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Abstract

The purpose of this cross sectional survey design was to examine self-reported

health status and lifestyle behaviours of the residents of the Town of Fort Erie, Ontario,

as related to the Canadian Community Health Survey. Using a mail-out survey, entitled

the Fort Erie Survey of Health (FESH), a probability cluster sampling technique was used

to measure self-reported health status (present health, health conditions, health

challenges, functional health limitations) and lifestyle behaviour (smoking, alcohol use,

drug use, physical activity, fruit and vegetable consumption, body weight, and gaming).

Each variable was described and analyzed in relation to socio-economic variables, age

and gender. The findings from this study were compared to the Canadian Community

Health Survey 2000/2001. Overall, 640 surveys were completed. The majority of Fort

Erie residents rated their present health as good and were satisfied with their overall

health and quality of life. The main chronic conditions reported were arthritis, back pain

and heart disease. Other main health problems reported were vision, sleeping and chronic

pain. Overall, 14.6% smoke; 58.8% engaged in physical activity either occasionally or

never as opposed to regularly engaging in physical activity; 52.1% did not eat the

required daily fruits and vegetables; and 40.0% were in the overweight category. Persons

who practiced one healthy lifestyle behaviour were more likely to practice other healthy

promoting behaviours. Therefore, health promotion programs are best designed to

address multiple risk factors simultaneously. The ffiSH was generally consistent with the

Canadian Community Health Survey in the overall findings. A small number of

inconsistencies were identified that require further exploration to determine if they are

unique to this community.
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Glossary of Terms

Health

Health is the complete state of physical, psychological, spiritual, and emotional

well-being and not merely the absence of disease or infirmity (World Health

Organization, 1947).

Health Promotion

Health promotion is, "the science and art of helping people change their lifestyle

and move toward a state of optimal health. It is the process of advocating health to

enhance the probability that persons (individual, family, and community), private

stakeholders (professional and business), and public (federal, state, and local

government) support positive health practices that will become a societal norm."

(O'Donnell, 1997, p.4).

Quality of life

"Implies the opportunity to make choices and gain satisfaction for living. Health

is thus envisaged as a resource which gives people the ability to manage and even change

their surroundings. This view of health recognizes freedom of choice and emphasizes the

role of individuals and communities in defining what health means to them" (Epp, 1996

p. 24). Quality of life has extended its focus to include physical status, functional ability,

psychological status, and well-being (Fielding, 1997).

Determinants ofHealth

"Encompasses social, economic, and physical environments; early childhood

developments; personal health practices; individual capacity and coping skills; human

biology; and health services" (Romanow, 2002).
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Health Status

Health status is a broad conceptual approach that has many dimensions including

emotional, physical and social factors, and can be operationalized through subjective

assessments of overall health (Haveman-Nies, de Groot, and van Staveren , 2003).

Population Health

According to the report, Toward a Healthy Future: Second Report on the Health

ofCanadians (1999), The Federal, Provincial and Territorial Advisory Committee on

Population Health (ACPH) defined population health as,

" population health refers to the health of a population as measured by health status

indicators as influenced by social, economic, and physical environments, personal health

practices, individual capacities and coping skills, human biology, early childhood

development, and health services. As an approach, population health focuses on the

interrelated conditions and factors that influence the health of populations over a course

of a lifetime, identifies systematic variations in their patterns of occurrence, and applies

the resulting knowledge to develop and implement policies and actions to improve the

health and well-being of those populations"

Social Capital

"By analogy with notions of physical and human capitals - tools and training that

enhance individual productivity - 'social capital' refers to the features of social

organization such as networks, norms, and social trust that facilitate coordination and

cooperation for mutual benefit" (Putman, 1995, p.66).

XIX
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Chapter I

Introduction

1.1 Theme

A growing body of research has established that people often equate health status

with health care (Congdon, 2001). Our health care system, with a focus primarily on the

biomedical model and physical health has demonstrated an ability to produce many

positive health effects. Recently, particular attention is been given to all the determinants

of health. The research suggests that a population health approach that encompasses the

comprehensive determinants of health could be used to plan, sustain and improve health

(Simon-Morton, Greene, & Gottlieb, 1995). The relationships between the health

determinants are believed to manifest profound impacts on the health of a community,

and on an individual's health. According to Simon-Morton, Greene and Gottlieb (1995),

determinants of health consist of genetics, the physical environment, the social

environment, health care, personal behaviour, and include psychological and spiritual

health in the process.

The overall concept of what health is has been explored in order to arrive at what

the determinants of health are. The World Health Organization defines health as, a state

of complete physical, psychological, spiritual, and social well-being and not merely the

absence of disease or infirmity" (World Health Organization, 1948). The Lalonde report,

A New Perspective on the Health of Canadians, was influential in Canadian health

promotion history that shifted attention exclusively from the biological determinants of

health to the overall determinants of health and health promotion (Lalonde, 1974).
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Concerns have been raised that inadequate attention has been directed towards the

determinants of health and health promotion (Romanow, 2002). In the current health care

system, health promotion activities constitute a small fraction of the work in the public

health planning sector, with regional health authorities, and with health care providers in

general (Romanow, 2002). According to the article. Wealth, Equity, and Health Care: A

Critique ofPopulation Health on the Determinants ofHealth (1998), the investment in

evidence-based health care in Canada has resulted in the government continuing to

devote most of its resources to remediation and intervention (Poland, Cobum, Robertson

& Eakin, 1998).

According to Building on Values: The Future ofHealth in Canada Report (2002)

this shift to health promotion is beginning to change other planning approaches to health

care (Romanow, 2002). However, the complexity and comprehensiveness of the concept

of health and health determinants presents a serious challenge for policy-makers and

health care practitioners (Romanow, 2002). Since health is a multi-faceted resource for

social, spiritual, mental and physical well-being, it places a wider emphasis on well-being

and quality of life. It has been suggested that the shift from the disease focus paradigm to

a new paradigm of health care requires a new approach to comprehensive health planning

(Romanow, 2002).

According to Building on Values: The Future ofHealth in Canada Report (2002),

a population-based health promotion response that addresses "comprehensive health" and

"primary health care prevention" is an effective approach to health care reform

(Romanow, 2002). This broader way of thinking about health shifts from disease

prevention to capacity building for health, and places increased emphasis on a
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community health promotion response (Kickbusch, 2003). According to the Ottawa

Charterfor Health Promotion (1984), this approach can enable individuals and

communities to take control over and to improve their health (Kickbusch, 1996). .

One of the most important avenues for the investment in and recognition of the

broader understanding of health involves the commitment to focus on the determinants of

health, particularly lifestyle, as outlined in the Healthy People 2000 goals (Kickbusch,

2003). Policy makers increasingly are working on the assumption that lifestyle, which is

affected by an individual's values and beliefs, is positively correlated with overall health.

According to the Health of Canadian Communities Report (2002), smoking, physical

inactivity, alcohol consumption, and obesity have been identified as possible key

modifiable risk factors that can contribute to poor health (Shields & Tremblay, 2002).

Dietary practices, illicit and prescription drug use and gaming have also received

considerable attention in the literature (Perez, 2002; Canadian Community Epidemiology

Network on Drug Use (CCENDU), 2002; Henriksson, 2001). In addition, research

concerning lifestyle practices and their relationship with socio-economic status and

demographic variables is being documented and explored (Shields & Tremblay, 2002;

Denton, Prus, & Walters, 2004; Dedobbeleer, Beland, Contandriopoulos, & Adrian,

2004). r

Health status at the population level may be affected by the determinants of

health, particularly the behaviours that make up lifestyle (Richardson & Zumbo, 2000).

Health status is a much broader concept regarding the state of overall health and as an

indicator of the health processes and health outcomes within a population is deeply
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rooted in behaviour (Richardson & Zumbo, 2000). It is important to examine and address

health status in order to understand and affect health at a population level.

It is fundamentally understood that it is important for communities to take a

proactive approach to creating healthy communities. Since there are enormous challenges

facing our quality of life and overall health, community, individual, and political support

are important vehicles to create and maintain healthy communities. The active roles of

cities and the community are central to building the capacity for health promotion. This

approach to health planning can yield health promotion programs that can enhance the

health of the community or a national population. In response to this new approach to

health and wellness, the Town of Fort Erie, Ontario, Canada embraced this philosophy

and established a Community Health and Wellness Project and embarked on a process of

research, community planning and capacity building (Community Health and Wellness

Fort Erie, 2003). This project incorporated to some degree the principles of the 1987

World Health Organization (WHO), Healthy Cities project, which was launched to

promote the Health for all Strategy, which engaged several hundred cities around the

world, and in which citizens were central actors in the health planning and consultation

process (Kickbusch, 2003). This research study was developed as part of an overall

health study. The purpose of this study was conducted to report on the findings on self-

reported health status and lifestyle behaviours of the residents of the Town of Fort Erie,

Ontario, as related to the CCHS.

At the macro level, this study was intended to provide a baseline of self-reported

health status and lifestyle behaviour information that could be used for planning health

promotion initiatives and it could be examined in the future to assess the effectiveness of
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these approaches. The baseline data for the Town of Fort Erie could be compared with

the CCHS in order to plan specific and well targeted health promotion strategies, and to

test the usability of the CCHS conducted at the small rural community level. The results

of this study may also have implications for other communities engaged in health

promotion planning and subsequently could positively impact population health over time

at the national level. At the micro level, the descriptive results generated from this survey

could also assist health professionals to plan individual self-care and personal behaviour

change strategies, and to adopt appropriate and effective theoretical approaches and

practices for future health promotion in the Town of Fort Erie.

1.2 Objective

The objective of this study was to examine self-reported health status and lifestyle

behaviours of the residents of the Town of Fort Erie, Ontario, as related to the CCHS.
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Chapter II:

Review of the Literature Part I

2.1 Fort Erie Community Profile

Fort Erie is a rural community in the southeast area of the Niagara Region.

Greater Fort Erie is located on the shores of the Niagara River directly across from the

city of Buffalo, New York (Economic Development Corporation of Fort Erie, 1999). The

Municipality of Fort Erie is comprised of one main urban centre called Fort Erie and

several smaller communities including Crystal Beach, Ridgeway, Stevensville, and Black

Creek (Economic Development Corporation of Fort Erie, 1999).

According to the 2001 Fort Erie Community Profile, the Town of Fort Erie is a

rural community with a population of 28,143, and a population density of 168.1 per

square kilometre (http://wwwl2.statcan.ca/english/Profil01/PlaceSearchForml.cfm) .

As such, the Town of Fort Erie offers both the amenities and quality of life associated

with rural life, and the challenges for providing access to health care in a rural setting.

According to Statistics Canada, the 1996 census dictionary defines "rural areas"

as areas where persons live in sparsely populated lands outside of urban areas. Urban

areas have a minimum population of 1 ,000 people or more, and a population density of

400 or more people per square kilometre. Rural areas therefore, include the population

living outside of areas with 1,000 or more people, or areas outside of population densities

of 400 or more per square kilometre (Plessis, Beshiri, Bollman & Clemenson, 2002).

Although there are several definitions of "rural", in general the research indicates that

people who reside in rural areas generally have lower incomes and lower employment
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than the Canadian average (Plessis, Beshiri, Bollman & Clemenson, 2002). According to

Statistics Canada's 2001 Fort Erie Community Profile, the average earnings of all

persons in Fort Erie is 27,999 dollars, compared with the Canadian average of 31,757

dollars. However, the employment rate for Fort Erie is 58.1% compared with the

Canadian average of 61.5%

(http://wwwl2.statcan.ca/english/Profil01/PlaceSearchForml.cfm) .

Although rural communities may be diverse, common problems related to access

to health care and individual health status, have been found to contribute to poor health

(Romanow, 2002). Several geographical barriers to health-related services may

negatively affect quality of life (Romanow, 2002). Particularly, geography has an impact

on health, and rural communities have been found to have more difficulty accessing

health care services. This may result from the unavailability of health care services, such

as providing necessary and specialist services, and the difficulties in recruiting and

retaining healthcare practitioners (Romanow, 2002). This argument about the lack of

services to rural communities may be weakened somewhat by the fact that Fort Erie is

part of the Niagara Region and in close proximity to Welland (35 km); Niagara Falls (34

km) and St.Catharines (45 km), where more health services reside. Citizens in smaller

rural communities also have the added burden of paying higher costs for travel in order to

access the health care services they require (Romanow, 2002). Unique health promotion

approaches based on local needs and data may be required to address and reduce

disparities in access to health care provision for smaller rural communities.
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2. 1 .

1

Population Profile of Fort Erie

According to the 2001 Fort Erie Community Profile, in the 2001 Canadian

census, there are 28,143 people living in Fort Erie, compared to 27,183 in 1996. A

slightly higher percentage of females (52%), than males (48%) live in Fort Erie

(http://wwwl2.statcan.ca/english/ProfiI01/PlaceSearchForml.cfm) . The frequency

distribution of age characteristics and gender is shown in Appendix 1.

Population projections also suggest that by the year 201 1 the Niagara Region is

estimated to have a higher growth rate than Metro Toronto (Economic Development

Corporation of Fort Erie, 1999).

2. 1 .2 Refugee and Immigration Characteristics

Since Fort Erie is a border town with the United States, the municipality has

received approximately 5,000 to 8,000 refugees a year over the last three years. However,

the number of refugees who have settled and stayed in Fort Erie is undetermined

(Community Health and Wellness Fort Erie, 2003). According to the 2001 Fort Erie

Community Profile, of the 27,835 persons in the sample who reported immigration

characteristics: 23,105 are Canadian-bom (83.0%); 4,560 are foreign bom (16.4%) Of the

4,560 who are foreign bom 3,665 (80.4%) inmiigrated before 1991 ; 890 (19.5%)

immigrated between 1991 to 2001 (0.03%), and 170 (0.6%) were classified as non-

permanent residents (http://wwwl2.statcan.ca/english/Profil01/PlaceSearchForml.cfm) .

Most immigrants take up temporary residence while being processed in the Town of Fort

Erie and the Niagara Region and move to larger urban cities of Toronto and Montreal.
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2.1.3 Religion Affiliation Demographics

According to the 2001 Fort Erie Community Profile, of the 27,830 of Fort Erie

residents who reported religious affihation, 47.3% (n=13,160) reported being Protestant;

30.0% (n=8,335) Catholic; 0.8% (n=220) Christian Orthodox.; 0.3% (n=85) Muslim;

0.2% (n=65) Jewish; 0.4% (n=100) Buddhist; 0.1% (n=20) Hindu; 0.2% (n=55) as

Eastern religions; 0.4% (n=l 10) as other religions; and 17.6% (n=4,900) as no religious

affiliation (http://wwwl2.statcan.ca/engHsh/Profil01/PlaceSearchForml.cfm) .

2.1.4 Marital Status Demographics : ., ;

According to the 2001 Fort Erie Community Profile, of the 22,965 Fort Erie

residents who reported marital status, the majority of persons were married (12,185 or

53%); 26.0% (n=5,955) were single; 8.5% (n=l,955) were divorced; and 4.3% (n=985)

were separated (http://wwwl2.statcan.ca/english/Profil01/PlaceSearchForml.cfm .

2.1.5 Socio-Economic Profile of Fort Erie

According to the 2001 Fort Erie Community Profile, the average earnings for all

those persons earning income, were significantly lower ($27,999) compared to the

Ontario average ($35,185); and the Canadian average ($31,757)

(http://wwwl2.statcan.ca/english/Profil01/PlaceSearchForml.cfm) .

The number of single parent families, were found to increase between 1991 and

2001 in Canada. According to the 1999 Fort Erie Community Profile, in 1999 there were

1,019 single parent families (Economic Development Corporation, 1999). According to
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the 2001 Fort Erie Community Profiles this increased to 1,130 single-parent families in

2001 (http://wwwl2.statcan.ca/english/Profil01/PlaceSearchForml.cfm) .

According to the 2001 Fort Erie Community Profiles, 6.2% of Fort Erie residents

are unemployed, compared to Ontario's (6.1%) and Canada's (1.4%) unemployment rate.

Of the persons who are employed, the majority are employed in services in the industrial

sectors (n=3, 730 or 27%) and sale and service occupations in the occupational sector

(n =3,645 or 26%) (http://www 1 2.statcan.ca/english/Profil01/PlaceSearchForml .cfm) .

Fort Erie also has a betting casino, many bingo halls, and a long standing race track for

horses that provides for gaming and employment in the community (Community Health

and Wellness Fort Erie, 2003).

2.1.6 Health Services Profile in Fort Erie

At the time of this study, there were fifteen Primary Health Care physicians in

Fort Erie (Community Health and Wellness Fort Erie, 2003). Eleven physicians are

working full-time and four physicians work half-time (Community Health and Wellness

Fort Erie, 2003). People, who have recently arrived in Fort Erie, generally have been

found not to have access to a primary care physician. The recruitment of more physicians

has been identified as a community goal (Community Health and Wellness Fort Erie,

2003). Many residents use the local emergency department at Douglas Memorial

Hospital or have obtain services in drop-in clinics in Niagara Falls and surrounding

conmiunities (Community Health and Wellness Fort Erie, 2003). The Douglas Memorial

Hospital, located in Fort Erie, does not provide primary care services, and provides

limited diagnostic and surgical procedures (Community Health and Wellness Fort Erie,

2003).
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1

2.2 Fort Erie's Community Health and Wellness Plan

In response to the identified shortage of physicians; concerns over access to health

care; concerns over the needs of teens; and increasing community interest in health

promotion, the Town Council and citizens of Fort Erie established a Community Health

and Wellness plan for 2002 (Community Health and Wellness Fort Erie, 2003).

The Community Health and Wellness Trust of Fort Erie is a coalition of local

health and wellness stakeholders established by Town Council, who are engaged in

assessing the state of Fort Erie's health and wellness and developing a plan for the Town

(Community Health and Wellness Fort Erie, 2003). The Town Council established an

Interim Board Trust in 2003, and ten people were elected to a committee for the overall

process of health research and development. Overall, 100 citizens participated in health

planning teams (Community Health and Wellness Fort Erie, 2003).

The adopted approach to health planning involved localizing research and gaining

input from the citizens of Fort Erie (Community Health and Wellness Fort Erie, 2003).

The anticipated outcome of the project and research was intended to provide Town

Council and its citizens with community health information and consultation leadership

to assist with the creation of healthy public policy and action initiatives. This was

developed as part of the Town's strategic plan based on a model of citizen participation

and empowerment (Community Health and Wellness Fort Erie, 2003). Focus groups and

eight planning teams were organized around the determinants of health and engaged

community members, councillors, and health care providers based on eight of the

identified determinants of health and community focus areas (Community Health and



(.••'•.-



Self-Reported Health Status and Lifestyle Behaviour Survey 12

Wellness Fort Erie Reports, 2003). The teams that were established were: access to

healthcare; education and literacy; health of the environment; housing; health of older

adults; health of youth; health of small children and their families; and mental health

(Community Health and Wellness Fort Erie, 2003). In addition focus groups looked at

housing and transportation needs (Community Health and Wellness Fort Erie, 2003).

The first part of the Fort Erie plan included a Social Capital telephone survey that

304 individuals participated in (Community Health and Wellness Fort Erie, 2003).

The purpose of the Social Capital Survey (2003) was to measure the town's social capital

that included citizens ratings of their sense of belonging and inclusion and belonging;

trust; and participation in community life (Kilty, 2003). Some of the variables measured

in the study included degrees of trust with officials and neighbours; sense of belonging

and inclusion; diversity and tolerance; feelings of safety and fear of crime; and the level

of volunteerism and participation in community life (Kilty, 2003). Subsequently, a Fort

Erie Survey ofHealth (FESH) (2003), was planned that consisted of four major sections:

self-reported health status; demographics; lifestyle behaviours and risk factors; and use

and access to health care (Conmiunity Health and Wellness Fort Erie, 2003).

2.2.1 Fort Erie's Community Health and Wellness Framework

The Community Health and Wellness Committee adopted a systematic health

promotion planning approach called the PRECEDE-PROCEED model (Community

Health and Wellness Fort Erie, 2003). The PRECEDE-PROCEED was first developed by

Green (1974) and further evolved as a planning tool (McKenzie & Smeltzer, 1996). The

PRECEDE-PROCEED model takes into account multiple factors that shape health status.
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and is used to help planners to draw an accurate picture of the level of community health,

and arrive at a more highly focused subset of those factors as potential targets for future

intervention and health promotion planning (Chiang, Huang, & Lu, 2003).

2.2.2 The PRECEDE-PROCEED Model

The PRECEDE part of the model encompasses 5 diagnostic phases: social

diagnosis that subjectively defines quality of life; epidemiological diagnosis that

identifies epidemiological data, and prioritizes the most important health problems in the

community; a behavioural and environmental diagnosis that determines and prioritizes

the behavioural and environmental factors contributing to health problems; an

educational and organizational diagnosis that identifies and classifies factors such as

existing knowledge, skills, and access to resources in the community; and an

administrative and policy diagnosis that helps planners to determine their resources and

capabilities to adopt and implement a program (McKenzie & Smeltzer, 1996).

The PRECEDE assessment phase focuses on outcomes rather than inputs, and

encourages program planners to critically evaluate and examine the rationale of

implementation (Antoniadis & Lubker, 1997). The Social Capital Survey (2003), the

FESH (2003), and the study of existing data and documents by the teams were developed

as additional methods of assessment to be used in this phase.

The PROCEED phases of implementation and evaluation consist of four phases:

the implementation or the carrying out of the intervention; the process evaluation

measures; the objective and policy objectives; the impact evaluation measures, such as

educational/organizational and behavioural/environmental objectives; and the outcome
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evaluation measures of quality of life and epidemiological objectives (McKenzie &

Smeltzer, 1997). The historical context of health promotion is reflected in the model's

terms of "assessing" rather than "diagnosing problems" (Antoniadis & Lubker, 1997).

