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Executive Summary

Jamaica Health and Lifestyle Survey I

Rainford Wilks, Novie Younger, Marshall Tulloch-tReshelly McFarlane, Damian Francis

During the last fifty years the major cause of Hemtd disability in Jamaica has changed from conicable
and infectious diseases to chronic hon-communicdiskase conditions. The major health challengatswk
face in Jamaica today based on the changing epudmggal profile are largely rooted in our lifestyind show
a dominance of the three priority health areas,etgnshronic disease, sexually related conditioduiding
HIV/AIDS and violence related injuries and deaths

There is mounting evidence that behavioural prastay a major role in the aetiology, managemedt a
prognosis of these conditions. This study provisonally representative estimates of the burdehteends
in these diseases and their association with yile§tractices. The data will provide information secular
trends in CNCDs in the Jamaican society and tiekrfactors; estimates of the levels of awarergesatment
and control among persons with CNCDs have also baalyzed. This information will support the
development of programs to encourage persons &geng healthy lifestyles and should inform healtlkc

institutions on policy.
Specific Objectives

1) Estimate trends in the prevalence of hypertensl@hetes, obesity and depressive symptoms in the
Jamaican population and compare these estimate@@0-01.

2) Estimate trends in the awareness, treatment amdotdevels for the chronic diseases among the
population and evaluate the changes in these dsSmaer the last seven years.

3) Estimate trends in lifestyle and behaviour pat€physical activity, cigarette smoking, and digtar
patterns).

4) Estimate the trends in risk behaviour as it rel&desolence, trauma and reproductive health.
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Methodology and Data Quality

The study is a cross-sectional, interviewer-adrtened survey. Two thousand eight hundred and #eidix
(2848) individuals’ ages 15-74 years were recruitettheir homes over a four month period. The/eyr
included completion of a questionnaire, collectidmnthropometric measurements and testing ofnig$tiood
glucose, cholesterol and (HbAlc levels on the dialp®pulation) by finger-prick blood sampling. &adition
to training and certification of interviewers priar field work, instrument calibration and duplieaheasures
were done by supervisors to ensure data qualityldaee of good data quality measures included,nom

response rate (1.7%) and the maintenance of géedand intra observer reliabilities throughout shevey.

Socio-demographic Status

The Jamaican population is predominantly black @3.the majority of persons report being single 3}

with 38% reporting being in a union whether comntew-or marriage. Fifty percent of the populati@vé
attained at least a secondary school educationpiidportion of Jamaicans with a tertiary level eation has
increased since 2000 from 8% to 11.3%. Almost 60%amaicans 15-74 years are employed with 45%liin fu
time paid employment. More than half of the popalahave access to the basic amenities of pipedn{a6%)
and an unshared water closet (63%) and live irséloalds with more than one person per habitable
room.(50.4%); Crowding Index (1.4, ClI 1.37-1.49).

Lifestyle

Jamaicans spend on average 9-10 hours away frora Baah day and commute approximately one hour each
way from work. The most frequent mode of transpgantais the public passenger vehicle (51%) folloviagch
private car (25%). The majority of Jamaicans (93éf)prt having easy access to public transport lagck t

were no urban: rural differences.

Violence and Injuries

Twelve percent of Jamaicans sustained seriousyimjuhe past five years, 6% of which were motadniek
accidents. Almost half of Jamaican drivers habiyuade a seat belt, whilst 40% of front seat pagsenand
only 4% of backseat passengers reported alwayg asseat-belt. Eighty-six percent of Jamaican sicgever
use a helmet. A very low proportion of Jamaicans)(Beport participating in violence with the

majority( >70% ) being involved in a fight; but%0have witnessed a violent act in the last month %6 of
the population say they carry a protective devimerhost popular implement being a sharp object asch
knife. (8%) Almost 70% of Jamaicans state their cnmities are safe/very safe.
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Alcohol, Tobacco and Drug Use

Sixty-five percent of the population 15-74 yearsrently use alcohol, 14.5% cigarettes, 13.5% manigiand
less than 1% hard drugs; the male prevalence n&fis@ntly higher among females. By the age of &érg,
nineteen percent of smokers had initiated smokKihgre is a decline in the prevalence of currentkarmas
educational and socioeconomic levels increase. [@8820% vs. 6.0% and 10.0% respectively) Current
alcohol use is however associated with higher dtued and socioeconomic levels. (74% and 71% 9%0 5

respectively) Smoking of marijuana is more prentilla persons with a lower level of education. (128010%)

Medical History and Health Seeking Behaviour

There is a high frequency of familial history ofchic diseases in Jamaica. Fifty percent of Jamaitave a
parent or grandparent with hypertension, one thintls diabetes and a little less than one fifthare@ family
history of stroke or cancer.

More than half of Jamaicans with a reported histdrghronic disease have adopted lifestyle chaimges
response to their condition with more males repgrsuch changes for any given condition than fesndlae
majority of Jamaicans report they usually takertheadication for chronic disease, in instancesadfiffe to do
so the most frequently reported cause were “feddgtter” and” not being able to afford medication”,
Almost one third of Jamaicans report being sicthm past year and 40% of those report self medical
small proportion of Jamaicans (9%) have never haal blood pressure measured; whilst almost halbme
having done a blood pressure check in the pashgiths. Persons with health insurance were moeéylilo
have had a blood pressure measure in the pastosithel (59% vs. 44%) Nineteen percent of Jamaibans
private health insurance and men were more likelyave the benefit than women (M 22.4%, F 15.8%, (@Y.
The highest frequency of health insurance as afib@oeurs in young adults and middle aged persons.
Seventy-seven percent of Jamaicans 15-74 yearshieavd of the National Health Fund (NHF) and 36%eha
heard of the Jamaica Drugs for the Elderly (JADRf®grammes, the most reported source of this irdbion
being via the media. A total of 9.5% of Jamaicahs/4 years are enrolled in the NHF and 2.5% ofqes's
over sixty years are enrolled in JADEP. There wergeographical differences in enrolment.

Sources of Information on Health

Television was the most frequently reported soofaaformation on health related issues (58%) fakal by
the radio (44%) and the health worker (38%). Theicghof radio was reported in similar proportiorsoss all
age groups. The majority of the younger populatidi44 yrs) reported television as their mediurslodice
whilst the older population (45-74 years) citedealth care worker. Television was also reportedemor
frequently by persons at the secondary and teréidugation level and those of higher SES whilstrdaio was

more frequently cited by persons with a primaryoover educational background and lower SES.
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Reproductive Health

The family planning method of choice for Jamaicsrs condom with more males reporting than fem@ies
63%, F41%, T 53%). A quarter of the population 74 year olds used no form of family planningast Isex.
One third of women have had 1-2 pregnancies andfoxty percent 1-2 live births. The average penédd
lactation is twelve months. One in twenty womerorégd having hypertension during pregnancy, arsltlesn
3% a history of diabetes. One third of Jamaican emimve never had a Pap smear done and more tean th

quarters of Jamaican men have never done a Diggtetial Examination (DRE).

Emotions and Mental Health

More than half of Jamaicans (57.2%) say they atisfeal or very satisfied with their life and arefair-good
health (60.8%). The majority have done some forraabilvity for relaxation in the week prior to thaergey.
One in five Jamaicans are depressed; the prevatdrispression varies with socioeconomic backgrouitial
persons of lower educational and socioeconomicdracinds being more depressed. There were no diffese
in the prevalence of depression by geographicéiilblision; however more persons who are underweagiat
have a co-morbid chronic disease were classifietbpsessed. The majority of Jamaicans regardless of
background perceive themselves to be at their coweight. Changes in perception occur in the presef a
chronic disease, where significantly more persoitis any given condition think themselves a littleeoneight

or overweight. (p<0.05)

Physical Activity and Dietary Practices

Physical activity among Jamaicans was examineddpeact of both occupational and recreational iremlent
and in transportation to and from place of worklmost a half (46%)of the adult population werasdified as
having low physical activity or being inactive wiithe highest proportion of men (48%) and women
(43%)were classified as engaging in high physicti/gdy and being inactive respectively. In exce$$0% of
individuals with a chronic disease (excepting hygpmsion) were categorized as having a low physicavity
level or inactive and conversely more than 50%earEpns with hypertension were moderate to highly
physically active.

