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Environmental and Social Factors



Whether in a headline in the newspaper or a report
on the radio or television, obesity is in the news.

® There has been a significant increase in the combined
overweight/obesity rate among youth aged 12 to 17 in
the last 25 years.'

® Obesity among adults 18 years and over has increased

from 14% in 1978-1979 to 23% in 2004.

® Most people who are obese are at increased risk for a range
of preventable chronic diseases®* including, but not limited
to, cardiovascular disease,"* hypertension,* type 2 diabetes,*”

arthritis® and some types of cancer.’

® The total number of deaths related to overweight and obesity
from 1985 to 2000 was more than 57,000, according to

research estimates.”

® Researchers estimate that the total direct cost of weight-related
major chronic diseases to Canada’s health system was nearly
$1.6 billion in 2001; coupled with indirect costs, this total was
$4.3 billion."
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Obesity is a health issue affecting the Canadian population.
Promoting healthy weights and treating obesity is a complicated

214 and the choices

issue that involves both our genetic make-up
that we make as individuals about what to eat and how physically
active we are.* It also involves our social, cultural, physical and
economic environments. Various features in these environments
can influence the choices we make, and these choices, in turn, can
affect our body weight. This report looks at the features of the
environments where we live, learn, work and play that make it
easier —or harder—for us as Canadians to make choices that

promote healthy weights.

The report reviews the latest research, presents new analyses of
data* from the Canadian Community Health Survey (CCHS) and
the National Longitudinal Survey of Children and Youth (NLSCY)
and explores relevant policies and programs in six environments

and settings:

® Chapter 2: Community and Physical Environment;
* Chapter 3: Workplace;

e Chapter 4: School;

® Chapter 5: Home and Family Environment;

* Chapter 6: Nutrition Environment; and

® Chapter 7: Personal Health Services.

The report concludes by summarizing what we know and do not
know across these settings about the influence of population-level
factors on healthy weights, highlighting opportunities for policy

and intervention research to address current knowledge gaps.

* An overview of issues regarding the measurement of overweight and obesity is presented in Appendix A.
Please refer to Appendix B for an outline of the methodology (data sources, variables, statistical analyses)
4 used in this report.
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Exploring the Issues: What We Do and Do Not Know

There is much that we do and do not know about
promoting healthy weights. In an effort to better
understand the role various environments can play

on people’s decisions and weight, this report will look
at the following features:

Community and

Physical Environment

¢ Urban sprawl

¢ Active transportation

e Perceptions of safety

® Access to recreational
areas and facilities

Workplace

® Healthy eating

* Physical activity

* Workplace policies

Home and Family

Environment

¢ Parents’ eating habits
and physical activity
behaviours

e Parental control of
children’s eating

® Home-packed versus
purchased lunches

¢ Screen time and

advertising

Nutrition Environment
® Food insecurity
e Cost of and access
to food
¢ Food expenditures
* Energy-dense foods
¢ Fast food restaurants

® Portion size

Personal Health Services

e Commercial weight-

School

* Healthy eating

* Physical activity

* Coordinated school-

health programs

* Experiences with and
use of health services

¢ Clinical interventions

e Mental health and
unhealthy weights

loss programs
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A number of factors affect the health and well-being of Canadians,
including social, economic, cultural and physical environments;
interactions between individual biology and behaviours; and

health services.

A population health approach addresses a range of individual and
collective factors known as determinants of health. It focuses on
how these determinants are interrelated and associated with long-
term health, explores health disparities and applies the resulting
knowledge to developing and implementing policies and actions to
improve the health and well-being of populations."*'® Examples of
how these factors are linked to healthy weights are reviewed in

the following pages.

What the Research Says. . .



Education

* Statistics Canada data on measured height and weight
show a link between education level and obesity among
men and women.

- In 2004, women aged 25 to 64 with less than
secondary education were more likely to be obese
than women with postsecondary education.’

- In 2004, men aged 25 to 64 with no more than
secondary education had higher rates of obesity
compared to men of the same age who had
completed postsecondary education.’

* Adults with postsecondary education tend to report
eating fruit and vegetables more frequently than those
with less than high school graduation.”



Socioeconomic
Status

* The links between socioeconomic status and obesity
rates are complex.

- Past research found that prevalence rates of self-
reported overweight and obesity were higher among
women of low socioeconomic status than among
women of higher socioeconomic status.'”*

- Recent data on measured height and weight indicate
that, in 2004, obesity rates were higher among
Canadian women in middle and upper-middle income
households compared to women in the highest income
households; in contrast, compared to men in the
highest income households, men in lower-middle
income households were less likely to be obese.’

* Research indicates that income level can affect
family living conditions, including access to sufficient
healthy food.”



Social Support
Networks

and Social
Environment

* Research shows a link between “social quantity” and
“social frequency” and physical activity. That is to say:
- Physical activity levels are higher among Canadians
who report having more friends and family members.”
- Physical activity levels are higher among Canadians
who are in more frequent contact with their friends
and family.”

* Research in the United States shows that people
are more likely to be physically active if their
friends compliment them on their skill at a given
physical activity.*

* People who say that their neighbours are active also

tend to walk more, according to studies conducted in
the U.S.»



. Employment and
' Working Conditions

* International research shows a link between working
conditions and overweight and obesity.

- A study in the U.S. found that people who work in jobs
that involve high levels of physical activity (for example,
waitressing, construction) have a lower likelihood of
being obese.*

- A study in Italy of chemical industry workers reported
that obesity was higher among shift workers than
those who worked day shifts only.”

- A longitudinal study in Finland that followed a group
of men and women from age 14 to 3| reported that
women who had been unemployed for longer than
a year were at greater risk for obesity at age 31.”

- A study in Switzerland reported that women
in low-status employment positions (defined
as manual or lower occupation) were at greater
risk for being overweight.”




Early Child
Development

* The World Health Organization recommends that
infants be fed only breast milk for the first six
months of life.”* Systematic reviews indicate that
breastfeeding can be a protective factor against
later childhood obesity.* "'

* A systematic review shows that infants identified as
obese, or who grew rapidly in infancy, were more likely
than other infants to be obese as children, adolescents
and young adults.”

* Eighteen percent (18%) of Canadian children and
youth (2 to |7 years old; excluding the territories)
were overweight in 2004; 8% were obese.'



Physical
Environment

* Researchers have found that some neighbourhood
characteristics, such as better street lighting and
availability of sidewalks, are associated with increased
physical activity and walking, respectively.”

* Availability of recreational facilities, parks, sports
fields and playgrounds is related to increased
physical activity.”

* People who live in residential areas in Europe that have
more greenery and less graffiti and litter are more likely
to be physically active and less likely to be overweight
and obese than people who live in areas with less
greenery and more graffiti and litter. These results held
even after people’s age, sex, socioeconomic status and
city of residence were taken into account.”



Personal Health
Practices and

Coping Skills

* Regular physical activity is a protective factor against
unhealthy weight gain; in contrast, factors such as
sedentary occupations and inactive recreation may
contribute to unhealthy weight gain.*

* High intake of energy-dense foods is a risk factor
for obesity.*

* The link between body mass index (BMI) and fruit
and vegetable consumption differs among the sexes.
- Compared to men who are obese, men of normal
weight eat fruit and vegetables more frequently.”
- Compared to women who are obese, women who
are underweight, normal weight or overweight
consume fruit and vegetables more frequently.”

* Weight criticism during physical activity (WCA) is
defined as “verbal comments directed toward a
child, in sports or physical activity settings, that
condescend or ridicule the child’s weight.”** (p. I)

- A U.S. study found that girls are more likely than
boys to receive WCA.

- While WCA is related to higher BMI, reduced
sports enjoyment and reduced physical activity
of a mild leisure nature, these associations are not
as pronounced among children who cope with the
criticism through direct action, problem-solving or
seeking support (problem-focused strategies).*



Biological and
Genetic Factors

* Researchers suggest that obesity involves interactions
between environmental and genetic factors,'> " but the
specific role played by genetics remains unclear.' '

* Genes may play different roles in common forms of
obesity by affecting food intake and metabolism."

* Abdominal obesity is one of six components of the
“metabolic syndrome”—a cluster of risk factors that
increase an individual’s risk of developing heart disease,
diabetes and a number of other conditions.*



Health Services

* People who are obese tend to visit health professionals
more often than those who are not obese.*

* Research in the U.S. shows that negative attitudes
among health care personnel toward overweight and
obese patients are not uncommon,”” * even among
professionals who treat and study obesity specifically.”

* With the exception of mammograms, obese and
severely obese women are more likely to choose to
delay obtaining preventive health services than are
women of average relative body weight, according
to research conducted in the U.S.*



Gender

* Canadian men (23%) and women (23%) were equally
likely to be obese in 2004; however, of the three
classifications of obesity, a higher percentage of women
than men were in Class Il (BMI >40).

* For Canadian women, having children under the age of
I8 lowered the odds that they would engage in leisure-
time physical activities; having children was not related
to men’s activity levels.”



M
k-

Culture

* Aboriginal Peoples
- In 2004, off-reserve Aboriginal adults had an obesity rate

|.6 times higher (38%) than the Canadian average (23%).”

- Preliminary findings of the First Nations Regional Longitu-

dinal Health Survey show differences in self-reported body
weight between different age groups of children living in
First Nations communities. In 2002-2003, compared to

3- to 5-year-olds, children aged 9 to | | were twice as
likely to be overweight (29% versus |3%). However,

3- to 5-year-olds were more likely to be obese than

9- to | I-year-olds (49% versus 26%).*

* Immigrants
- Immigrants who came to Canada more than | | years ago

have a higher prevalence of self-reported overweight or
obesity compared to more recent immigrants (10 years
or less).”

- Canadian data show that regardless of the time since

immigration, the odds of being overweight were lower
among East/Southeast Asian immigrant adults than among
White immigrants.” Relative to immigrant White women,
the odds of being overweight were higher among long-
term immigrant Black and Latin American women.*

- Compared to those born in Canada, the probability of

being overweight or (for women) obese is lower among
immigrants on arrival, but increases to levels similar to or
higher than those of native-born Canadians for those who
have been in the country 20 to 30 years.*
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Tipping the Scales

Question Are there province-wide differences in measured obesity among adults?

Answer Yes, relative to the Canadian average, more adult men in Newfoundland and Labrador
and Manitoba were obese in 2004. Among women, obesity rates were higher in
Newfoundland and Labrador, Nova Scotia and Saskatchewan.?

Figure 1

Measured
Obesity Rates
(BMI >30)
Among Adults
18 Years and
Over, Canada,
Excluding the
Territories
(2004)

Canada

23%

33%*

35%*
[35%* |

. Male

D Female

Source: CCHS 2.2 (2004), Statistics Canada.?
* Significantly different from the Canadian average, p <.05.
£ Coefficient of variation between 16.6% and 33.3% (interpret with caution).
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Tipping the Scales

Question Are there province-wide differences in rates of overweight/obesity among children and youth?

Answer Yes, in 2004, the overweight/obesity rate of 2- to 17-year-olds was significantly higher than
the Canadian average (26%) in Newfoundland and Labrador (36%), New Brunswick (34%),
Nova Scotia (32%) and Manitoba (31%) and significantly lower than the Canadian average

in Quebec (23%) and Alberta (22%)."

Figure 2

Measured
Overweight/
Obesity Rates
Among Children
and Youth

2 to |7 Years,
Canada,
Excluding the
Territories
(2004)

pL

Source: CCHS 2.2 (2004), Statistics Canada.'

* Significantly different from the Canadian average, p <.05.

Note: Analyses were based on the International Obesity Task Force (IOTF) criteria for BMI cut-offs
for 2- to 18-year-olds.*”













Is there a link between where people live, how people get
to work or school and healthy weights?

Our communities and the physical environments in which

we live, learn, work and play look very different than they

did at the turn of the last century. This section addresses

the following issues: sprawl, active transportation, perceptions

of safety in one’s community and access to community

recreation facilities.

Urban Sprawl
and Active
Transportation

The growth of urban sprawl has been linked
to increases in automobile use for personal
travel over the last 85 years.” Sprawl is
defined as the outcome of four factors:
e Residential density;
¢ Neighbourhood mix of land use
for homes, jobs and services;
e Strength of activity centres and
downtown areas; and
e Accessibility of the street network.**

Features often linked to sprawl include:
e Communities that are relatively isolated
or not densely populated;
® Development at the edges or outside of
the city;

According to the 2003 Roundtable on Active

Transportation, “active transportation involves
choosing modes of transportation that require
human power, such as walking, cycling, wheel

e Alack of well-defined centres of activity;
® Developments in which residents are
dependent on their vehicles to travel
between homes, shops, services
and workplaces;
e Increased commuting times;
e Streets that may pose a safety risk
to pedestrians and cyclists; and

e Incomplete sidewalk networks.”

As there tends to be very little within easy
walking distance of anything else in
sprawling communities,**" discussions

of sprawl often go hand-in-hand with
discussions of active transportation and how
to encourage people to travel by means other
than their vehicles.” Active transportation
refers to the mode by which individuals
choose to move between destinations for a
specific purpose,” such as going to school
or work, visiting friends or shopping.

chairing, in-line skating, skateboarding or skiing,
for a cleaner environment and improved personal
health.”* (p. 7)

What is active
transportation?

23
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Classification BMI Category (kg/m?)

What is the :
Underweight <18.5
BOd)’ MaSS N | weigh 18.5-24.9
ormal weight .5-24.
Index (BMI)?
Overweight 25.0-29.9
Obese
* Class | 30.0-34.9
* Class Il 35.0-39.9
* Class Il >40.0

BMI is used to identify weight-related
health risks among individuals 18 years
of age and older. Health Canada
suggests that for those 65 years and
older “the normal range may begin
slightly above BMI 18.5 and extend
into the overweight range.”* (p. 10)

Research suggests that various factors
influence active transportation choices:
® Proximity or the distance between trip
origin (for example, home) and
destination (for example, work);”
e Connectivity or the ease (or directness) of
moving from trip origin to destination;”
e Health benefits (for example, increased
positive health outcomes through
physical activity);*
¢ Environmental benefits (for example,
reduced air pollution);™
* Quality of life benefits (for example,
reduced traffic noise and congestion);*
and
e Cost (for example, parking prices).*

Where a person lives can be a factor that
promotes or impedes active lifestyle choices.
To assess potential links between self-reported
BMI and the geographical area in which

people live, CPHI examined relevant data
from the 2003 CCHS and the 2001 Census
(see sidebar for Census definitions).*
According to these analyses, 70% of
Canadians live in urban core areas. Those
living in urban cores are more likely to report
a BMI <25 (see above) than those living in
other urban areas (urban fringes, urban
areas outside of CMAs/CAs and secondary
urban cores) or in rural areas (rural fringes
and rural areas outside of CMAs/CAs)

(see Figure 3).°

Women living in the urban core are more
likely to report a BMI <25 compared to
women living outside the urban and rural
CMA/CA boundaries. Similarly, men living
in the urban core are more likely to report

a BMI <25 compared to men living in rural
areas, men living in the urban fringe or men
living in urban and rural areas outside the
CMA/CA (see Figure 4).

Census metropolitan

How urban is areas (CMA) or census

An area composed of one or more neighbouring municipalities located
around a major urban core. To be considered a CMA, the urban core

urban and how
rural is rural?®’

agglomerations (CA)

Urban core

Urban fringe

Secondary urban core

Rural fringe

must have a population of at least 100,000 persons. To be considered a
CA, the urban core must have a population of at least 10,000 persons.

A large urban area by which a CMA or a CA is defined. Urban cores in
CMAs have populations of at least 100,000 persons. Urban cores in CAs
have populations of at least 10,000 to 99,999 persons.

Small urban areas in a CMA or CA that have populations of less than
10,000 persons, and which do not neighbour the urban core of a CMA
or CA.

The urban core of a CA that has been combined with a neighbouring
CMA or larger CA.

All areas in a CMA or CA not defined as urban core or as urban fringe.

