
CLASS INgQUALITIES IN PRESCRIPTION DRUG USE: 

THE CASg OF HORMONE FtEPLACBMENT THERAPY 

Yasmin A. Hosain 

A Thesis Submitted 
to the Faculty of Graduate Studies 

in Partial Fulfillment of the Requirements 
for the Degree of 

MASTER OF ARTS 

Department of Sociology 
University of Manitoba 
Winnipeg, Manitoba 

August, 2001 



National Library BiMiotheque nationale 
du Canada 

Acquisitions and Acquisitions et 
Bibliograp hic Services services bibliographiques 

395 Wellington Street 395. nie Wellington 
OtîawaON K I A O W  OnawaON K 1 A W  
Canada Canada 

Yourfib va(ri.- 

Our Ns m m  ~émfmce 

The author has granted a non- 
exclusive licence allowing the 
National Library of Canada to 
reproduce, loan, distribute or sel1 
copies of this thesis in microform, 
paper or electronic formats. 

The author retains ownership of the 
copyright in this thesis. Neither the 
thesis nor substantial extracts fiom it 
may be printed or othewise 
reproduced without the author's 
permission. 

L'auteur a accordé une licence non 
exclusive pemettant à la 
Bibliothèque nationale du Canada de 
reproduire, prêter, distribuer ou 
vendre des copies de cette thèse sous 
la forme de microfiche/film, de 
reproduction sur papier ou sur format 
élecîronique. 

L'auteur conserve la propriété du 
droit d'auteur qui protège cette thèse. 
Ni la thèse ni des extraits substantiels 
de celle-ci ne doivent être imprimés 
ou autrement reproduits sans son 
autorisation, 



THE UNIVERSITY OF MANITOBA 

FACULTY OF GRADUATE STWDIES 
***** 

COPYRIGHT PERMIS!SION 

C M S  INEQUALJTIES IN PRESCRIPTION DRUG USE: 

TEE CASE OF HORMONE REPLACEMENT THERAPY 

A Thesis/Practicum submitteà to the Faculty of Graduate Studies of The University of 

Mknitoba in partiai fdfillment of the requirement of the degree 

of 

MASTER OF ARTS 

YASMIN A. HOS- O ZOO1 

Permission has been granted to the Library of the University of Minitoba to knd or seIl copies of 
this thesis/practicum, to the Nationai Libirry of Canada to microfilm this thesis and to lend o r  sel1 
copies of the fdm, and to University MicroIiIms Inc. to publish an abstract of thW thesidprncticum. 

This reproduction or copy of this thesis bas been made avaiiable by authority of the copyright 
owner solely for the purpose of private study and research, and may oaly be reproduced and 

copied as permitted by copyright hws or with express written authoiizrition from the copyright 
owner. 



Despite extensive research examining the relationship 

between social class and health, little is known about the 

role of social class in prescription drug use. This study 

examines social class inequalities in prescription drug use 

with a specific focus on hormone replacement therapy (HRT) 

use among older women. Secondary analysis was conducted 

using data from the 1996-97 National Population Health Survey 

(NPHS) (n=8759) (Statistics Canada, 1996-97). 

Crosstabs and a logistic regression analysis w e r e  

utilized in order to determine the sociodemographic and 

health characteristics of women who use HRT as well as 

differences in use in terms of social class while controlling 

for sociodemographic and health chatacteristics. 

The results of the analysis indicated that just under 

one quarter (24.3%) of women between 45 to 64 years of age 

reported HRT use in the past month. Results of the bivariate 

analysis indicated that certain sociodemogtaphic and health 

characteristics were found to be associated with HRT use, 

however, most were found to have only weak associations. 

Results of the multivariate analysis demonstrated that when 

examining social class and controlling for other variables, 

income was found to have the strongest association with HRT 

use while education and labour force status were not 

signif icant . 



This study provides baseline prevalence rates of HRT 

use in Canada, Insights into the relationship between social 

class and users and nonusers of HRT are developed using the 

political economy of aging framework and directions for 

future research topics are presented. 
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CLASS INEQUALITIES IN PRESCRIPTION DRUG USE: THE CASE OF 

HORMONE REPLACEMENT TEERAPY 

CEAP'mR ONE 

INTRODUCTION AND REVIEW OF THE LITERATURe 

The importance of social class for the health of 

populations has become a topic of major interest in health 

research (Evans et al., 1994). It has been clearly 

established that those who occupy lower class status are more 

lîkely to be sick, have higher rates of disease and have 

higher mortality rates (Marmot et al,, 1998). 

Despite this strong interest in the relationship 

between social class and health, little is known about the 

role of social class in prescription drug use, In addition, 

the interaction between social class and gender with respect 

to prescription drug use has received little attention. This 

is a key topic in which research is needed given the aging of 

Canada's population, 

The present demographic trend is towards an aging 

population, This is due mainly to the baby boomer 

generation, those born between 1946 and 1964. This large 

group is aging and more than half are fernale, This 

constitutes the largest group of women in Canada. These 

demographic changes in Canada over the next 20 years will 

create a dramatic rise in the number of women over 45 years 



of age- The expected outcome of this female generation 

approaching mid-life is that within a short time, older 

females will constitute a large part of the North American 

population- I t  is estimated that by the year 2016, 18% of 

al1 Canadian women will be 65 years or older. By 2041, this 

proportion is expected to increase to 25% of the Canadian 

population, or 5.5 million Canadian women over the age of 65 

(Statistics Canada, 1995b). This has led to a greater need 

to focus on issues related to this group. These include 

various health issues, such as the health changes these 

individuals can expect and the responses to them, including 

the use of prescription drugs. 

This research will examine one of the major health 

issues affecting middle-aged women between 45 and 64 years of 

age, namely menopause and hormone replacement therapy (HRT). 

Due to women's increasing life expectancy during the last 

century, a larger number of women are spending a greater part 

of their life in the postmenopausal years; consequently, 

menopause has become a medical, social, economic and 

gerontological issue (Greenblatt, 1974). 

Although there is a vast body of literature and 

research in this area, the majority of it has focused on the 

views of medical professionals and on select individual 

psychological issues associated with menopause and HRT, For 

example, we know that the majority of medical professionals 

view menopause as a deficiency disease and therefore often 

advocate HRT use for al1 menopausal women- We also know that 



a large body of HRT research focuses on the believed physical 

and psychological benefits associated with HRT use. V e r y  

little is known about the characteristics of the women who do 

and do not take HRT. In particular, there is a lack of 

research which has addressed social class differences in HRT 

use. This is an important issue because it can help 

determine the extent to which individual social class 

characteristics are related to use, specifically whether cost 

can eliminate certain groups, such as the lower class, from 

this treatment. This knowledge may uncover the lack of 

access for some groups of women, such as those who cannot 

afford it, and speculate on the resulting impact of 

exclusion. 

The objective of this study is to examine the 

relationship between social class and hormone replacement 

therapy use by women while controlling for other socio- 

demographic and health variables. 

This thesis is organized in the following manner. The 

remainder of chapter one presents a review of the literature 

focusing on the association between gender and prescription 

drug use and social class and prescription drug use. It will 

also include an overview of political economy theory, the 

framework used to guide this study. Furthermore, it presents 

an overview of the literature relating to menopause and the 

experiences of menopausal women in relation to socio- 

demographic characteristics. Also, the costs versus the 

benefits of HRT will be presented along with the known 



characteristics of menopausal women who use HRT. Finally, 

the research questions which guided this study are 

introduced, In chapter two the methodology of the study is 

addressed. Chapter three gives an overview of the 

sociodemographic and health characteristics of the sub-sample 

used in this study, Chaptet four focuses on the results of 

research questions one, two and three. Chapter five psovides 

the discussion and conclusion. 

REVIEW OF THE LITERATURE 

GEMIER AND PRESCRIPTION DRUG USE 

Much of the research regarding the association between 

gender and prescription drug use has examined minor 

tranquilizers. The research consistently yields the same 

results, namely that women, specifically elderly women, those 

65 years and older, are the highest consumers of psychotropic 

drugs (Cafferata, 1990; Cooperstock and Sims, 1971; 

Cooperstock, 1978, 1982; Kaufert and Gilbert, 1986; Morabia, 

1992). In fact, al1 women are found to use more types of 

medications and to use theni to a greater extent then men. 

Psychottopic drugs, which are also known as 

tranquilizers, benzodiazepines or mood-altering drugs, are a 

category of prescribed medicines that include antianxiety 

agents, sedatives, hypnotics, antipsychotic agents and 

antidepressants (Cafferata and Meyers, 1990). They refer to 



drugs which alter mood, thinking or behavior (Cooperstock and 

Parnell, 1982)- Women 65 and over are more likely to receive 

prescriptions for tranquilizers compared to men, regardless 

of the physician's gender (Cooperstock, 1982; Morabia, 1992); 

between 67 to 72 percent of these drugs are prescribed to 

women, This higher use among women has been found in studies 

conducted in the United States, Canada, Australia and Europe 

(including the United Kingdom) (Cooperstock and Parnell, 

1982). In addition, women are also found to be more likely 

to receive more prescriptions every year compared to men and 

to use these drugs over time (Mazza et al,, 1995). 

Little is known about the correlates of the different 

psychotropic drug use patterns between men and women 

(Zadoroznyj and Svarstad, 1990). Cooperstock speculates that 

this may reflect the higher number of visits to doctors by 

women. However, other factors, including social structural 

factors such as income, work, caring for family and having 

social suppott, are found to play a role in determining the 

health status of women and psychotropic drug use (Denton and 

Walters, 1999). 

Women who work outside the home and who also have more 

social activities outside the home, such as sports and 

interacting with friends, are found to be healthier and less 

likely to be using psychotropic drugs than women who do not 

work outside the home (Cooperstock, 1982: Jennings et al, 

1984; Zadoroznyj, 1990)- These activities, especially paid 

work, appear ta act as a barrier to depression, thus 



decreasing the need for psychotropics, The evidence suggests 

that women who are not employed in the paid labour force are 

more likely to experience depressive symptoms and to use 

psychotropic drugs. However, the trend to increased rates of 

use by th i s  group of women may show a decrease in future 

research as the number of women working outside the home 

continues to increase (Cooperstock, 1978; Zadoroznyj and 

Svarstad, 1990). 

In addition to the relationship between labour force 

participation, psychological state and prescription drug use, 

a negative correlation between health status and use of 

psychotropic drugs has also been found. As a woman's 

subjective health status increases, the use of psychotropics 

decreases.  However, the research places gender rather than 

subjective health status as the most influential variable in 

this relationship (Cooperstock, 1982). 

Four reasons are given for this: first, women are more 

likely to recognize their problems; second, they are more 

likely to report symptoms: third, they are more likely to 

accept being labeled as having a psychlatric illness; and, 

finally, they are more likely to receive treatment than men. 

Societal expectations for women to be more nurturing and 

caring re su l t  in t h e i r  greater contact with medical 

profess ionals  through doctot visits for children and elderly 

parents, and a higher degree of comfort with medical staff. 

In other words, women may be more likely to define themselves 

as ill, to decide to see a doctor and/or to be more likely to 



be prescribed a psychotropic drug by a physician. This may 

be due either to physician gender differences in the 

willingness to prescribe a psychotropic drug or to 

differential noms for treatment for treatment for men and 

(Cooperstock, 1971, 1982; Kandrack et al., 1991). Due to the 

differing prescribed roles for men and women, men may be less 

aware of emotional disorders and physical symptoms and be 

less likely to have a confidant and to discuss their problems 

with friends. Men may also be more likely to use over-the- 

counter, mood-altering drugs, such as alcohol, and to self- 

medicate, whereas women are more likely to use prescriptions. 

Furthermore, doctors, especially male doctors, may anticipate 

traditional se% roles for men and women, expect more 

expressive behavior from women, and encourage them to express 

possible emotional problems. Consequently, physicians tend 

to be more likely to perceive women's, rather than men's, 

cornplaints as being due to a mental disorder(s), and to 

expect women to be more likely to need mood-modifying drugs 

(Cooperstock, 1971, 1982; Kaufert, 1980). 

Other characteristics found to be important in the use 

of psychotropic drugs include age, with older people being 

more likely to be prescribed psychotropic drugs, widowhood, 

with widows being more likely to use psychotropic drugs, and 

marital status, with never-married or divorced women being 

more likely to use psychotropic drugs (Cafferata and Meyers, 

1990; Mazza et al., 1995). Ethnicity and socioeconomic 

status may also be playing a role. These factors can 



influence an individual's definition of il1 health and 

health-seeking behavior, and the physicianls definition of 

help required (Cooperstock, 1971). A l 1  of these 

characteristics can influence interactions with physicians 

thereby influencing the prescription and use of psychotropic 

drugs. However, in this body of literature, women are found 

to use a higher proportion of prescription medications even 

when these factors are taken into consideration (Cooperstock, 

1971 : Mazza and De~erstein, 1996) . 
In contrast, other research challenges gender 

differences in prescription drug use suggesting that these 

gender differences can be attributed to female-specific 

conditions. Specifically, studies have found that these 

gender differences virtually disappear when controlling for 

female-specific drugs used for conditions relating to 

fernales' reproductive system, such as contraceptives, 

prenatal vitamins and iron (Kandrack et al., 1991; Zadoroznyj 

and Svarstad, 1990). Here, men and women have been found to 

be just as likely to be taking prescription medications for 

conditions for which they are both at r i s k .  Consequently 

when examining this relationship, it is important to take 

into account the type of medication being used and the type 

of symptoms. It also raises the question of whether women's 

conditions have been overly medicalized within the medical 

community (Zadoroznyj and Svarstad, 1990). 

There are also social factors, one being social class, 

affecting the relationship between gender and prescription 



drug use. According to this argument, gender influences an 

individual's social class status. In turn, people of a 

certain social class, measured by education, occupation and 

income, are more likely to use health services. In fact, 

women who hold a lower status in society, are more likely to 

use health services (David and Kaplan, 1995). This mode1 

assumes that social class is directly influenced by gender, 

It posits that these women who have lower status positions in 

work and lower incomes hold a lower status in society 

compared to men. This results in more psychologïcal distress 

and higher use of pharmaceuticals (David and Kaplan, 1995). 

Furthermore, it does not account for the fact that a woman's 

social class is often determined by her husband, which is 

measured by his education, occupational status and/or income. 

Another hypothesis offered to explain the relationship 

between psychotropic drug use and gender is that women who 

use psychotropic drugs are more likely to be victims of 

violence, Women who are victims of domestic violence and 

sexual abuse are more lfkely to develop il1 mental health, 

thus leading to higher levels of psychopathology, more 

prescriptions and greater use of psychotropic drugs (Mazza 

and Dennerstein, 1996). 

The greater prescribing of psychotropic drugs to women 

is a complex relationship. There have been many eltplanations 

offered involving medical, social and psychological factors 

as well as gender-bias interpretations- As noted by Morabia 

(1992), it may be a combination of these factors which 



explains the difference in prescribing. ühether this 

association reflects gender differences in medical care 

needs, if men's medical needs are being undertreated, or if 

women are being overprescribed medication and using 

unnecessary drugs remains unclear (Zadoroznyj and Svarstad, 

1990). As well, the role of social class in this 

relationship between gender and prescription drug use remains 

underresearcheci. 

SOCIAL CLASS AND PRESCRIPTION DRUG USE 

Social class is a category of individuals who possess a 

similar economic position (Teevan, 1992). For the purposes 

of this study, social class is defined as the level of formal 

education an indivldual has attained, labour force status, 

Le., employed versus not employed in the paid labour force, 

occupational status, and household level of income. 

Although there is a vast body of literature studying 

the relationship between social class and various issues 

related to health, social class has not been a priority in 

research addressing prescription drug use (Feinstein, 1993; 

Syme, 1998). Rather, research has focused on the mortality 

and morbidity experiences of different socioeconomic groups 

within and between individual countries, cornparisons of their 

health experiences and existing inequalities, and 

investigating probable explanations of different health 



outcomes (Blaxter, 1990; Evans et al,, 1994; Feinstein, 

1993) . 
The studies that have been done investigating the 

relationship between social class and health consistently 

'2nd a link, whether social class is measured by income, 

education or occupation (Daly et al,, 1998). Health status 

is known to be related to a certain extent to socioeconomic 

factors (Evans et al*, 1994; Mustard and Frohlich, 1995)- 

Specifically, it is consistently found that higher education 

predicts better health, poverty predicts il1 health and those 

occupying the lowest socioeconomic status have the worst 

health (Marmot et al., 1998), The reasons given for these 

findings include the fact that wealthier people can buy the 

m e a n s  to protect their health, such as better food, housing, 

jobs, and medical care, Poorer people often have inadequate 

nutrition, substandard housing, unhealthy work circumstances, 

lack of education and in some countties unavailability of 

adequate medical care, They lack options, choices and 

information about how to gain access to resources (Blaxter, 

1990; Krieger et al,, 1997; Syme, 1998). Thus ,  itmay be the 

different social and physical microenvironments which 

accompany poor and wealthy lifestyles which are critical t o  

health (Evans et  al., 1994). 

Another health issue related to health and social class 

is health care utilization. This includes preventive care, 

diagnosis and entry into the health care system, treatment 

effectiveness, and the focus of this research - the use of 



pharmaceuticals, defined as the distribution, prescription 

and use of drugs in society (Metge et al.. 1999). However, 

descriptions of the overall use of pharmaceuticals in 

relation to specific variables or of certain populations are 

rare and equivocal (Metge et al., 1999). Some studies in 

this area have found that lower social classes have poorer 

experiences in al1 areas of 

Individuals of lower social 

occupation and income, have 

health care utilization, 

class, measured by education. 

fewes choices of physicians and 

treatment options, including pharmaceuticals (Feinstein, 

1993). In addition, a higher income may facilitate 

individuals' ability to afford the cost of medical 

treatments, including pharmaceuticals. In contrast, other 

studies, in which socioeconomic status is measured solely by 

income, have found that there is a higher use of 

pharmaceuticals among lower income groups with the poorest 

health (FPTACPH, 1999). In this study, pharmaceutical use 

was measured by the proportion of the population receiving at 

least one prescription in a calendar year. Populations with 

the highest proportion of pharmaceutical users were those who 

had the poorest health while lower rates of use by higher 

income individuals reflected relatively better health. Some 

suggest that this may reflect the tendency to medicalize 

symptoms associated with poverty (Bolaria and Bolaria, 1994; 

Metge et al., 1999). However, as stated earlier, this may 

also be due to  the  fact that the poor actually do have worse 

health and are in need of these medications (Marmot, et al.. 



1998). 

Education has also been found to be a key variable in 

seeking treatment in response to symptoms (David and Kaplan, 

1995). Education may enhance an individual's awareness of 

the availability and benefits of medical care, Education may 

also lead to higher status positions along with satisfactory 

incomes thus allowing indtviduals more access and choice in 

treatments. However, again these findings are inconsistent- 

Other studies have found that lower educated groups have 

higher rates of drug use (Bolaria and Bolaria, 1994). 

The research in this area regarding social class and 

health care utilization, including drug use, is definitely 

limited and inconsistent. Much of the literature focuses on 

health status and social class, primarily on the association 

between socioeconomic status and the prevalence of certain 

diseases (Evans et al., 1994; Feinstein, 1993)- Not a lot is 

known about the link between social class and health care 

utilization (defined here as pharmaceutical use) and how 

individual characteristics, such as educational attainment, 

income level or occupational status, relate to health care 

utilization (Feinstein, 1993). While there are explanations 

offered, they al1 have their limitations and inadequacies in 

interpreting this association. This is an area in which 

further research is necessary. A more thorough understanding 

of this association may allow for the more effective 

management of pharmaceutical use within the health care 

system (Metge et al,, 1999). 



There are many existing problems when measuring social 

class, specifically relatLng to gender and health. For 

instance, there are many different ways to measure social 

class and it is sometimes not clear how to conceptualize some 

of these measures [MacIntyre, 1997).  For instance, some 

studies may look at incarne as an indicator of social class 

while others may look at education level and occupational 

status as well. Furthermore, it can be difficult to 

conceptualize and measure a variable such as occupational 

status, L e . ,  what determines a higher rank from a lower 

rank- The use of socioeconomic measures for health research 

is also uncertain given the fact that these indicators have 

not been evaluated or widely used (Krieger et al., 1997). 

Furthermore, health is not a one-dimensional concept 

and may be confounded by different factors, including social 

class. For example, self-rated health may be influenced by 

social class i n  that different classes may hold differing 

thresholds fo r  recognizing or reporting il1 health 

(Macfntyre, 1997) .  

Another problem with rneasuring social class and health 

is that social class has been mostly used as a control 

variable as opposed to the main topic of study. This is due 

to the fact that it has been known to be a highly correlated 

with most aspects of health; however, the explanations 

involved have not been seen as worthy of investigation. 

Therefore, there  is more research needed in order to clarify 

the relationship between social class, health and the 



accompanying intervening variables (MacIntyre, 1997)- 

Social class is also associated with gender. The 

complexities involved in examining social class and gender 

imply that reliance on a single measure rnay be insufficient 

in explaining this relationship CKrieger et al., 1997). 

Changing social conditions, such as wonien entering the paid 

labour force, are becoming increasingly relevant in the 

analysis of social class, health and gender. Previous w a y s  

of measuring social class, involving one or more variables 

measured at one point in time, are thus becoming less 

appropriate. For instance, measuring social class by looking 

at one's occupation may not take into account differences in 

the working and living conditions of each gender. For 

example, research has shown that women who are working are 

concentrated in less well-paid occupations compared to men. 

Occupation based measures also camot account for groups 

outside the paid labour force, such as housewives. Using 

income as a measure of social class may also be limiting in 

that the allocation of income may Vary by gender. For 

instance, mothers in low income families may scrimp on using 

income for themselves and instead may use it for their 

children's and/or husbands' needs (Krieger et al., 1997). 

Other problems with income measures include the fact 

t h e t e  may be a high number of missing cases as people may 

prefer not to disclose information tegarding their income. 