The majority of Jamaicans were not on any speaél dBeing on a special diet was reported by noentban
2% of the population. A preponderance (> 90%)ayEpns who were diagnosed as being obese, hawigi a
blood pressure and having high cholesterol werenat disease specific diet for their respectiveddmn. The
majority of the Jamaican population (74%) repotted vegetable oil was used for cooking, and abhayuarter
of persons did not use any fat on bread; howevés 6Dpersons used soft margarine on bread. A tfird

individuals reported that frying was the preferneethod of preparing their main protein. The vasjomity
XVi



(99 %) of Jamaicans currently consume below thly datommended portions of fruits and vegetabldh wo
apparent gender dimorphism.

Chronic Non-Communicable Diseases

Jamaicans 15-74 years reported a 0.5% prevalerzamoér and a combination of self-report and exatian
confirmed the prevalence of obesity, hypertensiabhetes mellitus and high cholesterol to be 258%0,28%
and 12% respectively. Approximately 150,000 Janresda this age band have diabetes mellitus and one
quarter have high blood pressure. While males andhles have similar prevalence of hypertension and
diabetes females demonstrate significantly highevadence of obesity and high cholesterol (38%1286 and
16% vs. 8% respectively). One in five persons a@essed with marked sexual dimorphism in the peeca
estimates where twice as many women are depressedra (M 14.6; F 25.6; T 20.3 p<0.001). For every
10000 persons, four have sickle cell disease andutiof every one hundred Jamaicans have theesiel
trait whether AS or AC. . Half of the persons whtypertension are aware of their condition whetbese
guarters of the persons with diabetes were aw@rdy 14% of the persons with high cholesterol avara of
their condition. For persons with the stated caralscular diseases i.e. diabetes, hypertension ysigidaemia
71.5%; 40%; and 11.2% respectively are on treatni@inthose on medication 43.9%; 41.4% and 76.3%
respectively are controlled. Obesity and increasgslare significantly associated with increasedgtesace of
hypertension, diabetes mellitus and high choletterooth males and females. The prevalence afrab
diseases varied with socioeconomic status with mersons at the lower levels suffering from diabete
hypertension and depression.

Private insurance coverage remains low and thekapifbenefits provided under the National Healtindr
(NHF) programme remains low. The main reasonsapioebe ignorance and apathy and these will haze t
tackled by increased visibility in the electronieda which remains the major source for healthrimftion
and greater involvement of medical doctors who reraamajor source of health advice.

Over the last eight years the prevalence of obesitiyhypertension have increased significantihhétamaican
population while there was a insignificant increasdiabetes mellitus and a similar decrease ih hig
cholesterol. There were slight increases in avesgand control rates for hypertension and dialmeédigus

but treatment rates were approximately the same.

Conclusions and Recommendations

These data show that the burden of chronic non-aamuable diseases remains very high in the Jamaican
population and may be increasing. More Jamaicemseporting low levels of physical activity compdrto 8
years ago and this is accompanied by a significexnéase in overweight and obesity which is strgngl

associated with hypertension, diabetes mellitushagid cholesterol. Violence and non-intentionglires
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continue to contribute to mortality and morbiditydeare aggravated by low levels of adherence &tysaf
procedures including the wearing of seat beltssafety helmets. Condom use has increased andrtizsrée
a small decrease in the prevalence of sexuallginited infections but multiple sex partners camtino be a
feature among males.

A substantial proportion of Jamaica’s disease hurdéates to correctible lifestyle habits and bedans.
Experience from other countries have shown thaetloan be changed but it will require a combinadibn
policy and environmental changes along with edocadind assumption of individual and community
responsibility if we are to significantly changetturrent situation. The input of many other sescédong with
those responsible for health will be required teate the environment that will allow individualsdoange.
This must include safer environments, increase dppiies for physical activity at stages in the kkycle, the
availability of healthy food choices and an incexhawareness of the risk posed by unhealthy belnaaiwd
obesity. A national commission including all sth&telers is required to begin the process of aaimthe

evidence provided by this survey.
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PART ONE-INTRODUCTION

CHAPTER 1

Background

Preface

The leading causes of ill-health and death in Jeanaiie: (i) Violence and Injuries (ii) Sexual aegnoductive
disorders including HIV/AIDS and (iif) Chronic na@emmunicable diseases. This has dictated thatidai®a
health policy pay particular attention to theseaan@ order to obtain valid estimates of the buraled identify
risk factors and opportunities for interventionsiettwill ameliorate the impact on the society. Otree last
decade, collaboration between the University ofrest Indies and the Ministry of Health has atedct
support from national, regional and internatiorggracies which has allowed for the investigatiothete
issues in order to improve our understanding andegoolicy development.

The epidemiologic transition affecting the regi@ashesulted in chronic non-communicable diseasHE@S)
becoming the leading cause of illness and deatleweloping countries including the Caribbean redicg),
and this has been reinforced by the recent Caaib@®mmission on Health and Development (CCHD) whic
has confirmed the position of CNCDs as the leadsgse of ill-health in the region (7). The Caribbe
Community (CARICOM) and several Caribbean islanaigehsought to respond to this silent epidemic by
convening consultations (Jamaica Healthy L-style42Barbados Consultation 2005, Trinidad Consuwltati
2006, National Policy on CNCD, Jamaica 2008) atcWwlavidence was presented and responses formulated.
Jamaica has instituted a National Strategic Plathf® Promotion of Healthy Lifestyles (2004-08) drad also
instituted the National Health Fund which, amonigeothings, provides assistance to patients saffdrom

the leading CNCDs.

In the Caribbean, CNCDs account for 60% of deatheng adults and in Barbados, the prevalence bétha
was estimated to be 10.1% in men and 15.2% in wq@&#D Report). Hypertension was more frequently
reported with 17.3% in men and 28.8% in women, avbbbesity prevalence estimate are 50% in men a¥d 54
in women (8). In Jamaica, the 2000-1 Health aréstyle Survey among persons 15-74 year old, ddbe
prevalence of overweight/obesity, hypertension dintietes to be 46%, 20% and 7% respectively and th
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burden was disproportionately borne by femalesH§pertension, diabetes, hypercholesterolemia dedity
are strongly associated with cardiovascular sequslach accounts for 30 — 40% of deaths in Jam@jca(
These health conditions are associated with aduginomic cost. According to the epidemiologicalfiieaf
selected health conditions and services in Janta2@0-2002 report) the leading contributors todbst of care
at government Hospitals: 1996, 1999 and 2002 wetisgases of the circulatory system which c8492M

in 1996 and J$597 M in 2002 and (ii) diabetes J§LRV1996 and J$222M in 2002(10). The leading cafse
death in Jamaica in 2004 was also diseases ofrthdatory system (11).

In 1993 Figueroa and his colleagues (12) showegparted prevalence of hypertension among womenrand
as 18% and 8% respectively. Diabetes prevalencehés for men and 3.3% for women. More recently
Jamaican Healthy Lifestyle Survey 2000-2001 shotliatiamong persons 15-74 years old, the overall
prevalence estimate of hypertension was found @0@%, diabetes mellitus 7.2% and obesity 19.7%esy
(13)was more prevalent in females compared to nf8@% compared to 10%) (8). Hypertension and dexbet
were at similar prevalence between men and womgre(tension — 19.9% and 21.7% and diabetes — 6i8P6 a
8.2% respectively). Awareness of the illness in gogoulation with hypertension and diabetes statas 55.3%
and 76.3% respectively and among those aware ofdbedition, the proportions being treated forsihe
conditions were; - hypertension 42% and diabetdbtuse67.7% while the proportions under controlrevd7.7

and 39.8% respectively. There was a strong assmtizetween obesity and diabetes and hypertension.

