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Introduction
Objectives

This report compares the 1985 prevalence levels of
several important health practices in the United States and
Canada and trends in two practices between 1979 and 1985
in both countries. The comparison is mainly a descriptive
one, although in many instances it is possible to suggest
possible reasons underlying differences in prevalence rates.
The objective for presenting these data is to provide a new
perspective for those engaged in health promotion.

Systematic comparisons in health practices between
two countries have not previously been available. Because
there are important similarities in the data collection meth-
ods and in the populations under study in this report, the
comparisons reported here should be little affected by
systematic error. Thus it should be possible, at least at a
general level, to compare the impact on health practices of
policies and programs in the two countries (for example, a
universal public health insurance system, seatbelt legisla-
tion, and high blood pressure education). Another advan-
tage of intercountry comparison is that it allows
examination of demographic trends, such as the relation-
ship between education level and health practices, in two
populations. (The relationship between level of education
and health practices is not only confirmed, but shown to be
much stronger in the United States.) Finally, these U.S.-
Canada comparisons of health practices should suggest
important avenues for further research with practical appli-
cation. For example, there is no ready explanation for the

higher Canadian consumption of alcohol and tobacco, sug-
gesting that ethnocultural factors may deserve further ex-
amination.

Scope of the report

The prevalence levels of 12 health practices are com-
pared in this study: smoking; drinking status; average daily
alcohol consumption; physical activity; eating breakfast; use
of seatbelts and child safety restraints; ownership of smoke
detectors; recency of blood pressure checks, breast exami-
nations, and Pap tests; and practice of breast
self-examination. These are all the practices for which
comparable data exist for 1985, the date of the most recent
comprehensive survey in each country. Data for two addi-
tional variables—drinking and driving and blood pressure
awareness—are shown for the two countries, although the
statistics cannot be strictly compared because the questions
in the two surveys measured slightly different aspects of the
behavior. By virtue of their relationship to morbidity and
mortality, these are the most important health practices to
study. For most practices, prevalence is presented for four
age groups for each sex and for three levels of education.

Trend data for 1979 and 1985 are provided for smoking
and seatbelt use. These practices are the only ones for
which comparable data exist for the same two time points in
the United States and Canada.



Highlights

There were fewer smokers per capita in the United
States than in Canada in 1985, Thirty percent of U.S.
adults smoked cigarettes, compared with 35 percent in
Canada. This difference was especially pronounced
among the young (ages 18-24 years) of both sexes.
Between 1979 and 1985, most age-sex groups in both
countries had reduced their levels of smoking.

There was a higher proportion of drinkers in Canada
(82 percent) than in the United States (65 percent);
this difference was most marked among women (78
and 56 percent, respectively). Canadian drinkers were
also more likely than Americans to have an average of
two drinks or more (1 ounce or more of ethanol) daily.
Participation in regular sports or exercise was claimed
by 40 percent of adult Americans. This was 13 percent-
age points lower than the prevalence of regular activity
in Canada.

Regular use of seatbelts and car restraints in the
United States in 1985 was less than half that of Canada.
The largest international difference was among those
with less than a high school education. Canadians in
this category were three times more likely to use
seatbelts than their U.S. counterparts. Both countries
showed marked improvements between 1979 and 1985
in the proportion of the population usually wearing
seatbelts, increasing by 16 and 18 percentage points in
the United States and Canada, respectively.

A smaller percent of Americans than Canadians owned
smoke detectors in 1985: 69 compared with 77 percent.
About three-quarters of adults in both countries had
had a blood pressure check within the past 12 months.
Both populations displayed fairly high levels of basic
knowledge about hypertension.

About 50 percent of women in the United States had
had a breast examination by a doctor or nurse within
the past 12 months; the corresponding figure for Can-
ada was 69 percent.

U.S. women were less likely than Canadian women (32
and 41 percent, respectively) to practice breast self-
examination on a monthly basis.

The prevalence of Pap smear tests within the last 3
years was similar in both countries, at about three of
every four women.

Although prevalence rates often vary between the
United States and Canada, relationships between
health practices and level of education were similar in
the two countries. Educational differences in health
practices were particularly strong in the United States.
Good health habits—not smoking; regular physical
activity; use of seatbelts and car restraints; ownership
of smoke detectors; and regularity of breast examina-
tion, Pap smear, and breast self-examination—were
more common among better educated groups in both
countries. Of good health habits, only blood pressure
checks were unrelated to level of education. Current
drinking was the only apparently unhealthy habit found
to be associated with more education.

Age-sex patterns also showed similarity between the
United States and Canada. In both countries, women
and older adults were likely to have somewhat better
health habits than were men and younger adults. The
exceptions, however, may be important, such as the
lower rates of seatbelt use by older compared with
middle-aged Americans and the similarity in drinking
prevalence among young Canadian men and women.



Methods

In this report, prevalence data from two 1985 health
practice surveys are compared for the United States and
Canada. Furthermore, these data and data from similar
surveys conducted in 1979 are used to compare trends in
both countries. The major concern when making the inter-
national comparisons was to ensure that there was suffi-
cient similarity in the methods of the surveys to rule out any
systematic bias. A brief description of the techniques em-
ployed in the four surveys is provided in this section, with
additional details in appendix I. Definitions of terms used in
this report are provided in appendix II. Question wording is
described in the appropriate section of the results, and the
instruments for the 1985 surveys are reproduced in appen-
dix IIL

Sources of 1985 data

The principal sources of data for this study were two
large population surveys carried out at approximately the
same time, with similar methods and subject matter and
nearly identical sample designs (NCHS, 1986a; Health and
Welfare Canada, in press). The U.S. data are from the 1985
National Health Interview Survey (NHIS) of Health Pro-
motion and Disease Prevention (HPDP). NHIS is con-
ducted by the National Center for Health Statistics, with
field work carried out by the U.S. Bureau of the Census.
The Canadian data originate from Canada’s Health Promo-
tion Survey, carried out by Statistics Canada for Health and
Welfare Canada. Both surveys were intended to monitor
health practices in their respective populations and to
provide data for planning health promotion activities; both
are scheduled to be repeated in 1990.

A number of important similarities exist between the
U.S. and Canadian surveys. These arose not so much from
coordinated planning as from shared objectives and a com-
mon understanding about the best means to collect data on
these topics. The most important area of similarity involves
the target populations. In both cases these were the adult,
national, civilian noninstitutionalized populations. One
adult per family was selected in the U.S. survey, and one
per household was selected in Canada. Response rates
were high for both surveys—90 percent in the United States
and 82 percent in Canada.

In the United States, 33,630 persons age 18 years and
over living in approximately 35,000 NHIS sample house-
holds participated. In Canada 11,181 persons age 15 years

and over living in 13,649 households were interviewed.
Data presented in this report have been weighted to reflect
the 1985 populations in the two countries, and these
weights have been adjusted to take into account persons
selected but not participating in the survey. The average
weight (or number of persons represented by each sample
person) is 5,085 for the U.S. survey and 1,752 for the
Canadian survey.

The principal difference between the methods of these
two surveys was in the data collection process. Although the
survey respondent was interviewed at home in both cases,
the interview was conducted in person in the United States
and by telephone in Canada. This has two implications for
the results, both of them probably minor in impact. First,
some survey practitioners believe that greater candor and
accuracy are obtained in telephone responses (Marcus and
Crane, 1986). However, the survey subject matter was not
found to be particularly sensitive for most people, and any
advantages or disadvantages of telephone data collection
are likely to be minor. Second, the telephone technique
used in Canada naturally excluded households without
telephones. This amounts to only 3 percent of households.
The inhabitants of these households were disproportion-
ately young, unemployed males (Health and Welfare Can-
ada, 1985). Because the data in this report are presented by
sex and age group and because sample weights are adjusted
for these and other characteristics, the impact on the
comparisons should be minimal.

All data presented in this report are from the public
use microdata tapes available from the respective survey
sponsors (Health and Welfare Canada, 1985; NCHS, un-
published). Where differences are described in the results
section, these have been assessed by #-test and are signifi-
cantly different with p < .05. Appendix I describes how the
standard errors were calculated for this purpose.

Sources of 1979 daté

Health surveys had been carried out routinely in the
United States prior to 1985 and at irregular intervals in
Canada. Only a limited number of surveys have collected
information consistently over time, and only in 1979 were
there surveys in the United States and Canada that col-
lected data on health behaviors similar to those found in the

1985 surveys. (In the United States, the 1977 and the 1983

3



National Health Interview Sufveys also included questions
on health practices.)

Wave I of the National Survey of Personal Health
Practices and Consequences (NCHS, 1981, 1982) was a
telephone survey of 3,025 persons who constituted a prob-
ability sample of U.S. adults ages 20-64 years living in
bouseholds. Data collection was carried out by a research
contractor in the spring of 1979, and the response rate was
about 81 percent. The disproportionately high number of
women in the responding sample does not present a prob-
lem for this report because the data are shown separately
for each sex.

The .Canadian data for 1979 are from the Canada
Health Survey (Health and Welfare Canada and Statistics

Canada, 1981; Statistics Canada, unpublished). This was a
multimethod survey, employing an in-person interview,
self-completed questionnaire, physical measurements, and
blood sampling, carried out in the home. The data reported
here are from the self-completed questionnaire; question-
naires were completed by 23,791 persons ages 15 years and
over (15,239 ages 20-64 years). Data collection extended
from July 1978 through March 1979, and the design con-
sisted of a national probability sample of households in
which all members within the appropriate age limits were
selected for participation. The response for the question-
naire was 87 percent of those in interview households.



Differences in the
national populations

Although data in this report are presented by age, sex,
and educational level, it is important to compare the com-
position of the U.S. and Canadian populations for charac-
teristics that may affect the comparisons of health practices.

Table A shows the distribution of the two national
populations by age-sex groups and educational levels. The
education distributions of the two countries are quite dif-
ferent: Overall, Canadians were about 10 percentage points
less likely to have a high school diploma. The proportion
with college or university education, however, was very
similar (about 37 percent) in the two countries. This applies
equally to men and women, but not to all age groups.
Young Americans (ages 18-24 years) are less likely than
their Canadian age peers to be college educated, while the
reverse holds for ages 35-64 years—a fact to be remem-
bered when making age-specific comparisons between the
two countries.

When interpreting educational differences shown in
this report, the age composition of each of the education

groups should be kept in mind (table B). Americans with
less than a high school education are skewed toward the
older age groups, relative to their Canadian counterparts,
who have a higher proportion in the middle age groups.
Among college graduates, the Canadians have somewhat
higher proportions' in the younger age groups than do
American graduates.

In addition to these differences in age and education,
there are other contrasts between these two countries that
serve as a context for interpreting the results in this report.
Some of these are shown in table C. The United States is
the fourth most populous nation on earth, with a popula-
tion almost 10 times that of Canada. Moreover, because the
land mass of Canada is the second largest in the world, the
difference in population density is vast—Canada’s being
one-fifteenth that of the United States.

Differences in ethnocultural characteristics between
the United States and Canada are also apparent. Twelve
percent of U.S. adults are black and 85 percent are white; in

Table A. Population comparison: percent distribution of aduits by educational levels, according to sex and age: United States and

Canada, 1985
High school
Total Not completed Completed College or universily
United United United United
Sex and age Stales Canada States Canada Stales Canada Siates Canada
Percent distribution
All persons 18yearsandover . .........0 100.0 100.0 24.3 34.4 39.0 28.7 36.7 36.9
Men
Alages .......ccovvirivreearans 100.0 100.0 23.8 33.3 36.7 27.0 405 39.7
1810Y0lrs. . . . v v v vt 100.0 100.0 30.0 32,6 53.7 323 16.3 35.1
20-24Y08r8. . . ... i s e e 100.0 100.0 14.5 19.9 424 30.3 43.1 49.9
R5-34YOAMB. ... cvh vttt e 100.0 100.0 12.1 19.3 38.5 31.6 49.4 49.1
35-44Y0AMS. .. . ... i s 100.0 100.0 14.0 26.0 34.3 33.5 51.6 405
A5-BAYBAMS. . . ..o ittt i s 100.0 100.0 26.9 40.5 32.2 20.4 409 39.2
B5-64Y0AIS. .o o oottt et it 100.0 100.0 34.5 53.1 33.4 19.1 32.2 27.8
B5-7AYBAIS . . . . .ot vt it 100.0 100.0 451 59.4 31.0 171 239 23.4
75yearsandover. . . ... hi i 100.0 100.0 64.7 66.3 17.2 16.3 18.2 17.4
women

Alages .. ...ooeiiterneeanaaraaons 100.0 100.0 24.7 35.5 42.0 30.2 33.3 34.2
1B-19YOBIB. . . v vt v v v vttt 100.0 100.0 30.2 14.7 54.8 46.4 15.0 38.9
20-24Y08I8. . .. it b e s 100.0 100.0 14.6 17.2 43.6 31.4 418 51.4
2534 YBBIB. . ..o v i ittt 100.0 100.0 13.4 18.3 42.6 35.9 44.1 458
G544 YBAIS. . .. .. i ittt 100.0 100.0 155 315 43.4 31.5 411 37.0
A5-54 Y088, .. ...t e it 100.0 100.0 253 49.2 45.4 28.3 29.3 226
E5-64Y0ar3. ... ...ttt 100.0 100.0 31.7 53.8 43.9 28.4 24.4 17.8
B5-7AYOAIS . ... it v it 100.0 100.0 42.7 60.7 37.1 18.5 20.2 20.8
75years anAOVBr. . v . v v v i e e 100.0 100.0 57.8 66.0 23.9 145 18.3 19.4




Table B. Population comparison: percent distribution of aduits by age, according to educational levels: United States and Canada, 1985

High school
Total Not completed Completed Coliege or university
United United United United
Age States Canada States Canada States Canada Slates Canada
Percent distribution

All person 18 yearsandover. . ........... 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
18-10YBAIS . . . v v v v n sttt a e 4.3 44 5.3 3.0 59 6.0 1.8 4.3
20-24Y0AIS. .o vttt e 1.8 13.0 71 7.0 13.0 13.9 13.6 17.8
25-34Y0AIS . . . v it v 23.8 24.2 125 13.2 24.8 28,5 30.3 31.2
5-44YEAIS . . .o v vttt i 18.4 19.2 1.2 16.0 18.4 21.2 23.1 20.2
o R T - I 13.1 137 14.0 17.9 13.1 11.6 12.4 114
B5BAYOAIS. o vt s et 129 12.4 17.5 19.2 12.9 10.3 9.9 7.6
B5-TAYOAIS . » o . v v et vt 9.7 8.8 17.5 15.3 8.6 55 5.8 52
14.9 8.3 3.3 23 3.0 22

75years and over. . . ... v ve i 6.0 4.3

Table C. Selected population characteristics: United States and
Canada

Characteristics’ Unlted States Canada

Total resident population. . . .. ...... 238,740,000 225,354,000
Population density, persons per square

kilometer . .........c oo 39.3 25
Average annual population growth

rate, percent, 1980-85—U.S.;

1981-86—Canada. . . ....... ... 0.9 0.8
Per caplta income, U.S. dollars . . . .. .. $13,850 $11,579
Life expectancy at birth:

Males .. .....covenvveenrann 71.2 71.3

Females ...........ccvvuuen 78.2 79.6
Infant mortality, deaths per 1,000 live

biths. . .. ... i 10.6 7.9
Elderly dependency ratio, 1981. . ... .. 14.3 17.3
Percent of all deaths due to:

Heartdisease ................ 37 26

CanCor. . . v v v v et s i e 22 26

Trafficacckdents. . . . ........... 2 3
Physiclans per 10,000 population. . . . . . 21.3 18.6
Per capita health care expenditures, U.S.

dollars: 1983—U.S.; 1981—Canada . . $1,504 $1,001

1Data are for 1985 unless otherwise Indicated.
21986.

Sources: Health and Welfare Canada, 1987; see reference list. Nationa! Center
for Health Statistics, 1987; see reference list. Statistics Canada, 1987; Stalistics
Canada, Health Division, 1985 and 1987; see reference list. U.S. Bureau of the
Census, 1987; see reference list.

Canada, the white population accounts for over 98 percent
of the total. Although the majority of the white population
in both countries derives from Europe, in Canada 25

percent speak French as their first language and the coun-
try is officially bilingual. Partly as a consequence of this
large population of French background, a larger proportion
of Canadians than Americans is Roman Catholic (47 and
33 percent, respectively) and a smaller proportion is Prot-
estant (41 and 50 percent, respectively).

Despite these differences in population composition,
both countries have been similarly exposed to demographic
forces such as aging of their populations and increases in
the elderly dependency ratios over the last 25 years (Statis-
tics Canada, 1987). There are also similarities in the orga-
nization of the health care systems, based on a fee-
for-service method of payment that is conducive to the use
of highly technical and specialized services. A major differ-
ence, however, is the existence of a universal health insur-
ance system in Canada that provides coverage for hospital
and physician care. As a percent of gross national product,
in 1985 Canada spent 8.8 percent on health care; the
comparable figure for the United States was 10.7 percent.

Life expectancy at birth is the same for males in both
countries, but is 1.4 years higher for females in Canada
than in the United States (table C). The increase for both
sexes over the past 5 years has been greater in Canada,
where the infant mortality rate is also lower, by 2.7 per
1,000 live births (Statistics Canada, 1987). The major
causes of death are heart disease and cancer in both
countries; however, heart disease accounts for a higher
proportion of all deaths in the United States and cancer is
less common than in Canada.



Prevalence of health
practices, 1985

Consistency of definition was the overriding consider-
ation in carrying out the analyses for this study. As a result,
the findings for either survey in this report may be less
detailed than those available elsewhere and represent just a
fraction of the variables covered by each survey. However,
it is possible to make comparisons on several important
health practices.

A common format has been adopted for the presenta-
tion of results. For most of the health practices, a figure
compares the prevalence of the principal category of inter-
est for four age groups for men and women in the United
States and Canada. A detailed table provides the data for
additional categories and for three levels of education. In a
few cases, text tables are used where a figure is not
appropriate for displaying the data, and there is no corre-
sponding detailed table. Where differences are noted and
discussed in the text, these have been found statistically
significant (probability of the differences being due to
sampling error is no greater than 5 percent, and is usually
no larger than 1 percent). The method for testing the
difference between proportions is explained in appendix I.

All data are, of course, cross-sectional in nature. Thus
the frequently observed associations between health prac-
tices and chronological age may be due to maturation
processes, generational effects, selective survival, or a com-
bination of these and other factors, The current data are
not adequate for distinguishing among these possible expla-
nations.

Smoking

Of all the health practices one might consider studying
in a population, cigarette smoking is undoubtedly the most
important. Although substantial declines have been re-

.ported in recent years (Collishaw, 1987; NCHS, 1986b),
smoking remains the number one cause of preventable
death and disease (Richmond, 1979). A comparison of
rates in the United States and Canada may shed some light
on the relative success of policies employed to limit smok-
ing in these two countries.

Current smokers were more prevalent in Canada (35
percent) than in the United States (30 percent). The United
States had a smaller proportion of smokers in most age
groups for both sexes and at all three levels of education
(table 1). The most pronounced differences were among
women and those 18-24 years of age (figure 1). Young men
and young women were more likely to be current smokers
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Figure 1. Percent of the adult ion who were current cigarette
smokers, by age: United States and Canada, 1985

in Canada than in the United States, by about 10 percent-
age points.

Despite these systematic differences between the pop-
ulations of the two countries, the relationships between
smoking, age, and sex were similar in both countries.
Overall, men were more likely than women to be smokers,
except at 18-24 years of age; in this group women were
more likely to smoke than men in the United States and in
Canada. Also seen in both countries was a drop in the
proportion of smokers with increasing amounts of educa-
tion, although in Canada the drop was observed only in the
college-educated group. The highest rate of smoking by
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men was at ages 25-44 years in both countries, after which
there was a steady decline. Among women, however, there
was a noteworthy difference. Although female smokers
were about equally prevalent in all age groups up through
age 64 years in the United States, in Canada they were
more prevalent at ages 18-24 years, and progressively less
prevalent in older age groups. In fact, young Canadian
women had the highest proportion of smokers (41 percent)
of any age-sex group in the two countries.

Discussion—For both surveys virtually identical ques-
tions were used, with the exception that more detail was
collected on nonsmokers in the United States. The ques-
tions are well established, having been used with minor
variations in both countries for many years. The more
favorable rates in the United States may be attributable to
more antismoking public education, the profile given this
issue by the U.S. Surgeon General, and more extensive
restrictions on smoking in public places such as restaurants
and airplanes. In both countries similar prohibitions exist
on advertising tobacco products in the mass media. The fact
that more women than men smoke only at ages 18-24 years
suggests that the recent targeting of young women by
cigarette manufacturers (Ernster, 1985) is experiencing
some success in both countries.

Alcohol use

The use of alcohol may be second only to smoking in
the attention it receives from regulators and health educa-
tors. As with smoking, a comparison of the prevalence of
alcohol consumption in the United States and Canada may
reveal something about the effectiveness of each country’s
control measures.

For this purpose, individuals were classified as current
drinkers, lifetime abstainers, and former drinkers (see ap-
pendix I for definitions of terms). As table 2 shows,
current drinkers were substantially more common in Can-
ada (82 percent) than in the United States (65 percent), a
difference that was found in every age-sex group.

Female drinkers contributed disproportionately to this
intercountry difference because they were more prevalent
in Canada by 23 percentage points. In contrast, the preva-
lence of male drinkers in Canada was 10 percentage points
higher than in the United States. Young women (ages 18-
24 years) accounted for the largest difference between
countries; they were 27 percent more likely to be current
drinkers in Canada than in the United States (91 versus 64
percent) (figure 2).

In the United States and Canada, drinking was more
likely among persons under age 45 years, males, and the
well educated (table 2). Both sex differences and educa-
tional differences in drinking prevalence were greater in the
United States than in Canada.

Most Americans who were not current drinkers de-
scribed themselves as lifetime abstainers (27 percent),
rather than former drinkers (8 percent) (table 2). In Cana-
da, the lifetime abstainers accounted for a much smaller
proportion of the population than in the United States and
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Figure 2. Percent of the adult population who were current drinkers, by
age: Unlted States and Canada, 1985 .

were actually outnumbered by the former drinkers. Men in
the two countries were about equally likely to be former
drinkers (9 percent), whereas Canadian women were about
twice as likely as their U.S. counterparts to have given up
drinking (12 and 6 percent, respectively).

Canada not only had a higher proportion of current
drinkers, but Canadian drinkers were slightly more likely to
be heavier drinkers (14 percent), averaging two drinks or
more daily, than their U.S. counterparts (12 percent) (table
3). In the United States, the largest proportion of heavier
drinkers was among those with less than a high school
education; in Canada, high school graduates consumed the
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Figure 3. Percent of adult drinkers who on the average consumed 1.0
ounce or more daily of absolute alcohol (2 drinks or more), by age:
United States and Canada, 1985

highest average daily amount of alcohol (table 3). However,
in neither country was heavier consumption typical; 86-88
percent of drinkers average less than two drinks daily. (See
also figure 3.)

Drinking and driving is a problem that has received a
vast amount of publicity in the United States and Canada in
recent years, yet adequate population statistics on the
extent of this practice have not been readily available.
Although health surveys are now starting to collect this
information, it is not yet in a consistent form that permits
ready comparison. Questions in the two 1985 surveys,
though different, shed some light on the prevalence of
drinking and driving in the two countries.

Seventeen percent of U.S. adults admitted in 1985 to
driving within the past year after “they perhaps had too
much to drink” (table 4). In Canada, 25 percent reported
they had driven in the past month “within two hours of
drinking any amount of alcohol.” Strict comparisons of
prevalence rates are ruled out by the different wording of
the questions. However, in both countries, drinking and
driving was more prevalent among men than women and
amonyg younger adults than older persons. The only excep-
tion to this age pattern was among Canadian men; for this
group, drinking and driving was most prevalent among
those ages 25-44 years (figure 4). In both countries, driving
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Figure 4. Percent of adult drinkers who drove after drinking, by age:
United States and Canada, 1985

after drinking was least likely to be reported by those with
less than a high school education.

Discussion—Question wording on type of drinker var-
ied in the two surveys, producing a stricter definition of
lifetime abstainer in Canada (no drinks ever) than in the
United States (never had 12 or more drinks in any one
year). This undoubtedly explains some, but probably not
all, of the 20 percentage point greater prevalence of lifetime
abstainers in the United States. More important, the defi-
nitions of current drinker are comparable in the two sur-
veys (at least one drink in the past 12 months). There are
no obvious differences in policies or programs to explain
the 17 percentage point higher prevalence of current drink-
ers in Canada. However, the higher drinking prevalence in
Canada parallels the findings for smoking—the young have
among the highest prevalence levels. This is not surprising,
considering the consistent associations between smoking
and drinking reported elsewhere (Berkman and Breslow,
1983; Stephens, 1986).