Furthermore, there are also problems with obtaining 

information on individual income as studies may only report 



household income. 

Research has sbown that for married wornen. health 

status is typically more strongly related to their husbanb's 

social class than for single women. However, their own 

social class may also be relevant. Therefore, undetstanding 

the complexitïes of women's health may be improved by 

including data on women's economic position as well (Krieger 

et al.. 1997)- Social class measures are problematic in 

making gender cornparisons due to gender differences in 

occupational distributions and in their associated incomes. 

Most women are concentrated in lower paying, lower status 

occupations while men are more likely to hoid higher paying, 

higher status occupations. Occupational prestige may also be 

dependent upon gender, For example, men employed in typical 

female occupations are usually found to have lower prestige 

ratings than women employed in these same occupations. 

Howevet, men in female-dominated occupations are also found 

to hoid higher positions compared to women in the same field 

(Krieger et al., 1997). There are limited data available on 

issues related to health in relation to social class as 

rnodified by gender relations. The development of 

appropriate measures of social class 1s needed in order to 

better understand the complex nature of social class, gender 

and health (Krieger et al., 1997). 

One way to examine the association between social class 

and prescription drug use that can take into account gender 

disparities and income inequalities is through the use of the 



political econorny theory of aging. 

POLITICAL ECONOMY OF AGZNG 

The political economy of aging framework examines the 

degree to which economic considerations affect political 

decisions (Hess and Markson, 1990). There are two components 

to  the  political economy of aging. The first component 

examines how one's position in society (i.e., social class 

and gender) affects one's patterns of aging. The second 

component examines the ways in which the economy is 

organized, including the ways in which power is distributed 

in society, and how different groups function in order to 

establish and maintain control over other groups (Hendticks 

and Leedham, 1992)- It looks at how older persons are 

treated in society within an economic context (Estes et al., 

1984). This approach tracks the sources of specific groups' 

problems, such as older adults, to the political and economic 

structure of a capitalist society. It goes beyond the 

individual to examine and understand the social forces that 

shape individuals' lives (Hendricks and Leedham, 1992; 

Novak, 1993). 

This theoretical framework focuses on the social 

institutions and processes which effect the experience of 

aging and older persons (McPherson, 1990)- In doing so it 

provides a w a y  to understand the influence of society on the 



individual (Novak, 1993)- At the macro or societal level, 

the needs of the aging population have been commodified and 

health care policies have been developed based on this 

commodif ication (Estes et al - 1984) . 
The introduction and use of hormone replacement therapy 

(HRT) can be seen as one form of commodification. Social 

institutions including phannaceutical companies are 

benefiting financially from HRT use. Howevet, the benefit to 

these social institutions are found to corne with costs to 

individuals. One influence of society on the individual, 

specifically the aging individual, has been the development 

of ageism, which is negative attitudes, myths, stereotypes, 

discrimination and a prejudiced attitude toward the elderly 

(Matlin. 1993). At the micro level, society's influence has 

encouraged aging women to believe that they must cling to 

their youth and fight aging. One special treatment that has 

been developed in relation to this fight against aging has 

been HRT. The question then atises as to whether menopausal 

women are being led to believe that they need HRT and are 

being made dependent on this drug, possibly at the risk of 

their health. 

The political economy of aging perspective sees social 

structure and social forces as shaping the exercise of power 

in society. Social class, race and gender are seen to be 

directly related to the resources available to people in the 

later years. It views the problems of older adults, such as 

dependency, as steiaming from society's perceptions of aging, 
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the aged themselves and their perceived economic usefulness 

in society (Binstock and George, 1996; Hendricks and Leedham, 

1992; Hooyman and Kiyak, 1996)- 

This framework is applicable for this proposed study 

given the perspective's interest in social class and how 

social class influences one's access to health care and 

health services. It focuses on expendituses associated with 

health issues relating to older women, For political 

economists, the health experiences of aging women are shaped 

by social forces and the health services offered are related 

to societal trends (Minkler and Estes, 1991). 

The political economy of aging argues that health care 

policies and services are influenced by the state of the 

economy and characterized by class stratification (Estes et 

al., 1984; Hooyman and Kiyak, 1996). Individuals of higher 

social class are believed to have more access to health care 

services including the ability to pay for prescription drugs 

(Blaxter, 1990; Syme, 1998). Individuals with higher 

occupational statuses are also expected to have increased 

access to health services, This is due to the fact that,  in 

the United States, along with a higher occupational status 

often cornes an increased income and a higher likelihood of 

having insurance to cover these health services, including 

prescription drugs, In accordance with this is the question 

of whether wealthfer women, women holding higher occupational 

ranks and women who have coverage through an insurance plan, 

have more access to HRT and if so, whether they are at an 



advantage or disadvantage- In addition to this is the 

question of the related implications for the poor, 

As previously discussed, social class and gender are 

found to be related to prescription drug use and t o  influence 

people's access to resources. However, there may also be an 

interaction effect here in that gender may influence social 

class, due to labour segmentation and other factors which 

contribute to women expetiencing economic strains. The 

result is that women, in general, hold a Lower position in 

society compared to men. In accordance with the feminization 

of poverty argument, women, specifically elderly women, are 

more likely than their male counterparts to be poor and to be 

living in poverty (Hendricks and Leedham, 1992; Minkler and 

Estes, 1991; Teevan, 1992). t o  be consumers of prescription 

drugs, and to use more medical services. 

In summary, with the aging of the baby boomers, within 

a short time older women will constitute a large part of the 

population. Many of these women will be either approaching 

menopause, menopausal or postmenopausal. Therefore, issues 

regarding this time of a woman's life are becoming a major 

topic of discussion for the medical communfty and the public- 

One issue related to this includes the treatments developed 

which claim to help women during this transition, more 

specifically hormone replacement therapy (HRT). While a 

large body of literature is available on menopause and HRT 

use, research examining HRT use in relation to social class 

is sparse. 



Part two of this literature review presents an overview 

of the literature relating to menopause, experiences of 

menopausal women, the costs versus the benefits of HRT use 

and the known characteristics of women who use HRT. 

MENOPAUSE M HORMONE REPLACEMENT THERAPY (HRT) USE 

This review of menopause and HRT use is divided into 

four separate sections. To begin. 1 will outline the medical 

definition of menopause. Next, 1 will present a description 

of the  physical. hormonal and psychological changes 

associated with menopause. Third, 1 will present an overview 

of the  actual experiences of menopausal wornen and how these 

experiences relate to various sociodemographic 

characteristics. Finally, 1 will examine HRT and the 

specific sociodemographic characteristics of women in 

relation to HRT use. 

DEFINITION OF MENOPAUSE 

Menopause is defined as the cessation of menstruation 

(Formanek, 1990). In North America. the average age for 

onset of menopause is 49 yeats (Formanek, 1990). Therefore, 

typical women can expect to live approximately one third of 

their adult lives beyond menopause (Hanunond, 1989). However, 



between 3% and 11% of women experience premature menopause 

with the age of onset ranging between 30 to 35 (Cobb, 1992). 

Medically, menopause is determined when a woman has not 

had a menstrual period for twelve months (Cobb, 1984; 

Kaufert, 1980, 1987). Wmen who have regular menstruation 

are classified as pre-menopausal with the assumption that 

hormones are stable- Women who have not had a menstrual 

period within the past twelve months are defined as post- 

menopausal with the assumption that hormones have stabilized 

at their postmenopausal state and that menstruation is 

unlikely to recur, Women who have menstruated within the 

past year but not within the past three months are defined as 

peri-menopausal. This change in the menstrual pattern is 

indicative of disturbances in hormone levels and a sign that 

menopause is  impending (Kaufert et al., 1987). Natural 

menopause occurs as a result of a decrease in estrogen levels 

at midlife, while surgically induced menopause occurs as a 

result of surgical removal of the ovaries and/or the uterus 

or destruction of the ovaries through chemotherapy or 

radiation treatment. When the ovaries are removed sudden 

menopause always follows; however, when the ovaries are 

subject to radiation treatment a sudden and severe menopause 

may follow, It is estimated that seven to eight percent of 

women under 40 enter menopause as a result of medical 

intervention - either through surgery, chemotherapy or 
radiation (Cobb, 1992). Women with medically induced 

menopause are found to be more likely to see their doctors 



regularly and also are more likely to  experience ongoing 

problems such as urina- infections, back pain, sexual 

problems or depression (Beckman and Frankel, 1984). 

This definition of menopause, where the physiological 

aspects of menopause are the main focus, is generally agreed 

upon within the medical community. The next section focuses 

on these physiological as well as the psychological aspects 

of menopause. 

PHYSIOLOGICAL AND PSYCHOLOGICAL ASPECTS OF MENOPAUSE 

SYMPTOMATOLOGY 

The symptoms associated with the onset of menopause can 

be broken d o m  into three separate areas: (1) hormonal 

changes; (2) physical changes; and, (3) psychological 

changes. 

There are numerous hormonal changes associated with 

menopause. The end of a woman's fertility is marked by a 

reduction in the amount of estrogen and progesterone produced 

by the ovaries (Cobb, 1984). These hormonal changes can lead 

to various physical changes as well. 

Some of the physical changes associated with menopause 

which are believed to have a biological basis include 

irregular menstruation, dyspareunia or painful intercourse, 

vasomotor disorders, such as hot flashes and night sweats, 

palpitations, weight gain, vaginal dryness, los$ of sert 



drive, headaches, dizziness and joint pain. Long term 

effects, such as the development of osteoporosis and heart 

disease, are also believed to be associated (Demerstein et 

al,, 1993; Godsen, 1985; Hunter, 1992)- However, many 

studies reveal that most menopausal women do not actually 

experience many of these symptoms and that the only commonly 

reported symptoms are those of hot flashes and night sweats 

(Avis et al - , 1993; De~erstein et al , 1994; Formanek, 
1990). Furthermore, symptoms are found to be dependent upon 

menopausal status. For instance, hot flushes are found to be 

greatest three months or more after a woman's final menstrual 

period (Guthrie et al., 1996). Despite common beliefs, many 

menopausal women pass through this transition with relatively 

few complaints (Formonek, 1990). 

In addition to hormonal and physical changes, there are 

also various psychological changes which are believed to 

accompany the onset of menopause. Just as the media and 

popular mythology often depict anger or irrationality amongst 

women in their twenties and thirties as being due to their 

menstrual periods or pregnancy, they depict these same 

emotions as being due to menopause for women in their late 

forties and early fifties. Menopausal women are often shown 

as being emotionally unstable, suffering from radical mood 

swings and irritability. Al1 these representations serve to 

reinforce the belief that women are controlled by their ever- 

fluctuating hormones. However, women often have to face 

other issues that occur at the same time as menopause, such 



as confronting the reality of aging and the end of one's 

reproductive years (Henkel, 1998). A n  ongoing debate is the 

question of whether these symptoms are actually caused by the 

hormonal changes which occur at menopause or by other factors 

in a woman's life. Explanations often ignore factors in 

women's relationships, families and/or careers which may be 

more accurate explanations of these symptoms (Greenwood, 

1984). 

Many women report an increase in the severity of 

premenstrual psychological symptoms at menopause (Gambrell, 

1992)- These changes can be divided up into two separate 

categories, emotional and cognitive. 

Ernotional changes comnronly believed to be found during 

menopause include irritability, mood swings, sense of 

anxiety, panic, loss of concentration, confusion, insomnia, 

anger, sadness, regret and finally, depression (Gambrell, 

1992) .  

The believed primary emotional correlate of menopause 

is an increase in the rate of depressive symptoms (Drife, 

1990)- In fact, depression is often listed as a menopausal 

symptom (Lorrain, 1994). Depression has always been thought 

to be more conunon in women than in men. This is primarily 

due to the fact that it is frequently found in comection 

with three different periods of a woman's life, namely, the 

premenstrual period, the postnatal period and finally, the 

menopausal period (Paoletti, 1997). These three phases of a 

woman's life are associated with decreases in estrogen level. 



However, whether depression results from this decrease at 

menopause or from the incidental development of depressive 

symptoms as a result of other factors is still unknown 

(Eskin, 1988). 

It is a very common belief that depressive symptoms 

increase dramatically at menopause [Drife, 1990; Kaufert et 

al., 1998). However, research results are highly determined 

by the population studied, Contrary to this common belief, 

some major interview surveys of large random samples have 

found no connection between menopause and increased 

depression (Demerstein, 1996; Drife, 1990; Kaufett, 1994). 

Depression is found ta occur in women before, during and 

after menopause without any increase at any specific age. 

Furthermore, confounding variables such as a woman's culture 

and pre-existing attitudes regarding menopause may be also 

playing a role in this relationship. Views of menopause are 

often culturally defined and, therefore, found to influence a 

woman's menopausal experience (Drife, 1990). Negative 

stereotypes held by women regarding menopause can lead to 

negative interpretations of physical changes and can be 

associated with depression in premenopausal and 

postmenopausal women (Formanek, 1990). In addition, other 

external factors may be fnfluential in a woman's experience 

of menopause. More specifically, ft is often found that 

women with interesting careers, stable incomes and a sense of 

purpose experience menopause more positively versus women who 

do not have these outside options. The latter may also be 



lacking access to relevant information and may thetefore be 

m o r e  susceptible to accepting the cultural stereotypes of 

aging women in coinparison to women with access to helpful 

information (Greenwood, 1984). 

Contrary to common belief, research often shows that 

women do not react negatively to menopause (Kaufert, 1979)- 

Many women are found to experience menopause positively when 

released from the fear of pregnancy and the bother of their 

menstrual periods (Drife, 1990; Kaufert et al,, 1998). There 

may also be an increase in sexual interest, Generally, it is 

found that menopausal or postmenopausal women have a more 

positive experience of this transition and are less negative 

about it than those who have not personally experienced 

menopause (Daly et al,, 1993; Kaufert et al., 1998; Matlin, 

1993). 

The overall consensus is that depression is not 

inevitable at menopause and that menopause does not directly 

cause depression. Ln fact, it is found that approximately 

25% of menopausal women report no complaints (Lorrain, 1994). 

Unfortunately, the popular view of associating menopause with 

drastic physical and emotional problems is overgeneralized to 

al1 menopausal woman. What does seem to be important is 

whether or not a woman suffers from pre-existing 

psychological problems, such as an underlying depression, 

whether it can be exaggerated by other symptoms, such as 

other physical complaints often found at middle-age, ptevious 

menstrual problems, whether she has involvement in a career 



or with a purpose in life, and the effect of her cultural 

attitudes towards menopause (Henkel, 1998: Morse et al., 

1998). 

In addition to the emotional changes stated above, it 

is also believed that cognitive changes can occur as a result 

of hormonal changes. These changes include thinking, memory 

and concentration difficulties around the time of menopause. 

In the medical literature, the most commonly reported change 

in cognitive functioning is memory impairment. Research has 

shown a correlation between esttogen deficiency and the 

development of cognitive impairments, such as Alzheimer's 

disease (AD) (Genazzani et al., 1999; Henderson, 1997). 

Women are found to be at a greater risk for AI) than men, AD 

affects 1.5 to 3 times m o r e  women than men. This may be due 

to the fact that the risk of developing AD doubles every 4.5 

years after the age of 65 and since women live longer than 

men they are more likely to develop this disease (Henderson, 

1997; Sherwin, 1999). 

This cognitive impairment is worsened with 

surgical/premature menopause (Nappi et al., 1999). However, 

some research has shown that estrogen may play an important 

role in the prevention and treatment of neurodegenerative 

diseases and in maintaining memory after menopause (Simpkins 

et al., 1997). According to Birge and Mortel (1997), 

estrogen increases the cerebral blood flow therefore 

improving cognitive functioning in postmenopausal women, 

Some other studies claim that esttogen enhances specific 



cognitive functioning and helps protect against and delay the 

onset of Alzheimer's disease, independent of age, education 

and ethnicity (Emilien et al., 2000; Jacobs et al,, 1998; 

Sherwin, 1999). Postmenopausal women taking estrogen are 

found to have a 50% decrease in the risk of developing AD 

while women already suffering from AD are found to have less 

advanced 

shown to 

negat ive 

symptoms (Birge and Mortel, 1997).  Estrogen is 

have a positive effect on verbal memory and a 

effect on spacial m e m o r y  while progesterone is found 

t o  have a positive effect on spacial memory. Estrogen is 

found to be most effective in women above 70 years of age who 

are also suffering from depressive symptoms and this effect 

peaks at approximately one year after the initiation of 

treatment. In contrast, other research contradicts these 

findings suggesting that estrogen plays no role in cognitive 

functioning (Birge and Mortel, 1997; Drake et al,, 2000; 

Henderson, 1997; Kampen and Sherwin, 1994; Sherwin, 1994, 

1996; Sherwin and Tulandi, 1996; Sherwin, 1997; Sherwin, 

1 9 9 9 ) .  

HRT is claimed to prevent age-related deterioration in 

certain aspects of memory and to help preserve the quality of 

life for elderly women (Sherwin, 1999). However, this 

association between estrogen and cognitive functioning 

remains unclear and controversial. More research is needed 

in order to determine the long-term effects of estrogen on 

age-related cognitive decline and of the interactive effects 

of estrogen and progesterone on cognitive functioning in the 



later years. Furthermore, neuroscientific research is needed 

in order to explain the specific cognitive domains which 

respond to estrogen ( R i c e  et al,. 1997). 

The subjective views of menopause are marked by widely 

held opinions and definitions. Subjective definitions 

include women being asked to describe their menopausal 

status. It is important to know how wornen define their own 

menopausal status and what criteria they use. This helps to 

determine women's experiences of menopause and how they will 

react to the transition. For instance, in Newfoundland. 

women include symptoms, the menopausal status of wornen in 

their peer group, specific Ufe events, changes in status and 

role along with chronological age in addition to the 

cessation of mensus in order to define menopausal status 

(Davis, 1983). 

Most menopausal research has focused on the physical 

and emotional symptoms believed to occur at menopause. 

However, if one looks at the actual experiences of menopause 

through the eyes of women who are experiencing, or who have 

completed, this transition, one may find that most of the 

commonly portrayed symptoms do not universally occur. The 

stereotypes of the menopausal woman are often found to not 

match women's own descriptions of themselves and the 

experience of going through this transition (Kaufert and 

Gilbert, 1986). 



Subjective Experiences ofMenopausa1 Women 

There is very limited research that investigates 

women's subjective experiences of menopause (Kaufert, 1979). 

Most of the beliefs about this transition are based upon 

health professionals' views (gained from clinical 

populations) and the stereotypes perpetuated in the media. 

Menopausal women are continuously being portrayed as being 

grouchy, nervous, highly anxious and irritable due to their 

fluctuating hormones (Greer, 1991). Media attention given to 

the battle against aging is almost always directed towards 

w o m e n  implying that aging is more acceptable for men than for 

w o m e n  (Greet, 1991). Although often biased, these views are 

generalized to include al1 wornen, As a result, many women 

learn to define their symptoms as problems once they reach 

menopause thus increasing their likelihood of seeking out 

medical attention (Formanek, 1990). Furthermore, when 

symptoms are defined as menopausal, any other symptoms 

occurring to women during mid-life are often attributed to 

her menopause (Kaufert, 1982). 

In the medical literature two main points are often 

ignored - the normalcy of menopause and the fact that it is 
an experience unique to each woman. The medical literature 

fails to recognize menopause as a normal process of a woman's 

life. Furthermore, research has shown that much of the 

medical literature is based on a stereotype of menopausal 

women rather that a reflection of the actual experiences of 



menopausal women (Avis et al., 1993). Generalizations cannot 

be made; some women experience intense reminders of w h a t  is 

happening, others do not experience anything, they simply 

stop menstruating (Munhall, 1994). The menopausal experience 

is influenced by many factors including health status, social 

and family stressors, prior menstrual problems and 

reproductive health, attitudes towards aging and menopause, 

health behaviors and various sociodemographic factors 

(Collins and Landgreen, 1994; Dennerstein, 1996; Dennerstein 

et al., 1993). A n  examination of menopause in other cultures 

reveals the diversity of womenfs experiences during this 

transition. 

The R o l e  of Culture. There has been limited attention 

given to the cultural importance of menopause in societies 

where the conditions of womenfs Lives are very different from 

that found in the West (Kaufert, 1996). However, of the 

research which has been done, it is consistently found that 

culture plays a significant role in the definition, 

experience and reporting of symptoms during menopause (Davis, 

1983). 

There are cultural differences in the reporting of 

menopausal symptoms (Avis et al., 1993; Kaufert, 1979). If 

one looks cross-culturally, it is found that in many 

traditional cultures women welcome menopause and see it as a 

change and transition, not as a loss (Beyene, 1986). It has 

been found, through Margaret Lockrs work in Japan (1991), 



Marcha Flint's work in India (1975). and work done in 

Pakistan (Wasti, 1990). Thailand (Chirawatkul, 1990). Hong 

Kong (Tang, 1990), Malaysia (Nasri, 1990). the Philippines 

(Nasri, 1990). South Korea (Nasri, 1990), Taiwan (Nasri, 

1990), Indonesia (Samil, 1990), Sïngapore (McCarthy, 1990) 

and amongst Mayan women (Burger and Boulet, 1991), that women 

outside of North America pass through menopause with great 

ease, reporting very mild symptoms and few complaints (Avis 

et al., 1993: Burger and Boulet, 1991; Dennerstein, 1996: 

Kaufert, 1982). For example, amongst the Japanese, there is 

no word for hot flash and often women do not consult doctors 

for menopausal symptoms (Lock et al., 1988). Islamic women, 

who are seen as unclean during their fertile years, often 

become less restricted and more independent once they become 

menopausal. They welcome menopause as it relieves them from 

the troubles of menstruation, pregnancy and childbitth. 

These women are found t o  experience f e w  unpleasant symptoms 

during menopause (Burger and Boulet, 1991: Love, 1997). 

