Pediatrics. 1997;99(4):505-512.

2 Euling SY, Herman-Giddens ME, Lee PA, et al. Examination of US puberty-timing 
data from 1940 to 1994 for secular trends: panel findings. Pediatrics. 2008;121 Suppl 
3:S172-S191.

3  McDowell MA, Brody DJ, Hughes JP. Has age at menarche changed? Results from 
the National Health and Nutrition Examination Survey (NHANES) 1999-2004.  
J Adolesc Health. 2007; 40(3):227-231.

4 Golub MS, Collman GW, Foster PM, et al. Public health implications of altered puberty 
timing. Pediatrics. 2008;121 Suppl 3:S218-S230.

5 Euling SY, Selevan SG, Pescovitz, OH, Skakkebaek NE. Role of environmental factors 
in the timing of puberty. Pediatrics. 2008;121 Suppl 3:S167-S171.
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Department of Public Health, Division of Environmental and Occupational Disease Control, 
(510) 620-3638, Gayle.Windham@cdph.ca.gov
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Difficulty Getting 
Pregnant and History of 
Infertility Diagnosis in 
California Women, 2008
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Division of Environmental and 
Occupational Disease Control

 
Public Health Message: 
Approximately one in eight 
California women experience 
a period of difficulty getting 
pregnant, and about half this 
number have been diagnosed 
with infertility.  The differences 
by race/ethnicity may be related 
to differences in the distribution 
of other demographic factors 
such as age at first childbearing, 
awareness, and care-seeking 
behaviors.  The difference by 
health insurance status in women 
receiving an infertility diagnosis, 
but not in women experiencing 
problems getting pregnant, may 
indicate that some women who 
could benefit from receiving a 
medical diagnosis and intervention 
do not have access to fertility 
services. 

Infertility is a multifaceted health problem 
impacting a substantial number of 
couples of reproductive age often 

leading to costly and time-consuming 
treatments.1,2  Infertility may be caused by 
or related to a variety of factors, including 
hormonal and medical (e.g., history of 
pelvic inflammatory disease), lifestyle (e.g., 
nutrition and exercise), and exogenous 
exposures (e.g., tobacco smoke).3,4  
Infertility is a priority addressed in the 
Healthy People 2010 objective 9-12, which 
states: “Reduce the proportion of married 
couples whose ability to conceive or 
maintain a pregnancy is impaired.” 5

In the 2008 California Women’s Health 
Survey (CWHS), 4,978 women ages 18 
and older were asked, “Have you ever 

tried for more than 12 months to get 
pregnant and weren’t successful?” and 
“Have you ever been told by a doctor or 
other health professional that you have 
a fertility problem?” and if so, “How old 
were you when you were told this?”  In 
the analyses, responses were weighted 
by age and race/ethnicity to reflect the 
2000 California adult female population. 
The proportions of women responding yes 
were compared by age, race/ethnicity, 
and health insurance status using the 
Chi-square test.  Responses were also 
compared qualitatively to responses from 
these questions asked in the 2003 CWHS 
(for adult women ages 50 or younger) and 
the 2007 CWHS.6,7  Too few women ages 
18 to 24 reported problems conceiving or 
infertility, so they were not included. 

Source: California Women’s Health Survey, 2008
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Source: California Women’s Health Survey, 2008

In 2008, 12.2 percent of California women 
surveyed reported having ever tried to get 
pregnant for more than 12 months without 
succeeding, which was within the range of 
responses in previous years (11.0 percent 
in 2003 and 13.4 percent in 2007).

• The proportion varied significantly by 
age, with women ages 35 to 44 and 
ages 45 to 54 most likely to report 
ever experiencing problems getting 
pregnant (14.8 and 14.3 percent, 
respectively), followed by ages 55 to 
64 (13.7 percent), ages 25 to 34 (12.3 
percent) and ages 65 or older (9.8 
percent; P < .05). 

• White women were more likely to 
report having ever experienced 
problems getting pregnant (13.6 
percent) than African American/Black 
women (9.4 percent), Hispanic women 
(9.2 percent) and Asian/Other women 
(12.6 percent; P < .05; see Figure 

Difficulty Getting 
Pregnant and History of 
Infertility Diagnosis in 
California Women, 2008

California Department of Public 
Health
Division of Environmental and 
Occupational Disease Control

1).  Only 7.6 percent of Asian/Other 
women reported these problems in 
2003, but rates for other race/ethnicity 
categories were similar. 

• Women with health insurance 
were not significantly more likely to 
report problems getting pregnant 
(12.4 percent) than women without 
insurance (10.4 percent).

In 2008, 6.4 percent of California women 
reported ever being told they had a fertility 
problem; however, 17.2 percent did not 
provide a response.  Among respondents, 
7.7 percent reported problems, similar to 
the 2007 results.

• Although not significant, a slightly 
higher proportion of women ages 
45 to 54 (9.8 percent) reported ever 
having been diagnosed with fertility 
problems than did women ages 55 to 
64 (8.1 percent), women 65 or older 
(6.2 percent), women ages 35 to 44 
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Difficulty Getting 
Pregnant and History of 
Infertility Diagnosis in 
California Women, 2008

California Department of Public 
Health
Division of Environmental and 
Occupational Disease Control

(8.8 percent), and women 25 to 34 (6.4 
percent; P = .09). 

• White women were significantly more 
likely to report having been diagnosed 
with infertility (9.8 percent) than African 
American/Black women (3.6 percent), 
Hispanic women (3.7 percent), and 
Asian/Other women (6.1 percent) (P 
< .001; Figure 2). Asian/Other women 
reported infertility somewhat more 

frequently in 2008 than in 2007 (5.0 
percent).

• A higher proportion of women with 
health insurance (8.3 percent) reported 
ever having been diagnosed with a 
fertility problem than women without 
insurance (4.4 percent; P < .001).  
However, it is not known whether 
current insurance status reflects status 
when fertility problems occurred. 

1 Gnoth C, Godehardt E, Frank-Herrmann PF, Friol K, Tigges J, Freundi G. Definition 
and prevalence of subfertility and infertility. Human Reprod. 2005; 20(5):1144-1147.

2 Mosher W, Pratt W. Fecundity and infertility in the United States, 1965-88. Advance 
Data, National Center for Health Statistics, Centers for Disease Control and 
Prevention, USDHHS/PHS, no. 192, December 4, 1990:2-6.

3 Westhoff CL. The epidemiology of infertility. In: Kiely M, ed. Reproductive and Perinatal 
Epidemiology. Boca Raton, FL: CRC Press; 1990:43-61.

4 Buck GM, Sever LE, Batt RE, Mendola P. Life-style factors and female infertility. 
Epidemiol. 1997;8(4):435-441.

5 Healthy People 2010 Objective 9-12. Healthy People 2010. http://www.healthypeople.
gov/2010/document/html/objectives/09-12.htm. Accessed December 12, 2009.

6 Chow J, Lifshay J, Bolan G. Infertility: Problems Getting Pregnant and Past Infertility 
Diagnosis Among California Women, 2003. Sacramento, CA; Department of Health 
Care Services and California Department of Public Health, Office of Women’s Health; 
2006. Data Points: Results from the California Women’s Health Survey; 2003-2004; 
vol. 4 (20). http://www.dhcs.ca.gov/dataandstats/reports/Documents/OWHReports/
DataPoints2003-2004/OWH-DP21.03-04.pdf Published Summer 2006. Accessed 
December 12, 2009.