} Data of measured height and weight were not available at the time that these analyses were conducted,

as the CCHS 2.2 (2004) had not yet been released.

§ BMI values in Figures 3 and 4 are unadjusted for age and sex. For the purpose of these analyses, BMI <25 refers
to those in the underweight and normal weight categories as defined by Health Canada’s Guidelines for Weight
Classification in Adults. Of the 49% of Canadians in this BMI category, 4% were underweight (BMI <18.5) and the

24 remainder had a BMI in the normal range (18.5 to 24.9).
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Figure 3
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25



Improving the Health of Canadians: Promoting Healthy Weights

26

Urban Sprawl, Active
Transportation and
Physical Activity

Many researchers have begun to look at the
relationship between sprawl and physical
activity.” In Canada, about 12% of urban
trips are made on foot or by bicycle. This is
slightly higher than the rate of 7% in the U.S.,
but much lower than rates reported in the
Netherlands (46%) and Denmark (41%).”
With respect to physical activity itself, new
CPHI analyses of physical activity data from
the 2004 CCHS indicate that 18% of Canadian
adults 18 years and over are active, 58% are
inactive and the remainder are moderately
active (25%)."

Unlike sprawling communities, “walkable”
neighbourhoods tend to have higher
population densities, a greater mix of

land use and easier movement between

trip origin and destination.” Compared to
residents in low-walkability neighbourhoods,
residents in high-walkability neighbourhoods
report making more trips on foot or by
bicycle and are more likely to engage in

30 minutes or more of moderate-intense
physical activity on a given day.”

Research comparing older and newly
developed communities reports similar
findings. Older communities were built

on the assumption that few people would
own and use personal vehicles—grocery
stores, for example, were typically located
within relatively easy walking distances
from people’s homes.” Communities
developed before 1946 tend to have more
interconnected streets and sidewalks and a
greater mix of housing, shops and services.” *
Compared to residents living in urban and
suburban homes built after 1973, those living
in such areas built before 1946 and up to 1973
are more likely to walk one mile or more

(1.6 kilometres or more) 20 times or more
per month.®

As part of its 2005 Report Card on Canadians’
Health, the Heart and Stroke Foundation of
Canada examined data from the 2000 Survey
of Canadian Municipalities. The Report Card
indicated that larger urban communities tend
to encourage walking or biking by having
bike lanes on the road, safe routes for
pedestrian and bicycle travel and off-road
trails and paths on which motorized vehicles
are not permitted to travel.* The Report Card
further noted that residents of major urban
centres reported higher rates of walking or
biking to do daily chores (77%), compared
with the rest of Canada (60%).* Residents of
major urban centres also reported higher rates
of walking, biking or taking public transit to
get to work (34% of residents in major urban
centres versus 18% in the rest of Canada).*

Residents in “high-walkability” neighbourhoods report
making more trips on foot or by bicycle.

+ Due to rounding, numbers do not add up to 100%.



Urban Sprawl, Active
Transportation and
Healthy Weights

Although Calgary (fifth), Vancouver (sixth)
and Toronto (ninth) have been ranked in the
top 10 most sprawling metropolitan areas
outside the U.S.,” there is little published
research on the relationship between sprawl,
active transportation and obesity in Canada.®

Current research in the U.S. indicates that for
each extra daily hour spent driving a car, the
likelihood of being obese increases by 6%."
The Heart and Stroke Foundation reported

a similar finding in its 2005 Report Card on
Canadians’ Health, showing that Canadians
who are car-dependent get less physical
activity and are at increased risk of being
overweight or obese.” The Report Card
further showed a 5% reduction in the
likelihood of being obese for every additional
kilometre walked per day.*

The influence of neighbourhood and
metropolitan characteristics (for example,
neighbourhood education level, density

of dwellings and urban sprawl) on BMI

in urban Canada has recently been
examined.”” After individual socio-
demographics and behaviours were
controlled for, it was found that people
living in neighbourhoods with a high
proportion of less educated individuals
tended to have higher BMI levels than those
living in neighbourhoods comprised of more
highly educated individuals. For men only,
lower BMIs were associated with living in a
neighbourhood with a high proportion of
recent immigrants, while higher BMI levels
were associated with metropolitan sprawl.””

Chapter 2: Community and Physical Environment

Building on research outlining the positive
health outcomes associated with active living
choices, CPHI conducted new analyses to
examine the link between various modes

of transportation (active and inactive)

and self-reported BMI, according to the
neighbourhoods in which people live.

These analyses indicate that Canadians
living in neighbourhoods where the majority
of residents drive to work are less likely

to report a BMI <25 than those living in
areas where fewer people drive to work

(see Figure 5).**

New CPHI analyses also show that Canadians
living in areas where some residents rely on
biking or taking public transit to work are
more likely to report a BMI <25 than those
living in neighbourhoods where fewer
people do so. As noted earlier, biking to and
from work is a form of active transportation.
Some also consider taking public transit to
be a form of active transportation, given

that it replaces a number of individual
vehicles on the road (thereby reducing air
pollution and road congestion)® and involves
the physical activity associated with walking
to and from the transit stop. CPHI analyses
show that the prevalence of reporting a BMI
<25 is similar among Canadians who live in
neighbourhoods where residents never walk
to work, walk to work up to 6% of the time
and walk to work 6% or more of the time
(see Figure 6).

** BMI values in Figures 5 and 6 are unadjusted for age and sex. For the purpose of these analyses, BMI <25 refers
to those in the underweight and normal weight categories as defined by health Canada’s Guidelines for Weight
Classification in Adults. Of the 49% of Canadians in this BMI category, 4% were underweight (BMI <18.5) and the 27

remainder had a BMI in the normal range (18.5 to 24.9).
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Figure 5
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28



Chapter 2: Community and Physical Environment

What is the link between features of the community
and healthy weights?

Perceptions of Safety

Research shows that feeling safe in

one’s neighbourhood is linked to active

transportation among seniors® and
children,” as well as physical activity
among adults” and youth.”

Seniors

A literature review of 27 studies
reported that a neighbourhood’s lack
of attractiveness and appeal, as well
as perceptions of low safety due to
unattended dogs and inadequate
lighting, are related to decreased
physical activity among seniors.”

Adults

In 1999, 23% of Canadian adults
reported that concerns about safety

prevented them from walking or biking.

Specific concerns were related to too
much traffic, street crime, poor lighting
on streets and sidewalks and poorly
maintained sidewalks and bike lanes.”

In 2002, 65% of Canadian adults aged
15 and older believed there were

many safe places to walk in their local
communities, including sidewalks,
paths and trails. Thirty-seven percent
(37%) said there were many safe places
to bike in their communities, such as
bike paths and lanes.”

Youth

In a U.S. study of youth aged 11 to
16, improved neighbourhood social
conditions (such as relationships with
neighbours and perceived safety)

contributed to increased levels of physical

activity in different neighbourhoods.”

In another U.S. study, perception of
adults at local facilities (such as gyms,
parks and community centres) as
trustworthy was related to more

frequent physical activity among youth.”

Children

Parents report that barriers to their
children walking to school include
long distances to school (53%) and
weather (11%). Reported barriers to
children cycling to school include
distance to school (30%), concerns
about traffic (26%) and weather (12%).”

Thirty-seven percent (37%) of Canadian
children aged 5 to 13 and 33% of youth
aged 14 to 18 walk to school at least half
the time.” Although 9 out of 10 children
own a bike, only 5% cycle to school
most of the time. This number increases
slightly to 9% for children living within
one to three kilometres of their school.”
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It’s too cold
to exercise—
or is it?

Saskatoon
in motion®

30

Although limited, research is beginning to emerge
on the association between physical activity and
climate, particularly cold weather.

A study of weather classifications in 355 U.S.
counties found that the percentage of adults
meeting recommendations for physical activity
was highest in summer and lowest in winter.”
Another U.S. study reported that combined
moderate-intensity household and leisure-time
activity was more than two times higher in the
summer than in the winter.”* Another U.S. study,
which looked only at leisure-time physical activity,
reported drops in energy expenditure of 21%

in the winter and 16% in the fall among adults,
compared to the spring and summer seasons.”
Looking at BMI and waist circumference, a

Access to Recreational
Areas and Facilities

Studies show that access to recreational
facilities, including bike paths, open public
spaces, trails and programs, neighbourhood
appearance and support from friends, family
or facility staff, is related to increases in
levels of recreational physical activity.”*
Also linked to increased physical activity
levels among adults in urban areas are the
number of destinations within walking
distance (for example, grocery stores,
restaurants, schools), the availability of
public transit and the number of active
people in the neighbourhood.*

Saskatoon in motion is an example of a
community-wide physical activity promotion
program that, through partnerships with
community actors, community awareness,
targeted community strategies and ongoing
evaluation, worked to have all Saskatoon
residents integrate regular physical activity
into their daily lives. Saskatoon and area
residents were surveyed in spring 2000

four-year Dutch study of adults aged 20 to
59 found that both measures were lower

in each summer season than in the previous
winter season.”

Given the extreme cold weather conditions
experienced in parts of Canada, some resear-
chers suggest that health promotion campaigns
may benefit from attempting to identify ways to
promote year-long participation and overcome
barriers to physical activity.” This can be done by
providing information about the health benefits of
physical activity, as well as information on options
that are “tailored by season and climate conditions
and address concerns related to convenience,
accessibility, safety and aesthetics.”” (p. 379)

In addition to the availability of programs,
another component of access to recreational
facilities is cost. The 2005 Report Card on
Physical Activity for Children and Youth
reported that while 97% of Canadian
municipalities reported offering community-
based programs for children and youth,
fewer (54%) reported providing subsidies for
low-income families.” Examining data from
the 2000 Survey of Canadian Municipalities,
the Report Card also stated that there was
insufficient data to assess the “walkability”
or “playability” of Canadian communities
or to evaluate the quality of sports and
recreation programs across the country.”

before the program’s launch and then again in
2001, 2002 and 2004. Among the 1,627 residents
surveyed in 2004, 50% were active enough to
receive health benefits. This was up from 2000
(36%) but about the same as in 2002 (49%).
Saskatoon in motion has since been expanded
province-wide to Saskatchewan in motion.*



According to the Canadian Task Force on
Preventive Health, evidence on the long-term
effectiveness of community-based obesity
interventions to prevent and treat obesity in
adults is inconclusive. In 1999, the Task Force
concluded that community-based obesity
prevention programs that made use of
seminars, educational packages and social
marketing had not been proven effective in
achieving weight reduction among adults.”
However, the Task Force pointed out that
methodological problems with the evaluations
of the programs prevented any definitive
conclusions about their effectiveness.*

ParticipACTION is an example of a national-level
initiative that targeted Canadians in all communities
in response to concerns about the health and
fitness of Canadians and rapidly rising health
costs.? Its task was to increase public awareness
of the benefits of what is now called active living,
to influence key decision-makers to develop
environments that encouraged active living® and
to motivate all Canadians to be more active.”
Evaluating ParticipACTION’s success is difficult.
For example, the population was not subdivided
into intervention and control groups who received

Chapter 2: Community and Physical Environment

More recently, in 2002, the U.S. Task Force
on Community Preventive Services reported
strong evidence for a number of community-
based strategies to increase physical activity,
including the following:
¢ Large-scale community-wide campaigns;
e Interventions that build and maintain
social networks (such as buddy systems)
to support behaviour change; and
¢ Creating or improving access to places
for physical activity (for example,
building trails, reducing facility fees)."”

Of note, however, is that the Task Force
looked only at the effectiveness of these
interventions to increase physical activity,
not to prevent or treat obesity.

and did not receive ParticipACTION’s message.
Further, although evidence indicates that mass
social marketing campaigns can improve physical
activity-related message recall in the short-term,”
no known research speaks to ParticipACTION'’s
impact on long-term behaviour change. Surveys
assessing community awareness about
ParticipACTION indicate that between 1971
and 2002, Canadian adults recognized the
branding and reported being more active

since the ParticipACTION campaign, which

was discontinued in 2001.%*

ParticipACTION
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There appears to be a link between physical activity in the
workplace and obesity. However, is it the job itself, the health
promotion strategies within the workplace or something else?

Just as the school can be an environment in which to

promote healthy weights among children and youth, so

can the workplace for adults.”™ Due to the concentration

of people, existing communication channels and the time

adults spend at work, workplaces can be a convenient location

through which to reach large numbers of adults to promote

healthy weights.”*

New CPHI analyses show that adults (18 years
and over) in the highest household income
quintile are less likely to be inactive (50%) than
those in the lowest (66%), lower-middle (67%),

Healthy Eating, Physical
Activity and Beyond

Occupations vary greatly in their level of
physical activity. Some jobs, such as those of
bank tellers and cashiers, require employees
to stand most of the day. Construction may
involve high levels of physical labour. Other
jobs involve much sitting at a computer.
With technological advances, many work
environments that once had high levels of
physical activity have since become more
sedentary.” Research indicates that high
levels of on-the-job physical activity, such as
manual labour, are associated with a lower
likelihood of obesity among employees."*

middle (64%) and upper-middle (58%) household Physical activity

income quintile groups. This trend held for both among adults:

men and women. does income
matter?

Source: CCHS 2.2 (2004), Statistics Canada

(custom tabulation).

In addition to looking at the link between
physical activity and job-design features,
physical activity and healthy eating can also
be elements of workplace health promotion
strategies. Conclusions from systematic
reviews regarding the effectiveness of
worksite physical activity programs
designed to improve employee health

are mixed.”

e Some reviews note a lack of studies
with methodological soundness.”

¢ Other reviews report associations
between workplace physical
activity programs (such as aerobic
exercise and strength training) and
increased physical activity.”
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e A randomized control trial reported that
personal face-to-face counselling at the
worksite was associated with increased
energy expenditure, reduced body fat
and blood cholesterol and improved
cardiorespiratory fitness.”

Others have not found evidence of

a significant positive relationship
between workplace physical activity
programs and overall health, physical
fitness or weight.””

Others, such as a review conducted
by the U.S. Task Force on Community
Preventive Services, concluded that
interventions in the worksite that
combine diet and physical activity
initiatives are effective in helping
employees control overweight

and obesity.”

These differences in conclusions suggest

that a better understanding of the contribution
of workplace health promotion strategies to
promote healthy weights is needed.

Workplace Policies
to Promote
Healthy Weights

From a policy perspective, relatively few
companies in Canada have formal policies
encouraging physical activity and healthy
eating.” There is therefore limited
information available on evaluated
workplace programs that promote healthy
weights among Canadians. However,
there is information on factors that prevent
workplaces from initiating or expanding
physical activity programs at worksites.
These factors include:

e Lack of space;

e Lack of on-site facilities;

e Insufficient company funds; and

e Lack of time due to short lunch breaks.*

Although not examined in relation to
overweight and obesity among employees,
there is also information on the number of
Canadian workplaces in 2003 that had
various strategies to increase physical
activity. Surveys were mailed to small,
medium and large workplaces representing
companies with 20 or more employees and
organizations in the non-government sector
(n=1,782). Workplace strategies explored
ranged from having on-site fitness facilities
to offering employee subsidies or discounts
for fitness centres and hosting recreational
activities (see Figure 7).”

Relatively few companies in Canada have formal policies
encouraging physical activity and healthy eating.
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Figure 7
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Walk In to
Work Out

Program
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Some workplaces, such as the Canadian-
based Husky Injection Molding Systems,” '
also provide healthy cafeteria food, incentives
for staff that meet fitness level criteria and
reward employees who walk, bike, car pool
or use public transit to get to work. Although
not formally evaluated for its impact on
health status and physical activity, Husky
estimates a savings of $8 million dollars in
reduced absenteeism (2.25 days per employee
in 1999 compared to the Canadian average

of 5.7 days), low injury rates (0.77 injuries
per 200,000 hours worked in 1998), reductions
in employee drug costs ($153 per employee
annually in 1997 compared to the $495
sectoral average), higher productivity and
better use of resources.” Findings such as
these speak to the need for evaluation of
health impacts arising from workplaces

that offer health promotion programs.