The literature identifies such factors as diet, 

reproductive history, and social, environmental and class 

conditions in these differing cultures as influencing how 

menopause is interpreted and reported. Furthetmore, there is 

a lesser degree of ageism found in these cultures compared to 

the North American culture. Older women, along with certain 

matters associated w i t h  aging, are valued rather than looked 

d o m  upon. These studies provide support for the argument 

that when in a culture menopause fs seen as improving a 



woman's quality of life, then women either experience no 

symptoms or very f e w  which are outweighed by the benefits 

gained, 

The cultural image of menopausal women, whether it 

includes positive or negative stereotypes, determines how 

women are perceived, how they see themselves, increasing or 

decreasing their self-esteem, and how they are viewed by the 

larger society. The stereotypes held by each culture 

regarding menopause will be accessible to al1 people, 

including husbands, children and health care providers. The 

end result of this is that people develop attitudes and 

expectatîons which will serve to influence the way they 

interact with menopausal women and women's experience of 

menopause (Avis, 1996; Avis and McKinlay, 1991; Dennerstein, 

1996: Dennerstein et al., 1999; Sommer et al, 1999; Kaufert, 

1982; Kaufert and Lock, 1997). Research had served to negate 

the idea of a universal negative menopausal experience (Avis 

et al., 1993). In addition to these cultural factors there 

are also simultaneous changes in interpersonal and inmediate 

life situations which also influence women's experience of 

menopause. 

The Role of Stressful Life Events. In North America, 

menopause is likely to occur in most women's lives at a time 

in the life cycle when a nwnber of other changes may also be 

occurring, such as children leaving home, parents dying, a 

spouse experiencing a "midlife crisis" and a woman's sense of 



her own health and the onset of chronic health problems 

(Kaufert, 1979, 1992, 1994; Laws and Schwartz, 1977). These 

changes may alter a woman's social role and status and, 

therefore, require some degree of adjustment- When these 

changes occur at the same time as menopause, it is assumed 

that a women's experience of this stage of life may be more 

negatîve. Et is often assumed that these life events may 

provoke symptoms ta a greater degree during the menopausal 

years (Formanek, 1990). There are also psychosocial factors 

which influence a woman's experience of menopause. 

The Role of Psychosocial Factors. Women with poor 

marital. relations experience more severe symptoms than women 

with good marital relations (Formanek, 1990). Although no 

relationship has been found between menopausal symptoms and 

the departure or absence of children per se, menopausal 

symptoms are related to more pre-existing problems, such as 

financial difficulties and earlier premenstrual difficulties. 

Finally, menopausal vulnerability can also intensify an 

already present psychological condition or make a previous 

one recur, such as depression or anxiety (Dennerstein et al., 

1993; Formanek, 1990). In addition to these psychosocial 

factors, there are rnany interrelated contextual factors which 

influence a woman's experience of menopause. 



The Role of Context. Socio-demographic and 

socioeconomic factors such as occupational role and social 

class are known to be specific influences (Kaufett, 1979). 

Firstly, a woman's experience of menopause can be influenced 

by whether she is a homemaker versus having a cateer outside 

the home, Research has found that women who are not employed 

outside the home tend to report more symptoms than women with 

outside careers (Formanek, 1990; Kaufert , 1979 ) . However, 

this may also be dependent upon whether a woman is working 

due to financial necessity or whether a woman wanted to work 

but was unable to do so because of other circumstances, such 

as not being able to find work. In these two cases 

unemployed women may experience more symptoms indicating that 

lack of employment may not be the critical factor influencing 

the occurrence of symptoms but rather it is the lack of 

choice which may influence the increased reporting of 

negative symptoms. Another critical factor for homemakers is 

their dominant role of raising children, Menopause, which 

marks the end of childbearing, tends to coincide with 

children leaving home. Thus, some women, who have invested 

their lives in their children, rnay have a more negative 

experience of menopause (Formanek, 1990; Kaufert, 1979: 

Kaufert and Gilbert, 1986). 

Finally, low social class, as measured by educational 

attainment, occupational level and/or income, has been found 

to predict a wide variety of menopausal complaints, partly 

because it is associated with many other influencing factors, 



such as financial problems, number of children and self-rated 

poor health. Thus, low social class may be associated with 

the experience and reporting of symptoms in menopausal women 

(Dennerstein et al., 1993; Formanek, 1990; Kaufert, 1979). 

In addition, negative attitudes are also influenced by social 

class where women front lower classes have been found to 

demonstrate more negative expectations of menopause 

(Formanek, 1990; Hunter, 1992). This may be due to lower 

class women accepting the stereotypes of menopause and, 

therefore, expecting a more negative experience with 

menopause. However, higher class women may be more educated 

regarding menopause and, thetefore, less likely to believe 

the negative stereotypes . 
In sum, wornen's experiences during menopause are 

dependent upon many interrelated factors, some of which are 

unrelated to the hormonal changes which accompany menopause 

(Dennerstein et al., 1993). These factors camot be examined 

individually, for example, by considering biology or 

personality while ignoring the environmental and the cultural 

influences, especially since social factors play such an 

enormous role in both how women view and experience menopause 

(Laws and Schwartz, 1977) and how the medical profession 

views and treats menopause. The next section examines the 

role of medicalization and the pharmaceutical industry in 

relation to menopause. 
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MEDICALIZATXON OF MENOPAUSE AND THE PHARMACEUTICAL INDUSTRY 

There have been some changes within the medical 

community, such as those associated with an increase in 

female physicians in the late 1900ts, However, doctors, 

regardless of their sex, who view menopause through the male- 

defined medical model, often still view menopause as a 

diçease which they rnust try to "curem. This has led to the 

medicalization of menopause {Formanek, 1990). 

The medicalization of menopause refers to menopause 

beïng defined by the medical profession and has resulted in 

the tendency to view menopause as a medical problem (Kaufert 

and Lock, 1997; Nettleton, 1995). This stems from lack of 

good quality research, the fact that the majority of 

physicians are male, and the fact that the diagnosis of 

menopause is often used to explain a variety of complaints by 

women during mid-life (Kaufert, 1979; Newman and Pedan, 

1993). This has led to menopause being viewed as a 

"deficiency disease" in that there is a decrease in estrogen 

during menopause (Kaufert and Gilbert, 1986)- 

Unfortunately, this view has resulted from research 

using a biased sample, i-e., those women who seek medical 

help for menopausal symptoms. This has served to reinforce 

medicine's control over women's experiences and has resulted 

in the message that women should seek out medical attention 

for menopause (Formanek, 1990). Medical journals 

consistently present menopause in terms of a wornan's relative 



risk for different diseases (Kaufert and Lock, 1997). It has 

also led to the involvement of the pharmaceutical industry 

and the development of HRT, 

The pharmaceutical industry has played a large role in 

the medlcalization of menopause (Formanek, 1990). It is 

working to try and "curew menopause and influence women to 

use drugs (Friedan, 1993) through the development of HRT. 

HRT a i m s  to supplement the menopausal female's body supply of 

estrogen (Kaufert and Gilbert, 1986; Korte, 1994). The goal 

of drug companies is to target HRT to al1 menopausal women; 

one result of this would be their own greater financial 

profit. It is estimated that in Canada approximately 10% to 

15% of menopausal women are now on HRT on a continua1 basis 

(Buzik, 1996). The increase ixx the percentage and numbers of 

older women and the promotion of HRT use has resulted in a 

growth industry for the pharmaceutical cornpanies. 

Furthermore, the pharmaceutical companies are introducing 

other alternatives to HRT in helping to alleviate menopausal 

symptoms, such as SERMs, as well as promoting different forms 

of HRT, such as patches (Wade, 2001; Yuen et al., 1999). 

Women are encouraged to believe that they are going to 

need medication for the rest of their lives in order to 

manage their menopause and according to some, to reduce the 

risk of cardiovascular disease and osteoporosis. 

Furthermore, these women g r e w  up on "The Pill" and are 

accustomed to taking medications for reproductive issues, 

therefore, they may come to expect that they will need 



medication during this tirne- However, it must be recognized 

that first, some women have no symptoms at al1 (Love, 1997). 

Each woman will experience this transition differently, 

therefore, each individual has to adjust in her own way 

(Greer, 1991)- Second, the benefits along with the costs of 

HRT use must be taken into account when deciding whether to 

go on the drug therapy. 

COSTS VERSUS BENEFITS OF HRT 

T h e r e  are costs as well as benefits associated with the 

use of HRT but to date much of the research has shown 

inconclusive and inconsistent findings. Some of the 

documented benefits include the fact that it has been shown 

to help with many of the symptoms associated with menopause, 

such as hot flashes (Gambrell, 1992). Other benefits may be 

protection against certain diseases, such as osteoporosis and 

cardiovascular disease. HRT may also decrease insomnia, 

restore sexual interest and comfort, improve energy, mood, 

concentration, memory, longevity and dectease skin wrinkling 

(Collins and Landgreen, 1997; Gambrell, 1992; Keating et al., 

1999)- Because of this, many women are taking HRT, usually 

through the advice of their doctors- They are encouraged by 

advertised benefits claiming the delay of the physical 

effects of aging, such as preventing dry skin and wrinkling, 

and improving energy and memory (Dunn et al., 1997). Studies 



have revealed that some women feel that  quality of life is 

compromised by menopausal symptoms and the perceived 

improvexnents in quality of life in users of HRT are found to 

be substantial (Daly et al., 1993). 

Despite these promoted benefits there are also numerous 

costs which have been found in connection with HRT. An 

increase in the risk of endometrial cancer has been found as 

well as possible associations with breast cancer (SOGC, 

1998). In addition, continued menstruation is possible, as 

well as breast swelling or pain, and a premenstrual-like 

syndrome (Gambrell, 1992). Toxic reactions and numerous 

side-effects have also been found in connection with HRT such 

as skin rashes, nausea, migraine headaches, irritability, 

hypertension, insomnia, dizziness, and weight increase or 

decrease, just to name a few. Furthermore, some studies have 

found that urogenital and vasomotor symptoms in pre- 

menopausal women are in fact not relieved by HRT use, which 

is opposite to what advocates of the therapy c l a i m  (Larson et 

al., 1997). These side-effects are dependent upon the form 

of HRT used by women, specifically, unopposed estrogen 

supplements versus estrogen supplements with progestin, and 

on the woman's reaction to the various forms [Buzik, 1996). 

Evidence has shown that unopposed estrogen treatment 

increases the risk of endometrial cancer (SOGC, 1998). 

Unopposed estrogen stimulates the uterus and causes uterine 

hyperplasia and cancer (Yuen et al., 1999). Epidemiological 

research examining the connection between estrogen treatment 



and endometrial cancer has shown a f ive  to ten fold increased 

risk in women taking estrogen therapy unless they have had a 

hysterectomy, This risk is influenced by the dose and 

duration of the therapy and is increased after at least five 

years of therapy (SOGC, 1998). Therefore, women on estrogen 

therapy need to be monitored, 

The role of progestins in the relationship between HRT 

and endometrial cancer is a controversial one. Specifically, 

some studies have found that taking progesterone with 

estrogen substantially reduces the risk of developing 

endometrial cancer in women who still have their uterus 

(SOGC, 1998). However, adding progesterone to the therapy 

has other side-effects which may cause women to stop therapy, 

such as  the resumption of their menstrual periods ( Y u e n  et 

al,, 1999). Furthermore, HRT has traditionally been withheld 

from women w h o  have suffered endometrial cancer with the 

belief that the cancer may recur. However, this connection 

remains a topic of debate (SOGC, 1998). 

Recent compelling evidence against HRT use concerns 

HRT's effectiveness in the prevention of heart disease, One 

of the strongest arguments used in the promotion of HRT has 

been protection against cardiovascular disease- Some studies 

have shown a reduction in heart disease with HRT use- 

However, these studies have been mostly observational studies 

which have enrolled women on HRT who already have a lower 

risk of heart disease due to other factors, such as not 

smoking, exercising and having a healthy diet .  However, a 



recent longitudinal study involving a clinical randomized 

controlled trial front the United States amongst women who 

already had heart disease has now shown that HRT m a y  actually 

cause a slight increase in heart attacks and strokes, thereby 

going against one of the leading reasons for women to use HRT 

(NHLBI, 2 0 0 0 ) .  This study, by controlling for cardlovascular 

disease, provides a robust way of determining whether or not 

HRT is beneficial in the prevention of heart disease. This 

study serves to further question the benefits of HRT use, 

especially in relation to cardiovascular disease and whether 

or not it actually does help to protect the heart. 

Finally, the cost of HRT is another disadvantage to 

this therapy. The cost of HRT varies by type and strength, 

however, the average price for combined estrogen and 

progesterone for one month is between $25 to $30. This adds 

up to $300 per year and $1500 for five years of HRT use. 

This means that only some groups of women (Le., those who 

can afford it) are at an advantage regarding access to this 

therapy . 
Despite these documented costs, some doctors still f e e l  

that al1 menopausal women should be on HRT regardless of 

their symptoms (Kaufert, 1986). There is a lack of reliable 

data, especially in longitudinal studies, knowledge and 

consensus concerning the long-term effects of HRT. However, 

most professionals in the medical and pharmaceutical 

industries feel that the benefits of HRT outweigh the r i s k s -  

The pharmaceutical industry is working to perfect this 



therapy so that there are fewer negative side-effects. At 

the same time, other alternatives to help with menopausal 

symptoms are being promoted, such as changes in lifestyle, 

specifically, diet and exercise, and the use of herbs (Buzik, 

1996). Furthermore, estrogen alternatives are now being 

offered to help prevent bone loss after menopause, including 

calcitonin, bisphosphonates and SERMs, such as raloxifene 

(Gambrell, 1992: Wade, 2001; Yuen et al., 1999). 

Given this lack of consistent evidence favoring the 

safety and benefits of HRT, older women are left with the 

dilemma of deciding whether to ptoceed with this therapy or 

to decline and risk the possible benefits of protection 

against cardiovascular disease, osteoporosFs and delayed 

aging . 
The following section looks at the characteristics of 

women who are users of HRT. 

CHARACTERISTICS OF WOMEN USING HRT 

Various social, demographic and health factors, such as 

age, marital status, culture, physical and mental health 

status, health care utilization and social class are related 

to HRT use 

Age. Firstly, age appears to be linked to HRT use. 

Specifically, younger menopausal women, ranging in age 

between 50 to 59 years of age are approximately twice as 



likely to be on some form of hormone therapy than women 60 to 

69 years of age. Women 70 to 74 years of age are found to be 

the least likely to be on HFtT (Keating et al., 1999). This 

age discrepancy in HRT use may be due to several factors, 

Older women became menopausal at a time when HRT was less 

commonly prescribed. Second, older women rnay have begun the 

therapy for menopausal symptoms and discontinued use once 

their symptoms subsided or, third, the side effects rnay have 

been too great to continue (Keating et al-, 1999). Fourth, 

these differences rnay also reflect the recent increase in the 

number of younger menopausal women (OTA, 1992). 

Marital Status. A second characteristic related to HRT 

use is that of marital status. Specifically, women on HRT 

are more likely to be married and less likely to be widowed 

(Keating et al, 1999; OTA, 1992)- Single never-rnarried women 

are the least likely group to be using HRT. A reason for 

this rnay be that married women are more likely to seek out 

health care treatments (Beaudet et al.. 1997). Furthermore, 

married women rnay be more likely to be economically 

advantaged and, therefore, more able to afford the cost. 

Since one of the claimed benefits of HRT is that it restores 

sexual interest and comfort, married women m a y  be more likely 

to use HRT believing that they are helping to mafntain their 

sex life with their husbands. 

Culture. Next, one's culture and race rnay also be 

associated with HRT use. In particular, Caucasian women in 

Western cultures are found to be much more likely to be on 



HRT than women of other races (Beaudet et al, 1997; Keating 

et al, 1999). This may be due to a larger number of women in 

the West reporting unpleasant menopausal symptoms. Also, 

race may be influencing health factors and, therefore, HRT 

use. Finally, this larger number of reported symptoms could 

be attributed to Western culture's negative view of aging, 

especially female aging, and menopause and the desire of 

certain groups of women to defy this negative image. 

Physical Health Status- A fourth characteristic which 

may be associated with HRT use is that of health status 

including physical and mental health. Studies here have 

reported contradictory results. For instance, some studies 

have found HRT users to be in better physical health than 

non-users (Beaudet et al., 1997)- However, many of these 

studies may be influenced by the characteristics of women who 

agree to participate in research studies. There may be a 

self-selection bias in that women who agree to participate 

may be more health conscious. In contrast, other studies 

have found no signif icant di f ferences in HRT use between 

women who are healthies with healthiet lifestyles and women 

who are not, as measured by various health factors such as 

smoking, drinking, diet and exercise (Beaudet et al., 1997; 

Guthrie et al., 1999). HRT users are found to report a wider 

range of menopausal symptoms (Morse et al., 1994). The most 

strongly correlated physical health factor found is whether a 

woman has undergone a hysterectomy. Studies have found that 

these women are five times more likely to have taken estrogen 



and two times more likely 

period of tirne. As well, 

substantially less likely 

to continue using it for a long 

women wLth diabetes are found to be 

to use HRT, due to the fact that 

MIT can have negative hormonal effects on diabetes. However, 

as this is not a universal effect, HRT does not have to be 

completely withheld for this reason (SOGC, 1998)- 

Furthermore, very little is known about this association and 

there have also been some conflicting results, such as the 

findfng that HRT B o e s  not effect diabetes and that it may 

benefit diabetic and non-diabetic women equally. This 

suggests that diabetic women should be considered for the 

treatment to the same degree (Dunne, 1997)- Lower body 

weight is also found to be associated with increased use of 

HRT. This may be due to increased menopausal symptoms 

resulting from lower levels of estrogen or physicianst 

perceived increased risk for osteoporosis among thinner women 

(Keating et al, 1999; OTA, 1992). 

Mental Health Status. In terms of mental health 

status, it is found that women on HRT are more likely to be 

concerned about becoming less attractive and developing 

illnesses with aging (Keating et al,, 1999)- These women may 

have accepted the advertising message that HRT will delay the 

physical effects of aging, Furthermore, in some studies,  

women who are undergoing treatment for depression are more 

likely to use HRT (Keating et al.. 1999). However, other 

studies have shown that the associations between depression, 

thinking ability, memory and HRT use are not statistically 



signif icant . Thus, the f indings are inconclusive (Keating et 

al., 1999)- 

Health Care Utilization. Another factor associated 

with HRT use is health care utilization. Specifically, women 

who use other health services and have regular physicians are 

found to be more likely to use HRT. They are also more 

likely to have had other medical tests (Beaudet et al, 1997; 

Keating et al, 1999). However, this may be confounded by the 

fact that women using HRT are advised to see their doctors 

annually thus resulting in increased numbers of physician 

visits by HRT users (Beaudet et al., 1997). These women may 

be more likely to take responsibility for their health as 

well as to put more effort into their health-care, and they 

rnay also be overly dependent on medical professionals and the 

medications they advocate . 
Social Class. The final characteristic examined here 

which may be associated w i t h  HRT use is that of a woman's 

socioeconomic status. Specifically, a woman's educational, 

occupational and income level may influence whether or not 

she is using HRT (Keating et al., 1999). Research in this 

area is limited. However, results from the few studies done 

have shown that women with higher education and income levels 

are more likely to use HRT (Reating et al., 1999). Women who 

have graduated from college or university are more likely 

than women who have not graduated from high school to be 

users (Keating et al., 1999). Women with higher education 

are probably more likely to inform themselves on various 



t r e a t m e n t s  related t o  their health, discuss these issues with 

their doctors and seek out the treatment. In addition, women 

with higher incomes might be more likely to be able to afford 

the cost or to be enrolled in health benefit plans. This may 

also interact with marital status in that women w h o  are 

m a r r i e d  are more likely to have a higher income due to their 

husbands' earnings as well. 

Research i n  the area of socioeconomic status and HRT 

use is just beginning. More research is needed, specifically 

Canadian research, in order to  determine whether social class 

is related to HRT use and to better understand the dynamics 

of this association. 

SUMMARY 

Due to the aging population, menopause has become a 

topic of recent discussion and appears to be one of the 

pharmaceutical industry's crucial and influential 

undertakings, This has stemmed from the medicalization of 

menopause and has resulted in the development of HRT. While 

medical professionals often advocate this therapy for al1 

menopausal women, critics suggest a more individualized 

approach needs t o  be taken. Taking the benefits as well as 

the many risks into account, it must be realized, among the 

medical field and among the women who blindly ask for it, 

that while HRT may benefit some women, not al1 women need ta 

counter a natural aging procesS. 



Despite the studies done with menopause and IIRT, one 

area in which research is still lacking is the relationship 

of social class with women who do and do not use this 

therapy. Therefore, this study is aimed at addressing the 

possible association between social class and HRT use and 

related issues. Specifically, this study will address the 

f ollowing questions : 

1. What proportion of Canadian women between 45 and 64 years 

of age report taking HRT? 

2 .  What are the sociodemographic and health characteristics 

of women who use versus those who do not use HRT? 

3. Are there differences between those who use and do 

not use HRT with respect to education, labour force 

status, occupational status and income when controlling 

for sociodemographic and health characteristics? 

These questions remain to be understood. This research 

examines these questions to provide insight into the 

characteristics, specifically relating ta social class, of 

women who do and do not take HRT in order to further our 

understanding of these issues relating ta menopause and HRT 

use. These data will identify those groups who do not use 

HRT. If the costs of HRT outweigh the benefits then those 

who do not use HRT are at an advantage in that they are not 



putting their health at rLsk by being exposed to the possible 

side-effects of HRT. H o w e v e r ,  if HRT is beneficial then 

these w o m e n  who do not use HRT may  be at a disadvantage in 

that they  are missing out on a valuable treatment for their 

menopausal symptoms, aging symptoms as well as the prevention 

of specific long-tetm diseases. 



