Obesity, overweight

Abstract

Objectives

This article describes the prevalence of self-reported
overweight and obesity, based on body mass index
(BMI), by ethnicity and examines the influence of time
since immigration within and between ethnic groups.

Data sources

Results are based on data from two cycles of Statistics
Canada’s Canadian Community Health Survey,
conducted in 2000/01 and 2003.

Analytical techniques

Weighted prevalences of overweight (BMI > 25) and
obesity (BMI > 30) were calculated by sex and ethnicity
for the population aged 20 to 64. Multiple logistic
regression models were used to examine associations
between overweight/obesity and ethnicity, and within
and between ethnic groups based on time since
immigration, controlling for age, household income,
education and physical activity.

Main results

Aboriginal men and women had the highest prevalences
of overweight and obesity; East/Southeast Asians, the
lowest. Independent of age, household income,
education and physical activity, Aboriginal people had
elevated odds of overweight and obesity, compared with
Whites; South Asians and East/Southeast Asians had
significantly lower odds. Recent immigrants (10 years or
less) had significantly lower prevalences of overweight,
compared with non-immigrants, but this difference
tended to disappear over time.
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n recent decades, the prevalence of obesity and

% a trend

overweight has been rising in Canada,”
consistent with much of the developed and developing
wotld.”® The strong link between obesity and health
risk™*!? forecasts severe social and economic consequences.
This rise in obesity reflects an environment that is
increasingly conducive to weight gain.”” Reductions in
physical activity and changes in nutritional practices have
resulted in a sustained positive caloric balance for many
people. However, evidence suggests that the likelihood that
an individual will be obese is also influenced by an interaction
between genetic predispositions and the environment,'*
which is not the same for all ethnic groups.”™'® And in
addition to potential genetic predispositions, ethnic groups
vary on other important determinants of obesity, such as

socio-economic status and lifestyle behaviours.
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@ Obesity and ethnicity

Ethnic differences in obesity and overweight have
emerged from analyses of the National Health and
Nutrition Examination Survey in the United
States.'”"® In Canada, small regional studies have
revealed a higher prevalence of overweight among
children and adolescents of First Nations ancestry,

compared with those of European ancestry,'

consistent with observations among other Native
populations.®**
suggests that although immigrants to North America
are less likely than the host population to be
overweight,® within two or three generations, the

As well, a developing literature

prevalence of overweight among these groups often

exceeds that of non-immigrants.**?’

N Methods __g

Data source

This analysis is based on data from the 2000/01 and 2003 Canadian
Community Health Surveys (CCHS), conducted by Statistics
Canada. The CCHS collects cross-sectional information about the
health of the household population aged 12 or older in all provinces
and territories, except persons living on Indian reserves, on Canadian
Forces bases, in institutions (prisons, hospitals, universities) and in
some remote areas.

The first cycle (1.1) began in September 2000 and continued over
14 months. Half the interviews were conducted face-to-face. The
response rate was 84.7%, yielding a sample of 131,573 respondents.
This analysis was restricted to 86,687 respondents aged 20 to 64
for whom body mass index (BMI) data were available, representing
an estimated 18.4 million people.

The second cycle (2.1) began in January 2003 and ended in
December that year. Unlike the first cycle, most interviews were
conducted by telephone, which may have resulted in differentially
biased (between cycles) reports of height and weight. The response
rate was 80.6%, yielding a sample of 135,573 respondents. This
analysis concerns 84,709 respondents aged 20 to 64 for whom BMI
data were available, representing an estimated 18.8 million people.
More detailed descriptions of the CCHS design, sample and interview
procedures can be found in a published report.%

The two samples were combined to increase the sample size;
thus, the results represent two points in time, 2000/01 and 2003,
and an unweighted sample size of 171,396. The sample distribution
by ethnicity mirrors that from the 2001 Census.

Analytical techniques

Based on the combined 2000/01 and 2003 sample, prevalence
estimates of, and odds ratio estimates for, overweight and obesity
by ethnicity were weighted to represent the Canadian household
population aged 20 to 64 for both survey years (Appendix Tables A
and B). Thus, the weighted total is double that of the Canadian
population, but this does not affect prevalence or odds ratio

estimates. The logistic regression models were constructed to adjust
for age, education, household income and level of leisure-time
physical activity (see Definitions). Records with missing values for
the independent variables were dropped. The models were
replicated on subpopulations based on immigrant status and time
since immigration (0 to10 years and 11 or more years). For models
restricted to immigrants, respondents reporting an ethnicity of North
American Aboriginal (7 records) were dropped. To account for the
survey design effect, coefficients of variation and p-values were
estimated and significance tests were performed using the bootstrap
technique.®? The significance level was set at p < 0.05.