“Walk In to Work Out” in Scotland was a self-
help intervention in which participants received
information on transit routes, personal safety,
maps, location of showers and safe cycle storage
information, as well as an activity diary, safety
accessories and the contact information for
relevant organizations and shops. Intervention
materials were sent to 295 employees, who had
been identified as thinking about or doing some
walking or cycling to work, from three medium
to large Glasgow workplaces. The majority of

The effectiveness of worksite programs to
improve health can be difficult to evaluate
because of differences in study design,
measurement and sampling (for example,
self-selection of participants, short duration
of evaluation).'” Table 1 outlines three
evaluated programs that, while different in
method and scope, promote healthy eating
and active living in the work environment.
Further, primary limitations of many program
evaluations are the challenges of self-report
or recall bias that is typical of survey-based
research, as well as the lack of sound
methodological designs (for example,

pre- and post-intervention measures).

employees were women of higher income
households. At six months, participants who

had received the program materials were almost
two times more likely to walk to work than
participants in the control group. Increases in
cycling to work were not observed. Of those
who received the intervention at baseline, 25%
continued to engage in regular active commuting
to work 12 months later. The study did not
measure weight change.



Table 1

Examples

of Evaluated
Workplace
Obesity-Related
Health
Initiatives

Heartbeat Award™ (Leicester, United Kingdom)

The Heartbeat Award (HBA) is a national nutrition
labelling initiative that encourages caterers to reduce
total fat, sugar and salt and increase the availability of
fibre-rich foods they provide to worksites.

Method: Four worksites received the intervention
(n = 453) and two were controls (n = 124). Pre-post
intervention survey.

Chapter 3: Workplace

Program Goals and Approach Health and Health-Related Benefits

¢ Relative to control sites, there were increases in
consumption of fruit, decreases in consumption of
fried foods and sweet puddings and a change to
lower-fat milk among intervention sites.

Treatwell 5-a-Day’' (Massachusetts, U.S.)

Treatwell 5-a-day program is a cancer-prevention
initiative that aimed to increase consumption of fruit
and vegetables.

Method: Twenty-two worksites were randomly
assigned to one of three groups: worksite intervention
group (n = 7); worksite plus family intervention group
(n = 7); or control group (n = 8) (September 1994 to
April 1996).

¢ Increases in fruit and vegetable consumption among
the worksite plus family intervention group (19%).

¢ Differences in fruit and vegetable consumption
between the worksite intervention group and
control group were not significant.

The Working Healthy Project'”
(Rhode Island and Massachusetts, U.S.)

The Working Healthy Project (WHP) is an intervention
aimed at multiple risk factors that targets physical
activity, nutrition and smoking. WHP was part of

the Working Well Trial, a multi-centre, randomized,
national worksite intervention trial involving

114 worksites. Interventions included individually
focused activities as well as strategies targeted at

the social norms and health-related policies at

the workplace.

Method: Study was implemented in 26 worksites
using a randomized matched pair design over a
period of 2.5 years.

Physical activity outcomes

* 30% increase in self-reported physical activity in the
intervention group compared to a 4.3% increase
among the control group.

Nutrition outcomes

* Marginally significant increases in fruit, vegetable and
fibre consumption among intervention sites.
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Tipping the Scales

Question Compared to previous years, have rates of obesity increased among Canadian adults
18 years and over?

Answer Yes, both self-reported and measured rates of overweight and obesity have increased
in Canada and around the world.* Statistics Canada reports an increase of just over
nine percentage points in the rate of measured obesity among adults aged 18 years from

1978 to 2004.”
Figure 8
Trends in Self- 25,
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Sources: Reproduced with permission of Statistics Canada.

Measured: 1978-1979 Canada Health Survey; 1986 to 1992 Canadian Heart Health Surveys (ages 18 to 74);
2004 CCHS: Nutrition.

Self-reported: 1985 and 1990 Health Promotion Survey; 1994-1995, 1996-1997 and 1998-1999 National
Population Health Survey; 2000-2001 and 2003 CCHS.

Figure adapted from: “Trends in Obesity Rates, Household Population Aged 18 or Older, Canada
Excluding Territories, Selected Years, 1978-79,” from the Statistics Canada publication, Measured
obesity —adult obesity in Canada: measured height and weight, catalogue 82-620, July 6, 2005, available
at: www.statcan.ca/english/research/82-620-MIE/2005001/pdf/aobesity.pdf, Chart 16, page 26.

Note: Measured height and weight data for Canada were not obtained from 1979 to 1986 and from
1992 to 2004.
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Are there interventions that are effective at promoting healthy

eating and physical activity in the school setting?

Children and youth spend a great deal of their time

at school. Schools play a role in children’s academic
and social development. They also play a role in children’s
physical development by providing them with physical and

104, 105

health education classes,'™ food choices and services, and

access to resources such as gyms, sports equipment and outdoor
playing fields.'”

Given these factors, the school setting is an environment in

which there can be many opportunities to promote healthy
weights."'” School-based initiatives may focus on one aspect

of healthy weights promotion such as healthy eating or physical
activity or they may focus on specific targeted behaviours such

as reducing screen time (for example, television watching and
computer use) among children (see discussion in Chapter 5:
Home and Family Environment). Others focus on both healthy
eating and physical activity within the context of a coordinated
approach that includes various strategies targeting healthy eating,

physical activity, education and the community.
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What is the link

Data indicate that in 2004 almost 60% of Canadian

between obesity children and youth aged 2 to |17 consumed fruit and
and the amount vegetables less than five times per day. Children

of fruit and
vegetables
children
consume?
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and youth who ate fruit and vegetables less than
three times per day or between three to less

Healthy Eating in the
School Environment

Decisions, decisions. A hamburger with salad
or fries? A muffin or yoghurt? Fries with or
without gravy? Chocolate bar or an apple?
Pizza or a sandwich? Buy your lunch or
bring your lunch?

The school environment can present students
with many, sometimes conflicting, messages
about food choices'” and eating patterns.™ To
date, there is little direct evidence regarding
the impact of the school food environment
on body weight in Canada. Current U.S.
research indicates that school foods tend

to be non-nutritive and energy-dense foods
that are sold in vending machines, cafeterias,
school stores, snack bars and at fundraising
events."” Complicating the matter is the fact
that many schools rely on revenue garnered
through the sale of these products to support
sport and extracurricular activities.'”

Although not all school-based programs are
successful at promoting healthy weights, a
recent synthesis of the literature concluded
that school environments that provide healthy
food options and limit the availability of
non-nutritious foods may promote healthy
weights."” Below are examples of programs
that introduced healthy food options and
obtained positive results.

® One U.S. study looked at the link
between students’ dietary practices and
the availability of vending machines, a la
carte programs and fried potatoes being
served at school lunches."” The study
looked at Grade 7 students (n = 598) at
16 schools in the St. Paul-Minneapolis

than five times per day were significantly more
likely to be obese (10% and 9%, respectively)
compared to children and youth who ate fruit
and vegetables five or more times per day (6%).

Source: CCHS 2.2 (2004), Statistics Canada.'

metropolitan area. Results showed that

a la carte availability was negatively
related to fruit and vegetable consumption
and positively related to fat intake. The
availability of vending machines on-site
was also inversely associated with fruit
consumption. The study found a positive
relationship between fruit and vegetable
consumption and fried potatoes

being served to students during

school lunches.!”

e Another U.S. study looked at longitudinal
changes in fruit, vegetable, milk and
sweetened beverage intake in two
cohorts of students (n = 594) during
the 1998-1999 and 1999-2000 academic
years."! The first cohort was in Grade 4
in 1998-1999 and ate only National
School Lunch Program (NSLP) meals
that provided two servings of fruit and
vegetables and eight ounces of milk
daily. In 1999-2000 these same students,
now attending a fifth and sixth grade
middle school, had access to both NSLP
meals and a snack bar. The second
cohort of students remained in the
middle school environment over the
two-year period, thereby acting as
a control. Students in the first cohort,
who had access to snack bars in year
two, had a significant decrease in
fruit, non-fried vegetable and milk
consumption, as well as an increase
in high-fat vegetable and sweetened
beverage consumption as they
transitioned from Grade 4 to 5.

There was also a significant decrease
in the consumption of NSLP meals
among these students in the second
year of the study."



Fuel

to Xcell is a pilot project in Ottawa, Ontario,

that stocked vending machines with a range of
healthier and less healthy snacks and beverages.
Its aim was to use the vending machines as an
“avenue for reinforcing positive messages about
nutrition and healthy eating.”'” (p.3) After a four-

In another study, also carried out in the
St. Paul-Minneapolis metropolitan area,
lower-fat a la carte food options were
made available to secondary school
students."” Twenty secondary schools
were randomly assigned to either an
intervention or a control group for a
period of two school years. Students in
the intervention group had increased
access to lower-fat foods in their school
cafeterias and were also exposed to peer-
developed advertisements promoting
healthier food options. The intervention
was assessed by both sales figures

(% of healthier food items sold) and
students’ self-reported food choices.
The percentage of sales of lower-fat
foods was significantly higher in

the intervention schools over the two-
year period."”

A randomized control study in Britain
used an educational program to dis-
courage carbonated drink consumption
among children aged 7 to 11."° Although
carbonated drink consumption did not
change among children in the control
group, it decreased among children who
received the intervention.'” Further,

at 12-months follow-up, the average
percentage of overweight and obese
children decreased in the intervention
group by 0.2% compared to an increase
among children in the control group

of 7.5%." As with many intervention
studies, including the others presented
in this section, this study did not analyze
the direct relationship between soft
drink consumption and changes in
obesity prevalence.”* Nonetheless, it

In 2003, 76% of boys and 71% of girls aged 12 to
14 were moderately active or active in leisure-
time physical activity; among youth aged |5 to

Chapter 4: School

month period, sales data indicated that the Fuel to Xcell

quantity of healthier snacks and beverages
purchased doubled following the pilot. Overall
sales of food and beverage items remained the
same. To date, an evaluation of the long-term
health outcomes has not been conducted.

indicates that reducing carbonated drink
consumption may be linked to reductions
in overweight and obesity among children.

In response to concerns over a perceived
unhealthy school environment, some
jurisdictions are choosing to modify the
content of, or removing, vending machines
from schools. Other jurisdictions are taking
more drastic measures: for example, in
September 2005, the UK announced a ban
on junk food high in fat, salt or sugar in
all schools across England within a year.
In Canada, a number of provinces have
introduced nutrition legislation. For example,
New Brunswick has adopted a compre-
hensive policy on food and nutrition to
provide students in public schools with
healthy food and beverage choices.”™ British
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Columbia has also introduced guidelines

for food and beverages to eliminate junk food
in schools.”® Although many jurisdictions

are monitoring the impact of such legislation
on eating choices and sales data,'” the impact
of these actions on obesity among children
and youth is unclear.

Physical Activity
in Schools

The 2005 Canadian Report Card on Physical
Activity for Children and Youth reports that
less than half of Canadian children and
youth are active enough on a daily basis to
meet Health Canada guidelines for healthy
growth and development as measured by
the CCHS.®” Most Canadian children are
neither moderately (for example, walking)

19 years, rates decreased slightly for boys to How many
74% and decreased significantly for girls to 61%. youth are
physically

Source: CCHS 2.1 (2003) [CANSIM Table 105-0233]."  active?
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What is the
association
between
overweight/
obesity and

or vigorously (for example, running) active for
30 to 60 minutes per day.” Canada’s Physical
Activity Guide for Youth recommends that,

over a five-month period, youth strive toward
increasing the time currently spent each

day on physical activity (in increments of at
least 5 to 10 minutes) to achieve a total daily
increase in physical activity of 90 minutes

(60 minutes of moderate activity and 30 of

vigorous activity) by the end of month five."

In many Canadian schools, physical education
has been an optional part of the school
curricula.” For example, in 2001, 54% of
Canadian schools had policies in place

to provide students with daily physical
education classes; however, only 16%

were actually doing so.” At the time of

this report’s publication, updates to these
numbers were not available. However, in
response to concern about the prevalence

of childhood obesity, some provinces have
implemented policies to ensure students
receive a minimum level of physical activity.
For example, in 2005, the Ontario government
announced a policy requiring schools to
provide a minimum of 20 minutes of daily
physical activity in Grades 1 to 8. Although
evaluations of the impact of these policies on
children’s obesity rates have not yet been
conducted, there have been reports that some
jurisdictions (for example, Alberta) are noting
challenges finding the time and resources to
implement the required changes, especially
in the junior high setting.'”

Recent systematic reviews and evaluations of
individual programs indicate that increasing
the amount of time that students spend
being physically active in physical education
classes, providing training and motivation to
physical education teachers and increasing
the number of physical activity classes may
support increased activity levels."*"” For
various reasons, interventions do not always
obtain their desired results. What follow

In 2004, boys aged 12 to |7 years who were
sedentary were more likely to be obese compared
to boys who were active or moderately active
(16%°" versus 9%). Boys aged 12 to |7 years
who were active or moderately active were

physical activity more likely to be overweight compared to boys

among youth?
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are examples of three school-based physical
activity programs that obtained improved
weight-related outcomes.

At the pre-school level: Hip-Hop to Health
Jr.** is a 14-week school-based physical activity
program in Chicago, Illinois, that aims to
reduce increases in weight among pre-school
children in the Head Start Program. It includes
20 minutes of teaching about healthy eating
and active living and 20 minutes of physical
activity. Results show significantly smaller
increases in BMI at one- and two-year follow-
up among children in the program relative to
those who did not take part in the program.™

At the Kindergarten level: The U.S.
Department of Education Early Childhood
Longitudinal Study-Kindergarten Class
(ECLS-K) reported that a one-hour increase
in physical education instruction per week
was related to a decrease in BMI among
overweight and at-risk-for-overweight girls
in Grade 1. No significant effect was
found among boys. Based on these data, U.S.
researchers estimate that the prevalence of
overweight among girls could be decreased
by 43% by increasing physical education
instruction to five hours per week."”

At the elementary school level: A randomized
controlled study in the U.S. reported positive
effects for specialized school physical
education curricula on health outcomes
among children (11 to 13 years of age)

with BMIs over the 95th percentile." Results
showed significant improvements in the
cardiovascular fitness levels of children in
the lifestyle-focused, fitness-oriented gym
classes over the course of one school year."
Children in the intervention also showed
greater losses of body fat and significant
improvements in fasting insulin levels
compared to children who participated

in standard gym classes only."

who were sedentary (24% vs. 13%). There
were no significant differences found for girls.

Source: CCHS 2.2 (2004), Statistics Canada.'
® Coefficient of variation between 16.6%
and 33.3% (interpret with caution).



Beyond Healthy Eating
and Physical Activity:
Coordinated School
Health Programs

Coordinated school health programs, as
recommended by the U.S. Centers for
Disease Control and Prevention (CDC)

are comprised of eight interactive
components: health education, physical
education, health services, nutrition
services, counselling and psychological
services, healthy school environment,
health promotion for staff and family/
community involvement.”” " Programs

of this nature are designed to engage
communities, families, schools and other
stakeholders such as health workers, the
media, young people, religious organizations
and community organizations in supporting
healthy eating and physical activity among
children and youth.™

With respect to overweight and obesity,
coordinated school health programs are
based on the idea that both the school
environment and the curriculum play

Goals and approach: Participants were children
who had taken part in the 2003 Children’s Lifestyle
and School performance Study (CLASS)—a large
study of fifth-grade students from 282 public schools
in Nova Scotia, their parents and school principals.
Students attended schools that (a) did not have a
nutrition program; (b) had nutrition policies and
practices in place; or (c) were participating in the
Annapolis Valley School Promoting Health Program
(AVHPSP). Each child’s height and weight was
measured and dietary intake assessed using a
version of Harvard’s Youth Adolescent Food

NO PROGRAM

NUTRITION PROGRAM
Policies or practices

in place to provide healthy

menu alternatives
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roles in influencing students’ eating and
activity behaviours."” Although long-term
outcome results are not yet available, the
Annapolis Valley Health Promoting School
Project (AVHPSP)™* is an example of a
coordinated school health program that,
consistent with the CDC’s recommendations,
used many strategies to try to make it easier
for students to make healthy choices about
food and physical activity (see sidebar for
further information), including:"'*°

e Soliciting input from schools to guide
the project’s direction;

e Building on the successes of health-
promoting activities that were already
in schools;

¢ Introducing new student-developed
games at lunch hour and recess;

® Opening school gyms after school
for students;

e Developing strategies to sustain low-cost
and nutritious recess/lunch programs;

¢ Providing healthy food options in school
lunch and recess programs; and

e Using multiple strategies such as
education, awareness, leadership
development and multi-sectoral
partnerships to sustain the program.™

Frequency Questionnaire (YAQ). Children Effectiveness

completed an additional survey designed to of School
measure physical and sedentary activities. Programs in
Preventing

Results: Rates of overweight and obesity among Childhood
students from schools participating in the AVHPSP Obesity:
coordinated program were significantly lower A Multilevel
than rates in students attending schools that had Comparison'”
nutrition policies only and schools that had no

programs at all (¥, p <.05).