Estimates of average daily consumption are based on
reports for the last 14 days in the United States compared
with the last 7 days in Canada and are limited to current
drinkers in both cases. Other things being equal, this should
mean that the proportion of drinkers in the “none” cate-
gory should be lower in the United States. As shown in
table 3, the proportion of drinkers in the “no ounces”
category was 16 percentage points lower in the United
States than in Canada. Distribution across the lighter,
moderate, and heavier categories is less likely to be affected
by this difference in the reporting period. The 14-day
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reference period probably means the U.S. data are more
stable, but the impact on aggregate statistics should be
minor.

In the case of drinking and driving, the prevalence rates
cannot be compared because the questions were markedly
different. The U.S. definition was stricter because it re-
ferred to impaired driving, which the Canadian one did not.
Further, the reporting period in the U.S. question was one
year, compared with the last month in Canada. Although
these differences would affect prevalence levels, a compar-
ison of the demographic patterns was reasonable because
the behavior under examination was similar in both surveys.

Physical activity

Leisure-time exercise is a practice with a wide variety
of possible health benefits (Powell and Paffenbarger, 1985)
and one that has apparently been taken up with enthusiasm
in both the United States and Canada (Stephens, 1987). In
the United States, the President’s Council on Physical
Fitness and Sports was initiated in 1956 to promote physical
fitness of all Americans (President’s Council on Physical
Fitness and Sports, 1987). In Canada, the PARTICIPaction
organization has been promoting exercise since 1971 (Con-
temporary Research Centre, Ltd., 1982).

Although detailed statistics on the prevalence of rigor-
ously defined activity have recently been published for the
United States and Canada (Schoenborn, 1986; Stephens,
Craig, and Ferris, 1986a), they are not available for both
countries for the same year. As a result, figure 5 and table
5 show summary indicators for 1985 that are reasonably
comparable.

In the United States, 40 percent of adults claimed that
they exercised or played sports regularly, compared with 53
percent in Canada who reported vigorous activity for at
least 15 minutes three times or more per week (table 5).
This tendency of Canadians to be more active was true of
most age-sex groups, especially for those 45 years of age
and over (figure 5).

In Canada, there was only a small difference between
the sexes in the reported prevalence of activity at ages 18-24
years, while in the United States, men were much more
likely than women to be active at this age. In Canada,
women were more likely than men to be active at ages
45-64 years. Both populations are characterized by a de-
cline in physical activity with increasing age, with the nota-
ble exception of an increase for Canadian men at age 65
years and over.

In both countries, leisure-time activity increased with
higher levels of education (table 5). This was especially the
case in the United States, where there was a two-fold
difference in the prevalence of activity between the lowest
and the highest educational levels. In Canada, this gradient
was much less steep.

Discussion—The physical activity questions are worded
differently in the two surveys. Although the Canadian
question appears to be stricter, it is not certain that this is
the case. A more rigorous definition of physical activity
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Figure 5. Percent of the adult population who were regularly active jn _
leisure time, by age: United States and Canads, 1985

based on caloric expenditure was calculated from a detailed
inventory of activities (Stephens, Jacobs, and White, 1985).
By this approach, 27 percent of U.S. adults qualified as
active in 1985—ezxpending 3 kilocalories or more per kilo-
gram of body weight daily (Schoenborn, 1986). The compa-
rable figure in Canada in 1981 was 25 percent (Stephens,
Craig and Ferris, 1986a), and this is likely to have increased
during the period 1981-85, judging by trends documented
elsewhere (Stephens, 1987). Moreover, 27 percent of Cana-
dians age 15 years and over expended 4.5 kilocalories or
more daily on physical activity in 1985, according to the
nationwide General Social Survey (Statistics Canada,
1987). All of this suggests that the general conclusion, if not
the precise quantities, of figure 5 is correct, even though
physical activity tends to be higher in June, when the
Canadian data were collected.

Daily breakfast

Although eating a good breakfast on a regular basis is a
health practice that receives little attention from health
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age: United States and Canada, 1985

promoters, it is nevertheless associated with better health
including lower levels of mortality (Berkman and Breslow,
1983). Whether this is due to the salutary effects of break-
fast alone, or whether a regular breakfast is indicative of
generally good nutritional habits is not clear, but it is
associated with good health independent of other practices
such as smoking, drinking, and exercise.

Collecting detailed data on dietary habits is complex
*and difficult, and the approaches adopted to assess break-
fast consumption in the United States and Canada in 1985
were slightly different. The U.S. survey asked about the
frequency of breakfast, and the Canadian study obtained
the weekly frequency of five broad classes of breakfast
foods. This allowed a breakfast consisting of only coffee to
be eliminated from consideration, a qualification not rou-
tinely possible with the U.S. data. (In the U.S. survey, a
coffee-only breakfast was disregarded only when the inter-
viewer was specifically asked whether or not coffee alone
should be considered breakfast.) Because of this difference
in the definition of breakfast, as well as in the frequency
categories provided to respondents, figure 6 concentrates

on those who generally missed breakfast—the category that
can be most readily compared.

Americans were less likely than Canadians to skip
breakfast (24 percent versus 29 percent, respectively). This
difference was found across most age-sex groups, although
some were not statistically significant. U.S.-Canadian dif-
ferences were most pronounced for men ages 45-64 years
and women age 65 years and over.

In both countries, younger people (ages 18-44 years)
were more likely to miss breakfast than were middle-aged
or senior adults. In the United States, there was virtually no
male-female difference in the prevalence of this practice at
any age. In Canada, men and women differed somewhat in
their breakfast habits, and these sex differences varied with
age. In the youngest and oldest age groups, women were
more likely than men to skip breakfast. Among Canadians
ages 45-64 years, skipping breakfast was more prevalent
among men, but no sex difference was found for persons
ages 25-44 years. The relationship between skipping break-
fast and level of education found in Canada did not occur in
the United States (table 6).

Discussion—The Canadian definition specifically elim-
inates a breakfast consisting of coffee only. This may
account for the 4-percentage-point difference between the
United States and Canada in missed breakfasts.

Seatbelts and child restraints

Motor vehicle accidents are the fourth leading cause of
death in the United States (NCHS, 1985a) and the seventh-
ranked cause in Canada (Statistics Canada, 1985). These
stark facts have led to the heavy promotion of seatbelt and
child restraint use through public education and, more
recently, through legislation.

Regular seatbelt use in the United States in 1985 was
less than half that of Canada. Slightly more than one-third
of American adults reported wearing their seatbelts
“usually,” compared with more than three-quarters of
Canadians (table 7). Large differences were found for all
age groups, both sexes, and all educational levels. The
largest contrast is for those who have not completed high
school: For these, the prevalence of regular seatbelt use in
Canada was three times that of the United States.

United States-Canada comparisons of adults who re-
ported never wearing seatbelts mirrored those for regular
users. About one-third of U.S. adults, compared with 13
percent in Canada, reported in 1985 that they never wore a
seatbelt.

Despite these large differences, there were similar
demographic patterns in the two countries (figure 7).
Women were more likely than men in all age groups to be
regular seatbelt users, a discrepancy that diminished
steadily with increasing age in the United States, but not
Canada. In both countries, the young (18-24 years of age)
were least likely to wear seatbelts, although the steady
increase in prevalence of seatbelt use with age in Canada
was not seen in the United States.
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Figure 7. Percent of the adult population who usually wore seatbelts, by
age: United States and Canada, 1985

Like the findings for seatbelts, the use of child re-
straints (table D) was higher in Canada than in the United
States. Almost all Canadian parents (91 percent) claimed to

usually insist upon their children being buckled up, com-
pared with half (52 percent) of U.S. parents. There was a
sharp increase in the use of child restraints with increasing
education in the United States, which did not hold in
Canada. .

Discussion—The survey questions asking about the use
of seatbelts were nearly identical. Response categories
differed only slightly and are unlikely to have affected the
results (see appendix II for definitions). A much more
important explanation for the two-fold difference in preva-
lence is the existence of seatbelt legislation in Canada and
its absence in the United States in 1985. Approximately 90
percent of the Canadian population was subject to such
legislation at the time of the survey, and it was routinely
enforced with substantial fines for noncompliance. The first
such legislation was introduced in the United States in
1985, and it was not initially enforced. It is possible that the
Canadian prevalence levels might be inflated because of
reluctance to admit breaking the law. Observational studies
of seatbelt use suggest that the prevalence is somewhat
lower than self-reported (Arora, 1981).

Smoke detector ownership

The smoke alarm offers an effective and inexpensive
measure of protection against residential fires, which ac-
count for thousands of injuries and deaths annually, as well
as millions of dollars’ worth of property damage. The U.S.
and Canadian surveys asked similar questions about own-
ership of smoke detectors, obtaining the information from a
responsible adult member of the household. Because the
Canadian survey did not identify the number of smoke
detectors nor their working status, the findings are pre-
sented simply to show ownership of one or more devices.
Although smoke detector ownership is a household rather
than a personal characteristic, these data are presented by
respondent characteristics because of lack of comparable
household data for the two surveys.

Smoke detector ownership in the United States was
lower (69 percent) than in Canada (77 percent) (table 8), a
difference found at all age levels and most pronounced for
ages 18-24 years (figure 8). In both countries, the highest
rate of ownership was for ages 25-44 years.

There was a definite increase in the prevalence of
ownership with higher levels of education in the United

Table D. Safety restraints: percent distribution of children by frequency of restraint use, according to parents’ educational levels: United

States and Canada, 1985

Total Usually Sometimes Never
UnHed United Unhted United
Educational level Slales Canada Slates Canada Slates Canada Slates Canada
Percent distribution

Alleducationatlevels. .. .................... 100.0 100.0 52.1 91.3 28.9 3.4 19.0 53
High school:

Notcompleted . ...............c.vn... 100.0 100.0 34.9 89.6 30.2 3.1 35.0 73

Completed. . .. .......0iiiivrinrnennnns 100.0 100.0 46.6 92.2 30.4 24 23.0 54
Collegeoruniversity . .. . ... cvvi it inennn.n. 100.0 100.0 61.3 91.8 27.3 44 11.4 3.8
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States; this was inconsistent in Canada, although the lowest
levels of ownership were among those with less than a high
school education.

Discussion— Although the U.S. survey collected more
detail about smoke detector ownership, the basic question
was very similar to the Canadian version. The comparison
shown here is for the number of smoke detectors owned,
regardless of their state of repair. Comparison of these data
with previously published data for the United States suggest
that approximately 9 percent of installed detectors are not
working (NCHS, 1986a). This proportion is probably simi-
lar in Canada, although the information was not obtained
there. If there is a difference that requires explaining, it is
the 13-percentage-point higher level of ownership by Cana-
dian men ages 18-24 years. This may result from the
installation of smoke detectors in college dormitories or the
fairly widespread requirement for the devices in apartment
buildings. The lack of a uniform national standard for
smoke detector installation in either country leaves such
attempts at explanation in the realm of speculation. This
difference may also result from the fact that, at this age,
more Canadians than Americans were college educated
(table A), a factor that is positively associated with owner-
ship.

Most recent blood pressure check

Hypertension is a condition affecting 31 percent of
Americans ages 18-74 years (Subcommittee on Definition
and Prevalence of the Joint National Committee on Detec-
tion, Evaluation, and Treatment of High Blood Pressure,
1985) and 23 percent of Canadians ages 20-69 years
(Stephens, Craig, and Ferris, 1986b). Because hypertension
is only detected with a blood pressure check, public educa-

tion and medical practice have urged regular measurement
for several years.

Both U.S. and Canadian surveys asked similar ques-
tions concerning the respondent’s most recent blood pres-
sure check. Overall, the prevalence of blood pressure
checks within the past 12 months was slightly lower in the
United States (74 percent) than in Canada (76 percent)
(table 9). However, this difference was only statistically
significant for women, and was not equal across age groups
(figure 9). Young U.S. men were 11 percentage points
more likely than their Canadian counterparts to have had a
check within the past year. For older groups, it was the
Canadians who were more likely to have had a recent
check; this was particularly true of women. In both coun-
tries, the likelihood of a recent blood pressure check in-
creased with age. An exception was U.S. women ages 25-44
years who were less likely than women of other ages to have
had a blood pressure checkup within the past year.

Approximately three-fourths of individuals in the
United States and in Canada at all three educational levels
had had a blood pressure check within the past 12 months.

Discussion—The questions on time since last blood
pressure check were nearly identical in the two surveys.
Because there is no Canadian equivalent to the U.S. Na-
tional High Blood Pressure Education Program, the near-
equality in prevalence rates is surprising. It may be that the
existence of universal health insurance in Canada compen-
sates for the absence of a national high blood pressure
education program in that country. Additionally, because
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virtually all Canadians have U.S. television programming
available, and U.S. magazines are widely distributed in
Canada, some of the impact of the U.S. education program
may also be felt north of the border.

Blood pressure awareness

Knowledge of the importance of hypertension and of
the need for regular checks is seen as important in the
United States and Canada because monitoring and control
depend heavily on individual initiative. Each country gained
important insights into the level of public knowledge
through their 1985 surveys, although the questions mea-
sured different aspects of awareness.

More than two-thirds of U.S. adults were aware that
high blood pressure definitely increases the chances of
heart disease (table E). This high prevalence of knowledge
was true for men and women, and for all age groups under
65 years. Among U.S. men and women ages 65 years and
over, a somewhat lower but still substantial proportion
(58-59 percent) was aware of the heart disease risk associ-
ated with high blood pressure. U.S. adults with a college
education were 20 percentage points more likely to appre-
ciate the hazards of hypertension than those with less than a
high school diploma.

An important feature of hypertension is the lack of
overt symptoms. Thus Canadian adults were asked to con-
sider the statement, “You only need to have your blood
pressure checked if you think you have a problem.” Over 80

Table E. Blood pressure awareness: percent of adults in the
United States who were aware that hypertension increases the
chances of heart disease and percent of adults in Canada who
were aware of the need for blood pressure testing in absence of
symptoms, by sex, age, and educational levels: 1985

Blood presstre awareness
Increased chances  Tesling in absence
of hearl disease Iin of symptoms in
Sex, age, and educational level Unlled Slates Canada
Percent
All persons 18 years and over. . . 68.4 80.7
Men

Altages. ................ 68.0 78.2

1824years . ............. 65.3 75.5

2544years .............. 71.9 81.8

45-64years .. ............ 68.1 774

65yearsandover . ......... 58.6 70.8

Women

Allages. ................ 68.9 83.2

18-24yelrs ... ........... 67.2 87.0

2544years .............. 729 85.8

4564years . ............. 70.9 79.8

65yearsandover .......... 58.0 77.3

Educational level

Highschook. . ............

Notcompleted. .......... 56.6 75.8

Completed . ............ 68.8 81.2

College oruniversity. . . ...... 76.2 85.3
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percent were aware of the need for blood pressure testing
in the absence of symptoms (table E). Women were more
likely than men (83 and 78 percent, respectively) to have
the correct view on this item. Differences among the age
groups were not large, although the oldest men were least
likely to see the need for a check in the absence of any
complaint (71 percent). As is true of the blood pressure
knowledge question on the U.S. survey, correct answers
were directly related to level of education, although the
difference between the lowest and highest educational lev-
els was only 10 percentage points in Canada, in contrast to
the 20-percentage-point difference in the United States.

Breast examination

At the time these surveys were conducted, breast can-
cer was the leading form of cancer among women in the
United States (NCHS, 1985a) and Canada (Statistics Can-
ada, 1987), accounting for about one-quarter of all female
cancer. Periodic breast examination by a physician or nurse
is widely recommended as an effective technique for early
detection. Both surveys asked women to report on their
most recent breast examination by a “doctor or other
health professional” (United States) or by a “doctor or
nurse” (Canada). The U.S. survey identified the interval
since the most recent examination, and the Canadian survey
simply determined whether the examination was within the
past 12 months.

The prevalence of breast examination within 12 months
was lower in the United States (50 percent) than in Canada
(69 percent) (table 10). A substantial difference between
the two countries was characteristic of all age groups.
Furthermore, there was a similar decrease in the probabil-
ity of a recent test with increasing age in both countries
(figure 10). There was a tendency in both countries for the
prevalence of a recent breast examination to increase with
higher levels of education. In the United States and in
Canada, college-educated women were about 15 percent-
age points more likely than those with less than a high
school education to have had a breast examination within
the past 12 months.

Discussion—Although the questions on breast
examination were similar, the U.S. survey collected more
detail and the response categories were worded slightly
differently. However, the shortest interval was similarly
described—“less than 1 year” in the U.S. survey and
“within the past 12 months” in the Canadian questionnaire.
Recall and other errors are likely to have been similar in
both surveys, suggesting that a substantial difference ex-
isted in prevalence of recent breast examination in the two
countries.

Despite controversy about its efficacy, breast
self-examination (BSE) is widely promoted in the United
States and Canada (Baines, Wall, Risch, et al., 1986). Both
surveys asked women to report how often they perform
BSE. Monthly BSE was less common among U.S. women
(32 percent) than their Canadian counterparts (41 percent)
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(table F). This was true at all age levels, especially ages
18-24 years where the prevalence of breast self-examination
was 38 percent in Canada compared with 24 percent in the
United States. In both countries, a positive relationship

existed between prevalence of this practice and amount of
education; but in each case, the difference between the
least and most educated women was only 5 percentage
points. The prevalence of women who never perform BSE
or only do it less often than every 3 months mirrored the
results reported above. The proportion of both groups was
higher in the United States.

Discussion—The line of questioning on BSE was
slightly different in the two surveys. In the United States,
women were first asked if they knew how to perform BSE.
Frequency was determined only for those professing knowl-
edge. In the Canadian survey, all women were asked about
the frequency with which they performed BSE regardless of
knowledge. Thus, the U.S. data in fable F combine “don’t
know how” with “never.” This treatment of the data is
unlikely to affect the proportions reporting monthly BSE,
suggesting that BSE has been more successfully promoted
in Canada.

Most recent Pap smear

Although less frequent than cancer of the breast, can-
cer of the cervix is a significant cause of morbidity and
mortality. Early detection by regular Papanicolaou (Pap)
smears is the commonly advocated protective measure,
although there is no consensus about the optimal frequency
(American Cancer Society, 1980; American College of
Obstetricians and Gynecologists, 1980; Canadian Task
Force on the Periodic Health Examination, 1979). Both
surveys asked women to report the interval since their most
recent Pap smear.

Annual cytologic screening is recommended by the
American College of Obstetricians and Gynecologists
(1980). For this interval, the prevalence of testing was
slightly higher in the United States (63 percent) than in
Canada (61 percent) (table 11). In both countries, women
ages 25-44 years were most likely to have had a Pap smear
within the past year. Women who had never had a test were
more prevalent in Canada, but the proportions were small
in both countries.

Table F. Breast examination: percent distribution of women by frequency of breast self-examination, according to age and educational

levels: Unlted States and Canada, 1985

Al lgast once every
Tolal Monthly 3 months Less often Never
United Unied United United United
Age and educational level States Canada Siales Canada Slales Canada Slales Canada Stales' Canada
Percent distribution
ALBGES . . ottt ie et 100.0 100.0 321 405 18.9 19.8 21.5 17.8 27.4 220
18-24Y0AIS, . . . .. vt i e i et e s 100.0 100.0 23.9 38.1 17.2 11.6 221 21.6 36.8 28.6
b L T T - 100.0 100.0 33.5 39.6 21.3 23.7 24.7 17.0 20.4 19.8
A5-B4Y0BIS, . . . .t e 100.0 100.0 36.9 45.6 19.1 223 19.2 15.8 24.8 16.3
G5ysarsandover.. .........ccciiiiiaaan. 100.0 100.0 29.1 36.7 14.4 13.2 16.3 19.0 40.2 31.0
Educational level
Highschool: . . ........ciiieiiieennnnns
Notcompleted .............. e 100.0 100.0 29.3 38.1 13.6 20.0 18.4 17.0 38.9 249
Completed. . . .. ..o ii ittt e e 100.0 100.0 32.0 40.3 19.3 18.0 23.5 18.4 253 23.3
Collegeoruniversity . . . . .............0ccv.n 100.0 100.0 34.3 43.7 22.3 21.0 21.4 17.7 21.9 17.6

Tincludes “don't know.”
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In both countries, better educated women were more
likely to have had a Pap smear within the past year than
women with fewer years of schooling. This gradient with
education was steeper in the United States (21-percentage-
point difference between the least and most educated
groups) than in Canada (16-percentage-point difference).

Figure 11 shows the prevalence of Pap smears within
the past 3 years, the interval recommended for most women
by the American Cancer Society (1980) and the Canadian
Task Force on the Periodic Health Examination (1979). As
was true of the 1-year interval, there is a slightly greater
tendency of American women in each age group to have
had a Pap smear within 3 years compared with Canadian
women the same age.

Discussion—The questionnaire items on Pap smears
were similar in the two surveys, as were those about breast
examination, but the response options differed between the
United States and Canada. For U.S. women, the category
“within 12 months” in table 11 includes women who an-
swered “1 year” (17 percent) and “in the last year” (46
percent). Canadian women who had been recently tested
had to choose between reporting “within the past year” and
“last 2-3 years.” For this reason, the more reliable compar-
ison is for the cumulative total of women tested within the
past 3 years, as shown in figure 11. The differences revealed
here, although statistically significant, are minor in real
terms, and suggest that women in both countries have been
equally sensitized to the need for regular screening, partic-
ularly in the age group 25-44 years.



Trends in selected
health practices,
1979-85

Although the previous section of this report provided
comparable data on many important health practices, some
limitations were encountered because of lack of compara-
ble data. This problem is much more severe when the
desire is for international comparisons at more than a
single time point. Nevertheless, data are available for both
countries for 1979 to describe smoking and seatbelt use.
Although limited in scope, such comparisons are useful for
making inferences not only about changing situations but
also about the possible reasons for such changes. Unfortu-

nately, the education variable for the Canadian survey in
1979 does not provide the same categories as for the U.S.
survey, and the data for the United States for 1979 are
available only for persons 20-64 years of age.

Smoking

Figure 12 shows the changing prevalence of current
smokers in three age groups similar to those shown in
earlier tables. Most groups show a decrease from 1979 to
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1985; overall, this change is greater in Canada (9 percent-
age points) than in the United States (2 percentage points)
(table 12). However, initial prevalence was much higher in
Canada (46 percent) than in the United States (35 percent).
In 1979, substantially higher levels of smoking were found
among Canadians than among Americans in all age-sex
groups.

The largest decrease between 1979 and 1985 in the
prevalence of smoking was among the youngest group of
Canadians (14 percentage points for men and 10 percent-
age points for women). U.S. men and women of the same

age did not change their smoking. In the United States, the
greatest reductions in smoking prevalence were among
those 25-44 years of age.

Discussion—The 1979 data on smoking are based on
survey questions similar to those used in 1985, thus ques-
tion wording and response categories should not be a
source of bias in these trends. Survey administration tech-
niques differed, as noted earlier—telephone interviewing
for the 1979 US. and 1985 Canadian surveys,
self-administration for the 1979 Canadian data, and
in-person interviewing for the 1985 U.S. questions on
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smoking. There is no reason to suspect that these variations
would have a systematic impact on the results. The preva-
lence for smoking in Canada in 1979 (46 percent of adults)
is higher than other Canadian smoking statistics for the
period, but these other statistics evidently were biased
downward by proxy reporting (Health and Welfare Canada
and Statistics Canada, 1981, p. 48). The decline in smoking
between 1979 and 1985 reported here is entirely consistent
with longer term trends reported elsewhere and trends
based on more data points (Collishaw, 1987; NCHS,
1986b). It is apparent that the antismoking campaigns in
the United States and Canada have had an impact. The
appearance of greater impact in Canada may be a statistical
artifact resulting from the higher initial prevalence.

Seatbelt use

There were sharp increases in the use of seatbelts in
the United States and Canada between 1979 and 1985
(table 13). The prevalence of those reporting “usual” use
almost doubled (20 to 36 percent) in the United States; in
Canada, the rate of increase was more modest but the
absolute gain was also impressive (61 to 79 percent).

Figure 13 shows that all age-sex groups increased their
frequency of seatbelt use. In both countries, the largest
gains were registered by women, especially those ages

25-44 years in the United States and ages 20-24 years in
Canada.

In the United States and Canada, there were large
reductions over this period in the proportions reporting
that they never wore seatbelts (table 13). In the United
States, increases were found in occasional use and usual
use between 1979 and 1985. In Canada, the proportion of
people who were occasional users grew relatively little,
which may suggest that most people who started to wear
seatbelts did so on a regular basis.

