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anadians are extremely interested in health: our

own, the health of our family and friends, and the

ability of the health care system to respond to our
needs. Compared with most countries, Canadians have much
about which they can feel proud. But we have by no means
achieved all that is possible in health status or in the quality of
health care.

Health encompasses many dimensions. It may be a capacity
to function or an absence of disease. It may be a sense of
well-being or the result of positive behaviours. Added to this
is the growing recognition that the determinants of health—
genetics, the physical environment, the socio-economic
environment, early childhood experiences, and so on—
influence overall population health status and, in some cases,
the effectiveness of health care. The health status of a
population changes slowly. Improvements in prevention,
nutrition and physical activity may be reflected in the
population’s health only years later.

Health status is not evenly distributed. With each step up
the socio-economic ladder, groups are less vulnerable to disease,
disability and premature death. We have built an enviable health
care system. Medical and technological advances are claiming
small and large victories over disease every year. Yet, even in
the face of these achievements, inequalities in health status

persist.
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Statistics Canada and the Canadian Institute for
Health Information (CIHI) are reporting jointly on
the health status of the Canadian population, the
factors that determine or affect our health, and the
performance of the health care system. These
annual reports are intended to provide information
and background so that Canadians, as well as
decision-makers, can better judge the complex
factors that contribute to improvements in health.

This report, the second in the annual series
entitled “How healthy are Canadians?”, looks at
differences in health between men and women. Its
companion report, released by CIHI in May 2001,
focuses on the health care system. Future reports
will build on what we know today, endeavouring to
fill gaps in our knowledge as a broader range of
information becomes available.

Previous issues in the series
“How healthy are Canadians?”, Health Reports,
Special Issue, Volume 11, Number 3,
Statistics Canada catalogue number 82-003,
March 31, 2000, and “How healthy are
Canadians? A summary”, Internet publication,
http:/ /www.statcan.ca

Health Care in Canada — A First Annual Report,
Canadian Institute for Health Information, April 26,
2000, full report and brochure, http://www.cihi.ca

About Health Reports

Health Reports is a peer-reviewed quarterly journal
produced by the Health Statistics Division at
Statistics Canada. Itis designed for a broad audience
that includes health professionals, researchers, policy
makers, educators and students. Its mission is to
provide high quality, relevant, and comprehensive
information on the health status of the population
and the health care system.

About Statistics Canada

Statistics Canada is authorized under the Statistics
Act to collect, analyze and publish statistics relating
to the social, economic and general activities and
condition of Canadians. The Health Statistics
Division’s primary objective is to provide statistical
information and analyses about the health of the
population, determinants of health, and the scope
and utilization of Canada’s health care sector.

About the Canadian Institute for Health
Information

Since 1994, the Canadian Institute for Health
Information (CIHI) has been working to improve
the health of Canadians and the health system by
providing quality health information. CIHI is a
national, not-for-profit organization with a mandate
to coordinate the development and maintenance of
an integrated approach to Canada’s health
information. To this end, the Institute provides
accurate and timely information that is needed to
establish sound health policies, manage the Canadian
health system effectively, and create public awareness
of factors affecting good health.

Health Reports, Vol. 12, No. 3

Statistics Canada, Catalogue 82-003



The editors thank the members of the Expert Group for their expertise, time and input to this special issue of
Health Reports. Please note that the views expressed in this report do not necessarily represent those of the

individuals or their organigations.

ACKNOWLEDGEMENTS

Ross Baker
Department of Health Administration
University of Toronto

Charlyn Black

Manitoba Centre for Health Policy and Evaluation
and Canadian Institute for Health Information
and Canadian Institutes of Health Research

Carmen Connolly
Canadian Population Health Initiative
Canadian Institute for Health Information

Victor Dirnfeld
Past President
Canadian Medical Association

Clyde Hertzman
Department of Health and Epidemiology
University of British Columbia

Alejandro Jadad
University Health Network
University of Toronto

Steven Lewis
Access Consulting Ltd., Saskatoon and
University of Calgary

Jonathan Lomas
Canadian Health Services Research Foundation

Frank Markel
Joint Policy and Planning Committee

Richard Massé
Ministere de la santé et des services sociaux
Gouvernement du Québec

Robert McMurtry
Population and Public Health Branch
Health Canada

John Millar
Research and Population Health
Canadian Institute for Health Information

Cameron Mustard
Institute for Work & Health

Wendy Nicklin
Ottawa Hospital and
Canadian Nurses Association

Denis Roy
Régie régionale de la santé et des services sociaux
de Montréal-Centre

Judith Shamian
Health Policy and Communications Branch
Health Canada

Larry Swain
Health Statistics Division
Statistics Canada

Tom Ward
Nova Scotia Department of Health

Michael Wolfson
Analysis and Development
Statistics Canada

Robert Williams
Timmins and District Hospital

Jennifer Zelmer
Health Reports and Analysis
Canadian Institute for Health Information

Health Reports, Vol. 12, No. 3

Statistics Canada, Catalogue 82-003



The Health Divide—How the Sexes Differ

([ 0T [ Tt 1T o OSSR 9
TaKiNg RISKS/TAKING CAI€ .....ouiiieiieiereeeieee sttt 11
Sress ANd WEIFDEING ...ttt 21
HEAIth Care/SEIf-CAre .......c.o ettt 33
Death — SHIftING TrENUS ...ttt 41
L@0 ] o (el 6T o OO T O T PRSP 47
1Y 1 g T T Ky OO T TP TTRRPRN 49

HOW 20 O T 55

Health Statistics Division’s products and services, including
prices and ordering information

Health Reports, Vol. 12, No. 3 Statistics Canada, Catalogue 82-003



Requests to reprint

No part of this publication may be reproduced without prior written permission
from Statistics Canada. To obtain this permission, an Application for Copyright
Authorization must be submitted. This form is available from the Copyright
Permission Officer, Marketing Division, Statistics Canada (fax: 613-951-1134).

Subscriptions

For information on subscribing, see How fo Order. For other information, contact
the Editors, Health Reports, Health Statistics Division, Statistics Canada, 18th
Floor, R.H. Coats Building, Ottawa, Ontario, Canada, K1A 0T6. Telephone:
(613) 951-7025. Fax: (613) 951-0792. E-mail: healthreports@statcan.ca

Electronic version

Health Reports 1s also published as an electronic product in PDF format. Single
issues may be ordered using Visa or MasterCard from Statistics Canada’s Internet
site, downloaded onto your desktop and accessed with Adobe Acrobat Reader.
To order a recent issue of Health Reports, visit our site at http:// wwwistatcan.ca.
Select “English” from the home page, then “Products and services” from the
next page. Select “Downloadable publications (§)” and then continue past the
introductory page. You will find Health Reports (Catalogue 82-003-XIE) listed
under “Publications for fee (§).”

Health Reports, Vol. 12, No. 3 Statistics Canada, Catalogue 82-003



I n Canada, as in other developed countries, health statistics have long shown that when men and
women of the same age are compared, women have a higher prevalence of chronic disease and

use more medical services, but men have bigher mortality rates. This apparent paradox has been a

major area of theory, investigation, and speculation for many years.

INTRODUCTION

Sex differences in health are affected by a variety of factors. They likely include male—female
differences in biological susceptibility, exposure to various risks at different stages of the life course,
and cultural influences. Socio-economic status is also important. Higher socio-economic status is
associated with better health for both men and women. The generally lower socio-economic status of
women may contribute to their higher rates of illness. Nonetheless, women’s life expectancy is longer

than that of men.

Focusing on data from the National Population
Health Survey (NPHS), vital statistics, the Canadian
Cancer Registry, and the Census of Population, this
special issue of Health Reports examines health
differences between Canadian men and women. A
wide array of indicators is presented. Some, such
as death rates and life expectancy, have traditionally
been used to describe health. Others are measures
that have only recently become available on a
population basis, such as the prevalence of stress
and incidence of disease, disability and dependency.
Lifestyle and health care practices, which may
contribute to sex differences in health, are also
examined.

The aim is to provide an accessible and
comprehensive comparison of the health of men
and women based on the most current data. The
overall approach is descriptive, although some
detailed analyses focus on specific topics of
particular relevance to policy makers and health
practitioners in their efforts to optimize the potential
for good health among Canadians.

The report comprises four main sections. ““Taking
Risks/ Taking Care” looks at sex differences in health
behaviour, including nutrition, physical activity, body
mass index, alcohol consumption and smoking. An
analysis of people followed over time examines the
relationship between specific risk factors and later
diagnosis of chronic disease.
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Introduction

“Stress and Well-being” deals with emotional and
physical health. Figures are presented on personal
and work stress, depression, and the incidence and
prevalence of major diseases. This section also
contains information on injuries, chronic pain,
activity limitations, and dependency. Data on social
support show differences between men or women
in their likelihood of having networks of family and
friends that may buffer the impact of stress,
depression and physical illness. Further analyses
examine the association of stress with the later onset
of specific diseases and the sex-specific odds of
developing activity limitations or of dying associated
with chronic conditions.

“Health Care/Self-Cate” presents information on
men’s and women’s use of mainstream health care—
such as physicians and hospitals—and alternative
health care. The ways in which each sex responds
to minor illness are compared, and figures on
medication use and home care are shown.
Additional analysis focuses on factors related to
women’s greater use of physicians and hospital
services.

Finally, “Death—Shifting Trends” contains
statistics on life expectancy and causes of death.
Increases in life expectancy and the persistent gap

between the sexes during the 20th century are
explored, along with the shifting positions of
Canadian males and females in international rankings
over the past 40 years. Trends since 1950 in male
and female mortality attributable to major causes
of death are shown. Recent data focus on the top
ten causes of death for males and females and the
causes that account for most mortality before age
75. Additional analyses compare the number of
years males and females can expect to live free of
activity limitations, and relative survival rates for
common types of cancer.

Age, of course, is strongly associated with health,
a reflection of accumulated risks and gradual decline
in physiological resistance and resilience. As well,
socio-economic status has repeatedly been shown
to be related to health. Therefore, age and
household income were examined and are noted in
the text when a significant association emerged.

A “Methods” section at the end of the report
describes the data sources, analytical techniques and
limitations. Except for vital statistics, most analysis
refers to the population in private households.
Unless otherwise noted, residents of institutions are
excluded.
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I n the mid-1970s, Canadian health policy experts produced a ground-breaking and
internationally recognized document, the Lalonde Report, suggesting that factors other than the
health care system were important contributors to health.” The term "lifestyle” began to be applied
to habits and bebaviours that affect health and that were considered to result from personal,
deliberate, individual choices. "These factors included exercise, smoking, nutrition, body weight, and
aleohol use, among others. Epidemiological research quantifying the impacts of such "modifiable
risk _factors" on myriad disease ontcomes quickly accummulated, and health promotion programs
urged Canadians to reduce their fat intake, stop smoking, and start exercising.

TAKING RISKS/TAKING CARE

More recently, views on the factors influencing health have broadened. Lifestyle-related behavionrs
are now seen not only as individual choices, but also as behavionrs that are influenced by the social,
economic, cultural, and geographic context in which a person lives. Reflecting this thinking, public
health initiatives designed to improve lifestyle are increasingly aimed at society at large. For
exanmiple, smoking cessation strategies now encompass changes in legislation, tax deterrents and
adyertising bans.

While the effect of social, economic and cultural influences on lifestyle is considerable, another

factor—gender—distinguishes health-related behavionr, even within the same milien. Perbaps
becanse of socialization, and perbaps becanse of biological differences, men and women have
distinctly different lifestyles. "The sexes differ not only in their propensity to adopt certain health-
related habits, but also in their concerns about or attitudes toward health. Evidence of these
differences has important implications for public health programs. Initiatives geared to reduce
modifiable risks should consider male—female differences—/evels of risk, perception and response.

Nutrition

Today, a “poor diet” can mean eating too much of attempting to quantify their role in the development
the “wrong” foods, as well as not enough of the of disease.”® As well, research has addressed the
“right” foods. Diets high in calories, fat, cholesterol, alleged benefits of vitamins, calcium, fibre,
processed starches and sugars, and low in fruits and antioxidants, and other nutrients in preventing or
vegetables have been the subject of studies delaying disease.” "’

Health Reports, Vol. 12, No. 3 Statistics Canada, Catalogue 82-003



Taking Risks/Taking Care

Food selection, population aged 15 or older, by reason for
choosing or avoiding foods, 1998/99

% who choose or avoid foods
because of worry about:

Maintaining or —%‘
improving health 80% *

41%

Weight 599 *
Heart disease 38% 48%"
Osteoporosis 429"
High blood pressure 280/;4% * I Men
1 Women

Cancer 33%*

Diabetes

% who choose foods
because of:

56%
Lower fat —ﬁ o
) — 46%
Fibre 62%

Other vitamins or 40% .
minerals 56%
. 31%
calciom _ﬁsﬁ%*
23%
on & 40%°

% who avoid foods
because of:

— 56%

Fat content 7305+
— 44%

Type of fat 60%*

32%

Calories 549,*
Cholesterol 43% 500, *
Sugar 37% 5105
Salt 36% 510,

Iron 14%
23%"

Data source: National Population Health Survey, household component
* Difference between sexes is statistically significant (p < 0.05).