Funding for this research provided by CPHI.

AVHPSP PROGRAM
Coordinated program based
on CDC recommendations
for school-based programs

Students Who 70% 26% 3%
Completed the YAQ (3,656 students) (1,350 students) (133 students)
% Overweight/Obese 33 34 18*%
% Obese Only 10 10 4%

Note: This survey-based research lacked pre- and post-intervention observations, thereby limiting the conclusions that can be drawn.

ft Funded by Health Canada's Canadian Diabetes Strategy (January 2002 to March 2004). Participants were students
in eight elementary and middle schools in the Annapolis Valley Regional School Board (Nova Scotia).

47



Improving the Health of Canadians: Promoting Healthy Weights

Table 2 presents examples of five evaluated weights among children and youth.
Primary limitations of many of the
program evaluations are the challenge
of self-report or recall bias that is typical

of most survey-based research.

programs that, while not necessarily
identified as coordinated school health
programs according to the CDC model, do
incorporate many of the components
specified by the CDC to promote healthy

Program Goals and Approach Health and Health-Related Benefits

Table 2

Examples

of Evaluated
School-Based
Obesity-Related
Health
Initiatives

Action Schools! BC"™' (British Columbia, Canada)

Action Schools! BC is a project designed to assist
elementary schools in creating action plans to integrate
healthy eating and a minimum of 150 minutes of
weekly physical activity among students in Grades 4

to 7 (n = 515). Based on information from its project
report, Action Schools! BC has been evaluated for
health-related outcomes.

Method: Stratification and random assignment of
10 schools (three control and seven intervention
schools [four liaison and three champion schools])
from February 2003 to June 2004.

* Girls in the liaison schools reported a 32% increase
in moderate to vigorous physical activity compared
to an increase of 18% among girls in the control
schools. Results were not significant for boys.

While girls in the control schools decreased their
number of pedometer-measured steps per day by
8%, girls in the liaison schools increased their steps
by 25%. Results were not significant for boys.

Changes in BMI among students in the intervention
schools were not significant.

Planet Health'** (Massachusetts, U.S.)

Planet Health integrated interventions into
the major subject areas and physical education classes
of Grade 6 to 8 students (n = 1,295).
It focused on four behavioural changes:
* Reducing television viewing;
* Increasing moderate to vigorous physical activity;
¢ Decreasing consumption of high-fat foods; and
* Increasing consumption of fruit and vegetables
to five a day or more.

Method: Five intervention and five control schools
(fall 1995 to spring 1997).

No difference in prevalence of obesity among boys.

Obesity prevalence decreased among girls in the
intervention schools (24% to 20%) and increased
among girls in the control schools (22% to 24%).

Relative to control schools, children in the inter-
vention schools watched less television per day
(-0.40 hours for boys and -0.58 hours for girls).

Eat Well and Keep Moving'* (Baltimore, U.S.)

This program integrated materials and messages into
the classes of Grade 4 and 5 students (n = 336). It
focused on decreased consumption of high-fat foods,
increased intake of fruit and vegetables, reduced
television viewing and increased physical activity.

Method: Six intervention and eight control schools
(fall 1995 to spring 1997).

Relative to control schools, there were statistically
significant reductions in percentage of total fat
intake (-1.4%) and increases in fruit and vegetable
intake (0.36 servings/4,184k]) among students in
intervention schools.

* There was some reduction in television viewing
(-0.55 hours/day) among intervention students
relative to control schools.

* BMI change was not measured.
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Table 2 (cont’d)

Active Programme Promoting
Lifestyle Education in School (APPLES)'*
(Leeds, UK)

APPLES aimed to reduce risk factors for obesity among
7- to | |-year-olds (n = 634) through teacher training,
modification of school meals and action plans that
targeted the curriculum, physical education and
playground activities.

Method: Five intervention and five control schools
(September 1996 to July 1997).

Chapter 4: School

Program Goals and Approach Health and Health-Related Benefits

Some outcomes were as expected.

* A modest, but significant increase in vegetable
consumption among students in the intervention
schools (50% of baseline intake).

* Obese children in the intervention schools
reported higher “global self-worth” than those
in the control schools.

Some outcomes were not as expected.

* Fruit consumption among obese children in the
intervention schools fell to lower than those in the
control schools.

There was a significant increase in consumption
of high-sugar foods and drinks among overweight
children in the intervention schools compared to
control schools.

Changes in growth, BMI or physical activity were
not significant.

Child and Adolescent Trial for
Cardiovascular Health (CATCH) '**
(California, Louisiana and Minnesota, U.S.)

CATCH was a cardiovascular disease prevention
program aimed at the Grade 3 curriculum (n = 5,106)
and both the school and family environments.
Interventions included: modification of menus,

food service personnel training, physical education
interventions and teacher training.

Method: Randomized control trial (28 schools received
school intervention only, 28 schools received school
and family interventions; 40 were control schools)

(fall 1991 to spring 1994).

There was a significant decrease in total fat in
cafeteria-prepared lunches in intervention schools
(39% to 32%) compared to control schools (39%
to 36%).

There was a significant decrease in total fat intake
(33% to 30% of energy consumed) among students
in the intervention schools compared to students in
the control schools (33% to 32%).

No significant differences between intervention and
control schools in students’ blood pressure, body
size or cholesterol.

Relative to the control schools, there was a
significant increase in the intensity of activity
among students in intervention schools.
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Kahnawake
School
Diabetes
Prevention
Project
(KSDPP)'*’

50

Challenges Associated
With Coordinated Health
Programs: The Best Laid
School Health Plan?

Despite sometimes being well funded and
well designed, not all intervention research
obtains its expected results. Consistent
with the challenges associated with worksite
programs'” or interventions that target
multiple audiences using multiple strategies
(known as multiple interventions)," the
challenges associated with evaluating
coordinated school health programs include
issues related to measurement, design and
sampling (for example, self-selection of
participants, short duration of evaluation).
In addition, program success may be affected
by other factors, such as:

e Societal trends and cultural, political and

economic factors;'”
e Insufficient dose (for example, intensity
of the intervention);"* ™

e Short timelines;"*

Goals and approach: A primary type 2 diabetes
prevention program for Aboriginal elementary-
school children. KSDPP included a health

e Interactions between different strategies;*

e Reliance on self-report data;"”

e Variable level of exposure and
compliance to the intervention;"”"* and
¢ Lack of funding to ensure sustainability

and evaluate long-term outcomes."™

The Active Programme Promoting Lifestyle
Education in School (APPLES)," described
in Table 2, is an example of a well-designed
study that obtained mixed results. The
Kahnawake School Diabetes Prevention
Project (KSDPP)" for Aboriginal elementary-
school children is an example of another
project that did not obtain all of its desired
results (see sidebar). According to the study’s
investigators, many of the following external
factors may have been contributing factors:

® The introduction of satellite television in
the community between study phases;

e Increased overall community wealth
over the decade in combination with
an increase in fast-food restaurants
in the area;

e Increase in the number of families with
both parents entering the workforce,
leaving less time for meal supervision
and leisure activities; and

e Increased perception of the importance
of computer literacy among youth.””

curriculum and various community and culturally
appropriate health lifestyle interventions.

Phase One Phase Two

Method: A comparison of the Kahnawke community
(intervention) to a control community over a two-year
period (1994-1996).

Method: Repeated cross-sectional surveys for children in the
intervention community only in 1994, 1995, 1996, 1998, 1999
and 2002.

Outcomes

¢ Students in the intervention school had significantly
lower increases in skinfold thickness compared to
students in the control school.

¢ Unexpectedly, children in the intervention demonstrated
a decrease in fitness level, while students in the control
schools demonstrated an increase.

¢ Dietary and BMI measures did not reveal any
changes over time.

Outcomes

By 2002, many of the positive outcomes achieved in the
intervention community had not been sustained.

¢ Children in the intervention school were at a significantly higher
risk of having an increase in BMI and skinfold thickness.

¢ Earlier improvements in physical activity among students
in the control schools had not been sustained.

¢ Fruit and vegetable consumption decreased in the
intervention community.
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Tipping the Scales

Question Compared to previous years, have rates of self-reported and measured overweight and
obesity increased among children and youth?

Answer Self-reported data from the National Longitudinal Survey of Children and Youth (NLSCY)
(Cycle 5) demonstrate an overall increase in rates of overweight/obesity among children
and youth aged 8 to 11 between 1986 and 2002. Rates for males increased from 13% to 34%
and from 14% to 31% for females.*

Measured data from the 2004 CCHS show that rates of overweight and obesity among
children and youth aged 2 to 17 have risen by about 70% compared to 25 years ago.
However, rates differ among boys and girls of different ages (see Figure 9 for 2004 rates).**!

Figure 9
40

Measured i

Overweight and 3w

Obesity Rates g ;E

Among Children $ =

and Youth 2 to Sa

|7 Years (2004) £

2to 5 Years 6to |l Years 15to 17 Years

Overweight Males 17.0 22.1 20.0
Overweight Females 18.8 18.6 18.0
Obese Males 8.5 1.1 11.2°
Obese Females

Source: CCHS 2.2 (2004) [CANSIM Table 105-2002]."
® Coefficient of variation between 16.6% and 33.3% (interpret with caution).

§§ Custom analyses of NLSCY data (Cycle 5, 2002-2003).
*** Analyses were based on the International Obesity Task Force (IOTF) criteria for BMI cut-offs for 2- to 18-year-olds.
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What aspects of the home and family environment are related

to healthy weights?

A number of aspects related to healthy eating and physical

acitivity can be discussed within the context of the home

and family environment. This section addresses issues

particularly related to children and youth in this context.

Among these issues are the eating behaviours and physical

activity patterns that parents help establish in their children,

oftentimes through their own modelling of these behaviours.

Other issues specific to the family environment include children’s

exposure to screen time (for example, television viewing and

computer use) and television advertising.

Parents’ Eating Habits
and Physical Activity
Behaviours

Research suggests that parents can play key
roles in children’s eating behaviours and
physical activity patterns, which can develop
into behaviours that promote good health or

New CPHI analyses show that women (36%) are
more likely than men (26%) to report consuming
fruit and vegetables five or more times per day.

Relative to the Canadian average (31%), adults
in Quebec (38%) are more likely to report
consuming fruit and vegetables at least five or
more times per day. In contrast, adults in Atlantic

contribute to poor health.”" Analyses of 2001
CCHS data indicate that parental obesity

was strongly associated with youth obesity."'
Adolescents with a parent who was inactive
in his or her leisure time were also themselves
more likely to be inactive."! Consistent with
this, Canada’s 2005 Report Card on Physical
Activity for Children and Youth, stated that
only 43% of parents were regularly active
with their children in 2000.%

Canada (Newfoundland and Labrador, 20%; Prince
Edward Island, 20%; Nova Scotia, 25%; and New
Brunswick, 23%) and the Prairies (Manitoba, 24%;
Saskatchewan, 26%:; and Alberta, 25%) are less
likely to report consuming fruit and vegetables five
or more times per day. Ontario (32%) and British
Columbia (31%) were not significantly different
from the Canadian average.

Source: CCHS 2.2 (2004), Statistics Canada
(custom tabulation).

What is the
proportion

of adults

(18 years

and over) who
consume fruit
and vegetables
five or more
times per day?

55



Improving the Health of Canadians: Promoting Healthy Weights

56

Parental Control
of Children’s Eating

Control over children’s food intake can come
in many forms, one of which is exclusive
breastfeeding versus mixed breastfeeding
(breastfeeding plus other liquids or solid
foods). The World Health Organization
(WHO) recommends breastfeeding for a
period of at least six months exclusively.”
A number of systematic reviews indicate
that breastfeeding can be a protective factor
against later childhood obesity.*”*" In 2003,
85% of Canadian women aged 15 to 55
reported initiating breastfeeding; 19% did
so for at least six months exclusively.””

In terms of supporting breastfeeding,

the Canadian Task Force on Preventive
Health Care indicates that structured
breastfeeding education in the first two
months postpartum, as well as telephone
or in-person postpartum support, are
effective at improving both initiation

and continuation of breastfeeding.' The
Task Force found no evidence supporting
the effectiveness of written materials alone

or commercial discharge packages.'”

As children get older, the link between
children’s BMI and parental control over
children’s eating habits is less clear. Some
research suggests there is a higher likelihood
of weight problems among children whose
eating is highly controlled by parents."*'* In

these cases, researchers believe that too much

parental control may interfere with children’s
ability to self-regulate their energy intake.

In contrast, a study of Grade 3 children

with diverse ethnic and socioeconomic
backgrounds reported different findings

for girls than boys. Parents who reported
greater control over their children’s food
intake had daughters who were less likely

to be overweight; results were not significant
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for boys.

Home-Packed Versus
Purchased Lunches

A recent study funded by CPHI reported
that children in Nova Scotia who purchased
lunch at school were 39% more likely to be
overweight than children who brought their
lunch from home."® In addition, children
who ate supper at home with their families
at least three or more times per week were
less likely to be overweight."*® Although this
research adjusted for such risk factors as
dietary habits, activities, socio-demographic
factors and school-based factors, it was not
able to examine the types and quality of
food in purchased or packed lunches.
Nonetheless, it speaks to a potentially
interesting aspect related to the home

and family environment in promoting

healthy weights.

Children who purchased their lunch at school were more
likely to be overweight than children who brought their

lunch from home.




Screen Time and
Advertising: Are They
Linked to Healthy or
Unhealthy Weights?

“Screen time” refers to time spent watching
television, playing video games and using
the computer." Researchers suggest that
increased screen time can have an impact
on weight by:

¢ Displacing physical activity; or

* Promoting an increased intake of

calories as a result of food advertising or

eating while watching television."

In 2003, 41% of boys and 46% of girls aged 12 to
|4 consumed fruit and vegetables five or more
times per day; among |5- to |9-year-olds, 38%

Based on data analyses from the NLSCY,
CCHS and the Health Behaviour in School-
Aged Children Survey (HBSC), Canada’s
2005 Report Card on Physical Activity for
Children and Youth stated the following;:

e Half of Canada’s children and youth
watch up to two to four hours of
television each day;®

® The time spent using computers
by Canadian children and youth
is among the highest in the world;®

e Although girls report less daily
activity than boys, they also report
less television and computer use
than boys;™ "

e Higher television time was noted
among children of lower income
families;® and

e In international comparisons,
Canadian girls and boys aged 11 to 15
rank in the top quartile for weekend
computer use.* ™

Chapter 5: Home and Family Environment

A number of past studies have examined the
relationship between screen time and body
weight among children and adolescents. The
evidence has been mixed."™

¢ Some researchers report no link between

149 or a

television use and weight status
very weak link;"> "

e Some report strong links between weight
status and both television viewing and

154 and

video game use;
e Others report strong links between weight

status and television viewing only.” "**

While there are many explanations for these
differing conclusions, most tend to focus on
limitations in the studies’ methods.™"

of boys and 45% of girls consumed fruit and What is the
vegetables five or more times per day. proportion of
youth (12 to

Source: CCHS 2.1 (2003) [CANSIM Table 105-02491. |9 years) who

consume fruit
and vegetables
five or more
times per day?