Discussion—There are no meaningful differences be-
tween 1979 and 1985 in the wording of questions on
seatbelt use in either the United States or Canada; methods
of administration varied as explained for smoking trends.
Thus, the increases in reported seatbelt use in both coun-
tries cannot readily be attributed to methodological
sources. As is true of the 1985 data for Canada, reported
use may be inflated because of respondents’ hesitation to
admit breaking the law. The reason why this reluctance
should have been greater in one year than the other is not
obvious. The increase in seatbelt use from 1979 to 1985 is
more readily explained by extensive public education efforts
in the United States and by new provincial legislation
covering an additional 10 percent of the Canadian popula-
tion. Canadian data for the use of child restraints in 1978
(Verreault, Stulginskas, Keyl, et al., 1982) suggest increases
in use paralleling that for seatbelts.

19



Discussion of results

General methodological issues

One difference in survey methods has been noted in
the earlier discussion of specific results. As described in the
methods section, the U.S. National Health Interview Survey
of Health Promotion and Disease Prevention was con-
ducted by personal interview in the respondent’s home;
Canada’s Health Promotion Survey was conducted by inter-
view over the telephone. Some might claim that the com-
parative anonymity of the telephone interview is more
conducive to candid answers (Marcus and Crane, 1986).
However, because the subject matter of the surveys was not
particularly sensitive, with the possible exception of ques-
tions on alcohol use, this difference in data collection
techniques should not have had a systematic impact on the
results.

Nor is there any indication that either 1985 survey
suffered in any significant manner from bias in the sample
design or response to request to participate in the survey.
Both surveys covered the civilian noninstitutionalized
household populations of their respective countries, and the
response rates were high in both instances—90 percent in
the United States and 82 percent in Canada.

The survey’s sponsor was clearly identified to partici-
pants as the national health department in both surveys,
and assurances of confidentiality were provided. In short,
while the usual nonsampling errors related to recall and
social desirability might have affected some responses to
some questions in both surveys, this is not likely to have
occurred in a fashion that would systematically influence
the comparisons.

There are some differences, noted earlier, in the pop-
ulation structure of the United States and Canada. One of
these is racial and ethnocultural composition, and the other
is a slightly higher level of education in the United States.
Because most good health practices become more common
with increasing amounts of education, the difference be-
tween the educational levels of the two populations may
contribute to the higher prevalence of some good practices
in the United States compared with Canada. This effect is
probably minor, considering the small magnitude of the
differences in education and the imperfect associations
between health practices and education level. It is more
difficult to assess the importance of the higher proportion
of black persons in the United States or of Roman Catho-
lics in Canada. Because the health practices described in
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this report constitute part of a “lifestyle,” it is likely that
these are influenced by cultural factors and not merely level
of education. The nature of this influence requires further
study.

Notwithstanding these differences in population com-
position and in the techniques used to collect data, there
appear to be differences in the prevalence of several health
practices that cannot be dismissed as statistical artifacts.
There are also consistent patterns of relationships between
health practices, education, and age that appear to be valid.

Summary of U.S.-Canada
differences

Table G summarizes the prevalence of 12 health prac-
tices among U.S. and Canadian adults of all ages. The
figures that are italicized indicate in which country good
health practices were more common. Treating differences
of less than 5 percent as equal for all practical purposes,
reveals that three good practices (not smoking, not drinking
alcohol, and not skipping breakfast) were more common in
the United States, six were more frequent in Canada
(regular physical activity, using seatbelts- and child re-
straints, owning smoke detectors, having a breast examina-
tion within the past year, and performing breast
self-examination at least monthly), and three were equal
(having a recent blood pressure checkup, having a recent
Pap smear, and being a heavier alcohol drinker).

Table G. Summary of health practices in the United States and
Canada, 1985

Practice United Slates Canada
Percent

Regulariysmoke . ... ........covuen 30 35
Currentiydrink. ... ................ 65 82
2 drinks or more dally average. . .. ...... 12 14
Regulariy active physically .. .......... 40 53
Rarelyeatbreakfast .. .............. 24 29
Usuallywearseatbelts. . . ............ 36 79
Children usually wearrestraints . . . ... ... 52 91
Own 1 smoke detectorormore .. ....... 69 77
Blood pressure checked within 1year. .. .. 74 76
Breast examination within1year . ....... 50 69
Pap smearwhhin3years. . ........... 78 76
Perform breast self-examination at least

mONthlY . oo v i it i i i 32 41




Such a summary gives equal weight to all the practices,
an approach that is not very meaningful because there are
wide variations in the contributions the practices make to
averting disability and premature death. In this regard, the
data reveal that each country was relatively exposed to a
different significant hazard—a higher proportion of smok-
ers in Canada and less frequent use of seatbelts and child
restraints in the United States. It is notable that both
countries have made important moves in these areas since
1985. In Canada, legislation has been introduced to sharply
curtail tobacco advertising; in the United States, there has
been rapid expansion of seatbelt legislation since the first
law was introduced in 1985, and it appears to be having the
desired effect on seatbelt use (Pace, Thailer, and
Kwiatkowski, 1986).

The summary in table G suggests the following conclu-
sions about health practices in the United States and
Canada in 1985:

1. Practices related to consumption are healthier in the
United States, whether the consumption is noxious
(tobacco and alcohol) or beneficial (breakfast).

2. Safety-related practices (seatbelt use, car restraint use,
and smoke detector ownership) are more common in
Canada.

3. Self-care practices (physical activity and breast self-
examination) are followed by a higher proportion of
the population in Canada.

4, Two out of three disease-prevention practices that
require the participation of a health care professional
(blood pressure check and Pap smear) are about
equally common in the United States and Canada.

This last finding is perhaps the most surprising of all
because there is no cost disincentive to these practices in
Canada because of its universal health care insurance. In
the United States in 1985, the proportion of population
enrolled in health maintenance organizations (the closest
equivalent to the Canadian system) was less than 10
percent of the total (NCHS, 1986¢). This suggests that
free care is not the only effective means to encourage the
regular use of preventive services, a conclusion also
reached in the Rand Health Insurance Experiment (Lurie,
Manning, Peterson, et al., 1987).

In a more general sense, these U.S.-Canada compari-
sons suggest that universal health insurance may be unre-
lated to personal health behaviors. It has been argued that
such insurance, being equitable by definition, may be less
likely to promote good health habits than a system with
differential premiums based on actual behavior, such as not
smoking (Fielding, 1977). Whatever the impact of health
insurance on health practices, it is apparent from several
examples in this report (the reduction in smoking and
increase in seatbelt use over a period of time in both
countries, the relatively high rate of regular physical activity
in Canada, and the large proportion of both populations
with a recent blood pressure check) that the health prac-
tices in a population can be favorably affected by deliberate
health promotion efforts.

Demographic patterns in health
practices

Although prevalence levels vary between the United
States and Canada on a number of health behaviors, the
relationships between sociodemographic characteristics
and good health practices are generally similar in the two
countries. Most striking in this regard is the association
between level of education and good health practices, which
exists for most of the practices examined in this report,
including smoking; type of drinker; level of physical activity;
use of seatbelts and child restraints; ownership of smoke
detectors; and regularity of breast examination, Pap smear,
and breast self-examination. The prevalence of recent
blood pressure checks is equal across all educational levels
in both countries. Typically, good health practices are most
characteristic of the college-educated group and least fre-
quent among those adults who have not completed high
school; an important exception to this was alcohol con-
sumption.

This persistent association may reflect inequality of
access to health information or services; barriers to acting
upon health knowledge; a sense of helplessness or lack of
control (Bandura, 1986); a lack of social support (Berkman
and Breslow, 1983); or other factors of an economic, social,
or psychological nature. All of these have been implicated
in other studies of health behavior, but none can be exam-
ined here because comparable data are lacking. However, it
is apparent that this association between health behavior
and educational level is generally stronger in the United
States than in Canada. Moreover, if age were taken into
account in comparing education groups, this would further
steepen the education gradient in the United States com-
pared with Canada.

There is also striking consistency in the age-sex rela-
tionships across a number of health behaviors in the United
States and Canada. For example, even though prevalence
levels of smoking and drinking are higher in Canada, in
both countries young women are more likely to smoke than
young men, and men of all ages are more likely than
women to drink, especially to drink more heavily. Similarly,
although physical activity is more common in Canada than
in the United States, in both countries women are more
likely than men to be active at ages 45-64 years, and the
proportion of men who are active increases at ages 65 years
and over, reversing a steady decline from younger years.
Although a smaller proportion of Americans in every age
group own smoke detectors, the highest rate of ownership
in both countries is for ages 25-44 years. The stability of
these patterns is undoubtedly due to similar cultural influ-
ences in the two countries, especially the role of the mass
media and their treatment of health issues. This is accentu-
ated by the fact, noted earlier, that most Canadians have
access to U.S. television programming, read U.S. maga-
zines, and are familiar with U.S. popular culture.

Because patterns of health behavior are so consistent
from one practice to the next and from one country to the
other, the rare exceptions are instructive. These exceptions
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suggest that extraordinary factors may be at work and that
these may deserve the attention of health promotion pro-
fessionals. For example, a fair generalization is that the
practices of women are more healthful than those of men of
the same age, and this is about equally true in both
countries. One exception, particularly in the United States,
was the tendency for women to be less physically active than
men. A more striking exception is the higher prevalence of
smoking among young women compared with men, as
noted earlier, and the fact that young Canadian women
were as likely as men of the same age to be current
drinkers. The potential role of advertising in changing the
smoking habits of young women has already been noted.
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A second generalization is that good health practices
are positively associated with age. This is true of the
prevalence of smokers and current drinkers, driving after
drinking, regular breakfast, and blood pressure tests. These
associations may be a result of generational differences,
maturation over time, selective survival, or some combina-
tion of these and other factors. With the cross-sectional
data available for this study, a definitive explanation is not
possible. However, the use of seatbelts is less common
among older Americans than younger ones, and the owner-
ship of smoke detectors declines with age in both countries.
This implies that health promotion efforts related to safety
should not be restricted to the young.



The value of
comparative studies of
national populations

In addition to what it may reveal about the health
practices of Americans and Canadians, this study demon-
strates the value of comparisons between populations.
These benefits would be realized in any comparative study
based on data from reasonably similar populations col-
lected by reasonably similar means.

In the present case, it is possible to identify six distinct
outcomes of this comparative analysis:

1. Hdentification of important issues—A theme of this re-
port has been the consistency of patterns in the rela-
tionship of health practices to age, sex, and education.
Because of these strong patterns, which transcend na-
tional borders and which are found despite differences
in overall prevalence levels, exceptions deserve further
attention. Exceptions to well-established patterns sug-
gest extraordinary forces at work, often to the detri-
ment of a specific group. Cases in point are smoking by
young women, drinking by young Canadian women,
and safety-related practices by those ages 65 years and
over. Each of these is an area deserving attention by
those responsible for health promotion policy and pro-
grams. '

2. Hdentification of probable cause—For some of the prac-
tices studied here, there appear to be clear explana-
tions for different prevalence levels because they
correspond in plausible ways to known differences
between the two countries. The best example is the
large difference in the prevalence of seatbelt and child
restraint use, corresponding to the differences in legis-
lation that prevailed in 1985. Unfortunately, practices
that differed markedly and for which there were clear
explanations were relatively few in number. Neverthe-
less, where clear explanations were found, they provide
important guidance for health promotion planning.

3. Identification of uncertain cause—Some other practices
studied here were found to be different in the United
States and Canada, with no obvious reason. Examples
include smoking, alcohol consumption, and ownership
of smoke detectors. These differences do not appear to
result from methodological factors, yet there are no
apparent policy or program differences to explain these
findings. Further study of U.S. and Canadian regula-
tions potentially having an impact on these behaviors is
needed. With regard to alcohol and tobacco consump-
tion, factors that should be investigated include aspects
of availability such as legal age, pricing, bar and store

hours, marketing practices including advertising, and
government’s role in retailing. To explain the differ-
ences in the ownership of smoke detectors, a study of
municipal, State, and provincial regulations would be
invaluable.

. Need to examine impact of ethnocultural differences—

Despite basic similarities in the populations of the U.S.
and Canada, there are distinct differences in racial,
ethnic, and religious composition. A full examination of
these differences and their possible relationship to
health practices is beyond the scope of this report.
However, it is apparent that this would be a complex
topic. For example, one might be tempted to attribute
the higher overall prevalence of smoking in Canada to
the fact that the French-speaking population is more
likely to smoke than English Canadians (Health and
Welfare Canada, in press). Because there is a high
correlation between smoking and drinking (Stephens,
1986), the fact that about one-fourth of the Canadian
population is French-speaking (Statistics Canada,
1987c) should also account for the higher overall prev-
alence of current drinkers in Canada. Unfortunately
for this theory, there is a lower, not a higher than
average, proportion of current drinkers among French-
Canadians (Health and Welfare Canada, in press).
Further examination of this issue of ethnocultural dif-
ferences may lead to important insights into the best
strategies for health promotion in different popula-
tions.

. Need to reduce operational inconsistencies—In a num-

ber of areas in this report, U.S.-Canada comparisons
were made difficult by minor inconsistencies in opera-
tional definitions of key terms. Sometimes this resulted
from the wording of questions, such as for driving after
drinking; at other times, it resulted from using different
response categories for the same question, such as the
time intervals to report most recent Pap smear and
breast examination. Other minor variations can inhibit
comparisons, such as the different definitions for life-
time abstainer or the different reporting period for
calculating average alcohol consumption. Interviewers
in both countries (or in different States, provinces, or
municipalities) would do well to minimize these differ-
ences before conducting further surveys. Greater uni-
formity of approach would ensure that any future
report on trends over time would not be restricted to
examining just two practices, as this report was.
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6. Identification of needed operational refinements—The

comparisons in this study have been informative in
another way. For some practices, refinements are pos-
sible that would produce more unambiguous findings.
This would be an important feature of any future
survey, regardless of any wish to compare practices in
different populations. Two questions for which im-

provements are possible are the Canadian question on
smoke detectors and the U.S. question on breakfast.
Judging from the results presented earlier, it is impor-
tant to be able to qualify smoke detectors as in working
order and breakfast as consisting of more than just
coffee, and to be able to do this on a routine basis.



Conclusion

This comparative study of health practices among the
U.S. and Canadian adult populations has revealed some
important differences in prevalence levels. Inconsistences
in survey methods and differences in population composi-
tion may qualify, but almost certainly do not vitiate, these
conclusions. This suggests that specialists may profit from

examining program and policy developments in both coun-
tries. The challenge for health promotion implied by this
study is to find methods for encouraging healthy behavior
in populations despite strongly entrenched patterns associ-
ated with age, sex, and education.
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Table 1. Cigarette smoking: percent distribution of adults by smoking status, according to sex, age, and educational levels: United States
and Canada, 1985

Totall Current smoker Nonsmoker?

Sex, age, and
educational level United States Canada United States Canada United States Canada

Percent distribution

All persons 18 yearsandover. .. ....... 100.0 100.0 30.1 34.6 69.9 65.4
Men
AAGES. v v v vt i i e 100.0 100.0 32.6 36.3 67.4 63.7
18-24y6arS. . . v .. e et i e 100.0 100.0 28.0 38.3 72.0 61.7
25-44y0arS, . . L. ittt e 100.0 100.0 38.0 40.1 62.0 59.9
A5-64years. . . .. i 100.0 100.0 33.4 35.9 66.6 64.1
65yearsandover . ... .. 0 100.0 100.0 19.6 19.7 80.4 80.3
Women
Alages............ e 100.0 100.0 27.9 329 721 67.1
18-24years. . . v v v RN 100.0 100.0 30.4 4.1 69.6 58.9
25-44Y0aIS, . i e 100.0 100.0 31.8 36.5 68.2 63.5
45:B4VORIS. . v v v v v e 100.0 100.0 29.9 30.1 70.1 69.9
G5yearsand over . .. ... iea e 100.0 100.0 13.5 18.0 86.5 82.0

Educational level

High school:
Notcompleted . . ................ 100.0 100.0 35.4 38.7 64.6 61.3
Complated. . . . ..o ivii i 100.0 100.0 33.5 38.7 66.5 61.3
Collsge oruniversity . . . . ............ 100.0 100.0 23.1 27.9 76.9 7241

Total excludes unknowns.
2Aithough the U.S. survey made distinctions between former smokers and life-long nonsmokers, this detail was not obtained in the Canadian survey.

Table 2. Alcohol use: percent distribution of adults by type of drinker, according to sex, age, and educational levels: United States and
Canada, 1985

Totall Lifetime abstainer? Former drinker Current drinker

Sex, age, and
educational level United Slates Canada United Slales Canada United Siates Canada United Slates Canada

Percent distribution

All persons 18 yearsand over . . . . . 100.0 100.0 27.2 7.3 7.6 10.4 65.2 82.3
Men
Afages. ... oo i 100.0 100.0 14.6 4.3 9.3 9.2 76.1 86.5
18-24years. . . ... ool 100.0 100.0 18.6 2.1 2.2 5.4 79.2 92.5
25-44y0arS. v .. e e 100.0 100.0 10.9 2.7 5.8 5.5 83.3 91.7
45-64y@ars. . . ... 100.0 100.0 14.4 5.9 13.8 14.6 71.8 795
G5yearsandover. . ....... ... 100.0 100.0 22.0 10.2 20.3 16.6 57.6 73.1
Women
Allages . . v v oo v einanonan 100.0 100.0 38.4 10.1 6.1 11.6 55.5 78.3
18-24years. .« oo v v vt 100.0 100.0 33.7 3.1 22 57 64.1 91.2
25-44years. . ... v i i 100.0 100.0 31.9 6.6 4.9 7.9 63.2 85.5
45-64years. . . ..o v e e e 100.0 100.0 39.4 12.8 8.0 13.9 52.5 73.3
‘G5yearsandover. .. .......... 100.0 100.0 56.2 23.4 9.7 24.4 34.1 52.2
Educational level

High school:
Notcompleted . ............ 100.0 100.0 40.5 12.7 12.7 15.9 46.8 71.4
Completed. . ........ e 100.0 100.0 27.0 5.1 6.9 8.8 66.1 86.2
Collegeoruniversity . .. ........ 100.0 100.0 18.5 4.0 5.0 6.5 76.5 89.5

Total excludes unknowns.
2In the United States, never had 12 drinks or more in any year. In Canada, no drinks ever in a lifetime.
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Table 3. Alcohol use: percent distribution of current drinkers by average amount of absolute alcohol consumed dalily, according to sex,
age, and educational levels: United States and Canada, 1985

Lighter Moderale Heavier
Totall None (01-21 0z) (.22-.99 oz)) (1.0+ oz)
Sex, age, and Unied United United United Unlted
educational level States Canada Stales Ganada Stales Canada Slates Canada Slales Canada
Percent distribution
All persons 18 years and over . . . . . 100.0 100.0 21.6 37.4 37.1 17.2 29.5 31.1 118 14.3
Men
Alages . ........ovviiunenn 100.0 100.0 17.9 29,0 30.9 14.6 34.0 339 17.2 25
18-24years. . . ... oo i i e 100.0 100.0 154 34.7 28.2 115 38.1 29.6 18.3 242
25-44years. . .. ... 100.0 100.0 15.9 253 31.9 14.9 36.2 37.0 16.0 229
45B4years. .. ... oot 100.0 100.0 21.0 257 31.3 15.2 29.6 36.1 18.1 23.0
65yearsandover............. 100.0 100.0 24.4 44.0 205 17.3 27.8 25 184 16.2
. Women
Alfages.......... ... 100.0 100.0 26.1 46,3 44.7 20.0 24.0 28.1 53 5.6
18-24years. . . .. v v i 100.0 100.0 23.3 39.1 41,6 23.0 30.2 290.4 5.0 8.5
25-44years. . ... ... 100.0 100.0 253 44.5 47.5 20.5 23.3 30.5 38 4.4
45-64years. . . ... et 100.0 100.0 27.3 54.0 43.9 15.7 21.6 23.7 72 6.7
65yearsandover. . . .......... 100.0 100.0 31.1 495 39.3 220 21.7 254 7.9 d
Educational level
High school:
Notcompleted ............. 100.0 100.0 26.9 43.1 33.7 15.5 249 28.7 145 12.7
Completed. . . ............. 100.0 100.0 23.9 36.9 36.6 16.0 278 31.1 1.7 16.0
Collegeoruniversity . ... ....... 100.0 100.0 17.3 33.5 38.9 18.9 32.9 33.2 10.8 14.4

1Total excludes unknowns.
NOTE: Daily consumption Is averaged over the last 2 weeks in the United States and 7 days in Canada.

Table 4. Alcohol use: percent distribution of adult drinkers by frequency of driving after drinking, according to sex, age, and educational
levels: United States and Canada, 1985

Tota No occasions? 1 or more occasions
Sex, age, and
educational level Uniled Stales Canada Unfed Slales Canada United Stales Canada
Percent distribution
All parsons 18 yearsandover. ... ...... 100.0 100.0 83.1 74.9 16.9 251
Men
AEEES. . .. v ittt s . 100.0 100.0 7786 65.1 224 34.9
18-24years. . . .. v i i e 100.0 100.0 62.5 62.6 37.5 37.4
25-44Y0arS. . . vt u ittt e 100.0 100.0 73.1 57.8 26.9 42,2
LS - - 100.0 100.0 89.0 72.8 11.0 271
65yearsandover . ...... PRI 100.0 100.0 97.5 87.8 25 122
Women
Allages. . .o i ittt e 100.0 100.0 90.1 86.9 9.9 13.1
18-24years. . . ... i it i e e 100.0 100.0 80.7 82.6 19.3 17.4
25-44years. . ... o i . 100.0 100.0 88.2 85.8 11.8 14.2
45BAY0ArS. . v v ittt .. 100.0 100.0 97.5 90.7 25 9.3
65yearsandover ............... . 100.0 100.0 99.6 93.1 0.4 6.9
Educational tevel

High school:

Notcompleted . .. ...... e 100.0 100.0 86.7 80.2 13.3 19.8

Completed. . ............ccvcuuun 100.0 100.0 82.9 75.1 17.1 249
Collegeoruniversty . . . . ........ ... 100.0 100.0 82.0 714 18.0 28.8

1Total excludes unknowns.
2United States: driving “when you perhaps had too much to drink” in the past year; Canada: driving in the past month, “within 2 hours of drinking any amount of alcohol.”



Table 5. Physical activity: percent distribution of adults by participation in regular physical activity, according to sex, age, and
educational levels: United States and Canada, 1985

Tolal Regularty active 2 Not regularly active
Sex, age, and
educational level Uniled Stales Canada United Slales Canada United Stales Canada
Percent distribution
All parsons 18 yearsandover. . ........ 100.0 100.0 40.0 53.3 60.0 46.7
Men
Allages. . ....oviii et 100.0 100.0 42.7 54.6 57.3 45.4
1B-24years. . . ... .. i i e 100.0 100.0 62.1 63.8 37.9 36.2
25-44Y0aI8. . . .. .. i 100.0 100.0 46.3 55.0 53.7 45,0
A5-B4Y0AMS. . ...t it it 100.0 100.0 30.4 45.9 69.6 54.1
B5ysarsandover ............0c0.0. 100.0 100.0 31.9 58.6 68.1 41.4
Women
Alages. . .. .ot 100.0 100.0 37.6 52.0 62.4 48.0
1824 Y0AIS. . . oo v vt ittt e 100.0 100.0 47.3 60.4 52.7 39.6
25-44year8. . . ... i e 100.0 100.0 419 51.0 58.1 49.0
AS-BAYBAIS, . . . v i it e 100.0 100.0 31.8 51.1 68.2 48.9
65yearsandover . ................ 100.0 100.0 27.6 47.2 724 52.8
Educational level

High school:

Notcompleted . . ................ 100.0 100.0 24.4 45.3 75.6 54.7

Completed. . ..........c v 100.0 100.0 37.7 55.4 62.3 44.6
Collegaoruniversity. . .. ............ 100.0 100.0 52.8 58.8 47.2 41.2

1Total excludes unknowns.
2United States: answered yes to “Do you exerclse or play spors regularly?”; Canada: reported vigorous activity of at least 15 minutes duration 3 times or more weekly.