This chapter overviews the methods used to carry out 

this study. It will begin with a detailed description of the 

data set, followed by details of the research process, 

DATA SOURCE 

The secondary data used in this study w e r e  obtained 

f r o m  the Statistics Canada National Population Efealth Survey 

(NPHS), The NPHS is a longitudinal survey which measures the 

health status of the Canadian population, both institutional 

and community dwelling. The first wave of data collection 

began in June 1994 and ended in the summer of 1995. The 

second w a v e  began in 1996 and ended in 1997. The household 

component of the National Population Health Survey Program 

had two release cycles, 1994-95 and 1996-97. This study used 

the household component of the second wave, 1996-97. The 

second w a v e  was provided with extra funds from the government 

so that a latger sample of dwellings could be selected. This 

was done in order to generate a larger sample size. 

T h e  target population for this study consisted of 

household residents in al1 provinces and tetritories, with 

the exception of people living on Indian reservest, Canadian 

1 "Indian reserves' is a term used by Statistics Canada. 



Forces bases or in some remote areas. A total of 26,430 

households were selected for this survey with a final 

response rate of approximately 83% of the households. 

This survey collected most of the information from one 

adult household m e m b e r  who was knowledgeable about the health 

status of al1 household members. Al1 the interviews w e r e  

done by telephone. A sample of 

selected through the Statistics 

System. This meant that people 

homes were not eligible for the 

telephone numbers was 

Canada Random Digit Dialing 

without telephones in their 

study. 1t is estimated that 

approximately 15% of the homes in the sample were not 

reached, either due to homes not having phones or the 

households being out of scope ( L e . ,  households not eligible 

for the sample). Total non-response occurred due to the 

interviewer being either unable to trace the respondent, the 

member of the household not being able to provide the 

i n f o r m a t i o n  or the respondent refusing to take part in the 

study (Statistics Canada, 1996-1997). Furthermore, race 

could also be an issue in catrying out phone interviews as 

w o m e n  who do not speak English may not answer the phone or be 

able to participate in the survey. 

Part of the survey included female respondents being 

asked: "In the past rnonth, did you take hormones for 

m e n o p a u s e  or aging symptoms?" Women who reported using 

hormones during the last xnonth were asked if they had taken 

medications during the last two days and, if so, what type of 

medication they took, Women who reported taking hormones in 



the last two days, as well as women who reported taking 

hormones for menopause or aging symptoms in the past month, 

were grouped as HRT users, HRT was then categorized as being 

used or not being used, This analysis is based on 8,759 

women aged 45-64 years of age who responded to the questions 

on HRT use (Beaudet, Walcp and Le Petit, 1997). 

RESEARCH PROCESS 

Drawing on the review of the literature which 

identified key factors in HRT use, variables were selected 

according to their appropriateness for this study. In some 

cases, the level of desired detail was not available and will 

be noted here, For this study, the dependent variable is  HRT 

use. However, there is a limitation with the question 

wording for HRT use, Specifically, the question asked women 

whether they took hormones in the past month for menopause or 

for age-related symptoms; therefore, t h i s  is a double- 

barrelied question, It is unknown whether these women who 

took hormones did so for menopausal symptoms, aging symptoms 

or both, The independent variable will be social class, 

measured in four separate ways by education, labour force 

status, occupational status and incorne, Finally, the control 

variables will be age, marital status, race, place of bitth, 

physical and mental health status, lifestyle and health care 

utilization, 



Figure 1 illustrates the conceptual mode1 used to 

explore the relationship between social class and HRT use, 

The dependent variable for this study is HRT use. This w a s  

measured by asking women to give a yes or no response when 

asked whether or not they took hormones. 

A 9 e  

Marital Status 

Race 

P l a c e  of Birth 

Physical Health 

Mental Health 

Lifestyle 

Health Care Utilization 1 
HRT Use 

Figure 1 

Conceptual Mode1 for Studying Class Differences in HRT Use 

Appendix A contains the operationalization and 

measurement of the variables used in this study. The 

question names and wordings, variable names of the dependent, 

independent and control variables, and the level of 

measurement are included , 



The independent variable in this study was social 

class, measured by education, labour force status, 

occupational status and income- Education was measured by 

the highest level of education received, categorized as no 

school/some secondary school, secondary school graduation, 

some post secondary school and finally, at least some 

university, N e x t ,  labour force status was measured as a 

dichotomous variable, employed versus those not employed. 

Occupational status was also used and was divided 

into four different categories: self-employed/professional, 

semi-professional, forewomen and unskilled clerical.' Third, 

total household income from al1 sources was grouped into five 

categories: no income to $19,999, $20,000 to $29,999, $30,000 

to $39,999, $40,000 to $49,999 and $50,000 or more.2 

The first control variable, age, included women 

ranging in age from 45 to 64 years. Second, marital status 

was categorized into three levels: married/conunon law, 

single, and widowed/separated/divorced. Third, race w a s  

categorized as white or visible minority. Next, place of 

birth was measured as women born in Canada versus foreign 

born women. Physical health status was measured using four 

variables: the nurnber of self-reported chronic health 

conditions, self-rated health, categorized as excellent, very 

good, good, fair, or poor, whethet the women suffered from 

1 Statistics Canada derived these occupational status categories using 
the Pineo-Porter-McRoberts occupational classification scheme. 
2 The measure for income does not include individual income, 



diabetes and, finally, whether they took medication to 

control their diabetes. Three measures were used to indicate 

mental health status: use of anti-depressants, consulting a 

health professional about one's mental health, and a measure 

of depression using a derived scale ranging from O to 8. 

Three l i f e s t y l e  variables were also examined. These 

included amount of physical activity, categorized as active, 

moderate and inactive, alcohol consumption, categorized as 

regular drinker, occasional drinker, former drinker and 

abstainer and, finally, smoking status, categorized as daily 

smoker, occasional smoker, former smoker, or never smoked. 

Finally, health care utilization was measured by the number 

of physician visits in the past 12 months. Number of 

physician visits was broken dom into three categories: no 

visits or one visit, between two to fout visits and finally, 

five or more visits. In the final multivariate mode1 of this 

study, these variables w e r e  held constant in order to 

determine any existing relationship between social class and 

HRT use. 

A quantitative approach to the data analysis was 

undertaken for this research using SPSSpc (George and 

Mallery, 1999). The study consisted of univariate and 

bivariate analysis, including frequencies and ctosstabs 

examining the relationship between HRT use and social class. 

As well, the relationships between the control variables, the 

independent variables and dependent variable were examined. 

Only those variables significant at the bivariate level were 



entered into the multivariate analysis. Tests for 

multicollinearity, "a problem in multiple regression when 

combinations of two or more independent variables are highly 

correlated with each other, and that renders tegression 

results difficult to interpretn (Singleton, et al., 

1993:519), w e r e  performed. Specifically, this was done using 

chi-squared tests in order to determine if any of the control 

and independent variables were highly correlated within and 

between themselves. A crosstab and chi-squared test was 

performed to determine if there was a direct relationship 

between marital status and income due to the possibility of 

being married resulting in a higher income for women,  

Holding the control variables age, marital status, 

race, place of birth, health status, lifestyle and health 

care utilization constant, logfstic regression was used to 

determine the influence of social class on HRT use. 

For the bivariate analysis, chi-squared ( X 2 )  and 

Cramer's V were the statistical tests used. Chi-squared is a 

hypothesis-testing method used to work with two categorical 

variables. It is a nonparametric statistic used to analyze 

either nominal or ordinal data. It is utilized in the 

analysis of frequency data and the differences between 

membership in categories. It assumes the independence of 

observation between between categories, Le., that the data 

are mutually exclusive. The expected value of any ce11 must 

exceed 5. In using chi-squared, the pattern of frequencies 

is evaluated against a specified hypothesis, The hypothesis 



is transformed into expected frequencies and then compared 

with the observed frequencies. The computed chi-squared 

value is compared with a critical value obtained from a 

statistical table containing the probability values of the 

chi-square distribution. This table contatns the critical 

chi-square values for al1 the possible random samples when 

the nul1 hypothesis is true. The degrees of freedom are 

equal to the number of categories minus 1 (d-f. = C - 1; C 

being the number of categories). The null hypothesis states 

that the frequency in category 1 equals the frequency in 

category 2, equals the frequency in category C. The 

alternative hypothesis states that some of the frequencies 

are not equal. In interpreting chi-squared, if the observed 

chi-square value is greater than or equal to the tabled value 

for the desired probability level (pe.05) and the degrees of 

freedom, the null hypothesis should be rejected and the 

alternative hypothesis should be accepted, L e . ,  there is a 

significant difference between frequencies (Gravetter and 

Wallnau, 1992; Graziano and Raulin, 1989). While the chi- 

squared value determines whether there is a significant 

association between two variables, Cramer's V provides a 

measure of the strength of the association. 

Cramer ' s V provides a measure ranging f rom O to 1. O for 

any s i z e  of table (2 x C ) ,  This measure is a way to 

standardize the chi-square value to a value between O to 1-0. 

A measure of O implies no relationship while a measute of 1 

implies a perfect relationship (Erickson and Nosanchuk, 
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1977)- This measure gives an indication of the strength of 

the relationship, A value greater than 0 - 6 0  indicates a 

strong relationship, between 0-30  to 0.50 indicates a 

moderate association while values less than 0.30 signify weak 

relationships (Hickey, 1986)- 

For the multivariate analysis, a logistic regression 

analysis was performed. Logistic regression is an extension 

of multiple regression in which the dependent variable is not 

a continuous variable. The dependent variable may have only 

two values. The value that is predicted represents a 

probability varytng between O and 1- The Beta (B) reptesents 

the effect of the predictor variable on the predicted 

variable- Positive B e t a  values indicate that the odds that a 

specific event ( t h e  dependent variable) w i l l  occur are 

increased while negative Beta values indicate that the odds 

are decreased- The WALD value represents a measure of the 

significance of B for the given variable; higher values, in 

association with the degrees of freedom, indicate 

significance. SIG indicates the significance of the WALD 

test; values less than -05  indicate a significant 

relationship while values greater than . O 5  are not 

significant. The -2 Log Likelihood value indicates how well 

the model fits the data. Smaller values s h o w  strong 

relationships between the model and data w h i l e  larger values 

signify a poor fit between the model and data. A perfect 

model has a value of zero (Kleinbaum et al., 1998)- 

Weighting of the data and other techniques were not used, 



following the example of Bailis and colleagues (2001). 

There are strengths and weakness with regard to the 

NPHS data used in this study. The advantages include the 

fact that the sample size is large and offers measures of 

association with high accuracy (Chen et al., 1999). This 

survey also consulted health experts and focus groups to help 

develop and refine the questions, The survey was tested 

twice before each cycle in order to determine if respondents 

understood what they were being asked. Adjustments were also 

done to the survey weights to compensate for the effects of 

nonresponse . 
However, there are some limitations with the 1996-97 

NPHS data. First, as previously noted, the survey question 

regarding hormone use was double-barrelled; it did not 

discriminate between women who took hormones for menopausal 

versus aging symptoms. In addition, information regarding 

the length of hormone use, the dose, the type of hormone 

(unopposed estrogen versus estrogen with progesterone), 

menopausal status and surgical menopause - factors which m a y  

influence hormone use - is not available in this data set 
(Beaudet et al., 1997). Second, this data set does not 

include a measure for individual income (only household 

income). Individual income would be useful for this study in 

order to determine woments incornes. The disadvantage of only 

looking at household income is that you cannot determine the 

woman's income alone - it will be influenced by the husband's 
income for married women. Household income, however, does 



give a measure of potential wealth, 

N e x t ,  this survey excluded women from the First Nations 

living on reserves, those living in the northern territories 

and remote regions as well as women without phone service, 

The survey results may have also been biased by self-response 

or no response, thereby not providing a representative 

description of the population (Snider and Beauvais, 1998). 

A further ptoblem with this data set concerns the 

derived depression scale used. This is a standardized scale 

created by Statistics Canada. This scale focuses exclusively 

on general depressive symptoms while excluding depressive 

symptoms related to physical illnesses, drugs or alcohol, and 

it does not differentiate between depressive symptoms which 

are not pathological , such as the depression experienced 

during grieving, It is also vulnerable to diagnostic errors 

and misclassificatlon bLas, Al1 this leads to the 

possibility that using this scale may result in an 

overestirnation of the prevalence of depression among the 

study sample (Patten, 1997)- There is also no information 

available tegarding the lifetime history of depression. 

Therefore, respondents teporting no depression may have 

suffered from depression prior to the survey- 

There are also limitations with these data concerning 

the physician visits variable and consulting a health 

professional regarding mental health. Specifically, the 

amount of overlap between these two variables cannot be 

determined, It cannot be determined how many of the 



physician visits reported by the women w e r e  for their mental 

health and how many were for other reasons (Pérez and 

Beaudet , 1999) - 
A further problem wlth these data concerns the 

identification of women with diabetes. Diabetes was included 

in the analysis because of the fact that research has shown 

that diabetic women may be less likely to take HRT as it can 

have a negative effect on the condition. However, the 

limitation of this variable is that only through biochemical 

screening and oral glucose tolerance tests can the true 

prevalence of diabetes be determined in this population. 

However, no such measures have been done in Canada to date, 

leaving the national prevalence of diabetes unknown (James et 

al., 1997). Consequently, caution must be used in reporting 

the the prevalence of diabetes in the sample. Thete is also 

no measure of the severity of chronic conditions- The 

respondents were instructed to report only those conditions 

that were of at least six months duration and that had been 

diagnosed by a health professional (Wilkins and Beaudet, 

1998). 

The reporting of chronic conditions may also be 

affected by the use of proxy responses. Specifically, some 

studies have reported undet-reporting of some chronic 

conditions by proxies; therefore, prevalence rates of some 

chronic conditions may be influenced by these proxy responses 

(Shields and Chen, 1999). 

Another problem with this data set concerns the 



marital status variable- This variable is limited in that 

there is no information available concerning the length of 

time a respondent had been widowed, separated or divorced 

(Beaudet, 1999)- Whether a woman has been recently divorced 

or widowed or whether she has been of this status over an 

extended period of time may have an impact as to whether or 

not she is a HRT user. Since married women are more likely 

to use HRT, a recently divorced or widowed woman may still be 

on the thetapy as opposed to a woman who has been divorced or 

widowed for a longer time (Keating et al, 1999; OTA, 1992). 

Another problem with this data set concerns the degree 

of missing cases for some of the variables, Of interest here 

are the 16.4% of missing cases for incorne- This can result 

in biased results (Denton and Walters, 1999)- 

A further problem concerns the relationship between the 

variable measure for self-rated health and social class. 

Specifically, social class may influence an individual's 

judgment of their own health. This may result in inaccurate 

reportings of self-rated health which are independent of 

individualse actual health based on physician measures 

(Humphries and Doorslaer, 2 0 0 0 ) -  

Furthermore, this data set, being a large scale 

national survey, tends to use brief, broad survey questions 

in their interviews, thus influencing responses and results 

(Patten, 1999)- Another limitation concerns the fact that 

the survey relied on self-reports. This means that there is 

the possibility of bias, reporting error, misinterpretation 



of questions, the possibflfty of socially desirable responses 

and of the respondents not giving accurate responses to some 

of the questions used to measure certain variables, such as 

hormone and alcohol use- It is not possible to determine 

which women chose not to report their use of hormones or 

which respondents underestimated or overestimated their 

alcohol consumption. This can result in biased findings. It 

is also possible that the women who agreed to participate in 

the survey may be more likely to be healthier and Lnvolved in 

health promoting behavior compared to non-tespondents, such 

as keeping informed about current thetapies and medications 

and seeing a physician, thus possibly incteasing their 

likelihood of taking hormones (Gentleman and Lee, 1997; 

Johansen et al,, 1998)- 

Another problem with this data set concerns the fact 

that it is a secondary data set. Specifically, there are 

limitations with the NPHS variable indicators in that they 

were not specifically designed for this study leading to a 

lack of sensitivity of the indicators used to measure the 

relevant variables, Furthermore, the cross-sectional nature 

of this survey can only provide evidence of current 

relationships between variables, but does not allow for the 

determination of causal relationships (Chen et al., 1999; 

Millar and Hill, 1998; Patten and Charney, 1998; Wilkins and 

Park, 1997; Wilkins and Beaudet, 1998). 

Another problem with this data set is that the time 

periods to which various questions w e r e  asked do not always 



agree. For example, women were asked about hormone use in 

the past month while they were asked about physfcian visits 

in  the past 12 months (Wilkins et al,, 2000), Furthermore. 

women who had used HRT prior to the one month before and then 

had quit would not have been classified as HRT users. This 

would lead to a misclassification of some women about their 

exposure to HRT, thus biasing the results (Wilkins, 1999). 

As with al1 survey data, the NPHS does have some 

problems and limitations, However, as previously noted, 

Statistics Canada has carefully accounted for some of the 

limitations experienced by large national surveys in order to 

help improve the quality of this data set. 

T h e  following chapter provides the sociodemogtaphic and 

health characteristics of the NPHS sub-sample used in this 

study . 



SAMPLE CEARACTERISTICS 

This chapter provides an overview of the 

sociodemographic and health characteristics of the sub-sainple 

used in this study together with the characteristics of the 

total NPHS sample. Where possible, comparisons are made 

between the NPHS sample and other Canadians of the same age 

group obtained through the use of census data, 

Sociodemographic Characteristics 

AGE 

The sub-sample includes 8759 women ranging in age 

£rom 45 to 64 years (see Table 3.1). Just over half ( 5 6 . 2 % )  

of the women are 54 years and under while 43.8% are over 55 

years. In the total NPHS sample, one quarter (25.1%) of the 

respondents are between 45 to 54 years of age while 19.6% are 

between 55 to 64 years (Statistics Canada, 1996-97). In 

1991, 10.6% of the female Canadian population fell between 45 

to 54 years of age while 8.7% were between the ages of 55 to 

64 (Statistics Canada, 1995a). However, there are problems 

when comparing the total NPHS sample to the whole Canadian 

population. Specifically, it is to be expected that there 

will be a smaller proportion of individuals in the Canadian 

population in this age group due to the fact that it is 



calculated amongst al1 Canadian females of al1 age groups 

whereas in the NPHS sample, al1 of the women are f r o m  15 to 

80 and above. Females below 15 are not included. Thus ,  the 

NPHS proportions will be a larger proportion of the sample 

whereas the population proportions will total a smaller 

fraction of the Canadian population. 

MARITAL STATUS 

Looking at the sub-sample, the largest proportion 

(67.6%) are either married, comnon-law or living with a 

partner while the smallest proportion (6.7%) are single 

(Table 3.1). The remaining one quarter of the sample (25.7%) 

are either widowed, separated or divorced. In the total NPHS 

sample, 64.3% are either married, common-law or living with a 

partner, 10.7% are married while 25% are either widowed, 

separated or divorced. When making comparisons, these 

findings are relatively close to those found for other 

Canadians of the same age. Specifically, in 1991, 73.8% of 

women between the ages of 45 and 64 w e r e  either married, 

common-law or living w i t h  a partner, 5.9% w e r e  single while 

19.6% were either widowed, separated or divorced (Statistïcs 

Canada, 1995a). 



Table 3 -1 

Sociodemographic Cornparisons Between the NPHS Sub-sample, 

the NPHS Total Sample and Canadian Data: 

T o t a l  
NPHS 

NPHS Sub- Sample Census 
Sample (N=23,408) ~ata' 
[n=8759) ( A q e  15-80+)(Age 15-65+) 

AGE ( Y e a r s )  
45-49 
50-54 
55-59 
60-64 

MARITAL STATUS 
Married/Common Law/Partner 67 .6  64.3 73.8 
Single 6.7 10.7 5.9 
Widowed/Separated/Divorced 25.7 25.0 19.6 

RACE 
White 
Visible Minority 

PLACE OF BLRTH 
Canada 
Other 

1 Source: Stat i s t ics  Canada, 1995a, Census of Canada. 



RACE 

The majority of the women in the sub-sample (94.6%) are 

white while only 5.4% are of another race (visible minority). 

Statistics Canada includes those of Chinese, South Asian 

(such as East Indian or Pakistani), Black, Native/Aboriginals 

of North Ametica (such as North American Indian or Metis), 

West Asian (such as Iranian or Lebanese), Filipino, South 

East Asian (such as Indonesian or Vietnamese), Latin 

American, Japanese or Korean origins in the category of 

visible minority (Table 3.1). In the total NPHS sample, 94% 

of the respondents are white while 6% are of a visible 

minority. These proportions are similar to those found for 

the larger Canadian population. For instance, in 1991, 84.4% 

of women aged 45 to 64 were white whereas 15.6% were of 

another race (visible minority) (Statistics Canada, 1995a). 

PLACE OF BIRTH 

The majority of the sub-sample's women (81%) were botn 

in Canada while 19% were born elsewhere. Statistics Canada 

includes China, France, Germany, Greece, Guyana, Hong Kong, 

Hungary, India, Italy, Jamaica, Netherlands/Holland, 

Philippines, Poland, Portugal, United Kingdom, United States, 

or Viet Nam in the "otherW category. In the total NPHS 

sample, 82.8% of respondents were born in Canada while 17.2% 

were born in another country (Table 3.1). In comparison, in 

1991, 29.9% of Canadian women in the same age group w e r e  

immigrants born outside of Canada (Statistics Canada, 1995a)- 



There may be a participation bias explaining these results in 

that Canadian barn women may have been more likely to have 

participated in this study. Women born elsewhere rnay have 

been limited in terms of language and understanding which may 

have limited their participation, 

Realth Characteristics 

PHYSICAL HEALTH STATUS 

Four separate indicators are used to measure physical 

health status (Table 3.2). The first derived variable is the 

number of chronic conditions reported. Slightly more than 

one quarter (27.1%) had no chronic conditions, the majority 

(62.9%) report one to four chronic conditions while 9 .3% note 

£ive or more chronic conditions. In the total NPHS sample, 

35.2% of tespondents report no chronic conditions, 49.4% 

report one t o  four chronic conditions while 4,5% report 

experiencing five or more chronic conditions. In 1991, 76% 

of women  aged 45 to 64 reported suffering from at least one 

chronic condition (Statistics Canada, 1995a). However, 

cornparisons here are limited due to the fact that information 

regarding the number of chronic conditions experienced by 

w o m e n  i n  the specific age groups could not be located. 