Recent studies using both self-reported and
measured Canadian data show a link between
screen time and overweight and obesity.
Analyses of self-reported data from the
NLSCY showed that video game use and
television watching were risk factors for
overweight and obesity, while physical
activity was protective.”” Measured data

of height and weight for Canadian children
and youth indicate that in 2004, children
aged 6 to 11 who engaged in more than

two hours of screen time per day were twice
as likely to be overweight or obese compared
to those who logged one hour or less per day
(35% versus 18%).!
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How many
Canadian
households

A randomized control study conducted

in 1996-1997 showed significant decreases
in BMI, tricep skinfold thickness, waist
circumference and waist-to-hip ratio among
Grade 3 and 4 children who had received

a school-based curriculum to decrease
television, videotape and videogame use

at home.™

This same research reported
significant decreases in television viewing
and the frequency of eating meals in front
of the television among children who
participated in the curriculum.” This
research points to the school and home

as potentially interrelated environments in
effectively targeting one factor that may

affect healthy weights among children.

Researchers have also looked at the
content of television viewing, specifically
food advertisements. In Australia, food
advertisements account for approximately
one-third of all advertisements broadcast
during children’s television viewing hours."
Many advertisements are for high-fat or
high-sugar products, with fruit and
vegetables being the least-advertised food
product.”™ Studies of children’s choices
conducted in the UK indicate that obese and
overweight children tend to recognize more
food advertisements than do non-obese and

non-overweight children.' Children exposed

to advertising also tend to choose advertised
food products at higher rates than do those
who are not exposed.™

* The percentage of Canadian households with
computers rose from 55% in 2000 to 69%
in 2004."*

have computers ® The percentage of households with Internet

and televisions?
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use from home rose from 42% in 2000 to 60%

in 2004."*

Nevertheless, the direct effects of advertising
on children’s food choices are difficult to
untangle from the many other influences

to which children are exposed,'® such as

their peers.'”

A number of governments have imposed
restrictions on television advertising to
children, several of which target food
advertising.'” Bans on advertising to
children are in place in Quebec, Norway
and Sweden;'® however evaluations of
the impact of legislation to restrict food
advertising on children’s eating habits
and weight are limited.'”

The above research speaks to the possible
influences of advertising on body weight.
Related to this is the possible negative
influence of advertising on body image.

A meta-analysis of 25 studies conducted

in the U.S. examined the effects of the “thin
beauty ideal” on females’ body image." After
viewing “thin media images,” females’ body
image was significantly more negative than
after viewing images of average-sized

models, plus-sized models, cars or houses."*

* |n 2004, 99% of Canadian households owned
a colour television. Of these households, 36%
had one television, 36% had two televisions
and 28% had three or more.'*®



Chapter 5: Home and Family Environment

Tipping the Scales

Question Are men and women equally likely to under-report their weight when surveyed?
Answer There are large discrepancies among both men and women in their self-reported versus
measured rates of obesity."'
Figure 10
Trends in 25
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Sources: Measured: 1978-1979 Canada Health Survey; 1986 to 1992 Canadian Heart Health Surveys
(ages 18 to 74); 2004 Canadian Community Health Survey: Nutrition.

Self-reported: 1985 and 1990 Health Promotion Survey; 1994-1995, 1996-1997 and 1998-1999 National
Population Health Survey; 2000-2001 and 2003 Canadian Community Health Survey.

Note: Measured height and weight data for Canada were not obtained from 1979 to 1986 and from
1992 to 2004.
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What aspects of the nutrition environment are related

to healthy weights?

Healthy eating is a broad concept within the larger

nutrition environment. The nutrition environment can refer to a

number of aspects, including food accessibility, atfordability and

quality. This section looks at the following issues: food insecurity,

cost of and access to food, food expenditures, energy-dense foods,

proximity of fast food restaurants and portion size.

Food Insecurity

There are three dimensions underlying
food insecurity:
1) not eating the desired quality or variety
of foods (compromised quality);
2) being concerned about not having
enough to eat; and
3) not having enough to eat."

In 2001, approximately 15% of the Canadian
population aged 12 and older (or 3.7 million
Canadians) experienced food insecurity.'
There is a higher prevalence of food insecurity
among residents of lower income households
and those who rely on social assistance.*>'*
Compared to the Canadian average (15%),
individuals living in the territories were at
highest risk for food insecurity (Yukon, 21%;
Northwest Territories, 28%; Nunavut, 56%).'*
According to National Population Health
Survey (NPHS) data from 1998-1999,

single-mother households had higher odds

of experiencing food insecurity (compared
to other household types), as did Aboriginal
Peoples (compared to non-Aboriginal
Peoples)."™ Research shows that mothers in
food-insecure households are likely to
compromise their own diet to ensure their
children have sufficient food.'”

Some research suggests there is an
association between food insecurity

and overweight'® and obesity, particularly
among women.'” Research indicates that
compared to residents in food-secure
households, a higher percentage of residents
in food-insecure households are obese,
regardless of age, sex and income level."*
This relationship, however, is not restricted
solely to people who are overweight and
obese. A Finnish study shows that compared
to those with a BMI of 20 or more, individuals
with a BMI less than 20 were the most likely
to report hunger and food insecurity."”
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Mail Program
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Cost of and Access
to Food

Findings from Canada’s Family Food
Expenditure Survey, as well as studies
conducted in the U.S,, indicate that
many low-income individuals live in
areas where local shopping facilities
and transport networks are limited
and where the average cost of food
is higher.””" In some Canadian
neighbourhoods, the cost of food is
as much as 11% higher in inner-city
grocery stores compared to suburban

grocery stores."”

The Northern Food Prices Project explored
why and how foods were priced the way
they were in northern Manitoba."” It found
that freight costs for air delivery to remote
communities were 13% higher than freight
costs to southern retailers. This was found to
contribute to higher food costs in these areas.
In communities with all-weather road access,
freight costs were lower, at 3%, and therefore
food prices were competitive with southern
food retailers. In addition, nutritious
perishable foods that were of poor quality
and high price tended to discourage northern
residents from purchasing and consuming

these foods."”

Canada’s Food Mail Program is a subsidy for
the transportation of nutritious foods. Isolated
communities (those that do not have year-round
road or rail access) are eligible for the program,
which is a partnership between Canada Post,
Indian and Northern Affairs Canada and Health
Canada. While the long-term effectiveness of
this program on body weights is presently
unknown, as of 2003, the Northern Food Prices
Project reported the following:'”

Food Expenditures

Recent analyses of data from the 1996 Family
Food Expenditure Survey reported that
Canadian households with lower incomes
spent less money on food at both restaurants
and stores than households with higher
incomes.” Compared to higher income
households, lower-income households also
purchased fewer servings of both fruit and
vegetables and milk products."”

Energy-Dense Foods

U.S. data indicate that potato chips, chocolate
and locally bottled soft drinks provide dietary
energy at a lower cost than healthier foods
such as lean meat, fish and fresh vegetables
and fruit."”

Fast Food Restaurants

A cross-sectional study in the U.S. reported a
correlation between the number of residents
per fast food restaurant and state-level obesity
prevalence, which ranged from 17% to 28%."*
States that ranked low in obesity tended to
have more residents per fast food restaurant.
Given its cross-sectional and correlational
nature, conclusions about causality cannot

be made.

To date, Canadian research shows increased
mortality rates and admissions for acute
coronary syndromes in Ontario regions with
greater numbers of fast-food restaurants.”
Research looking at the link between the
number of fast food restaurants in Canadian
cities and obesity is lacking.

* There were 140 communities (total population
90,000) in six provinces and three territories
eligible for the Food Mail Program;

* Of these, 60 communities (total population
46,000) in four provinces and three territories
were using the Food Mail Program; and

* None of the 19 eligible communities (total
population, 17,000) in Manitoba were using
the program.'”



Portion Size

Analyses of three nationally representative
U.S. studies reported that between 1977 and
1996, portion sizes (with the exception of
pizza) had increased both inside and outside
the home. From 1977 to 1996, there was an
increase in energy intake and portion size in
hamburgers by 97 kcal, fries by 68 kcal and
soft drinks by 49 kcal. From 1994 to 1998, the
largest portion sizes for salty snacks, soft
drinks, fruit drinks and fries were found at
fast food restaurants.'

CPHUI’s Improving the Health of Canadians 2004
showed that rates of self-reported overweight
and obesity among men increased with increasing
household income level in 2000-2001.* In contrast,
women in the highest income households were
less likely to be overweight and obese.

Newer results—based on measured height and
weight—suggest different conclusions. The 2004
CCHS reports the following:

* Canadian men in lower-middle income
households were less likely to be obese than
men in the highest income households; and

* Compared to women in highest income
households, women in middle and upper-
middle income households had higher
obesity rates.”

There are a number of underlying factors that
may play a role in these results:

Employment

* Research has shown that men in less-skilled
occupations appear to be more physically
active at work and home than professional
or skilled workers.'”'

Personal Health Practices

* The health risks associated with both smoking™'®
and obesity> * are well known. As a result, the
relationship between the two is often examined.

Chapter 6: Nutrition Environment

* While some research shows that smokers have Obesity rates
lower BMIs than non-smokers, the same among men and
research also shows that “the risk of coronary women: does
heart disease death among smokers is not income matter?
reduced sufficiently by the lower BMIs to justify
the habit.””"* (p. 838)

Food Insecurity

* There is a higher prevalence of reported
food insecurity among residents of lower
income households and those who rely

on social assistance.'*>'*

Single mother households and Aboriginal
Peoples had higher odds of experiencing food
insecurity than other household types and
non—Aboriginal Peoples.'* Further, mothers
in food-insecure households are likely to
compromise their own diet to ensure their
children have sufficient food.'"

Measurement Issues

* |t is not uncommon for people to refuse to
answer survey questions specific to income,
which limits the conclusions that can be drawn
about differences between income levels.
For example, the 2004 CCHS 2.2 reported
differences in response rate by household
income among both men and women.?
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Do adults

in different
income
households
differ in their
consumption
of fruit and
vegetables?
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The findings outlined in this section indicate
that there are a number of factors specific

to the nutrition environment that may

play a role in healthy weights. As the
research in this chapter indicates, certain
groups of individuals or individuals living
in certain areas tend to be at higher risk

for obesity due to their inability to access

or buy sufficient healthy food."'*

New CPHI analyses indicate that Canadian adults
(18 years and over) in the highest-income
households are significantly more likely to report
consuming fruit and vegetables five or more times

per day (36%), compared to those in the lowest
(24%"), lower-middle (22%), middle (28%) and
upper-middle (319%) household income quintiles.

Source: CCHS 2.2 (2004), Statistics Canada
(custom tabulation).

£ Coefficient of variation between 16.6% and
33.3% (interpret with caution).









What is the link between personal health services

and healthy weights?

“Health services” can mean many things to many people.

At a population level, it can mean health promotion and

prevention of illness, injury and death. At an individual level,

it can mean wait times, availability of health providers and use

of different types of health care. In this section, obese persons’

experiences with and use of personal health services, clinical

interventions, mental health outcomes and commercial weight-

loss programs will be discussed.

Experiences With and
Use of Health Services

Analyses of 1994 data from Canada’s National
Population Health Survey indicate that,
compared to non-obese persons, obese
persons had lower rates of hospital
admissions; were more likely to visit general
physicians, mental health professionals

and specialists more often; and were more
likely to be on more medications (such as
heart and blood pressure medication).”

Recent research suggests that some health
professionals may subscribe to stereotypes of
obese people as “lazy” and “worthless” and
in turn demonstrate implicit and explicit
negative attitudes toward obese people.” A
number of studies have documented these
negative attitudes,”* even among those
health professionals who specialize in the
treatment and study of obesity.”

Research conducted in the U.S. shows that
obese persons, particularly women, also
tend to choose to delay seeking certain
preventive health services.* With the
exception of mammograms, obese and
severely obese women are more likely

to delay, by up to three years, going for
clinical breast examinations, gynecologic
examinations and pap smear testing than
are women with an average BMI of 25.
These results held even when age, race,
income, education, smoking and health
insurance status were taken into account.”

Clinical Interventions

In addition to preventive health services,
there are a number of medical and surgical
options available for the treatment of obesity.
Various randomized trials and meta-analyses
indicate that weight loss drugs (for example,
Orlistat and Sibutramine) can be used
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together with diet and exercise™ to help
achieve modest weight loss and maintain

a reduced weight among those with a

BMI in the overweight or obese ranges.'"'*
Long-term health outcomes are generally

not known. s 1%

For some individuals, dieting, exercising or
drug therapy is not successful. For example,
among adults with a BMI of 40 or more, or
those who are obese with weight-related
health problems, more invasive treatments,
such as gastric bypass and stomach stapling,
are sometimes tried.” ' In recent years, the
annual number of bariatric surgeries in
Canada has been relatively stable, with the
exception of 2002-2003, during which an
increase was noted.”™?® Procedures such

as these are costly and have a relatively

high risk of surgery-related complications
(up to 20% in some studies), post-operative
digestive problems and in some cases,
death.” ' Among those for whom surgery
was successful, systematic reviews and meta-
analyses have shown maintained weight
reductions of 20 to 30 kilograms a decade
after surgery, as well as improvements in
such health conditions as blood pressure and
diabetes.™ ' While effective in some cases,
these interventions are relevant for only a
few individuals and do not have a significant
overall effect on promoting healthy weights
at the population level.

Mental Health and
Unhealthy Weights

A number of studies have shown that obesity
(BMI >30) and severe obesity (BMI >40) are
associated with depressive symptoms and
major depressive disorders. A Canadian
study reported a greater risk of depression
among obese adults than non-obese adults."”
Two U.S. studies noted this association
particularly among women. In one study,
obese women had a 37% higher probability
of being diagnosed as depressed, while obese
men had a 37% lower probability of being
diagnosed as depressed; interestingly, men

who were underweight were at increased
risk for being diagnosed as depressed.””
Another study reported an association
between obesity with “past-month
depression” in women; the association

was also significant among men who

were severely obese.”” The direction of

the relationship between obesity and
depression is unclear. Are obese individuals
more likely to be depressed or are those who
are depressed more likely to be obese?

The connection between mental health and
unhealthy weights is not restricted solely

to obesity. As noted above, it can also be

an issue for those who are underweight. In
their Report on Mental Illness in Canada,"™ the
Public Health Agency of Canada addresses
this subject by looking at a number of issues
surrounding eating disorders (anorexia,
bulimia and binge eating disorders).
Highlights from this report show that:

e Throughout the course of their lives,
roughly 3% of women will be affected
by an eating disorder;

® These disorders have an effect on
“girls and women more than boys
and men”;" (p. 1)

Society’s endorsement of thin body
images, as well as both biological and
individual factors, can be risk factors
for the onset of eating disorders; and

Hospitalizations for eating disorders

in general hospitals rose by 34% among
girls under 15 from 1987 to 1999; these

rates also increased by 29% among 15-

to 24-year-olds over the same period."

Commercial Weight-Loss
Programs

Systematic reviews conducted in the U.S.**
and the UK, as well as randomized
control studies,” provide some support
for the long-term effectiveness of selected

weight-reducing diets among adults.



A systematic review conducted in the U.S.
examined three non-medical commercial
weight-loss programs (Weight Watchers,
Jenny Craig and LA Weight Loss), two
very-low-calorie medically based diets
(Health Management Resources and
OPTIFAST), one Internet-based program
(eDiets.com) and two non-profit self-help
programs (Overeaters Anonymous and

Take Off Pounds Sensibly)."” Weight
Watchers was the only program for which

a randomized control trial indicated it was
effective for weight reduction. No published
high-quality studies of Jenny Craig or LA
Weight Loss were found. Studies of the
very-low-calorie medically based programs,
Internet-based or self-help programs were of
limited quality.” Patients of very-low-calorie
diets who stayed on their program lost 15%
to 25% of their body weight in three to six
months; however, many dropped out of

the programs. Those who completed their
program maintained a weight loss of 8% to
9% one year later.”