7 Windham G, Fan C. Difficulty Getting Pregnant and History of Infertility Diagnosis 
in California Women, 2007, and Trends Over the Last Decade. Sacramento, CA: 
Department of Health Care Services and California Department of Public Health, Office 
of Women’s Health; 2010. Data Points: Results from the 2006-07 California Women’s 
Health Survey; vol 6(8).  http://www.dhcs.ca.gov/dataandstats/reports/Documents/
OWHReports/DataPoints2006-2007/DP8.06-07.pdf. Published Fall 2010. Accessed 
November 2010.
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Non-Pregnant Women 
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Public Health Institute

 
Public Health Message: 
Diseases, defects, and deaths in 
neonates and infants caused by 
alcohol consumption and smoking 
among pregnant women and 
women attempting to get pregnant 
are completely preventable.  The 
trends for these risk behaviors 
are generally declining in this 
population; however, any women 
who engage in these behaviors 
are potentially putting their 
children at risk.   Interventions in 
the primary care and community 
settings have been shown 
to be effective in reducing 
smoking and drinking and are 
recommended.9,10,11

It is recommended that women who 
are pregnant or of child-bearing age 
abstain from alcohol consumption 

and tobacco use because of teratogenic 
risks to their potential children.1-3  Prenatal 
exposure to alcohol can cause a collection 
of negative effects called fetal alcohol 
spectrum disorders, which include fetal 
alcohol syndrome, alcohol-related neuro-
developmental disorders, and alcohol-
related birth defects.4,5  Cigarette smoking 
during pregnancy increases the risk of 
preterm birth, the leading cause of infant 
death.6,7  Smoking is also associated with 
lower birth weight, spontaneous abortion, 
and sudden infant death syndrome (SIDS).8 

Since the inception of the California 
Women’s Health Survey (CWHS) in 1997, 
respondents have been annually asked 

about alcohol consumption, tobacco use, 
and pregnancy status.  The question 
regarding attempting to become pregnant 
was asked in every year except 1998.  For 
this analysis, alcohol consumption was 
defined as any alcohol use in the past 
30 days.  Use of tobacco was defined as 
smoking cigarettes every day or some days 
in the past 30 days.  Pregnancy status 
was broken into three mutually exclusive 
groups: pregnant, currently attempting 
to get pregnant, and not pregnant or 
attempting to get pregnant.

This report focuses on the trends in 
smoking and drinking behavior among 
women of childbearing age (ages 18 to 44).  
The 1997 to 2008 surveys included 1,389 
respondents who were pregnant, 1,219 
who were attempting to get pregnant, and 

* Excludes 1998 data
Source: California Women’s Health Surveys, 1997-2008
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24,836 who were not pregnant or trying 
to get pregnant.  Because the sample 
size for each single year was too small 
for analysis, the data were analyzed in 
four-year group aggregates: 1997 to 2000 
(excluding 1998), 2001 to 2004, and 2005 
to 2008.  Responses were weighted by 
age and race/ethnicity to reflect the 2000 
California adult female population.  Chi-
square analysis was performed to test for 
significance. 

Alcohol consumption

• The prevalence of alcohol consumption 
in the past month among pregnant 
women significantly decreased from 
1997 to 2008 (P < .01; see Figure 1).  
From 1997 to 2000, 13.9 percent of 
pregnant women reported consuming 
alcohol in the past month versus 6.4 
percent during 2005 to 2008.

• The prevalence of alcohol 
consumption in the past month among 
women who were currently attempting 
to get pregnant increased slightly 

Trends in Alcohol and 
Tobacco Use Among 
Pregnant Women and 
Non-Pregnant Women 
1997-2008

California Department of Public 
Health
Cancer Surveillance and 
Research Branch
Survey Research Group Section
Public Health Institute

between 1997 to 2000 and 2005 
to 2008 from 51.8 percent to 53.3 
percent, although this increase was not 
statistically significant. 

• The prevalence of alcohol consumption 
in the past month among women who 
were not pregnant or attempting to get 
pregnant decreased significantly from 
1997 to 2008 (P < .05): From 1997 
to 2000, 53.6 percent, of women who 
were not pregnant or attempting to get 
pregnant reported drinking alcohol in 
the past month.  This increased slightly 
to 54.6 percent from 2001 to 2004 and 
decreased to 52.2 percent from 2005 
to 2008.

Tobacco use

• Smoking among pregnant women 
decreased from 1997 to 2008 from 
7.0 percent during 1997 to 2000 to 3.2 
percent during 2005 to 2008, although 
the difference was not significant (see 
Figure 2). 

* Excludes 1998 data
Source: California Women’s Health Surveys, 1997-2008
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Trends in Alcohol and 
Tobacco Use Among 
Pregnant Women and 
Non-Pregnant Women 
1997-2008

California Department of Public 
Health
Cancer Surveillance and 
Research Branch
Survey Research Group Section
Public Health Institute

• Among women who were attempting 
to get pregnant, smoking decreased 
from 13.1 percent during 1997 to 
2000 to 10.8 percent during 2005 to 
2008, although the difference was not 
significant.

• Prevalence of smoking among women 
who were not pregnant or attempting 
to get pregnant decreased significantly 
from 1997 to 2008 (P < .001).  From 
1997 to 2000, 17.6 percent of women 
not pregnant or trying to get pregnant 
reported smoking every day or some 
days.  This number decreased to 13.3 
percent between 2005 to 2008.

1 US Department of Health and Human Services, US Department of Agriculture. Dietary 
Guidelines for Americans, 2005. 6th Ed. Washington, DC: US Government Printing 
Office; January 2005.

2 U.S. Department of Health and Human Services. U.S. Surgeon General Releases 
Advisory on Alcohol Use in Pregnancy. Washington, DC: Office of the Surgeon 
General; 2005. http://www.surgeongeneral.gov/pressreleases/sg02222005.html. 
Accessed July 28, 2009

3 Centers for Disease Control and Prevention. Before You Become Pregnant. Atlanta, 
GA: Centers for Disease Control and Prevention. http://www.cdc.gov/ncbddd/
pregnancy_gateway/before.htm. Accessed July 28, 2009. 

4 Centers for Disease Control and Prevention. Information, Fetal Alcohol Syndrome. 
Atlanta: Centers for Disease Control and Prevention. 2006 NCBDDD, CDC. http://
www.cdc.gov/ncbddd/fas/fasask.htm.  Accessed July 28, 2009. 

5 Spohr HL, Steinhausen HC, eds. Alcohol, Pregnancy and the Developing Child. 
Cambridge, MA: Cambridge University Press; 1996. 

6 Wisborg K, Henriksen TB, Hedegaard M, Secher NJ. Smoking during pregnancy and 
preterm birth. Br J Obstet Gynaecol. 1996;103(8):800-805.

7 Callaghan WM, MacDorman MF, Rasmussen SA, Qin C, Lackritz EM. The 
contribution of preterm birth to infant mortality rates in the United States. Pediatrics. 
2006;118(4):1566-1573. 