The second indicator of physical health is self-rated 

general health. In the sub-sample, 58.1% of the women rate 

their general health as "excellentw, 28% rate their health 

"goodn while a total or 13.9% rate their general physical 

health as "fair/poorn (Table 3.2). In the total NPHS sample, 



Table 3.2 

H e a l t h  Comparisons Between the NPHS Sub-saaiple, 

the NPHS Total Sample and Canadian Data: 

T o t a l  
NPHS 1991-94 

NPHS Sub- Sample National 
Sample (N=23,408) Data 
(n=8759) (Aqe 15-80+) (Aqe 15-65+) 

Physical H e a l t h  

NUPIBER OF CHRONIC CONDITIONS 
O 27-1 3 5 - 2  NA 
1-4 62.9 49-4 NA 
5-10+ 9.3 4.5 NA 

SELF-RATED HEALTH 
Excellent 
Good 
Fair/Poor 

DIABETES 
Yes 
No 

DIABETES MEDICATION 
Yes 
No 

Mental Health 

ANTI-DEPRESSANT USE 
Yes 7.0 4.1 5.6= 
No 93.0 95.9 94.4 

2 Zncludes ratings of "very goodR and "excellenta. 
3 Saurce: General Social Survey, Cycle One, Health and Social Support, 
1985,  Statistics Canada, 1990. 
4 Source: Statistfcs Canada, 1999. 
5 Source: Statistics Canada. 2000- 
6 Source: G e n e r a l  Social Survey, 1993, S ta t i s t i c s  Canada, 1995a. 
+ I f  the percentages do not  total 100, the differences are indicative of 
missing cases, 

cont ' d 



Table 3.2 (cont'd) 

T o t a l  
NPHS 1991-94 

NPHS Sub- Sample Nat ional 
Sample (N=23,408) Data 
(n=8759) (Aqe 15-80+)(Aqe 15-65+) 

CONSULTED HEALTH PROFESSIONAL 
REGARDZNG MENTAL HEALTH 
Yes 9.5 9.8 NA 
No 90 . 5 90 .2  NA 

DEPRESSION SCALE 
O 
1-8 

L i f e s t y l e  

PHYSICAL ACTIVITY 
Active 
Modecate 
Inactive 

ALCOHOL USE 
Regular Drinker 4 5 . 7  
Occasional Drinker 27.0 
Former Drinker 1 7 . 1  
Abstainer 9 . 6  

SMOKING STATUS 
Daily Smoker 
Occasional Smoker 
Former Smoker 
Never Smoked 

HEALTH CARE UTILIZATION 
O 15.0 
1-2 38 . O 
3-9 35.6 
10+ 11.4 

7 Source: Statistics Canada, 1995a. 
8 Source: General Social Survey, 1993, Statistics Canada, 1995a. 
9 Source: 1994 Survey on Smoking i n  Canada, Statistics Canada, 199Sa. 
10 Source: Statistics Canada, 199Sa. 
+ I f  t h e  percentages do not total  100, the differences are indicative of 
missing cases. 



the majority (63%) rate their health as "excellent", 27% 

select  "goodn while only 10% indicate "fair/poorn health. 

T h e s e  results differ £rom those found from the 1985 General 

Social Sutvey; here 30.6% of women aged 45 to 64 rated their 

general health as "excellentn, 47.2% rated as 'good" while 

22,1% rated their health as "fair/poor" (Statistics Canada, 

1990). This difference may be attributed to the fact that 

for the  NPHS sample, the category "excellentn also includes 

respondents who rate their health as very good, thus giving a 

higher proportion in total. 

The final indicators of physical health status are 

whether the women suffered from diabetes and whether they 

were taking medication to control their diabetes. In the 

sub-sample, 4.7% of the women reported diabetes (Table 3.2). 

In the total NPHS sample, 3.3% of the respondents reported 

having diabetes. These findings are close to those found 

among other Canadians. Specifically, in 1996, 2 - 7 %  of 

Canadian women aged 35 to 64 yeats reported having diabetes 

(Health Canada, 1999). 

Finally, 2.5% of the women reported taking medication 

in order to control their diabetes (Table 3.2). In the total 

NPHS sample, 1.8% of the respondents reported taking diabetes 

medication. These findings are similar to those found among 

other Canadian women. In 1996, 1.7% of Canadian women 

reported taking medication in order to control their diabetes 

(Statistics Canada, 2000). 



MENTAL HEALTH STATUS 

Mental health status is indicated by three variables. 

The first indicator is the use of anti-depressants. In the 

NPHS sub-sample, 7.0% of the women report taking anti- 

depressants compared to 4.1% in the total NPHS sample (Table 

3.2)- T h e s e  results are consistent with those found from 

General Social Survey data. In 1993, 5.6% of women aged 45 

to 64 took anti-depressants compared to the majority (94.4%) 

who did not (Statistics Canada, 199Sa)- 

The next indictor is consulting a health professional 

regarding mental health in the past 12 months. The majority 

of women in the sub-sample (90.5%) did not while less than 

one tenth (9.5%) did. In the total NPHS sample, 9.8% report 

consulting a health professional (Table 3.2). Information 

regarding this variable for the total Canadian population was 

not available. 

The final indicator of mental health is a derived 

depression scale.* The scale ranges from O to 8 with the 

majority (92.2%) rating zero and the remaining 6.7% ranging 

from one to eight. In the total NPHS sample, 95.1% rate zero 

while 4.9% rate one to eight (Table 3.2)- Cornparisons to the 

population are not possible given the use of different 

scales - 

The depression scale was derived by Statistics Canada from a composite 
of related questions (see Appendix A). Higher scores indicate an 
increase in depressive symptoms. 



LIFESTYLE 

Three different lifestyle variables are examined: 

physical activity, alcohol use and smoking status- First, in 

the NEWS sub-sample, 15% of the women report that they are 

"active", 23.8% report that they are "moderate" in their 

physical activity and 61.1% report that they are "inactive" 

(Table 3.2). In the total NPHS sample, 17% of the 

respondents rate their health as "activen, 27% rate their 

health as "moderate" and 56% rate their health as "inactive". 

In cornparison, in 1991, 16.9% of other Canadian women in the 

same age group reported being "active", just over one half 

(52.9%) reported being "moderately activew while one quarter 

[27*3%) reported being "sedentary" in their physical activity 

(Statistics Canada, 1995a). This difference may be 

attributed to the fact that for the NPHS sample, the physical 

activity index is derived from a composite of related 

physical activity questions. However, the categories for the 

Statistics Canada data m a y  have been derived differently, 

such as by asking respondents generally how they would 

describe their level of leisure tinte physical activity. 

The next lifestyle indicator is alcohol use. In the 

NPHS sub-sample, 45.7% of the women report that they 

regularly drink, one quarter (27%) classify themselves as 

occasional drinkers, 17.1% report being former drinkers, and 

9.6% report that they abstain from alcohol (Table 3.2). In 

the total NPHS sample, the majority (58%) of the respondents 

are regular drinkers, 21% are occasional drinkers, 12% are 



former drinkers while 10% abstain from alcohol. These 

results are similar t o  those found from the General Soc ia l  

Survey (Statistics Canada, 1995a). In 1993, 44.2% of women 

aged 45 t o  64 reported t h a t  they currently drink, 18.3% 

reported t h a t  they are occasional drinkers, 22.3% reported 

that they are former drinkers and 11.6% repocted t h a t  they 

are lifetime abs ta iners  ( S t a t i s t i c s  Canada, 1995a)- 

The f i n a l  lifestyle ind ica tor  is smoking s t a tus .  In 

the NPHS sub-sample, just under one quar ter  (23-6%) report 

being a current d a i l y  smoker, 1.7% are occasional smokers, 

30.9% report that they are  former smokers and 42.8% report 

that they never smoke. In the t o t a l  NPHS sample, one quar te r  

(25%) are daily smokers, 5% are occasional smokers, 27.3% 

were former smokers while over one t h i r d  (35.4%) had never 

smoked (Table 3.2) .  T h e s e  are s i m i l a t  to the r e s u l t s  found 

from the Sunrey on Smoking i n  Canada (Statistics Canada, 

1995a). In  1994, 25.5% % of women aged 25 t o  64 reported 

that they cur ren t ly  smoke daily, 5.5% reported that they 

smoke occasionally, 27.2% reported that they are former 

smokers while 29,7% reported that they are lifetime 

abstainers (Statistics Canada, 1995a). 



HEALTH CARE UT 1 LIZATION 

The number of physician visits made by women in the 

past 12 months is the indicator used to measure health care 

utilization. In this sub-sample, 15% had none, 38% reported 

made one to two visits, 35.6% three to nine visits, and 11.4% 

ten or more visits. In the total NPHS sample, no physician 

visits was reported by 22.2%, 27.8% made one to two visits, 

35.6% made three to nine visits and 14.4% made ten or more 

visits (Table 3 . 2 ) .  This is somewhat consistent with the 

findings from 1991 national data. When looking at other 

Canadians of the same age group, 11% of women aged 

45 to 64 made no visits t o  a physician i n  the previous 12 

months, 40% made one to two visits, 34% made three to nine 

visits and 14% made ten or more visits (Statistics Canada, 

l995a) . 
In sunmary, with a f e w  exceptions, the NPHS sub-sample 

is similar to the latger Canadian population in terms of 

marital status, race, anti-depressant use, alcohol use, 

smoking status and health care utilization, as determined 

through the use of census data. However, in terms of 

sociodernographic characteristics, the NPHS sample is slightly 

more likely to be born in Canada. This most likely reflects 

a participation bias in that Canacîian born women may have 

been more likely to have participated in this survey. 

In terms of health characteristics, this sample is 

more likely to rate their leisure time physical activity as 

inactive and to be regular drinkers compared to the 



population at large. Although this sample is somewhat 

representative of Canadian women age 45 to 64, some 

precautions will have to be made when generalizing the 

results. 

In the following chapter, the univariate, bivariate and 

multivariate results of social class and KRT use are 

presented. 



CIIAPTER FOUR 

RESULTS 

The results of the univariate, bivariate and 

multivariate analyses examining the relationship between 

social class and HRT use are presented in this chapter. 

To begin, this chapter provides an overview of the 

social class characteristics of the NPHS sub-sample and 

cornparisons to national data. Next, the f indings for 

research question #1, HRT use, are presented. T h e  bivariate 

findings for research question #2 are outlined examining the 

sociodemographic and health characteristics of women who use 

versus those who do not use HRT follow. Finally, the 

multivariate findings for research question #3 are presented 

providing an examination of women who use and do not use HRT 

with respect to education, labour force status, occupational 

status and income when controlling for sociodemographic and 

health characteristics. 

SOCIAL CLASS 

Social class is measured here by education, labour 

force status, occupational status and income. T h e  first 

indicator of social class is education. In the NPHS sub- 

sample, just over one quarter (26.9%) report some secondary 

school or less education. Almost one fifth (18.5%) have 

graduated from secondary school, 34.8% report having some 



postsecondary education, while another one fifth (19.8%) have 

at least some university. In the total NPHS sample, just 

under one quarter ( 2 3 . 7 % )  have some secondary education or 

less, 19.1% have graduated £rom secondary school, 36.7% have 

some postsecondary education while 20.4% have at least some 

university (Table 4.1). When making comparisons to other 

Canadians of the same age group, in 1991, 24% of women aged 

45 to 64 had no school or some secondary school and 15% had 

graduated from secondary school. The results found in the 

NPHS sub-sample are consistent with these findings with the 

following exceptions. Only 15% of Canadian women from census 

data had some postsecondaty education compared to 34.8% in 

the NPHS sub-sample. Finally, only 7.8% had a university 

degree compared to 19.8% found in the NPHS sub-sample 

(Statistics Canada, 1995a). This may be explained by the 

fact that the NPHS sample includes women with a university 

degree a s  well as women who have at least some university, 

but not necessarily a degree, while other studies categorized 

other Canadian women according to those who hold a university 

degree. Therefore, it is  expected that the latter will be 

smaller as many women may start university but may not 

actually finish their degree. 

Next, when comparing labour force status, a little oves 

half (56.4%) of the women in the sub-sample were employed. 

In the total NPHS sample, 55% of the respondents were 

employed while 44.7% w e r e  unemployed (Table 4.1)- These 

findings are close ta those found in the census data. In 



Table 4 . 1  

Social Class Comparisons Between the NPHS Sub-sample, 

the NPHS Total Sample and Canadian D a t a  

Total 
NPHS 1991-94 

NPHS Sub- Sample Nat ional 
Sample (N=23,408) Data 
(n=8759) (Aqe 15-80+) (Aqe 15-65+) 

EDUCAT ION 
No School/Some Secondary 26.9 23.7 24.0' 
Secondary School Grad, 18.5 19.1 15.0 
Sorne Postsecondary 34.8 36.7 15. O 
At Least Some University 19.8 20.4 7.8 

LABOUR FORCE STATUS 
Employed 
Not Employed 

OCCUPATIONAL STATUS~ 
self-~mployed/~rofessional~ 9.0 6.3 NA 
semi-prof essional 15.9 11.7 NA 
~orewomen" 21.5 22.9 NA 
Unskilled clerk7 12.3 10.9 NA 

INCOME 
True 08-$29,999 
$3O,OOO+ 

1 Source: Statistics Canada, 1995a. 
2 Source: Statistics Canada, 1995a and Labour force Survey. 
3 These categories, used by Statistics Canada, were derived from the 
Pineo-Porter-McRoberts occupational classification scheme. 
4 Includes "self-employed professionalsR, "professional' and "high level 
management" . 
5 Includes "semi-professional", "technicians", "middle managementn and 
" supervisors 
6 Includes "forewomenR, "skilled clerical/sales/service", "skilled crafts 
and tradesn, "farmecsR, "semi-skilled clerical/salesR and "semi-skilled 
manual " . 
7 Includes "unskilled clerical/sales", Runskilled manualR and "farm 
labourers " . 
8 "True 0" indicates absolute zero income. 
9 n=7323; 1436 cases missing, 
10 Source: Household Facilities by Income and Other Characteristics, 
1997, Statistics Canada, 1998- 

If the percentages do not total 100, the differences are indicative of 
missing cases. 



1994, 50.2% of women between the ages of 45 and 64 were 

employed (66% of women between 45 to 54 and 34.3% of women 

between 55 to 64) while the remaining 49.8% were unemployed 

(Statistics Canada, 1995a). 

Next, when looking at occupational status, the smallest 

proportions of women (9.0%) were self-employed or 

professional, 15.9% were semi-professional, 21.5% were 

classified as forewomen and 12.3% fell into the category of 

unskilled clerk (Table 4 . 1 ) -  In the total NPHS sample, 6.3% 

of the women were self-employed or professional, 11.7% w e r e  

semi-professionals, just under one quarter (22.9%) were 

classified as forewomen while 10.9% were classified as 

unskilled clerk. Comparisons to the population are not 

possible given the different coding schemes used for 

occupat ional status . 
The final indicator of social class is income. When 

measuring the total household income in the past 12 months, 

30.3% of the sub-sample women had a household income level of 

$29,999 or less while 53.3% of the women had an income level 

of $30,000 or more (Table 4.1). In the total NPHS sample, 

38.1% of the respondents had an income of $29,999 or less 

with 61.9% reporting an income of $30,000 or more. In 

comparison, when looking at census data, in 1997 28.5% had a 

total household income of $29,999 or less while 71.5% had a 

household income of $30,000 or more (Statistics Canada, 

1998). However, there are limitations in making these 

comparisons. The NPHS sub-sample has 16.4% or 1436 cases 



missing on this variable and the total NPHS saniple has 20.8% 

cases missing. 

HRT U s e  

This section examines the findings for the first 

research question in this study - "What proportion of 

Canadian women between 45 and 64 years of age report taking 

HRT?" Hormone replacement therapy use was reported by under 

one quarter (24.3%) of the women in the sub-sample in  the 

past month, The majority of women ( 7 5 . 7 % )  reported no use 

(Table 4.2). 

Table 4.2 

Hormone Replacement Therapy Use in the Previous Month 

HRT Use ( % )  (n=8759) 

Yes 24.3 

No 75.7 

T o t a l  100.0 



This next section addresses the second reseatch 

question in this study - What are the sociodemographic and 
health characteristics of women who use versus those who do 

not use HM?" The variables examined here are age, marital 

status, race, country of birth, physical health status 

including number of chronic conditions, self-rated health, 

diabetes and medication for diabetes, mental health status 

including anti-depressant use, consulting a health 

professional regarding mental health and scores on a 

depression scale, and lifestyle variables including physical 

activity, drinking status and smoking status and finally, 

health care utilization. 

Sociodemoara~hic characteristics 

AGE 

There is a statistically significant difference between 

the two groups of women with regard to age (Table 4.3). 

Specifically, of the 45 to 49 age group, hormone use was 

reported by 14.3% compared to 31.4% of the 50 to 54 age 

group, 31.7% of the 55 to 59 age group and 21% of those 60 to 

64. No use in the past month was reported by 85.7% of women 

45 to 49, 68.6% of women 50 to 54, 68.3% of those 55 to 60, 

and 79% of the 60 to 64 age group, Although statistically 

significant, this relationship between age and HRT use is 

weak (p=273.401, d . f , =  3, pc.05; Cramer's V=.177). 



Table 4.3 

Sociodemoqraphic Characteristics of HRT Usets 

% Taking HRT 
Characteristics (n=8759 ) Values 

AGE (Years)(n=8759) 
45-49 
50-54 
55-59 
60-64 

MARITAL STATUS (n=8759) 
Married/Conun-Law/Part, 24.9 
Single 18.4 
Widow/Sep./Div. 24.2 

RACE (n=8759) 
White 
Visible Minotity 

PLACE OF BIRTH (n=8759) 
Canada 24.6 
Other 22.8 

x2=273.401 
d.f.=3, pc.05 
Cramer's V=.177 

x2=12.365 
d . f  . =2 ,  pc.05 
Cramer's V=.038 

X2=13 -463 
d,f.=l, pc.05 
Cramer ' s V= .O39 

x2=2. 548 
d.f.=l, n.s. 
Cramer's V=,017 



MARITAL STATUS 

There is a statistically significant difference between 

the women who did and did not take hormones in terms of 

marital status (x2=12-365,  d,f.=2, p-=-OS; Cramer's V=.038). 

For women who were either married or living with a common-law 

partner, 34.9% did take hormones in the past month, 18 -4% of 

single women and 24,2% of widowed, separated or divorced 

women took hormones in the past month for menopause (Table 

4.3). Although there is a significant association between 

marital status and HRT use, this telationship is weak, 

RACE 

In terms of race, just under one quarter (24 - 7 % )  of 

white women in the sub-sample took hormones in the past month 

compared to 17.3% of women of another race. There are 

significant differences in HRT use in terms of race (Table 

4.3). However, this relationship is w e a k  (X2=13,463,  d.f.=l, 

pc.05; Cramer's V=.039). 

PLACE OF BIRTH 

Almost one quarter (24.6%) of women who were born in 

Canada did take hormones in the past month compared to 22.8% 

of women born elsewhere (Table 4 - 3 ) -  There is no significant 

association found between place of birth and taking hormones 

( X 2 = 2 . 5 4 8 ,  d,f ,=l, n.s.; Cramer's V=.017). 



Health Characteristics 

PHYSICAL HEALTH STATUS 

The four indicators of physical health status include 

number of chronic conditions, self-rated health, diabetes and 

medication for diabetes. In terms of the number of chronic 

conditions reported by the women, 17.7% of the women who 

reported not suffering from any chronic conditions did take 

hormones, while one quarter (25.7%) of the women who reported 

one to four chronic conditions and 33.9% who reported five or 

more chronic conditions took hormones (Table 4.4). This 

relationship is found to be significant and weak in strength 

(x2=103.140, d.f.=3, pc.05; Cramer's V=.109), 

In terms of self-rated health, hormone use was reported 

by 20% of those reporting "excellent" health, 23.5% who rated 

their health as "very good", 26.4% of those rating their 

health as "good", 27.8% of the women who rated their health 

as "fairn and 29.6% of the women who rated their health as 

"poorn (Table 4.4). A significant difference is found 

between women who did and did not take hormones in tetms of 

their self-tated health. However, this relationship is not 

strong (x2=35.821, d.f.=4, pc.05; Cramer's V=-064). 



Table 4.4 

Health Characteristics of HRT U s e r s  

% Taking HRT 
Characteristics (n=8759) Values 

Physical H e a l t h  

NUMBER OF CHRONIC CONDITIONS (n=8696) 
O 17.7 x2=103.140 
1-4 25.7 d.f.=3, pc.05 
5-10+ 33 - 9  Cramer's V=.109 

SELF-RATED HEALTH (n=8759) 
Excellent 20.0 
Very Good 23.5 
Good 26.4 
Fair 27 - 8  
Poor 29.6 

DIABETES (n=8757) 
Yes 
No 

DIABETES MEDICATION (n=8759) 
Yes 17 - 7  
No 24.4 

Mental Health 

ANTI-DEPRESSANT USE (n=8756) 
Yes 3 7 . 0  
No 23.3 

CONSULTED HEALTH PROF. 
REGARDING MENTAL HEALTH (n=8759) 
Yes 35 .5  
No 23.1 

DEPRESSION SCALE (n=8666) 
O 23 - 5  
1-8 34-8  

x2=35.821 
d.f.=4, pc.05 
Cramer's V=,064 

x2=3.602 
d.f.=2, nos. 
Cramer's V=.OSO 

x 2 = 5 . 2 3 6  
d.f .=l, pc.05 
Cramer ' s V= ,024 

X 2  '58.873 
d.f ,=3 ,  pc.05 
Cramer's V=.082 

x2=62.6SO 
d.f.=l, pc.05 
Cramer ' s V= . O85 

x2=37.480 
d.f.=l, pc.05 
Cramer's Vs.066 

cont ' d 



Table 4.4 (cont'd) 

% Taking HRT 
Characteristics (n=8759 ) Values 

Lifestyle 

PHYSfCAL ACTIVITY (n=8749)' 
A c t  ive 26.2 
Moderate 26.5 
Inactive 23.0 

ALCOHOL USE (n=8708) 
Regular Drinker 
Occasional Drinker 
Former Drinker 
Abstainer 

SMOKING STATUS ( ~ 8 7 5 1 )  
Daily Smoker 24.2 
Occasional Smoker 25.9 
Former Smoker 27.4 
N e v e r  Smoked 22.1 

HEALTH CARE UTILIZATION (n=8759) 
0-1 10.5 
2-4 24.8 
5+  31.4 

X2=12.632 
d.f.=2, pc.05 
Cramer's V=.038 

x2=27 ,323 
d.f .=5, pc.05 
Cramer's V=. OS6 

x2=196.558 
d.f.=2, pc.05 
Cramer ' s V=. 150 

1 D u e  to  the large sample size, the chi-squared value is detecting minor 
statistical differences. Therefore, although the proportions in each 
category are very similar, the  relationship is signlficant- The l o w  
Cramer's V values indicate only weak relationships between the variables. 