Perhaps because women usually take more
responsibility than do men for family food shopping
and meal preparation, nutritional concerns are often
more important to women. According to the
1998/99 National Population Health Survey
(NPHS), women are more likely than men to
consider overall health, body weight, and specific
diseases or conditions when making food choices.

Indeed, women were more concerned about
maintaining or improving health through food
choice than men: 80% versus 63%, respectively.
Considerations of specific nutrient content reflect
this difference between the sexes. For example,
higher proportions of women reported that they
looked at the fat, cholesterol and calorie content
when choosing foods. Women were also more likely
than men to consider fibre, calcium, iron, salt, sugar,
or other vitamin/mineral content.

In today’s society, the link between
overconsumption of certain foods and excess body
weight is common knowledge. Nonetheless, when
body weight and food selection were examined, a
notable difference between the sexes appeared.
While 59% of women considered weight when
selecting foods, just 41% of men did so. Further,
men who actually were overweight (a body mass
index of 25 or higher) were less likely than similarly
overweight women to be concerned about food
selection and its effects on weight. Considering that
a greater percentage of men than women are, in
fact, overweight (see “Body mass index”), these
differences in food selection may arise less from
actual risk than from a societal value that stigmatizes
overweight women more than overweight men.

The NPHS also found that concern about specific
chronic conditions influenced women’s food choices
more than men’s. Heart disease was considered by
48% of women, compared with 38% of men.
Similarly, women were more likely than men to think
about osteoporosis, high blood pressure, cancer and
diabetes when selecting food. The most marked
difference was for osteoporosis, which is not
surprising, given that women have a higher risk than
men of developing this condition.

However, when nutritional concerns and food
selection were further examined to compare men
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and women who actually sad been diagnosed with
selected chronic conditions with those who had not,
most of the significant differences between the sexes
disappeared. This was the case for people with heart
disease, high blood pressure and diabetes, although
lack of statistical power may account for the
disappearance of significant differences. To some
extent, however, men may become as motivated as
women to consider the implications of their food
choices only after they have been diagnosed with a
major health problem. Men with cancer provided a
notable exception to this pattern: 35% of men with
cancer considered their disease when they chose
foods, significantly lower than the proportion of
women with cancer (51%) who did so.

These findings indicate that women are generally
more inclined to think of the health implications
of their food choices. The degree to which dietary
factors contribute to the risk of many diseases is
not fully understood. For obesity, diabetes, and
certain cancers such as colorectal and stomach,

Population aged 15 or older with and without specific chronic
conditions, by reason for choosing or avoiding foods, 1998/99

Choose or avoid food
because of worry about...

Body mass index < 25

Weight
Body mass index > 25 68%*
Heart Without heart disease 37%47% *
disease ) . 64%
With heart disease 69%
High blood Without HBP -
pressure ] 66%
(HBP) With HBP 70%
. Without diabetes 17?’40/*
Diabetes . 8%
" N (]
With diabetes 90%
Il Men
Without cancer = Women
Cancer )
With cancer 519

Data source: National Population Health Survey, household component
* Difference between sexes is statistically significant (p < 0.05).

Taking Risks/Taking Care [N

however, the role of diet is well-established, and
greater consideration of nutritional factors may
partly account for the lower prevalence of these

disorders among women.'"'?

Vitamins

People may take vitamins with the hope of
preventing illness and disease or ensuring good
health. The use of these supplements, in fact, is
fairly common, particularly among women.

In 1998/99, about 4 out of 10 Canadians aged
15 or older reported that they had taken vitamins in
the previous month: 47% of women and 34% of
men. And while vitamin use among men varied little
by age, it rose at older ages among women. By ages
45 to 64, more than half of women were vitamin-
takers, compared with about one-third of men.

Given that vitamin supplements are usually an
out-of-pocket expense, it is not surprising that use
rose with household income. Nonetheless, at each
income level, a significantly higher proportion of
women than men said that they had recently taken
vitamins.

Drinking
Research suggests that regular, moderate alcohol
consumption may not be harmful for some
individuals, and may even confer certain health
benefits.""°

About one-third of Canadians aged 18 or older
consume alcohol at least once a week. The drinking
patterns of men and women differ sharply, however.
Men are almost twice as likely as women to consume
alcohol on a weekly basis. In 1998/99, nearly half
of men aged 18 or older, but only one-quarter of
women, reported having had at least one drink per
week. Weekly alcohol consumption was most
common in the 25-to-64 age range and less so
among seniors. However, in each age group, the
proportion of men who reported consuming
alcohol weekly significantly exceeded that for
women.

The proportion of people consuming alcohol
regularly rose with household income, perhaps
reflecting differences in disposable income. People
in the highest income group were more than twice
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Taking Risks/Taking Care

as likely to consume alcohol weekly as those at the
lowest level: 44% compared with 21%, respectively.
But, whether they belonged to the low, middle or
high income group, men were significantly more
likely than women to report weekly alcohol
consumption.

Drink at least once a week, population aged 18 or older, by
age group, 1998/99

51%* 50%* = Men
J Women

48%*

37%*

19%

Total 18-24 25-44 45-65 65+
Age group

Data source: National Population Health Survey, household component
* Difference between sexes is statistically significant (p < 0.05).

Binge drink' at least once a month, population aged 18 or
older, by age group, 1998/99

44%* ™ Men

7 Women
27%*
24%* 23%
19%*
7% 7% 5% 6%
Total 18-24 25-44 45-64 65+
Age group

Data source: National Population Health Survey, household component
1 At least five drinks in one sitting.

-- Coefficient of varaition greater than 33.3%

* Difference between sexes is statistically significant (p < 0.05).

While moderate alcohol consumption is not
considered a health risk, binge drinking is a different
matter. Binge drinking—defined as consuming at
least five alcoholic drinks at one sitting—was far
more common among men than women. Nearly
one in four men (24%) indulged in binge drinking
atleast once a month, compared with 7% of women.
And 9% of men binged at least once a week,
compared with 2% of women. Binge drinking was
strongly related to age, particularly among men. At
ages 18 to 24, fully 44% of men binged atleast once
a month, compared with 23% of women. At
successively older ages, binge drinking was less
frequent, but the sharp difference between men and
women persisted.

Physical activity

Regular physical activity is beneficial to both physical
and mental health.'""® People who exercise are less
susceptible to a number of chronic conditions and
emotional problems."

In 1998/99, 22% of Canadians in the household
population aged 12 or older engaged in vigorous
physical activity during their leisure time, based on
energy expenditure and time spent in participation.
To expend sufficient energy to be considered
vigourously active, each day an individual would have

Population aged 12 or older who engage in vigorous leisure-
time activity, by age group, 1998/99

46%*
H Males

a7 I Females
0

34%*

25%* 25%
229%*
19% ﬁ 19% 159, 19%*

11%
Total 12-17 18-24 25-44 45-64 65+
Age group

Data source: National Population Health Survey, household component
* Difference between sexes is statistically significant (p < 0.05).
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Top five leisure-time physical activities, population aged 12
or older, 1998/99

Males Females
Average Average
sessions sessions
per month per month
Walking 8 Walking 1"
Gardening/Yardwork 3 Home exercises 4
Home exercises 3 Gardening/Yardwork 3
Bicycling 2 Swimming 1
Weight training 2 Bicycling 1

Data source: National Population Health Survey, household component

to, for instance, walk for an hour, bicycle for 45
minutes, or jog for 20 minutes. Males were more
likely than females to engage in vigorous activity, a
pattern that held at all ages except 45 to 64.
Walking is by far the most popular leisure-time
physical activity of Canadians. In 1998/99, people
aged 12 or older reported taking walks an average
of 10 times per month, with males averaging 8
sessions, and females, 11. (These figures reflect year-
round averages; activities and frequencies may vary
according to the season.) The frequency increased

Average sessions per month, most popular leisure-time
physical activities, population aged 12 or older, 1998/99

Males Females
Age 12-17

7 Bicycling
6 Walking
4[| Home exercises 4
Age 18-24
Walking | NENE 10
Weight-training |-
Home exercises | |3
Bicycling | ]2
Age 25-44
Walking 10
Gardening/Yard work
Home exercises 3
Age 45-64
Walking 12
Gardening/Yard work 5
Home exercises 4

il

©
~
[$)]
ﬁw

i

Age 65 or older
Walking 12
Gardening/Yard work 4
Home exercises 4

—
>
(2]
~

Average sessions Average sessions
per month per month

Data source: National Population Health Survey, household component
-- Not among top three leisure-time physical activities

Taking Risks/Taking Care [N

with age, from 7 walks per month for 12- to 17-
year-olds to 13 for seniors. In general, females
reported taking walks more often than did males—
seniors were the exception.

The second most common physical activity for
females was home exercise. This includes workouts
on stationary bikes, rowing machines or stair
climbers, for example, and using televised or
videotaped programs. Gardening/yardwork ranked
third, followed by swimming, then bicycling. For
males, gardening/yardwork placed second, and
home exercises, third. Cycling ranked fourth before
weight training, males’ fifth most common physical
activity.

As expected, leisure-time physical activity varied
with age. Bicycling ranked first for teenage boys
and second for teenage girls. Among young adults
(18 to 24), walking was the activity most often
mentioned by both sexes, but weight training was
second for men; home exercises, second for women.
At older ages, walking was the number one physical
activity for both men and women, with home
exercises and gardening/yardwork ranking second
or third.

Activity levels varied with income. People in the
highest household income group were most likely
to be vigorously active. Nonetheless, within each
household income level, a significantly higher
percentage of males than females were vigorously
active during their leisure time.

Leisure-time accounts for only part of an
individual’s total energy output. Paid work or
household chores can also be physically demanding;
However, almost a quarter of people aged 12 or
older reported that “sitting” best described their
usual daily non-leisure activity. Just under half of
the population reported that their time was usually
spent standing or walking, and 20% mentioned
lifting and carrying light loads. A small minority—
6% —reported that they typically did heavy labour.
Not surprisingly, a significantly higher percentage
of males than females (9% versus 2%) did heavy
work.

Even among people whose usual daily routine
involved mostly sitting, a higher percentage of males
than females had vigorously active leisure time. This
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Taking Risks/Taking Care

Weight, exercise, smoking
linked to disease

For both men and women, lifestyle factors—
high BMI, physical inactivity and smoking, for
example—have been linked to an increased
incidence of many chronic conditions, and to
earlier death.?*2* Similarly, analysis of National
Population Health Survey (NPHS) data for
people aged 18 or older who were followed over
time indicate significant associations between
specific lifestyle factors reported in 1994/95 and
a subsequent diagnosis of certain chronic
conditions. Associations with body weight, level
of leisure-time physical activity and smoking
persisted even when taking into account the
effects of age and socio-economic status,
factors associated with the onset of most
chronic diseases.

Of course, the four years over which people
were followed does not necessarily reflect the
full period between the beginning of exposure
to a risk factor and diagnosis of disease. In
many cases, characteristics reported in 1994/95
had probably existed for some time.

Previous research indicates that excess
weight is associated with life-threatening health
problems such as heart disease, type II
diabetes, certain forms of cancer, and stroke.?®
Relationships have also been found with chronic
conditions such as high blood pressure and
arthritis.

NPHS data support previous reports linking
overweight/obesity with the onset of numerous
diseases. Both sexes were affected. Even when
age, education, household income, smoking,
alcohol consumption, physical activity level and
personal stress were taken into account, men
classified as overweight/obese in 1994/95 had
1.6 times the odds of being diagnosed with
arthritis sometime in the next four years,
compared with men in the acceptable weight
range. The odds that overweight/obese men
would develop high blood pressure or heart
disease in that period were 1.8 times the odds
for men whose weight was acceptable. And
compared with men of acceptable weight, the
odds that overweight/obese men would be
diagnosed with diabetes were 3.8 times as high.

In comparison with women of acceptable
weight, those who were overweight/obese had

approximately one and a half times the odds of
being diagnosed with arthritis, high blood
pressure, migraine or asthma between 1994/95
and 1998/99, and 5.2 times the odds of being
diagnosed with diabetes.

Notwithstanding the association of weight
with subsequent disease, people who are
overweight may be able to reduce their level of
risk of some health consequences by being
physically fit. Overweight/obese men who
reported at least a moderate level of leisure-
time physical activity in 1994/95 had
significantly lower odds (0.5) of being diagnosed
with heart disease over the next four years,
compared with overweight/obese men with a
low level of activity. Furthermore, a recent study
in the United States reported that unfit men
who were within the acceptable weight range
had a higher risk of mortality than did
overweight men (defined as BMI > 27.8) who
were fit.26 However, this finding was not
observed in the NPHS data (BMI = 25.0).