8 Zuckerman B. Marijuana and cigarette smoking during pregnancy: neonatal effects. In: 
Ira J Chasnoff, eds. Drugs, Alcohol, Pregnancy, and Parenting. Boston, MA: Kluwer 
Academic Publishers. 1988;73-90

9 Centers for Disease Control and Prevention. Preventing Alcohol-Exposed 
Pregnancies, Fetal Alcohol Syndrome. Atlanta: Centers for Disease Control and 
Prevention. NCBDDD, CDC; 2006. http://www.cdc.gov/ncbddd/fas/fasprev.htm.  
Accessed July 28, 2009. 
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10 US Preventive Services Task Force. Counseling to Prevent Tobacco Use and 
Tobacco-Caused Disease: Recommendations Statement. Rockville, MD: Agency for 
Healthcare Research and Quality; 2003.

11 US Preventive Services Task Force. Screening and Behavioral Counseling 
Interventions in Primary Care to Reduce Alcohol Misuse: Recommendation Statement. 
Rockville, MD: Agency for Healthcare Research and Quality; 2004.
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to Cervical Cancer 
Screening? Experience 
of California Women 
Ages 25 to 64 Who 
are Never or Rarely 
Screened, 2008 
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Public Health Message: 
Even though a small percentage 
of women surveyed in 2008 
were never or rarely screened for 
cervical cancer, not having health 
insurance is still a risk factor for 
not being adequately screened. 
It is important for government 
programs to continue to provide 
free cervical cancer screening 
services for underinsured, 
uninsured, and low income 
women in California, 25 years and 
older, to help reduce this disparity.

Cervical cancer is an entirely 
preventable disease.  Regular 
Papanicolaou (Pap) test screening 

is an effective way to detect cervical 
cancer early.  It has been reported that 
there are three major categories of factors 
associated with screening, which are: 
i) sociodemographic characteristics, 
such as race/ethnicity, education, and 
age; ii) psychosocial influences such 
as knowledge, risk perception, and 
the practice of other health behaviors; 
and iii) health system factors such as 
health insurance coverage, physician 
recommendation, and the usual source of 
health care.1  Having health insurance is 
positively correlated with regular cancer 
screening. 

Government programs for eligible 
women offer regular screening services 
to underserved populations.2  One is the 
National Breast and Cervical Cancer Early 
Detection Program funded by the Cancer 
Detection Section’s Cancer Detection 
Programs: Every Woman Counts, which 
provides free cervical cancer screening 
services to uninsured, underinsured, and 
low-income California women. 

This report focuses on barriers to cervical 
cancer screening among never or rarely 
screened women in California.  Data from 
the California Women’s Health Survey 
for 2008 were used in this analysis.  
Respondents were asked if they had ever 
had a Pap test and if so, how long it had 
been since their last one.  Women ages 
25 to 64 were analyzed by age (25 to 44 
years or 45 to 64 years) and their health 
insurance status.  Respondents were 
categorized by the length of time since they 

were last screened.  Those reporting that 
their last Pap test was more than five years 
ago or that they had never been screened 
were grouped and described as never or 
rarely screened.  The survey responses 
in these analyses were weighted by race/
ethnicity and age distribution to reflect the 
2000 California adult female population.  
Women were excluded from the analysis if 
they refused to respond or answered that 
they did not know when asked if they have 
had a hysterectomy.  Chi-square tests were 
used to test the significance of differences 
in responses between the groups. 

• Data showed that in California, 91.8 
percent of women ages 25 to 64 were 
screened for cervical cancer in the past 
3 years, 3.2 percent in the past 4 to 5 
years, and 5.0 percent had never or 
rarely been screened. 

• For those with health insurance, 3.6 
percent had never or rarely been 
screened compared to 11.6 percent 
of those without health insurance (P < 
.01). 

• In both age groups, the percentage 
of never or rarely screened women 
was higher for those without health 
insurance compared to those with 
insurance (P < .01; see Figure 1).  The 
rate for women ages 45 and under 
who did not have insurance was 
almost twice the rate of women with 
insurance (6.2 percent vs. 3.2 percent).  
The rate for women ages 45 to 65 
who did not have insurance was over 
five times as high as the rate for those 
with insurance (23.2 percent vs. 4.1 
percent). 
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Insurance a Barrier 
to Cervical Cancer 
Screening? Experience 
of California Women 
Ages 25 to 64 Who 
are Never or Rarely 
Screened, 2008 
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Source: California Women’s Health Survey, 2008  

1 Meissner HI, Yabroff KR, Dodd KW, Leader AE, Ballard-Barbash R, Berrigan D. Are 
patterns of health behavior associated with cancer screening? Am J Health Promot. 
2009;23(3):168-175.

2 Westin SN, Bustillos D, Gano JB, et al. Social factors affecting treatment of cervical 
cancer – ethical issues and policy implications. Obstet Gynecol. 2008;111(3):747-751. 

Submitted by: Nana Tufuoh, M.D., M.P.H.; Weihong Zhang, M.S.; and Sherie Smalley, 
M.D., California Department of Public Health, Cancer Detection Section, Evaluation and 
Research Unit, (916) 324-0090, Nana.Tufuoh@cdph.ca.gov 



OFFICE OF WOMEN’S HEALTH

Data Points
CALIFORNIA  DEPARTMENT OF HEALTH CARE SERVICES AND CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

 DEPARTMENT OF HEALTH CARE SERVICES  CALIFORNIA DEPARTMENT OF PUBLIC HEALTH
 Toby Douglas, Director  Ron Chapman, MD, MPH, Director

CWHS

Issue 7, Spring 2012, Num. 10

RESULTS FROM THE 2008 CALIFORNIA WOMEN’S HEALTH SURVEY

Women of Reproductive 
Age Who Did Not 
Receive Routine Dental 
Care, 2008
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Public Health Message: 
Regular use of the oral health 
care delivery system provides 
opportunities for early detection 
of oral disease and clinical 
preventive and treatment services, 
which are integral to general 
health and well-being.  However, 
in 2008, 30.2 percent of California 
women of reproductive age did not 
receive routine dental care during 
the previous year.  More than half 
of those women reported that 
cost or lack of health insurance 
coverage was the main reason 
they did not receive dental care. 

Oral health is integral to general 
health and well-being.1  Oral 
infections can have profound 

effects on overall physical health and 
have been associated with cardiovascular 
disease, adverse pregnancy outcomes, 
diabetes, pulmonary disease, and stroke.1  
Additionally, neglecting one’s oral health 
can result in poor diet and nutrition, lack 
of sleep, low self-esteem, poor social 
interactions, or loss of work.1,2  Oral 
examinations and dental cleanings offer 
opportunities for risk screenings, health 
education, and effective interventions as 
part of routine oral health care. 
 
Oral diseases such as periodontal disease 
and dental caries are largely preventable.3  
However, among women of reproductive 
age, these oral diseases are highly 
prevalent, especially among low-income 
and certain racial and ethnic minority 
groups.3  Although still under investigation, 
some studies have reported associations 
between maternal periodontal disease and 
an increased risk of preterm birth, low birth 
weight, and gestational diabetes.4   Early 
detection of oral disease helps women 
begin pregnancy in optimal health.

This data point examines routine dental 
care within the past year among California 
women of reproductive age (18-44) in 
2008.  In the 2008 California Women’s 
Health Survey, women were asked: (1) 
about how long it had been since they 
last visited a dentist for a routine dental 
checkup, cleaning, or examination; and (2) 
the main reason for not receiving this type 
of care.  The survey data were weighted by 
age and race/ethnicity to reflect the 2000 
California adult female population.  The 

findings were based on 1,914 women who 
answered the routine care question and the 
subset of 573 women who had not visited 
a dentist for a checkup in the past year, all 
of whom provided the main reason they did 
not receive routine dental care. 