Next, when looking at diabetes, 20.7% of the women in 

the sub-sample who reported having diabetes took hormones in 

the past m o n t h  compared to one quarter (24.5%) of those who 

did not have diabetes (Table 4.4). No significant 

association is found between diabetes and HRT use (X2=3.602,  

d.f.=2, n-S.; Cramer's V=.020). 

Finally, of the women who reported taking medication in 

order to control their diabetes, 17.7% reported taking 

hormones compared to 24.3% of those not taking diabetes 

medication (Table 4 . 4 ) .  A significant relatLonship is found 

between medication for diabetes and HRT use. However, this 

relationship is weak ( X 2 = 5 - 2 3 6 ,  d.f.=l, pc.05: Cramer's 

V=.O24). 

MENTAL HEALTH STATUS 

The three indicators of mental health status are anti- 

depressant use, consulting a health professional tegarding 

mental health and a derived depression scale. First, 

examining anti-depressant use, 37% of the women in the sub- 

sample who did take anti-depressants also took hormones 

compared to 23.3% of women who did not take anti-depressants 

(Table 4.4). A significant association between women who 

take hormones with respect to anti-depressant use is found. 

However, this association is not strong (x2=58.873, d.f.=3, 

pc.05; Cramer's V=.082). 

Next, 35.5% of the women who consulted a health 

professional about their mental health did take hormones in 



the past month while 23.1% of the women who did not see a 

health professional fell into this group (Table 4.4). The 

association between whether or not a woman consulted a health 

professional regarding their mental health and HRT is fout3 

to be significant (x2=62-650, d.f.=l, pc.05; Cramer's 

V=.085). However, although statistically significant, this 

relationship is weak, 

Finally, when considering depression, 23.5% of women 

who scored zero on the derived depression scale took hormones 

for menopause while 34.8% who scored one to eight fell into 

this category of HRT use (Table 4.4). Although women's 

scores on the depression scale made a statistically 

significant difference in HRT use, this relationship is not 

strong (x7=37.480, d,f-=1, pc.05: Cramer's V=.066)- 

L IFESTYLE 

For physical activity, just over one quarter (26.2%) of 

the women who described their physical activity as "active" 

did  take hormones in the past month compared to 26.5% of 

women who described their physical activity as "moderaten and 

23% of women who described their physical activity as 

"inactiven (Table 4 . 4 ) .  ~lthough-physical activity is 

significantly related to whether or not the women took 

hormones for menopause, this association is weak (x2=12-632, 

d.f.=S, pc.05; Cramer's V=.038). 

Next, when considering alcohol use, just over one 

quarter (26.7%) of the women who drink tegularly took 



hormones compared to 23.4% who drink occasionally, 22.9% who 

are former drinkers and 18.4% who abstain from alcohol (Table 

4.4). A significant association between type of drinker and 

hormone use is found, although it is weak (X2=30.551, d.f.=3, 

pc.05: Cramer's V=.059). 

Finally, when examining smoking status, one quarter 

(24.2%) of the women in the sub-sample who smoked daily took 

hormones for menopause compared to 25.9% who smoked 

occasionally, 27.4% who were former smokers and 22.1% who 

never smoked (Table 4.4). There is a significant difference 

in HRT use with respect to smoking status, however, the 

relationship is not strong (X2=27 .323 ,  d.f.=S, pc.05; 

Cramer's V=.056). 

HEALTH CARE UTILIZATION 

The indicator used to measure health care utilization 

is the number of physician visits made by wonien i n  the past 

12 months. Of the women who made zero or one physician visit 

in the past 12 months, 10.5% took hormones while 24.8% of 

women who made two ta four visits and 31.4% of women who made 

five or more visits took hormones for menopause (Table 4 . 4 ) .  

Although there is a significant difference between physician 

visits and HRT use, the relationship is weak (~~=196-558, 

d.f.=2, pc.05; Cramer's V=.15). 



SOCIAL CLASS 

The four indicators of social class include education, 

labour force status, occupational status and income. Sn 

terms of education, of the women with no school or some 

secondary school, 21.7% did take hormones in the past month 

along with 23.7% of the women who graduated f r o m  secondary 

school, 26.7% of the women with some p s t  secondary education 

and 24.2% of the women with at least some university (Table 

4.5). This relationship between education and HRT use is 

significant, although w e a k  (X2=18.462, d.f.=3, pc.05; 

Cramer's V= - 0 4 6 ) .  

Moving to labour force status, 23.3% of the women who 

were employed took hormones while one quarter (25.5%) of the 

women who were not employed took hormones in the past month 

( T a b l e  4 . 5 ) .  An association is found between labour force 

status and HRT use (X3=5.788, d.f.=l, pc.05; Cramer's 

V=.026). Although significant, this relationship is not 

strong. 



T a b l e  4.5 

Social Class of HRT U s e r s  

% Taking HRT 
Characteristics (n=8759 ) Values 

EDUCATION (n=8759) 
No School/Some Sec. 21.7 
Secondary School Grad. 23.7 
Some Postsecondary 26.7 
At Least Some Univ. 24.2 

LABOUR FORCE STATUS (n=8759)' 
Employed 23.3 
Not Employed 25.5 

OCCUPATIONAL STATUS (n=8543) 
Self-Employed/Professional 23-6 
Semi-Professional 24.1 
Forewomen 24.2 
Unskilled Clerk 21.4 

INCOME ($)  (1127323) 
True 02-19,999 
20,000-29,999 
30,000-39,999 
40,000-49,999 
5O,OOO+ 

X2=18 -462 
d.f -=3, pc.05 
Cramer's Vz.046 

~ 2 = 5 , 7 8 8  
d . f  .=l, pe.05 
Cramer's V=.026 

x2=8.229 
d.f.=4, n o s .  
Cramer's V=.031 

X*=lï ,947 
d . f  34, pe.05 
Cramer ' s V= . O50 

1 D u e  t o  the large sample s i z e ,  the  chi-squared value is detecting minor 
s t a t i s t i c a l  d i f f e r e n c e s .  Therefore, although the proportions i n  each 
category are v e r y  similar, t h e  relationship is significant. The low 
Cramer's V values indicate only weak talationships between the  variables- 
2 "True O n  indicates absolute zero income. 



Next, when looking at occupational status, 23.6% of the 

women who were self-employeb or professional took hormones in 

the past month, 2 4 J %  of the women who were semi-professional 

took hormones, 24.2% of the women whose occupation fell under 

the category of forewomen took hormones while 21.4% of the 

women whose occupations were considered unskilled cletical 

took hormones in the past month for menopause or aging 

symptoms (Table 4.5). T h i s  relationship between occupational 

status and HRT use is not significant (~2r8 .228 ,  d.f.=4, 

nos.: Cramer's V=.031), 

Finally, turning to income, 22% of the women with an 

income of $19,999 or less took hormones, 23.6% of women with 

an income level between $20,000 to $29,999, 24.1% of women 

with $30,000 to $39,999 income level, 29% of women with 

income levels between $40,000 to $49,999 and 25.9% of women 

with incomes of $50,000 or more took hormones for menopause 

in the past rnonth (Table 4.5). Income is found to be 

significantly related to taking hormones. However, this 

association is weak {xz=17.947, d-f,=4, pc.05; Cramer's 

V=.05). 

In summary, of the variables which were found to be 

~tatisticall~ signif icantly related to HRT use, age, marital 

status, race, number of chronic health conditions, self-rated 

health, taking medication for diabetes, anti-depressant use, 

consulting a health professional regarding mental health, 

depression scores, physical activity, alcohol use, smoking 

status, health care utilization, education, labour force 



status and income were found to have statistically 

significant but weak associations with HRT use, Finally, 

place of birth, whether ot not the women suffered from 

diabetes and occupational status wete not found to be 

significantly associated with HRT use- 

As seen In Table 4.6, when examining the relationship 

between marital status and household income, 34.3% of women 

who were either married, common-law or living with a partner 

reported a total household income of $19,999 or less compared 

to 58.2% who reported a household income of $20,000 to 

$29,999, 68% who indicated a household income of #30,000 to 

$39,999, one quarter ( 7 5 . 8 % )  who reported a household income 

of $40,000 to $49,999 and the majority (86.7%) who reported 

household incomes of $50,000 or more- Almost one tenth 

(9.9%) of women who were single reported having incomes of 

under $19,999, 6.9% reported incomes ranging from $20,000 to 

$29,999, 7.7% indicated incomes of $30,000 to $39,999, 6.4% 

reported incomes of $40,000 to $49,999 while 4.5% reported 

having household incomes of $50,000 or more. Of the women 

who are 

incomes 

$20,000 

ranging 

widowed, sepatated or divorced, 55.8% reported 

under $19,999 compared to 34.9% with incomes of 

to $29,999, one quarter (24.3%) who reported incomes 

from $30,000 to $39,999, 17.8% who reported incomes 

of $40,000 to $49,999 and only 8.8% with household incomes of 

$50,000 or more, There is a significant relationship found 

between marital status and household income. The association 



is moderate indicating that the women's income is s o m e w h a t  

influenced by their marital status w i t h  married women and 

women with common-law partners being more likely to bave 

higher household incomes compared to single, widowed, 

separated or divorced women (X2=13S0,771, d.f*=8, pc.05; 

Cramer ' s V= -304 ) . In order t o  account for this interaction, 

a separate mode1 was done for income i n  the multivariate 

analysis . 

Table 4.6 

Relationship Between Marital Status and Household Income 

HOUSEHOLD INCOME 

1' 2 33 4 4  5 S  

MARITAL STATUS : % % % % % 

Single 9.9 6.9 7 . 7  6 . 4  4 . 5  

X2=1350. 771 
d.f,=8, pc.05 
Cramer's Vz.304 

1 True 0-$19,999; 'True 0" indicates absolute zero income. 
2 $20,000-$29,999 
3 $30,000-$39,999 
4 $40,000-$49,999 
5 $50,000+ 

The next section addresses the third research question 

in this study - " A r e  there differences between those w h o  use 

and do not use HRT with respect to education, labour force 



status, occupational status and incoine when controlling for 

sociodemographic and health characteristics?" This section 

will begin with the results of the test for 

multicollinearity. 

The results of the bivariate analysis examining the 

relationship between the sociodemographic cha~acteristics are 

presented in Table 4.7. A w e a k  relationship erists between 

race and place of birth (Cramer's V=,277). Since this is 

only a weak association, no changes are required in the 

logistic regression analysis. 

Table 4.7 

Sociodemoqraphic Characteristics 

VARIABLES X 2  d,f. p value Cramer's V 

AGE 
Marital Status 132 527 6 <.O5 .O87 
Race 26 , 217 3 <.O5 .O55 
Place of Birth 1.335 3 n o s .  .O12 

MARITAL STATUS 
Race 36.272 2 ( - 0 5  .O64 
Place of B i r t h  5.363 2 n.s. O25 

RACE 
Place of Birth 669.752 1 < . O 5  .277 

1 For this analysis, age includes the categories of 45-49, 50-54, 55-59 
and 60-64; marital status includes the categories of married/common 
law/partner, single and wldowed/separated/divorced; race is dichotomized 
as White and visible minority; place of birth is dichotomized as Canada 
and other. 



The bivariate correlations for the health 

characteristics are presented in Table 4.8.  As expected, a 

strong relationship exists between diabetes and taking 

medication for diabetes (Cranet's V=-649)- A weak 

relationship exists between number of chtonic conditions and 

self-rated health, as indicated by the low Cramerts V value 

( 2 6 1 .  A moderate relationship is found between taking 

anti-depressants and consulting a health professional 

regarding mental health (Cramer's V=.413). A weak 

association is also found between taking anti-depressants and 

scores on a depression scale (Cramer's V=.285). Finally, a 

a moderate relationship exists between consulting a health 

professional regarding mental health and scores on a 

depression scale (Cramer's V=,369), No changes are required 

in the multivariate stage due to these associations. 

The bivariate correlations for the lifestyle and health 

care utilization variables are presented in Table 4.9. No 

multicollinearity problems are found to exist here as there 

are only very weak associations found between the variables. 

Therefore, no changes are required in the multivariate stage 

of analysis. 



Table 4 -8  

Health Characteristics 

VA RI AB LES^ 2 d - f ,  p value Cramer's V 

# CHRONIC COND. 
Self-Rated Health 1783.772 12 <.O5 ,261 
Diabetes 681 -774 6 <.OS ,197 
Diabetes Medication 211.419 3 <,O5 . 155 
Anti-Depressants 347.534 9 (-05 ,115 
Health Professional 212.233 3 (-05 ,156 
Depression Scale 159.449 3 ( - 0 5  ,136 

SELF-RATED HEALTH 
Diabetes 393.918 8 -=,O5 -150 
Diabetes Medication 198.173 4 <.O5 . 150 
Anti-Depressants 513.468 12 <.O5 ,140 
Health Professional 302.443 4 <.O5 ,186 
Depression Scale 323.533 4 ( - 0 5  ,193 

DIABETES 
Diabetes Medication 
Anti-Depressants 
Health Ptofessional 
Depression Scale 

DIABETES MEDICATION 
Anti-Depressants 
Health Professional 
Depression Scale 

ANTI-DEPRESSANTS 
Health Professional 
Depression Scale 

HEALTH PROFESSIONAL 
RE: MENTAL HEALTH 
Depression Scale 

2 For this analysis, number of chronic conditions includes the categories 
0, 1-4 and 5-IO+; self-rated health is categorized as excellent, very 
good, good, fair and poor; depression scale scores includes the 
categories O and 1-8; diabetes, diabetes medication, anti-depressant use 
and consulted health professional regarding mental health are al1 
dichotomous variables, 



Table 4.9 

Lifestyle and Health Care Utilization 

VA RI AB LES^ 2 d - f ,  p value Cramer's V 

PHYSICAL ACTIVITY 
Alcohol Use 80.464 6 ( - 0 5  ,068 
Smoking Status 65.977 10 < . O 5  ,061 
Health Care 
Utilization 53 ,357 4 <.O5 ,055 

ALCOHOL USE 
Smoking Status 324,003 15 <.O5 , 111 
Health Care 
Utilization 139,239 6 ( - 0 5  089 

SMOKING STATUS 
Health Care 
Utilization 32.022 10 <.O5 ,043 

3 For t h i s  analysis ,  physical a c t i v i t y  includes t h e  categories active. 
moderate and inactive; alcohol use  includes the  categories tegular 
drinker, occasional drinker, former drinker and abstainer; smoking s tatus  
includes t h e  categories da i ly  smoker, occasional smoker. former smoker 
and never smoked: health care u t i l i z a t i o n  includes the categories  of  O- 
1 ,  2-4 and 5 + .  

The bivariate correlations for social class are 

presented in Table 4.10. A w e a k  association is found to 

exist between education and labour force status ( - 2 2 8 ) .  A 

weak relationship also exists between education and 

occupational status (-269). A weak relationship is found 

between education and income (-207). A very strong 

relationship is found between labour force status and 

occupational status (-910). A moderate relationship exists 

between labour force status and income (-327). Finally, a 

weak relationship i s  found between occupational status and 

income (.207). Due to these associations between the social 



class variables, each variable will be entered into a 

separate logistic regtession model. 

Table 4.10 

Social Class 

VARII4BLES4 2 d.f, p value Cramer's V 

EDUCAT ION 
Labour Force 
S t a t u s  454.592 3 c, 05 -228 
Occupational 
S t a t u s  1853.355 12 ( - 0 5  -269 
Income 944.523 12 ( - 0 5  -207 

LABOUR FORCE STATUS 
Occupational 
S t a t u s  7077.114 4 -=,O5 . 9 10 
Income 780.839 4 <,O5 -327 

OCCUPATIONAL STATUS 
Zncome 1226.024 16 <.O5 ,207 

4 For this analysis, education is categorized as no school/some secondary 
school, secondary school graduation, some postsecondary and at least some 
university; labour force status is dichotomized as employed and not 
employed; occupational status includes the categories of self- 
employed/professional, semi-professional, forewomen and unskilled 
clerical; income includes the categories true 0-$19,999, $20,000-$29,999, 
$30,000-$39,999, $40,000-$49,999 and S50,000+. 

The following section addresses the third research 

question in this study through the use of logistic regression 

analysis. 



The results of the logistic regression analysis are 

presented in Tables 4.11, 4.12, 4.13, 4-14 ,  4.15,  4 .16 ,  4 - 1 7  

and 4-18, Education, labour force status and income were al1 

found to be significant at the bivariate level, therefore, 

while controlling for sociodemographic and health 

characteristics, these indicators were tested first together 

then separately to obtain a more thorough easplanation of 

social class and HRT use. The first model examined al1 three 

indicators together. Due to the multicollinearity problem 

found between the variables used to measure social class, 

three separate models were then tested in order to determine 

the individual effects of each social class indicator 

separately on HRT use- The second model examined education, 

the t h i r d  model included labour force status and finally, the 

fourth model introduced income- Occupational status was 

excluded as it w a s  not found to be significant at the 

bivariate level of analysis. 

The variables entered in the first model were those 

found to be significantly telated to the dependent variable 

at the bivariate level of analysis: age, marital status, 

race, niImher of chronic conditions, self-rated health, 

diabetes  medication, anti-depressant use, consulted health 

professional regarding mental health, depression scale 

scores, physical activity, alcohol use, smoking status, 

health case utilization, education, labour force status and 

incorne, Of these variables, in the first full model, those 

significantly related to HRT use while holding the others 



T a b l e  4.11 

Results of Loqistic Reqression: Social C l a s s  and HRT Use 

Covariates B Siq. 

AGE 
45-49 
50-54 
55-59 
60-64 

NUMBER OF CHRONIC CONDITIONS 
O -. 580* 
1-4 -. 252* 
5-10+ 

DIABETES MEDICATION 
Yes 
No 

ANTI-DEPRESSANT USE 
Yes 3 - 785 
No 3.408 

CONSULTED HEALTH PROF. 
REGARDING MENTAL HEALTH 
Yes -354' 
No 

PHYSICAL ACTIVITY 
Active 
Moderate 
Inactive 

ALCOHOL USE 
Regular Drinker 
Occasional Drinker 
Former Drinker 
Abstainer 

HEALTH CARE: UTILIZATION 
0-1 -1.128* 
2-4 -.219* 
5+ 

cont ' d 



Table 4-11 (cont'd) 

Covariates B Siq- 

INCOME ($)  
True 049,999 
20,000-29,999 
30,000-39,999 
40,000-49,999 
5O,OOO+ 

Constant 4.514 -738 
p-=.05 

Table 4-12: Mode1 1 

Observed Predicted Percent Correct 

Took hormones 
for menopause 

Yes No 

T o o k  hormones Yes 100 1697 
for menopause No 82 5338 

Overall Percentage 75.3 
-2LL=26.552 

constant included age, niimher of chronic conditions, diabetes 

medication, consulted health professional regarding mental 

health, physical activity, alcohol use, health care 

utilization and income (Table 4-11). 

When looking at age, the negative significant Beta 

value for women aged 45 to 49 indicated that women in this 

age category were less likely to have used HRT in the past 

month while those in the 50 to 54 and 55 to 59 age groups 

w e r e  more likely to have used HRT while holding the other 

variables constant, 



Next, the negative and significant Beta values 

indicated that women who suffer from zero to four chronic 

conditions were less likely t o  be HRT users when controlling 

for the other variables. 

Women w h o  took medication for diabetes w e r e  less likely 

to  take h o r m o n e s  as indicated by the negative and significant 

Beta value. 

Next, w h e n  considering anti-depressant use, the lack of 

significant values indicated that,  when controlling for  the 

other variables, anti-depressant use did not have a 

significant impact on HRT use. 

The positive significant Beta value for consulting a 

health professional regarding mental health showed that women 

who consulted a health professional regarding their mental 

health were more likely to have taken hormones while 

accounting for al1 the other variables. 

It was found that moderate activity was the most 

influential level in detecmining whether women took hormones 

or not with regard to physical activity. This was 

demonstrated by the positive significant logistic regression 

coefficient showing that women who were moderate in physical 

activity were more likely to be HRT users. 

Being a regular drinker was also found to be the most 

influential factor w h e n  looking at alcohol use. This was 

shown by the more significant positive Beta value. While 

being an occasional drinker and a former drinker were also 

found to be positively associated with HRT use, being a 



regular drinker was found to result in women being mote 

likely to take hormones while controlling for the other 

variables. 

Next, for health care utilization, women who visited 

their doctor zero times or once in the past year were found 

to be less likely to have taken hormones* Although visiting 

the doctor two to four times was also found to be negatively 

associated with HRT use, the more significant Beta value of 

-1.128 shows that, when controlling for the other variables, 

seeing a doctor zero times or once w a s  more influential. 