Lack of physical activity, another risk factor 16WD(14-16), was also estimated in 2000-01 and sklowe
significant sexual dimorphism, 21% of men beingsified as low activity or inactive compared to 4a%6o
females. In addition to the impact that low phgs@&ctivity has on physical health it also affettis social
environment (civic participation, community capg@nd investment) and will therefore play an impattrole
in overall health and quality of life(17). Physieattivity is influenced by the built environmentiading
residential space, recreational areas, work spad@spects of their daily commute(18). In additlzere may
also be important interactions between socioeconstatus and age with the built environment in that
economically disadvantaged and elderly may be reeverely affected by their immediate surroundinggs
limited mobility (17;19).

Mental health is an important aspect of overalltheand well being. There is evidence that sutgimt
depressive disorders frequently accompany othematymedical illnesses. The 2000 Lifestyle Sunaynid
approximately 25 % depressive symptoms in the geépepulation. The burden of healthcare associaidd
depression has increased significantly and thig mcludes those cases which are diagnosed. Ldvestedem
and self-worth often leads to suicidal ideationd Hns prevalence is higher in the 10- 19 age gf@0p. The )



guality of life assessment will serve as a guidpdlicy makers in determining the extent to whibbde disease
conditions, risk behaviours and the environmenpaat on the persons day to day activities and atity the

workforce.

Sickle cell disease is the most common geneticdesan Jamaica and if not properly treated caalt@s high
rates of premature morbidity and mortality. In 3aca it is estimated that one in every three huhgersons
have the sickle cell disease (SS) and one in duxeryhundred sickle cell C- disease, (SC) ; 13{&&cent are
carriers of the sickle cell trait, whether AS or ®C). While these are estimates of the prevalehcksease at
birth, there have been no estimates of the pregalehsickle cell disease or the trait in the adalhaican

population.

Sexual and reproductive health is also critical sr@mong the nation’s health priorities. Betw&683 and
2000 the data shows a modest reduction in personsdghmultiple sexual partners, (7% and 1% reduciio
males and females respectively) an increase inaonge, a decrease in the use of crack/cocainarand
increase in marijuana use (22). The prevalentkesk risks remains higher than desired and etiorsduce

these levels continue and their results must lwenméd by up to date research information.

Injuries remain a major cause of morbidity and malist and place a tremendous strain on the resewtthe
health care services. Injuries represent the lafgesentable cause of the use of health servicgsesults in
disability and death in the population (10). Viode and related injuries are now the third majoarsezof death
following infectious and chronic non-communicabisedse; accounting for ten percent (10%) of maytali
worldwide (23). Locally, injuries from violence sthools and communities are increasing(24). Owepériod
1999-2000, 12,179 injury cases were identified wgiothe Jamaica Injury Surveillance System (JIS8)hich
52% were violence related injuries and 15% wereomeghicle injuries. Unintentional injuries were
significantly more among males (65%) than femaB¥84). As with every other injury type, persons agbet4
years were most likely to be involved in a motohnigée incident, accounting for two fifths of all oy vehicle
incidents (25).

Periodic surveys provide evidence on prevalencesandlar trends and this has proved very useftlian
United States of America where the NHANES monihartrends in both diagnosed and non-diagnosed
chronic non-communicable diseases and other condifrom nationally representative samples. These
surveys are useful in providing information on peilblealth policy. Policy makers must includei@aént
systems to estimate disease burden and seculdsirestimation of risk factors for the diseasenidieation of
the determinants of health behaviours; developradmalth policy to address population based apprtwac



diseases and making efficient the treatment appsesato those already afflicted (26). The scop&e@f2007
healthy lifestyle survey in conjunction with preug®and subsequent surveys will provide the datainesd)to
assist the country to respond to the health burde@NCDs, sexual and reproductive health cond#jon
injuries and sickle cell disease and will provigeeagportunity to assess quality of life. Theseadaill provide
opportunities to test the association between petaisk factors and important health outcomes.

Purpose and Rationale

Lifestyle habits are recognized as having an ingrdrinfluence on health. High risk lifestyle anchaeiours
have been reported in the Jamaican society witthalcconsumption, unsafe sexual practices, indgtivi
tobacco and marijuana smoking, and poor diet bpiagalent even in adolescence(27;28). These Hadits
been associated with adverse outcomes includiegtioinal and non-intentional injuries, aggresssaxually
transmitted infections, obesity and other chrogedses. These and other lifestyle issues havebagun to
have a significant impact on the country’s healtbfife resulting in an increased burden on thethe&sources.
For example, injuries now represent a leading cafibespital emergency room visits (10) and thsre i
increasing concern about sexually transmitted tidadncluding HIV/AIDS, early and unplanned prego&s
and increasing obesity and sedentary lifestyle whi@ harbingers of chronic non-communicable degas

Research Objectives
The primary objective of the community-based sungetp determine health status and health seeking
behaviour, nutritional status, burden of risk fast@nd lifestyle behaviours of a nationally repreative
sample in Jamaica and relate these to relevant glamloic, environmental and socio-economic factors.
Specific Objectives
o Describe health, lifestyle and behaviour pattephggical activity, cigarette smoking, alcohol
consumption, sexual activity and exposure to viodeand non-intentional injuries ) by demographid an
socio-economic characteristics
o Estimate markers of chronic non-communicable des&NCDs) by obtaining anthropometric
measurements, fasting glucose levels and chodé$eels and identify factors associated with CNCD
risk profile.

o Identify factors associated with abnormal sexudl sproductive health and exposure to violence

and non-intentional injuries

o Assess the built environment and explore assoostigth health and disease
o Estimate the prevalence of the sickle cell dis@asktrait in the Jamaican population.
o Identify opportunities for effective intervention



CHAPTER 2

Methodology

Sample size determination

Data from the Statistical Institute of Jamaica (§T4) shows the population of Jamaica in 2004 to be
2.682M(11). The 15-74 age band accounts for appratdly 70 % of the population. Taking the multigga
cluster sampling methodology into consideratiom altowing for a 10% non-response, a sample of 2914
respondents will allow for the estimation of theyalence of obesity (19.7%), hypertension (20.884) a
diabetes (7.3%) with an error of +/- 2% in eachecaisthe 95% level of significance (29).

Study Coordination
The study was coordinated at the Epidemiology Rekdanit (ERU) of the Tropical Medicine Research
Institute (TMRI), the University of the West Indjddona.

Sampling design

In order to ensure comparability of data the meshaged were similar to previous surveys (28;30)is 1 a
cross-sectional, interviewer administered survewhich a national sample of 2914 individuals wataoted
by a random selection of clusters (enumeratiomidist{EDs]) proportionate to the population of fherishes.
Jamaica is divided into fourteen parishes and thasshes are further divided into enumerationrdist (EDS)
by the STATIN. An ED is defined as a geographarah to be enumerated by a single enumerator arsist®
of up to four hundred dwellings. At the last Lab&orce Survey (2006) the island was divided irid 2
sampling regions (SR) (an amalgamation of EDs wigarishes). Within SRs, primary sampling unitSgs)
are created from one or more than one contiguoustgBield areas and populations of sufficient sixact as
clusters for sampling (minimum 80 dwellings). TR8Us are randomly selected from each SR, yielding a
nationally representative sample of 508 PSUs (~&0%Ds nationally). This study base is used as the
sampling frame for most surveys and this sampliaghé is refreshed every three to four years by SINAT
We elected to recruit 30 participants per PSU aml &vrequired sample size of 2914 participantsweald
therefore need 97 (2914/30) PSUs (clusters). Tnaber of PSUs per parish was determined by prababil
proportionate to size (PPS) of the parish andwiais achieved by applying the sampling fraction 0698 to

the number of PSUs within the sampling frame fat fharish. We elected to over-sample and recf@03
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respondents therefore we would require approximdi@0 clusters, however in order to achieve a loaldn
selection by PPS, 102 EDs were selected and prabagde&STATIN for our sample selection. (Appendix 2)
The selection of clusters was done by STATIN and B@re randomly chosen as a sub-set of the sarspte u
in the most recent Labour Force Survey (2006) wisatesigned to be nationally representative. Usiags
prepared by STATIN, households were systematicalgcted beginning at a random starting point ased
on predetermined sampling intervals to recruit 2fa#icipants in twelve age-sex categories i.e eraal
female 15 — 24; 25 — 34; 35 — 44; 45 — 54; 55 -664+ 74 years old. Within each cluster (PSU) e#mading
interval N was equal to the number of household&ldd by the sample (agreed to be 30) so thatBgd with
300 households the sampling interval would be TBus every 18 household, beginning with the STATIN
assigned random starting point, would be targedegdrticipant selection. Within each householdingle
individual was chosen to participate. The partiotfgom each household was selected by the KISH
methodology (Appendix 3). Interviewers were regdito revisit households where adults are not atehat
the time of first contact with the household. A miaom of three visits were made before the
household/participant is deemed a refusal. Theview took place in English. If a participant aidt
understand a concept on the questionnaire, thevieteer tried to simplify the concept. If the resplent still
did not understand, the interviewer would seleet‘tton’t know’ response. Efforts were made to difiate
“don’t know” from a ‘refusal to respond’.