• Almost one-third of women (30.2 
percent) did not receive routine dental 
care in the past year. 

• The prevalence of not receiving 
routine dental care was highest among 
women who had no health insurance 
(51.6 percent), did not graduate 
from high school or obtain a General 
Education Development (GED) test 
(45.4 percent), reported income below 
the federal poverty level (FPL; 42.1 
percent), and/or were Hispanic and 
born outside the United States (43.2 
percent) than the prevalence in the 
other groups (P < .0001; see Figure 1).

 
• Almost half (46.5 percent) of the 

women who reported poor general 
health did not receive routine dental 
care versus 29.8 percent among 
women who reported fair to excellent 
health (P < .05). 

• Women who smoke are at increased 
risk for oral cancer and periodontal 
disease, yet 40.9 percent of current 
smokers did not receive routine dental 
care compared with 28.7 percent of 
non-smokers (P < .01). 

• More than half (52.7 percent) of the 
women who did not receive routine 
dental care stated that cost or lack of 
dental insurance was the main reason.
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• More than 50 percent of California 
births are to Hispanic women, thus 
the health status of Hispanics is of 
particular interest.  Among Hispanic 
women who did not receive routine 
dental care in the past year, 65.2 
percent of those born outside the 
United States reported that cost or 
lack of dental insurance was the main 
reason versus 42.9 percent of those 
born in the United States (P < .01). 

 

Women of Reproductive 
Age Who Did Not 
Receive Routine Dental 
Care, 2008

California Department of Public 
Health
Maternal, Child and Adolescent 
Health Program

• Among women who did not get a 
routine dental check-up because of 
cost or lack of insurance, 44.8 percent 
reported they had Medicaid health 
insurance (Medi-Cal), which included 
a range of dental services through the 
Medicaid Dental Program known as 
Denti-Cal. 

GED – General Education Development; HS – High School; FPL – Federal 
Poverty Level
Note: All differences were statistically significant (P < .0001).
Source: California Women’s Health Survey, 2008

1 U.S. Department of Health and Human Services. Oral Health in America: A Report of 
the Surgeon General. Rockville, MD: US Department of Health and Human Services, 
National Institute of Dental and Craniofacial Research, National Institutes of Health; 
2000.

2 Ramos-Gomez F. Oral health disparities among Latinos in California: Implications 
for a binational agenda. California Program on Access to Care Findings; 2008. http://
cpac.berkeley.edu/documents/ramos_gomez_findings.pdf .  Published June 2008. 
Accessed November 14, 2008. 
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Women of Reproductive 
Age Who Did Not 
Receive Routine Dental 
Care, 2008

California Department of Public 
Health
Maternal, Child and Adolescent 
Health Program

3 Boggess KA, Edelstein BL. Oral health in women during preconception and pregnancy: 
Implications for birth outcomes and infant oral health. Matern Child Health J. 2006;10(5 
Suppl):S169-174.

4 National Maternal and Child Oral Health Resource Center. Access to Oral Health Care 
during the Perinatal Period: A Policy Brief. Washington, DC: Georgetown University; 
2008.

Submitted by: LouAnn Barr, M.S.W.; Cheryl Terpak, R.D.H., M.S.; and Katie Martin, Ph.D., 
M.P.H., California Department of Public Health, Maternal, Child and Adolescent Health, 
(916) 650-0321, LouAnn.Barr@cdph.ca.gov
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Public Health Message: 
California women with a disability 
are more likely than those 
without a disability to have food 
insecurity.  This is particularly 
true among those with a disability 
and with poor health, with one 
in two having limited access to 
food.  When implementing public 
health policies and interventions, 
it is important to address food 
security by providing appropriate 
support, services, and accessible 
resources to this underserved 
and vulnerable population.  
Methods of doing this include 
promoting availability of accessible 
transportation to buy affordable 
groceries, making food delivery 
services available, and ensuring 
that public safety nets (e.g., food 
banks and food stamps) are 
useable by all women, including 
those with a disability.

Food security or ready access 
to enough food at all times, is a 
measure of true vulnerability and 

unmet need and is a useful tool to examine 
the real effects of poverty.  Limited access 
to food is an obvious threat to health, 
and the food that people with low food 
security eat is often high in fat and low 
in nutrient value.  It has been shown that 
people with a disability are more likely to 
live in poverty and thus more likely to face 
issues with food security.1  Additionally, 
people with a disability often have poor 
health, both because poor health may be 
part of the disability and because disability 
is often associated with inactivity and 
obesity.1,2  A key goal of the Living Healthy 
with a Disability Program at the California 
Department of Public Health is to improve 
the health and quality of life of people 
with a disability.  This report uses the 
California Women’s Health Survey (CWHS) 
to examine the vulnerable population 
of women with a disability and explore 
whether those with poorer health are 
also those with the greatest level of food 
insecurity. 

Women with a disability (WWD) were 
identified in the CWHS as those either 
limited in activities due to a physical, 
mental, or emotional problem, or those 
requiring the use of special equipment 
(e.g., as a cane, wheelchair, or special 
telephone) for a health problem.  A 
validated set of six questions about 
food supply and monetary constraints 
during the previous year was used to 
categorize women as “food secure” or 
“food insecure.”3, 4  Four questions were 
used as indicators of health status:5 (1) 
General health: respondents ranked their 

general health as excellent, very good, 
good, fair, or poor; (2) physical health: 
respondents reported the number of days 
in the previous month that their physical 
health was not good; (3) mental health: 
respondents reported the number of days 
in the previous month that their mental 
health was not good; and (4) activity 
restrictions: respondents reported the 
number of days in the previous month 
that their usual activities (e.g., self-care, 
work, or recreation) were restricted by poor 
health. 

In these analyses, “poor health status” 
was defined as a response of fair or 
poor general health, reporting that either 
physical or mental health was not good 
in the previous month for 14 or more 
days, or that activity was restricted for 14 
or more days.  All others were classified 
as having “good health status” for each 
category.  Responses were weighted in 
these analyses by age and race/ethnicity 
to reflect the 2000 California adult female 
population. 

In 2008, 20.4 percent of respondents to the 
CWHS reported having a disability, and 
35.0 percent of this group reported being 
food insecure compared to 22.8 percent of 
women without a disability.6

In each of the measures of health status, 
among women with a disability, those with 
poor health were more likely to be food 
insecure (see Figure 1).6

• WWD who ranked their general health 
status as poor were nearly twice as 
likely to be food insecure than those 
who ranked this measure as good 
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(48.5 percent versus 27.0 percent). 
• WWD who ranked their physical health 

as poor were 1.5 times more likely 
to be food insecure than those who 
ranked this measure as good (45.2 
percent versus 29.5 percent).

• WWD who ranked their mental health 
as poor were more than twice as likely 
to be food insecure as those who 
ranked this measure as good (57.2 
percent versus 26.3 percent). 

• WWD who ranked their activity 
restrictions as poor were 1.7 times 

Food Security and Health 
Status Among California 
Women With a Disability, 
2008

California Department of Public 
Health 
Safe and Active Communities 
Branch
Living Healthy with a Disability 
Program

more likely to be food insecure than 
those who ranked this measure 
as good (55.0 percent versus 32.1 
percent).