Limitations

Despite the large, nationally representative sample, this study has
a number of limitations. Among the most important is reliance on
self-reports. Because the BMI calculations are based on self-
reported height and weight, the prevalence of overweight and obesity
may be under-estimated.® In addition, 70% of cycle 2.1 interviews
were conducted by telephone versus 50% in cycle 1.1, which further
biases self-reported weight.®* Ethnicity may also influence self-
reported height and weight,*® given different perceptions of body
image and body dissatisfaction.?*% The physical activity
classification, too, is derived from self-reported data, and pertains
only to leisure time.

Because of small sample sizes for some ethnic groups (a limitation
that was greatly reduced by pooling the two survey cycles), valid
estimates of the prevalence of overweight and obesity could be
obtained only for broad categories, so valuable information may
have been obscured. As well, evidence suggests that the use of
the terms “race” and "ethnicity” may be confusing for survey
respondents.*

Finally, the results for people of Aboriginal origin show an
exceptionally high prevalence of overweight and obesity. However,
the data tell only part of the story, as they are limited to the off-
reserve population.

Health Reports, Vol. 16, No. 4, June 2005

Statistics Canada, Catalogue 82-003



Few studies have examined overweight and
obesity among ethnic groups in Canada (see Defining
ethnicity). 'This data gap arises because ethnicity is
not commonly asked on surveys, and when it is,
sample sizes are usually too small to yield reliable
estimates for specific groups. Cycles 1.1 (2000/01)
and 2.1 (2003) of the Canadian Community Health

Defining ethnicity

The concept of ethnicity is fluid and complex.® Distinctions
between the terms “ethnicity” and “race” are not clear in the public
health literature. “Ethnicity” implies cultural similarities among
individuals; “race” implies biological traits indicative of meaningful
genetic similarities. In practice, the terms are often used
interchangeably, or are combined into a single entity such as “race/
ethnicity.” For this report, self-ascribed “ethnicity” is used in
reference to racially or culturally identifiable subgroups of the
Canadian population.

For this analysis, “ethnicity” was based on a question in the
Canadian Community Health Survey: “People living in Canada
come from many different cultural and racial backgrounds. Are
you (the interviewer read categories to the respondent and allowed
multiple answers):

1. White?”

2. Chinese?”

3. South Asian (e.g., East Indian, Pakistani, Sri Lankan,
etc.)?"

4. Black?”

5. Filipino?”

6. Latin American?”

7. Southeast Asian (e.g., Cambodian, Indonesian, Laotian,
Vietnamese, etc.)?”

8. Arab?”

9. West Asian (e.g., Afghan, Iranian, etc.)?”

10. Japanese?”

11. Korean?”

12. Aboriginal Peoples of North America (North American
Indian, Métis, Inuit/Eskimo)?”

13. Other - Specify”

To avoid restrictive sample sizes, respondents were grouped:
White (1), East/SoutheastAsian (2, 5, 7, 10, 11), West Asian/Arab
(8, 9), South Asian (3), Latin American (6), Black (4), Aboriginal
(12) and other (13 - multiple responses across categories defined
here, and non-response/don’t know/refusal). In this article, these
self-ascribed ethnicity categories are used, but when citing
supporting literature, the terminology in the cited source has been
preserved (for instance, if a source uses “First Nations” or “Native,”
the term was not changed to “Aboriginal”).

Obesity and ethnicity @

Survey (CCHS), however, each obtained ethnicity
information on approximately 130,000 respondents
(see Methods and Definitions). Using combined data
from those two CCHS cycles, this article compares
overweight and obesity in different ethnic groups,
and by immigration status. Because the information
is self-reported, the actual extent of overweight and
obesity may be underestimated. However, the focus
of the analysis is not so much on the prevalence of
excess weight as on differences between ethnic
groups, which should be less affected by self-report.