Respondents within the ages of 15-74 years wereited to participate via a multi-stage systemaaimpling
design. Table 2.1 shows the distribution of P8Ysparish.

Table 2.1: Distribution (#) of Selected Primary Samling Units in the Recruitment.
Parish # Urban # Rural Tot # PSU

Kingston 6 0
St Andrew 18
St Thomas 2
Portland 1
1
2
1

St Mary
St Ann
Trelawny
St James 4 2
Hanover
Westmoreland 2 2
St Elizabeth
Manchester
Clarendon
St Catherine
Total 6

4
2
1
3
4
3

N
N

D

ol
NN
NN OO

102




Recruitment Process

Within each PSU 30 households were systematicalfcted at intervals determined by the number of
households in the PSU e.g. 300/30 would resulvémeld” house being targeted for recruitment. The scheme
chose a random starting point and works systentigticam that starting point. For each househadtested,

one respondent between the ages of 15-74 eligiblmtierview was selected by the KISH methodology.

Recruitment and Training of Field Team
Supervisors and Field staff were selected froma pbexperienced interviewers who had worked with
STATIN and on other studies. The field team wasmé@ on participant selection, questionnaire
administration, anthropometry, blood pressure nreasent using a sphygmomanometer and the measuring o
blood glucose, cholesterol, via finger-stick samplesample for assessment of sickle status wascdisaned
via finger-prick on a special blotting paper todeat to the laboratory for analysis. Training waspleted
over a one week period and field workers were asbigned duties in which their competence wasfiegtti
As a basis for certification Inter — Observer Ralities between the trainer and potential intewee were
determined

Curriculum for Field Training:

e Survey procedures — including role-playing on idtroing the survey to a prospective
subject by the interviewer

e Questionnaire administration — included detailegnexation of each question and a
practice interview session with groups of triadgdrviewer-respondent-observer]. Each
triad reported on issues within the group and élevant adjustments to the questionnaire
were noted and made.

e Random selection via the KISH methodology in hooshwhere there were more than
one eligible respondent was explained, understaddsanulated.

e Map Reading- a STATIN representative trained tleaigrin map reading. Procedures in
surveying an ED were outlined in order to reduees lim household selection.

e Interviewer Assessment of the community and househo

e Anthropometry and blood pressure measurement.

e Cholesterol and glucose testing using the Accutfe@d machine

¢ Obtaining a sample for analysis of sickle statasfwiger-prick.



Project Team (Appendix 4
The Project Team comprised:
e Investigators
e Biostatistician
e Project Coordinator
e Research Assistant
e Data Coordinator
e Data Entry Clerks
¢ Regional Supervisors (5)
e Team Leaders (7)

e Interviewers ( 40)

Field Protocol
Field teams were assigned to the four health regasnshown:-

e Region 1(Southeast):- Kingston & St Andrew (KSA) Catherine ,St Thomas

e Region 2 (Northeast):- St Ann, St Mary, Portland

e Region 3 (South):- Clarendon, Manchester, St Eé#ab

e Region 4 (West):- Westmoreland, Hanover, St Jamedawny
Regional supervisors were assigned to each of fhesareas with specific responsibility for themagement
of the data collection and quality control checRsvo supervisors were assigned to Region 1 (KSA;Hsimas
and St Catherine) because of the large populaBise i this region and one to each of the others.
In order to improve recruitment response the patmuh was sensitized via press releases issudw forint and
electronic media by the UWI Public Relations Depmmit. Communication between investigators,

coordinators and the field team was facilitatectcloged user- group cellular phone.

Ethical Issues

The project was reviewed and approved by the BtGioanmittees of the Ministry of Health and the
University of the West Indies/University Hospitdltbe West Indies (UWI/UHWI).

A confidentiality form was signed by each interveawapon completion of training and written; inforane

consent was obtained from each participant in tingysor a guardian.



Measurements

The questionnaire was administered at recruitmeatcavered the following major areas:-
1. Demographic Information

Family Health History

Medical History

Health Seeking Behaviour

Social History

Lifestyle

Emotions and Mental Health

Physical Activity Levels

© © N o a0 M W DN

Sexual Practices

[N
o

Dietary Habits

Sources of Information

[
.

Community and Home Environment

Biomedical Measures
- Blood Pressure
- Anthropometry
- Fasting Glucose and total Cholesterol levels
- Sickle Cell Blots
- Glycosylated Haemoglobin Levels ( only on particizawith diabetes )



CHAPTER 3

Data Quality

Supervision and Quality Control Measures

The field supervisor monitored the daily activitefshis/her field staff. The supervisor conductedrfightly
checks, including the field equipment checks wahleteam member. All problems were reported tgptbgct
coordinator at weekly intervals via a group celludephone network. Monthly meetings were helthuhe
supervisors and in-house staff to discuss probkmssg during the field work. Each week the cortgde
guestionnaires were collected by the field supergiend checked/edited for errors and omissionglaard
submitted to the Project Coordinator via courigvse. Approximately 10 % of the respondents weagially
re-interviewed and biomedical measures repeatethéopurpose of quality control. Participants teshbjected
to Quality Control checks were randomly selectethatcoordinating centre to reduce bias. The sugmw
conducted the quality control checks. The resulth®second interviews were compared with theioaigdata.
We used percent agreement between responses abbgisepervisors and responses by interviewersdess
data quality for the interviews. (Appendix 5) Alkeasures of Glycosylated Haemoglobin Levels (H)Avere
conducted by the Research Assistant and Nationalr@inator using the NycoCard Hb®@ Reader from Axis
Shield(ISO 9001/1SO 13485Blots with the sample of blood were returnedhi® Sickle Cell Unit at the TMRI

and analysed by electrophoresis to estimate sstktes.

Data Management

Following submission of the completed questionrsitkese were rechecked at the coordinating cegtb®th
the project coordinator and research assistantgqlistionnaires were sent to the in-house daty eletrks for
data entry. Following data entry the questioresaand the dataset were sent to the data coordinatdata

cleaning to assure accurate data input. The cledaedet was then sent to the biostatisticianralyais.
Data Analysis

Analyses were performed with the programs availabléntercooled STATA 9.0 and Epi Info 6.0. Arsdg
included the computation of means, frequenciessctabulations, and multivariate analyses to egplor
associations between putative risk factors andrtés@ outcomes of interest. The sample size waggiritly
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powered to perform the multiple types of analysegppsed and allowed for sub-group analyses (aggpgto
sex, region, urban/rural residence, etc.) Desee@nalyses were conducted to identify the treabrisk
factors in the population and their inter-correat for the period 2001-2007. A review and careful
examination of the descriptive patterns stratifigdsex, age and social status were completed bpforeeding

to more complex multivariate modelling. Compreheasiata trails were maintained.