Among women with a disability, the sickest 
women had the lowest level of food 
security.  This represents an extremely 
fragile population, vulnerable to long-term 
chronic health problems often exacerbated 
by particular disabilities.  The causal nature 
of the relationship between food security 
and health status in women with a disability 
is unclear, and further research needs to 
describe precisely the role food security 
plays in the lives of these women.  

Source: California Women’s Health Survey, 2008

1 California Department of Public Health, SAC Branch, Living Healthy with a Disability 
Program. Disability in California, Summer 2009.

2 Disability and Health State Chartbook - 2006: Profiles of Health for Adults with 
Disabilities. Atlanta, GA: Dept of Health and Human Services, Centers for Disease 
Control and Prevention; 2009. http://www.cdc.gov/ncbddd/dh/chartbook/default.htm

3 Food Security in the United States: Measuring Household Food Security. US 
Department of Agriculture, Economic Research Service; 2008. http://www.ers.usda.
gov/Briefing/FoodSecurity/measurement.htm.
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4 U.S. Household Food Security Module: Six-Item Short Form. US Department of 
Agriculture; 2008. http://www.ers.usda.gov/Briefing/foodsecurity/surveytools/short2008.
pdf.

5 National Center for Chronic Disease Prevention and Health Promotion. Health-Related 
Quality of Life. Atlanta, GA: Dept of Health and Human Services, Centers for Disease 
Control and Prevention; 2009. http://www.cdc.gov/hrqol/. 

6 All P < .0001.

Submitted by: Julie Cross Riedel, Ph.D. and Nancy Guenther, M.S.T., California 
Department of Public Health, Safe and Active Communities Branch, Living Healthy with a 
Disability Program, (916) 552-9851, julie.crossriedel@cdph.ca.gov

Food Security and Health 
Status Among California 
Women With a Disability, 
2008

California Department of Public 
Health 
Safe and Active Communities 
Branch
Living Healthy with a Disability 
Program



OFFICE OF WOMEN’S HEALTH

Data Points
CALIFORNIA  DEPARTMENT OF HEALTH CARE SERVICES AND CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

 DEPARTMENT OF HEALTH CARE SERVICES  CALIFORNIA DEPARTMENT OF PUBLIC HEALTH
 Toby Douglas, Director  Ron Chapman, MD, MPH, Director

CWHS

Issue 7, Spring 2012, Num. 12

RESULTS FROM THE 2008 CALIFORNIA WOMEN’S HEALTH SURVEY

Receipt of Mental Health 
Treatment Among Adult 
California Women 
Wanting Treatment, 2008

California Department of Public 
Health
Cancer Surveillance and 
Research Branch
Survey Research Group Section

 
Public Health Message: 
Although these results indicate 
an increase in the receipt of 
mental health treatment among 
minorities in California, in 2008 
more than 30 percent of Whites, 
Hispanics and Asians/Others and 
more than 25 percent of African 
Americans/Blacks wanting mental 
health treatment did not receive 
treatment.  This indicates that 
more efforts need to be made to 
provide ways for people who want 
treatment, to get the mental health 
treatment they need. 

Reports from the U.S. Surgeon 
General have stressed the 
importance of improving mental 

health treatment.1  Treatment for mental 
health problems is recommended 
because it is effective and research has 
demonstrated this effectiveness.1  Although 
a large proportion of adults in the United 
States have not received treatment for their 
mental health problems, there is evidence 
that both mental health literacy and the 
willingness to seek mental health treatment 
have increased.2

The 1997 to 2000 and 2002 to 2008 
California Women’s Health Surveys 
(CWHS) included two questions on mental 
health treatment that were sponsored by 
the Department of Social Services.  The 
first question asked respondents if they 
had wanted mental health treatment in 
the previous 12 months.  If they answered 
yes to the first question, they were asked 
a second question about whether or not 
they received treatment.  (Data from 2001 
were not included in the analysis because 
the information from that year was not 
consistent with other years.  In 2001, 
respondents were not first asked if they had 
wanted mental health treatment.)  Using 
CWHS data from 1997 to 2000 and 2002 
to 2008, this research examined trends 
in the prevalence of treatment for mental 
health problems by race/ethnicity among all 
women in California who felt the need for 

treatment.  Responses were weighted by 
age and race/ethnicity to reflect the 2000 
California adult female population. 

The analysis included a total of 10,762 
women ages 18 and older who reported 
that they wanted mental health treatment 
in the previous year for the years 1997 to 
2000 and 2002 to 2008.  The number of 
women in the analysis by year is given in 
Figure 1.

A trend analysis was performed for all 
California women ages 18 and older and 
separately for Whites, African Americans/
Blacks, Hispanics, and Asians/Others (see 
Figure 2).  Trends were tested for statistical 
significance by fitting a logistic regression 
model for each race/ethnicity group. 

Overall rates of mental health treatment 
have been increasing for all race/ethnicities 
except Whites.  Between 1997 and 2000 
the prevalence of mental health treatment 
exhibited great variation within all racial/
ethnic groups.  Between 2002 and 2008, 
a significant upward trend was found 
among all races/ethnicities except for 
Whites.3   African Americans/Blacks had a 
significant increase in the rate of treatment 
between 2003 and 2004 from 40.6 percent 
to 72.8 percent (P < .001), then remained 
fairly stable in subsequent years.  Among 
Hispanics, the rate was lowest in 2002 
(43.8 percent) and highest in 2006 (66.8 

Source: California Women’s Health Survey, 1997-2000, 2002-2008
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percent; P < .05).   Asians/Others had a 
pattern similar to that seen for Hispanics, 
but with slightly higher rates: the rate was 
lowest in 2002 (50.5 percent) and highest 
in 2006 (70.0 percent; P < .05).  For 
Whites, the trend remained fairly stable 
throughout the years.  The rate for Whites 
in 2002 was not significantly different than 
the rate for Whites in 2008 (67.0 percent 
vs. 69.1 percent, respectively).  

Overall the results indicate that the 
percentage of adult California women 

Receipt of Mental Health 
Treatment Among Adult 
California Women 
Wanting Treatment, 2008

California Department of Public 
Health
Cancer Surveillance and 
Research Branch
Survey Research Group Section

receiving mental health treatment among 
those wanting treatment has increased, 
particularly after 2001.  This increase was 
significant among African Americans/
Blacks, Hispanics, and Asians/Others but 
not among Whites.  These results indicate 
that the rates among African Americans/
Blacks, Hispanics, and Asians/Others are 
approaching the rates for Whites.  In fact, in 
2008 there were no significant differences 
between the rates for Whites, African 
Americans/Blacks, Hispanics and Asians/
Others.

1 Department of Health and Human Services. Mental Health: A Report of the Surgeon 
General. 1999. http://www.surgeongeneral.gov/library/mentalhealth/home.html. 
Accessed August 2009.

2 Angermeyer MC, Holzinger A, Matschinger H. Mental health literacy and attitude 
towards people with mental illness: a trend analysis based on population surveys in the 
eastern part of Germany. Eur Psychiatry. 2009; 24(4): 225-232.