The multidisciplinary nature of health promotion is reflected through this valuable model

that creates a vehicle for program planning, implementation, and evaluation for all people

regardless of their disciplinary background (McKenzie & Smeltzer, 1997). From the

utilization of this planning model, Fort Erie embarked on a systematic plan to improve

community wellness by embracing a theoretical framework that emphasises a population-

based health promotion approach (Community Health and Wellness Fort Erie, 2003).

This research study was one part of the community assessment phase that was

intended to examine self-reported health status and lifestyle behaviours of the residents of

the Town of Fort Erie, Ontario, as related to the CCHS. This data was intended to act as

part of the benchmark information to be used to plan and evaluate for community-wide

primary health care strategy, and health promotion planning.

2.3 Theoretical Models in Health Promotion

Several theories in health promotion guide program planners in health promotion

planning and implementation. The Social Cognitive Theory developed by social learning

theorists Rotter (1954) and Bandura (1986), is a behaviour change theory that can provide

direction to and justification of program activities and can serve as a vehicle for program

planning (McKenzie & Smeltzer, 1997).

The Health Belief Model developed by Rosenstock (1966), and The

Transtheoretical Model or Stages of Change Model developed by Prochaska (1979)
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provide valuable insights into behaviour and change strategies, and potentially provides

program planners with frameworks for helping to develop and design effective health

promotion interventions and approaches.

2.3.1 The Social Cognitive Theory

The Social Cognitive Theory emphasizes the role of reinforcement in shaping

behaviour, and contends that no "thinking" or "reasoning" is needed to explain the

behaviour (McKenzie & Smeltzer, 1997). The Social Cognitive Theory also emphasizes

that reinforcement along with expectations of the consequences determine behaviour

(McKenzie & Smeltzer, 1997). Several constructs associated with the Social Cognitive

Theory are: direct reinforcement; vicarious reinforcement; self-management; behavioural

capability; expectations; expectancies; self-control; self-efficacy; outcome expectations;

emotional-coping response; reciprocal determinism; and locus of control (McKenzie &

Smeltzer, 1997).

2.3.2 The Health Belief Model

The Health Belief Model, is a frequently used model in health behaviour

applications (McKenzie & Smeltzer, 1997). The Health Belief Model hypothesizes that

health-related action depends on the simultaneous occurrence of perceived susceptibility;

perceived seriousness; perceived benefits; and perceived barriers (McKenzie & Smeltzer,

1997). In this context, perceived susceptibility is the existence of a health concern that

makes health issues significant (McKenzie &, Smeltzer, 1997). Perceived threat is

conceptualized as the belief that one is vulnerable to a health condition (McKenzie &
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Smeltzer, 1997). Perceived benefit is the belief that compliance to a particular health

recommendation would be beneficial in reducing the risk of poor health (McKenzie and

Smeltzer, 1997). Perceived barriers are obstacles, which prohibit the compliance of

following a recommended preventative health action (McKenzie & Smeltzer, 1997).

2.3.3 The Transtheoretical Model or Stages of Change

The Transtheoretical Model or Stages of Change, is a model that helps to explain

the stages that people experience as they attempt to change their behaviour over a period

of time (McKenzie & Smeltzer, 1997). This model suggests that people move from the

precontemplation stage (no intention to change their behaviour); to the contemplation

stage (seriously considering changing their behaviour in the next six months); to the

preparation stage (actively planning change); to the action stage (overtly making

changes); to the maintenance stage (taking steps to sustain the change, after 6 months of

behaviour change) (McKenzie & Smeltzer, 1997). Since relapse is a part of change, this

model represents a non-linear relationship between the five stages (McKenzie &

Smeltzer, 1997). Since the development of this model in 1979, it has been used by health

promoters when designing specific health promotion initiatives and has been applied

particularly in smoking cessation programs (McKenzie & Smeltzer, 1997).

2.4 The Problem

What is the self-reported health status and lifestyle behaviours of the residents of

the Town of Fort Erie, Ontario, as related to the CCHS? The results were examined in

relationship to demographic variables and socio-economic variables, and conservative
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comparisons were made to the findings of the CCHS. Specifically, the following research

issues guided the research: i) what is the overall self-reported health status of the

residents in the Town of Fort Erie?; ii) what are the lifestyle behaviours of the citizens

of the Town of Fort Erie, related to smoking, alcohol use, illicit and licit drug use,

physical activity, fruit and vegetable consumption, body weight, and gaming activities?;

ill) what is the relationship between self-reported present health status, lifestyle and

socio-economic variables; v) what is the relationship between self-reported health status,

lifestyle health variables, demographic variables; iv) can the findings from this study, be

compared to the findings of other relevant population health studies?; and iiv) can the

findings of this study be generalized to the general population of the Town of Fort Erie

and used in health planning? This research study was intended to examine self-reported

health status and lifestyle behaviours of the residents of the Town of Fort Erie, Ontario,

as related to the Canadian Community Health Survey.
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Chapter II

Review of the Literature: Part II

2.5 Introduction to Self-Reported Health and Lifestyle Behaviours

The complexity and comprehensiveness of the concept of health, presents a

serious challenge for policy makers and health care practitioners (Simon-Morton, Greene

& Gottlieb, 1995). Given that "health" is a multi-faceted, and multi-dimensional concept

that is affected by all of the determinants of health, it is the intent of this research to focus

on self-reported health status and lifestyle behaviours. Specifically, health status

encompasses self assessed health, health conditions, health problems, and functional

health limitations. Lifestyle behaviours include smoking, alcohol use, illicit and licit drug

use, physical activities, fruit and vegetable consumption, body weight, and gaming

activities.

2.6 Definition of Health

Health is the complete physical, psychological, spiritual, emotional, and social

well-being and not merely the absence of disease or infirmity (World Health

Organization, 1946). Viewed from this perspective, health ceases to be strictly

measurable in terms of morbidity or mortality (Epp, 1996). Health is an important

dimension of our overall quality of life (Kickbusch, 1996). In this context, quality of life

includes the opportunity to make choices and gain satisfaction for living (Kickbusch,

1996). Health is thus seen as a resource, which gives people the ability to change or
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manage their environment (Kickbusch, 1996). This shift in thinking about health is

broader than the "curative" view of health care, with its preoccupation with conquering

germ warfare and prolonging life (Kickbusch, 2003).

2.7 Determinants of Health

The "medical model", which encompasses evidence-based medicine, continues to

be society's main focus, and is often not inclusive of efforts to address the underlying

issues pertaining to the determinants of health (Romanow, 2002). Although health care

may reduce morbidity and mortality by treating illness and disease conditions, it is

imperative to develop a better understanding of the determinants of health that includes

genetics, the physical environment, the social environment, health care, and personal

behaviour (Simon-Morton, Greene & Gottlieb, 1995).

To explain each of these determinants, Simon-Morton, Greene and Gottlieb

(1995), defined genetics as the predisposition to disease and illness; the physical

environment as a framework which provides insight into the persistent and systematic

variation in health including humidity, temperature, noise level, the presence or absence

of various pollutants, and exposure to artificial radiation; and the social environment as a

vast network of morals, laws, customs, as well as commercial, governmental and social

activities. Health care includes the availability and quality of health care services.

Personal behaviour is defined as individual lifestyle choices and practices.

Inadequate attention has been directed towards theses determinants of health

(Poland et al., 1998). While curative, high technology medicine has received a

disportionate share of health care resources; the determinants of health have often been
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relegated to a lower priority, or are often overlooked (Poland et al., 1998). This reliance

on intervention medicine may be limiting efforts for overall population health, by

necessitating that the government forego investments in health promotion based on the

determinants of health (Poland et al., 1998). According to the article. Health Care in

Canada (2003), hospitals, doctors, and drugs are the three largest areas of health care

expenditures. In 2002, they accounted for 60% of private and public spending (Canadian

Institute for Health Information, 2(X)3). Although inadequate attention has been directed

to the determinants of health, the shift to health promotion is beginning to become

apparent.

2.7.1 Determinants of Health in Relation to Health Status

While, some practitioners equate health status with health care, key documents in

health promotion make a more logical connection between health status and the

determinants of health. Specifically, The Lalonde report, A New Perspective on the

Health of Canadians (1974), was recognized as being among the first policy documents

to validate the notion of the broad determinants of health (Lalonde, 1974). This broader

conceptual framework provided some insight into the persistent and systematic variations

in health among various populations (Birch, Jerrett, & Eyles, 2000). Personal lifestyle,

genetics, the social environment, the physical environment, lifestyle, and health care were

all associated with health status (Simon-Morton, Greene, & Gottlieb, 1995).

In the article. Heterogeneity in the Determinants ofHealth and Illness: The

Example ofSocioeconomic Status and Smoking (2000), the study of the determinants of

health introduced the idea that inter-related, heterogeneous, multiple factors contribute to
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in

overall health and health status (Birch, Jerrett and Eyles , 2000). In lay terms, health

status or "health outcome" is a result of multiple health determinants. For example, as

cited in their article, Health Behaviours and Socio-economic Status in Ontario, Canada,

Pomerleau, Pederson, Ostbye, Speechley, and Speechley (1997), found individuals with

low socio- economic status and who smoke have poorer health. In addition, access to

health care services was influenced by lifestyle practices, genetics, social, cultural and

economic environments (Birch, Jerrett, & Eyles, 2000).

Exploring the relationship between health status and the determinants of health is

an important area of research. Through a knowledge and understanding of these broad

determinants, communities have been found to improve their current level of health status

(Vingilis & Sarkella, 1997). Attempts to measure health status clearly must be founded in

the concept of what "health" is (Ricardson & Zumbo, 2000). The broader definition of

health emphasizes the role of the individual, along with other determinants of health to

explain differences in population health. Therefore, further research into the relationship

between self-assessed health and lifestyle is warranted (Richardson & Zumbo, 2000).

From a health promotion perspective, the understanding and exploration of health

status and lifestyle behaviour, can lead to an increased understanding of the health needs

of a population. This may lead to the development and implementation of health

promotion programs that could improve the overall health of Canadians.

2.8 Health Status

Historically, health status has been based on death rates or census indicators

(Studnicicki, Luther, Kromrey & Myers, 2001). Health status is a broad conceptual
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approach that has many dimensions including emotional, physical and social factors, and

can be operationalized through subjective assessments of overall health (Haveman-Nies,

de Groot, & van Staveren (2003). According to the article. On the Classification of

Population Health Measurements, the term health status is a direct measure of health

processes and health outcomes within a population (McDowell, Spasoff, & Kristjansson,

2004).

Health status can vary at the individual and population level. At the individual

level, explanatory indicators might include genetic factors, while at the population level

explanatory indicators may include social determinants of health such as social cohesion

or income inequality (McDowell, Spasoff, & Kristjansson, 2004). Demographic factors

that include gender, age and culture are also related to self-reported health (Haveman-

Nies, de Groot, & van Staveren (2003). However, individual lifestyle behaviour, account

for much of the variation among community-based populations in reporting fair to poor

health status (Shields & Tremblay, 2002).

2.8. 1 Self Reported Health Status and the Biomedical and Holistic Models of Health

Self-Reported health is a subjective health indicator that is weighted by

preferences and personal values and is a strong predictor of health care use, morbidity

and mortality rates (Haveman-Nies, de Groot, & Van Staveren, 2003). Self-Reported

health status also objectively measures health care utilization (McDowell, Spasoff, &

Kristjansson, 2(X)4).

The broader scope of self-reported health status should include a broad set of

measures that encompasses both the biomedical model of health and the holistic model of
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health, and include aggregate measures of health outcomes (McDowell, Spasoff, &

Kristjansson, 2004). The biomedical model of health encompasses evaluative indicators

of health, while the holistic model of health encompasses predictor indicators of health

(McDowell, Spasoff, & Kristjansson, 2004). Self-Reported health, and self-reported

functional health are predictive indicators of health that follow the holistic model, while

health conditions, and health problems are evaluative indicators that follow the

biomedical model.

Self-reported present health, self-reported health in the previous year, satisfaction

with overall health, and quality of life are predictive indicators that correspond to the

holistic model of health (Haveman-Nies, de Groot, & van Staveren, 2003). Functional

status is an objective and predictive indicator that specifies the degree to which an

individual is dependent on others in carrying out activities for daily living (Haveman-

Nies, de Groot, & van Staveren, 2003). Health conditions and health challenges are

objective and evaluative indicators of illness and disease (Haveman-Nies, de Groot, and

van Staveren, 2003).

2.8.2 The Medical Outcomes Survey (MOS) 36 Item Short Form Survey (SF-36)

Health status has many dimensions and can be operationalized through subjective

assessments of these different dimensions of overall health. In this study questions were

partially adopted from the SF-36. The SF-36 is a short form, multiple purpose survey

used to measure health status (Ware & Gandek, 1998). The SF-36 is one of the most

widely used fixed format instruments, and was designed for use in health policy rr^;-^*.'
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evaluations, clinical practice research, and general population surveys (Ware & Gandek,

1998).

The SF-36 has proven to be a valid and reliable measurement. It has been useful

in comparing specific and general populations, differentiating the health benefits

produced by the utilization of a wide range of treatments, estimating the relative burden

of disease, and screening individual patients (Ware & Gandek, 1998). The SF-36 includes

one multi-item scale that assesses eight concepts, which are relevant across disease, age,

and treatment groups: 1) limitations in physical activities because of health problems; 2)

limitation in usual role activities because of physical health problems; 3) bodily pain; 4)

general health perceptions; 5) vitality (energy and fatigue); 6) limitations in social

activities because of physical or emotional problems; 7) limitations in usual role activities

because of emotional problems; and 8) mental health (psychological distress and well-

being) (Stansfeld, Roberts & Foot, 1997). The SF-36 was designed to be administered by

a telephone or face to face interview to a sample 14 years of age or older (Stansfeld,

Roberts & Foot, 1997).

2.8.3 Self-Reported Present Health Status in Canada

According to the CCHS (2000/2001), a higher percentage of Canadians aged 12

and older rated their present health as excellent (35.8%), while only 12.0% of Canadians

rated their present health as fair or poor. In comparison, results that were reported in the

Niagara Region within the CCHS, had indicated that a higher percentage of Niagara

Region residents rated their present health as very good (37.3%), while 12.7% rated their

present health as fair or poor.



:::.i: , v>; . :/ .^if" !:j!

«i4^;•v^:•

j«v<j •Vi^t,"' 'v'C,''! ilir'w ,ui'i ('3*5--, ir-wil '-Jij,



Self-Reported Health Status and Lifestyle Behaviour Survey 25

Slightly more Canadian males than females reported excellent to good health

(88.8% and 87.3% respectively), while more females than males reported fair or poor

self-reported present health (12.7% and 11.2% respectively)

(http://www.statcan.ca/english/freepub/82-221-XIE/01 103/tables/html/l 1 15.htm) . The

frequency distribution of self-reported present health, by gender from the CCHS is

reported in Appendix 2. The level of self-reported excellent or very good present health

also declined with each successive age stratum, reaching a low rating for persons aged 75

and older, (http://www.statcan.ca/english/freepub/82-221-

XIE/01 103/tables/html/l 1 15.htm) . The frequency distribution of self-reported present

health by age is reported in Appendix 3.

The Statistical Report on the Health of Canadians (1999), reported from the

National Population Health Survey (NPHS) (1996/1997), that Canadians in the lower

income brackets were less likely to rate their health as excellent, compared with

Canadians in the highest income brackets, and were more likely to rate their present

health as poor, compared to Canadians with the highest income (http://www.hc-sc.gc.ca) .

2.8.4 Health Conditions/Health Problems in Canada

Health conditions are important evaluative indicators of health status. According

to the Canada e-Book 2001, chronic illnesses progress gradually throughout the life

cycle, and many of them intensify in older persons ( http://142.206.72.67/r000 e.htm) .

Since Canadians are living longer, the prevalence of chronic conditions has increased.

Particularly, according to the Canada e-Book 2001, in 1994-1995 more than 80% of

Canadians, aged 65 and older reported that they had at least one health chronic condition





Self-Reported Health Status and Lifestyle Behaviour Survey 26

(http://142.206.72.67/r000 e.htm) . Arthritis, heart disease, asthma, hypertension,

migraine headaches, bronchitis, emphysema, and diabetes were among the most common

chronic diseases reported in Canada (http://142.206.72.67/r000 e.htm) .

According to Canada e-Book, health challenges effect functional status and

disrupt normal activities, negatively affecting four million Canadians

(http://142.206.72.67/r000 e.htm). Back problems, hearing problems and vision

problems, are among the common health conditions that negatively affect functional

status (http://142.206.72.67/rf)00 e.htm) .

2.8.5 Functional Health Limitations in Canada

Functional health status is an important evaluative indicator of health status. The

CCHS (2000/2001), reported measures of functional health status on eight dimensions of

functioning: hearing; vision; mobility (ability to get around); speech; dexterity (use of

hands and fingers); feelings; cognition (memory and thinking); and pain

http://www.statcan.ca/English/freepub/82-221-XIE/01103/tables/html/1315.htm .

According to the CCHS (2000/2001), 18.6 % of Canadians report moderate or

severe functional problems, with more females (20.2%), than males (17.0%) reporting

moderate or severe functional problems http://www.statcan.ca/English/freepub/82-221-

XIE/01 103/tables/html/1315.htm . The percentage of persons reporting moderate to severe

functional problems is slightly higher in the Niagara Region (23.1%) compared to the

Canadian population (18.6%). http://www.statcan.ca/English/freepub/82-221-

XIE/01 103/tables/html/13 16.htm) . The frequency distribution of functional health status

by gender from the CCHS, is reported in Appendix 4.
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In accordance with the CCHS (2000/2001), moderate or severe functional health

problems increased with each successive age stratum, reaching a high level in persons

aged 75 and older (45.5%)

(http://www.statcan.ca/English/freepub/82-221-XIE/01103/tables/html/1315.htm) . The

frequency distribution of functional health status by age, from the CCHS is reported in

Appendix 5.

In order to develop healthy and sustainable communities, it is important to assess

the health status of the population. Through the effective monitoring of the broader

framework of health status, communities can allocate health care resources more

efficiently and effectively, in order to develop and implement health promotion programs

in response to the needs of the specific population.

2.9 Lifestyle Behaviours

Within the context of health, behaviour is identified as a modifiable risk factor.

Since, individuals have the capacity to increase control over, and in turn to improve their

overall health, emphasis can be placed on the individual (Kickbusch, 1996). Policy

makers understand the fundamental assumption that health is directly correlated with

individual and collective lifestyle behaviour (Shields & Tremblay, 2002). Interest in the

potential role of lifestyle factors and the multiple influences on health has been a central

focus in the field of health promotion (Shields & Tremblay, 2002).

A large body of research has established the importance of particular lifestyle

factors in relation to overall health (Shields& Tremblay, 2002). As outlined in the Health

ofCanadian Communities Report (2002), smoking, physical inactivity, alcohol abuse,
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and obesity have been identified as the key modifiable risk factors that can contribute to

poor health (Shields & Tremblay, 2002). Interest has also increased in the effects of

dietary practices, illicit and licit drug use and gaming on health in the literature (Perez,

2002; Canadian Community Epidemiology Network on drug Use (CCENDU), 2002;

Henriksson, 2001).

2.9.1 Lifestyle Behaviours in Relation to Socio-Demographic Variables

Differences in socio-economic status can account for some lifestyle differences.

Particularly, lower socio-economic groups are more likely to engage in unhealthy

behaviours partly as a consequence of their economic and social position. Socio-

economic disparities can negatively impact on the health of individuals, potentially

resulting in the adoption of maladaptive coping behaviours, such as smoking.

Pomerleau et al., (1997) reported from the Ontario Health Survey 1997, that

unhealthy behaviour was associated with at least one socio-economic factor. Particularly,

smoking was reported by individuals with low occupational prestige and low income

(Pomerleau et al., 1997). In contrast, Pomerleau et al., (1997) also noted that individuals,

who reported higher alcohol consumption, were those with a higher income status.

From a demographic perspective, age can also account for some differences in

lifestyle behaviours. According to The Statistical Report on the Health of Canadians,

1999 as age increases, older persons are less likely to engage in healthy behaviours

related to physical activity (http://www.hc-sc.gc.ca).

In general, communities have responded to these increasingly unhealthy lifestyle

behaviours by developing and implementing health promotion programs and public
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health policy initiatives based on up-to-date, reliable, information, of their population's

health and specific risk areas.

The descriptive results generated from the survey of all the lifestyle behaviours

may increase the likelihood of identifying the needs of the population and therefore may

result in tailoring interventions and the timing of interventions appropriately and in a well

targeted manner. Specifically, smoking, alcohol use, illicit and illicit drug use, physical

activities, dietary practices mainly the consumption of fruits and vegetables, bodyweight,

and gaming will be explored in this study.

2.9.2 Smoking

An accumulating body of research indicates that smoking is associated with

mortality rates, morbidity rates, and functional limitations (Xie, Robson, Single, Rehm,

and Paul, 1999). In 1996, smoking was associated with approximately 45,000 deaths, and

one-fifth of all deaths were due to the three leading causes of death: heart disease, stroke,

and cancer (Shields & Tremblay, 2002). In addition, the Health of Canadian

Communities Report (2000), indicated that smoking also causes functional limitations

(Shields & Tremblay, 2002). Specifically, heavy smokers were found to be 30% to 50%

more likely than non-smokers to have activity limitations (Shields & Tremblay, 2002).

Seniors who smoke and were recovering from an illness, were found to have lower odds

of recovering from their illness (Shields & Tremblay, 2002).

Xie et al. (1999), also reported that the economic costs related to smoking such as

ambulance service costs, hospitalizations, prescriptions, home care costs, and research

and prevention costs, are considerable. According to Stephens, Kaiserman, McCall and
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Sutherland-Brown (2000) (as cited in Romanow, 2002), smoking costs the Canadian

economy 16 billion dollar each year, including 13.6 billion dollars in lost productivity

due to sick days and premature death, and 2.4 billion in health care costs.