Table 6. Eating breakfast: percent distribution of adults by regularity of eating breakfast, according to sex, age, and educational levels:
United States and Canada, 1985

Totalt 5-7 per Sometimes 24 per O-1 per

Sex, age, and Dally in woek In in week in Rarely in woek in

educational level United Slales Canada Unled Slates Canada United Slailes Canada United Slales Canada

Percent distribution
All persons 18 yearsand over . . . . . 100.0 100.0 55.4 30.2 20.2 413 243 285
Men
Allages. ...... .o venn. 100.0 100.0 54.4 29.0 204 421 25.2 28.9
18-24y0ar8. , . . ..o vv v it 100.0 100.0 43.1 30.6 27.0 413 29.8 28.1
2544y0818, . .o v e 100.0 100.0 43.7 23.2 25.0 43.7 31.4 33.1
A5B4Y0lI8, . .. vh i i n s n 100.0 100.0 62.3 29.4 16.3 40.4 21.4 30.2
6Syearsandover. . . .......... 100.0 100.0 86.7 47.2 6.0 41.0 7.4 11.7
Women
Allages........... e 100.0 100.0 56.4 31.5 20.0 40.5 23.6 28.1
1824yeqrs. . .......000v v 100.0 100.0 39.4 23.9 30.5 43.9 30.1 32.2
25-44y0ar8. . . ... i i 100.0 100.0 46.0 26.8 246 405 29.4 32.7
4564vyears. ... ......000 00 100.0 100.0 62.5 35.7 16.2 1.7 21.4 22.6
85yearsandover. . . ... .... ... 100.0 100.0 86.4 46.3 6.0 34.2 7.6 19.5
Educational level
High school:

Notcompleted ............. 100.0 100.0 59.2 27.8 18.1 39.1 22.6 33.1
Completed., .. ............. 100.0 100.0 51.7 29.5 21.8 39.8 26.5 30.7
Collegeoruntverstty , .. ........ 100.0 100.0 56.8 33.2 19.9 44.4 233 22,4

1Tolal excludes unknowns.
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Table 7. Seatbelt use: percent distribution of adults by regularity of seatbelt use, according to sex, age, and educational levels: United
States and Canada, 1985

Total! Usually Somelimes Never
Sex, age, and
educational level United Slates Canada United Slales Canada United Stales Canada United States Canada
Percent distribution
All persons 18 yearsand over . . . . . 100.0 100.0 35.8 78.9 32.1 8.4 32.2 127
Men
Allages . ....ovvvivennneenns 100.0 100.0 33.8 74.9 32.5 9.3 33.7 15.8
1824y0arS. . .. v v i i e 100.0 100.0 26.6 66.7 36.0 11.4 37.4 21.9
25-44Y0AIS. . . v vt i 100.0 100.0 36.2 75.6 325 9.2 31.3 15.1
4564y0arS. . . .. it 100.0 100.0 35.1 74.5 32.0 9.8 33.0 157
65yearsandover. .. .......... 100.0 100.0 32.6 85.3 29.2 5.1 38.2 9.6
Women
Allages. ......c.ccvvimunnnnn 100.0 100.0 37.5 828 31.7 7.6 30.8 9.6
1824years. . . ..... .0 100.0 100.0 32.4 76.1 37.1 125 30.5 114
25-44YOAIS. . v vt v i s 100.0 100.0 41.2 83.3 31.2 7.4 27.6 9.3
4564years. . . ... . 100.0 100.0 36.7 83.6 31.4 7.6 31.9 8.8
65yearsandover. .. ....... ... 100.0 100.0 34.5 87.6 28.5 23 37.0 10.1
Educational lavel

High school:

Notcompleted ............. 100.0 100.0 24.8 75.0 28.9 9.3 46.2 15.7

Completed. . .............. 100.0 100.0 30.9 78.4 34.3 8.2 34.9 13.4
Collegeoruniversity . . . ........ 100.0 100.0 48.1 83.2 31.8 7.8 20.1 9.0

1Total excludes unknowns.

Table 8. Smoke detectors: percent distribution of adults by ownership of smoke detectors, according to sex, age, and educational levels:
United States and Canada, 1985

Totall Own none Own 1 or more
Sex, age, and
educational level Unlted States Canada United Stales Canada United States Canada
Percent distribution
All persons 18 yearsandover. . . ....... 100.0 100.0 314 228 68.6 77.2
Men
Allages. . ...ttt i e 100.0 100.0 31.2 224 68.8 776
18-24Y0arS. . . . vt i e e 100.0 100.0 34.7 221 65.3 77.9
25-44 YOS, . . v i vt h e 100.0 100.0 27.7 19.5 72.3 80.5
45-64V0arS. . . ...t 100.0 100.0 32.3 24.1 67.7 75.9
65yearsandover ................. 100.0 100.0 36.4 30.1 63.6 69.9
Women
Alages. . ......c.iiviinitinnienn 100.0 100.0 31.6 23.1 68.4 76.9
1824YLarS. . v v i e 100.0 100.0 36.2 27.2 63.8 72.8
25-44YORBIS, . ¢ .t v vt et et 100.0 100.0 27.2 19.4 72.8 80.6
45-64years. . . ...... e 100.0 100.0 33.5 248 66.5 75.2
65yearsandover . ..............0n 100.0 100.0 34.9 265 65.1 735
Educational level

High school:

Notcompleted . . ................ 100.0 100.0 43.1 284 56.9 71.6

Completed. . ..........covvvvne 100.0 100.0 31.3 19.0 68.7 81.0
Collegeoruniversity . . . . ... ......... 100.0 100.0 23.7 20.4 76.3 79.6

1Total excludes unknowns.
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Table 9. Blood pressure: percent distribution of adults by time since last test, according to sex, age, and educational levels: United
States and Canada, 1985

Total Less than 12 months 1-2 years Over 2 yoars Never
Sex, ageo, and Unlted United Unhted Unlted Unlted
educational level Slates Canada Slates Canada States Canada Statles Canada Slales Canada
Percent distribution
All persons 18 years and over . . . . . 100.0 100.0 73.8 76.4 19.2 11.0 6.6 9.5 0.3 3.1
Men
Allages . .......cviiivnvnnn 100.0 100.0 68.4 69.4 225 12.5 87 133 0.5 4.8
18-24y08rS, . o . ov v v i i 100.0 100.0 62.2 51.4 25.8 17.9 10.6 19.9 * 10.8
25-44Y0AIS. . v v vt it 100.0 100.0 63.4 67.7 26.4 14.0 9.9 146 * 37
A5-64Y0AIS. . .o i v 100.0 100.0 73.2 77.4 19.5 8.7 7.1 10.3 * Ad
65yearsandover. . . .......... 100.0 100.0 82.2 85.6 121 75 57 48 * o
Women
Alages .. ..ovviveiennenans 100.0 100.0 78.7 83.2 16.4 9.5 4.8 5.8 0.2 1.5
18-24Y08I8. . . v v i i i 100.0 100.0 79.4 78.0 17.5 125 26 54 * *
2544yoars. . ...l 100.0 100.0 75.8 81.2 19.2 117 48 6.1 - 1.0
45-64y08rS. . . ... i e 100.0 100.0 78.1 84.6 15.8 7.7 6.1 6.9 * *
65yearsandover. . ........... 100.0 100.0 85.7 91.7 9.5 3.2 4.7 38 * -
Educational level
High school:
Notcompleted ............. 100.0 100.0 74.0 77.8 171 9.1 8.4 9.0 - 4.2
Completed. . .............. 100.0 100.0 73.0 76.9 19.9 10.6 6.7 9.9 * 2.7
College oruniversity . . . ........ 100.0 100.0 74.6 74.4 19.9 13.4 53 97 o 2.4

1Total excludes unknowns.

Table 10. Breast examination: percent distribution of women by time since last breast examination, according to age and educational
levels: United States and Canada, 1985

Totan wWithin 12 months 1 year ago 2 years or more
Age and
educational level Unlted Slates Canada Unlted Slates Canada United Slates Canada United Slales Canada
Percent distribution
Alages.............onennn 100.0 100.0 50.3 68.6 17.8 31.9 31.4
18-24ye8r8. . . ..o i 100.0 100.0 57.5 739 15.2 27.3 26.1
25-44y08rS. . . . ... 100.0 100.0 565.5 72.9 20.3 24.2 27.1
45-64y0ar8. . . .. i ih i 100.0 100.0 45.2 65.2 17.8 37.0 34.8
65yearsandover. . ........... 100.0 100.0 39.0 55.9 14.1 46.9 441
Educationa level
High school:
Notcompleted ............. 100.0 100.0 41.7 60.7 15.2 43.1 39.3
Completed. . .........ovu 100.0 100.0 50.0 70.1 18.8 31.1 29.9
Collegeoruniversity . . . ........ 100.0 100.0 57.0 75.2 18.3 246 24.8

1Total excludes unknowns.
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Table 11. Pap smear: percent distribution of women by time since last Pap test, according to age and educational levels: United States
and Canada, 1985

Total Within 12 months 2-3 years ago 4 or more years ago Never
Age and Unlted Unlted United Unked Unied
aducational level States Canada Slates Canada Stales Canada States Canada Stales Canada
Percent distribution
Allages...... R I 100.0 100.0 629 60.5 15.4 15.8 14.2 1.2 73 125
18-24years. . . ... . cviin i 100.0 100.0 71.2 67.3 6.5 75 13 * 21.0 23.2
25-44Y08IS. . ... i et 100.0 100.0 74.9 71.8 149 15.8 8.8 6.8 15 5.6
4564years. . .. ... i 100.0 100.0 55.0 53.1 19.6 20.1 21.7 18.8 37 8.0
65yearsandover. . . .......... 100.0 100.0 38.2 32.7 18.6 17.8 285 21.3 147 28.2
Educational level
High school:
Notcompleted ............. 100.0 100.0 49.8 51.2 18.5 174 19.6 16.5 121 15.1
Completed. . ..........00n 100.0 100.0 64.1 62.8 15.0 149 148 97 6.2 12.6
Collegeoruniversity . .. ........ 100.0 100.0 714 67.5 13.8 15.7 97 7.1 54 9.7

1Total excludes unknowns.

Table 12. Trends in smoking: percent distribution of adults ages 20-64 years by type of smoker, according to sex and age: United States
and Canada, 1979 and 1985

Current smoker Nonsmoker
Total Unlted States Canada Unlted States Canada
Sex and age United Stales Canada 1979 1985 1979 1985 1979 1985 1979 1985
Percent distribution
All parsons ages 20-64. . . .. 100.0 100.0 354 333 46.1 37.0 64.6 66.7 53.9 63.0
Men
Allages . ............. 100.0 100.0 39.0 35.5 49.9 38.8 61.0 64.5 50.1 61.2
2024years. ........... 100.0 100.0 30.9 31.0 54.4 40.0 69.1 69.0 45,6 60.0
2544years. .. ........ . 100.0 100.0 43.3 38.0 50.0 40.1 56.7 62.0 50.0 59.9
4564 years. ... . e 100.0 100.0 36.2 33.4 47.2 35.9 63.8 66.6 52,8 64.1
Women
Alages .............. 100.0 100.0 32.9 31.3 424 35.2 67.1 68.7 57.6 64.8
20-24years. .. ... h .. 100.0 100.0 3113 325 51.0 415 68.7 67.5 49.0 58.5
2544yoars. .. ......... 100.0 100.0 34.6 31.8 43.0 36.5 65.4 68.2 57.0 63.5
4564years. .. ... 100.0 100.0 31.4 209 37.2 30.1 68.6 701 62.8 69.8

1Total excludes unknowns,



Table 13. Trends in seatbelt use: percent distribution of adults ages 20-64 years by regularity of seatbelt use, according to sex and age:
United States and Canada, 1979 and 1985

Usually Sometimes Never
Toial! United States Canada Unlted Slates Canada United Slates Canada
Unlted
Sex and age Slates Canada 1979 1985 1979 1985 1979 19852 1979 1985 19798 1985 1979 1985
Parcent distribution
All persons ages 20-64 .. 100.0 100.0 19.6 35.8 61.0 78.9 14.6 321 4.1 8.4 65.7 32.2 34.9 12.7
Men
Allages. ........... 100.0 100.0 19.8 34.7 59.3 73.4 13.6 32.8 4.5 9.9 66.6 32.4 36.2 16.7
20-24years. . ... ... 100.0 100.0 18.3 28.2 47.2 63.8 13.7 36.4 7.2 12.1 68.0 35.4 45.7 24.1
25-44years.......... 1000 100.0 18.9 36.2 60.0 75.6 15.4 325 45 9.2 65.7 31.3 358 15.1
4564yeoars. . ........ 100.0 100.0 22.0 35.1 65.8 74.5 10.7 32.0 2.8 9.8 67.3 33.0 31.4 15,7
Woimen

Allages...... e 100.0 100.0 19.5 38.7 62.6 828 15.3 32.0 37 7.8 65.2 29.3 33.7 94
20-24years. . ... .... . 1000 100.0 17.6 34.6 50.1 78.9 13.9 36.0 54 9.7 68.5 29.4 445 113
2544years. .. ..... .. 100.0 100.0 17.7 41.2 63.6 83.3 14.8 31.2 4.0 7.4 67.5 27.6 325 9.3
4564y0ars. . . ....... 100.0 100.0 22.8 36.7 68.0 83.6 16.5 31.4 2.3 7.6 60.7 31.9 29.7 8.8
ITotal excludes unknowns,

2Combines “sometimes” and “occasionally.”

3includes "seldom.”
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Appendix |
Technical notes on
methods

National Health
Interview Survey

Background

This report is one of a series of statistical reports
published by the staff of the National Center for Health
Statistics (NCHS). It is based on information collected in a
continuing nationwide sample of households included in
the National Health Interview Survey (NHIS). Data are
obtained on the personal, sociodemographic, and health
characteristics of the family members and unrelated indi-
viduals living in these households.

Field operations for the survey are conducted by the
U.S. Bureau of the Census under specifications established
by NCHS. The U.S. Bureau of the Census participates in
the survey planning, selects the sample, and conducts the
interviews. The data are then transmitted to NCHS for
preparation, processing, and analysis.

Summary reports and reports on special topics for each
year’s data are prepared by the staff of the Division of
Health Interview Statistics for publication in Series 10
publications of NCHS. Data are also tabulated for other
reports published by NCHS staff and for use by other
organizations and by researchers within and outside the
government, Since 1969, public use tapes have been pre-
pared for each year of data collection.

It should be noted that the health characteristics de-
scribed by NHIS estimates pertain only to the resident,
civilian noninstitutionalized population of the United States
living at the time of interview. The sample does not include
persons residing in nursing homes, members of the armed
forces, institutionalized persons, or U.S. nationals living
abroad.

Statistical design of NHIS

General design

Data from NHIS have been collected continuously
since 1957. The sample design of the survey has undergone
changes following each decennial census. This periodic
redesign of the NHIS sample allows the incorporation of
the latest population information and statistical methodol-
ogy into the survey design. The data presented in this report
are from an NHIS sample design first used in 1985. It is
anticipated that this design will be used until 1995.

The sample design plan of the NHIS follows a multi-
stage probability design that permits a continnous sampling
of the civilian noninstitutionalized population residing in
the United States. The survey is designed in such a way that
the sample scheduled for each week is representative of the
target population and the weekly samples are additive over
time. This design permits estimates for high-frequency
measures or for large population groups to be produced
from a short period of data collection. Estimates for low-
frequency measures or for smaller population subgroups
can be obtained from a longer period of data collection.
The annual sample is designed so that tabulations can be
provided for each of the four major geographic regions and
for selected 1980 metropolitan statistical areas in the
United States. Because interviewing is done throughout the
year, there is no seasonal bias for annual estimates.

The continuous data collection also has administrative
and operational advantages because fieldwork can be han-
dled on a continuing basis with an experienced, stable staff.

Sample selection

The target population for NHIS is the civilian noninsti-
tutionalized population residing in the United States. For
the first stage of the sample design, the United States is
considered to be a universe composed of approximately
1,900 geographically defined primary sampling units
(PSU’s). A PSU consists of a county, a small group of
contiguous counties, or a metropolitan statistical area. The
PSU’s collectively cover the 50 States and the District of
Columbia. The 52 largest PSU’s are selected into the
sample with certainty and are referred to as
self-representing PSU’s. The other PSU’s in the universe
are referred to as non-self-representing PSU’s. These
PSU’s are clustered into 73 strata, and 2 sample PSU’s are
chosen from each stratum with probability proportional to
size. This gives a total of 198 PSU’s selected in the first
stage.

Within a PSU, two types of second stage units, referred
to as segments, are used. The first type, area segments, are
defined geographically and contain an expected eight
households. The second type, permit area segments, cover
geographical areas containing housing units built after the
1980 census. The permit area segments are defined using
updated lists of building permits issued in the PSU since
1980 and contain an expected four households.
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Within each segment all occupied households are tar-
geted for interview. On occasion, a sample segment may
contain a large number of households. In this situation the
households are subsampled to provide a manageable inter-
viewer workload.

The sample was designed so that a typical NHIS sam-

ple for the data collection years 1985 to 1995 will consist of -

approximately 7,500 segments containing about 59,000 as-
signed households. Of these households, an expected
10,000 will be vacant, demolished, or occupied by persons
not in the target population of the survey. The expected
sample of 49,000 occupied households will yield a probabil-
ity sample of about 127,000 persons.

New features of NHIS sample redesign

Starting in 1985, the NHIS design incorporated several
new design features. The major changes include the follow-
ing:

1. The use of an all-area frame. The NHIS sample is now
designed so that it can serve as a sample frame for
other NCHS population-based surveys. In previous
NHIS designs about two-thirds of the sample was
obtained from lists of addresses compiled at the time of
the decennial census; that is, a list frame. Due to U.S.
Bureau of the Census confidentiality restrictions, these
sample addresses could be used for only those surveys
being conducted by the U.S. Bureau of the Census. The
methodology used to obtain addresses in the 1985
NHIS area frame does not use the census address lists.
The sample addresses thus obtained can be used as a
sampling frame for other NCHS surveys.

2. The NHIS as four panels. Four national subdesigns, or
panels, constitute the full NHIS. Each panel contains a
representative sample of the U.S. civilian noninstitution-
alized population. Each of the four panels has the
same sampling properties, and any combination of
panels defines a national design. Panels were con-
structed to facilitate the linkage of NHIS to other
surveys, and also to efficiently make large reductions in
the size of the sample by eliminating panels from the
survey.

Budgetary considerations required the NHIS sam-
ple to be reduced by 25 percent for the 1985 data
collection year. This was accomplished by dropping one
panel from the NHIS design. For 1985 the sample
consisted of 5,588 segments containing 44,000 assigned
households. Of the 36,300 households eligible for inter-
view, 34,844 households were actually interviewed, re-
sulting in a sample of 91,531 interviewed persons.

3. The oversampling of black persons. One of the goals in
designing the current NHIS was to improve the preci-
sion of estimates for black persons. This was accom-
plished by the use of differential sampling rates in
PSU’s with between about 5 and 50 percent black
population. Sampling rates for selection of segments
were increased in areas known to have the highest
concentrations of black persons. Segment sampling

rates were decreased in other areas within the PSU to
ensure that the total sample in each PSU was the same
as it would have been without oversampling black
persons.

4. The reduction of the number of sampled PSU’s. Inter-
viewer travel to sample PSU’s constitutes a large com-
ponent of the total field costs for the NHIS. The
previous NHIS design included 376 PSU’s. Research
showed that reducing the number of sample PSU’s
while increasing the sample size within PSU’s would
reduce travel costs and also maintain the reliability of
health estimates (Moore, 1985). The design now con-
tains 198 PSU’s.

5. The selection of two PSU’s per non-self-representing
stratum. In the previous design, one PSU was selected
from each non-self-representing stratum. This feature
necessitated the use of less efficient variance estimation
procedures; the selection of two PSU’s allows more
efficient variance estimation methodology (Moore,
1985). In both designs, the self-representing strata are
collapsed to form pseudo-PSU’s for variance estima-
tion.

Collection and processing of data

The NHIS questionnaire contains two major parts: The
first consists of topics that remain relatively the same from
year to year. Among these topics are the incidence of acute
conditions, the prevalence of chronic conditions, persons
limited in activity due to chronic conditions, restriction in
activity due to impairment or health problems, and utiliza-
tion of health care services involving physician care and
short-stay hospitalization. The second part consists of spe-
cial topics added as supplements to each year’s question-
naire.

Careful procedures are followed to assure the quality
of data collected in the interview. Most households in the
sample are contacted by mail before the interviewer arrives.
Potential respondents are informed of the importance of
the survey and assured that all information obtained in the
interview will be held in strict confidence. Interviewers
make repeated trips to a household when a respondent is
not immediately found. The success of these procedures is
indicated by the response rate for the survey, which has
been between 96 and 98 percent over the years for the basic
health and demographic component.

When contact is made, the interviewer attempts to have
all family members of the household 19 years of age and
over present during the interview. When this is not possible,
proxy responses for absent adult family members are ac-
cepted. In most situations, proxy respondents are used for
persons under 19 years of age. Persons 17 and 18 years of
age may respond for themselves, however.

Interviewers undergo extensive training and retraining.
The quality of their work is checked by means of periodic

NOTE: A list of references follows the text.



observation and by reinterview. Their work is also evalu-
ated by statistical studies of the data they obtain in their
interviews. A field edit is performed on all completed
interviews so that if there are any problems with the
information on the questionnaire, respondents may be
recontacted to solve the problem.

Completed questionnaires are sent from the U.S. Bu-
reau of the Census field offices to NCHS for coding and
editing. To ensure the accuracy of coding, a 5-percent
sample of all questionnaires is recoded and keyed by other
coders. A 100-percent verification procedure is used if
certain error tolerances are exceeded. Staff of the Division
of Health Interview Statistics then edit the files to remove
impossible and inconsistent codes.

The interview, field work, and data processing proce-

dures summarized above are described in detail in Series 1,
No. 18 (NCHS, 1985b).

Health promotion and disease
prevention

One adult per family, 18 years of age or older, was
randomly selected from the total NHIS sample to partici-
pate in the 1985 special section on Health Promotion and
Disease Prevention (HPDP). Self-response was required
for this portion of the survey and callbacks were made as
necessary. A total of 33,630 interviews were completed for
the HPDP, representing an estimated response rate of 90
percent. The HPDP questionnaire covered a wide range of
health promotion topics including general health habits,
injury control, high blood pressure, stress, exercise, smok-
ing, alcohol use, dental care, and occupational safety and
health. _

In addition to data collected from HPDP sample per-
sons, data related to smoking in pregnancy were collected
for all women, aged 18-44 years, residing in NHIS sample
households, who were currently pregnant or had had a child
in the past 5 years. Data on breast feeding and child safety
were collected for all children of appropriate ages residing
in the household.

Estimation procedures

Because the design of NHIS is a complex multistage
probability sample, it is necessary to reflect these complex
procedures in the derivation of estimates. The estimates
presented in this report are based upon 1985 sample person
counts weighted to produce national estimates. The weight
for each sample person is the product of five component
weights:

1. Probability of selection. The basic weight for each per-
son is obtained by multiplying the reciprocals of the
probabilities of selection at each step in the design:
PSU, segment, and household.

NOTE: A list of references follows the text.

Table |. The 40 poststratification age-sex-race cells in the
National Health Interview Survey of Health Promotion and
Disease Prevention

Biack All other
Age Male Female Mal2  Female
18-10Years. . .o .ov i X X X X
2024vyears. . .. ... ... X X X X
2529vyears. ... ........ ... X X X X
30-34years. .. ....... 0. X X X X
3544vyears. . .. ... ..., X X X X
45-49years. . . . ... ... X X X X
50-84years. ... ............. X X X X
5564years. ................ X X X X
65-74years. .. .............. X X X X
75yearsandover............. X X X X

2. Household nonresponse adjustment within segment. In
NHIS, interviews are completed in about 96 percent of
all eligible households. Because of household nonre-
sponse, a weighting adjustment is required. The nonre-
sponse adjustment weight is a ratio with the number of
households in a sample segment as the numerator and
the number of households actually interviewed in that
segment as the denominator. This adjustment reduces
bias in an estimate to the extent that persons in the
noninterviewed households have the same characteris-
tics as the persons in the interviewed households in the
same segment,

3. First-stage ratio adjustment. The weight for persons in
the non-self-representing PSU’s is ratio adjusted to the
1980 population within four race-residence classes of
the non-self-representing strata within each geographic
region.

4. Adjustment for probability of selection within household.
The weight for each NHIS HPDP sample person is
multiplied by the inverse of the person’s probability of
selection within the family. For example, in a family of
four adults, the sample person had a 1 in 4 probability
of selection. That person’s weight was then multiplied
by 4.

5. Poststratification by age-sex-race. Within each of 40
age-sex-race cells (table I), a weight is constructed each
quarter to ratio adjust the first-stage population esti-
mate based on the NHIS to an independent estimate of
the population of each cell. These independent esti-
mates are prepared by the U.S. Bureau of the Census
and are updated quarterly.

The main effect of the ratio-estimating process is to
make the sample more closely representative of the target
population by age, sex, race, and residence. The poststrati-
fication adjustment helps to reduce the component of bias
resulting from sampling frame undercoverage; further-
more, this adjustment frequently reduces sampling vari-
ance.

Reliability of estimates

Because NHIS estimates are based on a sample, they
may differ somewhat from the figures that would have been
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obtained if a complete census had been taken using the
same survey and processing procedures. There are two
types of errors possible in an estimate based on a sample
survey: Sampling and nonsampling errors. To the extent
possible, these types of errors are kept to a minimum by
methods built into the survey procedures (NCHS, 1973).
Although it is very difficult to measure the extent of bias in
NHIS, a number of studies have been conducted to exam-
ine this problem. The results have been published in several
reports (NCHS, 1965a, 1965b, 1967, 1968).