3 The term “White“ refers to Whites of Non-Hispanic origin.

Submitted by: Joan F. Epstein, M.S., California Department of Public Health, Cancer 
Surveillance and Research Branch, Survey Research Group, (916) 779-0114,  
jepstein@ccr.ca.gov

Source: California Women’s Health Survey, 1997-2000, 2002-2008
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Public Health Message: 
Low-income women, particularly 
those most vulnerable to irregular 
access to adequate nutritious 
food, are more likely than other 
women to report behaviors that do 
not support weight loss or weight 
loss maintenance.  Actionable 
messages for these audiences 
targeting specific healthy 
weight-related habits paired 
with initiatives to build healthy 
communities can be an effective 
public health strategy to fight 
obesity.

Nearly one quarter of all California 
women are obese, and almost 
30 percent are overweight.1  

Certain lifestyle habits and specific food 
consumption behaviors have been 
identified in the literature as associated with 
the likelihood of achieving and maintaining 
healthy weight.  Conversely, not having 
these habits and consumption patterns 
raises the risk of obesity and weight gain.2-5

The Network for a Healthy California 
(Network) is a nutrition education program 
that targets low-income Californians, 
primarily women and their school-age 
children, who are participants in the 
Supplemental Nutrition Assistance 
Program (SNAP).6   The Network’s 
educational goals are to increase fruit and 
vegetable consumption, increase physical 
activity, reduce food insecurity, and reduce 
chronic disease through obesity prevention.

This analysis was conducted using 
records from the 3,721 women who were 
not pregnant and were at least one year 
postpartum who reported valid body 
weights on the 2008 California Women’s 
Health Survey (CWHS).  Core questions 
in the CWHS asked women to self-report 
height and weight, which were used to 
calculate their body mass index (BMI).7 

Using nine questions related to protective 
behaviors and risk factors for obesity, 
respondents were asked about the:

• Weekly minutes of moderate to 
vigorous physical activity (calculated 
from two core questions)

• Hours of TV watched on a typical 
weekday

• Average daily servings of fruit and 
vegetables

• In the past month:
 o Number of times respondents   

       weighed themselves
 o Number of days on which a            

       respondent kept a “food diary”
 o Number of times respondents  

       consumed: 
  ◊ Breakfast
  ◊ Food from a fast-food restaurant
  ◊ High-fiber cereal 
  ◊ Soda or other sweet beverage.8

Respondents were also asked the U.S, 
Department of Agriculture’s standardized 
six-item validated short form of the 
food security scale for measuring food 
insecurity.9   Based on their answers, 
women were classified into three groups: 
food secure, food insecure without hunger, 
and food insecure with hunger.10   Women 
were asked about their present body 
weight goal (“lose weight,” “keep off weight 
you have lost,” “stay the same weight,” 
“gain weight,” or “not doing anything to 
control weight in any way”).  They were 
also asked sociodemographic questions 
to classify their household income by ratio 
to the federal poverty level (FPL) and to 
identify their participation in SNAP.

The relationship between the nine lifestyle 
and food consumption behaviors and 
obesity was initially examined by stepwise 
regression to identify major variables 
contributing to differences in BMI.  Only 
the variables that contributed significantly 
in the presence of the other variables were 
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retained in the model.  Subsequently, 
eating high-fiber cereal and self-weighing 
were dropped out of the model because 
they did not statistically improve the 
prediction of BMI in linear regressions.  
The remaining variables were used to 
construct an additive seven-point risk 
factor score.  One point was assigned for 
each of the following risk factors: less than 
300 minutes of physical activity per week; 
keeping a food diary fewer than 20 days 
a month; watching two or more hours of 
TV on weekdays; eating fewer than five 
servings a day of fruit and vegetables; 
eating breakfast less than six times a 
week; eating fast food two or more times a 
week; and drinking soda/sweet beverages 
at least once a day.  The relationship 
between this composite risk factor score, 
sociodemographic (poverty level, SNAP 
participation), and personal characteristics 
(weight goal, food security) was examined 
using bivariate statistics.  Regression 

California Women and 
Risk Factor Behaviors 
for Obesity Prevention: 
Weight Goals, Poverty, 
and Food Stamp 
Participation, 2008

California Department of Public 
Health 
Cancer Control Branch 
Network for a Healthy California 
Public Health Institute

analysis was subsequently performed to 
identify the relative effect of each of the 
seven risk factors on obesity.  Responses 
were weighted in these analyses by age 
and race/ethnicity to reflect the 2000 
California adult female population.

• Out of a possible seven obesity risk 
factors, the mean score for all women 
was 3.9.  A higher risk factor score 
indicates fewer healthy habits.

• Overweight or obese women had 
significantly higher risk factor scores 
(4.0 and 4.2, respectively) than women 
at healthy weight (3.7; P < .001 across 
the category and P < .05 within the 
category).  No statistical difference was 
found between the risk factor score of 
underweight women (3.9) and those of 
healthy weight or overweight women. 

Note: HH – house hold; SNAP - Supplemental Nutrition Assistance Program 
Source: California Women’s Health Survey, 2008
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• Women presently trying to maintain 
weight had a lower risk factor score 
(3.6) than women in any of the other 
present body weight goal categories 
(3.9-4.1; P < .001). (See Figure 1)

• Food insecure women with hunger 
had the highest mean risk factor score, 
followed by those without hunger, then 
by food secure women (4.4, 4.2, and 
3.8, respectively; P < .001). 

• Risk factor scores for low-income 
women were higher than those for 
higher-income women, whether low 
income was defined as < 130 percent 
(4.2 vs. 3.8) or < 185 percent FPL (4.1 
vs. 3.8; P < .001 for both).

• SNAP participants had the highest 
mean risk factor score (4.4), 
followed by non-SNAP participants 
in households within the eligible 
income range of < 130 percent of 
the FPL (4.1), respondents from 
households with income 131 percent 
to 185 percent of the FPL (4.0), and 
households with income > 185 percent 
of the FPL (3.8).  Differences between 
the 131 percent to 185 percent FPL 
group and adjacent groups were not 
significant; but differences between 
all other pairings were significant (P < 
.05).

Simultaneous linear regression estimated 
BMI as a function of the seven significant 
risk factors included in the composite risk 
score above.  Holding these risk factors 
constant in the model, the regression 
coefficients indicated that on average, not 
having 300 minutes weekly of moderate 
or vigorous exercise added 1.3 BMI units; 
watching at least two hours of TV added 
1.3 units; not eating breakfast added 1.1 
units, not eating five or more fruits and 
vegetables per day added 1.0 unit; drinking 
sodas or other sweet beverages added 0.8 
unit; and eating fast food added 0.7 units.  

Those who monitored food intake averaged 
2.5 BMI units higher, suggesting that this 
may be a behavior associated with high 
attention to weight control rather than a true 
risk factor for developing obesity. 

A model that added body weight goal 
accounted for 23 percent of the variance 
(P < .0001).  After controlling for the 
above behavioral risk factors, women who 
reported trying to lose weight were an 
average 5.8 BMI units higher, and women 
who were trying to gain weight were 4.2 
BMI units lower than those who were trying 
to stay the same weight.  Regressions that 
substituted the composite risk factor score 
for the individual factors also showed a 
significant relationship between engaging 
in unhealthy weight behaviors and higher 
BMI (P < .0001).  This was true with just the 
composite score and also when personal 
characteristics such as body weight goal 
were included.
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1 Centers for Disease Control and Prevention (CDC). Behavioral Risk Factor 
Surveillance System - Prevalence and Trends Data. Atlanta, Georgia: U.S. Dept of 
Health and Human Services, Centers for Disease Control and Prevention; 2008. http://
apps.nccd.cdc.gov/brfss/sex.asp?cat=OB&yr=2008&qkey=4409&state=CA. Accessed 
October 22, 2009.