2.9.2.1 Smoking Prevalence in Canada

According to the CCHS (2000/2001), smoking remains a public health challenge

for Canada. As shown in Table 2.1, in 2000/2001, 6.6 million Canadians aged 12 or older

(25.9%) reported they smoked cigarettes daily or occasionally; and 36.7% reported being

former smokers. Of the persons who smoke, a higher percentage smoke daily (21.5%)

(http://www.statcan.ca/english/freepub/82-221-XIE/01103/tables/html/2115.htm) . More

males (28.0%), compared to females (23.7%) smoked cigarettes daily or occasionally

(http://www.statcan.ca/english/freepub/82-221-XIE/01103/tables/html/2115.htm) .

Table 2.1

Smoking Status, by Gender, Household Population Aged 12 and Over, Canada, CCHS

2000/01

Daily Occasional Former Never Not stated

Total 21.5% 44% 36.7% 37.2% 03%

Males 23.5% 43% 39.6% 32.0% 04%

Females 19.4% 43% 33.9% 42.2% 02%
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Moreover, according to, the CCHS (2000/2001), the prevalence of current

smokers (daily, occasionally) aged 20-75 and older declined predominately with each

successive age stratum. The highest prevalence of current smokers (daily, occasionally)

was in persons in the age category 25-34 (31.9%)

(http://www.statcan.ca/english/freepub/82-221-XIE/01 103/tables/html/21 15.htm) . The

frequency distribution of smoking status by age from the CCHS (2000/2001), is reported

in Appendix 6. However, according to Statistics Canada's, the Canadian Tobacco Use

Monitoring Survey (2002), found the number of cigarettes smoked has been gradually

declining, falling from 21 cigarettes a day in 1995 to 16 cigarettes a day in 2002

(http://www.statcan.ca/Dailv/English/030730/d030730b.htm .).

Results from the Canadian Tobacco Use Monitoring Survey (CTUMS) (2002)

indicate that in Canada smoking prevalence has slightly decreased in 2002. In 2002, an

estimated 5.4 million people or 21% of the overall population aged 15 and older were

smokers, down from 22% in 2001. This percentage (22%) is lower than reported in the

CCHS (25.9%), potentially because the CCHS had a larger sample size, and included

persons aged 12 and over. Overall, smoking prevalence appears to decrease over the

years. (http://www.statcan.ca/Dailv/English/030730/d030730b.htm). The report. Smoking

in Canada, 1985 to 2001, reported that the largest declines in smoking occurred from

1999 to 2001 (Health Statistics Division, 2001)
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2.9.2.2 Non-Smoking Characteristics in Canada

Since, non-smoking characteristics provide valuable information for health

promotion specialists, and provides health promoters with a benchmark for planning

future behaviour change interventions, non-smoking characteristics are also examined.

According to the CCHS (2000/2001), 36.7 % were former smokers; and 37.2 %

never smoked. However, according to The Canada e Book (2001), in 1994-1995, 2 % of

all adults who did not smoke started smoking in 1996-1997 and 6 % of all former

smokers in 1994-1995 had resumed smoking by 1996-1997

(http://142.206.72.67/iO00 e.htm .). As well, second-hand smoke negatively affects non-

smoking persons, and can contribute to chronic conditions such as cancer and asthma and

can negatively affect the health and well-being of those persons who live with a smoker,

and therefore poses a problem to be measured and addressed

(www.http://142.206.72.67?02/02b/02b 006 e.htm) .

2.9.3 Alcohol Consumption

According to the Health ofCanadian Communities Report, Shields and Tremblay,

(2002), reported that heavy alcohol consumption is a determinant of poor health. In

addition to causing adverse social, personal, and psychological consequences, heavy

alcohol consumption is a major determinant of premature death (Shields & Tremblay,

2002). Health diseases, health challenges, and accidents are in part related to the causes

of preventable deaths related to alcohol abuse (Shields & Tremblay, 2002). According to

the Canada e-book 2001, approximately 2000 deaths were attributed to alcohol-related
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liver diseases that includes cirrhosis of the liver

(http://142.206.72.67/02/02b/02b 007b e.htm) . Other health conditions associated with

excessive drinking also include cancer, cardiovascular disease, tuberculosis, pneumonia,

and chronic bronchitis (Shields & Tremblay, 2002; Strom, 1999). Strom (1999) also

found that the mortality rate increases significantly with greater alcohol consumption.

2.9.3.1 Drinking and Driving in Canada

Road traffic accidents are another negative outcome that have been associated

with excessive alcohol consumption. In Canada, the 2001 Road Safety Monitor: Drinking

and Driving Report, (as cited in Canadian Community Epidemiology Network on Drug

Use (CCENDU), 2003), found that 16.7% of Canadians reported drinking and driving.

Drinking and driving behaviour is defined as driving a vehicle within two hours of

consuming alcohol sometime in the past 30 days.

In general, males and younger drivers in were more likely to drink and drive,

compared to females and older drivers (http://www.camh.net/pdf/eb02 1 ddmonthlv.pdf.).

According to the Traffic Injury Research Foundation, (2001) (as cited in CCENDU,

2003), 23% of Canadian drivers between 19-24 were more likely to report drinking and

driving, followed by 20.9% of persons aged 25-29; and 20.2% of persons aged 40-49.

According to Ashley, Ferrence, Room, Bondy, Rehm, and Single (1997), the risk

relationship between alcohol consumption and injuries and accidents are linear. The more

alcohol consumed, the higher the risks of injuries and road traffic accidents. Blood

alcohol concentration is linearly related to fatal crashes (Ashley et al., 1997). The largest

number of alcohol-related deaths were as a direct result of impaired driving accidents
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(Single, Eric, Rehm, Jurgen, Robson, Lynda, Van Truong, & Minh, 2000). Statistics

Canada's, Canada e-book (2001), reported from the NPHS (1996/1997), that in

1996/1997, 35% of fatalities that occurred as a result of drinking and driving were over

the legal blood alcohol limit (http://142.206.72.67/02/02b/02b 007b e.htm) .

Since the high number of alcohol-related accidental deaths and suicides involved

young people, the total number of potential years of life lost is significant (Single, et al.,

2(XX)). Specifically, they estimated that 26.4 years of potential life were lost per alcohol-

related death (Single et al., 2000).

According to the Centrefor Addictions and Mental Health (2003), in Ontario, the

number of road traffic accidents resulting from drinking and driving has declined over the

years (http://www.camh.net/pdf/alcohol otherdrugs drivedvk.pdf) . More people are

taking the role of designated driver more seriously, by abstaining from alcohol, and those

who decide to drink either take a cab or public transit, or decide to leave their car at

home. In 1988, there were 17,995 crashes involving drinking drivers, compared to 9,767

in 1997 in Ontario (http://www.camh.net/pdf/alcohol otherdrugs drivedvk.pdf) . While

this trend seems to reflect the positive effect of public awareness, drinking and driving

continues to be the major cause of death and injury

(http://www.camh.net/pdf/alcohol otherdrugs drivedvk.pdf) .

2.9.3.2 Drinking Prevalence in Canada

The CCENDU (2003), reported from the NPHS (1998-1999), that 78% of Canadians

aged 15 and older consumed alcohol at least once in the past year (current drinker),

12.6% used alcohol during their lifetime, but not in the past year (former drinker), and
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9.5% abstained from alcohol (never had used alcohol). More males (82.2%) than females

(74%) reported drinking alcohol in the past year (CCENDU, 2003). An age specific trend

was apparent among current drinkers. As age increased, the prevalence of current

drinking decreased with each successive age stratum. Persons reported the highest

consumption of alcohol in the past 12 months aged 15 and older, were in the age

categories 20-24. As well, among both former drinkers and abstainers there was a similar

pattern, that is, as age increased so did the percentage of former drinkers and abstainers

(Canadian Community Epidemiology Network on Drug Use, 2003).

2.9.3.3 Heavy Drinking in Canada

According to the CCHS, data on the frequency of drinking, five or more drinks on

one occasion in the past 12 months is considered "heavy drinking", while "regular heavy

drinking" is drinking at this level (5 or more on one occasion) at least 12 times in the

previous 12 months (http://www.statcan.ca/english/freepub/82-221-

XIE/01 103/tables/html/2155.htm) .

As shown in Table 2.2, according to the CCHS (2000/2001), a higher percentage of

Canadians never consumed five or more drinks on one occasion in the last 12 months

(55.6%). More males than females were classified as heavy drinkers or regular heavy

drinkers, while more females never consumed five or more drinks on one occasion

(http://www.statcan.ca/english/freepub/82-221-XIE/01103/tables/html/2155.htm) .
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Table 2.2

Frequency ofDrinking 5 or More Drinks on One Occasion in the Last 12 Months, by

Gender, Household Population Aged 12 and Over, Canada, CCHS 2000/2001

Never <12 Times =>12 Times Not stated

Total 55.6% 23.3% 20.1% L0%

Males 45.1% 25.4% 28.3% 1^2%

Females 66.9% 21.0% 11.2% 0.9%

Heavy drinking was most prevalent in persons aged 25-34 (32.2%), while regular

heavy drinking was most prevalent in young persons aged 20-24 (37.1%). Regular heavy

drinking decreased with each successive age stratum in persons aged 20 to 75 and older

(http://www.statcan.ca/english/freepub/82-221-XIE/01103/tables/html/2155.htm) . The

distribution of alcohol frequency by age from the CCHS, is reported in Appendix 7.

2.9.3.4 Health Risks Associated with Drinking

According to Ashley et al., (1997), adapted from the Addictions Research

Foundation (1995), health risks associated with drinking can be categorized in four

categories: no risk; low risk; increased risk; and hazardous drinking. No risk is associated
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with abstainers having no risk or alcohol problems; increased risk is associated with

consuming one to two drinks in any day, with at least one alcohol free day per week;

increased risk is associated with three to four drinks in any day, up to twelve drinks per

week, with at lease one alcohol free day per week; and hazardous drinking is associated

with five or more drinks in any day, or three or more drinks on more than half the days of

the week.

Long-term risks associated with regular daily patterns of drinking, has been

defined by the amount of alcohol typically consumed each week. According to the

Victorian Population Health Survey (2001), long-term risks for females, are associated

with more that two standard drinks a day, or more than 14 drinks per week (Victorian

Government Department of Human Services, 2002). For males, long-term risks are

associated with more than four standard drinks per day, or more than 28 standard drinks

per week (Victorian Government Department of Human Services, 2002).

2.9.3.5 Moderate Alcohol Consumption

Moderate alcohol consumption has been associated with reduced mortality,

resulting from protection against coronary artery disease (Strom, 1999). According to the

American Council on Science and Health (1998), moderate drinking is defined as no

more than two standard drinks per day for a male aged 65 or under, and one standard

drink for a male aged 65 and older, and no more than one standard drink for a female of

any age (http://www.acsh.org/publications/booklets/alcohol.html) . According to the

Centrefor Addiction and Mental Health (2003), a standard drink consists of one 5 ounce
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glass of wine, or mixed drink containing 1.5 ounces of 80-proof spirits, one 12 ounce can

of beer, or 3 ounces of fortified wine (http://www.camh.net/pdf/alcohol dyk.pdf) .

Epidemiologic studies have found that drinking alcohol in small amounts might

protect some older or middle aged people against coronary artery disease (Ashley et al.,

1997). However, some may argue that this relationship might be misleading, resulting

from spurious relationships between moderate drinking and confounding variables, such

as physical activity, diet, smoking, and acetylsalicylic acid use.

2.9.4 Illicit and Licit Drug Use in Canada

According to the 2002 National Report: Drug Trends and the Canadian Community

Epidemiology Network on Drug Use Network, in 1999, the greatest number of both illicit

and licit drug deaths were a consequence of accidental poisoning (CCENDU, 2002).

Illicit drug use can be conceptually defined as illegal drugs, while licit drugs can be

defined as prescription drugs, or over-the-counter medications.

2.9.4.1 Illicit Drug Use in Canada

According to the Canadian Centre on Substance Abuse, 1999, in 1995 there were

804 deaths in Canada attributable to opiate poisoning and suicides accounted for two

thirds of drug-related deaths (http://www.ccsa.ca/index.asp?menu=&ID=43) . The

CCENDU (2002), reported from the Canada's Alcohol and Other Drugs Survey (1994),

that cannabis or marihuana (7.4%) was the most frequently reported drug used by both

sexes in the past year, followed by LSD, speed or heroin (1.1%) and cocaine (0.7%).
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Overall, a higher percentage of males than females reported illicit drug use from each

type of dmg (CCENDU, 2002)

2.9.4.2 Licit Drug Use in Canada

The Canadian Centre on Substance Abuse reported from the NPHS (1996-1997)

that 11.6% of Canadians used prescription medication in the past month

(http://www.ccsa.ca/index.asp?menu=&ID=43) . A higher percentage of Canadians aged

15 and older used opioids (4.7%), followed by antidepressants (3.6%), sleeping pills

(3.5%), tranquillizers (2.7%), steroids (0.8%), and diet pills (0.5%). The CCENDU,

2002), reported from the 1994 Canada Alcohol and Other Drugs Survey that females 15

and older reported higher rates of prescription use than males in all age categories. The

greatest disparity between the two genders was with antidepressant use, where a

significantly higher proportion of females (4.2%) than males (1.7%) reported

antidepressant use. According to the article, Drug Use Among Senior Canadians, by

Bergob (n.d.), prescription drug use is most common among seniors aged 65 and older,

with seniors consuming 20% to 30% of all prescribed drugs

(http://www.statcan.ca/english/ads/ll-008-XIE/drugs.html) .

2.9.5 Physical Activity

Physical activity has been found to have numerous benefits (Vuori, 1998; Denton

et al., 2004). Most widely appreciated are its effects on the musculoskeletal and

cardiovascular systems, but benefits on the functioning of the immune, metabolic and

endocrine systems have also been found (Vuori, 1998; Denton et al., 2(X)4)). In contrast,
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physical inactivity can contribute to osteoporosis, hypertension, cardiovascular disease,

and obesity (Vuori, 1998). According to Katzmarzyk, Gledhill, and Shepard (2000) (as

cited in Romanow, 2002), in 1995, approximately 21,000 lives in Canada were

prematurely lost as a direct result of physical inactivity.

2.9.5.1 Physical Activity Prevalence in Canada

As shown in Table 2.3, according to the CCHS (2000/2001), 42.6% of Canadians

aged 12 and older are physically active or moderately active, while 49.1% are physically

inactive. Overall, 8.3% of persons did not indicate their level of physical activity. More

males (44.8%) than females (40.5%) were classified as being more physically active

(active or moderate) (http://www.statcan.ca/English/freepub/82-221-

XIE/01 103/tables/html/2165.htm ).

Table 2.3

Leisure Time Physical Activity, by Gender, Household Population Aged 12 and Over,

Canada, CCHS 2000/01

Active Moderately Inactive Not Stated

Total 21.0% 21.6% 49.1% 83%

Males 23.7% 21.1% 44.2% 11.1%

Females 18.4% 22.1% 53.8% 5^6%
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The highest percentage of persons aged 12 and over who are physically active or

moderately active are between the ages of 12-19 (59.5%), while a larger percentage of

Canadians aged 75 and older are physically inactive (26.0%). Predominately, physical

activity decreases with each successive age stratum

(http://www.statcan.ca/English/freepub/82-221-XIE/01103/tables/htmy2165.htm). The

frequency distribution of leisure-time physical activity by age, from the CCHS is reported

in Appendix 8. These results were based on their responses to questions about frequency,

duration, and intensity of their participation in leisure time activity

(http://www.statcan.ca/English/freepub/82-221-XIE/01103/tables/html/2165.htm) .

From a different conceptual perspective of physical activity, the Canada year

book of 1999, reported from the NPHS (1996-1997), conceptually defined physical

activity frequency as three or more times weekly; once or twice weekly; and less than

once weekly or never (http://www.statcan.ca/english/ldts/cvbl999/health/tab6.htm). As

shown in Table 2.4, in 1996/1997, a higher percentage of Canadians aged 15 and older

engaged in physical activity three or more times weekly (57.1%). A higher percentage of

females than males engaged in physical activity three or more times weekly (58.2% and

56% respectively) (http://www.statcan.ca/english/kits/cvbl999/health/tab6.htm) .
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Table 2.4

Weekly Physical Activity Frequency, by Gender, Population Aged 15 and Over, Canada

1996-1997, NPHS

Three or More Once or Twice Less Than Once

Times Weekly or Never

Total 57.1% 18.5% 21.6%

Males 56.0% 19.4% 21.0%

Females 58.2% 17.7% 22.2%

The prevalence of engaging in physical activity three or more times a week

predominately decreases with each successive age stratum, while engaging in physical

activity less than once weekly or never engaging in physical activity increased with each

successive age stratum (http://www.statcan.ca/english/kits/cvbl9999/health/tab6.htm) .

From a socio-economic perspective, the Canadian Fitness and Lifestyle Research

Institute Physical Activity Monitor Report (2001) indicated that as the level of education

and the level of income increases, physical activity also increases.

(http://www.cflri.ca/cflri/pa/survevs/200 1 survev/200 1 survev.html) .
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2.9.5.2 Most Popular Activities for Adults in Canada

Of the Canadian population who are active, the Canadian Fitness and Lifestyle

Research Institute, reported from the NPHS (1998/1999), that the most popular activity

for adults over 20 in Ontario is walking (69%) followed by gardening/yard work (47%);

home exercise (31%), swimming (26%); social dancing (23%); bicycling (21%); golf

(14%); jogging/running (13%); weight training (12%); fishing (10%); baseball/softball

(8%); exercise class/aerobics (7%); bowling (7%); in-line skating (5%); basketball (5%);

volleyball (4%); tennis (4%); ice hockey (4%); and downhill skiing (2%)

(http://www.cflri.ca/cflri/pa/survevs/2001survev/2001 on.html) .

2.9.5.3 Recommended Levels of Physical Activity in Canada

Although, a significant proportion of the population remain sedentary, according

to the Physical Activity Monitor Report, 57 % of adults aged 18 and older are considered

insufficiently active, because they do not meet the recommended levels of physical

activity (http://www.cflri.ca/cflir/pa/survevs/2001survev/2001survev.html) . Of those who

engage in physical activity, 57% of Canadians 18 and over, and 50% of children age 5 to

17 do not meet the minimum recommended levels of physical activity for optimal health

benefits (http://www.cflri.ca/cflri/pa/surveys/2001survev/2001survev.html) .

According to Health Canada's, Physical Activity Guide (2002), for optimal health

benefit exercising 30 minutes a day, for at least 10 minutes at a time, 4-7 days per week

of moderate physical activity, and 60 minutes of light intensity are sufficient enough to

generate health benefits (http://www.hc-sc.gc.ca/hppb/paguide) . According to the

Canada e-Book (2001), 63 % who do not engage in physical activity, at the identified
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level to achieve health benefits enough, also regard themselves as being in excellent or at

least in good health (http://142.206.72.67/02/02b/02b 007b e.htm) .

Since there are numerous health benefits related to physical activity, there has

been a growing interest in the promotion of physical activity. According to Giles-Corti

and Donovan (2002), promoting physical activity in conjunction with providing

recreational facilities could enhance physical activity, and thereby promote better health

status. Through various community health assessments, policy makers could assess the

population health in relation to physical activity and develop action plans based on that

data.

2.9.6 Fruit and Vegetable Consumption

The lack of consumption of fruit and vegetables has been identified as a risk factor

in the development of several chronic diseases that include heart disease, cancer,

hypertension, and several forms of cancer (Perez, 2002). According to Fruit and

Vegetable Consumption (2002) article, healthy eating is an important determinant of

health (Perez, 2002). Healthy diet provides the essential nutrients for proper growth and

development, and can help reduce the risk of developing a variety of nutrition related

problems, including cancer, heart disease, hypertension, osteoporosis, dental decay,

anaemia, and some bowel disorders (Perez, 2(X)2).

According to Health Canada's, Office ofNutrition Policy and Promotion (n.d), the

recommended consumption of fruits and vegetables, in Canada's Food Guide is five

servings daily (http://www.hc-sc.ca/hpfb-dgpsa/onpp- _—
bppn/food guide preschoolers e.htm) . According to the article. Food Consumption in

-
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Statistics Canada's The Daily (2002), Canadians are including more fruits and vegetables

in their diet. Excluding potatoes, in 2001, each person consumed 183 kilograms of

vegetables, up 9% from the early 1990's, and 125 kilograms of fruit, up more than 13%

from a decade ago (http://www.statcan.ca/Dailv/English/021017/d021017c.htm).

2.9.6. 1 Fruit and Vegetable Consumption in Canada

As shown in Table 2.5, despite the importance of a diet rich in fruits and

vegetables, according to the CCHS (2000/2001J, 61.8% of the Canadian population

consumed fruits and vegetables less than 5 times per day, while only 37.1% consumed

fruits and vegetables 5 times daily or more. More Canadian females (42.6%), than males

(31.5%) consumed five servings or more of fruits and vegetables daily

(http://www.statcan.ca/english/freepub/82-221-XlE/01103/tables/html/2185.htm).

Table 2.5

Consumption ofFruits and Vegetables Daily, by Gender, CCHS 2000/2001

<5 Times 5 -10 Times >10 Times Not Stated

Total 61.8% 33.4% 3?7% 11%

Males 67.2% 28.3% 12% L3%

Females 56.5% 38.4% 4^2% 09%
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Older persons aged 75 and older (46.3%), were more likely to consume 5 or more

fruits and vegetables daily, while persons aged 35-44 (65.6%) more likely to consume

fruits and vegetables less that five times per day

(http://www.statcan.ca/english/freepub/82-221-XIE/01103/tables/html/2185.htm) . The

frequency distribution of fruit and vegetable consumption by age, from the CCHS is -

reported in Appendix 9.