In 2001, among youth who were of normal
weight, 25% reported trying to lose weight
(37% of girls and 10% of boys). Among youth

Chapter 7: Personal Health Services

Most recently, another U.S. randomized trial
looked at the effectiveness of four popular
diets (Atkins, Zone, Weight Watchers and
Ornish) for weight loss and decreases in
cardiac risk factors."” At 12 months, all diets
resulted in significant weight loss, as well as
significant improvements in various cardiac
risk factors—for example, low-density
lipoprotein/high-density lipoprotein
(LDL/HDL) cholesterol ratio. In each of

the four diets examined, weight loss was
significantly associated with changes in
total/HDL cholesterol ratio, C-reactive
protein and insulin levels.

A systematic review conducted in the UK
found little evidence for the effectiveness

of low-calorie (LCDs), and very-low-calorie
diets (VLCDs) and protein-sparing modified
fasts (PSMFs) for weight reduction.'”” When
compared with control treatments, only one
of the LCDs and one of the VLCDs reported
a change in weight among participants.’”
However, of the diets, various low-fat diets
(LFDs) were associated with significant
weight loss in participants, sometimes up
to 36 months later. As a result, the authors
suggest that LFDs appeared to be the most

consistently effective for weight reduction.’”

to lose weight (64% of girls and 32% of boys).
Of the 56% of obese youth who reported
trying to lose weight, 74% were girls and 45%

In 2001, what
proportion of
youth reported

who were overweight, 44% reported trying were boys. trying to do
something
Source: NLSCY (Cycle 4, 2000-2001), Statistics Canada about their
(custom tabulation). weight?
In 2000-2001, 70% of Canadian adults said they more active, | 7% intended to lose weight and In 2001, what

intended to make a change to improve their
health. Of those, 62% intended to become

17% intended to improve their diet.'”

proportion of
adults reported
trying to do
something
about their
weight?
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Tipping the Scales

Weight-Related
Factors Among
Adolescents in
Relation to
Social Assets

In its report, Improving the Health of Young Canadians,*” CPHI explored how social ties with
family (parental nurturance and monitoring), friends (connectedness to peers), school
(engagement at school) and the community (volunteerism) were related to youths’ (aged
12 to 17) self-rated health, self-worth and use of tobacco, alcohol and marijuana. For this
report, CPHI looked at how these ties were linked to physical activity and positive
physical image.

* Youth reporting high levels of peer connectedness also tended to report higher
levels of participation in unorganized sports (at least four times per week).

* Youth who reported higher levels of parental nurturance and monitoring, school
engagement and peer connectedness were more likely to report a positive physical
image (liking the way they look) than youth reporting medium-low levels.

* Among females, 48% of normal weight, 37% of overweight females and 38% of obese
females reported a positive physical image.

* Males of normal weight (66%) were more likely to report a positive physical image
compared to overweight (54%) and obese males (49%) (comparisons between males
and females or between BMI levels were not conducted).
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The Simple
Solution?

Canadians’ Views on Options
to Promote Healthy Weights



The solution to promoting healthy weights is often

presented as an easy one—eat right and exercise.

This “simple solution” appears to resonate strongly with

the Canadian public, as indicated by a recent CPHI-funded

public opinion telephone survey. Policy-making can be

influenced by a number of factors, including evidence-based

research, political will and the availability resources.”” It can

also be influenced by public opinion. To understand the public’s

attitudes and perceptions of healthy weights, 1,816 Canadians

aged 18 and over were asked questions about factors that

affect a person’s weight; potential options to promote

healthy weights; and whose responsibility it was to deal

with the issue of healthy weights.™

What does the Canadian public think about
options to promote healthy weights?

12% of Canadian adults feel obesity is a
significant health issue—fourth behind heart
disease, cancer and chronic disease (29%); lack
of availability of doctors and nurses (19%);
health care (19%); and hospital and emergency
room waiting times (19%).

Although there is evidence indicating that social
and environmental factors can play a role in
obesity, 58% of Canadian adults believe obesity
is caused by personal choices and 73% think
individuals have the most responsibility for
reducing obesity in Canada.

Canadian adults identified individual factors such
as the amount of exercise people get (59%) and
a person’s eating habits (65%) as very important
in preventing obesity.

56% of Canadian adults think reducing obesity
is very important to the overall health of
Canadians (see Figure | I).

ttt See Appendix B—Methodology for further information about the target population and issues highlighted

in the public opinion survey.
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Figure 11

3% 4% 1%

Importance

of Reducing
Obesity to
Overall Health:
What the 37%
Canadian Public
Thinks (2004)

[ Very Important
[ Somewhat Important
|:| Neutral

56%

& Not Important
[ Don’t Know/Refused

However, as outlined in this report,
at a population level, addressing this
complex health issue is anything but
simple, and can involve individual
behaviours as well as environmental
and social factors. While eating and
physical activity have a direct impact
on body weight, both can be influenced
by the settings in which we live, learn,
work and play, including:

e Community and physical environment;

* Workplace;

e School;

e Home and family environment;

e Nutrition environment; and

e Personal health services.
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Characteristics of these settings can encourage
excessive food intake and physical inactivity
or promote healthy eating and physical
activity. In keeping with the goals of this
report, the next chapter will summarize
what we know and do not know, based on
the evidence, and highlight opportunities for
research, policy and action to make healthier
choices the easier choices for Canadians.
Additional information on Canadians’ views
about options to promote healthy weights is
also provided.









As seen throughout this report, a great deal of research
is being conducted and many initiatives are being
implemented to promote healthy weights. In carly 2005,
CPHI funded the Atlantic Health Promotion Research Centre
(AHPRC) to update and enhance an inventory of Canadian
policies and initiatives that promote healthy eating and active
living (HEAL)." Of the 413 programs found nationwide, only
10% (or 42) had an evaluation component; of those, few had
long-term outcome evaluations. This result, and reviews of the
literature,'® illustrate that while there are a number of initiatives
taking place to promote healthy weights, there is a shortage of
published evaluations of programs targeting healthy behaviour

change and healthy weights.

The present report highlights examples of programs within
Canada and around the world for which evaluation results were
available. Focusing on each of the settings and environments
discussed in the report, this section summarizes what we know
based on the evidence, identifies gaps in our knowledge and

highlights opportunities for research and policy.

¥ See www.ahpre.dal.ca/heal/index.cfm for the complete inventory.
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Community and
Physical Environment

What Do We Know?

* Degree of urban sprawl,” perceived
safety,”” “walkability,”” neighbourhood
appeal and access to recreational
facilities”™* appear to play a role in the
decisions of children, youth, adults and
seniors to engage in physical activity or
active transportation.

Adults who engage in active transpor-
tation (for example, walking or biking
to work) are less likely to be overweight
or obese.*

Efforts to create or enhance access to
physical activity facilities by changing
the local environment can be effective
at promoting physical activity among
adults. Community recreation facilities
and walking trails may play a role in
promoting physical activity."” "’

Social support in the community is
associated with activity levels. Building,
strengthening and maintaining social
networks that support behaviour change
may help increase physical activity."” '

e Community-wide campaigns may
promote an increase in physical activity
levels."”” Community-wide campaigns

What does the Canadian public think about

options to promote healthy weights?

39% of adults think living in communities with
recreational spaces and 46% of adults think living
in communities that are safe for walking and
playing is very important in preventing obesity.

such as Saskatoon in motion* typically
include many sectors in “. . . highly
visible, broad-based, multiple
intervention approaches” (p. 77) to
bring about behaviour change such as
increasing physical activity.”” These
initiatives often target a large audience
and provide health-promoting messages
through various media, such as direct

mail, television, radio and newspapers.'”

What Do We Not Know?

¢ While there is a link between
community-based interventions
and activity levels, we do not know
whether there is a link between
community-based interventions and
obesity —or how strong it is. This
may be due in part to the difficulties
of evaluating and linking such
interventions to health outcomes
in community-based interventions.*

¢ Although there is a relationship between
sprawl and obesity, we do not completely
understand the cause—effect nature of
the relationship.

e We do not know the extent to which
seasonal variation, particularly during
cold weather months, influences
Canadians’ physical activity levels
and BML

Societal factors, such as living in communities
that are safe for walking and playing and where
there are recreational spaces, are more likely to
be rated as being very important in preventing
obesity by Canadian adults with lower education
and income levels.

39% of adults believe encouraging the
development of communities where cars
are not always needed to get around is
very important to the health of the people
in their communities.

41% of adults believe having access to public
transportation and 52% of adults believe
providing adequate sidewalks and bicycle
paths that reduce car travel is very important
to the health of people in their community.




Chapter 9: Policies and Programs to Promote Healthy Weights—What Do We Know? What Do We Not Know?

Workplace

What Do We Know?

e In 2004, 23% of Canadians (or
5.5 million) aged 18 and over
were obese.” Workplaces are
one potential setting to promote
healthy weights, given the amount
of time most people spend at work.

Nature of employment and
workplace environment can
influence people’s activity levels
and risk for unhealthy weights.**

A recent systematic review conducted
by the U.S. Task Force on Community
Preventive Services concluded that
interventions in the worksite that
combine diet and physical activity
initiatives can be effective in helping
employees control overweight

and obesity.”

What Do We Not Know?

* We do not know the costs and benefits
associated with programs to promote
healthy eating and physical activity in
Canadian workplaces.

We do not know the types of workplaces
where programs may be most effective
at promoting healthy weights.

Although one known review found an
association between workplace physical
activity programs and increased physical
activity,” evidence on workplace
strategies that improve health, increase
physical activity, increase healthy eating
and reduce overweight and obesity

is SCaI‘Ce.gz’ 95, 200

What does the Canadian public think about
options to promote healthy weights?

57% of Canadian adults strongly support offering
incentives to employers who provide fitness
facilities or programs to their workers.
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School

What Do We Know?

e Schools are one logical setting to address
the issue of healthy weights, given the
amount of time children and youth
spend there and the connection between
health and learning potential.’™""”

Modifications to school-based physical
education classes (such as lengthening
existing classes or increasing activity)
have been found to be effective at
increasing physical activity levels among
students in both the U.S. and Canada."*"

Although 54% of Canadian schools had
physical education policies in 2001, only
16% reported providing daily physical
education classes."”

Coordinated programs that actively
engage the school, community and
families can be effective at promoting
healthy behaviour changes, such as
healthier eating and being more active.”” "

Limited research suggests that school-
based programs to discourage carbonated
drink consumption among children
appear to be linked to decreases in the
average percentage of overweight and
obesity among children.'"” However,

the exact role that carbonated drink
consumption plays in contributing to
obesity among children and adults
remains unclear.

What Do We Not Know?

* We do not know the “portability” of
coordinated school health programs.
Will interventions that vary from
school to school depending on
community needs, demographics
and culture be equally effective at
promoting healthy weights?

We do not know the intensity and
frequency of the intervention (also
known as “dose”) required for a school
health program to be effective. How
much is enough and what is the
necessary balance of knowledge,
nutrition and physical activity needed
to produce a change in overweight and
obesity within the school environment?

We do not know the impact on child and
youth obesity rates of recent provincial
policies to legislate the minimum amount
of physical activity in school.

We do not know the long-term
effectiveness of removing vending
machines or changing their content
on children’s obesity.

What does the Canadian public think about
options to promote healthy weights?

72% of adults strongly support encouraging
more non-competitive and recreational
programs in schools.

85% strongly support encouraging more school-
based nutrition and physical education programs.
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Home and Family
Environment

What Do We Know?

e In 2004, 21% of children aged 2
to 5, 26% of children aged 6 to 11
and 29% of youth aged 12 to 17
were overweight or obese.’

Education levels, socioeconomic
status and culture are associated
with obesity rates.?

Obesity rates are also related to personal
health practices” and genetic factors.”"

Systematic reviews assessing the effects
of breastfeeding on later childhood
obesity indicate that breastfeeding

can be a protective factor against later
childhood obesity.* "'

Research indicates that children who
purchase lunch at school are 39% more
likely to be overweight than children
who bring their lunch from home."* In
addition, children who eat supper at
home with their families at least three
times per week are less likely to be
overweight or obese."

Parental obesity is associated with youth
obesity, and youth with a parent who
is inactive during leisure time are also

themselves more likely to be inactive.

Past research has been mixed regarding
the strength of the relationship between
“screen time” and obesity among
children and youth. However, recent
data of measured height and weight
indicate there is a higher risk of
overweight and obesity among Canadian
children who engage in more than two
hours of screen time per day relative to
those who engage in one hour or less.'

e Home and school appear to be two
interrelated settings in which healthy
weight promotion strategies can be
targeted. As an example of this, evidence
from a randomized control trial indicates
that a school-based curriculum to reduce
screen time at home was associated
with decreases in BMI, tricep skinfold
thickness, waist circumference and
waist-to-hip ratio among children in
Grades 3 and 4. More research in this
area appears warranted.

What Do We Not Know?

* We do not know the impact on weight
status of regulations that ban advertising
to children.

e Traditional definitions and composition
of the family are changing. We do
not know how (or whether) different
family structures are linked to the
home environment and obesity.

* We do not know the association between
the number of televisions and computers
per household and overweight/obesity
among children, youth and adults.

What does the Canadian public think about

options to promote healthy weights?

47% of Canadian adults think obesity is

a greater problem among children; 28%
think it is a greater problem among adults
and 22% think it is a problem among both
children and adults.

54% of adults think the availability of
nutritious foods is a very important factor
in preventing obesity.
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Nutrition Environment

What Do We Know?

Compared to the Canadian average
(15%), individuals living in the
territories are at the highest risk

for food insecurity."” Single-mother
households and Aboriginal Peoples
have higher odds of experiencing food
insecurity (compared to other household
types and non-Aboriginal Peoples)."*

Canadians in lower income households
spend less money on food and purchase
fewer servings of fruit, vegetables and
milk products than Canadians

in higher income households.”

U.S. studies report a positive relation-
ship between state-level obesity rates
and the number of residents per fast
food restaurant."”

In 2004, Canadian men in lower-middle
income households were less likely to
be obese than men in highest income
households.” In contrast, compared to
women in highest income households,
women in middle and upper-middle
income households had significantly
elevated obesity rates.”

What Do We Not Know?

e Updated population-level data for
the proportion of Canadians who are
obese and experiencing food insecurity
are not presently available. We thus
do not know the current extent and
impact of food insecurity on unhealthy
weights (both under and overweight)
among Canadians.

® We are lacking population-level
information on the cost of energy-
dense and healthier foods in Canada
and their relationship to overweight
and obesity.

¢ We cannot make conclusions about the
relationship between fast food restaurants
and obesity among Canadians.

What does the Canadian public think about
options to promote healthy weights?

78% of adults strongly support future initiatives
that would ensure people have access to
reasonably priced healthy foods.

68% of Canadian adults strongly support
requiring fast food companies to provide
nutritional information about each product
they sell.

24% of Canadian adults strongly support
charging more tax for less healthy food choices.




Chapter 9: Policies and Programs to Promote Healthy Weights—What Do We Know? What Do We Not Know?

Personal Health Services = What Do We Not Know?

e Current research demonstrates a link
191

What Do We Know?

e Individual-level clinical interventions
such as gastrointestinal surgery have
been relatively stable in Canada within
the last decade.”™ ** Clinical interventions
such as these are not accessible to or

approriate for the population as a whole.

Research suggests that some health
professionals may subscribe to
stereotypes of overweight and obese
people as “lazy” and “worthless,” and
in turn demonstrate negative attitudes
toward overweight and obese people.”