Given Canada’s multicultural nature,* an analysis
of overweight and obesity by broad ethnic categories
is an important step in identifying high-risk groups.
With 18% of the Canadian population born outside
the country, and visible minorities accounting for
13% of the population,*!
inform obesity prevention strategies.

such analyses can help

Consistent patterns

Analysis of combined data from the 2000/01 and
2003 CCHS shows that the prevalence of overweight
and obesity among people aged 20 to 64, based on
body mass index (BMI), differed significantly by
ethnic group (see Calculating overweight and obesity).
According to their self-reported height and weight,

Calculating overweight
and obesity

Overweight and obesity are based on body mass index (BMI),
which is calculated by dividing weight in kilograms by height in
metres squared. For this analysis, BMI categories were assigned
according to Health Canada guidelines,* which are applicable to
the non-pregnant, non-lactating population aged 18 to 64.
Respondents whose BMI was 30 kg/m? or more were considered
obese; those with a BMI of 25 kg/m? or more were considered
overweight (overweight includes obesity).
For example, the BMI of an individual 1.7 metres (5 feet 7 inches)
tall, weighing 80 kilograms (176 pounds) would be:
80 + 1.72= 27.7 kg/m?
which would put him or her in the “overweight” range. Ifthis person
weighed 90 kilograms (198 pounds), his or her BMI would be:
90 + 1.72=31.1 kg/m?
and he or she would be “obese.”
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@ Obesity and ethnicity

In the Canadian Community Health Survey, immigrant status was
based on the country of hirth given by respondents. Those who
specified a country other than Canada were asked if they had
been born Canadian citizens. If they said “no,” they were
determined to be immigrants. Immigrant respondents were asked
the year in which they had immigrated to Canada. Comparing
that year with the year of the interview made it possible to derive
time since immigration.

Household income was based on the number of people in the
household and total household income from all sources in the 12
months before the interview.

Household People in Total household
income group household income
Lowest 1to4 Less than $10,000
5 or more Less than $15,000
Lower-middle lor2 $10,000 to $14,999
3ord $10,000 to $19,999
5 or more $15,000 to $29,999
Middle lor2 $15,000 to $29,999
3or4 $20,000 to $39,999
5 or more $30,000 to $59,999
Upper-middle lor2 $30,000 to $59,999
3ord $40,000 to $79,999
5 or more $60,000 to $79,999
Highest lor2 More than $60,000
3 0or more More than $80,000

Education was grouped into four levels: less than secondary
graduation, secondary graduation, some postsecondary, and
postsecondary graduation.

Physical activity level was derived by asking respondents if they
had participated in any of the following activities during their leisure
time in the past three months: walking for exercise, gardening or
yard work, swimming, bicycling, popular or social dance, home
exercises, ice hockey, ice skating, in-line skating or rollerblading,
jogging or running, golfing, exercise class or aerobics, downhill
skiing or snowboarding, bowling, baseball or softball, tennis,
weight-training, fishing, volleyball, basketball, soccer, and any
additional physical activities not specified by the interviewer. They
were then asked the number of times they engaged in the activity
and the average duration per session. These data were used
together with the MET value associated with each activity
(metabolic energy cost of the activity) to arrive at an energy
expenditure value for each respondent, expressed in kilocalories
per kilogram of body weight per day (kcal/kg/day). Physical activity
level was categorized as: inactive (0 to 1.49 kcallkg/day),
moderately active (1.5 to 2.99 kcallkg/day) or active (3.0 or more
kcallkg/day).

Chart 1
Prevalence of overweight and obesity, by ethnicity, household
population aged 20 to 64, Canada, 2000/01 and 2003 combined

Overweight (including obese)
% BMI =25

East/Southeast South  West Asian/  Other Black White Latin  Off-reserve
Asian Asian Arab American  Aboriginal

Ethnicity

Obese
% BMI =30

East/Southeast South ~ West Asian/  Other Latin Black White  Off-reserve
Asian Asian Arab American Aboriginal

Ethnicity

Data source: 2000/01 and 2003 Canadian Community Health Survey
* Significantly different from estimate for White (p < 0.05)

about half of Whites (who constituted more than
80% of the population) were overweight (including
people who were obese). East/Southeast Asians
had the lowest self-reported prevalence of
overweight (22%), while off-reserve Aboriginal
people had the highest (63%) (Chart 1). Just 3% of
East/Southeast Asians were obese, compatred with
17% of Whites and 28% of Aboriginal people.
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Chart 2
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Prevalence of overweight and obesity, by sex and ethnicity, household population aged 20 to 64, Canada, 2000/01 and 2003 combined

Men

Overweight (including obese)
BMI > 25

East/Southeast South Black West Asian/  Other White Latin  Off-reserve

Asian Asian Arab American  Aboriginal
Ethnicity
Obese
% BMI > 30
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East/Southeast South West Asian/  Black Latin Other White  Off-reserve
Asian Asian Arab American Aboriginal

Ethnicity

Data source: 2000/01 and 2003 Canadian Community Health Survey
* Significantly different from estimate for White (p < 0.05)
E Coefficient of variation 16.6% to 33.3% (interpret with caution)

These patterns prevailed among both sexes
(Chart 2).