Nonsampling errors

Interviewing process— Information, such as the number
of days of restricted activity caused by the condition, can be
obtained more accurately from household members than
from any other source because only the persons concerned
are in a position to report this information. However, there
are limitations to the accuracy of diagnostic and other
information collected in household interviews. For exam-
ple, for diagnostic information, the household respondent
can usually pass on to the interviewer only the information
the physician has given to the family. For conditions not
medically attended, diagnostic information is often no more
than a description of symptoms. Further, a respondent may
not answer a question in the intended manner because he
or she has not properly understood the question, has
forgotten the event, does not know, or does not wish to
divulge the answer. Regardless of the type of measure, all
NHIS data are estimates of known reported morbidity,
disability, and so forth.

Population estimates—The appendix tables include
population figures for specified categories. Except for over-
all totals for the 40 age, sex, and race groups, which are
adjusted to independent estimates, these figures are based
on the sample of households in NHIS. They are given to
provide denominators for computation of percents and for
this purpose they are more appropriate for use with the
accompanying measures of health characteristics than other
population data that may be available. With the exception
of the overall totals by age, sex, and race mentioned above,
the population figures differ from figures (which are de-
rived from different sources) published in reports of the
U.S. Bureau of the Census. Official population estimates
are presented in U.S. Bureau of the Census reports in
Series P-20, P-25, and P-60.

Rounding of numbers—In published tables, the figures
are rounded to the nearest thousand, although they are not
necessarily accurate to that detail. Derived statistics, such
as rates and percent distributions, are computed after the
estimates on which these are based have been rounded to
the nearest thousand.

NOTE: A list of references follows the text.
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Table Ii. Estimated standard error parameters for the 1985
National Health interview Survey of Health Promotion and
Disease Prevention

Parameter Eslimaled paramsters

set Characteristic a b

1 Population estimates for demographic,
socloeconomic, and health characteristics . .
Il Age-sex-race population based upon
combining the postratification cells
offablel . ....... ... i 0.0 0.0

0.000004 6752.95

Table lll. Estimated adult population by sex, age, and
educational levels: United States and Canada, 1985

Sex, age, and
educational level United Stales Canada
Number in thousands
Jotal ........... 170,971 18,254
Men
1824years . ...... 13,360 1,592
25-44years . ... ... 35,100 3,972
45-64years . ...... 21,215 2,344
65 years and over . . . 11,105 1,043
Women
1824years....... 14,052 1,571
25-44years ... .... 36,904 3,960
4564years....... 23,297 2,426
65 years and over . . . 15,939 1,349
Educational level
High school:
Not completed . . .. 41,430 6,284
Completed. ...... 66,476 5,232
College or university. . 62,536 6,738

Sampling errors

The standard error is primarily a measure of sampling
error, that is, the variations that might occur by chance
because only a sample of the population is surveyed. The
chances are about 68 out of 100 that an estimate from the
sample would differ from a complete census by less than
the standard error. The chances are about 95 out of 100
that the difference would be less than twice the standard
error and about 99 out of 100 that it would be less than 2%2
times as large.

Individual standard errors were not computed for each
estimate in this report. Instead, standard errors were com-
puted for a broad spectrum of estimates. Regression tech-
niques were then applied to produce equations from which
a standard error for any estimate can be approximated. The
regression equations, represented by parameters @ and b,
are presented in table IL. Rules explaining their use are
presented in the section “General rules for determining
standard errors.” Population table III provides the denom-
inators.

The reader is cautioned that this procedure will give an
approximate standard error of an estimate rather than the
precise standard error. The reader is further cautioned that
particular care should be exercised when the denominator
is small.



General rules for determining standard
errors

To produce approximate standard errors of NHIS
HPDP estimates, the reader must first determine the type
of characteristic to be estimated, that is, the parameter set
in table II to be used. The reader must then determine the
type of estimate for which the standard error is needed. The
type of estimate corresponds to one of four general rules
for determining standard errors. Examples of their use are
available (NCHS, 1986d).

Rule 1. Percents when the denominator is not generated
by the poststratification age-sex-race classes (table I)—If p
represents an estimated percent, b is the parameter from
table II associated with the numerator characteristic, and y
is the number of persons in the denominator upon which p
is based, then the standard error of p may be approximated
by

SE (p) = \/bp (103-1’) (1)

Rule 2. Percents when the denominator is generated by
the poststratification age-sex-race classes (table I)—In this
case, the denominator has no sampling error. If percent p is
the ratio of two estimated numbers, p = x /Y (where p may
be inflated by 100 for percents), with Y having no sampling
error, then the approximate standard error of p is given by
the formula

SE (@) =p\/a+L @

In this report, the value of the denominator Y is always
provided, but the numerator value x is not published. For
these cases the value of x may be computed by the formula

Rule 3. Estimated number of people or events—For the
estimated number of people that can be derived from the
percents shown in this report, there are two cases to
consider. For the first case, if the estimated number is any
combination of the poststratification age-sex-race cells in
table I, then its value has been adjusted to official U.S.
Bureau of the Census figures and its standard error is
assumed to be 0.0. This corresponds to parameter set II in
table II. As an example, this would be the case for the
number of persons in the U.S. target population or the
number of black persons in the 18-44 year age group.
Although the race class “white” is not specifically adjusted
to U.S. Bureau of the Census figures, it dominates the
poststratification “all other” race class, and, consequently,
age-sex-“all other” race combinations of table I can be
treated as age-sex-white combinations for the purpose of
approximating standard errors.

NOTE: A list of references follows the text.

For the second case, the standard errors for all other
estimates of numbers of people such as the number of
people who eat breakfast daily are approximated by using
the parameter provided in table II and formula 3 below.

If the aggregate x for a characteristic has associated
parameters @ and b, then the approximate standard error
for x, SE(x) can be computed by the formula

SE(x) = { @+ bx 3)

Rule 4. Difference between two statistics (total and
percent)—If x, and x, are two estimates, then the standard
error of the difference (x; —x,) can be computed as
follows:

SE(x,—x,) = | SE(x,)*+ SE(x,)* —2r SE(x,)SE(x,)  (4)

where SE(x,) and SE(x,) are computed using rules 1-3 as
appropriate and r is the correlation coefficient between x;
and x,.

Assuming r = (0.0 will result in an accurate standard
error if the two estimates are actually uncorrelated and will
result in an overestimate of the standard error if the
correlation is positive or an underestimate if the correlation
is negative.

Relative standard errors

Prior to 1985, relative standard error (RSE) curves
were presented in Series 10 reports for approximating
relative standard errors. For readers who wish to continue
using them, the following provides guidance. The relative
standard error (RSE) of an estimate is obtained by dividing
the standard error (SE) of the estimate by the estimate x
itself. This quantity is expressed as a percent of the esti-
mate:

RSE = IOOEJ—CSQ

Canada’s Health
Promotion Survey'

Background

Canada’s Health Promotion Survey (CHPS) was one of
several surveys on health-related topics conducted for
Health and Welfare Canada by Statistics Canada over the
past two decades (Health and Welfare Canada, in press).
With the exception of a regular series on smoking practices,
these surveys tend to be carried out at irregular intervals.
Consistency in question wording and sample design is relied
upon to provide data comparability.

lAdapted from Health and Welfare Canada (1985).

41



With the exception of the Canada Health Survey
(Health and Welfare Canada and Statistics Canada, 1981),
which was a joint venture of the two Federal departments,
most of these surveys are conducted by Statistics Canada

under contract, according to specifications established by

Health and Welfare Canada. CHPS followed this pattern:
As the survey sponsor, Health and Welfare Canada estab-
lished objectives, took major responsibility for question-
naire design, carried out data analysis, published the survey
findings (Health and Welfare Canada, in press), and pre-
pared a data tape for public use (Health and Welfare
Canada, 1983). Statistics Canada participated actively in the
survey design, selected the sample, collected the data, and
carried out initial data processing.

As is true of the NHIS, the data from the CHPS
pertain to the resident, civilian noninstitutionalized popula-
tion of Canada alive at the time of the interview (June
1985). The sample does not include residents of nursing
homes, hospitals, other institutions, the Armed Forces, or
Canadians living abroad. The data in the present report
also exclude residents of the Northwest Territories, who
were surveyed at a later date by means of a personal
interview. These various exclusions account for about 3
percent of the total Canadian population.

Statistical design of CHPS

The target population for the Health Promotion Survey
was all persons 15 years of age and over living in Canada
with the exceptions noted above. Because the sampling
methodology used for the Health Promotion Survey was
random digit dialing, houscholds (and thus persons living in
houscholds) that do not have telephones were obviously
excluded from the surveyed population. This accounts for
less than 3 percent of the total population. However, the
survey estimates have been adjusted (weighted) to include
persons without telephones.

The Health Promotion Survey employed two random-
digit-dialing sampling techniques. For the 10 provinces, the
Waksberg method was used (Waksberg, 1978). For the
Yukon, the method used was elimination of non-working
banks.

The Waksberg method is a random-digit-dialing sam-
pling technique that significantly reduces the cost of a
survey compared with dialing telephone numbers com-
pletely at random. The method employs a two-stage sample
design that increases the likelihood of contacting house-
holds. The following describes the procedure for the 10
provinces.

First, a list of all telephone area code and existing
prefix number combinations was obtained for the survey
area. An up-to-date listing of all possible area code prefix
combinations was obtained; to these, all possible combina-
tions of the next two digits were added (that is, all possible
banks of 100 consecutive numbers within existing area code

NOTE: A list of references follows the text.
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prefix combinations). This resulted in a list of all the
possible first 8 digits of 10-digit telephone numbers in the
survey area. These eight-digit numbers formed the primary
sampling units,

A random selection was made of one of thesc cight-
digit numbers and then the final two digits were generated
at random. This number (called a primary number) wus
called to determine whether it reached a household. If it
did not reach a household (that is, the number was not
assigned for use or was a business or institution), the
number was dropped from further consideration. If it did
reach a household, additional numbers (referred to as a
secondary number) were generated within the same bank,
These numbers were also called to determine whether they
reached a household. Secondary numbers were generated
on a continuing basis until (2) five additional households
were reached in each retained bank, (b) the bank was
exhausted, or (c) the survey period ended.

Primary numbers were gencrated continuously
throughout the survey period to yield the required sample
size within each province. An attempt was made to conduct
an interview with all primary and secondary houscholds
reached.

This method is more efficient than “pure” random digit
dialing because there is a higher probability of reaching a
household if the telephone number for that houschold is
within a bank of numbers that contains at least one other
household. For the Health Promotion Survey, about 50
percent of secondary numbers called reached a houschold,
compared with only 16 percent of primary numbers called.

For the Yukon Territory, a list of all banks that con-
tained at least one household (that is, all working banks)
was drawn up by the telephone company. The final two
digits of telephone numbers were generated at random
within these working banks. An attempt was made to
conduct an interview for each telephone number that
reached a household. Approximately 17 percent of the
telephone numbers called reached a household.

Two considerations governed the sample design. On
the one hand, good national estimates of the distribution of
various characteristics are needed for use by the Federal
government and national associations. On the other hand,
because much of the policy and program activity in health is
at the provincial and territorial level, better quality data are
required at this level than are typically available from a
national household survey. The sample was, therefore,
allocated equally to the 10 provinces and the Yukon (1,000
each). One exception was Alberta, which had a target
sample of 3,300. The additional sample of 2,300 was lo-
cated in Edmonton, and the cost of this supplement was
borne by that city’s board of health,

Collection and processing of data

After a household was successfully contacted, all mem-
bers were listed and one who was at least 15 years of age

was selected at random. The interview was then conducted
with this selected person by telephone. If this person was



Table 1V, Households contacted and individual response rate, by
area

Proportion Kentified as Individual
Total eligible households response rate
number
Area called  Percent Number Percent Number
Allareas ........... 40,357 33.8 13,649 81.9 11,181
Newfoundland. ....... 4,926 21.2 1,043 81.4 849
Prince Edward Island ... 3,121 354 1,105 84.0 928
NovaScotia . ........ 3,036 35.2 1,069 86.1 920
New Brunswick . . ... .. 2,720 40.9 1,113 86.0 956
Quebec............ 1,874 53.9 1,010 83.8 846
ontarlo . ........... 2,223 47.1 1,046 72.3 756
Manttoba . .. ........ 3,674 27.4 1,008 82.3 830
Saskatchewan. ....... 4,510 21.0 948 81.6 774
Aberta . ........... 7,128 471 3,359 81.4 2,733
British Columbila, . . .. .. 2,188 49.9 1,091 82.4 899
Yukon. .. ... ... 4,957 17.3 857 80.5 690

not available to be interviewed immediately, an appoint-
ment was made for a later time. No proxy reporting was
accepted. The interview protocol will be found in appendix
III.

Interviews were conducted from Statistics Canada’s
eight regional offices plus an additional office set up specif-
ically for the Yukon component in Whitehorse, from June
3-21, 1985. In some offices, the deadline was extended so
that more of the outstanding calls could be completed. All
interviews were conducted between 8:30 a.m. and 9:30 p.m.
lIocal time during weekdays and during the day on
Saturdays. Interviewers were experienced Statistics Canada
regular staff, and generally were female. In addition to their
experience and training in the general conduct of inter-
views, they were specifically trained in telephone techniques
and in the subject matter of the CHPS. Supervisors moni-
tored the interviewers on a daily basis to ensure that
procedures followed the specifications.

Table IV shows the results of the various stages of
contact with survey respondents. The overall response rate
was 82 percent; that is, out of the 13,649 households
contacted, 11,181 adult Canadians participated in the sur-
vey. As is generally true in household surveys, nonrespon-
dents were disproportionately male and young (age 15-24
years).

Nonresponse because of language difficulties, illness,
or absence of the selected person are some of the problems
inherent in a survey that does not allow proxy reporting.
Once a respondent was selected, if he or she could not
complcte the interview, no replacement was made. In some
cases, the selected person could not communicate in either
English or French, even though another household member
was able to respond.

The “No contact” type of nonresponse is a particular
problem for telephone surveys. There is no way of knowing
whether these telephone numbers have reached a resi-
dence, which is eligible for the survey or a business or
institution, which is not. Every effort was made to call these
numbers many times. Statistics Canada also checked with
telephone companies concerning their status; however, a
residual 2 to 3 percent could not be determined.

Data capture was conducted in each of the regional
offices and transmitted to Ottawa. The data capture oper-
ators entered the data directly from the questionnaires into
a minicomputer. The data capture program allowed for a
valid range of codes to be entered for each question and
followed the flow pattern of the questionnaire based on
each entry. No editing was done to check for comnsistency
between questions at the data entry stage. It was possible
for operators to enter invalid data or to enter data that
violated the skip patterns of the questionnaire, but only
through the use of a specific override function after they
had been alerted that the entry was incorrect.

Following data capture, all survey records were sub-
jected to an exhaustive computer edit. Partial nonresponse,
flow-pattern errors, and abnormally high or low responses
were identified. Records with missing or incorrect data
were assigned nonresponse codes or, in SOme cases, Were
imputed from other parts of the same questionnaire. The
one exception to this was the selected person’s age and sex.
In some cases, these variables were imputed from another
record on the Health Promotion Survey file.

Estimation procedures

A sclf-weighting sample design is one for which the
weights for each unit in the sample are the same. For a
two-stage sample design, this happens if the first stage units
(that is, the Primary Sampling Units, PSU) are selected
using probability proportional to size sampling and a fixed
number of units are selected within each selected PSU with
equal probability.

For the CHPS, the households within each province
were selected using this sampling scheme and, thus, the
sampled households within each province have identical
weights. The first stage sampling units were banks of
telephone numbers, and the second stage units were actual
telephone numbers corresponding to households within
those banks. Household weights differ from province to
province because a different sampling rate was used for
each province. This is because of the wide range in provin-
cial population sizes combined with the desire of the survey
sponsor for equal sample sizes in all 10 provinces.

The following paragraphs outline the steps used in
weighting the Health Promotion Survey records.

1. In the first stage of weighting, all households selected
into the sample within a given province were assigned
an identical weight.

2. The weights for households with more than one private
telephone number were adjusted downward to account
for the fact that such households have a higher proba-
bility of being selected.

3. The weights for responding households (that is, the
records on the file) were adjusted upward to account
for nonresponding households. This adjustment was
done independently within Census Metropolitan
area/non-Census Metropolitan area geographical clas-
sifications within each province. Weights were also
adjusted when fewer than the required number of
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telephone numbers were generated within an area
because of reaching the end of the survey period. This
adjustment is based on the assumption that the house-
holds that were interviewed represent the characteris-
tics of those that should have been interv‘iewed. To the
extent that this is not true, the estimates produced will
be somewhat biased.

4. A person weight was calculated for each person who
responded to the survey by multiplying the household
weight for that person by the number of persons in the
household who were eligible to be selected for the
survey.

5. In the last stage of weighting, the person weights were
ratio adjusted to agree with age-sex distributions pro-
jected from the Census of Canada. Census-projected
population counts were obtained for males and females
within each province and the Yukon for the following
age groups: 15-19, 20-24, 25-34, 35-44, 45-54, 55-64,
and 65 years and over. Inmates of institutions were
excluded from the census projections because this
group was not surveyed. For each of the resulting 154
classifications (11x2x7), the person weights for
records within the classification were adjusted by mul-
tiplying by the ratio of the projected census population
count to the sum of the person weights of records in the
province-age-sex-group.

Reliability of estimates

The estimates derived from this survey are based on a
sample of households. Somewhat different figures might
have been obtained if a complete census had been taken
using the same questionnaire, interviewers, supervisors,
processing methods, and so forth, as those actually used.
The difference between the estimates obtained from the
sample and the results from a complete count taken under
similar conditions is called the sampling error of the esti-
mate.

Although the exact sampling error of the estimate, as
defined above, cannot be measured from sample results
alone (otherwise a survey would be unnecessary), it is
possible to estimate a statistical measure of sampling error,
the standard error, from the sample data. Using the stan-
dard error, confidence intervals for estimates (ignoring the
effects of nonsampling error) may be obtained under the
assumption that the estimates are normally distributed
about the true population value. The chances are about 68
out of 100 that the difference between a sample estimate
and the true population value would be less than one
standard error, about 95 out of 100 that the difference
would be less than two standard errors, and virtually certain
that the difference would be less than three standard errors.

Because of the large variety of estimates that can be
produced from a survey, the standard deviation is usually
expressed relative to the estimate to which it pertains. The
resulting measure, known as the RSE of an estimate is
obtained by dividing the standard error of the estimate by
the estimate itself and is expressed as a percent of the
estimate.
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Derivation of sampling variabilities for each of the
estimates that could be generated from the Health Promo-
tion Survey would be an extremely costly procedure and,
for most users, an unnecessary one. Consequently, crude
measures of sampling variability have been developed for
use (table V). This table has been produced using the RSE
formula based on a simple random sample. Because the
Health Promotion Survey estimates were made from a
two-stage cluster design, a factor called the design effect
was introduced into the formula. This factor accounts for
the increase in variance that results from using a two-stage
cluster design over a simple random sample.

The following rules should enable the reader to deter-
mine approximate RSE’s for aggregates (totals), percents,
ratios, differences between totals or percents, and differ-
ences between ratios.

Rule 1. Estimates of aggregates (totals)—The RSE for a
total depends only on the size of the estimated total itself.
On table V, locate the estimated total (in thousands) in the
left column of the table (headed “Numerator of percent-
age”) and follow the X’s across to the first figure encoun-
tered. This is the RSE.

Rule 2. Estimates of percents—The RSE of an esti-
mated percent depends on the size of the percent and the
size of the group upon which the percent is based. Esti-
mated percents are relatively more reliable than the corre-
sponding estimates of the numerators of the percents,
particularly if the percents are 50 percent or greater. To
estimate the RSE of a percent, reference should be made to
the percent (across the top of table V) and to the numera-
tor of the percent, in thousands (down the left side of the
table). The intersection of the appropriate row and column
gives the proper RSE.

Rule 3. Ratios—In the case where the numerator is a
subset of the denominator, the ratio should be converted to
a percent and rule 2 applied. In the case where the numer-
ator is not a subset of the denominator, the RSE of the
ratio .of the two estimates is approximately equal to the
square root of the sum of squares of each RSE considered
separately; that is, the RSE of a ratio:

x .
r=— is

y
RSE (7) = /RSE(x)* + RSE()?

This formula will tend to overstate the error if x and y are
positively correlated and understate the error if x and y
are negatively correlated.

Rule 4. Differences between totals or percents—The
standard deviation of a difference between two estimates is
approximately equal to the square root of the sum of the
squares of each standard deviation considered separately.
That is, the standard deviation of a difference:

d=x —yisequal to

SD (d) =y/ BRSE®J + RSEQ)J?



Table V, Crude sampling variabilities for the Canadian Health Promotion Survey

[10 provinces; Yukon Territory excluded]

Numerator of Estimalted ?

percentage -

in thousands o1 1.0 20 50 10.0 15.0 20.0 25.0 30.0 35.0 40.0 £0.0 70.0 200
P 1585.7 155.0 154.2 151.8 147.8 143.6 139.3 134.9 130.3 1258 1207 110.2 853 493
2iiieiiiiaiaeaeea.. 1101 1096 1000 1074 1045 1016 985 954 922 888 853 779 €03 _ 348
< cenn 89.9 89.5 89.0 87.7 85.3 829 80.4 77.9 75.2 725 €69.7 63.6 493 | 284
Aoeeienrontnannensnn 779 7.5 771 75.9 739 71.8 68.7 67.5 65.2 628 60.3 55.1 427 24.6
[ teeacecanans 69.6 €9.3 69.0 67.9 66.1 684.2 62.3 60.3 58.3 £5.2 54.0 49.3 33.2 220
- e 63.6 633 63.0 62.0 60.3 58.6 56.9 55.1 53.2 51.3 49.3 45.0 34.8 20.1
Tt iannennnoernarss 58.8 58.6 53.3 57.4 55.9 543 52.7 51.0 49.3 47.5 45.6 41.6 322 18.6
- 565.0 54.8 54.5 53.7 522 50.8 49.3 47.7 46.1 4.4 42.7 38.9 302 _174
R ceereaee 51.9 51.7 51.4 50.6 49.3 47.9 46.4 45.0 43.4 419 40.2 38.7 28.4 16.4
L 49.2 48.0 488 48.0 46.7 45.4 441 427 41.2 39.7 38.2 34.8 27.0 15.6
B 46.9 46.7 46.5 45.8 44.6 433 42.0 40.7 39.3 379 36.4 332 257 | 148
. 449 44.7 445 43.8 427 41.5 40.2 38.9 37.6 36.3 34.8 318 246 | 142
< 43.2 43.0 428 42.1 410 39.8 38.68 374 36.1 34.8 33.5 30.6 23.7 13.7
L 41.6 41.4 . 37.2 . 2238 13.2
L 40.2 A 220 127
L 38.9 213 | 123
17, it iinennaan 37.8 20.7 1.9
L . 36.7 . 20.1 11.6
19...... cerevesiraan 35.7 X 19.6 13
1 X X . . 18.1 1.0
b S X . 3 3 X X A . 18.6 10.7
-~ PN X 33.0 329 324 315 30.6 9.7 28.8 27.8 26.8 25.7 23.5 18.2 10.5
<< T X 32.3 32.2 31.7 30.8 29.9 29.1 28.1 27.2 26.2 25.2 23.0 17.8 10.3
2 T X 316 31.5 31.0 30.2 29.3 28.4 275 26.6 25.6 24.6 225 174 10.1
5. iieas et tsentaann X 31.0 30.8 30.4 29.6 28,7 27.9 27.0 26.1 25.1 24.1 22.0 17.1 9.9
B0 iveriennennensas X g . X . 9.0
it iieriinnneanns X 8.3
4. .. it X 7.8
A5, . it X 7.3
L X 7.0
- X 6.6
60, . ciiiniiinien. X 6.4
B8, ittt eeanan X 6.1
¢ TP X 5.9
I X 5.7
80........ Ceer e X 55
85, i it tes e X 53
< X 5.2
A X . 5.1
100, .. 00vneenen . X 3 . . 49
125, . iiiiiiiiaine X . . . . . 4.4
150..... ees et enen s X 127 126 12.4 12.1 11.7 11.4 1.0 10.6 10.3 9.9 9.0 7.0 4.0
20, .. ciiiiiiiea e X X 10.9 10.7 10.4 10.2 9.9 9.5 92 8.9 8.5 7.8 6.0 3.5
250, v enieinnee s X X 9.8 9.6 9.3 9.1 8.8 8.5 8.2 79 7.6 7.0 54 3.1
1 X X 89 8.8 85 8.3 8.0 78 75 7.3 7.0 6.4 4.9 2.8
B50 . enunvnncnvanans X X 8.2 8.1 7.9 7.7 7.4 7.2 7.0 8.7 6.4 5.9 4.6 26
400. ... it X X X 7.6 7.4 7.2 7.0 6.7 6.5 8.3 6.0 55 43 25
A50 . ciieinennnniaan X X X 7.2 7.0 6.8 6.6 6.4 6.1 5.9 57 5.2 4.0 23
B00. . ionviennnann e X X X 6.8 6.6 6.4 6.2 6.0 58 5.6 54 49 3.8 22
750 i enennnnnecasans X X X 55 5.4 5.2 5.1 4.9 4.8 4.6 4.4 4.0 3.1 18
1000 ceessenennnenns X X X X 4.7 4.5 4.4 43 4.1 4.0 38 3.5 2.7 1.6
15000 inienenrannnne X X X X 3.8 3.7 3.6 3.5 3.4 3.2 3.1 238 22 1.3
2000, 0000 cannnenn X X X X X 3.2 3.1 3.0 29 28 27 25 1.9 1.1
3000 cieciccvavencas X X X X X X 25 25 24 2.3 22 2.0 1.6 0.9
4000, . 0 0cunnnncrnes X X X X X X X 21 21 2.0 1.9 1.7 13 0.8
§000, i iiveiannnanne X X X X X X X X 1.8 1.8 17 1.6 1.2 0.7
8000, ..o iiinennnnne X X X X X X X X X 1.6 1.6 1.4 1.1 0.6
P000. e ineeannsnns X X X X X X X X X X 14 13 1.0 0.6
8,000..... cesseea PRSP X X X X X X X X X X X 1.2 1.0 0.6
9000....c00hiiiennnn X X X X X X X X X X X 1.2 0.9 0.5
10,000 . teeeenecsana X X X X X X X X X X X X 0.9 0.5
12500 .00 cieieeennnns X X X X X X X X X X X X 0.8 0.4
15000 ... 0000 ceennnne X X X X X X X X X X X X X 0.4

NOTES: Sampling variabilities (relative standard errors) are in percents. To determine sampling variabilities for estimates of totais, locate tha row closest to the estimated
total. The left column givas the sampling variabllity. To determine sampling variabilities for estimates of percents, use the row closest to the numerator of the percent and
the column closest to tha percent, Sampling variabllities in this table are crude indicators and in general are higher than those that would be obtained using more exact

techniques. Under no circumstances are they official.