Hospitalizations for eating disorders
increased by 29% among 15- to 24-
year-olds from 1987 to 1999." Society’s
endorsement of “thin body images,”

as well as both biological and individual
factors, can be risk factors for the onset

of various eating disorders."

between obesity and depression.
However, it is not clear whether this

is because people who are obese are
more likely to be depressed, or because
people who are depressed are more
likely to be obese.

Various systematic reviews and
randomized trials indicate there is
some support for the effectiveness
of commercial weight-loss programs.'"*
For those for whom the programs are
not effective, what are the long-term
effects of unsuccessful weight reduction

on people’s mental health status?

What does the Canadian public think about
options to promote healthy weights?

Canadian adults think exercise, healthy eating
and dieting are the three most important factors
that contribute to good health. Canadian adults
think eating junk food, smoking and not exercising
enough are the three most important factors that
contribute to poor health.

16% of Canadian adults think a person’s
genetic make-up is a very important factor
in preventing obesity.
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As discussed throughout this report, preventing and
treating obesity is a complicated issue for which many
factors in many settings can play a role. Further, these
factors are interrelated and are part of the broader determinants
of health. Promoting healthy weights is an issue receiving much
attention, as evidenced by its inclusion in the Integrated Pan-
Canadian Healthy Living Strategy —an initiative with the long-
term goal of improving the health outcomes of Canadians and
reducing health disparities nationwide.*” ** Formed in 2002,

the strategy will target increasing the proportion of Canadians
who eat healthy foods, who participate in regular physical
activity and who are at a healthy body weight.”” The strategy

is population-based and intended to target all Canadians, with
a special emphasis on children and youth, Aboriginal Peoples

and other vulnerable groups.

In addition to the strategy described above, a number of
programs and policies have aimed to promote healthy eating
and active living in Canada. Many single-targeted interventions
appear to be effective at increasing healthy eating and physical
activity and, in some cases, reducing overweight and obesity.
Other interventions that use multiple strategies or have multiple
target audiences, such as coordinated school health programs,

also appear to be effective in many cases.
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Not all interventions, however, are always effective. Some
interventions obtain no significant results—and at times,
negative results. This may be for various reasons, such as
poor methodology (for example, sampling bias or design
limitations) or contextual factors (for example, political

climate or media messages).

This highlights that the importance of evaluation cannot
be understated. Evaluation is important to understand
what interventions are effective for different target groups

in different settings or contexts.

At present, there is a shortage of published evaluations of
programs targeting healthy behaviour change and healthy
weights. So, while there are numerous initiatives aimed at
promoting healthy weights, there remain many research and
evaluation opportunities to help us better understand what

we do not know about promoting healthy weights.

What we do know from the evidence presented in this report is
that there are many opportunities at the population level —in the
settings where we live, learn, work and play —to promote healthy
weights and support Canadians in the process of achieving and

maintaining a healthy weight.
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Chapter 10: Conclusions

Food for Thought

What'’s
Happening
to Promote
Healthy
Weights?

In an effort to promote healthy weights, a number of initiatives are taking place across
Canada and in various locations around the world. For example, CPHI has funded and
commissioned a number of research projects examining healthy weights.

¢ Vulnerable Youth: A Study of Obesity, Poor Mental Health, and Risky Behaviours Among
Adolescents in Canada (principal investigator: Doug Willms)

* Moving Ahead by Looking Back: A Novel Approach for Establishing Physical Activity
Guidelines for Children (principal investigator: Mark Tremblay)

¢ International Comparisons of Child Health (principal investigator: Shelley Phipps)

* A Province-Wide Life-Course Database on Child Development and Health (principal
investigator: Paul Veugelers)

e State of the Evidence Review on Urban Health—Healthy Weights (investigators: Kim Raine,
John Spence, John Church, Normand Boulé, Linda Slater, Karyn Gibbons and Josh Marko)

® Overweight and Obesity in Canada— A Population Health Perspective (prepared by Kim Raine)

® Socio-Demographic and Lifestyle Correlates of Obesity Technical Report (prepared by
Cora Lynn Craig, Christine Cameron and Adrian Bauman)

® Programs and Policies Related to Achieving Healthy Weights in Canada: An Inventory
(prepared by Atlantic Health Promotion Research Centre)

e Improving the Health of Canadians 2004 — Obesity Chapter (prepared by CPHI)
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For More Information

Improving the Health of Canadians 2004 (IHC 2004)* was the Canadian
Population Health Initiative’s first flagship report. The report was
organized into four key chapters: Income, Early Childhood Development,
Aboriginal Peoples’ Health and Obesity. It synthesized and presented
evidence about the factors that affect the health of Canadians, ways to
improve health and the implications of policy and program options. It
also noted key information gaps and recent initiatives.

After the release of IHC 2004, a decision was made to produce and
disseminate the second report, Improving the Health of Canadians 2005-2006,
as a report series reflecting CPHI'’s current three strategic themes: healthy
transitions to adulthood (released in October 2005), healthy weights and place
and health (scheduled for release in fall 2006). Building on earlier reports,
the series examines what we know about factors that affect the health

of Canadians, ways to improve our health and relevant options for
evidence-based policy choices. The unique contribution of this second
report in the series is its focus, within a population health framework,

on the role of a number of settings and environments (community and
physical environment, workplace, school, home and family environment,
nutrition environment and personal health services) in promoting or
inhibiting healthy weights among Canadians.

Improving the Health of Canadians: Promoting Healthy Weights is available in
both official languages on the CIHI Web site, at www.cihi.ca/cphi. To order
additional copies of the report, please contact:

Canadian Institute for Health Information
Order Desk

495 Richmond Road, Suite 600

Ottawa, ON K2A 4H6

Tel.: (613) 241-7860

Fax: (613) 241-8120

We welcome comments and suggestions about this report and about how to
make future reports more useful and informative. For your convenience, a
feedback sheet (“It’s Your Turn”) is provided at the end of the report. You
can also email your comments to cphi@cihi.ca.
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There’s More on the Web!

What you see in the print version of this report is only part of what you can
find on our Web site (www.cihi.ca/cphi). For additional information and a
full list of available CPHI reports, newsletters and other products, please

visit our Web site to:

* Download a presentation of the highlights of Improving the Health

of Canadians: Promoting Healthy Weights;

* Sign up to receive updates and information through CPHI’s e-newsletter,

Health of the Nation;

® Learn about upcoming reports, including the one on place and health,
from the Improving the Health of Canadians 20052006 Report Series;

¢ Learn about upcoming CPHI events; and

* Download copies of other reports previously published by CPHI

Reports
Previously
Published
by CPHI

Name of Report

Healthy Transitions to Adulthood

¢ Improving the Health of Young Canadians

Author and Publication Date

CPHI (October 2005)

* “You say ‘to-may-to(e)’ and | say ‘to-mah-to(e)””:
Bridging the Communication Gap Between
Researchers and Policy-Makers

CPHI (September 2004)

* CPHI Regional Workshop—Atlantic Proceedings
(Fredericton)

Place and Health

¢ Kachimaa Mawiin—Maybe for Sure: Finding a Place
for Place in Health Research and Policy

CPHI (July 2003)

CPHI (October 2005)

¢ Developing a Healthy Community Index

Collected Papers (February 2005)

* Housing and Population Health

Brent Moloughney (June 2004)

* Prairie Regional Workshop on the
Determinants of Healthy Communities

CPHI (August 2003)

¢ CPHI Workshop on Place and Health
Synthesis Report (Banff)

* Socio-Demographic and Lifestyle Correlates of Obesity—
Technical Report on the Secondary Analyses Using the
2000-2001 Canadian Community Health Survey

CPHI (June 2003)

Healthy Weights

Cora L. Craig, Christine Cameron
and Adrian Bauman (August 2005)

¢ Overweight and Obesity in Canada:
A Population Health Perspective

Kim D. Raine (August 2004)

¢ Improving the Health of Canadians—Obesity Chapter

CPHI (February 2004)

¢ Obesity in Canada—Identifying Policy Priorities

* Early Development in Vancouver: Report of
the Community Asset Mapping Project (CAMP)

CPHI and CIHR (June 2003)

Early Childhood Development

Clyde Hertzman et al. (March 2004)

¢ Improving the Health of Canadians—
Early Childhood Development Chapter

CPHI (February 2004)
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continued

Reports
Previously
Published
by CPHI

Name of Report

Income

* What Have We Learned Studying Income
Inequality and Population Health?

Author and Publication Date

Nancy Ross (December 2004)

* Improving the Health of Canadians—Income Chapter

CPHI (February 2004)

* Poverty and Health CPHI Collected Papers

¢ Improving the Health of Canadians—
Aboriginal Peoples’ Health Chapter

CPHlI, Shelley Phipps and David R. Ross (September 2003)

Aboriginal Peoples’ Health

CPHI (February 2004)

Measuring Social Capital: A Guide
for First Nations Communities

Javier Mignone (December 2003)

Initial Directions: Proceedings of a Meeting
on Aboriginal Peoples’ Health

CPHI (June 2003)

Urban Aboriginal Communities:
Proceedings of a Roundtable Meeting on
the Health of Urban Aboriginal People

CPHI (March 2003)

Broadening the Lens: Proceedings of a
Roundtable on Aboriginal People’s Health

* Select Highlights on the Public Views of the
Determinants of Health

CPHI (January 2003)

Cross-Cutting Issues and Tools

CPHI (February 2005)

Women'’s Health Surveillance Report:
Supplementary Chapters

CPHI and Health Canada (October 2004)

Charting the Course, Progress Report:
Two Years Later: How Are We Doing?

CPHI and CIHR (February 2004)

Women'’s Health Surveillance Report:
A Multidimensional Look at the Health
of Canadian Women

CPHI and Health Canada (October 2003)

Barriers to Accessing and Analyzing Health
Information in Canada

George Kephart (November 2002)

Tools for Knowledge Exchange:
Best Practices for Policy Research

CPHI (October 2002)

Charting the Course: A Pan-Canadian
Consultation on Population and Public
Health Priorities

CPHI and CIHR (May 2002)

Health of the Nation—e-Newsletter

CPHI (Quarterly)

Partnership Meeting Report

CPHI (March 2002)

An Environmental Scan of Research
Transfer Strategies

CPHI (February 2001)
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Appendix A—Measuring Overweight and Obesity

Adults

Current Canadian guidelines for body
weight classification in adults™ are noted
in the table below:

Classification BMI Category (kg/m?)

Underweight <185

Normal Weight 18.5-24.9
Overweight 25.0-29.9
Obese
Class | 30.0-34.9
Class Il 35.0-39.9
Class Il >40.0

The term “overweight” refers to anyone
with a body mass index (BMI) of 25.0 to
29.9. The term “obese” refers to someone
with a BMI of 30 and over.* BMI is used

to identify weight-related health risks
among individuals 18 years of age and
older. Health Canada suggests that for
those 65 years and older “the normal range
may begin slightly above BMI 18.5 and
extend into the overweight range.”* (p. 10)
BMI is calculated by dividing a person’s
body weight in kilograms by the square

of their height in metres.”

Children and Youth

There are a number of different perspectives
regarding the use of BMI to measure over-
weight and obesity among children and
youth. In 2000, the U.S. Centers for Disease
Control and Prevention (CDC) devised a set
of BMI-for-age charts that could be used to
monitor BMI levels for those age 2 and
older.”” The following centiles have been
recommended by the CDC as cut-off points
to categorize abnormal body weights in
children and youth:*”

Classification

BMI Category/Centile

Overweight BMlI-for-age >95th centile

Risk of Overweight 85th centile < BMI-for-age

<95th centile

Underweight

BMlI-for-age <5th centile

The CDC has used the term “overweight”
instead of “obesity” in its definition to
avoid the possible negative connotations
associated with the use of the latter.**
Although often used in analyses for children
and youth, this definition has yet to be
officially accepted internationally.” **

Two studies have noted limitations with the
use of the CDC’s growth charts in defining
pediatric overweight and obesity. Work
carried out with nationally representative
data from 1981, 1988 and 1996 shows a
progressive increase in the BMI of Canadian
children over time.” As a result of this
documented increase, the use of the 85th
and 95th centiles would not adequately
capture the prevalence of overweight

and obesity among children and youth
nationwide, thereby making it difficult to
assess secular changes in the population.”*”
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Cole et al.*” also note limitations with the use
of the CDC’s growth charts, particularly for
use in international comparisons. By using
dataset-specific centiles linked to adult cut-off
points, Cole et al.*” established age- and sex-
specific cut-off points for overweight and
obese children aged 2 to 18, based on BMI
data from six large nationally representative
cross-sectional growth studies. In doing

this, the authors devised a less arbitrary
measure of child overweight and obesity,
which they recommend be used in inter-
national comparisons among children.*”

The most recent Statistics Canada analyses
of overweight and obesity in children

and youth, which report measured height
and weight data (results of which have
been presented throughout this report),
use the international criteria developed

by Cole et al."*® The Dietitians of Canada,
the Canadian Paediatric Society, the College
of Family Physicians of Canada and the
Community Health Nurses Association

of Canada also recommend using these
cut-off points when comparing Canadian
prevalence data on children’s BMIs against
those of other countries.”*

On an individual level, BMI has limitations,
as it does not take into consideration lean
muscle mass compared to one’s body fat

or fat distribution in the body, which can
vary by age, sex and ethnicity.**” It may
thus not be an accurate measure among
very muscular individuals, youth who have
not stopped growing and the elderly."™
However, on a population level, it is a good
indicator of body fat’ and a standard that
allows for comparisons between and within
jurisdictions, as well as over time.

Waist Circumference

and Waist-to-Hip Ratio

The BMI is not the only measure of overweight
and obesity. Another measure is waist
circumference, which unlike BMI, is used

as a measure of fat in the abdominal area
and as an indicator of health risks associated
with abdominal obesity.® Men and women
with waist measurements of more than

102 centimetres (40 inches) and 88 centimetres
(35 inches), respectively, are at increased
risk of developing such health problems as
type 2 diabetes, coronary heart disease and
hypertension.” Recently, new Canadian
research involving 27,000 people from

52 countries has emerged speaking to the
value of waist-to-hip ratio as a measure

of obesity. According to this study, the
proportion of people at risk of heart attack
would be increased from 8% to 24% using
waist-to-hip ratios to assess risk compared
to current BMI cut-offs.”



Appendix B—Methodology

Data Sources

This report focused on healthy weights
across a wide age span. Information was
obtained from various Statistics Canada
surveys, including the following;:

¢ Canadian Community Health Survey
(CCHS Cycle 2.2, 2004), Nutrition;

® Canadian Community Health Survey
(CCHS Cycle 2.1, 2003);

e 2001 Census;

* National Longitudinal Survey of
Children and Youth (NLSCY Cycle 4,
2000-2001); and

* National Longitudinal Survey of
Children and Youth (NLSCY Cycle 5,
2002-2003).

This report features new analyses that
merged self-reported BMI from the CCHS
(Cycle 2.1, 2003) with data from the 2001
Canadian Census. It also features new
analyses from Cycle 4 (2000-2001) and
Cycle 5 (2002-2003) of the NLSCY. In
addition, this report presents findings from
CPHI’s Public Opinion Survey on Healthy
Body Weights. Programs and policies
included in the report were identified from
a detailed search of relevant peer-reviewed
journals and online databases, as well as
government and non-government Web

sites to identify key documents in the grey
literature (that is, publications issued by
government, academia, business and industry,
in print and electronic format, such as news-
letters, reports and conference proceedings).

Canadian Community

Health Survey (CCHS)

The CCHS provides data on Canadians’
health status, health determinants and
health care use. It is a bi-annual Canada-
wide population survey that was first
administered in 2000-2001. The CCHS
collects responses from persons aged 12 or
older living in private occupied dwellings,
excluding persons living on Indian Reserves
or Crown Lands, residents of institutions,
full-time members of the Canadian Armed
Forces and residents of certain remote regions,

and thus covers approximately 98% of the
Canadian population aged 12 and over.
Further details on the CCHS can be found

at the following Web site: www.statcan.ca/
english/concepts/health/cchsinfo.htm. Data
involving the CCHS were obtained from

the Canadian Socio-economic Information
Management System (CANSIM) and through
custom cross-tabulations.