Not surprisingly, smoking was associated with
a subsequent diagnosis of respiratory and
cardiovascular disease, as well as other chronic
conditions. When the effects of age, education,
household income, alcohol consumption,
physical activity level, body mass index and
personal stress were controlled, men who were
daily smokers in 1994/95 had more than twice
the odds of being diagnosed with bronchitis
(2.4) or heart disease (2.2) by 1998/99,
compared with men who had never smoked
daily. And the odds that male daily smokers
would report a new diagnosis of arthritis or back
problems were one and a half times the odds
for those who had never been daily smokers.

Compared with women who had never
smoked daily, those who were daily smokers in
1994/95 had 1.8 times the odds of being
diagnosed with asthma and 3.3 times the odds
of being diagnosed with chronic bronchitis or
emphysema by 1998/99. Furthermore, women
who were heavy smokers (20 or more cigarettes
per day) had increased odds of a new diagnosis
of high blood pressure (1.5) or arthritis (1.8),
compared with women who had never smoked
daily.
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Population aged 12 or older who engage in vigorous leisure-
time activity, by usual daily non-leisure activity, 1998/99

35%"
H Males CJ Females
29%
25%" 2% =
° 24%
19% 20%* 20%
12%

Total Sit Stand or Lift and carry Heavy work/

walk lightloads  Carry heavy loads

Usual daily non-leisure activity

Data source: National Population Health Survey, household component
* Difference between sexes is statistically significant (p < 0.05).

was true for all age groups 25 or older. As well,
among people with somewhat more strenuous daily
activities (typically, standing or walking), a higher
proportion of males than females had vigorously
active leisure time. By contrast, the relatively few
females who did heavy work were more likely than
their male counterparts to engage in vigorous
leisure-time pursuits (35% compared with 24%).

Body mass index

Body mass index, or BMI, is commonly used to
determine if an individual is in a healthy weight range
(see Weight, exercise, smoking linked to disease). 1t is
calculated by dividing weight in kilograms by the
square of height in metres. Values are sometimes
not calculated for teenagers, whose weight may
change substantially in adulthood, or seniors, whose
loss of height may affect the validity of the measure.
Nonetheless, in this report, as in many others, BMI
is calculated for everyone aged 15 or older. Pregnant
women are excluded.

In 1998/99, the average height of Canadian
women was 1.62 metres (5 feet, 4 inches) and their
average weight was 65.1 kilograms (144 pounds).
The average man was 1.76 metres tall (5 feet, 9
inches) and weighed 80.4 kilograms (177 pounds).
The average woman’s BMI was 24.7, and the average
man’s, 25.8.

Taking Risks/Taking Care ||l

The BMI categories endorsed by the World Health
Organization are: 18.5 or less (underweight), 18.6
to 24.9 (acceptable weight), 25.0 to 29.9 (overweight),
and 30 or more (obese). According to this
international standard, in 1998/99, about half of
Canadians aged 15 or older were in the acceptable
weight range, and only 3% were underweight. Close
to one-third were overweight, and 14% were
considered obese.

Despite the higher likelihood that men would be
physically active, a higher percentage of men (42%)
than women (24%) were overweight. Further, while
the prevalence of overweight tended to increase with
age for both sexes, the proportion of men who were
overweight exceeded that for women in each age
group.

Regardless of age, women were more likely than
men to be in an acceptable weight range. And, from
ages 15 to 44, a higher percentage of women than
men were underweight.

For obesity, there was no difference between the
sexes: 14% of both men and women. The
likelihood of obesity did vary with age, from less

Percentage of population aged 15 or older who were
overweight or obese, by age group, 1998/99

Overweight Obese
(BMI 25.0 to 29.9) Age group (BMI 30.04)
49%*%
15-19 5%1; Il Men
[ Women
20-24
0, *
45% 25-44
49%" 1564 19%
’ 18%
42%*
65+

Data source: National Population Health Survey, household component
1 Coefficient of variation between 16.6% and 25.0%

1 Coefficient of variation between 25.1% and 33.3%

* Difference between sexes is statistically significant (p < 0.05).
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Percentage of population aged 15 or older who were
overweight/obese, by household income group, 1998/99

M Men
[ Women R 58%
55%
50%
42% 41%
35%
Low Middle High

Household income group

Data source: National Population Health Survey, household component
* Difference between sexes is statistically significant (p <0.05).

than 5% at ages 15 to 19, peaking at over 18% at
ages 45 to 64, and falling to around 15% among
seniofs.

Analysis of BMI in relation to household income
revealed that a significantly higher proportion of
men than women were overweight/obese at all
income levels. In addition, while the proportion of
women who were overweight fell as household
income level increased, the opposite was true for
men. Consequently, the male—female gap in the
percentage overweight was greatest in the highest
income group.

Smoking

Smoking is widely recognized as the major cause of
preventable death and illness. Itis the leading cause
of lung cancer and a risk factor for other cancers,
as well as cardiovascular and respiratory diseases.
Nonetheless, in 1998/99, 23% of Canadians aged
12 or older—an estimated 5.7 million people—
smoked cigarettes daily. The proportion of males
(24%) was higher than that of females (21%).
However, among teens and young adults (ages 12
to 17 and 18 to 24), females were as likely as males
to be smokers.

Despite widespread knowledge of tobacco’s
harmful effects, 6% of non-smokers aged 12 or
older started smoking sometime between 1994/95
and 1998/99. A slightly but significantly higher
proportion of males (7%) than females (5%) started
smoking during this period.

Teenagers were the age group most likely to have
begun smoking: one-fifth (21%) of teens aged 12
to 17 who had been non-smokers in 1994/95 were
smokers by 1998/99. The difference in the
proportions of boys and girls these ages who started
smoking was not statistically significant.
Furthermore, 72% of 12- to 17-year-olds who had
been smokers in 1994/95 were still smoking by
1998/99. This compares with 66% among young
adult smokers aged 18 to 24.

For smokers of all ages, the percentage who quit
between 1994/95 and 1998/99 did not differ
significantly between males (24%) and females
(27%).

Smoking prevalence varied sharply by income.
People in the lowest income households were neatly
twice as likely to be current smokers (30%) as were
those in the highest (16%). In contrast, the
likelihood of smoking initiation or quitting did not
vary by income.

Percentage of population aged 12 or older who were daily
smokers, by age group, 1998/99

H Males

0, 0/ *
30% 30% O Females

28%

26% 250"

22%

13%*
10%

12-17 18-24 25-44 45-64 65+
Age group

Data source: National Population Health Survey, household component
* Difference between sexes is statistically significant (p <0.05).
1 Coefficient of variation between 16.6% and 25.0%
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Concluding remarks
Data from the National Population Health Survey
(NPHS) indicate that men and women differ in a
number of health-related behaviours. Women are
more likely than men to select food with health
concerns in mind, to use vitamins regularly, and to
be an appropriate weight for their height. Women
are also less likely to be smokers or binge drinkers.
However, except for those involved in heavy labour
on the job, women are less likely than men to pursue
vigorous physical activity in their leisure time.
Lifestyle practices vary by income, with a generally
greater likelthood of healthful behaviour among
people of higher means. (An important exception
was the pattern of overweight for men, which was
more prevalent at successively higher income levels.)
However, for most factors, significant differences
emerged between men and women even within the
same income category. This suggests that there
are influences on health-related behaviour beyond
socio-economic status that affect the sexes
differently. Men and women are likely responding
differently to similar influences within the same
social context. For example, the importance of body
weight is probably greater for women, while
participating in physical activity and regular
consumption of alcohol are more typical for men.
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bod health entails physical function, as well as the ability to carry out activities and roles as a

member of society. But it also includes mental and emotional well-being. Moreover, these

domains of bealth overlap. Sickness and injury can bring about emotional difficulties such as

depression,”? while stress and anxciety may manifest themselves in  physical illness.”*

Data about the prevalence of stress, emotional problems and chronic conditions provide some
indication of the people who are vulnerable and in need of support. Thus, the information is
mportant not only in terms of disease prevalence and mortality, but also from a public health

perspective.

STRESS AND WELL-BEING

Although women generally live longer than men, throughout their lives women are more subject to

a wide range of chronic conditions.” The consequences of these conditions are often associated with
activity limitations and poor health. However, the impact of those problems and responses to them

differ for males and females.

Personal stress

Work, family and social commitments often
contribute to a sense of time pressure, feeling that
one has not met others’ expectations, and feeling
unappreciated. The resulting stress can influence
the onset and progression of physical illness (see
Stress and disease).

In the National Population Health Survey
(NPHS), personal stress was defined as: trying to
take on too much at once; feeling pressure to be
like other people; feeling that others expect too
much; feeling that your work around the home is
not appreciated; and feeling that others are too
critical of you. In 1994/95 (the most recent data
available), 45% of women aged 18 or older reported
that they were trying to do too much at once; 38%
of men felt this way. Similarly, a third of women,

Percentage of population aged 18 or older experiencing
personal stress, by type of stress, 1994/95

Trying to do 38%
too much .
at once 45%

Too much 27%
expected o
by others 32% H Men

Too much 14% J Women
pressure to o
be like others 16%
Work at home 8%
not appreciated 16%*
People t0o 1%
critical of you 129%

Data source: National Population Health Survey, household component
* Difference between sexes is statistically significant (p < 0.05).
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Stress and Well-being

Stress and disease

Although the exact mechanisms are not fully
understood, the negative emotional and
cognitive effects of stress may alter the immune
response and increase susceptibility to
disease.®” Stress can also play a role in the
onset and course of autoimmune diseases such
as rheumatoid arthritis.®® In addition, stress
may prompt changes in health behaviour as
individuals try to cope.”® For example, someone
under pressure may take up smoking or begin
to smoke more. Excessive eating, an unhealthy
weight gain, and increased alcohol consumption
are other potential responses.

Longitudinal data from the National Population
Health Survey (NPHS) show that feeling personal
stress in 1994/95 was predictive of developing
chronic conditions over the next four years, even
when age, socio-economic status and several
health-related behaviours (smoking, drinking,
body mass index, leisure-time physical activity)
were taken into account. Men who had
experienced high personal stress in 1994/95 had
about twice the odds of having been diagnosed
with migraine, ulcers or arthritis by 1998/99,
compared with those who had not reported high
personal stress. For women, high personal stress
in 1994/95 was associated with significantly high
odds of a new diagnosis of chronic bronchitis/
emphysema (2.0), ulcers (1.6), asthma (1.6), back
problems (1.5), or arthritis (1.3) by 1998/99.

More generally, men and women who
experienced high personal stress had
significantly low odds of having “continuing
good health.” To be in this healthy state,
individuals had to rate their health as very good
or excellent in each of the three NPHS cycles:
1994/95, 1996/97 and 1998/99. Compared
with people who had not reported high personal
stress in 1994/95, the odds of continuing good
health were low among men (0.7) and women
(0.5) who had experienced that level of stress.

As well, women who were under high
personal stress in 1994/95, but had not
experienced a major depressive episode in the
preceding year, had high odds of reporting such
an episode in 1996/97 (2.6) and in 1998/99
(1.8), compared with women who had not been
under high stress. For men, however, high
personal stress in 1994/95 was not significantly
related to subsequent depressive symptoms.

Population aged 18 or older experiencing high' personal
stress, by age group, 1994/95

43%* I Men
1 Women
* 37%
3% 349 349"
31%
28% 27%
16%*
1%
Total 18-24 25-44 45-64 65+
Age group

Data source: National Population Health Survey, household component
1 Replied “yes” to two or more personal stress items.
* Difference between sexes is statistically significant (p < 0.05).

but just over a quarter of men, said that others
expected too much of them. Women were also
more likely than men to feel pressure to be like
others, or that their work around the home was not
appreciated.

Not surprisingly, then, high personal stress—
defined as experiencing at least two of these forms
of stress—was motre common in women than men.
And though personal stress tended to decline at
older ages, in each age group, a larger proportion
of women than men were affected.

Work stress

Employment can have a positive effect on health as
a result of steady or increased income, access to
job-related benefits such as paid sick leave or drug
and dental insurance plans, and a sense of self-
esteem.

But having a job can also mean exposure to work
stress, which can affect physical and emotional well-
being™!! (see Stress at work). Work stress stems from
a number of sources: physically demanding labour,
low support from co-workers and supervisors, job
strain, and job insecurity.

In 1994/95, about 4 in 10 Canadian workers aged
15 to 64 reported that their jobs were physically
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demanding. As might be anticipated, this was more
common among men than women. The
proportions of workers in such jobs declined with
age, and the difference between men and women
disappeared from age 45 on.

Close to 3 in 10 workers reported low support
from their co-workers. Among workers aged 45 or
older, there was no difference between men and
women, but from ages 15 to 44, women were more

Stress and Well-being I

likely than men to feel they had low co-worker
support.