Relativa standard errors (RSE's) above the first cut-off fine are unacceptably high; RSE’s below the first cut-off line and above the second cut-off line may b2 used with

caution; RSE’s below the second cut-off line are acceptable.

The RSE's shown In this table can be obtained with the following formula:

RSE=V (2423.3702) X (1 proporiion)/numerator

The formula may be particularly helpful in cases where use of the table requires interpolation.
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The RSE of d is approximately

RSE(d) = S—lz(d—)

This formula is accurate for the difference between
separate and uncorrelated characteristics but is only
approximate otherwise.

Rule 5. Differences between ratios—In this case, rules 3
and 4 are combined. The RSE’s for the two ratios are first
determined using rule 3, and then the RSE of their differ-
ence is found using rule 4.
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The 1979 surveys

Detailed discussions of the sample design and estima-
tion procedures for the 1979 National Survey of Personal
Health Practices and Consequences and the 1979 Canada
Health Survey have been previously published (Health and
Welfare Canada and Statistics Canada, 1981; NCHS, 1981).
Readers desiring to carry out further analyses of the trend
data shown in this report are referred to these earlier
publications.

NOTE: A list of references follows the text.



Appendix Il
Definition of terms

Terms related to health practices

Amount of absolute alcohol—This is calculated from
the number of drinks reportedly consumed during a given
time period, assuming each to contain 0.5 ounce of absolute
alcohol (ethanol). Heavier drinkers consumed an average
of 1.0 ounces of ethanol (2 drinks or more) daily. Moderate
drinkers consumed an average of 0.22-0.99 ounces of etha-
nol daily (4-13 drinks per week). Lighter drinkers con-
sumecd an average of 0.01-0.21 ounces of ethanol daily (3 or
fewer drinks per week). This classification scheme was
developed by Johnson et al. (1977) and has been used in
numcrous other analyses (Clark and Midanik, 1982; Malin,
Wilson and Williams, 1985; Schoenborn, 1986; Schoen-
born, 1987).

Breakfast—U.S. survey respondents were simply asked,
“How often do you eat breakfast?” The Canadian survey
asked for the weekly frequency of several categories of
breakfast food; “just coffee or tea” was included in the
same category as “nothing.”

Breast examination—The U.S. survey refers to exami-
nation by a doctor or other health professional; the Cana-
dian one specifies a doctor or nurse.

Current drinker— A person who has had at least one
drink of an alcoholic beverage in the past 12 months.

Drinking and driving—In the United States, the ques-
tion asked was, “During the past year, how many times did
you drive when you had perhaps had too much to drink?”
The Canadian survey included the question, “During the
past month how many times have you driven within 2 hours
of drinking any amount of alcohol?”

Former drinker—In the United States, a person who has
had at least 12 drinks in any one year, but none in the past
year. In Canada, this refers to a person who has had at least
one drink in his or her lifetime, but none in the past year.

Life-long abstainer—In the United States, a person who
has not had at least 12 drinks in any one year. In Canada,
this refers to a person who has never had any alcoholic
beverages.

NOTE: A list of references follows the text.

Regularly active person—In the U.S. survey, a person
answering positively to the question, “Do you exercise or
play sports regularly?” In Canada, persons were defined as
regularly active if they reported vigorous exercise (for
example, calisthenics, jogging, racquet sports, brisk walk-
ing) of at least 15 minutes’ duration at least 3-4 times
weekly.

Seatbelt use—“Usually” includes “all or most of the
time” (United States) and “always” or “most of the time”
(Canada). “Sometimes” refers to “some of the time” and
“once in a while” (United States) and “sometimes” (Cana-
da). “Never” is “never” in the U.S. survey and “rarely or
never” in Canada.

Smoking—This refers only to cigarettes. Current smok-
ers include regular and occasional smokers; nonsmokers
may be either life-long abstainers or former smokers.

Demographic terms

Age—The age at last birthday.

Education—The number of years of schooling was
determined in the United States; a separate question spec-
ified if the highest year was completed. In the Canadian
survey, respondents were asked to check the category de-
scribing the highest level completed. The table category
which may not be strictly comparable for the two countries
is “completed high school.” This is because the number of
years to complete high school varies in Canada from 11
years (about 25 percent of the population) to 13 years
(about 35 percent), the balance requiring 12 years as in the
United States.

Parent’s education—For the United States, this term
refers to the highest level of education achieved by the
person designated “responsible adult in the household.”
This person is usually the father or mother but may be
unrelated to the child. For Canada, parent’s education
refers to that of the survey respondent. See questionnaire
(appendix III) for question on children’s use of seatbelts.
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Appendix Il
Questionnaires

OME No. 6237-0021: Approvel Expires March 31, 1986

Noninterview
3 [ Refusal
4[] Other
b. Sections N through V {Sample Person Section}
Interview

} (Explain in notes)

completed) (Explain in notes)
Noninterview
a ] Refusal (Explain in notes)
41 SP temporarily absent
5 ] SP mentally or physically incapable
8 [J Other (Explain in notes)

Fnﬂ.\; l;“S"" (S8} (1985) ROTICE — Inforrmation contained on this form wh.ch wouid permit identification of any individual o estatlish-
1102884} ment has been collecled with a guaractee that it will ba hald in strict confidence, will be used only {or purposus
£:a1ed ‘or this stucy, ard wiil not be disclosed or released 1o others without the corsent of the individual or the
U.S. DEPARTMENT OF COMMERCE blisharent in d with section 308(d) of the Public Health Service Act (42 USC 242m).
BUREAU OF THE CENSUS —ry
ACTING AS COLLECTING AGENT FORTHE RY70Q
U.5. PUBLIC HEALTH SERVICE 1. 3—7 |2.R.0. Number [8—10 |3. Sample [11-13
3 1
Boak of books
NATIONAL HEALTH INTERVIEW | o0 =T BB
S U RVEY PsSuU {Segment 1Serial
1} i
: |
HEALTH PROMOTION AND DISEASE PREVENTION |5 Person |23—24]6.Sex | 25 17. Sample Person  |26-—-45 i 46—-60
SUPPLEMENT BOOKLET number Last name | First name
1 O Mate |
2 CFemale !
B. FINAL STATUS OF SUPPLEMENTS [_ 81 lg. Beginning time Ending time
o [LJ No person 18+ in this family {Household page} [s3-es] &7 e8_71] 72
a. Section M (Househald Respondent Section) 1 a.m. ! a.m.
Intarview zp.m. 2 p.m.
100 Complete interview lall appropriate items completed) 10. interviewer identification 73—74
2 L1 partial interview {some but not all appropriate items completed) (Explain in notes) Name Coda

1 Complete interview (all appropriate sections completed)
2 [J Partial interview [some but not all appropriste sections T

11. FAMILY ROSTER

List ell nondeleted family members 18 + by age
{oldest to youngest). Refer to sample selection label
II and circle as appropriate. THEN circle Person No. in
itemn 11 and mark *’SP’* box on HIS-1 for the selected
sample person.

TRANSCRIPTION FROM COMPLETED HIS-1

10 Yes
2 No

12. Telephone in household {Household page, question 11)

13. Education of SP {page 42, question 2a)
oo [J Never attended or kindergarten

Elem: 1 2 3 4 5 6 7 8
High: g 10 11 12

College: 1 2 3 4 5 6+

Finish grade/year (Question 2b)

1O vYes
2 1No

14. Main Race of SP (page 42, question 3a/b)

1 2 3 4 B—Spacifyz

18. Family Income [page 46, question 8b)

oo IA 1wllK 20U

B ndr ndv

oz1C 1200m 200w
0adD 1N 2300x

o JE wOo 240Y

osJF isOPp 2

cs[]G sda 2s(J22
ozJH 7R

os[11 1218

os[1J wOT

e
1
75 |76—77 879
1 ]
2
[eo | N
3
Bi=s2 g T L
5
6
7
=T e N I b
8
7300 e A R it
9
FOOTNOTES
[p5—86]

Refer to HIS-1(SB) page 4, questions 4a and b. Transcribe from HIS-1 for the sample

person, if required (page 20, questions 5a and b).
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I rr71 34

Section M. PREGNANCY AND SMOKING Person Number 5—-6
Refer to age and sex on Household Composition Page. First name
M 1 LI Females 18—44 in family (Enter person number [ INo females 18—44in
and nama of all females 18—44; THEN 1) family (Section N)
Read to respondent:
Thase next few questions refer to smoking and preg y and are asked of aged
18—44, In this family the questions refer to (read names).
1a. Arsany of these women now preagnant? [ Yes OONo (20 ok (2)
b. Who Is this? Mark box in person’s column. 1b. | 1[0 ves. pregnant now « Obk 71
c. Anyone else? O Yes {Reask 1bandc) [INo
2a. Havas any of these women given birth to a live born infant in the past 5 years?
[ Yes ONo M2; Dbk M2}
b. Wholisthis? Mark box in person’s columnr. | 26, | D] Yos. chitd past S yoors 9 Dok 2
c. Anyons else? [ Yes (Reask 2bandc) (ONeo

100 Availzble, “*Yes’" in 2b (3) ‘—9_
2(7 Availsble, *“Yes™ in 1b (4}

Mz Mark first appropriste box. 3 1b and 2b blank for all persons (SectionN) | M2 | 377 Callback required (NP}
30 Noninterview {Cover page, THEN NP)

8] Other (NP}

3. In what month and year was your last child born? 3. [ 10-13 |
/18
Month Year
4. Have you smoked at least 100 cigarettes in your entire life? 4. 1[2 Yes (Mark “*Smoking asked"’ L._1e
., box, THEN 5)
2.3 No (Mark “’Smoking asked’’
! box, THEN NP
N - I
6a. Do yousmoke cigarattes now? Sa. | 1) ves (6} L 18
| 2l Ne
- e —————— e ——— = . - e e e e m——— e ! _____________________________
b. Ahout how long bas it been since you last smoked cigarettes fairty regulariy? b 1 [f Days [j:w
20 Weeks
37 Months (M3}
— i
Number 4iiYears
988{i Never smoked regularly (M3}
6. Onthe average, about how many cigarettes a day do you now smoke? 6. M

Number
00l Less than 1 per day
1] “Yes” in tband ““Yes” in5a (8) |__21 |

M3 Mark appropriate box. M3 | 200 “Yes"in1band “No" inSa (7}
s Other M4y

7. Have you smoked cigarsttes at any time during this pragnancy? 7. | 1Oves 22 |
20 No (m4)
8. On the average, about how many cigarettes a day did you smoke BEFORE you 8. [L23-24 ]
found out you wera pregnant this time? Number
98] Did not smoke regularly
9. On the average, ahout haw many cigarsttes a day did you smoke AFTER you 9. [ 265-26 |
found out you were pregnant this time? Number
gs[J Did not smoke regularly
" s I 27
MAa Mark appropriate box. ma | 1"Yes"in2b (10)
8] Other (14)
10. Did you smoke cigarettes at all during the 12 months before your last child 10. v 28 |
was born in {month and year in 3)7 s
A 2t No (141
11. Onthe avarage, about haw many cigarettas a day did you smoke BEFORE you 11, [[29-30 |
found out you were pregnant? Number

981 Did not smoke regulariy

12. Onthe average, about how many cigarettes a day did you smoks AFTER you 12. { 31-32 |
found out you were pregnant? o Number

e8] Did nat smoke regularly

! 000 Nore f14)

13. Ingeneral, would you say that you smoked cigarettes during MOST of 13, | 1 Tives L83 |
that pregnancy? © 2D veo
el Otner {Spac:iyi
14, Did a doctor EVER advise you to quit or cut down on smoking? 14. 1 L Yes i34
20 No
sT1DK

EORLIPIS- 182179928 2158

Paus 2



, RT72

Section N. GENERAL HEALTH HABITS

i 34
{ Sample Person Number
{10 Caliback required {Hhld. page} L5 ]
N1 ! 200 Noninterview (Cover page)
1 300 Available (1) .
Read to respondent: : s |
These questions are about general hsalth practices. ; 1 I Almost every day
4. How often do you eat breakfast — almost every day, i 20 Sometimes
somstimes, rarely or never? } 33 Rarely or never
2. including evening snacks, how often do you sat hetween I 1 O Almast every day 7z |
meals — almost avery day, sometimes, rarely or never? I T Sometimes
t 3L Rarely or never
3. When you visit a doctor or othor health profsssional for : 1L Often L3 |
routine care, is eating proper foods discussed often, 1 2 [ Sometimes
sometimes, raraly or never? ‘ 3~ Rarely or never
Poa 5 Don't visit for routine care
! ) 2 |
N2 Refer to page 46 or 47, item R, of HIS-1. i 1LJsPisHhid. resp. (5)
i 8[JOther (4)
An. About how tall ars you without shoes? [ 1912 |
Feet Inches
e e ¢ e Sttt B ¥ |
b. About how much do you weigh without shoas?
Pounds

Hand Card N1 or read responses for telephone interview.

5. Inyour opinion which of thase are the TWO best ways to
lose weight?

1 [J Don‘t eat at bedtime

2[] Eat fewer calories

3] Take diet pills

4[] Increass physical activity
5[] Eat NO fat

6 [ Eat grapefruit with each meal

9a. Do you consider yourself overweight, underwelght, or just
about right?

b. Would you say you are very overweight, somewhat overwalght,
or only a little overweight?

6. Are you now trying to lose weight? 10 Yes 18 |
20 No (9)
7. Areyou eating fewer calories to losa weight? 10 Yes KT
20 No
8. Havae you increasad your physical actlvity to lose weight? 11Yes [ 20 |
2] No
=1

10 Overwaight
200 Underweight} (10)

1 [J Very overweight
2] Somewhat overweight
307 Only a little averweight

10. On the average, how many hours of sleep doyou getina 23-24 |
24-hour period? Hours
FOOTNOTES
‘Page ;,, FLTSHIS- IS A0, 3R NE S 20



Section N. GENERAL HEALTH HABITS — Continued

15. About how long has it bsen since you had a Pap smear test?

Years

98 _ Never
co .. Less than 1 year

11. Is there a particular clinic, health center, doctor’s office, i 1O Yes .25 |
or other place that you usually go to If you are sick or ! 20 No {14
need advice about your health? 2LINo (14)
' 26
12. Whatkind of place s it — a clinic, a health center, a : [ Doctor’s office ( ; ‘e olin :
. v " " group practice or doctor’s clinic)
hospital, a doctor’s office, or some other place? .2 .D Hospital outpatient clinic
IF HOSPITAL: ls this an outpationt clinic or the emergencyroom? 3 Ll Sample person’s home
P I Hospital emergency room
IF CLINIC: Is this a hospital outpatient clinic, a company s _ Company or industry clinic
clinic, or some other kind of clinic? L e Healg\ c:nter ry et
: 3 L] Other (Specify)
) .
13. Iz thers ONE particular doctor you usually see at (place in 12)? i 10 Yes 27 |
i 20N } (N3}
. N 28
Hand Card N2 or read reasons for telephone interview. P [J Have two or more usual doctors or places depending L 28
14. Which of these is the MAIN reason you don’t have a particular ; — on Wh?t 1s wrong
place you usually go? 1 2 Li Haven't needed a doctor
: 3 [J Previous doctor no longer available
i« [J Haven'tbeen able to find the right doctor
Los [0 Recently moved to area
i & C Can"tafford medical care
: a8 [ Other reason {Specify)
| 29
N 3 Refer to sex. : 1 C Male (Section 0) L2 |
! 200Female (15)
|_30-31_

16a. About how long has it been since you had a breast examination ;
by a doctor or other health professional? !

Years

—
98 __ Never
o0 i.:Less than 1 ycar

_32-33 |

——m m m e em e e - — — - - ] - ————— 4 e e e —_——
b. Do you know how to examine your own breasts for lumps? ', 100 Yes [__34_
! 203 Ne (Section O}
. oo oo eTm T e T - Tttt TTmTT o TTETTT IS 3838
€. About how many times a year do you examine your own breasts \ t.
for lumpe? ; Times per year
| es (S Other {Specify)
} o8 OINever
1
FOOTNOTES |
FOAM HIS-1(88) 11985) (10-15-64) Page 6
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Section 0. INJURY CONTROL AND CHILD SAFETY AND HEALTH

37
o 1 Refer to household composition. 11 Children under 10in tamily (1)
200 No children under 10 i tamily 103)
Read to respondent: L_38 |
These quasti are about pr ting injuries to children.
10 Yes
1a. Have you ever heard about POISON CONTROL CENTERS?Y 20 No (21
b. Do you have the telephone numbcr Ior a Poison Cormol ,:] ye, ]_“
Center in your area? 20 No
o[JpK
2. There is # medication called IPECAC (ip’ i kak) SYRUP 100 Yes
taken to vomlting after O
thing is swall Do you now have 2t No
any Ipecac Syrup in this household? sO ok

02

Refer to household composition.

1[J Children under 5in family (3)
2[J No chitdren under 5 in family (03]

L s |
41
L2 |

T
1
|
{
1
T
{
i
i
t
I
|
1
17
4
{
|
|
:
[
i
I
I
1
1
I
1
|
|
3
b
i
1
1
i
i
1
|
|
{
i
i
I
I
!

3. Have you heard about child safety seats, sometimes called
car safety carriers, which are designed to carry children 100 ves
while they are riding in a car? 200 No 103)
4. Dida doctor or other health profassional EVER tell you Cy L _e3 |
bout the imp of using car safety seats for {your) ! es
children? 200 No
l 44
03 Refer to household composition. 1L Crildren under 18 in tamily (04)
20 No children under 18 in family (10)
| mr73 3-4
Person Numbaer i
First name
04 Enter parson number and name of all children under 18; THEN mark box. 04
10 Under5 (5} ];
208-17 7
5. When —— was brought homs from the haspital following birth, was — — 5. | 10 vYes L
buckled in a car safety seat? 0
2L] No
3LJ Not born in hospital
(]
4 Didnt ride home in “car**
sl ok
6a. Does —— now have a car safety seat? 8a.| 10Ves L s ]
200No
2ok } it
b. Whanriding In a car, is — — buckled in a car safoty seat ali or mostof the 5 |\ Aller mome or e ey T [
time, some of the ur;n, once in awhile, or never? 10 Al or most °f_th’ time
200 Some of the time {NP)
3D Once in awhile
[ Never
3 D DK } 7
7. Whenriding in a car, doss — - wear a seat balt all or most of the time, soms 7. ; 11
of the time, once in ‘whllo, or never? ’ ! B Al or mast °f,th° time
2L Some of the time
3] Once in awhite
Never
5[] Uses chitd safety seat
s ok
05 Refar to age. os| 'Dunders @ 2
8 Other (06}
Read to respondent: 8 1O Yes 13
{These next questions are about braastiseding.) 200Ne
Was — —ever breastfed? s[ODK } fos)
. How old was — — whan —— COMPLETELY stopped breastfesding? 9. |ooo[Jstit breastfed {1e-1e |
1 Opays
200weeks
300 Months
Ao aCdvears
. 17
66 Respondent os 1] chikd’s parent L7 ]
sCJother

52
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Raad to respondent:
The next questions are about this home.