Representativeness of the Sample - Creation, application and implication of post-stratification weights

The Jamaica Health and Lifestyle Survey aimed ¢wide data and information on a nationally représtare
sample of the population. The study collected aralysed data on factors associated with healtbgtifes in
this population. In order to obtain national esties of the factors of interest; the sampling wsigvere
calculated and applied to estimates of the pomrigtarameters of interest. The sampling weightsutated
were post-stratification weights which attemptatoount for inadequacies of the sampling frame. pidss-
stratification adjustment cells were defined udimg parish by gender distributions of Jamaicansl d&eto 74
years of age. These weights indicated the numb@iates and females represented by each male aradefen
the sample of 15-74 year olds selected in the stddhe weights were obtained by dividing the nuntdfer
persons in each parish by gender stratum in theeasland based on the 2007 demographic statidticthe
number of persons in the sample within the corredpw parish by gender categories. When these t&eahk
used in the estimation of the gender distributibthe age group studied, the values reflect thdsaimed using
2007 demographic statistics.

The post-stratification weight can be further madifby the base weight and non-response adjustwesight.
The base weight would account for the differerggection probabilities used in the sample whikerbn-
response adjustment attempts to eliminate biastimates obtained from respondents whose distobuti
differs from that of the persons who did not regptsmgiven items. Non-response adjustment weiyete
estimated for persons who refused to participatetlamse who consented to participate but refusggart of
the biomedical measures and were applied to estgrased on data from these tests.

Confidentiality of Data

The data will be kept confidential and availabléydn project researchers. The completed questioesavill
be stored in locked storage areas. Each Particypiflriie assigned a numeric identification numbeking
individual names with identification numbers wik kept secure and will be the responsibility of Bnmcipal
Investigator. The data will be kept in perpetuityorder to describe secular trends in these comditat the

population level.
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PART TWO-RESULTS

CHAPTER 4

Socio-demographics

Section 4.1: Description of Sample and Study Populan

The sample consists of 2848 respondents; (68.7#glés and (31.3%) males. Table 4.1 and Figure 4.1
show the proportional distribution of the sampledgg and sex. We attempted to recruit 2976 paatitgpand
had 50 persons who (1.7%) refused to participatainsection of the questionnaire. Of the 2926i@ppants
enrolled, 78 were excluded on the basis of misappdin of the Kish sampling strategy resulting iimal
sample of 2848 respondents. Females outnumber 2dlés the sample but there were more males than
females among the 15-24 and 55-74 year-olds. Moweger persons were recruited, compared to older
persons but the difference was less than expeesetion distribution in the general populatiorectthg an

over-sampling among older persons. Forty one pexdfgoersons recruited were aged 25-44 years.

Table 4.1: Percentages (%) of Persons Recruited fnothe Respective Ten-Year Age Bands Within and
Across Sex, JHLSII, 2008

Age Band (years) Male Female Total
15-24 20.5 17.2 18.3
25-34 19.1 215 20.8
35-44 18.9 21.0 20.4
45-54 16.5 19.2 18.3
55-64 13.2 11.6 12.1
65-74 11.8 9.5 10.2
Totals 100.0 100.0 100.0
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Figure 4.1: Percentages (%) of Persons Recruiteddm the Respective Ten-Year Age Bands Within and
Across Sex, JHLSII, 2008

Percentage of Recruits by Age and Sex, Jamaica,

2008
120
100 O Male
80 -
% 60 -
40 — | WFemale
20 ~ -
o T _THT THT [T men oo
15-24  25-34 3544 45-54 55-64 65-74  Total O Totals

Age

In all parishes the female recruits were aboutévincnumber to the males recruited. The highegpgrtion
of recruits were from St Andrew and St CatherinécWitan be attributed to the larger proportiomhef

population residing in these parishes and proltglmhoportionate to size sampling methodology.al{[€ 4.2)

Table 4.2: Percentages (%) and Numbers (n) of Pamss Recruited from the Different Parishes by Sex,
JHLSII, 2008

Parish Males Females Totals

% (n) % (n) % (n)
Kingston 5.4 (48) 6.2 (121) 5.9(169)
St. Andrew 17.4(154) 20.8 (407) 19.7(561)
St. Thomas 3.3 (29) 4.2(83) 3.9(112)
Portland 2.5(22) 1.9 (37) 2.1(59)
St. Mary 4.6(41) 3.9 (77) 4.1 (118)
St. Ann 6.0 (53) 6.2(121) 6.1 (174)
Trelawny 4.3(38) 4.1 (81) 4.2 (119)
St. James 6.1( 54) 6.0( 118) 6.0(172)
Hanover 4.0(35) 4.3(85) 4.2(120)
Westmoreland 4.0(35) 4.3(84) 4.2(119)
St. Elizabeth 6.5(58) 5.7(111) 5.9(169)
Manchester 8.5 (75) 7.8(153) 8.0(228)
Clarendon 9.9 (88) 7.6 (149) 8.3 (237)
St. Catherine 17.7(157) 17.0(334) 17.2(491)
Total 100.0 (887) 100.0(1961) 100.0(2848)
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Table 4.3 shows the weighted age-sex distribufitwe. weighted distribution of the sample by age sexd
closely resembles that of the 15-74 age rangeeigéimeral population (STATIN 2007).

Table 4.3: Weighted Percentages (%) of Persons Redted from the Respective Ten-year Age Bands
Within and Across Sex, JHLSII, 2008

Age Band Male Female Total
15-24 25.9 25.0 254
25-34 23.1 24.5 23.8
35-44 22.0 22.7 22.4
45-54 12.9 13.8 13.3
55-64 8.7 8.1 8.4
65-74 6.9 6.6 6.7
Totals 100.0 100.0 100.0

Tables 4.4 and all subsequent tables show weiglatiees for the respective parameter estimatesle3db4a
and b show that the between parish proportionsinvééx and age groups is consistent with the oveicure
with St Catherine and St Andrew reporting the hgjhroportions in all age and sex groups.

Table 4.4 a: Weighted Percentages (%) of Regts by Age, Sex and Parish, JHLSII 2008

Parish 15-24 25-34 35-44
M F T M F T M F T

Kingston 6.1 4.0 5.1 4.8 4.4 4.6 6.7 5.4 6.0
St. Andrew 16.1 18.6 17.3 19.6 20.6 20/1 15.9 19.117.6
St. Thomas 6.1 4.1 5.1 3.6 5.2 4.% 2.7 3/1 219
Portland 2.8 5.5 4.1 57 4.6 5.1 1.4 3.7 2.6
St. Mary 6.6 3.4 5.0 4.8 1.9 3.3 3.0 4.% 3.8
St. Ann 4.7 4.4 4.6 8.8 4.5 6.5 4.6 55
Trelawny 2.3 1.8 2.0 1.6 1.8 1.7 3.0 3.2 3.1
St. James 6.1 9.6 7.9 13.5 9.0 111 9/9 8.1 9.0
Hanover 7.2 3.6 54 2.5 2.9 2.7 0.5 2.0 1.8
Westmoreland 3.8 8.3 6.1 5.7 6.5 6.1 9.0 9/7 9.4
St. Elizabeth 4.1 3.3 3.7 5.3 5.2 5.2 7.1 50 6/0
Manchester 7.1 6.5 6.8 6.5 6.3 6.4 6.3 3.5 4(8
Clarendon 6.5 8.9 7.7 5.4 8.6 7.1 9.1 9.p 9/1
St. Catherine 20.7 18.1 19.4 12.p 18|6 15.6 20.98.01 194
Totals 100.0f 100.00 100.0 1000 1000 100.0 100.00.010 100.0
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Table 4.4 b:

Weighted Percentages (%) of Radgts by Age, Sex and Parish, JHLSII 2008

Parish

Kingston

St. Andrew
St. Thomas
Portland

St. Mary

St. Ann
Trelawny

St. James
Hanover
Westmoreland
St. Elizabeth
Manchester
Clarendon
St. Catherine
Totals