Around 2 in 10 workers experienced job strain.
That s, they were in hectic jobs, subject to conflicting
demands, and had little freedom in controlling the
pace of their work or in deciding how to carry out
their duties. Job strain tended to decrease with age,
but at all ages, women were more likely than men
to report it.

Stress at work

Work stress is linked to a variety of health
problems, although the effects sometimes vary
by sex.>!%13 According to the 1994/95 National
Population Health Survey (NPHS), several types
of work stress were independently associated with
various health problems.!* Work stress variables
examined in relation to health problems included
physical demands of the job, work strain, low co-
worker support, low supervisor support, and job
insecurity. The analysis controlled for occupation,
full- or part-time employment, personal
characteristics, health behaviours, and
psychological variables. The personal
characteristics were age, marital status, education,
household income, and presence of children
younger than 12 in the household. The health
behaviours comprised smoking status and level
of leisure-time physical activity. The psychological
variables were recent negative life events, chronic
strain, lack of closeness, and sense of mastery.

Not surprisingly, the odds of having suffered a
work injury in the past 12 months were
significantly high for men (3.3) and women (1.9)
who had physically demanding jobs, compared
with male and female workers whose jobs did not
involve strenuous exertion.

Men experiencing high job strain in 1994/95
had high odds of suffering migraine (1.6) that year,
compared with men who did not experience high
job strain. As well, increasing levels of job strain
among men were associated with increasing
psychological distress, that is, feelings of sadness,
nervousness, and that everything was an effort.

The odds of migraine were significantly high
(1.5) among men with low co-worker support,
compared with men receiving more support from
their colleagues.

Among women, the odds of having had a work
injury in the past year were significantly elevated
for those who reported high job strain (1.2) or
low co-worker support (1.8), compared with
women who did not report these forms of work
stress. In addition, at successively lower levels
of co-worker support, women’s psychological
distress increased. And compared with women
who did not perceive their job to be insecure,
those who did had high odds of reporting migraine
(1.4) in 1994/95.

Data for people followed over time showed that
job strain was associated with subsequent
depression. This association takes into account
the effects of several potentially confounding
variables: age, education, household income,
smoking, alcohol consumption, leisure-time
physical activity, body mass index, and personal
stress. Controlling for these variables, the odds
were high that men and women who experienced
job strain in 1994/95 would, in 1996/97, report
symptoms of having had a major depressive
episode (2.7 and 1.8, respectively), compared with
men and women who did not have job strain.

As well, the odds of having continuing good
health (very good or excellent self-rated health in
each of the three NPHS cycles) were significantly
low for men (0.7) and women (0.8) who
experienced job strain in 1994/95, compared with
male and female workers who did not experience
job strain.
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Stress and Well-being

Percentage of workers aged 15 or older reporting work stress
or job dissatisfaction, by age group, 1994/95

Age group
Type of work
stress/Job Total
dissatisfaction workers  15-24 25-44 45+

%

High physical demands
Men 44* 56* 45* 38
Women 37 44 37 35
Low co-worker support
Men 27 26 29 22
Women 31* 32" 34* 25
High job strain
Men 17 25 18 1
Women 28" 37" 29* 20"
High job insecurity
Men 18 17 19 15
Women 19 20 20 16
Low supervisor support
Men 16 14 16 15
Women 15 18 14 13
Job dissatisfaction
Men 8 10 8 8*
Women 9 12 10* 4

Data source: National Population Health Survey, household component
* Differences between sexes is statistically significant (p < 0.05).

Substantial proportions of workers felt that their
jobs were insecure (18%) or that they received little
support from their supervisors (15%). The
likelihood of being in either situation was about the
same for men and women.

Overall, just 1 in 10 workers expressed job
dissatisfaction. At ages 25 to 44, such sentiments
were more common among women than among
men. But at older ages, a larger percentage of men
than women said they were dissatisfied with their
job.

High physical demands, job strain, job
dissatisfaction and job insecurity tended to be most
common among people in low-income households,
where equally large percentages of men and women
were affected. At higher income levels, the various
types of work stress were reported less frequently,
but differences emerged between the sexes. In
middle- and high-income households, men were
more likely than women to report high physical
demands, whereas women were more likely than

men to report job strain. As well, women in high-
income households were more likely than their male
counterparts to report high job insecurity and low
co-worker support.

Depression

A major depressive episode is characterized by a
depressed mood and/or lack of interest in most
activities, accompanied by symptoms such as
appetite or sleep disturbance, decreased energy,
difficulty concentrating, and feelings of
worthlessness and/or suicidal thoughts—all lasting
at least two weeks."”” Understandably, such
symptoms disrupt not only the lives of the people
affected, but of those around them.

In 1998/99, an estimated 4% of Canadians aged
12 or older reported symptoms strongly suggesting
that they had suffered at least one episode of
depression during the previous year. The prevalence
of depression among females was twice that among
males: 6% versus 3%.

For both sexes, the prevalence of depression
peaked at ages 18 to 24, and dropped at successively
older ages. However, from ages 18 to 64, the
prevalence was much higher among women than
men. There was no gender gap among teenagers
(12 to 17) and seniors.

Prevalence of depression in past year, population aged 12 or
older, by age group, 1998/99

M Males
8%* [ Females

%*
6%*

5%*
4%

4%
3% 3% 3% 3%

2%

Total 12-17 18-24 25-44 45-64 65+
Age group

Data source: National Population Health Survey, household component
1 Coefficient of variation between 16.6% and 25.0%

1 Coefficient of variation between 25.1% and 33.3%

* Difference between sexes is statistically significant (p < 0.05).

Health Reports, Vol. 12, No. 3

Statistics Canada, Catalogue 82-003



Chronic conditions

Although the prevalence of most chronic conditions
and diseases increases with age, the health
consequences of specific conditions vary. Some,
such as heart disease and cancer, can be fatal.
Others, such as Alzheimer’s disease and urinary
incontinence, contribute to serious physical
limitations and dependency and may eventually lead
to institutionalization. By contrast, arthritis and back
problems rarely result in death or institutionalization,
although they can bring considerable pain and
severely compromise quality of life (see Impact of
chronic conditions).

Generally, non-fatal conditions tend to be more
common among females. For instance, in 1998/99,
larger percentages of females than males aged 12
or older reported having arthritis, non-arthritic back
problems, migraine, and urinary incontinence.
These are conditions that entail a substantial burden
of illness, as they involve distressing symptoms,
disability and considerable medical care. Diabetes,
however, was more common among males than

Prevalence of chronic conditions, population aged 12 or older,
1998/99

” ) — 11%
Arthritis/Rheumatism 19%"
" — 13%
Non-arthritic back problems 15%"

9%

High blood pressure 13%*
_ 4%
Migraine 129"
Asthma
Heart disease
Diabetes H Males
[ Females

Stomach/Intestinal ulcers

Bronchitis’/Emphysema

Urinary incontinence

Cancer

Data sources: 1998/99 National Population Health Survey, household
component
* Difference between sexes is statistically significant (p < 0.05).
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females, perhaps a reflection of the higher
prevalence of overweight/obesity among men.

The two leading causes of death—heart disease
and cancer—were reported much less frequently
than other chronic conditions, and overall
differences between the sexes were not significant.

Even among 12- to 24-year-olds, a male/female
disparity in the prevalence of chronic conditions was
evident. At these ages, females were more likely
than males to suffer from migraine and back
problems.

Chronic conditions were more prevalent at ages
25 to 44 than among younger people, and sex
differences were notable. Higher percentages of
women than men had migraine and arthritis, while
diabetes affected a higher percentage of men.

At ages 45 to 64, disparities between the sexes
were pronounced. Women in this age range were
more likely than their male contemporaries to report
arthritis, migraine, asthma and bronchitis/
emphysema. Cancer, too, was more prevalent
among women, which may be partially attributable
to breast cancer. By contrast, men were more likely

Four-year cumulative incidence of chronic conditions,
population aged 12 to 64, 1998/99

New cases since 1994/95 per 100 people at risk

Non-arthritic back problems —l‘ 16
Arthritis/Rheumatism _6—‘ 10"

Migraine

High blood pressure
Asthma
Bronchitis/Emphysema

H Males
J Females

Heart disease
Stomach/Intestinal ulcers
Urinary incontinence
Cancer

Diabetes

Data source: National Population Health Survey, household component

1 Coefficient of variation between 16.6% and 25.0%
* Difference between sexes is statistically significant (p < 0.05).
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than women to have been diagnosed with heart
disease.

Among seniors, some of the sex differences that
existed at younger ages disappeared. For example,
the prevalence of asthma, bronchitis/emphysema,
heart disease and cancer was the same for elderly
men and women. However, a higher percentage of
women than men aged 65 or older had arthritis, high
blood pressure, and migraine. Senior men were
more likely than senior women to have diabetes.

The prevalence of most of these chronic
conditions was higher among people in low-income

households than among those in more affluent
households. The exceptions were migraine, which
was more common at higher income levels, and
cancer, which did not vary by income. However,
many male—female differences in prevalence
persisted regardless of income.

For instance, at all income levels, females were
more likely than males to have arthritis, urinary
incontinence and migraine, and in lower- and
middle-income households, high blood pressure.
Conversely, asthma was more common among
females than males only in the highest income group.

Impact of chronic conditions

The presence of a chronic condition affects not
only how well a person feels, but also the ability
to carry out normal activities and to live
independently. According to the National
Population Health Survey (NPHS), in 1994/95,
the odds were high that people aged 45 or older
who had various chronic conditions would have
an activity limitation, compared with people of
the same age who did not have those specific
conditions. The odds of reporting an activity
limitation that year were particularly high for
people with heart disease (4.6), chronic
bronchitis/ emphysema (3.4), arthritis (3.2) or
back problems (2.8). The odds of activity
limitation were also significantly high for those
with cancer or asthma (both 2.1), migraine (1.7),
or ulcers (1.5).

Longitudinal NPHS data show that the longer-
term impact of these chronic conditions can be
daunting. People who had not been limited in
1994/95 had significantly high odds of developing
an activity limitation by 1998/99 if, in 1994/95,
they had had heart disease (2.9), diabetes (2.3),
migraine (2.0), or arthritis or back problems (both
1.5), compared with people who did not have
these conditions. As well, the odds of describing
one’s health as at least good in 1994/95, but poor
or fair in 1998/99, were high among people with
heart disease or diabetes (both 2.1), arthritis or
bronchitis/emphysema (both 1.7) or high blood
pressure (1.6).

As might be expected, some conditions were
more predictive of death than others. Compared
with people who were not afflicted in 1994/95,
the odds of having died by 1998/99 were high
for those who had cancer (3.3), bronchitis/
emphysema (2.1), heart disease (1.9), or
diabetes (1.7).

Much of the sex difference in health status,
therefore, appears to stem from the higher
overall prevalence of many chronic conditions in
women than in men, rather than from any
difference in how the sexes respond to or tolerate
such conditions. In fact, in 1994/95, men and
women who had the same disease had equal
odds of having an activity limitation or reporting
poor or fair health.

In the long run, however, women seem to be
more resilient. When men and women of the
same age and with the same conditions in
1994/95 were compared, the odds that men
would report their health as poor or fair in
1998/99 were 1.3 times the odds for women,
and their odds of having died by that date were
1.4 times as great. Even including the population
in health institutions, and accounting for other
medical, psychosocial, behavioural, social and
demographic factors, the odds of having died
between 1994/95 and 1998/99 remained higher
for men.
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Heart disease was a special case. Inlower-income
households, women were more likely than men to
be afflicted; in higher-income households, a larger
percentage of men than women reported heart
disease.

Females aged 12 to 64 were more likely than males
to report a new diagnosis of arthritis, migraine,
asthma, bronchitis/emphysema, ulcers, or urinary
incontinence between 1994/95 and 1998/99. On
the other hand, although substantial numbers of
people developed back problems and high blood
pressure, the gap between the sexes was not
significant. (To avoid bias arising from differences
in the attrition of senior men and women due to
mortality and institutionalization, new cases were
examined only for people aged 12 to 64 who were
living in households in 1994/95.)

Injury

Injuries are a major cause of activity limitation and
often require medical care and a period of recovery.
This can impose heavy burdens (physical, emotional
and financial) on the individuals who are injured and
on the people who care for them. In 1998/99, 12%
of Canadians aged 12 or older reported that in the
previous year they had had at least one injury serious
enough to limit their normal activities. Males were
more likely than females to have been injured.

Percentage of population aged 12 or older injured! in past
year, by age group, 1998/99

21%"
M Males
17% CIFemales
15%"
13%
1%
10%
° 9%

% 7%

Total 12-24 25-44 45-65 65+
Age group

Data source: National Population Health Survey, household component
T Excluding repetitive strain injuries
* Difference between sexes is statistically significant (p < 0.05).