The likelihood of being overweight or obese is
influenced by many factors besides ethnicity,
including demographic characteristics, socio-
economic status, and lifestyle. In fact, among men,
the odds of overweight and obesity increased with
age (Table 1). As well, low education and low levels

Women

Overweight (including obese)
BMI =25

East/Southeast South West Asian/ ~ Other White Latin Black  Off-reserve
Asian Asian Arab American Aboriginal

Ethnicity

Obese
% BMI>30

East/Southeast South Other West Asian/  Latin White Black  Off-reserve
Asian Asian Arab  American Aboriginal

Ethnicity

of physical activity were significantly associated with
overweight and obesity among men. Low income,
by contrast, appeared to be protective from
overweight, though not from obesity.

Even when the effects of age, education,
household income and physical activity were taken
into account, ethnic differences in overweight and
obesity persisted among men. Aboriginal men had
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Table 1

Adjusted odds ratios relating ethnicity and selected characteristics to overweight and obesity, by sex, household population aged

20 to 64, Canada, 2000/01 and 2003 combined

Overweight (BMI = 25)

Obesity (BMI > 30)

Men Women Men Women
Adjusted 95% Adjusted 95% Adjusted 95% Adjusted 95%

odds  confidence odds  confidence odds confidence odds confidence

ratio interval ratio interval ratio interval ratio interval
Ethnicity
White' 1.0 1.0 1.0 1.0
Aboriginal (off-reserve) 1.7* 14,20 2.0% 17,23 1.7* 14,21 2.0% 17,24
Latin American 1.2 0.9, 16 1.2 0.9, 1.6 1.0 0.7, 1.6 0.8 05, 1.3
Other/Multiple/Unknown 0.9 08, 1.1 11 0.9, 13 1.0 08,13 0.9 07,12
West Asian/Arab 0.8 0.6, 1.0 0.7 0.5, 1.0 0.5% 0.4, 0.8 0.6* 0.4, 0.9
Black 0.7* 0.5, 0.9 1.2 10, 15 0.5* 0.4, 0. 1.0 0.7, 1.
South Asian 0.6* 0.5, 0.7 0.7* 0.6, 0.9 0.5* 0.3, 0.6 0.4* 0.3, 0.6
East/Southeast Asian 0.3* 0.2, 0.3 0.3* 0.2, 0.3 0.2* 0.1, 0.2 0.2* 0.1, 0.2
Age group
20-347 1.0 1.0 1.0 1.0
35-49 1.7* 1.6, 1.8 1.5% 15 16 1.2* 1.2, 1.3 1.4* 13,15
50-64 2.0* 18,21 2.5* 2.4, 27 1.5% 14,16 1.8* 1.7, 20
Household income
Lowest 0.5% 0.5, 0.6 11 1.0, 1.2 0.9 0.7, 1.0 1.4% 12,16
Lower-middle 0.7* 0.6, 0.8 1.3* 12,15 1.0 08, 1.1 1.6* 14,18
Middle 0.7* 0.7, 0.8 1.3* 12,14 0.9 0.8, 1.0 1.5% 14,16
Upper-middle 0.9* 0.8, 0.9 1.2* 11,13 1.0 0.9, 1.0 1.3* 12,14
Highest' 1.0 1.0 1.0 1.0
Education
Less than secondary graduation 1.1* 1.0, 1.2 1.5% 14,16 1.3* 12,14 1.5% 13,16
Secondary graduation 1.1* 1.0, 1.2 1.2% 12,13 1.2% 11,13 1.2* 11,13
Some postsecondary 1.0 09, 11 1.1* 1.0, 1.2 11 0.9, 1.2 1.2* 11,13
Postsecondary graduation’ 1.0 1.0 1.0 1.0
Physical activity
Active’ 1.0 1.0 1.0 1.0
Moderate 1.2* 11,12 1.4* 13,14 1.4* 13,15 1.4% 13,16
Inactive 1.1* 11,12 1.6* 15 17 1.6* 15 17 1.9% 18, 2.1

Data source: 2000/01 and 2003 Canadian Community Health Survey

Notes: Because of rounding, some confidence intervals with 1.0 as lower/upper limit are significant.