2 The National Weight Control Registry: NWCR Facts. http://www.nwcr.ws/Research/
default.htm. Accessed October 22, 2009.

3 Ritchie LD, Woodward-Lopez G, Gerstein D, Smith D, Crawford PB. Preventing 
obesity: what should we eat? California Agriculture. 2007; 61(3):112.  http://
repositories.cdlib.org/anrcs/californiaagriculture/v61/n3/p112. Accessed October 22, 
2009.

4 National Heart Lung and Blood Institute, National Institutes of Health. Predictors of 
Obesity, Weight Gain, Diet, and Physical Activity Workshop. Bethesda, MD, August 
4-5, 2004. http://www.nhlbi.nih.gov/meetings/workshops/predictors/summary.htm. 
Accessed October 22, 2009.

5 Hu FB, Li TY, Colditz GA, Willett WC, Manson JE. Television watching and other 
sedentary behaviors are related to risk of obesity and type 2 diabetes mellitus in 
women. JAMA. 2003; 289(14):1785-1791.

6 In 2009, the name of the federal Food Stamp Program was changed to the 
Supplemental Nutrition Assistance Program. The qualifying income level for SNAP is 
household income no higher than 130 percent of the Federal Poverty Level.

7 BMI definitions: healthy weight (18.5-24.9), overweight (25-29.9), obese (> 30).

8 Sweet beverages included “regular soda, fruit drinks, or other sweet beverages like 
Kool-Aid, lemonade, Hi-C, cranberry juice drinks, energy drinks and sports drinks,” but 
not diet drinks.

9 Food security is defined as “has access, at all times, to enough food for an active, 
healthy life” (Bickel, Nord et al, 2000).

10 Bickel G, Nord M, Price C, Hamilton W, Cook J. Guide to Measuring Household Food 
Security, Revised 2000. Alexandria, VA: US Dept of Agriculture, Food and Nutrition 
Service; March 2000.

Submitted by: Sharon B. Sugerman, M.S., R.D., F.A.D.A. and Patrick Mitchell, Dr.P.H. 
California Department of Public Health, Cancer Control Branch, Public Health Institute, 
(916) 552-9938, Sharon.Sugerman@cdph.ca.gov
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Public Health Message: 
Sociodemographic disparities 
were identified regarding access 
to worksite wellness programs, 
including those related to 
improved consumption of fruit 
and vegetables.  When physical 
fitness benefits were available, 
low-income women used 
them more than other women.  
Worksite programs that support 
environments where workers have 
greater access to healthy foods 
and physical activity can enhance 
California’s obesity prevention 
efforts.

Nearly half of California women ages 
18 to 65 are overweight or obese.1  
Two-thirds of California women 

in this age group are employed fulltime 
(56.3 percent) or part-time (11.1 percent).1  
Good nutrition and physical activity are the 
cornerstones of reaching and maintaining a 
healthy weight.  However, for many adults, 
lack of availability of healthy food when 
they are away from home2 or inadequate 
time to be physically active are barriers 
to achieving those behaviors.3  The 
Network for a Healthy California (Network), 
a California Department of Public 
Health program, is the largest provider 
of Supplemental Nutrition Assistance 
Program nutrition education (SNAP-Ed) in 
the nation.4  The Network’s Fruit Vegetable 
and Physical Activity Campaign’s Worksite 
Program works with employers of low-
wage workers statewide to build supportive 
work environments to improve access 
to healthy foods and physical activity at 
workplaces.

A core question in the 2008 California 
Women’s Health Survey (CWHS) was, “Are 
you currently: employed full time, employed 
part time, self-employed, out of work for 
more than 1 year, out of work for less than 
1 year, homemaker, student, retired, or 
unable to work?”  The women who reported 
working full or part time (N = 2,161) were 
asked, “Does your employer provide any 
physical fitness benefits, such as exercise 
classes, release time for physical activity, 
walking clubs, stairwell promotions, or 
discount health club memberships?” and 
“Does your employer provide any nutrition-
related benefits, such as nutrition classes, 
fruit and vegetable snacks, healthy foods 

during meetings, healthy foods in vending 
machines, and discounts on healthy food 
choices in the worksite cafeteria?”  In both 
cases, women who answered “yes” were 
asked if they had used the benefits in the 
past 12 months.  Women were also asked 
standard sociodemographic questions as 
well a series of questions about how many 
days a week they took part in moderate or 
vigorous physical activity and how much 
time they spent doing each.  Self-reported 
height and weight were used to calculate 
body mass index (BMI), a density measure 
used to define body weight status.5  The 
relationship between sociodemographic 
variables and having and/or using nutrition/
physical activity benefits was examined 
for statistical significance using bivariate 
statistics.  Responses were weighted in 
these analyses by age and race/ethnicity 
to reflect the 2000 California adult female 
population.

• Of the women who worked, 25.0 
percent reported their employer 
provided physical fitness (PF) benefits 
and 24.5 percent reported their 
employer provided nutrition benefits.

• The highest rates of both PF benefits 
and nutrition benefit availability in the 
workplace were reported by African 
American/Black women (39.9 percent 
and 35.0 percent, respectively), 
compared to White women 
(26.9 percent and 26.0 percent, 
respectively), Asian/Other women 
(24.2 percent and 23.4 percent, 
respectively), and Hispanic women 
(19.5 percent and 20.7 percent, 
respectively).  While the availability of 
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benefits varied by the race/ethnicity of 
the respondent (P < .01 for physical 
activity; P < .05 for nutrition), there 
were no significant differences in 
usage rates among the groups.

• Availability of both PF benefits and 
nutrition benefits in the workplace was 
associated with higher educational 
attainment.  Reported availability was 
highest among college graduates 
(30.1 percent and 29.8 percent, 
respectively) compared to women with 
some college (23.6 percent and 22.6 
percent, respectively), high school 
graduates (21.3 percent and 20.4 
percent, respectively), and women 
with less than a high school education 
(15.2 percent and 15.5 percent, 
respectively).  The reported availability 
of these benefits varied by educational 
attainment (P < .001 for both PF and 
nutrition).  However, there were no 
significant differences in the proportion 
of respondents who utilized these 
benefits.

Nutrition and Physical 
Activity Benefits in the 
Workplace Among 
California Women, 2008

California Department of Public 
Health 
Cancer Control Branch 
Network for a Healthy California 
Public Health Institute

• Poverty-related factors were highly 
associated with access to healthy 
benefits (see Figure 1).  Among 
women from households with income 
reported as less than or equal to 185 
percent of the Federal Poverty Level 
(FPL), 15.5 percent reported that they 
had PF benefits compared to 28.9 
percent for women with household 
income above that level (P <.001).  
Half as many of the women whose 
household income was less than 185 
percent of the FPL reported nutrition 
benefits than the higher income 
women (14.2 percent versus 28.9 
percent; P < .001). 

• Lower-income women who had PF 
benefits were more likely to have used 
them than higher income women (61.8 
percent and 45.7 percent, respectively; 
P < .05).  There was no difference in 
usage rate for nutrition benefits.