11a. How many ke datectors are installad in this home?

o1 Only 1{11c)

. Number (11b}

|
|
! ool] None
! eeDbK }“2)

—_——— e el _—_—————

Number (174d)

Saction 0. INJURY CONTROL AND CHILD SAFETY AND HEALTH — Continued 3-4
10. “u’lh'" drlvin% o': rh‘ilng ina ctr,f d: you wear s seat belt i 103 Allor most of the time 5
all or most of the time, some of the time, once in - .
awhile, or never? I [J some of the time
i 3@ Once in awhile
! 40 Nevar
1 s[1Don'tridein car
1
: 6-7

c. Is it now working? 1 Yes T 10
2 No
s DK } {11f)
e e e o i o o e e L e e ———
d. How do you know [it is/they are] working? -—
Y v ¢ | 100 Tested itithem 11
1
I 100 tt/they went off because of smoke I
1
|
I 1] iithey went of while cooking EE
1
I
| 10 Changed the batterias EZT_—
[
I —
i 10 Thelightison (L
i
! . 18
: 11 Beeps when battery is low L A
|
' 100 Other (Specify) - { 17
i
. Any other way? | T Yes (Rzask 11d and e)
i I No
{. (is it/Are any of the smoke detectors] next to a sleeping area? . iidvYes T
1 2[dNo
I Y3
12a. Do you know about what the hot water temparature is in i 15 Yes [
this home? !
b2 ONo 13}
________________________________________ A e
b. About what temperature is the hot water? | T=0-22_
l Temperature
: OR
i 10 High [==
: 2[] Low
i 3l Medium
—————————————————————————————————— o o — '} —— —— - s G Wtn o as ¥ ———— i s . ans s
c¢. How did you estimate the hot water temperature? : 10 The setting on hot water heater 24
1 20 Tested with thermometer
: 30 Guessed
e [ Other (Specify)
T
13. Inthe past 12 months, have you {or has anyone in your | 100 Yes L.28
household)} used a thermometer to test the temperature b 200 Ne
of the hot water here? : o0 bk
i
14. ABOVE what tamperature will hot water cause scald injuries? : &‘i
1 Temperature
i
i s9s[J DK
FOOTNOTES
Page 8 FORM: HiS-1:58) {1805} (10-16-8Z
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200 No

Section P. HIGH BLOOD PRESSURE i1-4
1. 1am going to read a list of things which may or may not atfecta '
person’s chances of getting HEART DISEASE. :
Hand Card P E
After | read sach one, tell me If you think it definitely 1
increases, probably increases, probably does not, ar !
definitaly does not incvuu a person’s chances of H PROBABLY  DEFWITELY
getting haart diseass. First — | DEFINITELY PROBABLY DOESNOT DOESNOT  DK/INO
: INCREASES INCREASES INCREASE INCREASE OPINION
1
.. Clglnttc smoldng? {Give me a numbaer from tha card.) 1«0 20 20 0 o0 [ ¥
e e e e e e e e e e e e e e . ) -
1
b. Worry or anxiety? E 13 200 a3 o] o0 [ 8
. - I
¢. Righ blood pressure? ! . 20 FY | «0 o0 [ 7
- - et e e e e o w e m o m am P P - N o
1 .
d. Diabstes? i 13 203 3] [ O [
N A . e _ . . .
H
a. B-ingVER\’ovonnlgM? ! 10O 20 a0 0 o0 [
T T S U
i A
i
. Overwork? : 10 200 30 «0 o0 [0
__________________________________ R i it
@. Drinking coffes with catfeine? Y 20 3{d in 0O L8
__________________________________ r___-___-__-_____--_-__-___________--
h. Eating a dist high in animal fat? 1 a0 20 a0 <0 o0 [ 12
_____________________________________ e e e e e e e ]
1
I. Family history of heart disease? ! 20 2D a0 syO [ 1
-------------------------------------- it T TS
i
j. High cholesterol? 1 o0 20 s0 «0 o0 (14
2. The following conditions are related to having a STROKE. In your | + [J Diabetes L_1e
ol;:inlon, :ihh':h::q ese eom’gfnl Mothmlm-m & parson’s \ 2 3 High blood pressure
ances & stroke abetes, biood preseurs, "
;'9“ eholuu:ol? or ! 3 [J High cholesterol
! s DK
3. Which one of the following substances infood s MOSToftes | ] sodium e |
associated with RIGH BLOOD PRESSURE — sodiuym,- i |
cholestarol or sugar? ! 2L Cholesterol
! 300 Sugar
H s L] Other (Specify)
' »ODK
4. Haveyou EVERbnnmoldbycdoctororthnhhmluMl I L1z _]
that you had hypertension, sometimes calied high blood pnuuu?i ;B::.HZ)
{ 300 Only during pregnancy (12}
6. WouyoutoidtwoormmblFFERENTﬂmumtmhad : 10 Yes L d8 |
nyper or high blood p ! 200No
! sJpK
6. Are you NOW taking any medicine prascribed by a doctor for : vOVYes (8) L_E.__.
your hypertension or high blood puuyrn? : 2O No
7s. Was any madicine EVER pnlerbodby-doctwforyom ! O] Yes L3 ]
hypectension or high blood pressure? !
' 20 No (8)
b. Did a doctor advise you to stop taking the medicine? \ 1O Yes 21 ]
1
!
1

FOOTNOTES

T
ORM H5- 1(58) 119452 14.25-85)



Section P. HIGH BLOOD PRESSURE — Continued

8. Bacause of your hypertension or high blood pressure,

a. Dist to lose weight?

b. Cut down on saltor !

c. Exercise?

ooa{] Never} (13)

has a doctor or other health professional EVER sodium in your diet? |
i o o - . I
advised you 1Oves @ [(22] |\ yes-g L2 172 Yes 199 24
203 No (8b} 2 CINo (8c) 201No (11}
9. Hava you EVER followed this advice? 2 Yes (10) 26 ' Tlves (100 (28 | 'y " ves (100 27 ]
2C No (8b) 2. 1No (8c) 2 2No {11}
. ————— a1 .- e
10. Are you NOW following this advice? 100 YesY, gp) {2 - 171Yes) g (T 101 VesY pgq, =30
20 nNe i 27INo 277
i
31
11a. Do you still hava hypertension or high blood pressurs? : 10 Yes(12) Lat
I 200No
: s3DK
13 f
b. Is this condition completely cured oris it undar control? | 1[] Cured 32
i 2 [} Under control
' +0bK
12a. ABOUT how long has it been since you LAST had your ! 2 [J Days 13338
blood pressure taken by a doctor or other health ' 3 [J Weeks
profassional? ' “Number « [J Months
' s 0 Years
1
: 9991 DK
I

...... . . - P mm e m MM e e me s - - e e m i e A e —a. . -
e
b. Blood pressure is usually given as one numbar over : 10 ves ]—
snothar. Were you told what your blood pressure was, | 20JNo
in NUMBERS? L Iooe } (124)
.
] ~—
<. What was your blood pressure, in NUMBERS? : / =R
i
N st S o
d, At that tims, was yaur blood pressure high, i 1 O High 13
low, or normal? : 20 Low
! s O Normal
I & [J Other (Specify)
! sOpK
1
13. Do you NOW have diabetes or sugar dlabates? ! 1O Yes L_2s 1}
: 200No
! & [ Other (Specify)
14. Hava you evar bsen told by a doctor or other health i 10 Yes l._4s
professional that you had high cholesterol? \ 20 Ne
1
185. Do you have any kind of heart condition or heart 1 Yes 48 |
troubla? ) 200 Na
I
16. Have you ever had a stroke? ; 10 Yes L_s7 |
! 20 No

FOOTNOTES

FORM £4S-1{S8¢ (1385) {4-25-85]
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Section Q. STRESS

Read to respondent: L
Thase next qusastions are about strass. 1EJ A lot
1. During the past 2 wseeks, would you say that you ? ‘] Mode_rate
sxperienced s lot of stress, a modsrate amount of 21 ] Relatively htile
stress, relatively littis strese, or simost no stress at afi? C o4 3 Alrnost none
, ¢ TIDK what stress is {3)
2. Inthe pastyear, how much sffect has strexs had on your U Aot [ a9
health — a iot, some, hardly any or none? !
1 21 Some
i 31 Hardly any or none
3n. Inthe past year, did you think about sesking help for any "| |_so_
personsl or emotional problems from family or frands? ti Yes
' 200No
b. from a helping professionsi or » ssit-help group? Pl ves Ls1
v 200No
. 1[0 *No""in 3a and 3b {Section R} L8z
0_1 Refer to 3a and b . al10ther (4)
£a. Did you actually ssek any help? 2+l Yes L3

b. From whom did you sesk help?

2INo (Section R}

Family member or

Gamblers

(TN
[%%]

i
1]
D
; il -
Number up to four items in the urdor menticned. | - relative B4 Anonymous .3
! i Wei o4
Do not read list. ) — Friend Waeight Watchers [:
H Psycholngist [ss] — Counselor at work [es
: . Psychistrist [E Counselor at school E
I
1 Psvchiatric social Prohation officer o7
! worker z%]
H Other (Specify),
' QOther mental |3
t  —— health protessionat @
t —
! ——— Medical doctor —_ 168
| ___ Religious counselor [81] [@
1 — RE—
) Alcoholics
: Anonymous [— [E
|
_______________________________________ = m e e e
c. Anyone else? ) 3 Yes (Reask 4b and c}
HNo i
Section R. EXERCISE I-a
i
R 1 [ ) 5P is physically handicapped (Describe in footnotes, THEN 1) WL
V201 Cther (2)
Read to respondent: : l []

These naxt questions are about physical exerciss. Hand calendar.

1a. In the past 2 wesks (putlinad on that calendar), beginning
Monday (date] and ending this past SBunday (datel, have you
done any exsrcisas, sports, or physically sctive hobbias?

b. What were they?
Record on next page. THEN Ic.

c. Anything else?

B e R R

U Y DU

]

:

:

y 100 Yes
: 2{INo {3, page 13}
]

1

1

1

:

i

] Yes (Reask 1b and ¢}
Do (zb;

FOOTNOTES
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Section R. EXERCISE — Continued

NOTE - ASK ALL OF 2a BEFORE GOING TO 2b—d. I NOTE: ASK 2b~ d FOR EACH ACTIVITY MARKED “YES™ IN 2a.

Réad to respondent: Thsese next questions are Ib. How many times in G. On the average, about |d. {What usually happened to your
about physical exercise. Hand calendar. the past 2 weeks did how many minutes did | heart rate or breathing whsn you
2a. In the past 2 weeks (outlined on that calendar), you [play/go/do]} you actually spend (activity in 23)?} Did you have a
beginning Monday, (date/, and ending this past factivity in 2al? {activity in 23] on each smalil, mcderats, or largs in-
Sunday, (date), have you done any (of the 7 occasion? crease, or no increase at all in
'ollowi':t:b;xucina, sports, or physically 7] your heart rate or breathing?
active ias) — YES NO Ta—3s 10~12 ] :
Ll Small 3[JLarge L 13
{1) Walking for exercise? 112 2C ) ___ Times e Minten 2] Mogerate 417 riade & -
R2 "% Oseis7se 2o L1
s D Other ¢2)
18 n6—37 18- 20 | | Sman T T 21
(2) Jogging or running? AREEIR (2) _______ Times C. . Minutes ;I'V? Mt:enate Z' f?ﬁ:ﬁi ]
L2z |23-24, 25271 7 g : Large .28
(3) Hiking? R @) Times e Minutes | o[ Nodersre o1 nae
) {_29 {30-1 [32-3¢] 4[] Sman 2l 35
{4) Gardening or yard work? [ ,[] (4) ___ . Times . Minutes 21 | Moderate af 'N&:\’r?: L
{5) Aerobics or aerobic o | 3 {37-38 (39811 |1 gnan 3 Large | .42 _]
dancing? LI - T B (5) _ ___.__ Tunes e ——. Mnutes 2! I Maderate ol Nune
[e3 ias—4s las—a8] {7 gman 31 fLarge L. 42
{6) Other dancing? ] 20 (6) . Times eemee .. .. Minutes 2{ i Moderate a 'L-.._‘ Nc-rr?e &
(7) Calisthenics or genaral [ 80 | [s1-82) [53-55| 11 | Smatt alltarge [_56
exercise? v[O 200 7 Times —_ Minutes 2 5 Moderate «{J None
T ) ClUsr 1 77T [se_ss| = 77 Tso-e2] 0 Sman 30 Large | 83~
(8) Galf? 1O 20 8 _____ Times o _ Minutes 21 ) Moderate 0 N.o'v?:
e T I S R {7 25 ) i, PN 200 Large |79
— ge
{9) Tennis? 10 20 9 Timas e — Minutes 2 {J Maderate 4 None
I ) 72-73] o T |74=78] |, [ sman 2l Large |77
{10) Bowling? + 0 20 (10) Times —_ Minutes 2 0] Moaerate afl Norr?ee
o Lz | ' lrs-s0; (81-83; 7 gman 3l Large L84 |
(1) Biking? 1M 20 O Times e Minutes 200 Moderate 21} Nome
{12) Swimming or water .0 20 [as ] 8697 v [0s=%01 | O gman 3] Large [ o1 |
sxercises? 12) Times __ Minutes 2 [J Moderste « U None
R ™ 2 A W7 ) I 195297 3 $man 2 Large |98
{13) Yoga? 13 20 (13) _ Times Minutes 2 [J Moderate No::
R3 [feeriome Lspises- 742 5oy
s [ Other (14) 3
L 7-8 8=} [ smal 2] carge L2 ]
[14) Weight Nfting or tralning? , [ [ (14) _____ Times . Minutes 2 ) moderate « i None
PR P i Y I S S g R
s | ] [2a—ssf 128=18) \ [ Sman 30 Large (L
115) Baskatball? 10 20 ] OB) ___  Times —  Minutes 2 0 Moderate « D None
o [2i-22] [23-28) | [)sman 30 Large |28
(16) Baseball or softbali? 0.0 (16) _____ Times  Minutes 21 Moderate «Li None
[ 27 l_._”‘z' | Lo_az 117) smatt all Large 1—33 i
{17) FootbaN? 10 20 17) ______ Times — _ Minutes 2 (1 Moderate + {1 None
D I T3 L 1) [37=38 " eman "3 tarae L0~
(18) Boccar? 10 =20 {18) _ Times Minutes 2 [ ] Moderate 4 Nor?:
R A M et [{E-a37" " les—28] 1) smax 300 Large L7
1
(19) Volleyhali? 18 20 _{ 19) _____ Times e Minutes 2C0Moderate 2 () nome
‘20,":1','.]":.;q_"'.&".l'.';"___"—'—_ a8 """ 77T " T as<s0] "'“_'_—__}5_1_—35"_‘_{:];"'“;"-_”;D'L;ée " sa
or squash? 100 20 200 Times - Minutes 200 Moderste 4« [ None
Tt "'-“'—'m_-——'—""]‘Es--——--——‘—'__—[36—55'7_““~" T |sa=80; [ Sman ’ ;{(ju,,ge] 81~
{21) Skating? 'O 20 {21) —_Times _ Minutes 2 U] Moderate «[J None
o SRR I I Gl T S D aBtage L
(22) skiing? 10 20 22) _ Times — Miputes 2 {0 Moderate « 5 None
(23) Have you done any {other) exercises, sports, or
physically active hobbiea in the past 2 wesks
(that | haven't mentioned)? Anything else?
{JY2s — Whatwerethey? [INo [a9=70} [=72] 73-78 [ ]
13 smat 200 Latge
{23) Times —— Minutes * 2 [l Moderate 4 None
"""—"‘—“"'___]7_7_—715'""“'“'___"[1—;{1 T T ls-esp T 84
1 [] smat 3] Large
{23) Times —  Minutes 2 1 Moderate «[INone

FORM HI5- 1758) 119451 14-25-85,



Section R. EXERCISE — Continuad

active, or about as active ss othar paraons your age?

b. Is that [ lot more oc a little mora/a lot less or a little lass] active?

2{71 Less active
3} About as active (R4)

3. Do you exercise or play sports regularly? “ivYes .55
4. For how lang have you exercised or played ' +1iDavs L BE~B8
sports regularly? i ‘[..' W:eics
3} Months
Nomber «[3Years
B
5a. Would you say that you are physically more active, lsss + L1 More active 1 L

8 {1 Other {Specify)

+ 21 A tot more
21 A tittle more
1 3 Alotless

4 3 Alittle less

think a parson’s heart rate and breathing should be to
strengthen the heart and ngs?

Do you think that tha heart and breathing rate should be —
no faster than usual,
» little fastar than usual,

alot faster but talking is possible,
50 fast that talking ic not possibla?

UV

13 No taster than usual

27 Allittle faster than usual

3{J Alot faster but talking is possible
4171 So fast that talking is not possible
siDK

i
-
Refer to *“Wa/Wb*’ boxes inC1 on HIS-1. t 1 [J wWa or Wb box marked (6a) Ln |
R4 ! 803 Other (6c)
1]
6a. How much hard physical work is required an your joh? r 1] Great dea) 12 |
Would y?ou say a great deal, a moderate amount, s little, : 21 Moderate amount
ornona o3l Aditte } (71
1 43 None
b. About how many ﬁoun ﬁor day do y;n; porl-o-rm hard piﬁﬁcnl ) T T o [93-9¢
work on your job? : Hours (7)
. e e e e M m e e m e me e a mme g ——— e e -
¢. How much hard physical work is required in your main daily I+ [ Great dea! b4
activity? Would you say a great deal, a modarats amount, a ¥ 3 Mod
littls, or none? 2 oderate amount
: 3 D A little } (7}
i 4O None
- - . . m h e et me e e e e e mm e e i = = o e ol e 8 e e e e o e = s M = e = e = et e em e b e e e m o e — —
d. About how many hours per day do you perform hard physical ; 28-97
work in your main daily activity? H H
k — ours
Read to respondent: i Lo |
‘These naxt questions are about strengthening the heart : Days
and lungs through axercise. i \
1 ’ :
7a. How many days a wask do you think a parson should exercise i 8 L1Other iSpecifyl. .. . e
to strengthen the heart and lungs? v 900K
EEEC 13
b. For how many minutes do you think a psrson should I | s9-1 0 |
sxercise on EACH occasion 3o that the heart and lunls : Minutes
are strengthanad?
955 J DK
Hand card R1 102
¢. (During those (number in 7b) mi ), How fast do you

FOOTNOTES

FOURM SIS 1ER) 121985, (4-25-851



Section S. SMOKING 3-4
T .5
v . e . ! 1. 2 Smoking asked’’ box marked (4] I
51 Refer to "*Smoking asked’’ box on H!S-1. &7 Other (1)
Read to respondent: ! 5 |
These next q ¥ are about king cigar ; " Yes
1. Have you smoked at least 100 cigarettes in your sntire life? ,  2.iNo (4)
2a. Do you smoke cigarettes now? ¢ 17dYes (3) -
1 27)No
. 1 .
b. About how iong has it been since you last smoked cigarettes | . B—10
faldy reguiarly? I 1i . Days
! 7.3 Weeks (a)
, ) 2SI Months
: “Number . \ + 2 Years
¥
1 99n .1 Never smoked regularly (4}
i
3. Onthe sverage, sbout how many cigarettes s day do : o0 1 Less than 1 per day [13-12]
you now smoke? [
: _— Number
T
A Era S ol e lf vou think CIOARE TE SMOKING d’ﬂ"'::nl‘; |
ard S Tell me if you thin RET efinite i PROBABLY  DEFINITELY
Ince pr y incr 3 probably doss not, or definitely | DEFINITELY PROBABLY DOES NOT DOES NOT DK/NO
does not increase a person’s chances of getting the following | (NCREASES  INCREASES  INCREASE  INCREASE OPINION
problems. First — 1
n. Emphysema? (Give me a number from the card.) 1 | : 0 30 0 o0 [37]
B |
b. Biadder cancer? _: 10 20 3f] «0 o0 [ ¢
! el g oD
c. Cancer of tha larynx {lar'inks) or voice box? o0 201 a{d el 50 8]
. P s e mm e e e e e eem e mm i mm e m e o et s e e e e e —a e mm o -
!
d. Cataracts? R 20 a0 «0 o0 [ ]
-. e e e e ,: e e e e T LS T T
. Cancer of the esophagus? ; 'O 2 s 0 s0) L7 |
! ' :
f. Chronic bronchitis? boar S 20 «0 o0 o]
. e . R e
9. Gallstones? Lo 200 a0 L3 0 [
! e e e e e e T
h. Lung cancer? } 10 20 20 «J o001 [[20_
| 21
S2 Refer to age } 100 SPis under 45 (4i) i
’ 1 20sPisas+ (3
1
Read to respondent: : DEFINITELY PROBABLY %%%2A$$¥ DDEOF"SLEOLTY DK/INO
moki i ] E f
g&r.%ﬁ';:::::“, ,,'!,‘g,‘{,‘.‘;‘ :g;':’,:?,‘:‘&?.{ﬁ‘,‘,ﬂ,",“;'},’.",‘,‘;‘:h':' | INCREASES  INCREASES  INCREASE  INCAEASE OPINION
chances of — : _
i. Miscarriage? 13 271 3l «0 9 [0 22
e I L. .
I -
j. Stillbinth? y O 271 3l [ o0 | 23 |
e e g e e -
k. Pramature birth? P 2¢] s a3 o0 [[24]
H . . ..
. Low birth weight of the nawhorn? : 1 214 3l ol wil .25
I
5a. i a woman takes birth control pills, Is she more likaly to have F ! Yes L2
a stroke if she smokes than if she does not amoke? I 2Ne
: aTIDK } (S3)
v i -
b. Is she much more likely or somswhat mora likely to have : v -J Much more 27
a stroke? i 2} Somewhat more
LD Yes*in1 16 L
fe 1. 1 as’In
S3 Reter to : 81 Other (Section T)
8. Did adoctor EVER advise you to quit or cutdown on smoking? | ) ves {29 ]
YoalNe
: sJDK

FORM HI5- 1582 11985) 14 26 BSS



Section T. ALCOHOL USE

30

Read to respondent: 1
)
These next questions are about drinking alcoholic beverages. i
Included ara tiquor such as whiskey, rum, gin, or vodka, and i
beer, and wine, and any other type of alcoholic baverage. :
1a.In YOUR ENTIRE LIFE have you had at least 12 drinks of ANY : 1[JYes
kind of alcoholic baverage? + 20LINo (14}
b. In ANY ONE YEAR have you had at teast 12 drinks of ANY kind 1 Cives kA
of alcoholic beverage? 2(0No {1d)
¢. Have you had at least one drink of bear, wine, or liquor during 1{1ves (2) -t
the PAST YEAR? 2 JNo
1
d. What is your MAIN reason for not drinking (in the past year)? oo [1No need/not necessary h L3338 ]
o1 [l Don’t care for/dislike it
o2 (I Medical/health reasons
oz [J Religious/moral reasons
04 [ Brought up not to drink & (9)
os [] Costs too much
06 [_| Family member an alcoholic or problem drinker
o7 ClInfrequent drinker
os (] Other {Specify) J
2. Inthe past 2 WEEKS (outlinsd on that calendar), beginning o1 (114 {Every day) 1z018-9 23713 L 35-36 |
Monday {date] and anding this past Sunday (date}, on 02[113-14 1308 24{32-3
how many days did you drink any alcoholic beverages, o313 wll7-8 " 12
such as beer, wine, or liquor? s 012—13 w37 wii1—2
Use list ta probe, if necessary. os012 180167 201
4 os [J11-12 e oo ] None/Never (4}
07 311 1w[]5-86 s3I DK
o8 J10—11 1w)s
os[110 20004-5
w(J9-10 2004
n e 22003-4

3. Onthe (number in 2) days that you drank alcoholic beverages,
how meny drinks did you have psr day, on the average?

01 [ Twelve or more oa [] Three or four

3738

) 02 (O Seven to eleven 09 [ Three
Use list to probe, if necessary. 03 L] Six 103 Two or three
o4 LI Five or six 1] Two
os {JFive 120 One or two
os [J Four or five 1303 One
o7 OFour 90 I DK
4a. Was the amount of your drinking during that 2.WEEK period 1 O Yes (5} |__—
typical of your drinking during ths past 12 months? 2 OINo
b. Wos tho lmount o' your drlnklné ;u:lv;g-;l:l;z-ﬁlE—EK .porl;d e h:-io:e— Tttt T T T [_—.‘:3__.
maore or lass than your drinking during the past 12 months?
2 [JLess
5. During the past 12 months, in how many MONTHS did you ] 41-42
havs at least ons drink of ANY alcoholic beverage?
Months
6. During [that month/those months], on how many DAYS did you ’ [ 43—as
have 9 or more drinks of ANY alcoholic bavarage? Days
ooo { 1None or never
7. During [that month/thoss months], on how many DAYS did Jyou [ a6—as |
have 5 or more drinks of ANY alcoh ] Days
{number in 6) days you had 8 or more drinks.)
—_—— ooo () None o1 never
8. During the past year, how many times did you drive when L4931 ]
you had perhaps too much to drink? Times
ooa (I None

998 (] Dun’t drive

FOOTNOTES
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Seaction T. ALCOHOL USE — Continued
8. (Hand Card T) Tell me if you think HEAVY ALCOHOL DRINK- !
ING definitely incr , probably incr probably does H
not, or definitely does not increase a person’s chances of .
gatting the following problems. First — i
| PROBABLY DEFINITELY
I DEFINITELY PROBABLY DOES NOT DOES NOT DK/NO
: INCREASES INCREASES INCREASE INCREASE OPINION
I
i - s
a. Throat cancer? (Give me a number from the card.) i 1 2 3 4 [J s [l [52 |
___________________ e e e e
I
b. Cirrhosis of the liver? ! | 203 30 e ol N
c. Bladder cancer? | 1] 2 all | s [J i 54 |
i
__________________ U U e = [
1
d. Cancer of the mouth? ! 1 20 3] «0 s L 55
S T -
1
1 86 ]
e. Arthritis? 1 1O 2] s <[] s [} 56
{. Blood clots? ! 1O 20 3] « Y] [Ts7 |
i
: 58
T1 Refer to age. : 1 1 SPis under 45 (9g)
; 2] SPis 45+ (Section U)
1
1
Raad to respondent : :
- . ! Y DEFINITELY
Doss heavy drinking during pregnancy definitely increase i PROBA.BL‘ :
probably increase, probably not or definitely not increase ! E\?ggﬂgé\s’ R%%%ﬁg% ?,\?CESE'}%; ?’\?CESE‘/\\%TE. 0%'?,{,’;‘8,\,
the chances of —
g. Miscarriage? W2 2 3 20 s [ 59 |
| -
h. Mental retardation of the newborn? ! +O 2] al] +d o O Y
i
I, Low birth weight of the newborn? : 13 2C 33 4iJ o] [e1 |
- e e e memme et e e e e e — . = ——— — = = m e m e et e — —_—— e e = -
1
i
J. Birth defects? Y 20 a0 0O o [82]
i
10a. Have you ever heard of FETAL ALCOHOL SYNDROME? | 2+ 1 Yes i 63
1
: 2L No (Section U)
b. In your opinion, which ONE of the following bestdescribes | N I
Fatal Alcohol Syndrome — a baby is born drunk, or born \
addicted to alcohol, or born with certain birth defects? I 1+ O Drunk
1 2 ] Addicted to alcohol
: 3 TJ With certain birth defects
1
FOOTNOTES
P.g. 1 8 FORM HIS-1(SB) (1985] {10-15-841
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Section U. DENTAL CARE

1. This next question is about preventing TOOTH DECAY. Hand

PROBABLY DEFINITELY
NOT

b. Which of the following BEST describes the purpose of dental
sealants — to prevent gum disease, to prevent tooth decay, or
to hold dentures in place?