T Reference category
* Significantly different from estimate for reference category (p < 0.05)
-~ Not applicable

significantly high odds of both overweight and
obesity, compared with White men; the odds were
significantly lower among East/Southeast Asian,
South Asian, and Black men. West Asian/Arab men
had low odds of obesity, but they were no more or
less likely than White men to be overweight.

For women, the relationship between ethnicity
and overweight and obesity was generally similar to
that for men. Compared with White women, those
of Aboriginal origin had twice the odds of being
overweight or obese, while East/Southeast Asian,
South Asian and West Asian/Arab women had low
odds. However, unlike their male counterparts, the
odds that Black women would be overweight or

obese did not differ significantly from those of
White women.
As was the case among men, women’s odds of

overweight and obesity rose with age. Low levels
of physical activity and low educational attainment
were also associated with marked increases in the
odds of overweight and obesity in women. In
contrast to the situation among men, living in a
lower-income household was an important predictor
of both overweight and obesity among women.

Time since immigration
Some of the differences in the self-reported
prevalence of overweight and obesity between
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Chart 3

Prevalence of overweight, by ethnicity and immigrant status,
household population aged 20 to 64, Canada, 2000/01 and 2003
combined

% overweight (BMI > 25)

White East/ West South Latin Black Other Total
Southeast ~ Asian/ Asian  American
Asian Arab

Ethnicity

Data source: 2000/01 and 2003 Canadian Community Health Survey
T Reference category

* Significantly different from estimate for recent immigrant (p < 0.05)
E Coefficient of variation 16.6% to 33.3% (interpret with caution)

ethnic groups can be accounted for by birthplace
and time since immigration to Canada (Chart 3).
The prevalence of overweight and obesity was
higher among long-term (11 or more years) than
more recent immigrants (10 years or less).

The higher prevalence of overweight among long-
term immigrants supports the notion that a “healthy
immigrant” effect fades within a decade for all ethnic
groups. These findings mirror those of previous
Canadian®** and American* studies. Thus, although
the prevalence of overweightis relatively low among
some immigrant groups, it is likely to rise as time
passes. The increase in BMI may result from
transitions away from cultural diets and lifestyle
patterns to a more “western” diet and sedentary
lifestyle, or some combination of the two.

Nonetheless, among both recent and long-term
immigrants, ethnic differences were apparent. Even
when the effects of age, household income,
education and physical activity were taken into
account, East/Southeast Asian immigrant men and
women generally had lower odds of being

Obesity and ethnicity @

overweight than did White immigrants (Table 2).
Regardless of when they immigrated, Black women
had higher odds of overweight, compared with
White immigrant women. This was also true for
female long-term immigrants from Latin America.

Pattern prevails among non-immigrants
Even among non-immigrants, the ethnic patterns
of overweight prevailed. The odds of being
overweight were low among non-immigrants of
South Asian and East/Southeast Asian descent,
compared with Whites. This held for both men and
women, and persisted when age, educational
attainment, household income and physical activity
were taken into account.

While the low prevalence of overweight and
obesity in East/Southeast Asians is consistent with
other data,”* it may be deceptive. Body mass index
offers little insight into potential ethnic differences
in absolute levels of adiposity, the distribution of
body fat, or subsequent health consequences. After
adjusting for BMI, it has been shown that Asians
have a greater percentage of body fat than their
European or White counterparts.”* Indeed, recent
studies have documented an increased prevalence
of several metabolic disorders among Asians with a
BMI of 23 to 24, suggesting that the threshold of
25 may be too high to identify those at increased
risk.*

More broadly, mounting evidence indicates that
current general body weight guidelines may be
inadequate for identifying health risk equally in all
ethnic groups.**'** The need for research in this
area has been acknowledged in the Canadian
Guidelines for Body Weight Classification in
Adults.”