• When SNAP participants (130 percent 
< FPL) had access to physical fitness 
benefits at work, they were significantly 

Source: California Women’s Health Survey, 2008
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Nutrition and Physical 
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California Department of Public 
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more likely to have used them (89.1 
percent) than non-SNAP women 
from equal income households (58.0 
percent), women from the 131 percent 
to 185 percent of the FPL income 
households (51.3 percent), or women 
from households with income greater 
than 185 percent of the FPL (45.8 
percent; P < .05).  However, this 
relationship was not found for nutrition 
benefits.

• Women whose employers provided 
nutrition benefits were more likely than 
women whose employers did not, 
to report eating at least five servings 

of fruit and vegetables daily (32.3 
percent versus 21.9 percent; P < .001).   
Likewise, women whose employers 
provided PF benefits were also more 
likely to report eating at least five 
servings of fruits and vegetables daily 
(31.6 percent versus 23.6 percent; P < 
.01).

• Neither the presence nor the usage of 
either of the two types of benefits was 
significantly related to being obese 
or overweight, nor were they related 
to meeting the Centers for Disease 
Control recommendation of 150 
minutes of physical activity a week. 

1 University of California, Los Angeles, Center for Health Policy Research. California 
Health Interview Survey 2007. AskCHIS Internet data query system. Los Angeles, CA. 
Accessed October 1, 2009.

2 Oppen M, Sugerman S, Foerster SB. Fruit and vegetable consumption in California 
adults: Ten-year highlights from the California dietary practices surveys, 1989-1999. 
Sacramento (CA): California Dept of Health Services, Cancer Prevention and Nutrition 
Section, 2002. 

3 Sugerman SB, MkNelly B, Mitchell P. Achievement of Recommended Levels of 
Physical Activity Among California Women, 2004. Sacramento, CA. Dept of Health 
Care Services and California Dept of Public Health, Office of Women’s Health: Data 
Points, Results from the California Women’s Health Survey: vol 4(23). http://www.dhcs.
ca.gov/dataandstats/reports/Documents/OWHReports/DataPoints2003-2004/OWH-
DP24.03-04.pdf. Published Summer 2006. Accessed October 1, 2009. 

4 In 2009, the name of the federal Food Stamp Program was changed to the 
Supplemental Nutrition Assistance Program (SNAP). The qualifying income level for 
SNAP is household income no higher than 130 percent of the FPL.

5 BMI definitions: healthy weight (18.5-24.9), overweight (25-29.9), obese (> 30)

Submitted by: Sharon B. Sugerman, M.S., R.D., F.A.D. and Patrick Mitchell, Dr.P.H., 
California Department of Public Health, Cancer Control Branch, Public Health Institute, 
(916) 552-9938, Sharon.Sugerman@cdph.ca.gov
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Public Health Message: 
Food insecurity – behaviors 
associated with financial difficulty 
meeting food needs – continues 
to be a pervasive health risk 
experienced by almost one-third 
of California adult women.  Public 
health measures to promote a 
healthy diet are undermined when 
women, cut meal size(s), skip 
meals, eat unbalanced meals, 
eat less than they think they 
should, or are hungry, due to a 
lack of money - all aspects of food 
insecurity. 

Food insecurity is a measure of 
economic and nutritional vulnerability 
at the household level and is shown 

to be associated with a variety of adverse 
health outcomes.1  Conversely, food 
security is a specific public health concept 
defined as all members of a household 
having access, at all times, to enough food 
for an active, healthy life.2

In the early-mid-1990s the U.S. Food 
Security Measurement Project developed 
a survey scale that measured the severity 
of deprivation in basic food needs 
experienced by American households.  
A household’s food security status is 
determined by response to a series of 
questions about behaviors and experiences 
associated with financial difficulty in 
meeting food needs.  Since 1999, the 
California Women’s Health Survey (CWHS) 
has included a six-item validated short 
version of the household food security 
standardized scale, with each question 
referring to the previous six months.  
Women responded to questions about 
whether they:

• Had purchased food that did not 
last: Respondents said the food they 
bought “often” or “sometimes” did not 
last, and they did not have money to 
buy more.

• Could not afford balanced meals: 
Respondents said that they could not 
afford to eat balanced meals “often” or 
“sometimes.”

• Ever cut meal size or skipped meals: 
Respondents said that they had cut the 

size of their meals or skipped meals 
because there was not enough money 
for food.

• Frequently cut meal size or skipped 
meals: Those who reported they had 
cut meal size or skipped meals, were 
considered to have an additional 
positive response if they reported this 
occurred “some” or “almost every 
month.”

• Ate less than they felt they should: 
Respondents said they ate less than 
they felt they should because there 
sometimes was not enough money to 
buy food.

• Were hungry: Respondents said 
they had been hungry but didn’t eat 
because they could not afford enough 
food.

Women with 0 to 1 positive responses, 
were classified as food secure, and those 
with two or more as food insecure. 

The 2008 CWHS was administered to 
4,979 adult women ages 18 and above.  
Responses were weighted in these 
analyses by age and race/ethnicity to 
reflect the 2000 California adult female 
population.  Overall, 28.4 percent of the 
women surveyed lived in households 
classified as food insecure.  Women 
experiencing food insecurity were 
significantly more likely to be unmarried 
(32.4 percent) and live in households 
with children (35.9 percent) than women 
classified as food secure (26.6 percent and 
19.7 percent, respectively; P < .001).
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This Data Point highlights what the food 
insecurity classification tangible means to 
the lives of California women by examining 
each of the six behaviors or experiences 
included in the abbreviated food security 
scale.  The prevalence of each is shown for 
California women overall (all women) and 
specifically for women classified as food 
insecure (see Figure 1). 

• Almost a third of all California women 
(30.5 percent) reported that the food 
they bought did not last, compared to 
89.5 percent of food insecure women.

• Almost one in three women overall 
(28.2 percent) reported that they often 
or sometimes could not afford to eat 
balanced meals.  This was much 
higher among women in food insecure 
households (86.5 percent).  

• Just over one in five of all California 
women (22.4 percent) reported they 
had cut the size of their meals or 
skipped meals, compared to 74.6 
percent of women in food insecure 
households. 

California Women’s 
Experience With Food 
Insecurity, 2008

California Department of Public 
Health 
Cancer Control Branch
Network for a Healthy California
Public Health Institute

• For those who had cut meal size 
or skipped meals, 13.3 percent of 
California women reported this had 
occurred “some” or “almost every 
month”, compared to 53.8 percent of 
food insecure women.

• About 15 percent of California women 
overall ate less than they felt they 
should because there was not enough 
money to buy food.  The percentage 
was much higher, among food 
insecure women (52.9 percent).

• Overall, nearly one in ten of California 
women (8.5 percent) had been hungry, 
but did not eat because they could not 
afford enough food.  This experience 
was reported by 29.7 percent of 
women in food insecure households.

Source: California Women’s Health Survey, 2008
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1 Olson C. Nutrition and health outcomes associated with food insecurity and hunger. 
symposium: Advances in measuring food insecurity and hunger in the U.S. J of Nutr. 
1999;129(2S Suppl):521-52. 

2 U.S. Department of Agriculture. Economic Research Service, Food Security in the 
United States: Measuring Household Food Security. http://ers.usda.gov/Briefing/
FoodSecurity/measurement.htm. Accessed September 19, 2009.
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