According to The Statistical Report on the Health ofCanadians (1999), 59% of

persons aged 12 and older were concerned about their dietary practices, mainly fat

consumption and claimed to be taking action to eat healthier (http://www.hc-sc.gc.ca) .

The modest increase in fruit and vegetable consumption was a popular method to

decrease the amount of fat in their diet (http://www.hc-sc.gc.ca) . Only 9% were

concerned about the amount of fat in their diet, and were taking no action to change their

behaviour, while 32% of Canadians expressed no concern about the amount of fat in their

diet (http://www.hc-sc.gc.ca) .

2.9.6.2 Fruit and Vegetable Consumption in Relation to Health Promoting Behaviours

Perez (2002) found that fruit and vegetable consumption is related to other health

promoting behaviours. Physical activity, smoking, and alcohol consumption are three

health related behaviours that can affect healthy food choices (Perez, 2002).

People who are physically active, do not smoke, and have an acceptable body weight

consumed more fruits and vegetables than persons who were sedentary, overweight and

who smoke (Perez, 2002). Also, Perez (2002) reported from the CCHS 2000/2001, that
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men diagnosed with cancer, heart disease, high blood pressure, and diabetes tend to

consume more fruits and vegetables, than men without those conditions (Perez, 2002).

2.9.7 Body Weight

Body weight depends on a combination of factors, including dietary practices,

genetics, and physical activity. According to the Health of Canadian Communities Report

(2002), obesity is a major risk factor of several chronic conditions, including heart

disease, cancer, arthritis, high blood pressure, diabetes, and respiratory problems (Shields

& Tremblay, 2(X)2). In addition, obesity is indicated as a key determinant of disability

(Shields & Tremblay, 2002). On the other hand, being too thin can also endanger health,

and the association between underweight females and eating disorders is also

documented in the literature (Gilmore, 1999) ... .•

2.9.7.1 Body Mass Index .- rt:>. ,.•> '.

While weight and obesity can be measured using sophisticated equipment, the use

of the Body Mass Index (BMI) is a reliable and valid assessment approach used to assess

body weight in relation to potential health risks. BMI, the Canadian standard as defined

by the CCHS (2000/2(X)l) includes the following classifications: underweight is

classified with a BMI less than 20.0; an acceptable weight is classified with a BMI

between 20.0 and 24.9; some excess weight is classified with a BMI between 25.0 and

27.0; and overweight is classified with a BMI higher than 27.0. BMI is calculated by

dividing the weight in kilograms by height in meters squared

(http://www.statcan.ca/enelish/freepub/82-221-XIE/01103/tables/html/1215.htm) .
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2.9.7.2 Body Weight Prevalence in Canada

According to the CCHS (2000/2001), a higher percentage of Canadians and

persons living in the Niagara Region are classified as having an acceptable body weight.

On the other hand, 31.9% of Canadians, and 35.0% of persons living in the Niagara

Region are classified as being overweight (http://www.statcan.ca/english/freepub/82-221-

XIE/01103/tables/html/1215.htm) .

Overall, in Canada and the Niagara Region, more males than females are classified as

having either some excess weight or being overweight, while females were found more

likely to be underweight or to have an acceptable body weight

(http://www.statcan.ca/english/freepub/82-221-XIE/01103/tables/html/1215.htm) . The

frequency distribution of BMI, from the CCHS is reported in Appendix 10. According to

the CCHS (2000/200 1 ), body weight increased with age.

(http://www.statcan.ca/english/freepub/82-221-XIE/01103/tables/html/1216.htm) . The

frequency distribution of BMI by age, from the CCHS is reported in Appendixl 1.

Furthermore, according to the NPHS (1994/1995) (as cited in Statistics Canada, 2003,

Health Indicators Volume, 2003, no.2. Body Mass Index Highlights), the Canadian

population aged 20-64 (excluding pregnant women), who were classified as being

overweight increased from 29.4% to 31.9% (http://www.statcan.ca/english/freepub/82-

221-XIE/01103/high/canada/cbmi.htm ).

According to the Organization for Economic Co-operation and Development

(OECD) (as cited in Romanow, 2002) the United Kingdom and the United States have

higher obesity rates than Canada. On the other hand, Canadians are more likely to be

obese than adults in most other OECD countries including Norway, Sweden,
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Netherlands, and Switzerland. Particularly, these OECD countries have adult obesity

rates one-thirds lower than Canada.

2.9.7.3 Body Weight in Relationship to Health Promoting Behaviours

According to Perez (2002), BMI is associated with other health-related

behaviours, notably the frequency of eating fruits and vegetables, and physical activity.

Perez (2002) reported from the CCHS (2000/2001), that the average number of daily

servings of fruits and vegetables was lowest in people who were overweight. As well,

men in the acceptable weight range ate fruits and vegetables more frequently than obese

men, while females who were obese were less likely to consume fruits and vegetables

than acceptable weight females or overweight females (Perez, 2002). These findings

indicate that as body weight increases, the consumption of fruits and vegetables

decreases.

According to the Canadian Fitness and Lifestyle Institute (1999) article Physical

Activity: Health Benefits and Costs to Health Care System, there is a positive relationship

between physical activity and body weight (http://www.cflri.ca/news/99/9903 1/html) .

Gilmore (1999) reported from the NPHS (1996/1997) that 13% of persons who are obese

are physically inactive, while 1 1% are moderately active and 9% are active. These

findings indicate that as the level of activity decreases, body weight increases.

2.9.8 Gaming

According to Parker and Shaver (1997), gaming is the fastest growing industry

throughout Canada. Canada has dramatically expanded its size and scope of gaming by
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developing large casinos and expanding government-sponsored lotteries (Henriksson,

2001). In 2002, as cited in Statistics Canada's the Daily (2004), an estimated 18.9 million

adult Canadians wagered 11.3 billion dollars on gaming activities

(http://www.statcan.ca/Dailv/English/031212/d031212c.htm) . According to the Niagara

Multilingual Prevention/Education Problem Gambling Program, Addiction Services,

Hotel Dieu Health Sciences Hospital Niagara, the most popular categories of gaming

activities are random and independent (lotteries, slots, roulette, and dice); random and

dependent (bingo, cards); and non-random and dependent (sports betting)

(http://www.gamb-ling.com) . The most common forms of gaming in Ontario are

lotteries; scratch and break open tickets; bingo; sports betting; casino and slots; and slots

machines at race tracks. The slot machines at the Fort Erie Race Track generated

approximately 50 million dollars in 1999 (http://www.gamb-ling.com) .

2.9.8.1 Problem Gaming in Canada

According to Statistics Canada article. Gambling: An Update in The Daily 2003,

in 2002 three quarters of adults spent money on gaming, and of that population

approximately one out of every twenty persons aged 15 and older were, or had the

potential to become problem gamblers

(http://www.statcan.ca/Dailv/English/031212/d031212c.htm) . Furthermore, the CCHS

Cycle 1.2 on Mental Health and Wellbeing found that 1.2 million adult Canadians were

problem gamblers or were experiencing a problem with gaming

(http://www.statcan.ca/Dailv/English/031212/d031212c.htm) . According to the CCHS

(2001/2002), a higher percentage of persons aged 15 and over, were classified as a non-
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problem gambler (46.6%). More males (6.1%) than females (3.5%) were either at low

risk; moderate risk; or were already a problem gambler. These results were based on

having participated more than six times, in at least one gaming activity in the past 12

months. From this, the risk of having a gaming problem was measured

(http://www.statcan.ca/english/freepub/82-617-XIE/htm/5110075.htm) . (see Table 2.6)

Table 2.6

Risk ofGambling Problem, by Gender, Household Population Aged 15 and Over,

Canada, Excluding Territories, CCHS 2001/2002

Do Not

Consider

Themselves

a Gambler

Non- Non-

Gambler Problem

Lx)w risk Moderate Problem Not

Risk stated

Total 24.2% 24.1% 46.6% 2.8% 1.5% 0.5% 0.3%

Males 24.9% 21.4% 47.3% 3.5% 2.0% 0.6% 0.4%

Females 23.6% 26.8% 45.9% 2.1% 1.0% 0.4% 0.2%

For the provincial government, the benefits of gambling remain obvious. Today,

gaming accounts for a significant proportion of government revenue, and charitable

donations (Henriksson, 2001).
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2.9.8.2 Gaming and Health in Canada

Although it apjjears that gaming can have some economic benefits, gaming has

also been found to negatively affect health (Henriksson, 2001). According to Henriksson

(2001), gaming can have negative social implications that can lead to criminal behaviour

and family and employment difficulties (Henrikksson, 2001). Gaming can also cause

psychological disorders, such as stress and depression

(http://www.statcan.ca/Dailv/EngHsh/031212/d031212c.htm) ..

According to a Statistics Canada article. Gambling: An Update in The Daily

(2003), 42% of gamblers report higher levels of stress in their life, compared to 23% of

gamblers who reported no problems. Moreover, 18% of problem gamblers reported that

they have contemplated suicide, six times the proportion (3%) of non-problem gamblers.

Twenty-seven percent of persons who are moderate risk gamblers, and 64% of problem

gamblers who wanted to stop gambling, perceived that they could not

(http://www.statcan.ca/Dailv/English/031212/d031212c.htm) .

2.10 TheCCHS

In the national quest for optimum health, accepted methods of researching the

population have been evolving. According to the article, Assessing Health Status and

Quality ofLife Instruments (2002), the proliferation of instruments varies widely in their

quality, breadth of use, development, and content (Scientific Advisory Committee of the

Medical Outcomes Trust, 2002). Through the efforts of researchers, government, and

organizations, the creation of validated instruments has heightened our understanding of

self-reported health status and lifestyle behaviours. From a brief overview of the
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proliferation of instruments used to measure health in the broader framework, the

findings from this study will be compared to the CCHS. From the results of the FESH it

will be determined if these findings can be generalized to the general population of the

Town of Fort Erie, or if a smaller community focused survey is warranted. The CCHS,

has been described here and their findings will further be discussed in Chapter 5, along

with relevant comparative data from this research study.

The CCHS (2000/2001 j, is a federal initiative aimed at providing health

information at the regional and provincial level (Beland, 2002). For administrative

purposes, each territory was designated as a single health region and each province was

divided into health regions (Beland, 2002). The CCHS consists of two-cross sectional

surveys conducted over a two year period, in a recurring cycle. The first survey was

developed to collect data about population health using a multi-stage stratified cluster

design. The second survey centred on a specific health topic. Face-to face interviews

were also conducted during the first stage (Beland, 2002). Those participants interviewed

were randomly selected from each designated health region. The target population

consisted of people aged 12 or older living in private households. People living on

Aboriginal reserves, full time members of the Canadian Armed Forces, residents of

institutions, and remote areas were excluded from the study (Beland, 2002). At the time

of this study, the latest version of the CCHS (2000/2001), was used.
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Chapter in

Methodology

3.1 Introduction
'•"•

This chapter describes the research methodology used in this study including: the

study sample; research design, the survey instrumentation; data collection and

administration methods; statistical analysis; and data checking and cleaning. The purpose

of this study was to examine self-reported health status and lifestyle behaviours of the

residents of the Town of Fort Erie, Ontario, as related to the CCHS.

3.2 Study Sample

A decision was made by Dr.Heather Lee Kilty, principle investigator of the larger

health survey of which this study is a part, and the community planning partners to

deliver the survey to 2,000 (28.9%) of the 6, 925 private households in Fort Erie using a

cluster sampling technique over a 2 day period in January, 2003. A probability cluster

sampling technique was used, as a way of taking a random sample of natural groupings of

a heterogeneous sample in the population. ' uv.

A courier service delivered the surveys across 20 randomly assigned cluster areas.

Surveys in bundles of 100 were randomly delivered to addresses in the various postal '

code delivery districts in each of the 20 areas. The survey was delivered across •

households in the Town of Fort Erie, to specified sections of Fort Erie proper,

Stevensville, Crystal Beach, and Black Creek. To ensure that the intended sample

represented the general population, various geographic areas of Fort Erie were treated

equally, and had equal opportunity to be included to participate in the study. Such a
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"population-based sample" produces a representative cohort of the general population.

The intended population included adults aged 18 and over who resided in Fort Erie.

Residents living in institutions, and those under 18 were excluded from the study.

Persons likely to be experiencing higher ratings of poorer health, such as persons with

severe acute and chronic conditions and those in hospitals, and institutions, and the

homeless were also excluded from this study. The surveys were not coded for respondent

identification as anonymity and confidentiality was of paramount importance since the

questions were of a personal and sensitive nature related to health.

Of the 2,000 questionnaires distributed, 640 were returned, for a 32% response

rate. The planners originally had hoped for a 50% response rate. According to Rogelberg

and Luong (1998), a typical return rate for mailed questionnaires is 50% or less, although

this has declined over the years with increased use of mail delivery for marketing,

fundraising, and survey purposes. All returned questionnaires were usable, although some

were not completed in their entirety.

Since this study was based from a secondary dataset, a post-hoc sample size

analysis was required. Appendix 12 outlines the post-hoc sample size determination

based on an initial population size (N) of 29,000 accessible residents from the Town of

Fort Erie, Ontario. A prevalence of 20.2% was selected as a dependent outcome of

subjects that rated their self-reported present health as negative health status (i.e., rated

either "fair" or "poor"). Based on this conservative estimation and considering a 95%

confidence level (a= 0.05), a final accuracy estimate of 2.9% was determined in the

current study.
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3.3 Research Design -•''> =

A probability cluster sample was chosen for this cross-sectional research study.

This study was approved by both the Town of Fort Erie on December 2002 and the

Brock University Research Ethics Board on January 22, 2003. A self-administered, five

page mail-out health survey was developed by Dr.Heather Lee Kilty and administered to

2,000 households of the 6,925 private households in Fort Erie, over a 2 day period in

January 2003. A cover letter accompanied the questionnaire. The Research Ethics Board

application approval, cover letter, and survey are provided in Appendices (13, 14, and 15)

3.4 Survey Instrumentation

The FESH was developed by Dr. Heather Lee Kilty of Brock University in

consultation with the Community Health and Wellness Interim Board. Existing

instruments and questions from other research efforts were collected and reviewed in

preparation for this research study. Reliable and accurate instruments, such as the SF-

12v2 (2000), SF-36v2 (1996); The General Health Survey (1996); The Canadian

Community Health Survey (2000/2001); and The National Population Health Survey

(1998/1999) were collected and reviewed. In developing the instrument, many of the

areas and questions were adapted from those instruments, but none of these instruments

were adopted in their entirety. Some of the questions were mtended to allow the

researcher to compare the results from other studies, others were redesigned to improve

the clarity of questions and to tailor them to the specific purposes of this study. Some

questions were developed in order to produce helpful, interesting and novel data that
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could be used in health promotion planning and were identified as important in

consultation with community leaders.

A pre-test was conducted to determine the validity of the instrument. Face validity

and predictive validity, were assessed by a test group to determine whether the instrument

made sense intuitively, and could successfully predict an outcome of interest (Hulley &

Cummings, 2001). Ten persons were asked to complete the survey, and to make a

subjective judgement of whether it measured what it was intended to evaluate; whether

the wording of the questions were clear; whether the literacy level was suitable; and to

determine the time it took to complete the survey. Since every word in a question can

influence the validity of responses, participants were also invited to make subjective

judgments. Internal consistency was also assessed by the pre-test group to ensure the

concordance between two variables that measure the same characteristic (Hulley &

Cummings, 2001). Through this pre-test consultation, several revisions were made to

produce the final product. The instrument was finalized between Dr.Heather Lee Kilty,

the community planning partners and changes suggested by the Ethics Review Board and

process of approval at Brock University

Discrete and continuous variables were used in the survey. Nominal scales,

ordinal scales, summative (Likert) scales, and interval scales were employed. Closed-

ended questions that provided a list of possible alternatives were also employed. Each

section consisted of variables that measured the same characteristic.
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3.5 Data Collection and Administrative Methods

Participants were asked to return their completed survey within one week by

February 4, 2003 through the mail or to identified, accessible and familiar drop-off points

in the community including the Centennial Library in Fort Erie, Crystal Ridge Library,

Stevensville Library, Fort Erie Municipal Town Hall, the YMCA, Sobey's, and

Commisso's. Procedures for securing confidentiality, storage, and collection in locked

boxes from the Town were arranged. Completed questionnaires were collected and taken

to Brock University to Heather Lee Kilty's office.

3.6 Statistical Analysis

As surveys were received, they were numbered in preparation for inclusion into a

statistical software program. Fields were created and data was input into the Statistical

Program for Social Sciences (SPSS). Analysis was divided into 3 sections: i) self-

reported health status characteristics, ii) socio-demographics, and iii) lifestyle behaviours.

Each section used appropriate statistical analysis to evaluate the data collected for this

study.

3.6.1 Self-Reported Health Status Characteristics

Frequency distribution and confidence intervals were used to calculate: i) self-

rated health status, ii) self-reported health conditions iii) self-reported health problems,

and iv) self-reported functional health status. The narrower the difference between the

confidence interval, the more confident the results are. When you use a cluster sampling

technique, as in this study the confidence interval will be expected to be wider than if a
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simple random technique had been utilized. Cross tabulations were used to summarize

information pertaining to socio-demographic variables related to overall self-reported

health status. Chi-squares were used to measure the differences between self-reported

health status variables and socio-demographic variables. Spearman was used to measure

the association between present self-reported health, health 1 year ago, and satisfaction

with overall health.

3.6.2 Subject Demographics

Frequency distributions, and confidence intervals were used to calculate socio-

demographic characteristics including gender, age, education level, ethnicity, religion

affiliation, marital status, employment status, yearly income and total income.

3.6.3 Lifestyle Behaviours

Frequency distribution and confidence intervals were used to calculate i)

smoking behaviour; ii) alcohol consumption; iii) illicit and licit drug use; (iv) physical

activities; v) fruit and vegetable consumption; vi) body weight; and (vii) gaming.

Cross tabulations were used to summarize information pertaining to socio-demographic

variables related to lifestyle behaviours. Chi-squares were used to measure the

differences between lifestyle behaviour variables and socio-demographic variables.

Spearman correlation was used to measure association between lifestyle and socio-

demographic variables. Descriptive statistics including mean and standard deviation was

used to determine the frequency of alcohol consumption during the past month and past
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week. Independent sample t-tests were performed in order to compare the frequency of

alcohol consumption among females and males.

3.7 Data Checking and Cleaning

Quality assurance was conducted to ensure that the data was entered properly.

Appropriate quality control procedures to prevent erroneous or missing data were

conducted. Random checks were performed to evaluate the completeness and

appropriateness of the data entries. The summary of non-valid data is shown in Table 3.1.

Table 3.1 Summary of Non-vahd Data
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na = not applicable
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Chapter IV

Results

4.1 Subject Demographics

This section describes the frequency distributions of gender, age, education level,

religion affiliation, marital status, employment status, yearly income, and total income of

study participants.

4.1.1 Gender and Age Demographics

Of the 640 people who responded to the survey, 64.3 % [CI (61.0, 68.0) (n=409)]

were females and 35.7 % [CI (32.0, 39.0) (n=227)] were males. In total, of the 633

respondents who reported their age, a higher percentage of respondents were aged 45 to

75 and older. The frequency distribution of ages is shown in Figure 1.

Figure 1. FESH 2003, Sample Population, Age
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4.1.2 Education Level

In total, of the 600 respondents who reported their education level a higher

percentage of respondents had either obtained a high school diploma [40.5 % CI (37.0,

44.0) (n=243)] or had not completed high school [23.3 % CI (20.0, 27.0) (n=140)] The

frequency distribution of education level is shown in Figure 2.

Figure 2. FESH 2003, Sample Population, Education
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4.1.3 Ethnicity

Of the 624 respondents who answered the question regarding ethnicity race:

97.1 % [CI (96.0, 98.0) (n=606)] were white/caucasion; 1.3% [CI (0.00, 2.0) (n=8)] were

asian; 1.3% (0.00, 2.0) (n=8) were native/aboriginal; and 0.3% [CI (2.0, 4.0) (n=2)]

indicated they had another ethic origin.
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4.1.4 Religion Affiliation

Of the 594 persons who answered this question: 93.3% [CI (91.0, 93.0) (n=554)

were Christian; 4.7 % [CI (3.0, 6.0) (n=28)] were another religion not specified in the

survey; 0.7% [CI (0.05, 0.09) (n=4)] were Buddhist; 0.5% [CI (0.03, 0.07) (n=3)] were

Hindu; 0.5% [CI (0.03, 0.07) (n=3)] were Jewish; and 0.3% [(0.02, 0.04) (n=2)] were

Muslim.

4.1.5 Marital Status

Of the 632 persons who reported marital status: 63.9% [CI (60.0, 68.0) (n=404)]

were married; 17.4% [CI (14.0, 20.0) (n=110)] were widowed; 7.4% [CI (5.0, 9.0)

(n=47)] were single; 7.3 % [(5.0, 9.0) (n=46)] were divorced; and 4.0% [CI (2.0,6.0)

(n=25)] were separated.

4.1.6 Employment Status

Of the 628 persons who reported employment status, a higher percentage were

retired [49.8% CI (46.0, 54.0) (n=313). The frequency distribution of employment status

is shown in Figure 3.
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Figure 3. FESH 2003, Sample Population, Employment Status
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4.1.7 Yearly Income

Of the 448 persons who reported their yearly income from all sources, a higher

percentage of respondents earned a yearly income between 21-30,000 dollars [20.8% CI

(17.0, 25.0) (n=93)]. The frequency distribution of yearly income is shown in Figure 4.

Figure 4. FESH 2003, Sample Population, Yearly Income
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4.1.8 Total Income

Of the 444 persons who reported their total family income, a higher percentage of

respondents earned a total income of 41-50,000 dollars from all sources [15.8% CI (12.0,

19.0) (n=70)]. The frequency distribution of total income is shown in Figure 5.