The high prevalence of overweight and obesity
among Aboriginal people in this analysis echoes the
findings of community-based studies®!**>*
results using directly measured height and weight

and

from smaller samples.'” These studies suggest that
Aboriginal people should be considered at especially
high risk for obesity and related co-morbidities.
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Table 2

Adjusted odds ratios relating ethnicity to overweight, by sex and immigrant status, household population aged 20 to 64, Canada,

2000/01 and 2003 combined

Recent immigrants

(0to 10 years)
Adjusted 95%

odds confidence

ratio* interval
Total
White® 1.0
East/Southeast Asian 0.3* 0.3,04
West Asian/Arab 1.3 09,18
South Asian 1.0 08,13
Latin American 1.6% 1.0,25
Black 1.2 08,17
Aboriginal (off-reserve)
Other 1.2 08,16
Men
White’ 1.0
East/Southeast Asian 0.3* 02,05
West Asian/Arab 1.0 0.6,1.6
South Asian 0.8 05,11
Latin American 1.8 09,35
Black 0.7 04,12
Aboriginal (off-reserve)
Other 0.9 0.6,15
Women
White® 1.0
East/Southeast Asian 0.3* 0.2,05
West Asian/Arab 1.2 0.6,2.2
South Asian 1.4 09,21
Latin American 1.6 0.8,3.0
Black 1.9% 1.1,3.2
Aboriginal (off-reserve)
Other 1.6 09,27

Long-term immigrants

(11 years or more) Non-immigrants

Adjusted 95% Adjusted 95%
odds confidence odds confidence
ratio* interval ratio* interval

1.0 1.0
0.3* 0.3,04 0.5* 0.4,0.7
1.0 07,15 0.8 04,16
0.8* 0.7,1.0 0.5* 0.3,0.8
1.6* 12,22 0.5 0.2,1.3
1.1 09,14 0.8 0.6,1.1
1.8* 1.6,2.0
0.9 07,11 1.3* 12,15
1.0 1.0
0.2* 0.2,0.3 0.6* 0.4,0.8
0.9 05,15 0.7 02,21
0.7* 0.5,0.9 0.5* 0.3,1.0
1.2 07,18 1.3 0.3,6.4
0.7 05,1.0 0.7 05,1.2
1.7 14,21
0.7* 05,1.0 1.3* 11,16
1.0 1.0
0.4* 0.3,05 0.4* 0.3,0.6
1.0 0.6,1.7 0.7 0.2,1.8
0.9 0.7,1.2 0.4 0.2,1.2
2.1% 14,34 0.3 0.1,1.2
1.6* 12,22 0.9 05,15
2.0* 17,23
1.0 07,14 1.4% 11,17

Data source: 2000/01 and 2003 Canadian Community Health Survey

Notes: Overweight is body mass index > 25; obese is body mass index > 30. Because of rounding, some confidence intervals with 1.0 as lower/upper limit are

significant.

T Reference category

} Controls for age, household income, education and physical activity.
* Significantly different from estimate for reference category (p < 0.05)
- Not applicable

Concluding remarks

Analysis of data from the Canadian Community
Health Survey reveals strong associations between
ethnicity and the prevalence of overweight and
obesity. These differences remain significant even
when the effects of age, socio-economic status,
physical activity and birthplace are taken into
account.

Beyond genetic predispositions, ethnic groups
have different social pressures and norms
surrounding “acceptable” body weight ranges,™
which may partially explain some of the variations
in obesity that emerged from this analysis of CCHS
data. Cultural norms related to physical activity (sex-
specific, age-specific, sport-specific, perception of
intensity, etc.) and nutrition (dietary customs,

acceptable foods and quantities) may also contribute
to the differences.

With a substantial and growing proportion of the
Canadian population overweight, analysis of the
problem by ethnicity is warranted. The information
is particularly important given the emerging
epidemic of type-2 diabetes,”” which affects some
ethnic groups, notably Aboriginal people,
disproportionately.”

In light of Canada’s increasing ethnic diversity, it
is important to understand the social and
environmental contexts in which different ethnic
groups develop overweight, obesity and related
metabolic disorders. Such information makes it
possible to identify those at high risk and to target
prevention and intervention strategies. @
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Appendix
Table A
Distribution of household population aged 20 to 64, by
ethnicity
Estimated
Sample size population
% '000 %
Cycle 1.1 (2000/01)
Total 86,687 100.0 18,381  100.0
White 77412 893 15482  84.2
East/Southeast Asian 2597 3.0 1,048 5.7
West Asian/Arab 367 04 164 0.9
South Asian 1,031 1.2 526 2.9
Latin American 305 04 133 0.7
Black 691 08 318 17
Aboriginal (off-reserve) 2,265 2.6 198 1.1
Other/Multiple/Unknown 2,019 23 512 2.8
Cycle 2.1 (2003)
Total 84,709 100.0 18,788  100.0
White 73,329 86.6 15217  81.0
East/Southeast Asian 2516 3.0 1,123 6.0
West Asian/Arab 389 05 170 0.9
South Asian 1,045 1.2 534 2.8
Latin American 383 05 190 1.0
Black 751 09 322 1.7
Aboriginal (off-reserve) 2455 29 200 1.1
Other/Multiple/Unknown 3841 45 1,032 55