Stress and Well-being I

Injuries were particularly common among
younger people (12 to 24). Up to age 44, higher
proportions of males than females reported having
been injured. With increasing age, however, injury

Characteristics of most serious injury, population aged 12 or
older injured in past year, 1998/99

e —
Sprain/Strain
43%
18%

21%
18%*

Fractured bone

M Males
[ Females

Cut/Scrape

Bruise/Abrasion

Body part injured

Legs/Feet 41%*

Arms/Hands

Back

Shoulder

Where injury occurred

Home/Surrounding area

Recreation/Sports facility

Street/Highway

Public building

Industrial site

What happened

Accidental fall 47

Accidentally struck
by object/person

Caused by natural/
environmental factor

Motor vehicle crash

Work-related injury ¥

Data source: National Population Health Survey, household component
Note: Because “other” category is not shown, detail may not add to 100%.
1 Coefficient of variation between 16.6% and 25.0%

1 Population aged 15 or older

* Difference between sexes is statistically significant (p < 0.05).

- - Coefficient of variation greater than 33.3%
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rates declined, especially among men, so that from
45 on, differences between the sexes were not
significant.

About four in ten injuries to females happened at
home. One out of three injuries to males occurred
in recreational or sports settings, a reflection of their
greater participation in vigorous leisure-time
activities. Males were also more likely than females
to sustain injuries at work, which is not surprising,
given that a higher percentage of men than women
had a physically demanding job.

Falling was the most frequent cause of injury for
both males and females in all age groups, and it
accounted for a significantly larger proportion of
injuries to females than males at age 25 or older.
Being accidentally struck by an object or person was
more common among males than females. There
were no sex differences in the proportions of injuries
caused by natural and environmental factors or by
motor vehicle crashes.

Pain

Chronic pain can affect not only physical health,
but also emotional well-being. It can invade all
aspects of an individual’s life—at home and at work;
in personal and business relationships. In addition,
chronic pain has implications for health care use,
since people afflicted spend more time in hospital

Prevalence of chronic pain, population aged 12 or older, by
age group, 1998/99

28%

]
Males 25%
J Females
21%"
16%" 16%
12% 12%
10%
5%"
3%
Total 12-24 25-44 45-64 65+
Age group

Data source: National Population Health Survey, household component
1 Coefficient of variation between 16.6% and 25.0%
* Difference between sexes is statistically significant (p < 0.05).

and see physicians more often than those who are
not afflicted."

Many of the conditions that are more prevalent
among females—migraine and arthritis, for
instance—can be painful. Therefore, it is not
surprising thatin 1998/99, 16% of females aged 12
or older reported that they usually suffer from pain.
The corresponding figure for males was 12%.

Chronic pain was most common among seniofs,
but the difference between men and women in this
age range was not statistically significant: 25% and
28%, respectively. The age ranges in which females
were more likely than males to experience chronic
pain were 12 to 24 and 45 to 64.

Activity limitation and dependency

In 1998/99, 14% of the household population aged
12 or older had a long-term activity limitation; that
is, a physical or mental condition that had lasted or
was expected to last at least six months and that
limited them at home, at school, at work, or in other
settings (see Impact of chronic conditions). As expected,
the likelihood of having an activity limitation rose
with age, from 6% of 12- to 24-year-olds to 30%
of seniors. Overall, the percentage of females (15%)
with a limitation significantly exceeded the
percentage of males (13%). However, 12- to 24-
year-olds were the only age group in which the
proportion of females with a limitation was
significantly higher than the proportion of males.

Just 2% of the household population aged 12 or
older were so limited that they depended on others
to carry out activities of daily living, including
washing or dressing themselves, eating, or moving
about in their home. Overall, a slightly but
significantly higher percentage of females relied on
others for such help (2.4% versus 1.8% of males).
Dependency was most common at age 65 or older
(7%), but there was no difference between the
percentages of senior men and women who lived
in households and who were dependent.

For every 100 people who had not been limited
in 1994/95, 9 had a limitation by 1998/99. And of
every 100 people who had been independent in
1994/95, 2 had become dependent by 1998/99. Not
surprisingly, new cases of activity limitation or
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dependency were most likely at older ages. Overall,
females were more likely than males to have
developed an activity limitation, but there was no
difference between the sexes in the percentages who
had become dependent.

Activity limitations and dependency are not
necessarily long-lasting. In fact, neatly half of people
who reported a limitation in 1994/95, and 60% who
had been dependent, reported that they were no
longer in those situations by 1998/99. This may
reflect the natural resolution of some conditions
(back problems, for example) and effective treatment
of others (such as arthritis), resulting in
improvements in functional ability.

The likelihood that a limitation or dependency
would disappear did not differ between the sexes.
However, people in low-income households were
least likely to report the disappearance of an activity
limitation.

While the disappearance of activity limitation and
dependency was most typical at younger ages, over
one-third of seniors who had been limited or
dependent in 1994/95 were free of those problems
by 1998/99.

Both the incidence and disappearance of activity
limitation include people who had been
institutionalized by 1998/99. The incidence and

Population aged 12 or older with long-term activity limitation,
by age group, 1998/99

29% 30%
M Males
CIFemales
19%
159 16%)
13%]
10% 11%
7%*
4%
Total 12-24 25-44 45-64 65+
Age group

Data source: National Population Health Survey, household component
* Difference between sexes is statistically significant (p < 0.05).
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Population aged 12 or older who developed long-term activity
limitation between 1994/95 and 1998/99, by age group

22%
20%
M Males
CIFemales
12%
211%
9%"
B% 7%
6% 5% :
W ﬂ
Total 12-24 25-44 45-64 65+

Age group in 1994/95

Data source: National Population Health Survey

Note: Percentage of people with limitation by 1998/99 among those free of
limitation in 1994/95. Includes people who had entered a long-term health
care institution by 1998/99.

1 Coefficient of variation between 16.6% and 25.0%

* Difference between sexes is statistically significant (p < 0.05).

disappearance of dependency, however, pertain only
to people who remained in private households; those
who had been institutionalized by 1998/99 were
excluded from the analysis.

Population aged 12 or older who became free of long-term
activity limitation between 1994/95 and 1998/99, by age group

729, 4% = Males
ClFemales
52%
50%,
48% 48% 46% 459,
37%
31%,
Total 12-24 25-44 45-64 65+

Age group in 1994/95

Data source: National Population Health Survey

Note: Percentage of people free of limitation by 1998/99 among those with
limitation in 1994/95. Includes people who had entered a long-term health
care institution by 1998/99.
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Social support
Social support often helps people cope with stress
and illness, and it sometimes influences physical
health."'® There are several types of social support,
including affection, social interaction, emotional or
informational support, and tangible support.
Affection is having someone who shows you love,
who hugs you, and who makes you feel wanted.
Social interaction means that you can have a good
time, do something enjoyable, get your mind off
things, or simply relax with family or friends.
Emotional or informational support comes from
people who understand you and your problems,
whose advice you really want, and with whom you
can share worries and fears. Tangible social support
is more concrete—having someone to do specific
tasks in a time of need: to help if you are confined

Population aged 12 or older with social support most or all
of the time, by type of support, 1998/99

Type of social support Males Females
%
Tangible
Having someone:
To help if you were confined to bed 78* 75
To take you to the doctor if necessary 85 87
To prepare your meals if you could not 83* 78
To help with daily chores if you were sick 80* 77
Affection
Having someone:
To show you love and affection 85 89*
To hug you 76 81*
To love you and make you feel wanted 82 85*

Social interaction
Having someone:

To have a good time with 83 84
To get together with for relaxation 79 81
To help get your mind off things 78 78
To do something enjoyable with 83 83

Emotional/Informational
Having someone:

To listen when you need to talk 83 86*
To give you advice in a crisis 78 82
To give you information to help you

understand a situation 79 83"
To confide in or talk to about yourself

or your problems 80 85*
Whose advice you really want 74 79*
To share your most private worries and fears 75 81*
To suggest how to handle a personal problem 78 82*
Who understands your problems 78 82*

Data source: National Population Health Survey, household component
* Difference between sexes is statistically significant (p < 0.05).

to bed; to take you to the doctor; and to prepare
meals and do chores if you are unable to do so. In
1998/99, most Canadians aged 12 or older had
access to each of these forms of social support.

However, the likelihood of having the various
kinds of support differed by sex. Higher
percentages of females than males had someone to
show them love and affection, to hug them, and to
make them feel wanted. Aswell, females were more
likely to have people who would do such things as
listen when they needed to talk, give advice in a crisis,
and understand their problems. To some degree,
the relatively high prevalence of personal and job
stress, depression, and painful chronic conditions
among women may be buffered by greater social
support.

On the other hand, males were more likely than
females to have someone to help them if they were
confined to bed and to prepare meals and help with
chores if they could not—in other words, tangible
social support.

Up to age 45, females were more likely than males
to have sources of affection and of emotional and
informational support. From age 25 on, men were

Population aged 12 or older with social support most or all
of the time, by type of support and age group, 1998/99

Type Age group
of
support Total 1217 18-24  25-44 45-64 65+

%

Tangible

Males 70* 69 69 71* 73* 65*
Females 65 75 72 65 63 57
Affection

Males 72 71 69 75 75 63
Females 7" 79* 80* 82* 75 65
Social

interaction

Males 70 67 7 72 72 58
Females 71 76* 78 74 70 59
Emotional/

Informational

Males 59 55 61 62 60 53
Females 65* 71* 72* 67* 63 55

Data source: National Population Health Survey, household component
* Difference between sexes is statistically significant (p < 0.05).
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Percentage of population aged 18 or older with social support
most or all of the time, by marital status and type of support,
1998/99

; 78%"
Tangile

82%

Affection 85%"
Married Social interaction _ ;ggﬁ:
Emotional/Informational 6%3%*
Tangible 6160{;%*
Never Affection 57%69% *
married Social interaction 6570{‘))% *

53%
64% *

Emotional/Informational

Tangible 509

Previously Affection 60%"

married Social interaction 530

Emotional/Informational 519

M Males CJ Females

Data source: National Population Health Survey, household component
Note: Refers to those who had support most or all of the time on each
component of specific type of support.

* Difference between sexes is statistically significant (p < 0.05).

more likely than women to have tangible support.
Among seniors, levels of support were relatively low,
and except for tangible support, did not differ by
sex.

The availability of social support is strongly
related to marital status. Married men and women
were most likely to have each of the four types of
support; previously married people (divorced/
separated/widowed), least likely. But in each marital
status category, the percentage of females with
support was the same or higher than the percentage
of males. The exception was tangible support
among married people: 78% of married men had
such support, compared with 67% of married
women. Moreover, the higher percentage of
married men than married women with tangible
support prevailed in all age groups older than 25.

Stress and Well-being I

Concluding remarks

For both sexes, personal and work stress are
predictive of mental and physical health problems.
Women, however, are much more likely than men
to experience stress. This may reflect social
expectations and the division of labour in the
workplace and at home. The fact that women are
more likely than men to experience stress may
account for their higher prevalence and incidence
of health problems.

But while women are more likely than men to
suffer an array of debilitating and painful chronic
conditions that are highly associated with activity
limitation, the longer-term impact of these
conditions is not the same for each sex. Once
afflicted, women seem to be more resilient.

At most ages, notably the senior years, women
were no more likely than men to have activity
limitations or to be dependent. And given the same
specific condition and the same age, men are more
likely to report ill health and more likely to die than
their female counterparts. In some measure, this
may have to do with women’s greater tendency to
build support networks, perhaps to cope with stress
and to deal with the effects of painful chronic
diseases.
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0men use bhealth care services more frequently than men do. Several possible explanations

for this difference have been offered. 1t may be that women actually have more need of
health care, given their higher prevalence and incidence of many chronic conditions. As well,
pregnancy and childbirth, along with female-specific diagnostic and preventive needs, may require
regular contact with bealth care providers. Also, socialization and gender roles may enconrage

women to be more responsive to illness and to be more active in seeking medical care.”?

HEALTH CARE/SELF-CARE

Researchers have stressed the need to further investigate the pattern of gender difference in health
care utilization,”* in order to understand the reasons that underlie women’s higher use of various
types of health care. If women’s greater use of services reflects greater health needs, then such
understanding may shed light on the male—female biological differences in health.

Physician visits
Females are more likely than males to contact
physicians. Among people aged 12 or older in
1998/99, 85% of females, compatred with 72% of
males, reported that they had consulted a general
practitioner in the previous year. The corresponding
proportions reporting consultation with a specialist
were 31% and 19%. Contact increased with age,
but rates were generally higher among females.
Not only was the likelihood of any physician
contact greater for females than males, but a higher
percentage of females had frequent physician
contact. Overall, 14% of females, compared with
8% of males, reported at least 10 doctor visits in
the previous year.