Figure 5. FESH 2003, Sample Population, Total Income
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4.2 Self-Reported Health Status

This section described self-reported present health status, self-reported health the

previous year, self-reported satisfaction with overall health, self-reported quality of life,

health conditions/diseases, health problem/challenges, and functional status.

4.2. 1 Self-Reported Present Health Status.

Respondents were asked to rate their present health in general, as excellent, very

good, good, fair and poor. As shown in Table 4. 1 , of the 634 persons who answered this

question, a higher percentage of respondents rated their present health or good [38% CI

(34.0, 42.0) (n=241)]. More females [82.8% CI (78.0, 86.0) (n=337) than males [74.6%





Self-Reported Health Status and Lifestyle Behaviour Survey 67

CI (69.0, 80.0) (n=168)] rated their present health as excellent to good, whereas more

males [25.4%, CI (20.0, 31.0) (n=57)] than females [17.2%, CI (14.0, 21.0) (n=70)] rated

their present health as fair or poor.

Table 4.1

Self-Reported Present Health, by Gender
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Table 4.2

Self-Reported Health, by Age

Excellent

(n)

Very good

(n)

Good
(n)

Fair or poor

(n)

20-24

25-34

35-44

45-54

55-64

65-74

75+

40%
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income brackets (0-10,000), and more likely to rate their present health as excellent in the

higher income bracket (100,000 or more).

Table 4.3

Self-Reported Health, by Total Income



ihO'..

;.,»;,

'
' . >

.



Self-Reported Health Status and Lifestyle Behaviour Survey 70

Table 4.3

Self-Reported Health, by Total Income continued

61-70,000
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Table 4.4

Self-Reported Health, by Present Health and Health the Previous Year
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Figure 6. Self-Rated Quality of Life
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A statistically significant positive correlation was found between self-reported

present health, self-reported health one year ago, and satisfaction with overall health.

Specifically, the strongest correlation was found to exist between present health and

health one year ago (p<0.001; r=.84), satisfaction with overall health thereafter (p<0.001;

r=.70), and quality of life (p<0.001; r=.-.65;.

4.2.5 Health Conditions/Diseases

Respondents were asked to indicate what health conditions they had, as specified

on a given selection list in the FESH {diabetes, heart disease, cancer, multiple sclerosis,

stroke, asthma, emphysema, chronic obstructive pulmonary disease, chronic back pain,

osteoporosis, chronicfatigue syndrome, arthritis/rheumatism/bursitis, andfibromyalgia).

In total, of the 501 persons who reported having health conditions/diseases a

higher percentage of respondents reported having arthritis [48.3 % CI (44.0, 53.0)

(n=242)], chronic back pain [21.8% CI (18.0, 25.0) (n=109)]; and heart disease [19.2%
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CI (16.0, 23.0) (n=96)]. The frequency distribution of health conditions and diseases is

shown in Figure 7.

Figure 7. Health Conditions/Diseases
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4.2.6 Health Problems/Challenges

Respondents were asked to indicate what other health problems/challenges they

had, as specified on a selection list in the FESH (vision problems, dental problems,

emotional problems, speech problems, mental health problems, chronic pain problems,

hearing problems, depression, stress problems, drug problems, gamming problems,

alcohol problems, sleep problems, social interaction problems, behaviour problems, or

menopause). In total, of the 486 persons who reported having health problems/challenges

a higher percentage of respondents reported vision problems [35.7% CI (31.0, 40.0)

(n=174)], sleeping problems [27.8% CI (24.0, 32.0) (n=135)], and chronic pain problems
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[27.0% CI (23.0, 31.0) (n=131)]. The frequency distribution of health

problems/challenges is shown in Figure 8.

Figure 8. Health Problems/Challenges
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4.2.7 Functional Status

Persons were asked if they could wash their face. Of the 626 persons who

answered this question, only 0.5% [CI (0.00, 1.0) (n=3)] indicated that they could not

wash their face. Of the 220 males, 1.4% [CI (0.00, 2.0) (n=3)] reported they could not

wash their face.

Persons were asked if they could walk up a flight of stairs. As shown in table 4.5,

of the 621 persons who answered this question, only 7.6% CI [(6.0, 10.0) (n=47)] could

not walk up a flight of stairs. Of the 218 males, 6.9% [CI (4.0, 10.0) (n=15)] could not

walk up a flight of stairs. Of the 402 females, 8.9% [CI (6.0, 12.0) (n=32)] could not walk

up a flight of stairs.
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Table 4.5

Functional Health Status, Walking up a Flight of Stairs, by Gender

Yes No
(n) (n)

Total

Male

Female

92.4%
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Table 4.6

Functional Health Status, Walking up a Flight of Stairs, by Age
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they could not carry their groceries. Of the 299 females, 9.0% [CI (6.0, 12.0) (n=36)]

could not carry their groceries.

Table 4.7

Functional Health Status, Carrying Groceries, by Gender

Yes No
(n) (n)

~
Total 91.7% 83%

(CI=90.0,94.0) (CI=6.0,10.0)

(567) (51)

Male 93.5% 6.5%

(CI=90.0,97.0) (CI=3.0,10.0)

(203) (14)

Female 91.0% 9.0%

(CI=88.0,94.0) (CI=6.0,12.0)

(263) (36)

There was a statistically significant correlation between carrying groceries and

age, (p<0.001; r=.16). As shown in Table 4.8, persons who reported they could not carry

groceries, predominately increased with each successive age stratum. Particularly, older

persons aged 75 and older (n=120), reported they could not carry their groceries [17.5%

CI (11.0, 24.0) (n=21).]
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Table 4.8 : ,

Functional Health Status, Carrying Groceries, by Age

20-24

25-34

35-44

45-54

55-64

65-74

75+

Yes No
(n) (n)

18-19 100% 0%
(CI=0,0)

(1) (0)

100%
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A statistically significant positive relationship was found to exist between walking

up a flight of stairs and being able to carry groceries, ip <0.001; r = .66). Of the 46

persons who could not walk up a flight of stairs, 71.7% CI (59.0, 85.0) (n=33) could not

carry groceries.

4.3 Lifestyle

This section described lifestyle behaviours that included smoking, alcohol

consumption, illicit and licit drug use, physical activity, fruit and vegetable consumption,

body weight, and gaming

4.3.1 Smoking
' ~ ""'

'

Persons were asked if they smoke. In total, of the 636 persons who responded to

this question, 14.6% [CI (12.0, 17.0) (n=93)] of the respondents smoke. Of the 406

females who answered this question, 15% [CI (12.0, 18.0) (n=61)] smoke. Of the 226

males who answered this question, 14.2% [CI (10.0, 19.0) (n=32)] smoke. The frequency

distribution of smoking prevalence by gender is shown in Table 4.9.
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Table 4.9

Smoking Prevalence, by Gender

Yes No
(n) (n)

Total 14.6% 85.4%

(CI=12.0,17.0) (CI=83.0,88.0)

(93) (543)

Male 14.2% 85.8%

(CI= 10.0, 19.0) (CI=8 1.0,90.0)

(32) (194)

Female 15.0% 85.0%

(CI= 12.0, 18.0) (CI=82.0,88.0)

(61) (345)

A statistically significant difference was found between smoking, non-smoking

and age, x (7, N = 7) = 23.381, p = .001. As shown in Table 4.10, within age stratums 25

and older, a higher percentage of persons aged 25-34 smoke. Particularly, of the 37

persons aged 25-34, 21.6% [CI (8.0, 35.0) (n=8)] indicated that they smoke. Smoking

was least common in persons aged 75 and older. Particularly, of the 125 persons aged 75

and older, only 8.0% [CI (3.0, 13.0) (n-=10)] indicated that they smoke. The prevalence

of current smokers predominately decreased for each successive age stratum
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Table 4.10

Smoking Prevalence, by Age Group

Yes No
(n) (n)

25-34

35-44

45-54

55-64

65-74

75+

21.6%
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Table 4.11

Smoking Prevalence, by Total Income
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Table 4.11

Smoking Prevalence, by Total Income continued

71-80,000
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4.3. 1 . 1 Non-Smoking Characteristics.

Of the 227 males in the study, 81.5% [CI (76.0, 87.0) (n=185)] reported being

non-smokers. Of the 409 females in the study, 79.5% [CI (76.0, 83.0) (n=324)] reported

being non-smokers.

Persons were asked to define their non-smoking type: as either a non-smoker who

never smoked; a non-smoker who quit under 1 year ago; or a non-smoker who quit over 1

year ago. Of the 510 non-smokers who responded to the question, a higher percentage of

respondents never smoked; 52.2% CI [(48.0, 57.0) (n=266)]. The frequency distribution

of non-smoking characteristics is shown in Figure 9.

Figure 9. Non-Smoking Characteristics
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A statistically significant difference was found to exist between non-smokers'

characteristics (never smoker, quit under 1 year ago, quit over 1 year ago) and gender, -^

(2, N = 509) = 13.198, p=.001. As shown in Table 4.12, of the 324 females in the survey

who were non-smokers and answered the question, a higher percentage of females
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reported being a non-smoker who never smoked [58.3% CI (53.0, 64.0) (n=189)]. Of the

185 males who were non-smokers and answered this question, a higher percentage of

males reported being a non-smoker who quit over 1 year ago [55.1% CI (45.0, 65.0)

(n=102)]

Table 4.12

Non-Smoking Characteristics, by Gender

Never <1 Year >1 Year

(n) (n) (n)

Total 52.2% 2.5% 45.3%

(CI=48.0,57.0) (CI=1.0,4.0) (CI=41.0,50.0)

(266) (13) (231)

Male 41.6% 3.2% 55.1%

(CI=3 1.0,53.0) (CI=-1.0,7.0) (CI=45.0,65.0)

(77) (6) (102)

Female 58.3% 2.5% 39.2%

(CI=53.0,64.0) (CI=1.0,4.0) (CI=34.0,45.0)

(189) (8) (127)

A statistically significant positive correlation was found between non-smoking

characteristics (non-smoker who never smoked; non-smoker who quit under 1 year ago;

and a non-smoker who quit over 1 year ago) and self assessed health. Specifically, a

positive association was found to exist between non-smoking characteristics and present

health (p<0.05; r = .14), last year's health (p<0.05; r =.12j, overall satisfaction with their

health (p<0.05; r=.10;, and quality of life (p< 0.05; r=.ll).

Persons who reported that they do not smoke were asked if they lived with a

smoker who smokes in the house. Of the 175 non-smokers who answered this question.
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18.3% [CI (13.0, 24.0) (n=32)] of the non-smokers live with a smoker who smokes in the

house.

4.3.2 Alcohol Consumption

Persons were asked if they drink alcohol. As shown in Table 4.13, of the 628

persons who answered this question, 63.4% [CI (60.0, 67.0) (n=398)] drink alcohol. Of

the 227 males in the study, 69 % [CI (63.0, 75.0) (n=157)] drink alcohol. Of the 409

females in the study, 58.0% [CI (53.0, 63.0) (n=237)] drink alcohol.

Table 4.13

Drinking Prevalence, by Gender

Yes No
(n) (n)

Total 63.4% 36.6%

(CI=60.0,67.0) (CI=33.0,40.0)

(398) (230)

Male 69.0% 31.0%

(CI=63.0,75.0) (CI=25.0,37.0)

(157) (70)

Female 58.0% 42.0%

(CI=53.0,63.0) (CI=37.0,47.0)

(237) (172)

A statistically significant relationship was found to exist between drinking

alcohol, not drinking alcohol, and age (p<0.05; r=.16).As shown in Table 4.14, drinking

prevalence was predominately found to have decreased with each successive age stratum.
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Table 4.14

Drinking Prevalence, by Age Group

20-24

25-34

35-44

45-54

55-64

65-74

75+

Yes No
(n) (n)

18-19 0% 100%
(CI=0,0) (1)

(0)

100%
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eight days of the month (M=8.37 ± 9.203). A higher proportion of men (M=10.32 ±

10.176) than females (M=7.10 ± 8.290) consumed alcohol more days during the past

month (t=3.241, p<0.05). Persons were also asked about the number of standard drinks

consumed on an average week. Overall, persons consumed an average of 5 drinks per

week (M=4.82, ± 5.816). In total, men in this survey reported consuming in an average of

6.03 ± 6.591 drinks per week. In total, females consumed on average 4.01 ± 5.108 drinks

per week (t=3.232, p<0.05).

Persons were asked to rate their present alcohol use and whether they perceive it

to be detrimental to their health (no, not at all; moderately a problem; a problem; a big

problem). Of the 394 respondents who reported drinking alcohol and who answered this

question: 92.1% [CI (89.0, 95.0) (n=363)] consider their present use of alcohol not to be

detrimental to their overall health; 7.1% [CI (5.0, 10.0) (n=28)] consider their use of

alcohol moderately a problem to their overall health; and 0.8% [CI (0.00, 2.0) (n=3)],

consider their use of alcohol to be a problem to their overall health.

4.3.2.1 Drinking and Driving.

Persons were asked if they drink and drive. As shown in Table 4.15, of the 390

persons who drink alcohol and answered this question, 12.8% CI [(9.0, 16.0) (n=50)]

reported that they drink and drive. Of the 221 males in the total sample, 12.7% CI [(8.0,

17.0) (n=28)] of the males who drink alcohol, reported that they drink and drive. Of the

382 females in the total sample, 5.8% [CI (3.0, 8.0) (n=22)] of females who drink

alcohol, reported that they drink and drive.
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Table 4.15

Drinking and Driving Prevalence, by Gender

Yes No
(n) (n)

Total

Male

Female

12.8%
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Table 4.16

Drinking and Driving Prevalence, by Age Group

Yes

(n)

No
(n)

18-19 0%
(CI=-0,0)

(0)

100%

(1)

20-24

25-34

35-44

45-54

55-64

65-74

75+

0%
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4.3.3 Illicit and Licit Drug Use

4.3.3.1 niicit Drug Use

Persons were first asked if they ever used marihuana. Of the 630 persons who

answered this question, 20.2% [CI (17.0, 23.0) (n=127)] reported having used marijuana.

Of thel27, persons who reported using marihuana, 11% [CI (6.0, 16.0) (n=14)] use it

regularly. Persons were then asked if they ever used street drugs. In total, of the 617

persons who answered this question, 5.8 % (n=36) reported having bought street drugs.

Persons were also asked if they had used LSD, ecstasy, cocaine and other street

drugs. Of the 46 persons who reported using drugs, a higher percentage of respondents

used LSD [52.2% CI (38.0, 67.0) (n=24)]. The frequency distribution of types of drugs

used is shown in Figure 10.

Figure 70. Type of Daigs Used
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Of the 43 persons who reported using illicit drugs, 19 persons [(44.1%, CI (29.0,

59.0)] reported using more than one drug, while 10 persons [(23.3%, CI (1 1.0, 3.0)]

reported using more than two types of illicit drugs.

Of the 43 persons who reported using illicit drugs and who answered this

question, 83.7% [CI (73.0, 95.0) (n=36)] consider their present use of drugs not to be

detrimental to their health, while 16.3% [CI (5.0, 27.0) (n=7)] consider it to be a problem

(moderately a problem; a problem).

4.3.3.2 Licit Drug Use

Persons were also asked if they were using any prescribed medications. In total

64.5 % [CI 61.0, 68.0) (n=386)] reported using prescription medication. In total, of the

217 males 65.4% [CI (59.0, 72.0) (n=42)] use prescription drugs, and of the 379 females

64.1% [CI (59.0, 69.0) (n=243)] use prescription drugs. Within age, a statistically

significant relationship was found between prescription use and age (p<0.05; r =.36).

Prescription use increased with each successive age category. Older adults aged 75 and

older report the highest use of prescription drugs (83.5%, or n = 96).

Persons were then asked what type of prescribed medications they were currently

taking (tranquillizers, barbiturates, anti-depressants, or other medications). Of the 350

persons who reported using prescription medication and who answered this question,

79.7% CI [(75.0, 84.0) (n=279)] reported using other medications; 12.9% [CI (9.0, 16.0)]

(n=45) reported using an anti-depressant, 6.9% CI [(4.0, 10.0) (n=24)] reported using

tranquillizers, and 0.6% [CI (0.00, 1.0) (n=2)] reported using barbiturates. Moreover, of

these 350 persons, 28 persons [(8.0%, CI (5.0, 1 1.0)] reported using more than one
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prescription medication; while 3 persons [(0.8%, CI (0.00, 2.0)] reported using more than

two prescribed medications.

Overall, of the 337 who reported using prescription drugs and who answered this

question, 90.8% CI [(88.0, 94.0) (n=306)] of the persons who reported using prescription

drugs, did not perceive that their current use of prescription drugs as detrimental to their

health, while 9.2% [CI (6.0, 12.0) (n=31)] perceived this to be detrimental to their health

(moderately a problem; a problem; and a big problem).

4.3.4 Physical Activity

Persons were asked if they walk as a form of physical activity once a week; two

times a week; or three times a week. In total, 71.6% (n=458) of the respondents reporting

walking as the activity of highest frequency in Fort Erie. Of the 458 persons who reported

that they do walk, the majority of persons reported that they walk three times a week

[51.3% CI (47.0, 56.0) (n=235)]. The frequency distribution of walking prevalence is

shown in Figure 11.
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Figurer 11. Walking Prevalence

once twice three more than three

times

Walking Prevalence (per week)

Of the 409 females in the study, 69.9% [CI (65.0, 74.0) (n=286)] reported

walking as a physical activity. Of the 227 males in the study, 74.4% [CI (69.0, 80.0)

(n=169)] walk as a form of physical activity.

Persons were asked if they cycled once a week; two times a week; or three times a

week. In total, of the 95 persons who answered this question, 14.8% (n=95) cycle as a

form of physical activity. Of all persons who reported that they cycle, the majority of

persons report cycling 3 times a week [45.3% CI (35.0, 55.0) (n=43)].The frequency

distribution of cycling prevalence is shown in Figure 12.
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Figure 12. Cycling Pre\alence

once twice three

1
more than

three times

Cycling Prevalence (per week)

Persons were asked if they engaged in other types of regular physical activities

that included: tai chi; yoga; aerobics; weights; stretching; and other physical activities.

Overall, of the 294 persons who reported engaging regularly in other types of physical

activity the majority of persons stretch [22.7% CI (18.0, 27.0) (n=144)]. The frequency

distribution of types of physical activity is shown in Figure 13.
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Figure 13. Types of Physical Activity
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Persons were also asked how often they engaged in weekly physical activity three

times a week for at least twenty minutes each time. As shown in Table 4.17, of the 551

persons who responded to this question the majority of persons reported they engaged in

physical activity regularly [41.2% CI (37.0, 45.0) (n=227)].

Of the 346 females, and of the 202 males, more females than males engaged in

physical activity regularly, while more males than females engaged in physical activity

occasionally or never.
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Table 4.17

Physical Activity Frequency, by Gender

Regularly Occasionally Never

(n) (n) ... (n)

Total 41.2% 30.9% 27.9%

(CI=37.0,45.0) (CI=27.0,35.0) (CI=24.0,32.0)

(227) (170) (154)

Male 37.1% 31.7% 31.2%

(CI=30.0,44.0) (CI=25.0,38.0) (CI=25.0,38.0)

(75) (64) (63)

Female 43.6% 30.1% 26.3%

(CI=38.0,49.0) (CI=25.0,35.0) (CI=22.0,31.0)

(151) (104) (91)

As shown in Table 4.18, within age, a higher percentage of persons aged 45-54

[(50%, CI (40.0, 60.0) n=51)] reported exercising on a regular basis; with the exception

of persons aged 20-24, a higher percentage of persons aged reported exercising on an

occasional basis were aged 25-34 [(33.3%, CI (-18.0,49.0) (n=l) and a higher percentage

of persons aged 75 and older were physical inactive [(40.4%, CI (30.0,50.0), or n=38)]. A

inverse association was found between weekly physical activity and age (p <0.05; r= .-

09). Within all age stratums persons who engaged in physical activity were more likely to

be physically active on a regular basis, rather than on an occasionally basis.
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Table 4.18

Physical Activity, Frequency, by Age Group

Regularly Occasionally Never

(n) (n) (n)

18-19

20-24

25-34

35-44

45-54

55-64

65-74

75+

100%
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Predominantly as physical activity increased, the level of education increased.

Persons were asked if they belong to an exercise facility/program. Of the 608

persons who answered the question, 18.8% CI [(16.0, 22.0) (n=114)] of persons reported

that they belong to an exercise facility /program. Persons were also asked if they

belonged to the YMCA, fitness group club, at-work facility, or at-home gym. Of the 113

persons who reported using an exercise facility/program and who answered this question,

the majority of persons belong to the YMCA [45.1% CI (36.0, 54.0) (n=51)]. The

frequency distribution of exercise program/facility is shown in Figure 14.

Figure 14. Exercise Program/Facility

50.0% -,

45.0% •

40.0%

35.0%

S) 30.0%

g 25.0% -

fc 20.0% -

Q.

15.0%

10.0%

5.0%

0.0% X
YMCA fitness group/club at-liome gym at-worl< facility

Program/Facility

Of the 1 13 respondents, 4 persons [3.5% CI (0.00, 7.0)] report belonging to more

than one exercise facility/program. Of those 4 persons, 1 respondent also belongs to an
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at-work facility, while 3 persons have an at-home gym. This number represents a small

number in our sample

Persons were asked to rate their physical activity level as either: excellent; very

good; good; average; fair; or poor. Of the 608 persons who answered this question, the

majority of persons rated their present level of physical activity as good [25.7% CI (22.0,

29.0) (n=156)]. The frequency distribution of perceived level of physical activity level is

shown in Figure 15.