Data source: 2000/01 and 2003 Canadian Community Health Survey
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Table B
Distribution of selected characteristics, by body mass index, household population aged 20 to 64, Canada, 2000/01 and 2003 combined
Total Overweight (BMI = 25)" Obese (BMI = 30)
Sample Estimated Sample Estimated Sample Estimated
size population size population size population
'000 % '000 % '000 %
Total 171,396  37,169.2 100.0 89,921 18,202.3 100.0 30,732 5,745.7 100.0
Sex
Men 82,899 19,0645 51.3 50,381 10,906.5 59.9 15,656 31238 544
Women 88,497 18,104.7 48.7 39,540  7,2958 40.1 15,076 2,621.9 456
Age group
20-34 49,831 12,0179 323 21,504  4,656.1 25.6 7,253 14330 249
35-49 66,427 149712 40.3 34,694 75119 413 11,633 2,314.4 403
50-64 55,138  10,180.0 274 33,723  6,0343 332 11,846 1,998.3 34.8
Ethnicity
White 150,741  30,699.2 82.6 80,474 15,6835 86.2 27,537 50826 885
East/Southeast Asian 5113 21702 538 1,211 4806 26 190 659 1.1
West Asian/Arab 756 3348 09 350 1498 08 9 36.0 0.6
South Asian 2,076  1,0600 29 839 4181 23 179 899 1.6
Latin American 688 3228 09 349 169.4 0.9 100 466 0.8
Black 1,442 640.7 17 722 3133 17 220 931 16
Aboriginal (off-reserve) 4,720 3977 11 3,033 2485 14 1,425 110.3 1.9
Other/Multiple/Unknown 5860 15438 42 2,943 7392 41 986 2213 39
Immigrant status
Non-immigrant 146,948 28,690.2 77.2 78,810 14,565.1 80.0 27,677 47964 835
Recent immigrant (< 10 years) 5459 23206 6.2 1,827 7379 41 412 1536 2.7
Long-term immigrant (11+ years) 15997 53076 143 7915 25474 140 2,250 700.8 122
Missing 2,992 8508 2.3 1,369 3519 19 393 95.0 1.7
Education
Less than secondary graduation 31,136 5,650.2 15.2 18,497 32247 17.7 7,252 1,2221 213
Secondary graduation 33,297 7,3939 199 17,693  3,686.0 20.3 6,044 1,186.3 20.6
Some postsecondary 13,315 3,1156 8.4 6,537 1,3934 7.7 2,253 447.4 7.8
Postsecondary graduation 91,366 20,461.7 55.1 45915 96152 528 14,724 2,799.4 487
Missing 2,282 5478 15 1,279 2830 16 459 905 16
Household income
Lowest 7,360 11152 30 3,598 4835 27 1,514 1835 32
Lower-middle 10,651 18669 50 5,400 8913 4.9 2,232 3375 59
Middle 29,818  5939.0 16.0 15376  2,863.5 15.7 5,782 1,000.6 174
Upper-middle 56,770 11,8415 319 30,330 59243 325 10,251 1,893.8 33.0
Highest 49,798 12,4431 335 26,831  6,2483 343 8,300 17925 312
Missing 16,999 39635 10.7 8386 1,7915 98 2,653 5378 94
Physical activity
Active 39,265  8,189.4 220 18,762  3,681.6 20.2 5,045 8989 156
Moderate 41,849 88385 238 21,742 43377 238 6,997 1296.0 22.6
Inactive 84,553 18,552.1 49.9 46,462 94585 52.0 17,824 3346.1 582
Missing 5729 15892 43 2,955 7246 4.0 866 2047 36

Data source: 2000/01 and 2003 Canadian Community Health Survey
Note: Because of rounding, details may not add to totals.
1 Includes obese
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