Physician consultations in past year, population aged 12 or
older, by age group, 1998/99

At least one consultation with:

General 10 or more
practitioner Specialist consultations

Males Females Males Females Males Females

%% %
Total 72 85* 19 31* 8 14*
12-24 67 80" 10 25" 3t 12*
25-44 68 84* 17 32* 6 147
45-64 75 86* 24 35" 1" 13
65+ 88 90 32 29 22 20

Data source: National Population Health Survey, household component
1 Coefficient of variation between 16.6% and 25.0%
* Difference between sexes is statistically significant (p < 0.05).

Health Reports, Vol. 12, No. 3

Statistics Canada, Catalogue 82-003



Health Care/Self-Care

Although higher rates of doctor contact among women. At these ages, reproductive events and
females are in line with their greater prevalence and diagnostic and preventive health care largely account
incidence of chronic conditions, much of the for the female excess in doctor contact (see Women's

difference reflected high rates among younger

health care needs).

Women'’s health care needs

Data from the 1998/99 National Population
Health Survey (NPHS) echo the results of
previous studies, which have shown that
pregnancy, childbirth, and uniquely female
diseases and preventive and diagnostic needs
are major factors behind women'’s greater use
of mainstream health services.!3#

In 1998/99, women aged 20 to 49 (the
childbearing years) were more likely than men
in the same age range to have consulted a
general practitioner at least once in the past
year (84% versus 66%). Women of these ages
also reported about double the rate of
consultations with specialists (32% versus
17%), compared with their male
contemporaries. As well, the hospitalization rate
of women in this age range (9%) surpassed
the rate for men (3%).

Women's poorer health status has been
commonly perceived as a major contributor to
their greater use of health care services. Yet
when controlling for health status (chronic
conditions, general health, pain and distress),
the odds that women would have consulted a
general practitioner or a specialist in the
previous year, or would have been hospitalized,
were still more than double the odds for men.
However, when female-specific needs
(pregnancy/childbirth, mammograms, Pap
smear tests and the use of birth control pills)
were also taken into account, the odds that
women aged 20 to 49 would consult a physician
or be hospitalized were no greater than the odds
for men in this age range.

The odds that women would have consulted
a general practitioner in the past year were
significantly high for those who had had a Pap
smear (3.6) or a mammogram (2.8) in that
period, or had taken birth control pills (2.2) in

the past month, compared with women who had
not. By contrast, being pregnant or giving birth
did not significantly raise the odds of having
consulted a general practitioner.

Being pregnant or giving birth did, however,
significantly raise the odds of having consulted
a specialist. The odds that a woman aged 20 to
49 would have visited a specialist were 2.2 times
the odds for women who had not been pregnant
or given birth. The odds of a specialist visit were
also high (2.2) for women who had had a Pap
smear, compared with those who had not.

Of course, pregnancy and childbirth were
strongly associated with hospitalization.
Compared with other women aged 20 to 49,
those who had been pregnant had 14.5 times
the odds of having been hospitalized in the past
year.

Administrative data from hospitals tell the same
story. In 1996/97, there were 11,450 hospital
admissions per 100,000 women aged 20 to 49.
Fully half of these admissions were attributable
to pregnancy and childbirth. The hospitalization
rate for men in the same age group that year
was 4,500 admissions per 100,000.

Percentage of women aged
20 to 49 in 1998/99 who

reported that they: %
Had mammogram in past year 5
Were pregnant or gave birth in past two years 6
Took birth control pills in last month 9
Had Pap test in past year 29

Data source: National Population Health Survey,
household component

Note: Information on male-specific health care is not
available from the NPHS.
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Consultations with physicians tend to rise with
age among both sexes, particularly men. At 65 or
older, almost the same percentages of men and
women reported contact with general practitioners
and specialists. And after age 45, there was no
difference between the proportions of men and
women reporting 10 or more contacts.

Hospital stays
In 1998/99, just 7% of the household population
aged 12 or older reported that they had spent at
least one night in hospital in the past year.
Hospitalization was more common among females
than males: 9% versus 6%. The higher overall rate
for females was attributable to the youngest age
groups (12 to 24 and 25 to 44), and is largely related
to pregnancy and childbirth. From age 45 on, men
and women had similar hospitalization rates.
Females (5%) were also significantly more likely
than males (4%) to have spent three or more days
in hospital. Once again, much of the difference
reflects the situation at younger ages. However, for
both sexes, the highest rates of prolonged
hospitalization were at older ages, and differences
between senior men and women were not
significant.

Consultations for emotional health
Canadians can seek help for mental or emotional
problems from a number of health care
professionals, including general practitioners,
psychiatrists, psychologists, and social workers or
counsellors. In 1998/99, 6% of the population aged
12 or older (about 1.5 million people) reported
having contacted a health care professional about
their mental or emotional health in the past year.

At every age, and at all household income levels,
the proportion of females reporting a consultation
for mental/emotional health exceeded that for
males. While the overall male—female figures were
4% versus 9%, the most striking gap was among
25- to 44-year-olds: 4% versus 12%.

However, among people who had sought help for
mental or emotional problems, there was no
statistically significant overall difference by sex in

Health Care/Self-Care I

Population aged 12 or older reporting consultation for mental
or emotional health in past year, by age group, 1998/99

M Males 129
1 Females il
9%"
8%"
7%
4% 4% 4%
3%"
1%
Total 12-17 18-24 25-44 45-64 65+

Age group

Data source: National Population Health Survey, household component
1 Coefficient of variation between 25.1% and 33.3%.

1 Coefficient of variation between 16.6% and 25.0%.

* Difference between sexes is statistically significant (p < 0.05).

the average number of consultations: 10 visits for
males and 9 for females.

Alternative care

Although Canadians continue to rely on mainstream
health care, they also seek alternatives. In 1998/99,
an estimated 16% of people aged 12 or older—
around 4 million—reported that they had consulted
an alternative health care provider in the previous
year, compared with 14% in 1994/95. Overall, the
proportion of females who sought alternative care
in 1998/99 significantly surpassed that for males:
18% compared with 14%.

Chiropractors, massage therapists, homeopaths or
naturopaths, and acupuncturists were the alternative
health care providers most commonly consulted.
Males and females were equally likely to have seen a
chiropractor, but females were more likely to have
sought treatment from each of the other types of
practitioner.

Individuals with higher household incomes were
significantly more likely than those at lower income
levels to report using alternative health care, a finding
consistent with previous studies.® Further, at higher
income levels, women were more likely than men
to have consulted an alternative practitioner.
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Use of alternative care was most common in
young and middle adulthood. Nearly 20% of people
aged 25 to 44 and 45 to 64 reported the use of
alternative services, compared with about 10% of
people aged 12 to 24 or 65 years or older.

Most Canadians (96%) who reported seeking
alternative forms of treatment in 1998/99 had also
consulted mainstream health care professionals such

Population aged 12 or older consulting alternative health care
provider in past year, by type of provider, 1998/99

11% W Males
10% [ Females
6%*
3%
2%* 2%* 2%*
1% 1% 1%

Chiropractor ~ Massage  Acupuncturist Homeopath, Othert

therapist naturopath

Type of provider

Data source: National Population Health Survey, household component

1 Includes Feldenkrais, Alexander or biofeedback teacher, relaxation therapist,
herbalist, reflexologist, spiritual or religious healer.

* Difference between sexes is statistically significant (p < 0.05).

Population aged 12 or older consulting alternative health care
provider in past year, by household income group, 1998/99

W Males 22%*
CIFemales
15% * 15%
12%
10% : 1%
(]
Low Middle High

Household income group

Data source: National Population Health Survey, household component
* Difference between sexes is statistically significant (p < 0.05).

as nurses or general practitioners, social workers or
psychologists, or physiotherapists. It is not known,
however, whether the consultations were for the
same health problem(s). Females were more likely
than males to have consulted both alternative and
mainstream health care providers.

Medication use

During the course of a month, a majority of
Canadians take some type of over-the-counter
and/or prescription medication. Most common, by
far, are pain relievers. In 1998/99, close to two-
thirds of people aged 12 or older (65%) reported
that they had taken a pain reliever such as
acetylsalicylic acid, acetaminophen, medicine for
arthritis, or an anti-inflammatory. Cough/cold
remedies ranked second (20%), followed by stomach
remedies and blood pressure medications (about
10% each). Allergy medicine, penicillin or other
antibiotics, and asthma medications were the next
most commonly reported drugs. This ranking
prevailed among both sexes, but for each medication,
a higher percentage of females reported use.

The most pronounced difference was for pain
relievers: 71% of females said they had used such
medications in the previous month, compared with
58% of males. This may be partly related to females’
higher prevalence of painful conditions such as
arthritis and migraine. Cultural differences may also

Population aged 12 or older taking selected medications in
past month, 1998/99

Both
Type of medication sexes Males Females
%
Paint 65 58 m*
Cough/Cold 20 19 21*
Stomach " 10 1"
Blood pressure 10 8 11*
Allergy 9 8 10*
Penicillin/Other antibiotics 8 7 10*
Asthma 6 5 7*
Heart 4 5* 4
Diabetest 3 3 2

Data source: National Population Health Survey, household component

t Includes acetaminophen, acetylsalicylic acid, arthritis medicine, anti-
inflammatories.

1 Includes insulin and pills to control diabetes.

* Difference between sexes is statistically significant (p < 0.05).
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play a role; for instance, males may be less likely to
acknowledge pain.

Medications for heart disease and for diabetes
were used less frequently: no more than 4% of the
total population. Reflecting the higher prevalence
of these conditions among males, they were more
likely than females to report recent use of heart and
diabetes medications.

Much medication use is age-related. The younger
the person, the more likely the use of cough/cold
remedies and allergy medicine. On the other hand,
the use of medications for blood pressure, heart
disease, diabetes and stomach ailments rises with age.

Treating sore throats, colds and flu
Some of Canadians’ medication use is attributable
to colds and flu. About a third of adults will have a
sore throat, cold or flu in any given month. And,
generally, such illnesses are more common among
women.

In 1998/99, 34% of women aged 15 or older said
that they had been sick with a sore throat, cold, or
flu in the previous month. By comparison, about
27% of men reported the same ailments. This
excess for women was apparent from ages 15 to 64,
but disappeared by age 65.

Just 17% of seniors had had a sore throat, cold or
flu in the past month. By contrast, 46% of 15- to
24-year-olds reported symptoms. This may reflect
younger individuals’ greater exposure to illness and
their lower acquired immunity.

People who have colds or flu tend to take care of
themselves rather than seek care elsewhere. Close
to two-thirds (63%) of those who reported cold/flu

Population aged 15 or older who had sore throat, cold or flu
in past month, by age group, 1998/99

Both sexes Men Women
%
Total 30 27 34
15-24 46 39 52*
25-44 35 31 38*
45-64 25 21 29*
65+ 17 16 18

Data source: National Population Health Survey, household component
* Difference between sexes is statistically significant (p < 0.05).
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Population aged 15 or older who had sore throat, cold or flu
in past month, by initial reaction to problem, 1998/99

M Men 67%*
J Women

58%

23%"

17%
1%

Went to doctor/clinic

Ignored it Treated it myself
Reaction to sore throat, cold or flu

Data source: National Population Health Survey, household component
* Difference between sexes is statistically significant (p < 0.05).

symptoms initially reacted by using some type of
self-treatment. Women were more likely than men
to do so, but they were also more likely to consult a
physician. Only about a fifth of people ignored
symptoms altogether, though men had a greater
tendency to do this than did women.

Individuals who treated themselves for cold/flu
symptoms used a variety of strategies, including

Population aged 15 or older who had sore throat, cold or flu
in past month and treated themselves, by type of self-
treatment, 1998/99

Over-the-counter 67%
medication 73%*

54%
More rest ° .
65%
Vitamin/Herbal 30% -
supplement 39%" en
J Women
H g 18%
ome reme
y 28%"
Previous/Someone [ 3%
else's prescription || 29, T

Data source: National Population Health Survey, household component
1 Coefficient of variation between 16.6% and 25.0%
* Difference between sexes is statistically significant (p < 0.05).
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getting more rest and using home remedies, over-
the-counter medications or vitamin/herbal
supplements. Women were more likely than men
to use each of these self-treatments. In addition, a
small percentage of people reported using an “old”
prescription medication, or one that had been
prescribed for someone else.

Home care

In 1998/99, less than 3% of the household
population aged 18 or older received formal,
government-supported home care—nursing,
assistance with bathing or housework, or meal
delivery, for example. As expected, the likelthood
of being a home care recipient was much greater
for seniors than for individuals younger than 65.
Among seniors, no gender gap was evident; that is,
the proportions of men and women who were home
care recipients did not differ significantly, at 10%
and 13%, respectively.

The proportion of people receiving home care
did vary noticeably, however, by household income.
Just over 1% of those in the highest income category
were home care recipients, compared with about
7% at the lowest level. The variations by income
may reflect a greater need for care among members
of lower income households, because they are
generally not as healthy as more affluent individuals.

The association between low income and home
care use may be somewhat related to age. However,
previous research focusing on people aged 65 or
older indicates that even when the effects of age
are taken into account, low income is independently
predictive of receiving home care.’