M
2.8
17.3
3.0
9.8
5.6
7.5
1.9
3.7
15
6.5
8.4
2.8
13.2
16.2
100

45-54
F
5.8
23.6

6.1
1.4
5.6
6.1
3.1

5.6
2.0

7.9

5.9

3.4

7.0
16.
100

o

n
4.3
204

4.5
5.1
3.3
6.5
1.7
111
2.7
6.1
5.2
6.4
7.1

15.6

100
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There is relatively even distribution of the prajmms of the population residing in urban and raralas in

both sex and age categories with slightly largepprtions of young persons residing in urban aaeasthe

reverse among older persons. A notable departone this pattern is the larger proportion of malgs32

years in urban compared to rural areas (25% vs.) 18%is offset by a slightly higher proportionmohles in

rural areas in the older age groups between 3%e@rsy The urban-rural differences by age group gmon

females are generally smaller. (Table 4.5)
Table 4.5: Distribution (%) of Age Groups by Sex ad Area of Residence, JHLSII 2008

Age at last Males Females Totals
birthday (yrs) Urban Rural Urban Rural Urban Rural
15-24 26.3 25.0 25.6 23.9 25.9 24.4
25-34 25.2 19.1 24.8 24.0 25.0 21.6
35-44 21.0 24.1 22.8 22.4 21.9 23.2
45-54 14.1 13.2 12.9 12.8 13.5 13.0
55-64 7.9 10.1 7.6 8.9 7.8 9.5
65-74 5.5 8.6 6.3 8.0 5.9 8.3
Totals 100.0 100.0 100.0 100.¢ 100.00  100.00
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Table 4.6 shows that the population sampled werdominantly black. (M 94.4%, F 93.1%, T 93.7%).
Fifty-nine percent (59%) and significantly more emthan females (70.8 vs. 47.3%; p <0.001), ardoym@g.
Ten percent are students. Christianity is the rfieguently reported religious affiliation and tmajority,
more than two-thirds of the population, attendsrchuat least once per month with women reportingemo
frequent attendance, 42% reporting 3-4 visits tarcih per month compared to 28% of men. Almostrd tf
men report no religious affiliation compared to 16¢4vomen. More than a third of men and women repor
being married or in a common-law relationship;raikir proportion of men and women also reporteddei
single. Divorce was infrequently reported but cangl to their female counterparts; almost twicenaay
males are divorced/separated (4.0 % vs. 2.2 %)amd men report visiting relationships than womaimost
90% of the population have attained at least argkny level education. Those reporting primaryguriigh
education or less is similar between sexes butgeidgroportion of women report secondary eduocaftd %
vs. 54%) with a higher proportion males with testiaducation reporting (13% vs. 10%). Jamaican34.5-
years attended school for an average of ten yeinaww sex difference

Data gathered on examinations passed revealed@@bf Jamaicans report they have never passed an
examination while twenty-three percent have passeeixamination that would equip them for a secondar
level education. (Fig. 4.2). .

Figure 4.2: Proportions (%) Showing the Different Types of Examinations Passed by Jamaicans 15-74 by
Sex, JHLSII 2008
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45
40
35
30 | = Male

% 25 1
20 + B Female

15 1 T O Total
10 —

s 1l M Pl — e o

0 ' CXC ' CAPE CO”egeUniversiy Other

I T T

None GSAT/ Grade 9 School
Common Certificate
Entrance

16



Table 4.6: Distribution (%) of Demographic Indices within and Across Sex, HLSII 2008

Demographic index Males Females Total
Age (years) 25.0
15-24 25.9 25.4
25-34 24.5 23.1 23.8
35-44 22.7 22.0 22.4
45-54 12.9 13.8 13.3
55-64 8.1 8.7 8.4
65-74 6.9 6.6 6.7
Race
Black 94.4 93.1 93.7
Mixed 5.6 6.9 6.3
Employment Status
Employed 70.8 47.3 58.8
Unemployed 18.8 43.3 31.3
Student 10.4 9.4 10.0
Religious Affiliation
Christian 67.9 84.0 76.1
Other Religion 21 0.4 1.2
No Religion 30.0 15.6 22.7
Church Attendance in past
month
Never 25.0 16.1 20.4
once or twige 47.4 41.8 44.5
three or four times 18.8 30.7 25.0
>4times 9.0 11.3 10.1
Union status
Single 43.3 43.0 43.2
Married /Common-law 35.7 40.0 37.8
Divorced/Separateqd 3.0 2.2 2.6
Visiting 18.0 15.0 16.5
Educational Level
None/Basic 0.9 0.5 0.7
Primary/Junior High 32.3 29.0 31.0
Secondary 54.0 61.0 57.5
Tertiary 13.0 9.7 11.3
Highest Qualifying
Examination Passed
None 40.3 39.2 40.0
Primary 21.0 234 22.2
Secondary 15.0 15.2 15.1
Vocational 13.3 14.0 14.0
Professiona 10.6 8.5 9.5
Mean # of school years 10.7 10.6 10.6
(95%Cl) (10.1,11.2) (10.1,11.1) (10.1,11.1)
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Section 4.2: Employment

The 58% of persons who reported being in some fdfremployment includes 46% who are employed full-
time, 9% part-time and 4% seasonally employed.grbeortion of those employed who are in full-time
employment is quite consistent between the sexapmbximately three-quarters. (Data not shown)alOf
those employed 42.7% are self-employed represe@dritfo of the population and differs sharply betwvee
the sexes where 46.3% of the employed or 32.8eoffrtaile population are self-employed compared t8939.
of employed women representing 18.6% of the pojauigData not shown)
Of the 42.7% of employed persons who report sefpleyment, 35.3% are self-employed as their primary
occupation whilst 3.3% are self-employed as thewosdary occupation and 4.1% are self-employeadih b
primary and secondary occupations. The propor{mipersons reporting self-employment in their @aign
occupation is quite consistent at approximatelyia tof those employed but this differs by sex as a
proportion of the population as a whole, with 25.6%les, 16.4% females and 20.5% overall. (Data not
shown)
Of the thirty percent of persons who reported beingmployed; half are not actively seeking employime
and is consistent in males and females. (Table 4.7)

Table 4.7: Employment Status (%)fdamaican Nationals 15-74 Years, JHLSII 2008

Employment Characteristics Male Female Total
Employed 70.8 47.3. 58.8
Full-time 55.6 36.6 45.8

Part-time 9.7 8.2 9.0

Seasonally 54 2.6 4.0

Unemployed/Student 29.2 52.7 41.2

Self employment categorie's

Not Self-employed 53.7 60.7 57.3
Self-Employed: 46.3 39.3 42.7
Self-employed in’loccupation 3.0 34.7 35.3

Self-employedn 2° occupation 41 25 3.3

Self employed in both g2 22 4.1

Student 10.4 9.4 9.9
Unemployed 18.8 43.3 31.3
Seeking employment 9.8 19.5 14.7

Not seeking employment 9.0 23.8 16.6

TOf those employed, In the population
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Table 4.8 shows that 41% of the work force is pritp@mployed in highly skilled positions in therimary
occupations according to the JSOC, 1991 classticafAppendix 6) More females than males are eyeal
in these highly skilled positions (48.3% vs. 34.2%pectively) however significantly more malesitf@amales
are employed in skilled positions. (M 40.9%, F 7,3%60.005). There is a greater clustering of theutadion
in the skilled/unskilled occupations for their sedary jobs with approximately 70% of both men araimen
reporting these professions. Professional occopstivere reported by between 4% and 6% in bothgoyim
and secondary jobs and in both sexes.