Figure 15 Perceived Exercise Level
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Self-Reported Level

poor

Persons were asked if they considered their present level of physical activity to be

detrimental to their overall health (no, not at all, moderately a problem, a problem, a big

problem). Overall, of the 591 persons who answered this question, the majority of

persons did not perceive their present level of physical activity as detrimental to their

health
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[64.0% CI (60.0, 68.0) (n=378)]; while only 4.7% [CI (3.0, 6.0) (n=28)] perceived their

present level of physical activity a big problem. The frequency distribution of perceived

present level of physical activity detrimental to health is shown in Figure 16.

Figure 16. Perceived Present Le\el of Exercise Detrimental to

Health
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Table 4.19

Perceived Level ofPhysical Activity Detrimental to Health, by Physical Activity

Frequency





Self-Reported Health Status and Lifestyle Behaviour Survey 103

Of the 329 females who answered this three-way calculation, 25.2% [CI (21.0,

30.0) (n=83)] never engaged in physical activity. Of those females who never engaged in

physical activity, 8.5% [CI (3.0, 14.0) (n=28)] rate their present level of physical activity

as not being detrimental to their health, while 16.7% [CI (9.0, 25.0) (n=55)] rate their

present level of physical activity as being detrimental to their health (moderate-big).

Overall, both males and females who never engaged in physical activity were more likely

to perceive their current level of physical activity as detrimental to their health.

Table 4.20

Perceived Level ofNever Exercising Detrimental to Health, by Gender

Yes No
(n) (n)

Total 61.0% 39.0%

(CI=53.0, 69.0) (CI=3 1.0,47.0)

(86) (55)

Males 15.9% 13.8%

(CI=6.0,25.0) (CI=5.0,23.0)

(31) (27)

Females 16.7% 8.5%

(CI=9.0,25.0) (CI=3.0,14.0)

(55) (28)

A statistically significant difference was found to exist between participant level

of weekly physical activity and whether they perceive that level to be detrimental to their

health, when controlling for age. A statistical significance was found among most age

groups, except for persons aged 20-24, and 75 and older (p<0.05). As shown in Table

4.21, persons aged 35-44 who never engaged in physical activity [24.3% CI (6.0, 43.0)

(n=16)] and 55-64 [22% CI (8.0, 36.0) (n=26)], perceive their physical activity level as
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detrimental to their health, while a higher percentage of respondents aged 65-74 [15%, CI

(2.0, 28.0) (n=17)] who never engaged in physical activity perceive their physical activity

level as not being detrimental to their health.

Table 4.21

Perceived Level ofNever Exercising Detrimental to Health, by Age

Yes No
(n) (n)

25-34

35-44

45-54

55-64

65-74

14.3%
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The frequency distribution of self-reported consumption of five fruits and vegetables

daily is shown in Figure 17.

Figure 77. Self-Reported Consumption

of 5 Fmits and Vegetables Daily
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yes no

Faiit and Vegetable Consumption

A statistically significant difference was found to exist between gender and the

consumption of fruits and vegetables x^ {N=622, 1), 13.36,;? = .001. As shown in Table

4.22, more males [61.9% CI (56.0, 68.0) (n=138)] than females [46.6% CI (42.0, 51.0)

(n=186) do not eat the recommended daily serving of fruits and vegetables.
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Table 4.22

Consumption of5 Fruits and Vegetables Daily, by Gender

Yes No
(n) (n)

Total 47.9% 52.1%

(CI=44.0,52.0) (CI=48.0,56.0)

(299) (325)

Males 38.1% 61.9%

(CI=3.02,44.0) (CI=56.0,68.0)

(85) (138)

Females 53.4% 46.6%>

(CI=49.0,58.0) (CI=42.0,51.0)

(213) (186)

A statistically significant association was found between fruit and vegetable

consumption and age (p<0.05; r = .10). As shown in Table 4.23, within age, fruit and

vegetable consumption, predominately increased with each successive age group for

persons aged 25-75 and older, reaching a high for persons aged 75 and older [55.4%, CI

(47.0, 64.0) (n=54)]. Younger persons aged 25-34 were more likely to report not

consuming five servings of fruits and vegetables daily [67.6%, CI (53.0, 83.0) (n=25)].
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Table 4.23 . ,,

:

Consumption of5 Fruits and Vegetables Daily, by Age Group

Yes No
(n) (n)

20-24

25-34

35-44

45-54

55-64

65-74

75+

Persons were also asked to rate their dietary habits as excellent, very good, good,

average, fair, and poor. Of the 633, who rated their dietary habits, a higher percentage of

respondents rated their dietary habits as good [34.4% CI (31.0, 38.0) (n=218)], while

only 5.7% [CI (4.0, 8.0) (n=36)] rated their dietary habits as fair; and 2.7% [CI (0.1, 4.0)

40.0%
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(n=17)] as poor. The frequency distribution of present dietary habits is shown in Figure

18.

Figure 18. Present Dietary Habits
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Persons were also asked to rate their present eating habits as detrimental to their

health (not at all a problem; moderately a problem; a problem; or a big problem to their

overall health). Of the 624 persons who answered this question, 62.3% [CI (58.0, 66.0)

(n=389)] of respondents perceived that their present eating habits were not detrimental to

their health; while 37.7% [CI (34.0, 42.0) (n=235)] perceived their present eating habits

to be a problem (moderate-big). The frequency distribution of perceived present eating

habits detrimental to health is shown in Figure 19.
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Figure 19. Perceived Present Eating Habits Dertrimental to

Health
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A statistically significant difference was found to exist between those who do and

do not eat the recommended level of fruits and vegetables, and whether they see it as

detrimental to their health or not (no, not at all, moderately a problem, a problem, a big

problem), x^ (3, A^ = 614) = 65.55, p = .001.

As shown in Table 4.24, of the 319 who reported not consuming five fruits and

vegetables daily, 47.0% [CI (42.0, 5.0) (n=150)] did not perceive their present dietary

habits as detrimental to their health, while 53.0% [CI (48.0, 58.0) (n=169)] perceive their

present dietary habits as detrimental to their health.
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Table 4.24

Consumption ofFruits and Vegetables 5 Times Daily, by Perceived Dietary Practices

Detrimental on Health
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1

Table 4.25

Consumption ofFruits and Vegetables Less than 5 Times per day, Perceived

Detrimental to Health, by Gender

Detrimental Not Detrimental

(n) (n)

Males 29.5% 31.8%

(CI=22.0,0.37) (CI=0.24,0.40)

(65) (70)

Females 26.6% 32.6%

(CI=20.0,33.0) (CI=26.0,39.0)

(104) (79)

A statistically significant difference was found to exist between those who do and

do not eat 5 servings of fruits and vegetables daily, and their rating of dietary habits

(poor-excellent), x^ (5, N = 621) = 147.95, p = .001.

The recommended intake of fruits and vegetables is a direct indicator of self-

reported dietary habits. As shown in Table 4.26, of the 323 persons who do not eat the

recommended level of fruits and vegetables, a higher percentage of respondents rated

their dietary habits as good [38.7% (33.0, 44.0) (n=125)].
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Table 4.26

Perceived Dietary Habits, by Consumption ofFruits and Vegetables 5 Times Daily

Excellent Very good Good Average Fair/Poor

(n) (n) (n) (n) (n)

"Yes 13.8% 41.6% 30.2% 13.1% 13%
(CI=10.0,18.0) (CI=36.0,47.0) (CI=25.0,35.0) (CI=9.0,17.0) (CI=0.00,3.0)

(41) (124) (90) (39) (4)

No 1.5% 11.8% 38.7% 32.8% 15.2%

(CI=0.00,3.0) (CI=8.0,15.0) (CI=33.0,44.0) (CI=28.0,38.0) (CI=1 1.0,19.0)

(5) (38) (125) (106) (49)

A statistically significant difference was found to exist between the consumption

of fruits and vegetables and dietary habits, when controlling for gender, for males y^ (5, A^

= 22i; = 37.68, p = .000. and females x^ (5, N = 398) = 1 15.00, p = .001. Of the 221

males, 61.5% [CI (55.0, 68.0) (n=136] do not eat five servings of fruits and vegetables.

Of these males, a higher percentage perceive their dietary habits as good (24.9% CI

(18.0, 0.32) (n=55). Of the 398 females, 46.7% [CI (42.0, 52.0) (n=186)] do not consume

five servings of fruits and vegetables daily. Of these females, a higher percentage

perceive their dietary habits as average [16.1% CI (1 1.0, 21.0) (n=64)].

4.3.5. 1 Consumption of Fruits and Vegetables and Health Related Behaviours.

A statistically significant correlation was found to exist between weekly physical

activity level, and the consumption of fruits and vegetables (p<0.001; r=.18). As shown

in Table 4.27, of the 257 persons who consume five fruits and vegetables daily, a higher

percentage engaged in physical activity regularly [49.4% CI (45.0, 54.0) (n=127)]. Of the
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283 persons who do not consume five fruits and vegetables daily, a slightly higher

percentage never engaged in physical activity [34.6% CI (29.0, 40.0) (n=98)].

Table 4.27

Physical Activity Frequency, by Consumption ofFruits and Vegetables 5 times per day

Regularly Occasionally Never

(n) (n) (n)

Yes 49.4% 30.0% 20.6%
(CI=45.0,54.0) (CI=26.0,34.0) (CI=17.0,24.0)

(127) (77) (53)

No 33.2% 32.2% 34.6%
(CI=28.0,39.0) (CI=28.0,39.0) (CI=29.0,40.0)

(94) (91) (98)

A statistically significant inverse correlation was found to exist between eating

five fruits and vegetables, not eating 5 fruits and vegetables, and whether you smoke or

do not smoke (p<0.05; i^-.116). As shown in Table 4.28, of the 92 persons who smoke

70.7% CI [(61.0, 80.0) (n=65)] do not eat five servings of fruits and vegetables daily. Of

the 531 persons who do not smoke, a higher percentage eat five servings of fruits and

vegetables daily [51.0% CI (47.0, 55.0) (n=271)]
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Table 4.28

Consumption of5 Fruits and Vegetables Daily, by Smoking Characteristic
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of females were classified as having an acceptable body weight [38% CI (33.0, 43.0)

(n=148)].

Table 4.30

Body Mass Index (BMI), Canadian Standard, by Gender
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Table 4.31

Body Mass Index (BMI), Canadian Standard, by Age Continued

25-34
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Table 4.32

Consumption of5 Fruits and Vegetables Daily, by Body Mass Index (BMI), Canadian

Standard



n;

o-f

'I't;-)

(OV



Self-Reported Health Status and Lifestyle Behaviour SurveyllS

Table 4.33

Body Mass Index (BMI), by the Consumption of5 Fruits and Vegetables Daily,

Canadian Standard, by Female
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Table 4.34

Body Mass Index (BMI), Canadian Standard, bv Self-Reported Dietary Habits
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Table 4.35

Body Mass Index (BMI), Canadian Standard, by Self-Reported Physical Activity Level
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Figure 20. Gaming

120.0% -,

100.0% -

Buy Lottery Horse Race Bingo Sports Pool Money

Tickets Betting Pyramids

Game Type

D Often

B Occasbnally

Seldom

B Never

Buying lottery tickets was the most common form of gaming reported in Fort

Erie. Of the 227 males in the entire sample 96.5% [CI (94.0, 99.0) (n=219)] bought

lottery tickets. As shown in Table 4.36, of the 409 females in the entire sample, 96.1%

[CI (94.0, 98.0) (n=393)] bought lottery tickets. A higher percentage of both males

[32.4% CI (26.0, 39.0) (n=71)] and females [34.4% CI (30.0, 39.0) (n=135)] occasionally

purchase lottery tickets.

Table 4.36

Gamming Frequency, Buying Lottery Tickets, by Gender

Often Occasionally Seldom Never

Total 15.0%

(CI=12.0,18.0)

(92)

33.7%

(CI=30.0,37.0)

(206)

26.0%

(CI=23.0,29.0)

(159)

25.3%

(CI=22.0,29.0)

(155)
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Table 4.36

Gamming Frequency, Buying Lottery Tickets, by Gender Continued

Males





Self-Reported Health Status and Lifestyle Behaviour Survey 123

Chapter V

Discussion

5.1 Introduction

This research emerged as part of a larger cross-sectional health survey of the

residents from the Town of Fort Erie, Ontario. The purpose of this study was to examine

self-reported health status and lifestyle behaviours of the residents of the Town of Fort

Erie, Ontario, as related to the Canadian Community Health Survey. This section will

discuss the similarities and differences in self-reported health status and lifestyle

behaviours reported in the FESH compared to those in the CCHS and in other national

databases, where warranted.

5.2 Limitations

Two limitations were recognized in this study including subject spectrum and

instrument bias that could have compromised the study results and comparisons of

findings.

Subject spectrum bias can contribute to either an underestimation or

overestimation of results, whereby decreasing the confidence for researchers in the

study's measures. The distributions for both age and gender demonstrated positive

skewness or longtailedness to the right. Specifically, the spectrum of subjects surveyed

using the FESH indicated a much older population compared to the CCHS. Furthermore,

twice as many females as males responded to the survey, which is not indicative of

respondents in the CCHS or the population of the Town of Fort Erie. This spectrum bias
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could be considered a methodological weakness whereby not entirely reflective of the age

and gender parameters of the general Canadian population. A more representative

sample would have been more valuable in describing the general population.

Nevertheless, skewness is most damaging when sample size is small and compromised.

Since the sample size in the current study was healthy, the influence of a right-sided

skewness is minimized, particularly with respect to age. This study may have a design

effect, but the effects are unknown.

Comparisons between responses to the FESH and CCHS were limited at times

due to the differences in the nature of the questions included the surveys. Specifically,

the FESH included a number of proxy questions that were only similar to the CCHS and

NPHS and not entirely replicated. Therefore, comparisons between the FESH and

comparable national databases made comparisons somewhat compromised. Nonetheless,

an acceptable statistical approach in the evaluation of the precision of measures that is

similar in nature is the cross tabulation analysis. This tactic was consistently used when

comparing the frequency of responses surveyed in the FESH, CCHS and NPHS.

5.3 Self-Reported Health Status

Health is a multi-dimensional concept, and the measures chosen for analysis are

comprehensive, including biological and holistic measures of health status.This included

present health status, health status the previous year, satisfaction with overall health,

quality of life, health conditions, health problems, and functional limitations. The results

of this study suggest that a higher percentage of Fort Erie residents rated their present

health as good, and were generally satisfied with their overall health and quality of life.
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These findings illustrated a strong relationship between age, income and health status.

This relationship is consistent with the literature (Denton, Prus, and Walters, 2004),

whereby research has documented a relationship between health inequalities with

increasing age, and socio-inequalities in income and its effect on health. Denton and

colleagues (2004) found that older persons and persons with low income were more

likely to report poorer health status. Furthermore, with regards to age, Froom, Melamed,

Triber, Ratson, and Hermoni (2004) found that those less than 25 years are more likely to

consider their health behaviours when assessing their own health, whereas older persons

(>25 years) consider their health problems more when assessing and reporting their

health status.

The relationship between self-reported health status and subsequent risk of

mortality is also well documented (Benjamins, Hummer, Eberstein & Nam, 2004;

Benyamini & Ilder, 1999). The odds of mortality in persons who report poor health status

are 1.5 to 3 times greater than people who report excellent health (Benyamini & Ilder,

1999). Likewise, Benjamins et al., (2004), demonstrated that death due to infectious and

respiratory diseases, and diabetes is strongly associated with poor self reported health

status.

Arthritis, chronic back pain, and heart disease were largely the three main health

conditions/diseases, while vision, sleeping problems, and chronic pain were the three

main health problems/challenges reported in the FESH. Further, the diseases identified in

the FESH were also among the most common non-communicable chronic diseases

reported in the CCHS. Arthritis was the most commonly reported disease by Fort Erie

residents (48.3%) (Appendix 17). However, this number is considerably larger than the
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Canadian norm (15.2%) according to the CCHS

(http.7/www.statcan.ca/English/freeDub/82-221-XIE/01103/tables/html/1235.htm . A

possible explanation for this discrepancy is due to the higher number of aging

respondents reporting in the FESH. Perruccio and Badly (2004) found arthritis to

increase at a rate of 16% over the course of 4 years for persons over the age of 45 years.

Furthermore, Benjamins et al. (2004) reported arthritic signs and symptoms of pain and

disability in the elderly, which was consistent with the high frequency of respondents in

the FESH that also reported general body chronic pain.

Vision acuity is the most common non-communicable health problem reported in

Canada and is consistent among health problems reported by Fort Erie residents. While

visual problems are positively correlated with age, the number of senior adults that seek

professional assistance is inversely correlated. Newsom, Kaplan, Huguet and McFarland

(2004) found that 26.6% of Canadians over the age of 60 years have not had an eye

examination in 2 or more years. Although, this behaviour may not fully explain vision

problems among the elderly, it may offer a reasonable explanation for the high

prevalence, particularly among the disproportionately older respondents to the FESH.

A small percentage of the Fort Erie residents surveyed reported functional

limitations. Similar to the CCHS (2000/2001), more females than males reported

functional limitations, including the inability to walk up a flight of stairs and to carry

groceries. Furthermore, functional ability progressively decreased with age and was

found to be the highest in persons aged 75 years and older. Consistent with the literature,

Denton and colleagues (2004) found that women and older adults reported slightly lower

levels of functional health. Further, functional health is considered a strong predictor of
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subsequent mortality and morbidity (Benjamins, Hummer, Eberstein, & Nam, 2004).

Respondents to the FESH demonstrated a statistically significant correlation between

walking up a flight of stairs and carrying groceries. This demonstrates the increased

likelihood of multiple functional limitations, which could compromise subsequent

lifestyle behaviour mortality rates.

5.4 Lifestyle Behaviour

This section will discuss the similarities and differences in lifestyle behaviours

including smoking, alcohol consumption, illicit and licit drug use, physical activity, fruit

and vegetable consumption, body weight, and gaming reported in the FESH compared to

those in the CCHS and in other national databases, where warranted.

5.4.1 Smoking

A lower percentage of smokers were reported in the FESH compared to the

CCHS. Responses to the FESH may have been limited by the skewed demographic

characteristics of the study participants. As previously outlined in the aforementioned

limitations, results of the FESH indicated a disproportionately higher number of older

respondents. Hence, the lower prevalence of smokers in the Town of Fort Erie may be

misleading and therefore not represent the true parameters of the population. Since the

prevalence of smoking decreases with age, the relatively larger magnitude of senior

adults who responded to the FESH may account for the discrepancy with the CCHS.

Hence, this result may not mirror the true parameter estimate of the entire population.

However, it should be acknowledged that the Town of Fort Erie is more proactive with
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respect to the health promotion policies and initiatives in general (Community Health and

Wellness Reports, 2003). Inconsistent with the CCHS, in the FESH more females than

males in the FESH smoke. Given the presence of this spectrum bias, discrepancies in the

data could have been associated with having a greater number of female respondents

compared to male respondents. As shown in Appendix 19, the prevalence of non-smokers

is greater in Fort Erie, compared to Niagara and the Canadian population as reported in

the CCHS (2000/01). Dedobbeleer, Beland, Pierre Contrandiopoulos and Adrian (2004)

demonstrated a decreased likelihood of smokers in Canada where comprehensive and

restrictive federal, provincial, and municipal no-smoking legislation is enforced. A

positive correlation also existed between smoking and marital status, whereby married

persons were less likely to smoke. Tommi, Helakorpi, Rahkonen, Nissinen, and Uutela

(2004) support the preponderance of older persons who are unmarried persons to smoke.

Smoking was also found to decline in individuals who have greater incomes. Denton et

al. (2004) also found that income was a determinant of smoking status. Finally, results

from the FESH indicated that respondents who smoke were classified as average regular

smokers (i.e., smoke <1 pack per day). More specifically, smokers surveyed in the FESH

reported smoking an average of 15±8.1 cigarettes daily. This is consistent with the

average number of cigarettes smoked in the CCHS (i.e., 16 per day), despite the lower

prevalence of smokers identified in the FESH.

5.4.2 Alcohol Consumption

More than half the FESH respondent reported drinking alcohol. Similar to the

NPHS (1998/1999), young adults aged 20-24 years reported the highest frequency of
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alcohol consumption. Furthermore, alcohol consumption decreased with age starting in

those aged 35 years and older.

According to Ramstedt (2004), alcohol consumption in Canada is on the rise and

has reached the same level as that of the 1960's, which is 8 litres pure alcohol per capita.

Regarding beverage preferences, Canada is a stable beer drinking country with beer

representing half the total consumption followed by wine and spirits (Ramstedt, 2004).

According to the World Health Organization (WHO), there is a marked increase in the

incidence of alcohol related deaths and diseases worldwide (Mackay, 2004). Mackay

(2004), reported from the WHO monthly report that drinking small amounts of alcohol

greatly increases the incidence of fatal injuries and increases the likelihood of developing

diseases such as neuropsychological disorders, cancer and liver cirrhosis. Overall, alcohol

consumption is related to 60 different diseases (Mackay, 2004). In fact, Ramstedt (2004)

found that regions in Canada with high drinking levels also had high mortality rates. In

this way, alcohol consumption can directly affect health, and this new perspective helps

to illuminate the negative health affects that may be associated with drinking alcohol.

Consistent with the NPHS (1998/1999), more males than females in our sample

reported drinking alcohol. Interestingly, Denton et al. (2004) found that men who are

classified as former drinkers or who drink occasionally are more likely to have chronic

health problems compared to men who abstain from alcohol. On the other hand, women

who drink alcohol moderately on a regular basis have better functional health.

Nonetheless, long term risks associated with regular daily patterns of drinking which has

been defined by the amount of alcohol typically consumed each week is documented in

the literature (Victorian Government Department of Human Services, 2002). According
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to the Victorian Population Health Survey (2001), long-term risks for females, is

associated with more that two standard drinks per day, or more than 14 drinks per week

(Victorian Government Department of Human Services, 2002). For males, long-term

risks are associated with more than four standard drinks per day, or more than 28

standard drinks per week (Victorian Government Department of Human Services, 2002).