Finally, of the four variables used to measure social 

class, income was the only one found to be influential in 

determining HRT use while controlling for sociodemographic 

and health characteristics. Specifically, the lowest income 

category ( $ 0  to $19,999) was found to be the most significant 

in that women who fell into this group w e r e  the least likely 

to be HRT users. For the other income categories, those in 

the $20,000 to $29,999 and $30,000 to $39,999 were found to 

be negatively associated with HRT use while $40,000 to 

$49,999 was found to be positively associated. However, 

these relationships were not significant. 

The full model's moderate -2LL value of 26.552 - 

indicates that this model has an average fit to the data and 

explanation of HRT use. This model can correctly predict 

women's response regarding HRT use 75.3% of the tinte (Table 

4.12). 

The variables entered in the second model included age, 



marital status, race, number of chronic conditions, self- 

rated health, diabetes medication, anti-depressant use, 

consulted health professional regarding mental health, 

depression scale scores, physical activity, alcohol use, 

smoking status, health care utilization and education. These 

variables w e r e  used in order to determine the effects of 

education alone on HRT use while holding the sociodernographic 

and health characteristics constant, The variables found to 

be significant in explaining HRT use were age, marital status 

race, number of chronic conditions, diabetes medication, 

consulted health professional regarding mental health, 

physical activity, alcohol use, health care utilization and 

education (Table 4.13). 

When comparing the first and second model, similar 

results were found regarding HRT use for the variables age, 

number of chronic conditions, anti-depressant use, seeing a 

health professional regarding mental health, physical 

activity, alcohol use and health 

marital status was also found to 

model, The significant positive 

being married/common-law/partner 

HRT use, Women in this category 

care utilization. However, 

be influential in this 

Beta value indicates that 

has a positive influence on 

are more likeiy to take 

hormones w h i l e  controlling for al1 other variables. Although 

being single was negatively associated with HRT use, this 

association was not significant. 



T a b l e  4-13 

Results of Loqistic Reqression: Education and HRT Use 

Covariates B Siq. 

AGE 
45-49 
50-54 
55-59 
60-64 

MARITAL STATUS 
Married/Comm-Law/Part. .136* 
Single - . 165 
Widow/Sep./Div. 

RACE 
White 
Visible Minority 

NUMBER OF CHRONfC CONDITIONS 
O -. 570+ 
1-4 -. 260* 
5-10+ 

DIABETES MEDICATION 
Yes -. 769* 
No 

ANTI-DEPRESSANT USE 
Yes 3.585 
No 3.263 

CONSULTED HEALTH PROF. 
REGARDING MENTAL HEALTH 
Yes . 350f 
No 

PHYSICAL ACTIVITY 
Act ive 
Moderate 
Inactive 

ALCOHOL USE 
Regular Drinker .456+ 
Occasional Drinker .251+ 
Former Drinker -177 
Abstainer 

cont ' d 



Table 4.13 (cont'd) 

Covariates B S i g ,  

HEALTH CARE UTILIZATION 
0-1 -1.194* 
2-4 -, 254* 
5+ 

EDUCAT ION 
No School/Some Sec. - . 148 
Secondary School Grad, -. 008 
Some Postsecondary .O80 
At Least Some Univ, 

Constant 4.733 ,726 
* pc.05 

Table 4.14: Mode1 2 

Observed Predicted Percent Correct 

Took hormones 
for menopause 

Yes No 

Took hormones Yes 106 1992 
for menopause No 78 6432 

ûverall Percentage 76.0 
-2LL=10.975 

Race was also found to be influential in determining 

HRT use. Specifically, women who were white were more likely 

t o  take hormones while holding the other variables constant, 

as shown by the positive significant Beta value. 

Finally, a negative association was found between no 

school and some secondary school and secondary school 

graduation and HRT use; however, these associations, when 

accounting for other variables, w e r e  not significant. A 

positive association is found between some postsecondary 



education and EfRT, howevet, again, this association is not 

significant. 

The full model's low -2LL value (10.975) indicates that 

this model has a better fit to the data and, therefore, 

offers a better explanation of HRT use. This model can 

correctly predict women's response tegarding HRT use 76.0% of 

the time [Table 4.14). 

The variables enteted in the third model included age, 

marital status, race, number of chronic conditions, self- 

rated health, diabetes medication, anti-depressant use, 

consulted health professional regarding mental health, 

depression scale scores, physical activity, alcohol use, 

smoking status, health care utilization and labour force 

status. This model w a s  tested in order to determine the 

effects of labour force status on HRT use while holding the 

sociodemographic and health characteristics which were 

significant at the bivariate level constant. Of these, the 

ones which were found to be significant in the third model to 

explain HRT use included age, marital status, race, number of 

chronic conditions, diabetes medication, visits to a health 

care professional regarding mental health, physical activity, 

alcohol use and health care utilization (Table 4 .15 ) .  The 

results were found to be similar to that of the second model 

(Table 4 . 13 ) . However , labour force status was dropped f rom 

this third model indicating that it was not found to be 

significant in determining HRT use while controlling for al1 

other variables. 



Table 4.15 

Results of Loqistic Reqression: 

Labour Force Status and HRT Use 

Covariates B Siq . 
AGE 

45-49 
50-54 
55-59 
60-64 

MARITAL STATUS 
Married/Comm-Law/Part, -136" 
Single - . 158 
Widow/Sep./Div. 

RACE 
White 
O t h e r  

NUMBER OF CHRONIC CONDITIONS 
O -. 580* 
1-4 -. 266- 
5-10+ 

DIABETES MEDICATION 
Yes -, 775+ 
No 

ANTI-DEPRESSANT USE 
Yes 
No 

CONSULTED HEALTH PROF. 
REGARDING MENTAL HEALTH 
Yes .363* 
No 

PHYSICAL ACTIVITY 
Active 
Moderate 
Inactive 

ALCOHOL USE 
Regular Drinker 
Occasional Drinker 
Former Drinker 
Abstainer 
p-=.os cont ' d 



Table 4.15 (contnd) 

Covariates B Sig. 

HEALTH CAR. UTILIZATION 
0-1 -1.185* 
2-4 -. 240+ 
5+ 

Constant 4.655 -730 
pc-05 

Table 4.16: Mode1 3 

Observed Predicted Percent Correct 

Took hormones 
for menopause 

Yes No 

Took hormones Yes 
for menopause No 

Overall Percentage 76.0 
-2LL=140.526 

This modelns high -2LL value of 140.526 indicates that 

this model has a poor fit to the data and offers a low level 

of explanation for HRT use. This model correctly predicts 

women's responses regarding HRT use 76.0% of the time (Table 

4-16). 

The variables entered into the fourth model included 

age, marital status, race, number of chronic conditions, 

self-rated health, diabetes medication, anti-depressant use, 

consulted health professional regarding mental health, 

depression scale scores, physical activity, alcohol use, 

smoking status, health care utilization and income. These 



variables were chosen in order to determine the effect of 

income on HRT use while holding significant sociodemographic 

and health charactesistics constant. Of these variables, the 

ones which were found to be significant while accounting for 

al1 other variables included age, nirmber of chronic 

conditions, diabetes medication, consulted health 

professional regarding mental health, physical activity, 

alcohol use, health care utilization and income (Table 4.17). 

T h e s e  results were identical to the first model indicating 

that income is the most influential socia l  class variable in 

determinîng HRT use when tested with education and labour 

force status . 
This model's moderate -2LL value of 26.552 indicates 

that this model provides a modest fit to the data and a 

moderate level of explanation of HRT use. This model 

correctly predicts women's response regardlng HRT use 75.3% 

of the time (Table 4.18). 



T a b l e  4-17 

Results of Loqistic Reqression: Incorne and HRT Use 

Covariates B Siq. 

AGE 
45-49 
50-54 
55-59 

NUMBER OF CHRONIC CONDITIONS 

DIABETES MEDICATION 
Yes 
No 

ANTI-DEPRESSANT USE 
Yes 
No 

CONSULTED HEALTH PROF. 
REGARDING MENTAL HEALTH 
Yes 
No 

PHYSICAL ACTIVITY 
Act ive 
Moderate 
Inactive 

ALCOHOL USE 
Regular Drinker 
Occasional Drinker 
Former Drinker 
Abstainer 

HEALTH CARE UTILIZATION 
0-1 
2-4 
5+ 

cont ' d 



Table 4.17 (cont'd) 

Covariates B Siq .  

INCOME ($)  
True 049,999 
20,000-29,999 
30,000-39,999 
40,000-49,999 
5O,OOO+ 

C o n s  tant 4.514 . 738 
+ p-=.05 

Table 4.18: Mode1 4 

Observed Predicted Percent Correct 

Took hormones 
f o r  menopause 

Y e s  No 

Took hormones Yes 
for menopause No 

Overall Percentage 7 5 . 3  
-2LL=26.552 

In sumniary, this logistic regression analysis found 

that when the four variables used to measure social class 

were tested together, income was found to be the most 

statistically significant variable related t o  HRT use among 

this group of women while controlling for sociodemographic 

and health characteristics. A n  association was found between 

education and HRT use, however, this association was not 

found t o  be statistically significant while labour force 

status was also not found to be significant while controlling 



for al1 other variables. Furthermore, age, number of chronic 

conditions, diabetes medication, consulted health 

professional regarding mental health, physical activity, 

alcohol use and health care utilization were found ta be 

statistically significantly related to HRT use while 

controlling for other variables. Marital status and race 

were found to be significantly associated with HRT use when 

examining the influence of education and labour force status 

separately, In addition, although anti-deptessant use was 

found to be statistically significantly related to HRT use at 

the bivariate level of analysis, it was not found to be 

significantly associated with HRT use when controlling for 

other sociodemographic and health chatacteristics. Finally, 

income was found to be significantly associated with HRT use 

when tested independently from education and labour force 

status. 

The following chapter presents the discussion of these 

findings and the conclusion. 



DISCUSSION AND CONCLUSION 

This final chapter presents a discussion of the results 

of this study and the conclusion. It will begin with the 

findings of the analysis in relation to the research 

questions and eristing literature. The theoretical framework 

presented in chaptet one will also be incorporated. Next, 

the limitations of the study and practical and policy 

implications will be included and, finally, suggestions for 

future research are introduced, 

This study utilized a very large sample consisting of 

8759 cases. As with any sample, statistical tests will 

detect subtle effects if the sample size is very large 

(Erickson and Nosanchuk, 1977). Therefore, although many 

statistically significant relationships were found between 

the variables used in this study, they may be attributed to 

the large sample used and the fact that the statistical tests 

were detecting very w e a k  associations among the variables in 

the data. Consequently, what at the bivariate level appeared 

to be substantially significant findings, using multivariate 

analysis revealed a somewhat different picture. 



RESEARCH QUESTION ONE 

The f irst research question examined w h a t  proportion of 

Canadian women between the ages of 45 and 64 reported taking 

HRT. HRT use was reported by 24.3% of women b e t w e e n  45 to 64 

years of age in this sub-sample. T h i s  is less than at least 

one previous estimate w h e r e  37.6% of menopausal women w e r e  on 

HRT (Keating et al., 1999)- This is most likely due to 

differences i n  the samples used for these studies. While 

Keating and colleagues (1999) included 495 U.S. women aged 50 

to 74 years, th i s  study consisted of 8759 Canadian women aged 

45 to 64 years. The larger sample used for t h i s  study may 

have provided a more accurate report of HRT use rates or 

there may be a national difference b e t w e e n  Canada and the 

U.S. Furthermore, K e a t i n g  et al. (1999) controlled for 

breast cancer by selecting only women who had no persona1 

history of breast cancer from a larger sample. Therefore, 

the  U.S. sample m a y  have resulted i n  higher rates of HRT use 

due to the fact that the women used in this sample had no 

persona1 history of breast cancer - a factor associated with 
HRT as HRT is believed to be linked to an increase in the 

risk for breast cancer (SOGC, 1998). However, the sample 

used for this study did not control for breast cancer, thus, 

this sample m a y  have lower rates of HRT use as it may include 

women w h o  have a history of breast cancer thereby decreasing 

their chance of taking HRT.' Finally, the different age 

1 Information regarding breast cancer rates in t h e  NPHS saaipie was not 
available, therefore, its influence w a s  not able to  be determined. 



groups may have been a factor as there may be more HRT users 

between the ages of 50 to 74 compared to 45 to 64 years as 

HRT use is expected to be unlikely amongst women undet 50 

years of age (i.e., the 45 to 49 year age group used in this 

study) . 
In summary, about one quarter of Canadian women ages 45 

to 64 years report taking HRT. This percentage would seem to 

suggest that a relatively low proportion of menopausal women 

are taking HRT despite the attention given to HRT use in 

women's popular magazines and by medical professionals. The 

majority of menopausal women not taking HRT may be reflective 

of the fact that many women are found to experience menopause 

positively and not in need of medical attention (Drife, 1990; 

Formanek, 1990; Kaufert and Gilbert, 1986; Kaufert et al., 

1998) .  

RESEARCH QUESTION TWO 

Research question two investigated the sociodemographic 

and health characteristics of women who do and do not use 

HRT. At the bivariate level, significant sociodemographic 

characteristics associated with HRT use included age, marital 

status and race. When examining age, women 50 to 59 years of 

age were the group of women most likely to be on XRT. This 

finding is in keeping with the literature. For example, 

other studies have also found that younger menopausal women 

between the ages of 50 to 59 years are approximately twice as 

likely to be HRT users compared to women 60 to 69 years of 



age (Duetz et al., 2000; Keating et al., 1999; Langenberg et 

al., 1997). These findings are to be expected given the fact 

that the women in the 45-49 age group may have not reached 

menopause yet and are, therefore, not likely to be using HRT. 

Marital status also had a significant effect on HRT 

use. In accordance with what was found in the literature, 

single women were the least likely to be taking HRT compared 

to married, widowed, separated or divorced women (Beaudet et 

al., 1997: Keating et al., 1999). This may be due to the 

fact that married women are more likely to seek treatments 

(Beaudet at al., 1997). Married women may also be more able 

to afford the cost of medical treatments. Finally, since one 

of the claimed benefits of HRT is restored sexual interest 

during and after menopause, married women may be more likely 

to take HRT in the belief that they are helping to maintain 

their sex life in their marriage. 

Race was also a factor in HRT use with White women 

being more likely to take HRT compared to visible minority 

women. This also supports what was found in the literature 

(Beaudet et al., 1997; Brown et al., 1999; Keating et al., 

1999; Langenberg et al., 1997; Schneider et al., 2000). 

These findings may be due to Western women being more likely 

to complain of unpleasant menopausal syrnptoms. Also, they 

may be accepting the idea of preventing aging and aging 

symptoms. This could be attributed to Western culture's 

negative view of aging, especially among females. 

Furthermore, there is an interaction between race and class 



found in North America with minorfties being more likely to 

hold lower social class positions compared to Whites (Teevan, 

1992). Therefore, with these studies being carried out in 

Canada and in the US., the White women, possibly having a 

higher income and more education, may have been more able to 

afford HFtT and more likely to take HRT. 

Health characteristics significantly related to HRT use 

included number of chronic conditions, self-rated health and 

taking diabetes medication. Wornen suffering from five or 

more chronic conditions were the group most likely to be FIRT 

users. No previous research regarding this variable in 

relation to HRT use was located in the literature. 

Contradictory to previous research where self-rated 

health was not found to be significantly associated with HRT 

use (Duetz e t  al., 2000: Keating e t  al., 1999), self-rated 

health was found hete to be related to HRT use with the 

likelihood of use increasing as a woman's self-rated health 

decreased. This difference in findings may be attributed to 

some differences in the samples used for the different 

studies. For instance, the samples used in the other studies 

were srnaller. Duetz et al. (2000) used a sample of 511 women 

aged 55 to 65 years and Keating et al. (1999) surveyed 495 

women between the ages of 50 to 74 years. The sample used 

for this study consisted of 8759 women ranging in age between 

45 to 64 years. This larger sample may have resulted in the 

statistical tests detecting small effects between these two 

variables in the data, thus resulting in a statistically 



significant association. 

Contradictory to previous findings where women who 

suffer from diabetes are found to be m u c h  less likely to take 

ART (Keating et al.. 1999; SOGC, 1998). in this study. having 

diabetes w a s  found to have no significant association with 

HRT use. Furthermore. if a diabetic woman was not taking 

diabetes medication she was more likely to be taking HRT- 

This is to be expected given the fact that there is a risk of 

a possible drug interaction between HRT and diabetes 

medication. Specifically. estrogens can decrease the 

effectiveness of diabetic medications (CPS. 2001). thus 

causing diabetic women to become hesitant about taking HRT 

and risking complications. 

Mental health factors were also found to be 

significantly related to HRT use as women who were taking 

anti-depressants w e r e  found to be  more likely to be HRT 

users. Women who consulted a health professional regarding 

t h e i r  mental health were also found to be more likely to be 

taking HRT and women who scored higher on a depression scale 

were more likely to be HRT users. This was somewhat 

consistent with previous findings. Some studies have found 

t h a t  women who w e r e  undergoing treatment for depression were 

more likely to use HRT (Keating et al,. 1999). However, 

other studies have shown no statistically significant 

association between depression and HRT use (Keating et al.. 

1999; Ross et al., 1999). This difference may be due to 

different measures for depression among the different 



studies. For instance, Keating et al. (1999) measured 

depression in two ways- One way used the Composite 

International Diagnostic Interview and found no association 

between depression and HRT use. However, when depression was 

measured by self-reports of having experienced or been 

treated for anxiety or depression in the previous 12 months, 

a difference in HRT use was found (Keating et al., 1999). In 

this study, mental health and depression were measured by 

focusing on women who reported taking anti-depressants in 

the past month, whethet they consulted a health professional 

in the past 12 months regarding their mental health and 

finally, scores on a depression scale derived by Statistics 

Canada. This difference in the measurement of depression and 

in the specific question wording may be responsible for the 

inconsistency in findings. These data do not determine 

whether the depression or the HRT use came first, Therefore, 

causality cannot be determined between these two variables. 

In sum, contrary to previous research, self-rated 

health was found to be related to HRT use while diabetes was 

found to have no association to taking hormones. Number of 

chronic conditions was found to be related to HRT use and 

taking diabetes medication was fond to have no association. 

Anti-depressant use, consulting a health professional 

regarding mental health and scores on a depression scale were 

al1 found to be associated with HRT use. 

Lifestyle variables found to be significantly related 

to HRT use included physical activity, alcohol use and 



smoking status, Physical activity was found to influence HRT 

use as women who were either active or moderate in activity 

were more likely to be HRT users than those who were 

inactive. Women who were regular drinkers were found to be 

more likely to be taking HRT whereas women who had never 

smoked were the least likely to be taking HRT. These 

findings are in contrast to the literature where lifestyle 

variables such as smoking (Beaudet et al,. 1997). drinking 

(Beaudet et aL.1997). diet (Guthrie et al., 1999) and 

exercise (Beaudet et al,, 1997) have not been significantly 

associated with HRT. These differences may be due to 

methodological differences. In this study a decision was 

made to include in the multivariate analysis only those 

variables significant at the bivariate level whereas Beaudet 

et al. did not use this technique. 

In agreement with previous findings, health care 

utilization was also found to have a significant relationship 

to HRT use. Women w h o  had v i s i ted  their physician five or 

more times in the past year were the most likely to take HRT. 

Other studies have also found that women who use health 

services and who have regular physicians are more likely to 

use HRT (Beaudet et al., 1997; France et al.. 1997; Keating 

et al., 1999). These findings may be due to HRT usets being 

advised to visit their doctor more often in order to be 

monitored. These women may also be more heath conscious and 

put more effort into their health care. However, they may 

also have been convinced that they will need medication at 



this  t i m e  and have become overly dependent on medical 

interventions advocated by health professionals and, in turn, 

providing a source of profit for the medical comarunity. 

In sum, in contrast to the literature, lifestyle 

variables including physical activity, alcohol use and 

smoking status were found to be significantly related with 

HRT use, In agreement with previous literature, health cate 

utilization was also found to be associated with HRT use, 

The social class variables found to be significantly 

associated with HRT use included education, labour force 

status and income. Women with some postsecondary education, 

being unemployed and with household incomes ranging from 

$40,000 to $49,999 were the most likely to be taking HRT. A 

significant association was also found between income and 

marital status with married women and women with comcnon-law 

partners being more likely to have higher household incomes 

compared t o  single, widowed, separated or divorced women. 

These findings support what was found in the literature where 

women with higher education and income levels are more likely 

to use HRT (Crosignani, 1996; Duetz et al., 2000: Jensen and 

Hilden, 1996; Keating et al., 1999). This agreement with 

previous research may be indicative of the similarity between 

Canada and the U.S. in terms of income and educational levels 

among older women. 

In s u ,  in accordance with previous research, 

education, labour force status and education were al1 found 

to be significantly associated with HRT use. 



RESEARCH QUESTION THREE 

The third researrch question explored differences 

between those who use and do not use HRT with respect to 

education, labour force status, occupational status and 

income when controlling for sociodemographic and health 

characteristics. In multivariate analyses, income was found 

to be the most influential social class variable effecting 

HRT use. Previous findings have also found income to be a 

significant variable associated with HRT use (Appling et al.. 

2000; Langenbetg et al.. 1997). Despite differences in the 

samples used income was consistently found to be a 

significant predictor of HRT use. While this study utilized 

a sample consisting of a higher proportion of wornen being 

White (94.6%) with higher education (73.1% having high school 

or more), Appling et al. (2000) included 215 low-income utban 

perimenopausal and postmenopausal wornen and Langenberg et 

al.'s (1997) sample consisted of 1299 women - 66% White, 55% 
having high school or more. 

In these analyses, education was not a significant 

predictor of HRT use. This is in contrast to the literature 

where education has been found to be statistically 

signif icantly related to HRT use (Keating et al., 1999 ) . Et 

may be that since education was significant at the bivariate 

level, it is interacting with one of, or many of, the 

sociodemographic and/or health characteristics to produce an 

effect which disappears when controlling for the other 

variables. 