It may also be that people with higher incomes
are more likely to secure private care, rather than
government-supported services. To some extent,
this could be because some provinces means-test
the provision of these services, and consequently,
residents of high-income households would not be
eligible.

No difference between the sexes emerged at the
opposite ends of the income range. In the middle-
income category, though, women were more likely
than men to receive home care.

Concluding remarks

According to data from the 1998/99 National
Population Health Survey, females aged 12 or older
tend to use health care services more than their male
counterparts do.

For mainstream health care, such as consultations
with general practitioners or specialists and hospital
stays, females report higher overall rates of contact
compared with males. But, when women’s
reproductive role and female-specific health care
needs during the childbearing years are taken into
account, there is no significant difference in the
amount of mainstream health care used by men and
women in that age range. And after the reproductive
years, use of such care differs little by sex.

However, females are also more likely than males
to have had consultations about their emotional
health, or with an alternative health care provider.
In addition, they report greater use of medications,
particularly pain relievers. This may be attributable
to their greater likelithood of reporting certain
painful chronic conditions, such as arthritis or
migraine.

Even when they have relatively minor ailments,
like colds or flu, women are more likely to take care
of themselves than are men. Although relatively
few people ignore symptoms altogether, this reaction
is more common among men.

Women’s greater use of a variety of health care
services may reflect a greater awareness and concern
about health matters, as well as a more proactive
and preventive approach to protecting their health.
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or centuries, information on deaths has been used to study the health status of populations.
Statistics tabulated by canse of death, sex and age provide information that is useful in
comparing the importance of fatal diseases between males and females, and the ages at which each
sex: is at highest risk of dying of particular diseases. Life expectancy, an indicator of population
health that is based on the age at which people die, is another means of comparing the sexes, and of

examining trends over tine.

DEATH — SHIFTING TRENDS

Analysis of Canadian death statistics by sex reveals marked differences. Men die at earlier ages

than women, on average, and causes of death differ to some extent, especially in youth and early

adulthood. As well, more men than women die prematurely of avoidable causes.

Women live longer

Since 1901, life expectancy in Canada has risen
dramatically for both sexes, although females have
consistently enjoyed an advantage over males.'?
Females born at the beginning of the 20th century
could expect their life to last 50.1 years, three years
longer than males. By 1997, female life expectancy
had risen to 81.4 years, compared with 75.8 for
males—a gap of 5.6 years. The gap was widest in
1981, when life expectancy for females exceeded that
for males by 7.1 years. During the 1990s, life
expectancy gains for both sexes were smaller than
they had been in previous decades, and less for
females than for males. (See Disability-free life

excpectanc).)

Life expectancy at birth, 1901 to 1997

40\ T T T T
1901 1911 1921 1931 1941 1951 1961 1971 1981 1991 1997

Year of birth

Data sources: References 1and 2
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Disability-free
life expectancy

Overall population health has traditionally been
measured by indicators such as infant mortality
and life expectancy. This has largely reflected
the availability of detailed data from death
certificates. However, as the importance of
infectious diseases as major causes of death
has declined over the past century, people now
survive to older ages when susceptibility to
chronic diseases is greater, and frailty and
functional limitations are more common. As a
result, conventional life expectancy and other
mortality-based indicators are becoming less
adequate as measures of health in the
population.

Recently, a number of health expectancy
measures have integrated some assessment of
quality of health or morbidity. An obvious
advantage of such indicators is that they are
responsive both to changes in mortality rates
and to changes in the quality of health.

One such measure is disability-free life
expectancy (DFLE). This indicator combines
information on mortality rates with data on the
prevalence of activity limitation. DFLE estimates
the number of years of life that can be expected
to be free of activity limitation.

International comparisons

Since 1961, Canada’s life expectancy has consistently
ranked among the top 10 of the 29 OECD
(Organisation for Economic Co-operation and
Development) countties.” In 1961, 1971, 1981 and
1991, Canadian females’ relative ranking was higher
than their male counterparts’.

From 1995 to 1997, the pattern changed, with
Canadian males ranking higher internationally than
Canadian females. In 1997, for example, Canadian
male life expectancy was fifth, behind Japan, Sweden,
Iceland and Switzerland. Canadian female life

Estimates of DFLE for 1995-1997 indicate that
women could expect to spend just over 12
years, or 15% of their lives, with a disability,
compared with about 10 years (13%) for men.
Clearly, women’s longer total life expectancy
does not mean that they have an equivalent
advantage in disability-free years. Although
women'’s total life expectancy exceeded that
for men by 5.8 years, the gap in disability-free
life expectancy was less—a little more than
three years.

Life expectancy and disability-free life
expectancy, 1995-1997

Disability-

free

Life life
expectancy expectancy Difference
Years Years Years %
Both sexes 78.4 67.1 11.3 14
Male 75.4 65.5 9.9 13
Female 81.2 68.7 12.5 15

Data sources: Canadian Vital Statistics Database; 1996
Census of Population

expectancy was eighth, behind Japan, Switzerland,
France, Spain, Belgium, Sweden and Italy.

International ranking of life expectancy at birth for Canada,
selected years, 1961 to 1997

Males Females
1961 8 7
1971 10 6
1981 9 6
1991 4 3
1995 4 5
1996 5 7
1997 5 8

Data source: Reference 3
Notes: Rank = 1 for highest life expectancy among OECD countries
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Trends in mortality rates

Over the latter half of the 20th century, age-
standardized death rates, which remove the effects
of changes in population age structure, fell markedly.
During these years, the 52% reduction in the female
mortality rate for all causes combined considerably
exceeded the 39% decrease for males. From 1990
to 1997, however, the death rate declined by twice
as much for males (8%) as it did for females (4%).

Age-standardized® mortality rates, all causes, 1950 to 1997

Deaths per 100,000 population
1600 ~--------"-"""""""""—"——- -~

1,400

Females

L L L L L L L
1950 1960 1970 1980 1990 1997
Data source: Canadian Vital Statistics Database
tStandardized to 1991 Canadian population

Age-standardized! mortality rates, cancer of trachea, bronchus
and lung, 1950 to 1997

Deaths per 100,000 population
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Data source: Canadian Vital Statistics Database
1 Standardized to 1991 Canadian population

Death — Shifting Trends I

Of any cause of death, changes in rates for
respiratory cancers have probably had the greatest
effect on sex differences in mortality trends in recent
years. Sex-specific trends in the death rate for
respiratory cancers, which are caused
overwhelmingly by tobacco smoking and thus have
historically occurred more in men than in women,
illustrate the impact of social influences on mortality.
The rate of these cancers in men, after increasing

Age-standardized® mortality rates, heart diseases, 1950 to 1997

Deaths per 100,000 population
600 ~—- -
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Data source: Canadian Vital Statistics Database
1 Standardized to 1991 Canadian population

Age-standardized® mortality rates, cerebrovascular disease,
1950 to 1997
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Cancer survival

Since the mid-1990s, the most common sites
in which cancer cases are detected are sex-
specific: the breast for women and the prostate
for men. For each sex, lung cancer now ranks
second in new cases diagnosed, and colorectal
cancer, third.

Lung cancer, however, causes the largest
number of cancer deaths regardless of sex, and
colorectal cancer ranks third. The second-
ranking causes of cancer deaths are breast
cancer for women and prostate cancer for men.

Relative survival compares the survival rate
of cancer patients with the overall survival rate
of a population with the same distribution of
age, sex, and province of residence. Among
these four cancer sites, five-year relative
survival is highest for breast and prostate
cancer. Except for the very young and very
old, women receiving a diagnosis of breast
cancer in 1992 were 80% as likely to live
another five years as women of the same age
in the same province. The outlook was
essentially the same for men diagnosed with
prostate cancer.

The age-standardized five-year relative
survival rate for colorectal cancer was

Five-year relative survival for colorectal cancer cases
diagnosed in 1992, by age group

64% 63% H Men
k 60% =w
59% 58% 57% 2" 579 58% omen

50% 51%

15-49 50-59 60-69 70-79 80-99
Age group

considerably lower: 56% for men and 58% for
women.

The prognosis for lung cancer was lower still.
Age-standardized five-year relative survival
rates were 15% for men and 18% for women.

Among people diagnosed with colorectal or
lung cancer, the relative survival of women
slightly exceeded the relative survival of men.
The apparent advantage for women might be
partly explained by their more frequent use of
health care, leading to a better chance of earlier
diagnosis and treatment.

Survival from cancer is substantially
influenced by stage at diagnosis.*® Patients
diagnosed early tend to survive longer than
those diagnosed when the cancer has spread
beyond the original tumour site. Availability of
and access to treatment also play a role in
survival. But without data about stage at
diagnosis or treatment, it is not possible to
determine how differences in five-year survival
rates might be affected by these factors.

See also Health Indicators, an electronic
publication available free on the internet at
http://www.statcan.ca

Five-year relative survival for lung cancer cases
diagnosed in 1992, by age group

H Men
O Women
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Age-standardized® mortality rates, external causes of injury
and poisoning, 1950 to 1997

Deaths per 100,000 population
120

Females

0 T L B B AL 1
1950 1960 1970

Data source: Canadian Vital Statistics Database
1 Standardized to 1991 Canadian population

steadily since 1950, levelled off in the mid-1980s,
then fell throughout the 1990s. For women,
however, the rate began increasing only in the mid-
1960s, but then in contrast to the rate for men,
continued to rise in the 1990s. The dissimilarity
between the sexes in the recent patterns in death
rates reflects the earlier popularity of smoking in
men than women, as well as earlier downturns in
smoking prevalence in men (see Cancer survival ).

During the 1990s, declines in the death rate for
diseases of the heart were nearly equal for men and
women. Likewise, for other major causes of death,
such as cerebrovascular diseases (mainly stroke) and
external causes of injury and poisoning (the major
components of which are motor vehicle accidents
and suicide), decreases in rates during the 1990s were
nearly parallel between the sexes.

Top 10 causes

For both males and females, the top 10 causes of
death accounted for about 83% of deaths in 1997.
The top two causes were reversed: slightly more
males died of cancer than of heart disease, while
the opposite was true for females. Cerebrovascular
diseases (primarily stroke) was the third leading cause
for both males and females. The proportion of
deaths attributed to cancer and heart diseases

Death — Shifting Trends I

Deaths due to top 10 causes, 1997

Males Females
Number of deaths

Cancer 31,555 27,148
Heart diseases 30,149 27,268
Cerebrovascular disease 6,675 9,376
Pulmonary diseases 5,607 4,011
Unintentional injuries 5,305 3,321
Pneumonia/Influenza 3,749 4,283
Suicide 2,914 t
Diabetes 2,767 2,932
Diseases of arteries 2,505 2,262
Disease of central nervous system 2,104 2,945
Psychoses ¥ 3,084

Data source: Canadian Vital Statistics Database
1 Did not rank in top 10 causes for females.
1 Did not rank in top 10 causes for males.

combined was marginally higher for males (55%)
than females (52%). Females, however, were more
likely to die from cerebrovascular diseases (9%
versus 6%0).

Six of the seven remaining causes were also the
same for both sexes, but the ranking differed. For
example, deaths due to pneumonia and influenza
ranked fourth for females, but sixth for males.
Mortality from hereditary and degenerative diseases
of the central nervous system (such as Alzheimer’s
disease) was also more widespread among females,
a reflection of their longer life expectancy. Suicide,
the seventh leading cause of death for males, did
not register among the top 10 for females.
Conversely, deaths traced to psychoses were
common enough among females to be included
among the top 10.

Potential years of life lost

While mortality rates are useful in evaluating the
relative impact of causes of death occurring at any
age, potential years of life lost (PYLL) is an indicator
of premature mortality. According to convention,
PYLL was calculated by subtracting the age at which
death actually occurred from age 75; for instance,
death at age 3 would result in 72 years of potential
life lost, and at age 69, 6 years. The calculation of
PYLL thus gives more weight to deaths at younger
than at older ages. The PYLL rate for suicide, for
example, is high, reflecting the relative importance
of this cause during the teenage years and young
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Rate of potential years of life lost (PYLL) before age 75,
selected causes of death, 1997

Years lost per 1,000 person-years'
Cause of death

16.9
Cancer 15.0

121

Heart diseases

Suicide
Motor vehicle traffic
accidents

Congenital anomalies = Males

Respiratory diseases 1.261 J Females
1.7
Stroke 14
Ulcer, other digestive 16
diseases 8
HIV/AIDS
Diabetes

Data source: Canadian Vital Statistics Database
1 Standardized to 1997 Canadian population

adulthood. By contrast, the age-standardized
mortality rate for suicide, calculated without
reference to age, ranks lower.

For most major causes of PYLL before age 75,
the rate for males exceeds that for females, indicating
a higher risk of earlier death. For example, the PYLL
rate for heart diseases is three times as high for men
as it i1s for women. And for two causes often
involving violence—suicide and motor vehicle
accidents—the PYLL rate for men exceeds that for
women by factors of four and two, respectively. On
the other hand, the male excess in PYLL rates for
cancer, congenital anomalies, stroke and chronic
obstructive lung disease is less pronounced.