Table 4.8: Employment Skills Classification%) of Jamaicans Aged 15-74, JHLSII, 2008

Primary Occupation Secondary Occupation
Male Female Total Male Female Total
Professional 4.0 5.0 4.5 5.8 3.7 4.7
Highly Skilled 34.2 48.3 41.4 11.4 23.0 17.2
Skilled 40.9 7.5 23.9 54.0 50.0 52.0
Unskilled 9.4 17.1 13.3 13.8 22.2 18.0

Section 4.3: Social Indices

More than half of the population have piped watéo their homes with a further 25% having accegsged
water. Two per cent of the population report thattled water is the main source for drinking. Sayesix
percent of the Jamaican population age 15-74 haxesa to a water closet for sewage disposal anchalfer ity
of them do not share this with another family. qéarter of the population continues to use piiras

Just over a half of the population report a wedkdysehold income of J$5,000.00 to J$20,000.00 seda
third reporting J$5,000.00 or less. Less than b®@%@maican households earned more than J$20,008r00
week. Jamaican households were, on average crowitied.4 persons per habitable room and were rsore
among females (1.7 vs. 1.2). (Table 4.9)
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Table 4.9: Percent Distribution of Persons Aged 134 Years by Household Ownership of Selected Social
Amenities, The Percentage Residing in HouseholdstwiSix or More Amenities, and The Mean
Household Crowding Index, by Sex , JHLSII 2008

Social Amenity Male Female Total
Water Source
River/Spring 6.3 5.2 5.7
Tank/Drum 11.7 11.0 11.3
Standpipe 3.6 4.4 4.0
Pipe Outside house 18.6 22.6 20.6
Piped into house 57.3 55.0 56.1
Bottled Water| 2.6 2.0 2.2
Toilet facility
None 0.1 0.5 0.3
Hole in the earth 0.4 0.2 0.3
Shared Pit latrine 4.7 5.9 5.3
Unshared pit latring 18.3 18.1 18.2
Shared water closet 12.7 13.8 13.2
Unshared water closet 63.7 62.0 63.0
6-15 household item$ 67.1 59.0 63.0
Weekly Household
Income(JA $)
<5000 34.5 38.1 36.4
5001- 20,000 56:8 53.2 55.0
> 20,000 8.7 8.6 8.7
Crowding Index (CI) 1.2(1.09-1.22) 1.7(1.61-1.79) 1.4(1.37-1.49)

Urban household enjoy more basic social amenihas their rural counterparts. Twice as many urban
households have piped water compared to rural hol€69.7% vs. 31.4%) while a quarter of rural
households rely on a tank/drum compared to 3% lidmudwellers. Almost 50% of rural households have
unshared water closet as their main toilet facdityl 49% have shared water closet or pit latrioegpared to
70% and 30% of the urban households respectivadysehold income of persons living in rural areas is
substantially less than urban dwellers. Approxityaaehalf of rural dwellers earn <J$5000.00 per kvee
compared to just over a quarter of urban countes§al29%, R 50.6%, p<0.001). Household crowdingind

was higher among rural dwellers (Table 4.10)
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Table 4.10: Percent Distribution of Persons Aged 134 Years by Household Ownership of Selected Social
Amenities, The Percentage Residing in HouseholdstwiSix or More Amenities, and The Mean
Household Crowding Index, by Geographical LocationJHLSII 2008

Social Amenity Urban Rural Total
Water Source
River/Spring 8.2 14.6 5.7
Tank/Drum 2.6 27.1 11.3
Standpipe 1.7 8.2 4.0
Pipe Outside house 22.2 17.8 20.6
Piped into house 69.7 31.4 56.1
Bottled Water| 3.0 0.9 2.2
Toilet facility
None 0.3 0.5 0.3
Hole in the earth 0.0 0.9 0.3
Shared Pit latrirfe 3.8 8.0 5.3
Unshared pit latring 7.8 37.1 18.2
Shared water closet 18.3 4.0 13.2
Unshared water closet 69.8 49.6 62.3
6-15 household items 72.5 45.7
Weekly Household
Income(JA $)
<5000 29.0 50.6 36.4
5001- 20,000 60.3 44.6 55.0
> 20,000 10.7 4.7 8.7
Crowding Index 1.4 (1.31-1.45) 1.5(1.43-1.63) 1.4 (1.38-1.49

We examined the associations between Sociodemagrelpdracteristics and educational level (Tabldy.1
Household crowding seems to be most frequent artitose reporting secondary educational achievement b
the lowest levels of crowding were in those repgrthe highest educational levels. The frequerigyto
latrine use decreases with higher educational sement with 47% among primary or lower compare@3&o
among those with post secondary education, whdeathailability of water closets increased from 64/88%
respectively. Similarly, household possessioneeimeed with education, with almost 70% of post-sdaoy
educated persons possessing 9-15 items compab&ddof persons with primary or lower education répg
less than 5 items in their homes. More persons satondary school education live in crowded hoalgsh
(55.9% vs. 46%) More females at all levels liveiowded households than males. However signifigdets
females with a post secondary school educationiiivaeowded households compared to those with |dexssls
of education. (p<0.001)
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Table 4.11: Associations (%) between Sociodemogtaip Characteristics, JHLSII 2008

Education
Sociodemographic :
Characteristics Primary or Lower Secondary Post Secondary
M F T M F T M F T

Crowded Household | 37.4 56.7 46.741.2 68.4 5591235 33.0 45.2
Toilet Facilities

Pit latrine| 37.4 56.7 46.17 41.2 68.4 55.923.5 452 33.(
Shared Water closet38.1 33.2 35.720.1 241 22.21.0 4.0 2.4
Unshared water closet61.9 66.9 64.379.9 75.9 77.899.0 96.0 97.6
Household
Possessions

<5items| 53.2 574 55.2 26,5 39.0 33.36.3 5.0 5.1

6-8 items| 28.4 28.5 28.4 36.3 34.7 354 23.3 26.0 245

9-15 items| 18.4 14.1 16.3 37.2 26.3 31.4 70.4 69.8 68.9
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CHAPTER 5

Lifestyle

Section 5.1: Violence and Injuries

Twelve percent of Jamaicans sustained a serious/iimj the past five years and 9.0 % in the paat.y@ able
5.1) Motor vehicle accidents were the most fregyaeported cause of injury in the past five yed@%) while
1.8% and 1.1% of this age group suffered injuniesnfdomestic and criminal incidents, respectiveButs and
stab wounds (4.7% M, 2.7% F, 3.6% T,), followedbbgken bones (3.4% M, 2.5% F, 2.9% T), were theemor
commonly reported injury types. Other types ofiigjincluded sprains.

Table 5.1: Distributions (%) of The Major Causes anl Types of Serious Injury Sustained by 15-74 Year-
old Jamaicans, JHLSII 2008

Characteristic Males Females Total
Serious Injury in past 5 years 15.2 9.3 12.2
Cause of Injury in past 5 years
Motor Vehicle Accident 7.0 4.4 57
Domestic 2.1 15 1.8
Industrial 0.4 0.2 0.3
Criminal 1.2 0.9 1.1
Involved in
A fight 1.4 0.6 1.0
A Fall 3.2 1.4 2.3
Serious Injury in past year 10.8 6.9 8.8
Cause of Injury in past year
Purposefully inflicted - self 0.1 0.3 2
- other 1.5 1.6 1.6
Accidentally Inflicted - self 7.6 2.8 A
- other 1.5 1.8 1.6
Type of Injury in past year
Concussion/Head Injury 0.5 0.4 0.5
Cut/Stab Wound 4.7 2.7 3.6
Burns 0.6 0.4 0.5
Broken Bones/Falls 3.4 2.5 2.9
Gunshot wounds 0.2 0.1 0.2
Other 1.6 0.8 1.2
NoO serious injury 89.2 93.2 91.2
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Three times as many males reported being drivergpaced to females aged 15-74 years. Habitual sdatise
by these drivers was more frequently reported blgsnhan females with 55% and 31% respectivelyntéymp
seat belt use ‘always’ or ‘most times’. On theavthand, 22% of drivers report never using a setthile
driving and this was much more frequent among woé&po) compared to men 11% (Table 5.2). These data
suggest that female front seat passengers usbedesamore frequently than female drivers with @xmmately
10% ‘never’ or ‘hardly ever’ using it and 55% usihgmnost times’ or ‘always’. This compares to 310
female drivers who use seatbelts ‘always’ or ‘nioses’. The seatbelt habits of male drivers amy gamilar
to male front seat passengers. Back seat passenggneral use seatbelts infrequently, less 48ain all
groups