Respondents to the FESH consumed on average 5 drinks per week, with men (M=6.03

±6.591) consuming more drinks than females (M=4.01 ± 5.108). Overall, both male and

female drinking levels reported in the study were well below established relative risk

levels.

FESH results in regards to drinking and driving behaviour concluded that 12.8%

of residents drink and drive. The 2001 Road Safety Monitor: Drinking and Driving,

reported that 16.7% of adults in Canada reported drinking and driving. More males and

younger drivers reported drinking and driving in the FESH. The high prevalence of

drinking and driving among young male drivers aged 18-24 years is a fact in the literature

(Marcil, Bergeron, & Audet, 2001). Marcil and colleagues found that young male drivers

overestimate their driving abilities when drinking and feel that they have good control

over their driving. The problem of drinking and driving among youth, is that the largest

number of alcohol-related deaths as a direct result of impaired driving accidents (Single

et al., 2000). Middle-aged persons between the ages of 45-54 years also reported

drinking and driving. However, it is possible that subject spectrum bias could have

attributed to an over inflation of these results.
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5.4.3 Illicit and Licit Drug Use

A small percentage of illicit drug users were identified in the FESH. Responses

to the FESH may have been limited by the skewed characteristics of the study

participants, whereby a disproportionately higher number of study subjects were older.

The Centre for Addiction and Mental Health (2004), found persons aged 55 years and

older with current substance abuse problems are less often related with illicit drug use

and more often associated with their use of alcohol and prescription drug use

(http://sano.camh.net/resourve/older.htm). Since, illicit drug use predominantly decreases

with age, the large magnitude of senior adults who responded to the FESH, may account

for this relatively small percentage of illicit drug users reported in the FESH. In the

FESH, marijuana was found to be the most frequently reported recreational illicit drug

followed by the use of LSD and cocaine. This is consistent with the data from the 1994

Canada's Alcohol and Other Drug Survey. The FESH respondents reported that they do

not perceive their current use of illicit drugs to be detrimental to their health. In fact,

Canadians aged 18 to 55 years reported that the most advantageous rationale for the

recreational use of cannabis was relaxation, followed by pure enjoyment (Hathway,

2(K)3). Conversely, the disadvantages of cannabis use among this same cohort of

Canadians were extra appetite for food, restlessness, anxiety, respiratory problems,

feeling physically unfit, insomnia and throat problems (Hathway, 2003). Substance abuse

among older persons may be accompanied by loss of family and friends, loss of

environmental and social support systems, and mental and physical health problems

(http://sano.camh.net/resourve/older.htm) .
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The FESH results concluded that 64.5% of respondents reported using

prescription drugs. As previously outlined in the aforementioned limitations, results from

the FESH indicated a disproportionately higher number of older respondents. Since,

prescription use increases with age, the relatively larger magnitude of seniors adults who

responded to the FESH may account for this high percentage. However, the FESH results

mirror the NPHS (1996/1997) survey, whereby prescription drugs use was the highest in

older adults aged 65 years and older.

According to Morgan, Agnew, and Barer (2004), a 10 year survey of British

Columbia residents indicated that at the time of comprehensive drug coverage,

prescription drug expenditures increased from $149 to $320 million. Since the population

gradient of Canadian seniors is rising, this increase in population size of seniors

represents a scale effect. Morgan et al., (2004), found the larger the population the greater

the aggregate amount of pharmaceutical expenditure, and consumption. Although this

contributed to only half of the total cost increase over this period, changes in the mix of

therapies and type of products selected accounted for the other half of the observed drug

expenditure inflation. A higher percentage of respondents in the FESH reported using

other medications, followed by anti-depressants. Morgan et al., (2004) showed that

seniors utilized pharmaceutical therapies from 15 broad categories of prescription

medicine. Broad changes in the type of treatment from any of these categories had a cost

impact of $54 million dollars. This may have offered an explanatory reason in which

seniors reported using other medications in the FESH, since the rate of exposure to

pharmaceutical treatments is not just one or more drugs from any therapeutic category,

but the total sum of pharmaceutical therapeutic treatments across all categories. Unlike
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the NPHS (1996-1997), more males than females reported using prescription drugs.

However, this result may have been attributed to the spectrum subject bias, as previously

outlined in the aforementioned limitations.

Finally, respondents to the FESH who reported using prescription drugs do not

perceive their current use of prescription drugs as detrimental to their health. According

to the Canadian Centre for Addiction and Mental Health (2004), problems with

prescription use may be overlooked because such drugs prescribed are seen as legitimate

(http://sano.camh.net/resourve/older.htm) .

5.3.4 Physical Activity

A higher percentage of respondents in the FESH reported being more physically

active compared to the CCHS (see Appendix 20). According to Cora, Storm, Cameron,

and Bauman (2004), the proportion of physically active Canadian adults has increased.

This increasing trend is also apparent when comparing the 1994/1995 to the 1998/1999

NPHS. In Canada, strategies including marketing programs, development of home fitness

tests and the mobilization of various sectors have increased the availability for physically

active lifestyles (Cora et al., 2004). It should be acknowledged that the Town of Fort

Erie is considered proactive in promoting physical activity. For example, the beaches,

walking trails, and the YMCA are well equipped to meet the community needs for active

living venues (Community Health and Wellness Fort Erie, 2003).

The CCHS measure of physical activity conceptually defined physical activity as

physically active, moderately active, and physically inactive, based on the responses to

questions regarding the duration, frequency, and intensity of physical activity for persons
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aged 12 years and older. In comparison, the FESH conceptually defined physical activity

frequency as engaging in weekly physical activity 3 times a week for at least 20 minutes

either regularly, occasionally, or never. Furthermore, it must be noted that leisure time

physical activity was not defined as physical activity at work, or while commuting to and

from work, but only included recreational activities and physical activity outside of work.

As previously noted, the FESH included only proxy questions regarding physical activity

that were similar to those of the CCHS, but was not entirely replicated. Therefore,

comparisons between the FESH and the CCHS made comparisons somewhat

compromised. Nonetheless, cross tabulation analysis was employed in comparing level

of physical activity between these two surveys.

The FESH results demonstrated that respondents who reported engaging in

physical activity, the highest percentage reported exercising regularly. Consistent with

the NPHS ( 1 996-1997 j, Canadians who engaged in physical activity were more likely to

engage in physical activity more regularly. Denton et al. (2004) found that physical

activity contributes to better health, while physical inactivity contributes to poorer health.

Consistent with the Canadian Fitness and Lifestyle Research Institute Physical Activity

Monitor Report (2001), a positive relationship was found between level of education and

physical activity. According to Coral et al. (2004), during the period of 1981 to 2000,

physical activity increased with every education level. A lower percentage of males than

females who engage in physical activity regularly were reported in the FESH compared

to the CCHS. Responses to the FESH may have been limited by the skewed

characteristics of the study participants, whereby twice as many females than males

responded to the survey.
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Consistent with the CCHS, adults over the age of 75 years in the FESH reported

being more physically inactive. Scarff, Horman, Kreuter, and Brennan (1999) found that

40% of persons over 65 years do not participate in any leisure time activity. According to

Cohen-Mansfield, Marx, Biddison, and Guralnik (2004), elderly persons (74 to 85 years)

should have programs tailored to the meet the needs of this older population better and to

make physical activity more accessible through easy access, varying types of activities

and programming, and attending to costs, feasibility and social comfort.

Respondents in the FESH reported that walking was the main form of physical

activity they were engaged in (see Appendix 21). The Canadian Fitness and Lifestyle

Research Institute Activity Monitoring Report 2001, also reported that walking was the

most popular activity for adults over 20 years of age living in Ontario. Of the persons

who reported walking, the majority did so three times per week. Since a higher number of

respondents in the FESH preferred to walk in the morning. Comparatively, Cohen-

Mansfield et al. (2004) also found that older persons aged 74 to 85 years were more

likely to walk for 30 minutes in the morning hours compared to engaging in other

physical activities in the home.

Respondents in the FESH reported other types of physical activity including

weight lifting and engaging in aerobic activities similar to residents from Ontario.

However, the number of people in Fort Erie who reported cycling is relatively lower than

persons living in Ontario. This may be attributed to the time of year when the survey was

administered. The FESH was administered in the winter and it may be that persons who

reported cycling were reporting their use of a stationary bikes indoors. According to

Bergstrom and Magnusson (2003), cycling was found to decrease in the winter months by
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47%. Bergstrom and Magnusson (2003) suggested that by improving winter maintenance

of bicycle paths and roads, it might be possible to increase cycling during the winter by

18%.

The FESH results concluded that 18.8% of respondents belong to an exercise

facility or program, and of those respondents a higher percentage belong to the YMCA.

As the level of physical activity decreased (regularly to occasionally to never) persons

believed that their current level of physical activity was more detrimental to their health.

However, a large percentage of respondents who reported occasionally (54.6%) or never

(39.0%) engaging in physical activity did not perceive their level of activity as

detrimental to their health. Similarly, according to The Canada e-Book (2001), 63% of

Canadians who did not engage in physical activity enough at the level to achieve health

benefits also rated themselves as being in excellent or at least in good health. Cora et al.

(2004) suggest that Canada should adopt policies and environmental approaches that

support active living where people play, live and work.

5.3.5 Fruit and Vegetable Consumption

A higher percentage of respondents consumed five servings of fruits and

vegetables daily in the FESH compared to the CCHS (see Appendix 22). However,

results from the FESH conclude that about half of the respondents do not eat the

reconmiended daily allowance of fruits and vegetables. These dietary requirements are

important sources of fibre and nutrients (Kim and Holowaty, 2003; Bogers, Brug, van

Assema, and Dagnelie, 2004) and act as a protective barrier against various types of

cancer (Temple and Gladwin, 2003). Although several studies have outlined the benefits
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of fruit and vegetable consumption is still below the recommended dictated allowance by

public health authorities in Canada. Baker and Wardle (2003) found that older adults

aged 55 to 64 years are unaware of the dietary recommendations for fruits and vegetable

consumption as well as the long term health benefits. This may offer a plausible

explanation for low consumption of fruits and vegetables in the sample population since a

disproportionately higher number of older respondents in the FESH. Results also

indicated that more females than males in the FESH consume the recommended servings

of fruits and vegetables. This was consistent with the CCHS (see Appendix 23). Barker

and Wardle (2003) also found that men aged 55 to 64 years have the least knowledge of

the current dietary recommendations and the positive health effects of fruit and vegetable

consumption compared to women. An explanatory reason for this is that since women are

more likely to do the grocery shopping, they are more aware of nutrition in relation to

health (Barker and Wardle, 2003).

Approximately half the residents surveyed that did not consume five servings of

fruits and vegetables daily also did not perceive this behaviour as detrimental to their

health. Males were more likely than females to not eat five servings of fruits and

vegetables and perceive this behaviour as less likely to be detrimental to their health. In

fact, a higher percentage of respondents who did not consume the recommended daily

allowance of fruits and vegetables rated their dietary habits as good. In the FESH, males

were more likely than females to not consume the recommended daily allowance of fruits

and vegetables, but rated their dietary habits more positively than females. Consistent

with The Statistical Report on the Health of Canadians, a large proportion of the

population expressed no concern about their dietary practices as being detrimental to their
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health. Oenema and Brug (2003) found that the most effective approach to creating

awareness of person's dietary practices, including fruit and vegetable consumption, is to

provide them with feedback through an interactive computer nutritional program. This

intervention resulted in a more realistic attitude about the respondents own fruit and

vegetable intake (Oenema and Brug, 2003). ^

The FESH also revealed that those who consume the recommended daily

allowance of fruits and vegetables were more likely to practice other health promoting

behaviours (i.e., physical activity) and vice versa in persons who practice non-health

promoting behaviours (i.e., smoking). Since regularly physically active people require

more energy and may be more generally health conscious, this may explain more

frequent fruit and vegetable consumption. Perez (2002) reported that persons, who

engage in health related behaviours that include physical activity, appear to practice other

health related behaviours, including good dietary practices.

Results from the FESH were not consistent with those of the CCHS when

comparing the relationship between alcohol use, the number of alcohol drinks, and fruit

and vegetable consumption. As previously outlined, the sample spectrum bias may have

negatively influenced the true parameter of the population. Since alcohol consumption

decreases with age, the large number of seniors who responded to the survey may

account for this discrepancy with the CCHS.

Unlike the CCHS that indicated that men diagnosed with cancer, heart disease,

high blood pressure, and diabetes tend to consume fruits and vegetables more than men

without those conditions, the FESH demonstrated no such correlations. This result may
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also be attributed to a methodological flaw among the disproportionate ratio of males to

females that responded to the FESH.

5.4.6 Body Weight

Body mass index (BMI) is calculated by dividing an individual's weight in

kilograms by height in meters squared (http://www.statcan.ca/english/freepub/82-221-

XIE/01 103/tables/html/12 15.htm) . A higher percentage of respondents in the FESH are

overweight compared to the CCHS (see Appendix 24). The Canadian standard body

mass index (BMI) as defined by the CCHS includes the following classifications:

underweight (BMI= <20); acceptable weight (BMI= 20 to 24.9); some excess weight

(BMI= 25 to 27); and overweight (BMI= >27). Gender differences were consistent with

the CCHS and indicated that more males than females were classified as some excess

weight or overweight, while females were found to be more underweight or to have an

acceptable body weight. Similar to the CCHS respondents who were classified as being

overweight predominantly increased with each successive age stratum. As reported in the

FESH, body weight decreased in respondents aged 75 years and older. The increasing

prevalence of overweight or obese persons is consistent in the literature. Katzmarzyk and

Ardem (2004), Strychar (2004) and Tremblay (2004) found that over the past two

decades, the prevalence of overweight and obesity has increased in Canada. This is a

particular concern because overweight and obesity are strong risk factors associated with

chronic diseases including hypertension, diabetes, and arthritis (Baughman, Lx)gue,

Sutton, Capers, Jarjoura and Smucker, 2003).
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Consistent with the CCHS, results in the FESH conclude that respondents who are

considered to have an acceptable body weight were more likely to report eating the

recommended daily serving of fruits and vegetables compared to persons who were

overweight. Conversely, respondents that consumed fruits and vegetables less than five

times per day were more likely to be overweight. Similarly, Perez (2002) reported that

overweight males and females consumed less fruits and vegetables than their acceptable

body weight counterparts. Furthermore, the number of food portions (Strychar, 2004)

and magnitude of food consume per portion (Cora et. al., 2004) have both contributed to

the obesity epidemic in Canada. Canadians need to adopt a new way of thinking about

food. Marketplace food portions and fast food portions have increased dramatically over

the past 30 years. Nevertheless, overweight persons (i.e., BMI= >25) self-reported their

dietary habits as good. This misconception of healthy eating practices may be a

significant contributing factor to the high obesity rate along with other psychological

factors and behaviour (Baker and Wadle, 2003; Bogers et al., 2004).

Not surprising, a strong relationship exists between BMI and physical activity

(Cora et al., 2004; Baughman et al., 2003; Strychar, 2004; Tremblay, 2004). Results in

the FESH also conclude a relationship exists between BMI and the rating of physical

activity level. Of the respondents who were classified as overweight, a higher percentage

rated their level of physical activity either fair or poor. Consistent with the literature,

Gilmore (1999) reported that as the level of activity decreases, body weight increased.
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5.4.7 Gaming

Among the recognized risk factors surveyed in the FESH, gaming appears to

impose a relatively lower burden on the health of Fort Erie residents as reported in this

study. A highest percentage of respondents who participate in gaming activities reported

buying lottery tickets. Further, no appreciable association was identified between gaming

and psychological disorders, albeit the frequency of responses to gaming questions was

nominal. The gaming portion of the FESH did not specifically address casino gaming,

which is prevalent to the Niagara Region. This may have attributed to the minimal

number of respondents to the gaming portion of the survey. Further study of gaming

practices, particularly casino attendance and health implications should be examined.

5.5 Health Promotion Initiatives

Overall, more holistic and comprehensive health education programs that promote

a variety of health behaviours and healthy lifestyle choices including proper nutrition,

physical activity and cessation of smoking would be most beneficial in this community.

Since many non-health promoting behaviours are associated with obesity, these results

support the need for a comprehensive approach to health promotion and education in this

community. Health promotion programs that address multiple risk factors simultaneously

and teach a holistic approach to health and well-being should be seriously considered as a

follow-up investigation to the FESH.
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5.6 Future Research

This research provides essential baseline data for the Town of Fort Erie, which

can act as a benchmark for planning future community-wide health promotion initiatives

and potential comparative studies. These findings may also provide insights into

individual health interventions, and the identification of individual and community

barriers and opportunities for how resources can be most effectively allocated to

positively affect health status and lifestyle behaviours of the citizens. Continued efforts

and investment in epidemiologic research at the regional level and municipality levels

could promising health benefits and outcomes when planning is based upon reliable and

current evidence. This evidence-based decision making approach can add to the body of

knowledge of all the health determinants, including lifestyle behaviours and self-assessed

health status examined in the FESH.

Both the individual FESH results and frequent similarities with the CCHS

demonstrate the need for initiating community health promotion strategies that will have

the greatest relative impact on health risk factors and disease outcomes. This approach

should foster collaboration across levels and sectors and implement mechanisms to

engage citizens, and to increase accountability for health outcomes (http://www.hc-

sc.gc.ca/hppb/phdd/approach/approach.html) .

Unique health promotion programs for smaller rural communities based on local

needs and health data are essential. In the process, models for health education and

promotion programming that include the PRECEDE-PROCEED model can further act as

a guide for community health promotion planning and help planners to determine their

resources and community capacities to adopt health programming. Moreover, the
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employment of appropriate behaviour change models and theories such as the Health

Belief Model, Social Cognitive Theory and Transtheoretical Model of Change should be

considered in order to produce effective health promotion programming, particularly for

specific lifestyle programs and overall programs or policies.

At the micro level, health promotion initiatives embedded in the community-wide

population health framework could ensure maximum contribution to desired outcomes as

applied in a small community context. Vulnerable populations that are harder to reach

such as younger persons, those institutionalized, refugees, the homeless and the

aboriginal population should be included in program planning and future research studies

in order to reduce health disparities in the overall population and to add to the findings of

this study.

Since it was found that some of the results of the FESH reflected challenges

unique to the Town of Fort Erie, a smaller community focused survey could provide

more sensitive and selected measures to inquire about those areas that the conmiunity is

particularly interested in.

A smaller subsequent community health survey could further explore the trends

that were unique to this community and reported in the I^SH. Specifically, arthritis and

body weight warrant further inquiry. In addition, a community health survey such as this

could potentially yield helpful data on the health of specific resident profiles and not

merely provide planning on aggregate numbers that are not reflective of their residents.

Therefore, it should follow that health initiatives planned around the findings of the

FESH are most relevant to the residents from the Town of Fort Erie. This approach is not
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apparent in the planning process of national health surveys, as it is not the mandate when

examining the probability estimates from the larger general Canadian population.
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Chapter VI

Summary and Conclusions

6.1 Summary

In the context of this study, the following summaries and conclusions were

formulated:

• A higher percentage of Fort Erie residents rated their present health as fair or poor

compared to Canadians norms and persons residing in the Niagara Region. Self-

reported present health status declined with age and income. Fort Erie Residents were

satisfied with their overall health and quality of life and rated their present health

status as good. Arthritis, chronic back pain, and heart disease were the three main

health diseases reported in the FESH. Vision, sleeping problems, and chronic pain

were the three main health problems reported in the FESH. A small percentage of

Fort Erie residents reported functional limitations.

• Only 14.6% of Fort Erie residents smoke, which is relatively lower than smoking

prevalence reported in Canada and the Niagara Region. More females than males

smoke and persons who are divorced are more likely to smoke than those who are

not. Smoking was most common in persons aged 25 to 34, and decreased with each

successive age stratum. Among respondents who smoke, a higher percentage were

classified as average regular smokers who smoke under 1 pack a day. Smoking

declined with increasing income.

• More than half of Fort Erie Residents reported that they drink alcohol. More males

than females drink alcohol, and younger persons aged 20 to 24 drink alcohol the

most. Alcohol prevalence decreased with each successive age stratum in persons 35
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and older. Both males and female drinking levels reported were well below relative

risks. Overall, 12.8% of Fort Erie residents reported drinking and driving.

• A small percentage of Fort Erie residents reported using illicit drugs. Of those who

use illicit drugs, marijuana was found to be the most frequently reported illicit drug

used followed by LSD and cocaine.

• Over half of the population reported using prescription drugs. A higher percentage of

Fort Erie residents reported using other medications, followed by anti-depressants.

Prescription drug use was highest in older persons aged 65 and older.

• Residents in Fort Erie are more physically active compared to Canadian norms and

persons residing in Niagara Region. A higher percentage reported engaging in

physical activity regularly. Level of education increased with physical activity. More

females than males reported engaging in physical activity regularly. Older adults aged

75 and older reported being less physically active. A higher percentage of Fort Erie

residents walk as their form of physical activity. Of those who walk, a higher

percentage do so three times a week. A higher percentage belong to the YMCA. A

large percentage of the population who reported being physical active occasionally or

not at all, did not perceive their level of activity detrimental to their health, in

especially older persons aged 65-74.

• About half of Fort Erie residents do not consume five fruits and vegetables daily. Fort

Erie residents consume more fruits and vegetables than Canadian norms, and persons

residing in the Niagara Region. More females than males and older persons consume

the recommended servings of fruits and vegetables daily. Approximately half of the

population of Fort Erie, who do not consume fruits and vegetables, do not perceive
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this behaviour to be detrimental to their health. A higher percentage of Fort Erie

residents who do not eat fruits and vegetables rated their dietary habits as good. Fruit

and vegetable consumption is higher in persons who practice other health promoting

behaviours (physical activity), and lower in persons who practice non-health

promoting behaviours • I' •'
: : •

• Body weight may impose the most burden on the reported health of Fort Erie

residents, accounting for 40% of the population who is overweight. A higher

percentage of Fort Erie residents are overweight compared to Canadians, and persons

residing in the Niagara Region. More males than females are overweight, and body

weight predominantly increased with age. The consumption of fruits and vegetables

was lowest in persons who are overweight. However, persons who are overweight

rated their dietary habits as good. A relationship was found to exist between BMI and

the rating of physical activity level.