Concluding remarks

Although for the past century women’s life
expectancy exceeded that of men, the gap began to
narrow during the 1990s. This change stems largely

from an important shift in the pattern of mortality
rates for smoking-related respiratory cancers.
Although the death rate for these cancers in men
still greatly surpasses that in women, the rate for
men is falling, while that for women is still on the
rise.

Recent changes in international rankings of
Canadian life expectancy also reflect the changing
pattern between the sexes. Life expectancy for both
Canadian men and women has always been among
the top 10 of the OECD countries, but in recent
years, Canadian men’s international rankings have
improved, while Canadian women’s have slipped.

Finally, premature mortality is greater for men for
most causes of death. These include causes resulting
from conditions such as heart disease, as well as
causes due to external events such as motor vehicle
crashes.
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his special report, based on vital statistics, census data, nationally representative findings from the
National Population Health Survey (NPHS) and data from the cancer registries, compiles new evidence
of the differences in health attitudes, behavionrs, illness and mortality between Canadian males and females.

Consistent with findings from other countries, the health and illness experiences of men and women are
paradoxical. Women experience more illness, more years of disability and more stress than do men, but they

also live longer. Even afler diagnosis of fatal diseases, women appear to survive longer than men do.

A number of factors might explain these differences.
Women’s greater likelihood of being sick may be
due to environmental influences, such as closer
exposure to children, higher levels of stress at work
and at home and generally lower socio-economic
status.

In 1998/99, 15% of females aged 12 or older,
compared with 10% of males, lived in low-income
households. The gap was particularly pronounced
among seniors: 26% of women versus 13% of men.
Yet regardless of income level, most of the key
male—female differences in health behaviour, chronic
conditions, and health care use persisted.

The socialization of males and females may also
account for some of the difference. Women seem
to take more interest in measures to prevent illness
and to promote health in general, and they may be
more likely to acknowledge illness or pain. Women
also make greater use of the health care system,

thereby creating more opportunities for diagnosis.

Genetic or physiological differences may partially
account for women’s greater longevity, meaning that
women may be more physically resilient than men.
However, the greater amount of social support that
women receive may also contribute to the difference.

Cultural and societal influences on behaviour also
affect health. For example, the narrowing of the
male—female gap in life expectancy in recent years
reflects tobacco use, a factor strongly based in the
cultural context. Due to differences in the wartime
experiences and advertising pressures experienced
by men and women, women lagged behind men in
taking up smoking, and never smoked to the same
extent. However, among young Canadians today,
there is no difference between male and female
smoking rates, and sex differences in mortality due
to smoking-related respiratory diseases seem to be
narrowing,

Health Reports, Vol. 12, No. 3

Statistics Canada, Catalogue 82-003



Conclusion

The reasons behind the differences in health
attitudes, health-related behaviours, health status and
health care use between men and women are often
a matter of speculation, and will no doubt be the
focus of considerable future research. However, at
issue for public health policy are the implications
of the differences, as much as the root causes.
Specific areas in which the health-related needs of
men and women differ signal the potential for public
health intervention. Men, for example, could benefit
from measures to encourage more awareness of the
links between diet and disease, and to discourage
binge drinking and other potentially harmful
practices that result in higher rates of injury.
Increasing men’s use of preventive health practices,

including the use of the health care system for
screening and health promotion counselling, might
also improve men’s health status. Women need
support to become more physically active and to
lower their stress levels. They also require assistance
in living with pain and disability.

This report documents sharp differences in the
health of Canadian men and women. The
mechanisms of the biological, social, cultural and
socio-economic influences that give rise to the
differences are not known. However, the findings
emphasize the need for sex-specific public health
programs that recognize the different trajectories
to illness and disease for men and women.
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METHODS

‘=

Data sources

Most of the analysis in this report is based on data
from the household component of Statistics
Canada’s National Population Health Survey
(NPHS). The NPHS, which began in 1994/95,
collects information about the health of the
Canadian population every two years. It covers
household and institutional residents in all provinces
and territories, except persons living on Indian
reserves, on Canadian Forces bases, and in some
remote areas. The NPHS has both a longitudinal
and a cross-sectional component (see National
Population Health Survey samples). Respondents who
are part of the longitudinal component will be
followed for up to 20 years. More detailed
descriptions of the NPHS design, sample, and
interview procedures can be found in published
reports.'?

Mortality data were obtained from the Canadian
Vital Statistics Database, which compiles
information provided by the vital statistics registrars
in each province and territory, the Canadian Cancer
Registry, and from the Report on the Demographic
Situation in Canada, 1998-1999.> Disability-free life
expectancy is based on data from the 1996 Census
of Population and mortality data for the years 1995
to 1997 from the Canadian Vital Statistics Database.

Analysis

The selection of indicators for this report was guided
by frameworks that have recently been developed
by several organizations, including the National
Consensus Conference on Population Health
Indicators (Canadian Institute for Health

Information), the World Health Organisation, and
the First Ministers’ Accord.*® These documents
offer a broad array of indicators pertaining to health
status, non-medical determinants of health, health
system performance, and community and health
system characteristics. (Recent data on many of
these indicators are available on the Statistics Canada
website [http://www.statcan.ca] and the Canadian
Institute for Health Information [CIHI] website
[http://www.cihi.ca].)

Differences between men’s and women’s health
status are measured with indicators traditionally used
to describe health (for example, life expectancy and
mortality rates), as well as with data that have only
recently become available (such as incidence of
disease, disability, dependency and disability-free life
expectancy). Health status is also examined through
prevalence data for chronic conditions, depression,
injury and chronic pain.

Variables representing non-medical determinants
of health include behaviours such as smoking
initiation and cessation, alcohol use and physical
activity. Other non-medical determinants include
stress and social support. Socio-economic status,
well known to be associated with health and illness,
is represented by level of income and was considered
in all analyses. Detailed information about lifestyle
and health care practices, which may provide insight
into the factors that contribute to differences in
men’s and women’s health, is also examined.

The analysis has a broad scope and spans the
health of men and women at one point in time as
well as over time. The findings are based on
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Methods

National Population Health
Survey samples

Cross-sectional sample: The 1994/95 and
1996/97 (cycles 1 and 2) National Population
Health Survey (NPHS) cross-sectional samples
are made up of longitudinal respondents and
other members of their households, as well as
individuals who were selected as part of
supplemental samples, or “buy-ins,” in some
provinces. In 1994/95, the large majority of
interviews were conducted in person. Most of
the 1996/97 interviews were conducted by
telephone, and the additional respondents were
chosen using the random digit dialling
technique.

The 1998/99 (cycle 3) cross-sectional sample
is made up mostly of longitudinal respondents
and their cohabitants. Again, most of the
interviews were conducted by telephone.
Although no buy-ins were added to the cycle 3
sample, infants born after 1994 and immigrants
who entered Canada after that year were
randomly selected and added to keep the
sample representative. As well, to replace the
sample that was lost to attrition, individuals in
dwellings that were part of the original sampling
frame, but whose members did not respond in
1994/95, were contacted and asked to
participate.

NPHS data consisting of socio-demographic
and some health information obtained for each
member of participating households are found
in the General file. In-depth health information,
which was collected for one randomly selected
household member, as well as the information
in the General file pertaining to that individual,
is found in the Health file.

In households belonging to the cross-
sectional buy-in component, one knowledgeable
person provided the socio-demographic and
health information about all household
members for the General file. As well, one
household member, not necessarily the same
person, was randomly selected to provide in-
depth health information about himself or
herself for the Health file.

Among individuals in the longitudinal
component in 1996/97 and 1998/99, the person
providing in-depth health information about
himself or herself for the Health file was the
randomly selected person for the household in

cycle 1 (1994/95), and was usually the person
who provided information on all household
members for the General file in cycles 2 and 3.
In households that were added to the 1998/99
cross-sectional sample (immigrants, infants and
individuals in households that did not participate
in cycle 1), the randomly selected respondent
was usually the person who provided
information for the General file, if he or she
was considered to be knowledgeable about
other household members.

The 1994/95 provincial, non-institutional
sample consisted of 27,263 households, of
which 88.7% agreed to participate. After
application of a screening rule to maintain the
representativeness of the sample, 20,725
households remained in scope. In 18,342 of
these households, the selected person was aged
12 or older. Their response rate to the in-depth
health questions was 96.1%, or 17,626
respondents.

In 1996/97, the overall response rate at the
household level was 82.6%. The response rate
for the randomly selected individuals aged 2 or
older in these households was 95.6%. In
1998/99, the overall response rate was 88.2%
at the household level. The response rate for
the randomly selected respondents aged 0 or
older in these households was 98.5%.

Longitudinal sample: Of the 17,626 randomly
selected respondents in 1994/95, 14,786 were
eligible members of the longitudinal panel,
along with 468 persons for whom only general
information was collected. An additional 2,022
of the 2,383 randomly selected respondents
under age 12 were also eligible for the
longitudinal panel. Thus, 17,276 respondents
were eligible for re-interview in 1996/97, and
16,677 were still alive in 1998/99. A response
rate of 93.6% was achieved for the longitudinal
panel in 1996/97, and a response rate of 88.9%,
based on the entire panel, was achieved in
1998/99. Of the 16,168 participants in 1996/97,
full information (that is, general and in-depth
health information for the first two cycles of
the survey or an outcome of death or
institutionalization) was available for 15,670.
The corresponding number for 1998/99 was
14,619 respondents.
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tabulations and complex multivariate analyses that
account for the simultaneous contribution of
numerous variables to the outcome of interest.
Except for analysis based on vital statistics and from
the cancer registries, the data refer to the population
in private households. Residents of institutions are
excluded, unless otherwise noted.

Most of the NPHS information is cross-sectional.
However, longitudinal data are used to show the
incidence of chronic diseases; movement in and out
of activity limitation and dependency; smoking
initiation and cessation; and associations between
lifestyle and stress and chronic diseases, and between
chronic conditions and health and death.

Cross-sectional NPHS data were weighted to
represent the population at the date of each survey
cycle. Longitudinal data were weighted to represent
the population when the survey began (1994/95).
To account for survey design effects, estimates of
variance were generated using the bootstrap
technique.”” Unless otherwise stated, all differences
and odds ratios mentioned in the text are statistically
significant (p < 0.05). On charts and tables,
statistically significant differences are indicated with
an asterisk.

Estimates of disability-free life expectancy are
calculated according to the Sullivan method.!’ This
method is based on rates of disability in the
population by sex and age group. Disability-free
life expectancy represents the difference between
life expectancy and life expectancy with disability.
The standard error of the estimates of disability-
free life expectancy and thus the upper and lower
confidence intervals around the estimates are based
on the method of Mathers."" This method takes
into account natural fluctuations in rates of death,
and sampling variability in rates of disability.

Using data on breast, prostate, lung and colorectal
cancer cases diagnosed in 1992 from the Canadian
Cancer Registry, five-year relative survival rates were
calculated using the strel”” module in STATA."
Except for data from Quebec, the analysis excluded
cases previously diagnosed with any invasive cancer.
In Quebec, such cases could be identified and
excluded only if their previous invasive tumour was
diagnosed in 1992. Subjects diagnosed through
autopsy or death certificate only were also excluded.

Methods I

For the most part, relative survival rates were
calculated using 1991 provincial life tables. Canadian
life tables were used for Prince Edward Island, the
Yukon, and the Northwest Territories. Relative
survival rates for each cancer site were directly
standardized to the age distribution of all patients
who were diagnosed with that cancer and included
in the analysis.

Limitations

National Population Health Survey data are self- or
proxy-reported, and the degree to which they are
inaccurate because of reporting error is unknown.
For example, there was no independent source to
verify whether people who reported that they had
been diagnosed with a chronic condition actually
did have that condition. As well, there may be some
tendency for respondents to give socially desirable
answers to questions on topics such as weight,
alcohol consumption, and smoking,

It is possible that some differences in prevalence
rates between males and females may be partially
attributed to proxy responses. A recent study of
proxy reporting in the NPHS found evidence of
proxy effects; that is, accepting proxy responses may
have resulted in underestimates of prevalence rates."
Moreover, there were systematic differences in the
data reported by men and women when they were
reporting information for other household
members.

As most NPHS information is cross-sectional,
causality cannot be inferred. With longitudinal data,
however, at least one criterion of causality—the
temporal relationship between pre-existing
conditions and the subsequent outcome—can be
established.

Questions on disability in the Census of
Population are generally used to capture the sample
of the post-censal Health and Activity Limitations
Survey. Because of the decision not to conduct this
survey in 1996, data on disability from the Census
of Population of 1996 were neither verified nor
imputed. More precisely, no validation was
undertaken to check the completeness or
consistency of the data, and as a result, no
corrections to the data were made.
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