1 {JPrevent gum disease
2 T1Prevent tooth decay
3 CJHold dentures in place

Card U. Atter | read each of the following, tell me if you think it ( DEFINITELY PROBABLY N DK/NO
is definitsly important, probably important, prohably not, or ; IMPORTANT IMPORTANT IMPORTANT IMPORTANT  QOPINION
definitely not important in preventing TOOTH DECAY. First — | .
a. Seeing a dentist regularly? {Give me a number from the card.) | 10O 22 ald 0 o 2 [Tes |
_____________________________ 1 - o e m at e v . ——— = - —— - -
i
b. Drinking water with fluoride from early childhood? ! 10 20 EY 4l 9 O L es |
______________________________________ ;.-_____________ e e e =
c. Regular brushing and flossing of the teeth? ' 13 2] F1 4] 9l (.14
e e e it m— . e — - =
e e e e l
1
d. Using fluoride toothpasts or fluoride mouth rinse? : 'd 27 al_ 4] s 1 68
e e - - _,: e e —— e e e
e. Avoiding between-meal svzeetx? ; 1O 2] 3l ] 9 €9
1
2. Now I’'m going to ask about preventing GUM DISEASE. In |
your opinion, how Important or not important is each of the :
following in preventing GUM DISEASE? First — |
] ..
a. Seeing a dentist regularly? ! 1 (& 23 32 a2} o} _70
_____________________________ 1 . e — — e —————
I
I . .. ;
b. Drinking water with flucride from early childhood? 1 O 21 30 o 0] 71
e —— — e e b e e — e
I
c. Regular brushing and flossing of the teeth? : 1 20 3] A Py | 72
i
———— - e e - e B et e e - - -
]
d. Using fluoride toathpaste or fluoride mouth rinse? { 12 2C ad < o [73 |
————————————————————————————— ) [ R R S Y o — AR e e e e e
I
I
e. Avoiding between-meal sweets? ! 10 200 300 4[] s 1 7]
3. Inyour opinion, which of the following is the MAIN cause of i 1 O Tooth decay L2 |
tooth loss in CHILDREN — tooth decay, gum disease, orinjury | 20 Gum disease
to the teath? . { =
' 3 Injury to the teeth
4. Inyour opinion, which of the following is the MAIN cause of : 1+ [ Tooth decay 78]
tooth loss in ADULTS — tooth dacay, gum disease, orinjuryto | 2 ] Gum disease
the teeth? ! Ny
! 3 Ol Injury to the teeth
Sa. Have youever heard of DENTAL SEALANTS? 1 TIYas L77 ]
2 ZINo (Section V)
___________________________ _——— .

FOOTNOTES

FORM HIS-1{SB; {19851 (10-75-84
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Section V. OCCUPATIONAL SAFETY ARID HEALTH

; 34
— L5
Vi Refer to *"Wa/Wb'* boxes in C1 on HIS-1. i 13 WaorWb box marked {7)
; eilOther (Cover page)
Read to respondent: ; ..
These questions are about your present job. ‘ Ov
Ta. Inyour present Job, ars you exposed to any SUBSTANCES ; C “is
that could andangsr your health, such as chemicals, dusts, C ! (2)
fumaes, or gases? aloDK
b, !!‘I‘\’:tn;t:brlyt:::g: .u!rt:l ;ou exposed to that could SUBSTANCE 1 SUBSTANCE 2
Enter each substance in a separate column. L 78 | 17138
Any others?
Ask 1c foreachresponsein 1. Tt fs—1ef T TThs—zs
c. How can(response in 1b} endanger your health?
Record verbatim responsels).
Any other way?
23 1DK 9e DK 7 BTE0
28, In your present job, are you expased to any WORK 1O ves P 3-4
CONDITIONS that could endanges your health, such as | g I
loud nolse, extreme heat or cold, physical or mental 2uiNo 3 (3} I —
stress, or radiation? 200DpX J
b. What work conditions are you expa: sed to thatcould F-- e 3
andanger your heaith?  — Too o posed tothat cox WORK CONODITION 1 WORK CONDITION 2
Enter each work condition in a separate column, 8—7 116—17
Any others?
Ask 2c foreach responsein2b. T 7T T T N ET e
¢. How can (response in 2b} endanger your health?
Record verbatim responsefs).
Any othar way?
29 DK 23 DK
3a. Inyour present job are you exposed to any risks of 17 Yes L
accidents or injurles? 27 Ne
. = TDK } {Cover Psge!
b. What (other) risks of accidents or injuries are you etttgttTtTVFTY /TSSO T .67-86

axpossd *0?
Record varbatim response(s).

¢. Any others?

- Yes ‘Reask 2k anoci
i_Ne ™

= {Cover Pagel
T5K § Cover Pecel

Page 18
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I * Statistics Canada  Statistique Canada

HEALTH PROMOTION SURVEY [ |-l ¢+ J-Lv oo § Lo

Telephone Number Hrd Page -
Line No.
First I would like to.ask you a few ques- [6. Do you think there is anything you personally
tions about your health. s?roulc; do to improve the way you cope with
stress’
1. In general, compared to other persons your age
would you say your healthis... 10 Yes 20 No ——» Goto9
1
O Excellent 7. What is the most important thing you think you
20 Very good should do? (Mark only most important)
30 Good 10 Exercise more
4
O Fair 20 Learn torelax, worry less
50 Poor
30 Get out more often, make new friends, socialize
2. Do you agree or disagree with the following 4 . .
statement? Compared to most people my age I O ghange jobs, move, leave home, change situa-
make more of an effort to improve my health. on
60 Agree 50 Reduce drug use/medications
70 Disagree 80O Reduce alcohol use
8 -
O Noopinion 70 Spend more time with family and close friends
3. Do you think there is anything you personally 8Q Other (specify)
should do to improve your physical health?
1 2 8. Isthere anything stopping you from making this
O Yes O No — Goto6 improvement?
4. Whatis the most important thing you personally 10 No
should do?
920 Problem not serious, no urgency
30O Exercise more 8O Lackofti
ck of time
4 . .
O Improve eating habits MO Lack of self discipline, energy
50 Lose weight %50 Toodepressed
[ o,
O Stop smoking %0 Don’t know how to get started, lack knowledge
70O Reduce drug use/medications 70 Peer pressure
80 Cutdown on drinking 98 Lack of support from family or friends
9 .
O Other (specify) %0 Don't want to change current habits
10 s
5. Isthere anything stopping you from making this O Too difficult
improvement? (Mark all that apply) 1O Toocostly
01 N
0 O No 120 Other (specify)
20O Problem not serious, no urgency
30 Lackof time 8, Ingeneral would you say you're...
040 Lack of self discipline, energy 1O Veryhappy
%50 Toodepressed 20 Pretty happy
%80 Don't know how to get started, lack knowledge 30 Nottoo happy
70 Peerpressure
980 Lack of support from family or friends 10. Would you describe yourlife as....
4
990 Don't want to change current habits O Very stressful
VO Toodifficult 50 Fairly stressful
1O Toocostly 80O Not very stressful
120 Other (specify) 70 Notat all stressful

8-5400-140,1:2-4-85 TB/CTREG.B140569-26




11. Are there health topics about which you feel you
need more information?

80O Yes 90 No ——> Goto13

12. On which of the following health topics do you
feel you need more information?

Yes No
Nutrition g 29
High blood pressure %O *0
Mental health %0 %O
Smoking o %O
Alcohol 0o 1O
Marijugna ug 120
Safety and accident BO HO

prevention

19, Asfaras you know is your blood pressure high?
TO Yes
80 No

} Goto 22
30O Don’t know

20. Are you currently doing anything to control
your bloed pressure?

10 Yes 20 No ——> Goto22

The next few questions are about your
current physical condition.

13. How tall are you without shoes?

I O FY I

feet / inches centimetres

21. What are youdoing? (Mark all that apply)}
010 Medication
20 Quit smoking
80O Exercise
“O Weight loss
%8O Sodium restriction
90O Other diet change
97O Relaxation
90O Reduce alcohol use

® QO Other (specify)
100 Don't know

14. How much do you weigh?

BITT] o« [II1]

pounds kilograms

15. How much would you like to weigh?

ITT] &« [I11]

pounds kilograms
7O Don't know

22. Do you agree or disagree with the following
statement? You only need to have your blood
pressure checked if you think you have a
problem.

10O Agree
20 Disagree
50 No opinion

18. Are you limited in the kind or amount of activity
you can do because of a long term physical
condition or health problem? By long term I
menn a condition that has lasted or is expected to
last more than 6 months.

10 Yes 20 No ———> Goto18

The next few questions are about exercise.

23. Exercise includes vigorous activities such as
calisthenics, jogging, racquet sports, team
sports, dance classes, or brisk walking, Do you
feel you get as much exercise as you need or less
than you need?

40 Asmuchasneeded
80 Lessthan needed
80O Don't know

17. Areyour activities limited...

Yes No
Athome 30 10
At work or school 50 e}
In other activities such as 0 80O
leisure time pursuits or
transportation to or from
work

18. When did you last have your blood pressure
checked?

'O Last6 months
20 6-12 months

30 Oneto two years
40O More than 2 years

50 Never

} Goto 22
8O Don't know

24. How many times per week do you exercise for at
least 15 minutes?

10 Daily

20 5-6timesa week

30 3-4 timesa week

40 1-2timesa week

50 Lessthanonce a week
80O Never

70O Don't know

25. Would you say you are pﬂysicaﬂy more active,
about the same or less active than other persons
your age?

1O Moreactive
20 About the same
30 Lessactive

40 Don't know
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28. Do you think that getting more exercise would |32. Do you think that a person who quits after ten
improve your health... years of heavy smoking reduces the risk of
getting a disease related to smoking...
50 Agreatdeal
10O Agreatdeal
€0 A moderate amount
20 A moderate amount
0 Alittle
30 Alittlebit
30 Notaxall
40O Notatall
90 Don't know
50 Don't know
The next few questions are about smoking.
a4 g 33. Do yonu ever feel unpleasant effects from the
cigarette smoke of others?
27. Atthe present time do you smoke cigarettes?
60O Yes 70 No
10 Yes 20 No ——> Goto31
4. H ked t ke?
28. Do you smoke cigarettes regularly, that is usu- ave you ever asked someone not to smoke
ally everyday or occasionally, not every day? 830 Yes 90 No ——» Goto38
3 4 :
O Regularly O Occasionally 35. Where was that? Anywhere else? (Mark all that
29. In the past year has anyone asked you to not apply)
smoke around them? * 1O Inrestaurant
50 Yes 60 No ——» Goto31 20 Atwork
30 Atschool
30. Where has this happened? Anywhere else? kschoo
(Mark all that apply) 40 macar
'O Atschool 50 Public transportation (bus, airplane)
20 Atwork €Q Inyour own home
3O Inacar 70 Inahouse other than your own
‘O Restaurant 8O Other (gpecify)
50 Inyourownhome .
0 Now I would like to ask some gquestions
In a house other than your own about alcohol consumption.
T .
O Other (specify) 368. In the next questions when we use the word
31 Now I'd lik sl tat ¢ drink it means:
. Now e your opinion on some statements
about smoking. Tell me whether you agree or One bottle of beer or glass of draft
disagree with each of the following? One small glass of wine ‘
Dis= No One shot or mixed drink with hard liquor
Agree agree opinion Have you ever taken & drink of beer, wine, liquor
Children are more likely to ap 020 ©8Q or other alcoholic beverage?
start smoking if their 1 2
parents smoke O Yes O No —» Gotodd
04 05 06 -
Psoptetﬁre téc;o (t:once:'l!‘leid ®) & o 87. In the past 13 months, have you taken a drink of
ﬁez‘llﬁh' :f °° &:’e ro;eo:l: beer, wine, iquor or other aleoholic beverage?
smoking 30 Yes 40 No —» Gotodd
Most non-smokers don’t 7O %O ®0O )
mind when people smoke 38. During the past 12 months, how often, on
in their presence average, did you drink alcoholic beverages?
Women should not smoke 10O 1O 120 Wasit...
during pregnancy 10 Every day
Non-smokers should be 12O MO 15Q P
provided with a smoke-free O 48times a week
area where they work 30 2.3 imes a week
Smokers should ask per- ¥0 17Q 180 ©
mission before smoking in Once a week
the presence of others 5O Onceortwiceamonth
ki 1 19 20 21
ssl!i!:: ing helps you stay o © o 60 Less often than once 2 month
8-5400-140.1
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39, (2) Thinking back over the past 7 days, on how |46. Whatdid youdo? (Mark all that apply)
many of these days did have an
alcol'iwlie drinks? y# cic yon have any 1O Drove them home yourself
D 80 None Go to 40 20 Asked someone to drive them home
3 .
(b) On how many of these days did you have 2 or O Asked them to teke a taxi
more drinks? 40 Hid their car keys
[C] 80 None ———»Gotodo 50 Served coffee
() On how many of these days did you have 4 or 80 Kept the person at your home
more drinks? 7O Other (specify)
D 8O None ._——).Go to 40
@ On how many of there days did you have 8o |47 How many drinke do vau s » person v
more drinks? health over the long term?
l:] 80 None ——»Coto 40 ED
(¢) On how many of these days did you have 12 29 ,
or more drinks? O_Don't know
3 %0 None 48, Now I'd like your opinion on some statements
about drinking. Please tell me, whether you
agree or disagree?
40. Would you say that this is more, less or about the Diss No
:::;; ?amount that you usually consume during a Agree agree opinion
1 Moderate drinking can be %O 00 %0
O More good for your health
20 Less On social occasions I often %O %0 %O
3 feel obligated to have a
O same drink, even when I would
~ rather not
41. During the past month how many times have you . o7 08 09
driven within two hours after drinking any g‘ﬁ:ﬁ’m“ﬁ" do not suﬁel’; O %0 ®0
amount of alcohol? o? their!:ir:inlfi’::; As a resu
EJ Most people don’t mind if O MO 20
88 "yt you get intoxicated once in
. O Don't drive ————=Go to 44 a while
99, ’
O Don't know I'd rather pay for a taxi 3O 4O 150
than see a friend drive after
43. Ahout how many drinks can you have, over a 3 drinking
h;ur period, before you would worry about your
ility to d .
ability to drive? Now I would like to ask about your use
I:] of drugs.
%O Don't know 49. Inthe past12 months have you used:
43. Thereis alegal limit to the amount of alcohol you Sleeping pills? g;o Yes
ean have in your blood when driving. How many O No
drinks do you think you can have over a period
of three hours before you are over the legal limit? Pep pills, stimulants? B0 Yes
L::l "o N
s Tranquilizers such as 050) Yes
90 Don't know valium? %O No
44, In the past 12 months, have you been with a Cocaine? 70 Yes
friend or relative whom you thought had too %80 No
much to drink te drive safely?
50 v Marijuana or hashish? 990  Yes
es 100 No
5O No
. } Goto 47 50. Do you think that occasional use of marijuana
O Don't know will affect a persons’ physical or mental health?
. 40 Yes
45. On the most recent occasion did you attempt to

prevent this person from driving?

80 Yes . 20. No ———» Goto47

50 No

} Go to 52
60O Don't know

8-5400-140.1




51. Whateffects do you think it would have?

(Mark all that apply)
o1 O
020
030y
040
050
0]
70
980 Inereasefrisk of accidents or injury
090 Other (specify)

Relaxation or other positive_ effects
Addiction/leads to harder drugs
Memory loss, brain damage

Other mental or behavioral effects
Lung damage

Genetic problems/sterility

Other physical health problems

57. Can you administer cardio-pulmonary
resuscitation, sometimeg called CPR?

10 Yes 20 No

38. Would you agree or disagree with the following
statement? It is worth learning CPR even
though few people ever have to use it

30 Agree
O] Disagree

50 No opinion

180 Don't know

The next few questions are about safety.

52. On average, about how many miles or kilometres
per week do you travel in a private vehicle...
As adriver?

GITTT -

miles kilometres

30 Don't know

59. Do you have the following in your home?

Yes No
A first aid kit ‘0 20
A smoke detector 30 40
A fire extinguisher 5O O

53. On average, about how many miles or kilometres
per week do you travel in a private vehicle...
As a passenger?
miles kilometres
QO Don't know

60. Interviewer checkitem:

10 ——=Cota6l
80 ————»Goto66

Female
Male

Respondent is:

The next questions are about health
practices.

81. Inthe past 12 months have you had your breasts

examined by a doctor or nurse?

10O Yes 20 No

62. Have you ever been shown how to examine your

breasts?

30 Yes 40 No

How often do you use seatbelts when you ride in
a car? (Read responses)

10 Always
20 Mostof the time
30 Sometimes

40 Rarely or never

How often do you examine your own breasts?
Would you say...

63.

5O Atleastonce a month
80 Once every 2-3 months
70O Lessoften

850 Never

When you are driving a car do you insist that the
children with you have their seatbelt fastened or
arein cargeats? (Read responses)

10
20
30
‘0
50
8O

Always

Most of the time
Sometimes
Rarely or never
Don’tdrive

Don’t drive with children in car

How often do you think a woman should
examine her own breasts?

'O Atleastonce a month
20 Once every 2-3 months
3O Lessoften

40O Never

5O Don’t know

56. In the past 3 years have you taken any training

65. When was the last time you had a PAP smear test

for cancer ?
1O Within the past year
20 Last2-3years
30 More than 3 years

to administer first aid? 40O Never
70O Yes 8O No 50 Don’t know
8-5400-140.1
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The next few questions are about social
relationships.

68. About how many people, including relatives, do
you consider to be your friends, that is, people
you see socially on a regular basis?

]

72, Whatis your current marital status?

YO Married (including common-law)
20 single/never married

67. Of the people you see socially how many smoke
cigarettes? (Read responses)

!Q None
20 Afew
3O About half
A0 Mostorall
5O Don't know

68, How many would you say drink too much?
(Read responses)

10 None
20 Afew
30 Abouthalf
4O Mostorall
50 Don't know

30 Separated
Goto 74
40O Divorced
50 widowed
73. Does your spouse do any of the following?
Yes No
Exercise regularly ng Q)
Smoke cigarettes B8O WO
Drink too much SO %8O
Overeat o T Te)
Use tranquilizers such as valium B0 10
Smoke marijuana uo 2o

89. How many of your friends use marijuana regu-
larly? (Read responses)

'O None
20 Afew
30 About half
40O Mostorall
5O Don't know

The next questions are about nutrition.

74. In the last week on how many days did you have
the following for breakfast?

Nothing or just coffee or tea
Eggs, bacon, ham or other meat
Breads, pastries, pancakes or cereals

Fruit or juice

Hoooo

Cheese, milk or other dairy products

75. Are there any foods which you think you should
limit or avoid, for the sake of your health?

IO Yes 20 No ———> Goto77

70. How many of your friends exercise regularly?
(Read responses)

'O None
20 Afew
30 Abouthalf
40 Mostorall
50 Don't know

76. Of the following types of food, which one do you
feel is the most important to limit or avoid for the
sake of your health? Food thatis...

30 Highin cholesterol
40 Highinfat

5Q Highin sugar

80 Highinsalt

7O Don’t know

71. How many do you consider to be your close
friends, that is, people you could talk to if you
needed help or had a problem? (Read responses)

10 None
20 Afew
30 Abouthalf
40 Mostorall

5O Don't know

71. Are there any foods which you think you should
eat more often for the sake of your health?

80 Yes 90 No > Goto79

78. Of the following types of food, which one do you
feel is the most important to eat more often for
the sake of your health? Foodssuchas...

1O Fruits and vegetables
20 Whole grain cereals
30 Milk and milk products
40 Meavfish/poultry

50 Don't know

ARANN-180 1
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important and 10 being extremely important.

Notatall
important ............
1 2 3
Drug use 0o 2Q Q0
Smoking 120 130 MQ
Aleohol problems 280 20 250
High blood pressure uo WO WO
Child health #0 40 410
Eating habits 580 10 880
Mental health 0 680 @0
Accident prevention BO WO 80
in the home
Accident prevention 80 %0 910
at work
Accident prevention 1000 1101Q 1020
on the road

79. Iwill now read alist of health topics. For each one I'd like your opinion about how important you feel it is
’ for the government to deal with each topic. Tell me on a scale from 1 to 10; with 1 being not at all

80. Do you agree or disagree with the following
statements?
Dis- No
Agree agree opinion
Following a healthy dietis 'O 20O 30
expensive and time con-
suming
I’d rather be overweight ‘O 350 €O
than have to give up many
of the foods I like
Skipping breakfastis an QO 80 %0

effective way to control or
reduce your weight

81. Do you think that you could improve your health

by changing your eating habits?
10 Yes
20 Neo
30 Don't know

"Extremely Don’t

...................................... important  know
4 5 6 7 8 9 10
0y O 8O O O wo 10 110
BO 180 110 1B 1O 20 20 20
60 210 280 0 30O 30 20 B8O
O WO WO W0 40 20 60 40
B8O 80 HO O 20 8O MO B0
590 0O 6o ez2Q 630 “O 60 SGO
700 'llo 720 730 740 750 760 770
810 80 80 8O 8O 8O 81O 880
20 B8O KO BO BO MO B 20O
1030 1040 1050 1080 1070 1080 1090 1100
83. What language do you speak at home most

often?

1O English

20 French

30 Other
84, Whatis the postal code for this dwelling?

Lol L | *O pontinow
85. How many telephones, counting extensions, are

there in your dwelling?

10 One ——— Goto90

20 Twoormore
86. Do all the telephones have the same number?

Finally a few questions about yourself.

82. What is the highest grade or level of education
you have ever completed?

10 Noschooling
20 Elementary
30 Some

} Secondary
4O Completed
50 Some Community college,

} technical college,
8O Completed CEGEP, nurse’s training
70O Some University

or

80O Completed } teacher’s college
80O Other education or training

30 No
40 Yes ——— Goto90

87. How many different numbers are there?

1]

88. Are any of these numbers for business use only?
50 Ne
50 Yes

~———> Goto 50

89. How many are for business use only?

1]

8-5400-140.1
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90. Which of the following best describes your main
activity during the last 12 months? Were you
mainly...

10 Working atajob or —»Coto 92
business

O Looking for work ——3Goto 91

30 Astudent

4O Retired

50 Keeping house
80 Other (specify)

Go to 96

100.  In the past year, have you seen or received any
information about health topics at your place of
work? (e.g. posters, bulletin boards, pamphlets,
etc)

40 Yes 50 No ——» Gote 102

101. Have you found the information helpful?
60 Yes O Ne

81. Did you have a job at any time during the last 12
months?

1O Yes 20 No ——» Goto96

82. For whom do/did you work?

Illllllllllllllllllll

Illllllllllllilllllll

102. Is smokingrestricted in your place of work...
1O Completely
20 In certain places
30 Notatall
4O Don't know

93. ‘;I)ha?t kind of business, industry or service is/was
that

Illllllllllllllllllll

lllllllllllllllllllll

103. Do you think your place of work is an appro-
priate place to promote good health habits?

50 Yes
60 No
70O Den't know

84. Whatkind of work do/did you do?

Illllllllllll!lll!lll

ll|llll|lll||lll|l||l

104. Do you think schools are an appropriate place
to promote good health habits?

1O Yes
20 No
3Q Don't know

95. How many persans does this company employ?
Include persons in all branch locations of the
company. Are there...

30 Over100

40O Between 50 and 100
5O Between 10 and 49
60 Under10

70 Don't know

105. What was your household’s total income from
all sources before taxes and deductions for
1884?

LIT T 1T Joo

4
O Don't know

96. In the last five years have you been unemployed
for & year orlonger?

10 Yes 20 No

97. Interviewer check item:

If code 1 in question 90 30 ——»Goto98
Otherwise 40 ——=Goto104

98. Are you aware of any safety or accident pre-
vention programs at your place of work?

50 Yes 6O No 7O Don't know

99. Are you aware of any other programs to improve
health, physical fitness or good nutrition?

1O Yes 20 No 30 Don't know

106. What is the single most important thing you
have done in the past year to improve your
health?

%0 Nothing ———» Goto 109

920 Increasedexercise

90O Lost weight

“o Improved eating habits

050 Quit smoking/reduced amount smoked
960 Reduced drug/medication use

970 Drank less alcohol

08O Had bloed pressure checked

990 Attempted to control blood pressure
100 Learned to manage stress

QO Reducedstress level

120 Received medical treatment

130 Other (specify)

8.5400-140.1
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107. Aside from improving your health, was there |109. Considering the health topics we've discussed
any other reason that you decided to do this? in this questionnaire, is there anything you
intend to do, to improve your health in the next
year? (Mark all that apply)
10 Yes 01 Nothing
920 Increaseexercise
20 No ———— Coto109 B0 Yose weight
%40 Improve eating habits
%0  Quit smoking/reduce amount smoked
108, What was the other reason? 060 Reduce drug/medication use
Ly vt 11111111 970 Drink less alcohol
90 Have blood pressure checked
TR NN 090 Attempt to control blood pressure
100 Learn to manage stress
Lottt v v v v g 10 10O Reduce stress level
120 Receive medical treatment
Loy Lt 3 1t 1 1.1 13O Other (specify)
COMMENTS:
8-5400-140.1
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