• Gaming appears to impose a lower burden on the health of Fort Erie residents. A

higher percentage who participate in gaming activities, purchase lottery tickets.

• Health promotion programs that address multiple risk factors simultaneously and

teach a holistic approach to health and well-being may be indicated from the findings.

• The FESH was generally consistent with the CCHS in the overall body of knowledge.

A small number of inconsistencies were identified that require further exploration to

determine if they are unique to this community.
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6.2 Conclusions related to the CCHS:

• A higher percentage of Fort Erie residents rated their present health as fair or poor

compared to the CCHS.

• A higher percentage of Fort Erie residents have arthritis compared to the CCHS.

• A lower percentage smoke in Fort Erie compared to the CCHS.

• A higher percentage of Fort Erie residents engage in physical activity compared to

the CCHS.

• A higher percentage of Fort Erie residents consume more fruits and vegetables

compared to the CCHS.

• A higher percentage of Fort Erie residents are overweight compared to the CCHS.
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Appendix 1

Age Characteristics ofthe Population ofthe Town of Fort Erie, Canada, 2001

Age
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Appendix 2

Self-Reported Health, by Gender, Household Population Aged 12 and over, CCHS

2000/2001

Excellent Very good Good Fair or Poor

Total Canada 25.6% 35.8% 26.6% 12.0%

Male 27.3% 35.7% 25.8% 11.2%

Female 24.0% 35.9% 27.4% 12.7%

Total Niagara 26.0% 37.3% 23.9% 12.7%

Region

Males 27.0% 37.7% 22.1% 12.5%

Females 24.5% 36.9% 25.6% 12.9%
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Appendix 3

Self-Reported Health, by Age, Household Population Aged 12 and Over, CCHS

2000/2001

Excellent Very Good Good Fair or Poor

12-19 30.0% 40.8% 24.3% 4^9%

20-24 30.0% 42.4% 22.4% 5.1%

25-34 32.7% 40.6% 21.6% 5.1%

35-44 28.9% 37.8% 25.3% 8.0%

45-54 24.5% 34.7% 28.0% 12.8%

55-64 19.8% 30.7% 30.7% 18.7%

65-74 14.2% 26.5% 34.4% 24.9%

75 and older 8.6% 21.8% 32.9% 36.7%
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Appendix 4

Functional Health Status, by Gender, Household Population Aged 12 and Over,

Canada, CCHS 2000/2001

Moderate or Very Good or Not Stated

Severe Perfect

Total Canada 18.6% 80.5% 0.9%

Male 17.0% 82.0% 1.0%

Female 20.2% 79.0% 0.8%

Total Niagara 23.1% 76.4%

Region

Males 22.7% 76.5%

Females 23.4% 76.4%





Self-Reported Health Status and Lifestyle Behaviour Surveyl69

Appendix 5

Functional Health Status, by Age, Household Population Aged 12 and over, CCHS

2000/2001

Moderate or Severe Very good or perfect Not stated

12-19 14.5% 85.0% 05%

20-24 13.2% 86.5% 0.4%

25-34 12.1% 87.4% 0.4%

35-44 15.4% 83.9% 0.7%

45-54 19.4% 79.8% 0.8%

55-64 21.9% 77.0% 1.2%

65-74 26.45 71.8% 1.9%

75 and older 45.5% 51.4% 3.2%
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Appendix 6

Smoking Status, by Age, Household Population Aged 12 and Over, CCHS 2000/01

Daily Occasionally Former Never

Total 21.5% 4.4% 36.7% 37.2%

12-19 12.9% 5.8% 14.7% 66.1%

20-24 26.5% 8.5% 25.8% 38.9%

25-34 25.9% 6.0% 30.3% 37.6%

35-44 27.1% 4.5% 36.8% 31.3%

45-54 24.9% 3.4% 43.3% 28.2%

55-64 19.1% 2.5% 49.6% 28.6%

65-74 12.7% 1.9% 52.7% 32.5%

75 and over 7.1% 1.3% 50.1% 41.1%
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Appendix 7

Frequency ofDrinking 5 or More Drinks on One Occasion in the Last 12 Months, by

Age, Household Population Aged 12 and Over, CCHS 2000/2001

Never <12 Times =/>12 Times Not Stated

Total 55.6% 23.3% 20.1% \m>

12-19 56.8% 26.3% 25.1% 1^8%

20-24 30.3% 30.7% 37.1% L9%

25-34 41.5% 32.2% 25.2% \A%

35-44 52.2% 26.6% 20.6% 06%

45-54 60.9% 20.9% 17.3% 09%

55-64 71.8% 14.5% 12.9% 08%

65-74 82.9% 9^2% 7^0% L0%

75 and over 92.3% 4.3% 2.3% lT%
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Appendix 8

Leisure-Time Physical Activity, by Age Group, Household Population aged 12 and

Over, CCHS 2000/01

Active Moderately Inactive Not Stated

Total
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Leisure-Time Physical Activity, by Age Group, Household Population aged 12 and

Over, CCHS 2000/01 Continued

65-74 18.3% 22.0% 51.1% 8.5%

75 and over 10.6% 15.4% 63.3% 10.8%
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Appendix 9

Consumption ofFruits and Vegetables Daily, by Age, Household Population Aged 12

and Over, CCHS 2000/2001,

<5 Times 5 -10 Times > 10 Times Not stated

Total 61.8% 33.4% 3?7% TI%

12-19 59.4% 33.9% ^4% 13%

20-24 64.2% 29.8% 5^0% L0%

25-34 64.9% 30.8% 3.5% 0.8%

35-44 65.6% 30.5% Ja% 08%

45-54 63.0% 32.5% Ja% \A%

55-64 58.9% 36.7% 33% \A%

65-74 55.2% 39.8% l5% L5%

75 and over 51.8% 43.0% 33% Io%
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Appendix 10

Body Mass Index (BMI), Canadian Standard, by Gender, Household Population

Aged 20 to 64 Excluding Pregnant Women, CCHS 2000/01

Under Acceptable Some Excess Overweight Not stated

Total Canada sJ% 42.9% 15.6% 31.9% r6%

Males l9% 39.9% 19.5% 36.1% 06%

Females 12.3% 45.9% 11.6% 27.5% Z6%

Total Niagara 5^2% 41.0% 16.1% 35.0% 2?7%

Males ^^- 34.0% 21.9% 41.4% —

Females 0% 48.0% 10.2% 28.5% 43%
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• • ' • Appendix 11 '-.-

Body Mass Index (BMI), Canadian Standard, by Age, Household Population Aged 20

to 64 Excluding Pregnant Women, CCHS 2000/01

Under Acceptable Some Excess Over Not Stated

20-24 17.5% 53.8% 10.3% 17.4% rO%

25-34 10.3% 45.9% 14.6% 27.7% L4%

35-44 7^8% 43.2% 15.6% 31.8% Tj%

45-54 4^9% 38.8% 17.1% 37.4% L8%

55-64 l7% 36.3% 18.4% 39.8%
'

1^8%
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Appendix 12 - Post-hoc Sample Size Determination

Since this study was based from a secondary dataset, a post-hoc sample size

determination was required. The following sample size formula was selected to

provide valid inferences from a cohort of residents surveyed for self-reported health

status and lifestyle behaviour in the Town of Fort Erie, Ontario. The sample size

formula used for calculating n is:

(N* p*q) * (Zaf

(p*q) * (Za)^+ (N-1) * (error)^

The present study intended to accept a level of 95% confidence (Za) and

maximum error of 10%. The table below presents a 95% confidence level and degrees

of error ranging from 2 to 10%. Initial population size (N) was set at 29,000, which

represents the total number of residents expected to resemble the inclusion criteria for

this study. The expected proportions (p*q) {p = proportion of residents with self-

reported positive health (i.e., rated either "excellent", "above average" or "average"); q

= proportion of residents with self-reported negative health (i.e., rated either "fair" or

"poor")} for prevalence (0.202) was selected from the Fort Erie Survey of Health for a

conservative determination of sample size.

Initial
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Appendix 13

Ethics Approval

Page 1 of 2

Heather Lee Kilty

From: "Deborah Van Oosten" <deborah.vanoosten@brocku.ca>

To: <heath8r.Kilty@brocku.ca>; <deanna.morris©vaxxine.ca>

Cc: <engemann@9d.BrockU.CA>; <mowen©spartan.ac.brocku.ca>

Sent: Wednesday, January 22, 2003 2: 1 2 PM
Subject: REB 02-1 51 , Kilty/Monis - Approved

Senate Research Ethics Board Extensions 3943/3035, Room AS 302

DATE: January 22, 2003

FROM: Joe Engemann, Chair

Senate Research Ethics Board (REB)

TO: Heather Kilty, Department of Nursing

Deanna Morris

FILE: 02-151, KUty/Morris

TITLE: Social Capital Survey and Health Survey

The Brock University Research Ethics Board has reviewed the above research proposal.

DECISION: Accepted as clarified.

This project has been approved for the period of January 22, 2003 to June 30, 2003 subject to full REB
ratification at the Research Ethics Board's next scheduled meeting. The approval may be extended upon

request. The study may now proceed.

7/28/2004
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Appendix 14

Cover Letter

YOUR HOUSEHOLD HAS BEEN CHOSEN
to participate in the Fort Erie Health Survey!!!

This health survey Is being conducted by The Town of Fort Erie Community
Health and Wellness Project and Brock University. Your input is requested
in this important opportunity to help shape health care In our area. We urge
you to participate by having t PERSON OVER THE AGE OF 18 fill out the
survey you have Just received and to return it to us.

Ttw survey will take about 1 5 minutes. You will be asked questions about:
1. Your health status and any conditions and challenges you have ...

2. Physical activity, smoking, diet, alcohol, drug use and gaming ...

3. Your access to healthcare (accessible, satisfaction, waiting times) ...

4. Information on your age, gender, education ...

When you have completed the survey you can return It by dropping It off in the
survey boxes provided at Centennial, Crystal Ridge, or Stevensvllle libraries;

Town Hail; YMCA; Commlsso's or Sobey's; or by mailing It to:

Or. Heather Lee Kilty, Brock University, c/o The Town of Fort Erie, 1 Municipal
Centre, Fort Erie, Ontario, 1.2A 2F6.

The Principal Investigator is Dr. Heather Lee Kilty from Brock University who can
be reached at 905-688-5500 Ext. # 4749. The survey has been approved by the
Brock Ethics Review Board and Mike Owen, Research Officer can be reached at

905-688-5500 # 3127 if you have any questions.

Your Individual Information will remain confidential and anonymous. Please do
not put your name on the survey. No individual Information will be reported. A
summary of the results will be reported in a newspaper article and to Council and
a full report will t>e available in the Library and at the Town Hall In March, 2003.

The results will be presented at a Community Forum in March and the public will

be Invited through a notice in the newspaper. Your participation Is strictly

voluntary; you can stop at any time, and there is no penalty for refusal to

participate or to answer a question. If any of the questions regarding your heaKh
cause stress for you do not answer them or follow up by making a phone call to a
health professional or your family doctor. Questions about drug use will be
Included. You can refuse to answer any questions. Completion of this survey will

serve as consent to be part of the overall study.

PLEASE FILL OUT THIS HEALTH SURVEY
and return it by

FEBRUARY 4, 2003
Thank you foryourparticipation

Your iiealt/i andyour inputare important to us!!

I
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Appendix 15

Fort Erie Survey of Health (FESH)

SECTION*! HEALTH STATUS KlltvAXJ
a) SELF-ASSESSED HEALTH:

1

.

How would you rate your present health In general now?
Excellent very good good fair poor

2. One year ago how would you rate your health?
Excellent very good good fair poor

3. How would you rate your satlafactlon with your overall health?
Very satisfied satisfied not satisfied

4. How would you rate your overall quality of life on a scale from 1 to 7?
Very poor 1 2 3 4 5 6 7 Excellent

b) HEALTH CONDITIONS/DISEASES/CHALLENGES:

5. Of the following list of conditions/diseases, please check which
conditions/diseases you have presently?

Diat>etes heart disease cancer multiple sclerosis stroke asthma_
Emphyzen:ia^_Chronlc Obstructive Pulmonary Disease chronic tjack pain

osteoporosis chronic fatigue svndrome arthriBs/rtieumatism/ bursitis

fibromyalgia Other (specify)

6. Of the following list of health problems/cliallenges, please check which
ones you are dealing with presently?

vision problems dental problems emottonal problems speech prot)lems_

mental health problems chronic pain problems hearing protjiems

depression stress problems drug problems gambling problems___

alcohol problems sleep problems social interaction problems___
behaviour problems menopause Other (specify)

c) ACTIvrrv LIMITATIONS/RESTRICTIONS: Think of limitations you have around
the house, at work or in your free time because of illness or Injury?

7. Can you wash your face on your own? Yes 1^
8. Can you walk up a flight of stairs? Yes No
9. Can you carry your own groceries in? Yes f*3

10 During the last 30 days how many days did poor physical health keep you from

doing your usual activities, such as self-care, work or recreation? day(s)

1

1

.During the last 30 days how many days did poor mental health keep you from doing

your usual activities, such as self-care, work or recreation? day(8)

SECTION # II DEMOGRAPHIC QUESTIONS:
1

.

What is your age?
2. What is your height? . ft^ns.or cms.

3. What is your weight? kgs. or lbs.

4. What Is your gender? Male Female

5. What Is your yearly income from all sources?

6. What Is your total family/unit Income?.

7. How many people are in your household and their ages?

Number/Ages_
8. What is the highest education level received by you?

9. Would you consider yourself to be one of the following (check which one):

White/Caucasian Black Asian Native/Aboriginal

Other (specify)

1 1

.

Would you consMer yourself to be any of the folk)wing (check which one):

Christian__Jewish Muslim Hindu Buddist Other (specify)

12. Would you consider yourself to be (check which one):

Manled/Common-law Divorced Widowed Separated Single

13. Woukj you consider yourself to be (check which one):

Employed by someone Self-employed LakJ off Retired Unempk)yed_

Other (specify)

14. On average how many hours a week do you work?
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SECTION #111 UFESTYLE QUESTIONS
a) SMOKING:
1. Do you smoke? Yes No_
2. If "No" are you.

a) a non-smoker who never smoked
b) a non-smoker wtw qui! under 1 year ago
c) a non- smoker who quit over 1 year ago
d) a non-smoker who lives with a smoker who smokes in the house? Yes No_

3. If "yes" How long have you been a regular smoker?
4. If "Yes" How many dgarettas do you usually smoke on average each day? >__

5. if "Yes" Do you consider yourself to be:

a) a heavy regular smoker (over 1 pack a day)?
b) an average regular smoker (under 1 pack a day)?
c) an occaskjnai smoker (not everyday)?

6. II "Yes" How much do you spend on average a month on cigarettes?
7. Would you consider your present smoking to be detrimental to your health?

Not at all moderately a problem a problem a big problem

b) ALCOHOL CONSUMPTION:
8. (Do you drinli alcohol? Yes No If "yes" answer the lollovflng questkxis:
9. Dunng the past month how many daysM you drink akiohol? .

10. How many ak:ohol drinks do you consume on average per week?
(Ibeer. tgtass of wine^ M ozs. of lk)uor) Circle the total number of drinks.

0. 1, 2. 3. 4, S. 6, 7, 8, 9, 10. 11, 12. 13, 14, IS, 16. 17. 18, 19, 20. 21. 22, 23, 24, 25+
1 1

.

WouM you conskier your present alcohol use to be detrimental to your health?
No not at all__moderately a problem a problem a big problem.^

c) DRUQS/NARCOTICS:
12. Have you ever used marihuana? Yes No
13. Are you a regular marihuana user? Yea No
14. Have you ever bought street drugs? Yes No
1 5. Have you ever used LSD_ Ecstasy cocaine olher(speeify)

16. Are you presently on any prescribed medications? Yes No Check which
ones tranquillizers barbiturates anti- depressants Other

1 7. Do you consider your present use of druga to be detrimental to your health?

No. not at an moderately a problem a probiam a big problem

d) PHYSICAL ACTIVITIES:

18. Do you walk? Once a week 2 times a week 3 times a week
19. Do you cyde? Once a week 2 times a week_ 3 times a week
20. What other types of regular exercise do you engage in (cfteck all that you do).

Tai Chi__yoga^__aerobics weights stretching other(spedfy)

21. How often do you engage in weekly exercise 3 times a week tor at least 20 minutes

pef sesskxi? Regularty__occask)nally never

22. Do you belong to an exercise lacilcty/program? Yes No
23. If "yes" what fadlity do you use?:

The YMCA Fitness group/club At work fadlity At home gvm
24. How wouki you rate your physical activily level?

Excellent very good__good average fair__poor

25. Woukl you consider your present level of exerdse to be detrimental to your health?

No, not at all moderately a problem a problem a big prot)iem.

e) DIET:

26. Do you eat 5 servings of fruit and vegetables per day? Ye8__No
27. How would you rate your dietary habits?

Excellent ^very good good average fair__poor

28. Do you conskier your present eating habits to be detrimental to your overall health?

No, not at all^^moderately a problem a problem a big problem

(3AMINQ:
How often do you engage In any of ttia following gaming acth/ttlee?

29. Buying Lottery tickets Often oceasionally^^seWom never

30. Horse race betting? Often. occasionally__sekJom never

31. Bingo? Often occasionally seldom never

32. Sports pools? Often occasionally seldom never

33. Money PyramWs? Often__occaskx)ally__sakk)m^nevar
34. Would you consider your present gambling to be a problem?

No. not at all^_moderately a prot>lem a problem a big prot^lem

g) OTHER HEALTVI FACTORS:
35. Do you wear your seat belt regularly? Yes No
36. Do you practice safe sex? Yes No
37. Do you get enough sleep regularly? Yes No
38. Do you have a too much stress In your We? Yes No
39. Do you have effective ways to deal with stress? Yes No
40. Do you frequently drive too fast? Yes No
41

.

Do you drink and drive occaswnally? Yes No
42. Do you see your physk:ian for regular physk:als? Yes No
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Appendix 16

Self-Reported Health, by Gender, CCHS 2000/2001; FESH 2003

Excellent Very good Good Fair or poor

Total Canada 25.6% 35.8% 26.6% 12.0%

Male 27.3% 35.7% 25.8% 11.2%

Female 24.0% 35.9% 27.4% 12.7%

Total Niagara
"

26.0% 37.3% " " ' 23.9% 12.7%

Region

Males 27.0% 37.7% 22.1% 12.5%

Females 24.5% 36.9% 25.6% 12.9%

Total Fort Erie 10.7% 31.1% 38.0% 20.2%

Males 11.1% 25.3% 38.2% 25.4%

Females 10.6% 34.4% 37.8% 17.2%
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Appendix 17

Arthritis/Rheumatism Prevalence, CCHS 2000/2001; FESH 2003

With Without Not Stated

Total Fort Erie 48.3% 51.7%

Total Niagara 18.0% -^
' 82.0%

Total Canada 15.2% 84.7% 0.1%
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Appendix 18

Smoking Prevalence, by Age Group, CCHS 2000/2001; FESH 2003;

Fort Erie Canada

25-34 21.6% 31.9%

35-44 20.8% 31.6%

45-54 17.4% 28.3%

55-64 20.4% 21.6%

65-74 8.4% 14.6%

75 and older 8.0% ' 8.4%
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Appendix 19

Non-Smoking, Never Smoked Characteristic, by Gender, CCHS 2000/2001; FESH

2003

Fort Erie Niagara Region Canada

Total 52.2% 37.0% 37.2%

Male 33% 31.5% 32.0%

Female 46% 42.2% 42.2%
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Appendix 20

Physical AcHvity Frequency, CCHS 2000/2001; FESH 2003

Regularly Occasionally Never

Fort Erie 41.2% 30.9% 27.9%

Niagara Region 19.0% 18.5% 49.3%

Canada 21.0% 21.6% 49.1%
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Appendix 21

Types ofPhysical Activity, Household Population Aged 20 and Over, Ontario; NPHS

1998/1999; Household Population Aged 18 and Over, Town ofFort Erie, Canada,

2003

Walking Bicycling Weight Aerobics

Lifting

Fort Erie 7L6% 14.8% 12.3% 7^9%

Ontario 69.0% 21.0% 12.0% 7.0%
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Appendix 22

FruU and Vegetable Consumption Daily, CCHS 200/2001; FESH 2003

<5 Times Daily =>5 Times Daily

Fort Erie 52.1% 47.9%

Canadian Population 61.8% 31.5%

Niagara 64.5% 35.5%
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Appendix 23

FruU and Vegetable Consumption, by Gender, CCHS 2000/2001; FESH 2003

Fort Erie Canada

5 Times Daily < 5 Times Daily => 5 Times < 5 times

Males 38.1% 61.9% 31.5% 67.2%

Females 53.4% 46.6% 42.6% 56.5%
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Appendix 24

Body Mass Index (BMI), Canadian Standard, by Gender, CCHS 2000/2001; FESH

2003

Underweight Acceptable Some excess Over

Total Canada 8.1% 42.9% 15.6% 31.9%

Males 19% 39.9% 19.5% 36.1%

Females 12.3% 45.9% 11.6% 27.5%

Total Niagara 5.2% 41.0% 16.1% 35.0%

Males ^^- 34.0% 21.9% 41.4%

Females S3% 48.0% 10.2% 28.5%

Total Fort Erie l9% 33.9% 22.1% 40.0%

Males Ta% 26.4% 23.2% 49.1%

Females ^4% 38.0% 21.6% 35.0%
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