As with education, labour force status was not a 

significant predictor when controlling for the other 

sociodemographic and health characteristics. T h i s  finding is 

in contrast to what is found in the literature where women 

w h o  are HRT users are found to be more likely to be employed 

compared to non users (France et al., 1997) .  Again, since 

labour force status was found to be statistically significant 

at the bivariate level of analysis, it could be interacting 

with one or many of the sociodemographic, health or other 

social class variables which resulted in a significant 

association which disappeats when the other variables are 

held constant. This contradiction may also be explained by 

differences in the labour force status of the women used in 

the different samples. For example, this study included a 

Canadian sample whereas France et al. (1997) included an 

Australian sample. The national labour force status of women 

in these two countries (Le., rates of employment and 

unemployment) may be different, independent of HRT use, 

thereby resulting in the two samples being different in terms 

of labour force status (Le., the proportion of women 

employed and unemployed in each sample). Furthermore, a 

difference in the operationalization of labour force status 

rnay be accounting for this difference, To illustrate, this 

study derived a measure for labour force status based on a 

composite of related questions developed by, and specific to, 

Statistics Canada. 

In sum, in accordance with the litetature, income was 



found t o  be associated with HRT use, however, in contrast to 

previous research, education and labour force status w e r e  not 

found to be a significant predictor of HRT use. 

These findings can be interpreted within the context of 

the political economy of aging framework. 

POLITICAL ECONûMY OF AGING 

The political economy of aging argues that health care 

policies are characterized by class stratification and health 

resources are allocated according to people's place in 

society. Wornen's social class is seen to be related to the 

resources available to them in the later years. Wealthier 

women have access ta treatments while poor women are denied 

treatments especially in societies without universal health 

care. Furthermore, low social class may be associated with 

the experience and reporting of menopausal symptoms among 

women (Dennerstein et al., 1993; Formanek, 1990; Kaufert, 

1979). Research has shown that there are long-term effects 

of unequal access to what are deemed to be basic health needs 

(Hendricks and Leedham, 1992). Proponents of HRT promote its 

use as a beneficial treatment for menopausal symptoms and 

other age-related problems (Collins and Landgreen, 1997 ; 

Gambrell, 1992; Keating et al., 1999). 

This view contrasts with the possibility that not 

having the resources is an advantage. Those who question the 



claimed benefits of HRT view those who cannot afford HRT as 

being at an advantage in that the risks associated with HRT 

outweigh the benefits (Formanek, 1990: Friedan, 1993; Greer, 

1991; Kaufert et al., 1998; Larson et al., 1997; Love, 1997; 

NHLBI, 2000). Therefore, those who cannot afford to buy HRT 

are not threatening their health status. 

In the first scenario, the political economy of aging 

theory is supported. Given the view of HRT as a beneficial 

treatment, the results of this study in which women with 

higher incomes were more likely to be users would suggest 

that those with less access to financial resources and less 

able to afford the cost of these drugs are at a disadvantage. 

At the micro level, those who have the means benefit by being 

able to gain access to treatments believed to be helpful 

(HRT). They have access to a treatment which can be useful 

in the prevention of many menopausal symptoms and age-related 

problems such as osteoporosis - an issue associated with 
postnienopausal women. At the macro level, pharmaceutical 

companies benefit financially front women's HRT use. 

Pharmaceutical companies try to target HRT to al1 menopausal 

women, regardless of their menopausal experiences, and the 

result is their own financial profit and institutional 

growth. Medical professionals, such as physicians (who are 

motivated by research advocating HRT), by prescribing HRT, 

treat a naturally occurting stage of a woman's life as a 

disease thus further medicalizing and increasing their social 

control of women's lives (Formanek, 1990; Kaufert and Lock, 



1997; Love, 1997; Nettleton, 1995). 

In the second scenario, the political economy of aging 

theory can be questioned as to its applicability. At the 

micro level, due to the development of ageism, older women 

with higher incomes are being encouraged to fight the effects 

of aging, possibly to the detriment of their health, They 

are being led to believe that they are going to need 

medication in order to manage their menopausal symptoms and 

to prevent long-term diseases, such as osteoporosis and 

possibly heart disease, Women's issues have been greatly 

medicalized and as such, women are accustomed to takiny 

medication in order to manage practically every aspect of 

their reproductive life. Due to this, they are taking HRT to 

fight the physical effects of aging but there may be costs to 

their health which are associated with HRT use. In this 

situation, the poor may be at an advantage in that they do 

not have access to this treatment and, therefote, are not 

jeopardizing their health with the many associated risks. 

In s u ,  the political economy of aging framework can be 

interpteted in one of t w o  ways, depending on one's point of 

view. For advocates of HRT use this framework is supported; 

the benefits outweigh the risks and, therefore, those who can 

afford the treatment benefit while those who cannot are at a 

disadvantage by being denied a helpful treatment. For 

challengers of HRT use the political economy of aging 

framework is questioned; the costs outweigh the risks, 

therefore, those who cannot afford the treatment are at an 
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advantage in that they are not exposed to the health risks 

while those who can afford it have been led to believe that 

they will need medication during this time of life and they 

may be simultaneously compromising their health with the 

associated risks and side-effects. 

LIMITATIONS OF THE STUDY 

There were various problems with the data which were 

outlined in chapter two. These include problems with the 

specific question asked regarding hormone use, Le., it did 

not specify whether the women took hormones for menopause 

symptoms or age-related symptoms. There was also no 

information collected on length of hormone use, the dose, the 

type of hormone, menopausal status and surgical menopause 

(Beaudet et al., 1997). Without these additional measures, 

researchers are limited in their ability to conduct an in- 

depth examination of HRT use. 

The NPHS consists of self-reported data, therefore, it 

is also not possible to determine the niiniher of women who 

chose n;t to disclose information on their hormone use 

(Beaudet et al., 1997). 

Self-reported data also can result in the introduction 

of bias through reporting error, misinterpretation of 

questions and responding in a socially desirable way. The 

sample may also be biased in that women who participated in 



the survey may be different from nonrespondents in some way 

(Gentleman and tee, 1997; Johansen et al,, 1998). Without 

data on nonrespondents it is not possible to determine how 

they may differ from those who did respond and whether or not 

these differences, if any, influenced the results- 

There is also no information available on individual 

income, only to ta l  household income. This is a disadvantage 

because marital status was found to be significantly 

associated with income in these data. H a d  a measure of 

individual income been included, one would have been able to 

obtain information on women's income alone without the 

influence of other salaries in the household. Furthermore, 

there i s  no information available on coverage through health 

insurance plans - a factor which may effect fIRT use* There 

was also a large nirniher of missing cases with respect to the 

income variable which may have biased the results (Denton and 

Walters, 1999). 

There were also problems with some of the other 

variables used in this study. For marital status, there was 

no information available on the length of time a respondent 

had been widowed, sepatated or divorced (Beaudet, 1999). A 

woman who has been recently married. divorced or widowed may 

be different in terms of HRT use compared to a woman who has 

been of this status over a longer period of time. A woman 

who has been recently divorced or widowed m a y  still be taking 

HRT due to married women being more likely to use the 

therapy. This is in contrast to women who have been divorced 



or widowed over a longer period of time and, therefore, more 

likely to have stopped the therapy (Keating et al,, OTA, 

1992). In addition, the depression scale focused only on 

general depressive symptoms without differentiating between 

depression related to specific events os situations,  such as 

physical illnesses, drugs or alcohol, or depression which is  

not pathological but rather expected, such as the depression 

experienced during mourning (Patten, 1997). There is also a 

problem with the physician visits variable and consulting a 

health professional regarding mental health as there may be 

overlap between these two which c a ~ o t  be determined. It 

cannot be found out whether any, or how many, of the 

physician visits reported by the women w e r e  for their mental 

health and how many were for other reasons, therefore, 

possibly biasing the results (Pérez and Beaudet, 1999). 

There were also limitations w i t h  some of the health 

variables used in this study, Specifically, the question 

regarding chronic conditions in this survey relied on self- 

responses, therefore, there was no other verification that 

the women suffered from these problems or the severity of 

these problems (Johansen et al., 1998; Wilkins and Beaudet, 

1998).  

Another limitation of t h i s  study concerns the use of 

secondary data. As such, there were problems with the 

indicators in the data set because they were not specifically 

designed for this study, Furthermore, causal relationships 

camot be determined due to the cross-sectional nature of the 
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survey (Chen et al,, 1999: Millar and Hill, 1998; Patten and 

Charney, 1998; Wilkins and Park, 1997; Wilkins and Beaudet, 

1998). Finally, using public use tapes in this study led to 

some problems with the data as these tapes included variables 

which were collapsed. 

Despite these limitations with this data set, these 

data have provided a valuable opportunity to examine HRT use 

on a national level using a large Canadian data set. 

Problems are to be expected when working with any large data 

set, however, Statistics Canada has realized some of these 

problems with the NPHS and has taken steps toward bettering 

the quality of these data. 

This study was able to identify which groups are more 

likely to use HRT in terms of social class- Thete is little 

known and these findings are limited, therefore, more 

attention to this issue is required. Following from this, 

more research is still needed in order to determine whether 

the economic cost of HRT eliminates certain groups from using 

hormone therapy, when desired, and the positive and negative 

effects of exclusion. Positive in that there are many 

associated risks and side-effects with HRT which these groups 

are not exposed to, such as breast cancer and toxic 

reactions. Negative in that HRT has many benefits as a 

helpful treatment for menopausal and age-related symptoms, 

such as osteoporosis and possibly cardiovascular disease, 

which these groups are denied. It remains to be seen whether 

it would be beneficial to educate women to ask for HRT or 



whether the poor who are not as likely to be exposed to it 

are at an advantage. These findings could also sensitize 

physicians to talk about HRT with al1 menopausal women 

regardless of their social class- 

FUTURE RESEARCH 

There are many unanswered questions regarding 

menopause, women's experiences of menopause and HRT. Much of 

the limited research that has been conducted thus far has 

resulted in inconclusive and inconsistent findings. There 

are many possibilities with regard to future research in this 

area. Specifically, more accurate data are needed examining 

women's actual experiences during menopause and their 

experiences with hormone therapy. New and more complete 

information is needed which considers the biological, 

psychological and environmental factors while also including 

women's lived experiences, as opposed to examining only the 

public's biased views and representations of menopausal 

women, In addition, more research needs to be done on 

healthy menopausal women - those whose rnenopausal symptoms 
are minimal and not in need of medical attention, as opposed 

to women seeking medical help for menopausal symptoms, Also, 

more research is needed examining the experience of those who 

would like to take HRT but are unable due to lack of funds or 

health considerations, such as a family history of breast 



cancer. Additionally, further investigation is needed to 

determine which women, in terms of social class, ask for HRT 

and whether they have asked for it but not been able to 

afford it. Furthermore, more research is needed to determine 

if a health professional's stereotypes and blases effect his 

or her delivery of case to menopausal women. More research 

is also needed which examines cultural influences. There is 

the question of whether cultural differences in symptom 

reporting and in HRT use reflect cultural, psychological or 

physiological differences or a combination of al1 three (Avis 

et al,, 1993). 

Research is needed to determine the complerities 

involved in a woman's decision to take, not to take or 

discontinue use of HRT (Kaufert, 1994) -  Additional research 

is also needed to determine the long-term cumulative effects 

of HRT, especially in relation to heart disease. One way 

this may be achieved is by comparing women using HRT to 

menopausal women who are not over time and also including 

more randomized conttolled clinical trials to provide more 

reliable results (Newman and Peden, 1993). Also, instead of 

assuming that al1 women could benefit from HRT, studies 

should focus on defining which women are actually most likely 

to benefit so that therapy could be targeted more towards 

them instead of al1 middle-aged women (Keating, et al., 

1999). Furthermore, future research should also focus more 

on understanding sociodemographic variations in HRT use. 

Research examining the economics surrounding HRT is 



also needed. Specifically, in addition to the long-term 

effects to the individual woman, the long-term effects on the 

health care system and society would be beneficial. A 

balancing of health and financial costs versus benefits of 

HRT use is needed. For example, the cost of women on HRT 

versus savings on treatment for heart disease (Kaufert, 

1994). A collaboration of different disciplines' knowledge 

and methodologies in studying menopause is wanted in order to 

better our understanding of this topic and the surrounding 

issues (Kaufert, 1990). 

SUMMARY AND CONCLUSION 

This study found the following general conclusions: 

- Approximately one quarter of women aged 45 to 64 years 

were HRT users. 

- Age, marital status and race were found to effect HRT 

use. 

- The health characteristics of women which were found to 

effect HRT use included number of chronic health 

conditions, self-rated health, taking medication for 

diabetes, anti-depressant use, consulting a health 

professfonal regarding mental health, depression 

scores, physical activity, alcohol use, smoking status 

and health care utilization. 

- The social class variables found to influence HRT use 



included education, labour force status and income. 

Income was found to be the most statistically 

significant social class variable found effecting HRT 

use among women 45 to 64 years of age when controlling 

for other sociodemographic and health characteristics. 

T h e s e  finding serve to show that there are some 

sociodemographic and health characteristics specific to nRT 

users. Furthermore, some aspects of social class are found 

to be associated with HRT use. Following from this, it 

remains for further research t o  determine whether the women 

who are more likely to be HRT users are at an advantage or 

disadvantage and the related implications for those women who 

are less likely to be HRT users. 

In sumniary, with the aging Canadian population, and 

with the majosity being female, women's health has become an 

important issue. This study has opened up an interesting and 

worthy area of study in determining which women are more 

likely to use HRT in terms of social class. It has provided 

scientifically valid findings due to the the random sampling 

procedures used in selecting the participants of the NPHS. 

This is an important contribution to the existing literature 

in this area as it has allowed insight into which women are 

using this treatment and which characteristics, 

sociodemographic and health related, are influential in this 

relationship. It has opened the door for future research to 

determine the reasons behind this choice and whether or not 

it is a benefit or detriment to specific groups of women. ft 



has also furthered the question of whethes there is different 

treatment for different groups of women in terms of health 

care, bealth services and treatments available. 

The issue examined here associated with menopause and 

HRT use is only one of many topics of study related to this  

growing area. This subject and the associated issues are far 

f r o m  being fully understood and only thtough further research 

can the complexities of this topic be completely grasped. 
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Measurement of Variables 

Question Name tevel of 
Concept (Variable Naine) Measurement 

Dependent Variable 

HRT use 

Independent Variables 

Social  C l a s s  

Educat ion 

DRG-QlA - Q1T (DGC6-1T): Nominal 

In the past month, that 

is, from %lMOAGO% to 

yesterday, did %you/FNAME% 

take any of the following 

medications: hormones for 

menopause or aging symptoms? 

EDUC-97 (EDC6G7): 

What is the highest 

level of education that 

%you/he/she%%have/has% 

attained? 

Nominal 



Question Name Level of 
Concept (Variable Name) Measurement 

Labour Force LFS-Q2 (LFCDCWS) Nominal 

Status (Derived) + : 

%Have/Has%%you/he/she% 

worked for pay or profit 

at any time in the past 

12 months? Please include 

part-time jobs, seasonal 

work, contract work, self- 

employment, baby sitting 

and any other paid work. 

Occupational 

Status ** 

LFS-913 (LFC6-13C): Nominal 

Thinking about this job, 

what kind of business, 

service or industry is 

this? (For example, wheat 

farm, road maintenance, 

retail shoe store, secondary 

school, trapping.) 

* Indexes were derived by Statistics Canada based on a composite of 
related questions. 
** Statistics Canada developed an occupational status variable, using 
the Pineo-Porter-HcRoberts occupational classification scheme, based on 
these questions regarding occupational status.  



Question Name Level of 
Concept (Variable Name) Measurement 

LFS-914 (LFC6-14C): Nominal 

Again, thinking about this 

job, what kind of work 

%was /were% %you/FNAME% 

doing? (For example, medical 

lab technician, accounting 

clerk, secondary school 

teacher, supervisor of data 

entry unit, food processing 

labourer. ) 

LFS-QI5 (LFC6-15C) : Nominal 

In this work, what were 

%your/his/her% niost 

important duties or 

activities? (For example, 

analysis of blood samples, 

verifying invoices, teaching 

mathematics, organizing 

work schedules, cleaning 

vegetables.) 



Concept 
Question Name Level of 
(Variable Name) Measurement 

LFS-Q16 (LFC6-16): Nominal 

Did %you/he/she% work 

mainly for others for 

wages, salary or commission, 

or in %your/his/her% own 

business, farm or 

professional practice? 

Ratio INCOM-Q3 (INC6DHH): 

What is your best 

estimate of the total 

income, before taxes 

and deductions, of al1 

household members f rom al1 

sources in the past 12 

months? Was the total 

household income.. . 



Question Name Level of 
Concept (Variable Name) Measurement 

Contzol Variables 

A g e  

Marital Status 

R a c e  

Place of 

B i r t h  

DHC6-AGE (DHC6GAGE): Ratio 

Age (Age is calculated 

and confirmed with 

respondent ) . 

DHC6-MAR ( D H C 6 W )  : 

MarLtal Status 

SOCIO-Q7 (SDC6RAC): 

How would you best 

describe %your/FNAME;s% 

race or colout? 

Nominal 

Nominal 

socIo-Ql (SDC6GCB): Nominal 

In what country %were/ 

was%%you/FNAME% born? 



Question Name Level of 
Concept (Variable Name) Measurement 

Health Status 

Physical CHR-Ql (Derived): Nominal 

%Do/Does %%you/FNAME% 

have ( f i l 1  category) : 

Any other l o n g - t e r m  

condition that has been 

diagnosed by a health 

professional? (SPECIN) 

GH-Q1 : 

1'11 start w i t h  a few 

questions concerning 

%yout/FNAMEfs% health 

in  general. In general, 

would you Say %yout/ 

FNAME1s% health is: 

(READ LIST.- ONE ONLY) 

Nominal 

CHR-Q1 - (CCC6-1J): N o m i n a l  

%Do/Does%%you/FNAME%have 

Diabetes? 



Question Name Level of 
Concept (Variable Name) Measurement 

DRG-QIA - 910 (DGC6-IO): Nominal 

In the past month, that 

is, from %lMOAGO% to 

yesterday , did %you/FNAME% 

take any of the following 

medications : pills to 

control diabetes? 

Mental DRG-Q1A - 010 (DGC6-ID): Nominal 

In the past month, 

that is, from %lMOAGO% to 

yesterday, did %you/FNAMË% 

take any of the following 

medications: 

anti-depressants? 

MH-QIK (MHC6-1K): 

In the past 12 months, 

that is, from %12MOSAGO% 

to yesterday, have you 

seen or talked cm the 

telephone to a health 

professional about your 

emotional or mental 

health? 

Nominal 



Question Name L e v e l  of 
Concept (Varfable Name) Measurement 

Derived Depression Scale: 

MK-Q2 : 

Ducing the past 12 months, 

w a s  there ever a t i m e  when 

you felt sad, blue or 

depressed for 2 weeks or 

more in a row? 

Nomf na1 

MH-016 : 

During the past 12 months, 

w a s  there ever a time 

last ing 2 weeks or more 

when you lost  interest 

in  most things like hobbies, 

work, or act iv i t ies  that 

usually give you pleasure? 

Nominal 



Question Name Level of 
Concept (Variable Name) Measusement 

For questions MH-92 and MH-916: 

MH-Q3 and MH-Ql7: Nominal 

For the next few questions, 

please think of the 2-week 

period during the past 12 

months when these feelings 

were the worst. During that 

time, how long did these 

feelings usually last? 

MH-Q4 and MH-Q18: Nominal 

How often did you feel 

this way during those 

2 weeks? 

m-Q5 : 

During those t w o  weeks 

did you lose interest in 

most things? 

MH-Q6 and MH-919: 

Did you feel tired out 

or low on energy al1 of 

the time? 

Nominal 

Nominal 



Question Name Level of 
Concept (Variable Name) Measurement 

MH-Q7 and MH-020: Nominal 

Did you gain weight, 

lose weight or stay about 

the same? 

MH-Q8 and M)i-921: 

About how much did you 

%gain/lose%? 

Ratio 

MH-Q9 and MK-022 : Nominal 

Did you have more trouble 

falling asleep than you 

usually do? 

MH-QI0 and MH-923: Nominal 

How often did that  happen? 

MH-911 and MH-924: Nominal 

D i d  you have a l o t  more 

trouble concentrating than 

usual? 



Q u e s t i o n  Name Level of 
Concept (Variable Name) Measutement 

MH-912 and MH-925: Nominal 

At these times, people 

sometimes feel down on 

themselves, no good or 

worthless, Did you feel 

this way? 

MH-013 and MH-926 : Nominal 

Did you think a lot about 

death - either you own, 

someone else's or death 

in general? 

MH-QI4 and MH-027: Ordinal 

About how many weeks  

altogether did you feel 
-- 

this  way in t h e  past 12 

months? 

MH-015 and MH-Q28 : Nominal 

Think about the last time 

you felt this way for 2 

weeks or m o r e  i n  a row. 

In w h a t  month was that? 



Question Name Level of 
Concept (Variable Name) Measurement 

Lifestyle PA-Q6 (Derived) : Nominal 

Thinking back over the 

3 months, which of the 

following best describes 

your usual daily 

activities or work habits? 

ALC-Q2 (Derived): Nominal 

During the past 12 months, 

how often did %you/he/she% 

drink alcoholic beverages? 

SMK-Q2 (Derived): Nominal 

At the present time 

%do/does%%you/FNAME% 

smoke cigarettes daily, 

occasionally or not a t  

all? 



Question Name Level of 
Concept (Variable Name)  Measurement 

Health C a r e  

Utilization 

UTIL-02 (VISITS 2): Ratio 

(Not counting when %you/ 

FNAME%%were/was% an 

overnight patient) In the 

past 12 months, how many 

times %have/has%%you/FNAME% 

seen or talked on the 

telephone with (a/an/any) 

( f i l 1  category) about %your/ 

his/her% physical, emotional 

or mental health: Family 

doctor or general 

practitioner? 