Body Mass Index (BMI). The CCHS (Cycle
1.1, 2000-2001 and Cycle 2.1, 2003) collected
self-reported height and weight data for
those aged 12 and over. The CCHS (Cycle 2.2,
2004) obtained measured height and weight
data from those 2 years of age and over. BMI
is calculated by dividing the respondent’s
body weight (in kilograms) by height (in
metres) squared. Overweight and obese
categories for children and youth were
developed based on the International
Obesity Task Force criteria, while those
for adults were based on the current
Canadian Guidelines (see Appendix A).
Response Categories:

* underweight

* normal weight

* overweight

* obese
Age Groups Examined:

® 2- to 17-year-olds (children and youth)

* 18 years and over (adults)

Fruit and Vegetable Consumption. Derived
variable (CCHS, Cycle 2.2, 2004) based on
responses to a number of questions on the
frequency (number of times per day) of
consumption of various types of fruit, juice
and vegetables including: “How often do
you usually drink fruit juices such as orange,
grapefruit or tomato?,” “Not counting juice,
how often do you usually eat fruit?,” “How
often do you (usually) eat green salad?,”
“How often do you usually eat potatoes,

not including French Fries, fried potatoes, or
potato chips?,” “How often do you (usually)
eat carrots?” and “Not counting carrots,
potatoes or salad, how many servings of
other vegetables do you usually eat?”
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Response Categories:
e less than five times per day
e five or more times per day
* not stated
Age Groups Examined:
e 2- to 17-year-olds (children and youth)
® 18 years and over (adults)

Physical Activity Index. Derived variable
(CCHS, Cycle 2.2, 2004) using adult
categories that groups participants based
on average daily energy expenditure values
(kcal/kg/day) during leisure time. Physical
activity levels are calculated from responses
to the reported frequency and duration
of the respondents’ leisure time physical
activities in the three months prior to the
survey and the metabolic energy demand
of each activity.
Response Categories:

® active

* moderately active

® inactive

* not stated
Age Groups Examined:

e 2- to 17-year-olds (children and youth)

e 18 years and over (adults)

Household Income. Derived variable (CCHS,
Cycle 2.1, 2003, and Cycle 2.2, 2004) based on
the total household income and the number
of people living in the household.
Response Categories:

* lowest income quintile

¢ lower-middle income quintile

* middle income quintile

e upper-middle income quintile

e highest income quintile

e not applicable

e don’t know

* not stated
Age Group Examined: 18 years and
over (adults)

National Longitudinal Survey

of Children and Youth (NLSCY)

The National Longitudinal Survey of
Children and Youth (NLSCY) is a long-
term study following Canadian children
from birth to early adulthood. The first
cycle was completed in the fall of 1994

with a cohort from a targeted population

of 25,000 Canadian children aged 0 to

11 years who have since been surveyed every
two years. The information is provided by
parents, children themselves (for children
above 10 or 11 years of age), teachers and
principals. The sample excludes children
and youth living on Indian Reserves or
Crown Lands, in institutions as well as in
the territories. More information on the
NLSCY can be found at the following Web
site: www.statcan.ca/english/sdds/4450.htm.

Data for youth aged 12 to 17 in Cycle 4,
2000-2001 (N = 5,580 and representing
2,451,613 youth of the same age in Canada)
were examined through Remote Data
Access. Data for youth aged 8 to 17

(Cycle 5, 2002-2003) were examined
through custom tabulation.

Parental Nurturance. Derived score based
on the following items: My parents . . . smile
at me, praise me, make me feel appreciated;
speak of the good things I do; seem proud
of the things I do; listen to my ideas and
opinions; solve a problem together with me
whenever we disagree about something.
Response Categories:

® never

e rarely

® sometimes

* often

e always

e refusal/not stated
Age Group Examined: 12- to 15-year-olds
Continuous Score Range (0 to 28):

e medium-low (0 to 20)

e high (21 to 28)
High score indicates a high level of
parental nurturance.
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Parental Monitoring. Derived score based
on the following items: My parents . . .
want to know exactly where I am and what
I am doing; tell me what time to be home
when I go out; let me go out any evening
I want; take an interest in where I am
going and who I am with; and find out
about my misbehaviour.
Response Categories:

°® never

e rarely

® sometimes

e often

e always

e refusal/not stated
Age Group Examined: 12- to 15-year-olds
Continuous Score Range (0 to 20):

e medium-low (0 to 14)

* high (15 to 20)
High score indicates a high level of
parental monitoring.

School Engagement. A compound variable
derived by CPHI based on the degree of
importance a youth places on the following
items: getting good grades; making friends;
participating in extra-curricular activities;
getting to class on time; learning new things;
expressing one’s opinion in class; and getting
involved in the student council or other
similar groups.
Response Categories:

® very important

e somewhat important

® not very important

® not important at all

e refusal/not stated
Age Group Examined: 12- to 15-year-olds
Continuous Score Range (0 to 21):

e medium-low (0 to 13)

e high (14 to 21)
High score indicates a high level
of school engagement.

Appendix B—Methodology

Community Engagement (Volunteerism).
A compound variable derived by CPHI
based on the youth who indicated that
in the past 12 months they engaged in
one or more of the following activities
without pay: supporting a cause (food
bank, environmental group); fund-raising
(charity, school trips); helping in one’s
community (hospital volunteering, work
in a community organization); helping
neighbours or relatives (cutting grass,
babysitting, shovelling snow for a
neighbour); and doing another organized
volunteer activity.
Response Categories:

* yes

* no

¢ refusal/not stated
Age Group Examined: 12- to 17-year-olds
Categorical Score:

e volunteer

* non-volunteer

Peer Connectedness. Derived score based
on the following items (“Friends” score):
I have many friends; I get along easily with
others my age; others my age want me to
be their friend; and most others my age
like me.
Response Categories:

e false

* mostly false

e sometimes true/sometimes false

* mostly true

® true

e refusal/not stated
Age Group Examined: 12- to 17-year-olds
Continuous Score Range (0 to 16):

e medium-low (0 to 11)

e high (12 to 16)
High score indicates a high level of
peer connectedness.
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Positive Physical Image. Variable based on
participants’ response to the question “I like
the way I look.”
Response Categories:

o false

¢ mostly false

¢ sometimes false/sometimes true

* mostly true

e true

e refusal/not stated
Age Group Examined: 12- to 17-year-olds
Categorical Score:

* mostly true or true

e mostly false, false or

sometimes false/true

Weight Maintenance. Variable based on
participants’ response to the question “Which
of the following are you trying to do?”
Response Categories:
e trying to lose weight
e trying to gain weight
e trying to stay the same weight
e not trying to do anything about
their weight
e refusal/not stated
Age Group Examined: 12- to 17-year-olds
Categorical Score:
e trying to lose weight
e trying to gain weight or stay
the same weight
e not trying to do anything about
their weight

Participation in Unorganized Sports.
Variable based on participants’ response
to the question of how often during the past
12 months they played sports or did physical
activities without a coach or instructor
(biking, skateboarding, etc.)
Response Categories:

® never

e less than once a week

* one to three times a week

e four or more times a week

e refusal/not stated
Age Group Examined: 12- to 15-year-olds
Categorical Score:

e four or more times a week

e less than four times a week

Body Mass Index (BMI). For children (2 to
11 years), derived variable based on parents’
report of their child’s height (in metres and
centimetres, without shoes) and weight (in
kilograms and grams). For youth (12 to 17
years), derived variable based on self-
reported height and weight.
Response Categories:

* height

* weight

e not applicable

e don’t know

e refusal

* not stated
Age Group Examined: 8- to 17-year-olds

Analyses using self-reported BMI data
from both Cycles 4 and 5 of the NLSCY
were conducted. Cycle 4 BMI data

were used for the purposes of cross-
tabulations with parental nurturance,
parental monitoring, school engagement,
community engagement and peer
connectedness. Cycle 4 BMI data were
also used for cross-tabulations with
youths’ responses to the questions

on weight maintenance and physical
appearance. In addition, external analyses
of Cycle 5 self-reported overweight are
included in the report.

2001 Census

Self-reported BMI (CCHS Cycle 2.1, 2003)
was merged with the following three
dimensions from the 2001 Census
(population 18 to 64 years, excluding
institutional residents, who worked

some time since January 1, 2000, at a
usual workplace address):

Dimension 1: Dissemination Area
Refers to a small area comprising one or
more adjacent blocks with a population
of 400 to 700 people.



Dimension 2: Mode of Transportation
Refers to the principal means of transport
used to travel between a person’s place of
residence and workplace. These modes of
transportation include:
e Passenger or driver of motor vehicle
(car, truck, van, motorcycle, taxi);
e Public transit;
e Active commuter roll-up (walk
to work and bicycle);
e Walk to work; and
e Bicycle.

Dimension 3: Urban/Rural Status
by Census Metropolitan Area (CMA)
and Census Agglomeration (CA)

¢ Urban Core. “A large urban area around
which a CMA or a CA is delineated.
The urban core must have a population
(based on the previous census) of at least
100,000 persons in the case of a CMA, or
between 10,000 and 99,999 persons in the
case of a CA.”” (p. 264)
Urban Fringe. “All small urban areas
(with less than 10,000 population) within
a CMA or CA, which are not contiguous
with the urban core of the CMA or
CA.”7 (p. 264)
Secondary Urban Core. “The urban core
of a CA that has been merged with an
adjacent CMA or larger CA.”” (p. 264)
Rural Fringe. “All territory within a
CMA or CA not classified as an urban
core or an urban fringe.”” (p. 264)
CMA/CA. “Formed by one or more
adjacent municipalities centered on a
large urban area (known as the urban
core). The census population count of
the urban core is at least 10,000 to form a
CA and at least 100,000 to form a CMA.
To be included in the CMA or CA, other
adjacent municipalities must have a high

degree of integration with the central
urban area, as measured by commuting
flows derived from census place of work
data.”” (p. 229)

Appendix B—Methodology

Statistical Analyses

Descriptive analyses were used to estimate the
prevalence of various health indicators in the
CCHS. Bootstrapping techniques were used
by Statistics Canada in its analysis of the
variables presented in custom tabulations.

Descriptive analyses were used with the
NLSCY to estimate the proportion of

youth who responded to the questions on
positive physical image, weight maintenance
and participation in unorganized sports
among youth aged 12 to 17 years, in addition
to cross-tabulations with the BMI and five
positive assets (parental nurturance, parental
monitoring, peer connectedness, school
engagement and community engagement).
For the purposes of this report, due to small
sample size for the low category (and hence
high variability), the medium and low
categories for the NLSCY-specific variables
have been combined. The bootstrap weights
method for variance estimation was used

to account for the complexity of the NLSCY
(that is, complex sample design, non-response
adjustment and post-stratification). NLSCY
Cycle 4 cross-sectional weights were used.
Only those who responded to the relevant
questions were included in the analyses. For
those analyses using NLSCY Cycle 5, cross-
sectional design weights for 2002 were not
available; these estimates used cross-sectional
weights for 2000 linked at the individual
level. Adjustments were then made for bias
due to attrition from 2000 to 2002.

Analyses in this report were considered in
comparison to Statistics Canada’s quality
level guidelines:

Quality Level Requirements

Acceptable n is equal to or greater than 30, and
coefficient of variation is between
0 and 16.5%.

Marginal n is equal to or greater than 30, and
coefficient of variation is between
16.6% and 33.3%.

‘Warning: High level of error associated with the estimate.

WLELLET I nis less than 30, or coefficient of variation
is greater than 33.3%.

The estimate should not be released.

103



Improving the Health of Canadians: Promoting Healthy Weights

104

CPHI Public Opinion Survey on
Healthy Body Weights

In March 2005, CPHI funded a public
opinion survey to look at the public’s
attitudes and perceptions of health

and healthy weights in Canada. The
public opinion and marketing research
firm POLLARA surveyed a nationally
representative sample of 1,515 adult
Canadians 18 years of age and older. All
data were weighted to correct proportions
using Statistics Canada targets for age,
gender and population distribution. In
addition, an oversample of 301 interviews
was conducted in the territories. The
unweighted interview sample from the

territories was analyzed separately to identify

any differences between respondents in this
region and the rest of the country. A total
overall sample of 1,816 ensured accuracy to
within + 2.3%, 19 times out of 20.

The weighted population distribution
surveyed across Canada was as follows:
13% in British Columbia and the territories;
10% in Alberta; 7% in Saskatchewan and
Manitoba; 38% in Ontario; 24% in Quebec;
and 8% in the Atlantic provinces.

Using questions with open-ended or
categorical responses or scales (1 to 7,
where 1 is not at all important and 7 is
very important), respondents were asked
their opinion on the following issues:
e significant health issues in Canada;
e social and personal factors
causing obesity;
® social and personal factors
preventing obesity;
e importance of reducing obesity;
e factors important to the health
of their community;
e support for initiatives dealing
with the issue of obesity;
e perception of obesity as a problem
among children and adults;
e factors contributing to good health; and
e factors contributing to poor health.
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It’s Your Turn

We welcome comments and suggestions on Improving the Health of Canadians: Promoting Healthy
Weights and on how to make future reports more useful and informative. Please email ideas to
cphi@cihi.ca or complete this questionnaire and return it to:

Improving the Health of Canadians 2005-2006 Report Series
Promoting Healthy Weights Feedback

Canadian Population Health Initiative

Canadian Institute for Health Information

495 Richmond Road, Suite 600

Ottawa, ON K2A 4H6

Fax: (613) 241-8120

Instructions

For each question, please put an “X” beside the most appropriate response.

There are no right or wrong answers—we are simply interested in your opinions.
Our goal is to improve future reports. Individual responses will be kept confidential.

Overall Satisfaction With the Report
I. How did you obtain your copy of Improving the Health of Canadians: Promoting Healthy Weights?

(L It was mailed to me (L] From a colleague (L] Through the Internet
(L] I ordered my own copy (L] Other, please specify

2. To what extent have you read through the report?

(L) I have read through the entire report (L) I have read certain sections and browsed through the entire report
(L] I have browsed through the entire report

3. How satisfied are you with the following aspects of the report?

Clarity O Excellent 1 Good QO Fair O Poor
Organization/format () Excellent 1 Good O Fair 2 Poor
Use of figures () Excellent ) Good O Fair X Poor
Quality of analysis () Excellent ) Good O Fair 2 Poor
Level of detail presented () Excellent 1 Good O Fair 2 Poor
Length of the report () Excellent ) Good O Fair 2 Poor

Usefulness of the Report
4. Please indicate how useful you found the report by putting an “X” in the most appropriate category:

(L Very useful (] Somewhat useful (] Not useful


mailto:cphi@cihi.ca

Improving the Health of Canadians: Promoting Healthy Weights

5. How do you plan on using the information presented in this report?

6. What did you find most useful about this report?

7. How would you improve this report? Do you have any suggestions for future reports?

Reader Information
8. Where do you live?

(L] Newfoundland and Labrador (] Saskatchewan

(L Nova Scotia (] Alberta

(L) New Brunswick (] British Columbia

(] Prince Edward Island (L] Northwest Territories

(L) Quebec (L] Yukon Territory

(] Ontario () Nunavut

(L] Manitoba (L] Outside Canada (please specify country)

9. What is your main position or role?

(L] Health manager or administrator
(L] Researcher

(L Policy analyst

(L] Board member

(L] Elected official

(L] Health provider

(L] Student/youth

(] Educator

(L) Other, please specify

Thank you for completing and returning this questionnaire.




This publication is part of CPHI’s ongoing inquiry into the patterns of health across
this country. Consistent with our broader findings, it reflects the extent to which
the health of Canadians is socially determined, interconnected, complex and

changing. CPHI is committed to deepening our understanding of these patterns.

www.cihi.ca Taking health information further

www.icis.ca Al ‘avant-garde de l'information sur la santé
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