Table 5.2: Frequency (%) of Seat Belt User®ngst Jamaicans 15-74 Years, JHLSII 2008

Frequency of Use Driver Front Seat Back Seat passengef
Passenger
M F T M F T| M F T

Never 11.3] 44.8 22.1 6.1 6.3 6.2 799 852 8R6
Hardly ever 32| 24 2.9 4.3 3.5 3.9 87 6.8 7.8
Sometimes 304 11.9 24.4 3.6 35.b 26.1 1.2 4.1 5.7
Most Times 129 64 10.8 12,8 147 13.8 1.1 1 1.1
Always 42.3| 245/ 39.8| 40.83 40.0 4011 3|1 28 2.9

An estimated 38.4% of the population report ew@ng a bicycle or motorbike and among these ridetg 6%
report safety helmet use at most times or alwats ahigher proportion among males than females\{3%
3%). Among Jamaicans in general, 41% of persqmstéeing pillion riders on motorbikes or bicycleih
higher proportions of men reporting this practisé% vs. 31%). Less than 4% use helmets sometimes,
times or always while 38% never or hardly ever tiiese protective devices. Among pillion riders W&men
and 6% men report using helmets sometimes, mosstonalways, marginally more than among the riders
(Table 5.3)

Table 5.3: Frequency (%) of Helmet Use amongst Janwans 15-74 years, JHLII 2008

Frequency of Use Riderof those who ride)* Of all persons Pillion Rider

M F T M F T M F T
Never 83.6| 90.5 85.6 46/5 19.8 32.8 | 46.0 25.9 35.7
Hardly ever 3.1 5.2 3.7 1.7 1.1 1.4 2|5 1.6 2.0
Sometimes 6.2 1.6 4.8 3.4 0.4 1.9 3.1 0/6 1.8
Most Times 2.4 0.7 1.9 1.8 0.2 0.7 09 0.4 0.6
Always 4.8 2.1 4.0 2.7 0.5 1.5 1.6 1.Q 1.3
Never rides a motort - - - 44.4) 78.2 61.6 | 46.0 70.8 58.6
cycle
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Table 5.4 shows the frequency of Jamaicans exptésued involvement in violence. Approximately 2
Jamaicans report that they participated in viodats in the past month and the majority (>70%) were
involved in fighting and this equates to 1.1% df gopulation being involved in fights in the lasbmth. A
larger proportion (9%) report witnessing at least @iolent event in the last month, of which shogti
stabbing and domestic violence most frequently replo Ten per cent (10%) of the population repioat
they carry some form of protective device with rsaleporting almost twice the frequency among female
while a fifth of the population, both males and &es, regard their communities as potentially damge
(Figure 5.1)

Table 5.4: Frequency (%) with Which Jamaicans 15-74 Years \thessed or Participated in Violent Acts
in the Past Month, JHLSII, 2008

Frequency Male Female Total
Participated in violent act 2.2* 1.3 1.8*
1-2 1.6 0.9 1.2
3-5 0.2 0.5 0.3
Unknown
Type of incident participated in past month
Shooting| 2.7(0.05) 0.0 1.5 (0.02)
Stabbing| 1.7(0.03) 0.1 1.0 (0.2)
Domestic| 24.2(0.4) 0.3 24.3 (0.4)
Fight | 71.4(1.3) 1.0 73.2 (1.1)
Witnessed violent act 10.9 7.9 9.4*
Number of episodes
1-2 8.5 6.0 7.2
3-5 1.6 1.2 1.4
Morethan5 0.6 0.4 0.5

Type of incident witnessed in past month

Shooting| 26.3(2.8)] 38.7 (2.9) 31.6 (2.9)
Stabbing| 40.8(4.4)| 25.9 (2.0) 34.5 (3.1)
Domestic| 31.3(3.3)] 31.2 (2.4) 31.2 (2.9)
Rape| 0.0 1.3 (0.1) 0.5 (0.05)
Other| 1.6 (0.2) 2.9 (0.2) 2.2 (0.2)
Protective Device 12.9 6.9 9.9
Pepper Spray 0.1 0.8 0.4
Sharp Instrument 10.5 55 8.0
Blunt Instrument 0.3 0.1 0.2
Gun 1.9 0.3 1.1
Other 0.0 0.1 0.1
Community
Safe/Very safe 65.5 65.1 65.2
Usually safe  20.2 15.4 17.8
Can be dangeroys 13.3 16.6 15.0
Very dangerous 1.0 3.1 2.1

() =Frequency among the general population

* Difference of 0.3% persons stated they couldestimate the frequency with which they were invdlue violent acts
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Figure 5.1: Perception (%) of Community Safety as Bported by Jamaicans 15-74 Years, JHLSII 2008

Community Safety

= Very Safe

Usually Safe
m Can be dangerous
E very dangerous

Almost two-thirds of persons with a primary schoolower education never drive a car; half of passwith a
secondary school level education and three quamls post-secondary, are drivers. There is aiBggmt
gender difference within drivers who use a seatheth twice as many males than females at the-post
secondary level using a seatbelt whilst driving48vs. 42%) and four times as many in the seconalaaly
seven times in the lower educational range respaygti The majority of Jamaicans at all educatideaéls use
a seatbelt when riding as a front seat passengegryAsmall proportion (4%) of Jamaicans at alels\vof
education use a helmet when riding a bike. Twiceasy persons who have a secondary level edudadios
been exposed to violence when compared to thoagoiary school or post-secondary school level. 1%
vs. 7.4 and 6.8% respectively) (Table 5.5)
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Table 5.5: Proportion (%) of Persons with Reported.ifestyle Behaviour by Educational Attainment,
JHLSII 2008

Education
Primary or lower Secondary Post-secondary
. . M F T M F T M F T
Social History
Seat belt Use
Drivers
No | 9.9 12.0 10.p10.6 158 134|1.2 8.4 4.4
Yes | 42.8 5.6 24.056.8 15.7 34.6|84.9 46.1 67.8
Never drives| 47.3 82.5 64.232.6 68.5 52.0| 14.0 45.6 27.9
Front seat passengers
No | 9:3 12.4 10.812.2 94 10.7|51 4.2 4.7
Yes| 90.7 876 89878 906 893|949 958 953
Helmet Use
Rider
No | 41.0 14.0 28.055.8 25.3 39.3/35.0 15.1 26.1
Yes| 7.3 0.1 3978 1,2 4.2/ 5.8 2.0 4.1
Never Rideg 51.8 859 68.236.4 73.6 56.5/59.2 829 69.6
Pillion Rider
No | 45.7 23.6 35.1545 306 41.631.3 199 26.3
Yes| 6.8 0.8 3.85.0 2.2 3.53.6 2.8 3.3
Never Rideg 47.5 75.6 61.040.5 67.2 54.965.1 77.3 704
Injuries Sustained
Motor vehicle accident6.9 3.1 5.1 55 4.7 5.0 13.7 7.0 10.8
Criminal| 2.0 0.7 1.4 0.7 1.2 09 14 O 0.8
Domestic| 2.6 1.6 2.0 24 16 1.9 0 0.8 0.4
Exposure to violence9.5 5.1 7.4 16.3 3.2 14.1 9.3 3.386
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Section 5.2: Occupational Characteristics

The majority of the population reports having easgess to public transportation (>90%) and thgelsir
proportion (51.3%) use public transportation intiggtto work while similar proportions (one fiftejther use a
car or walk to work. Higher proportions of men tvammen report working on the night shift, usingaa and
riding motorbikes or bicycle in getting to work Whigreater proportions of women use public transion
(Table 5.6).

Table 5.6: Description (%) of Occupational Charactestics of Jamaicans Aged 15-74 Years, JHLSII 2008

Description Male | Female| Total
Works at home 18.2 19.8 19.¢
Works on night shift 15.3 6.2 10.7
Mode of transport to work
Walk | 21.4 21.5 21.4
Bike/Bicycle| 7.3 0.5 3.9
Public passenger vehicle 43.6 58.7 51.3
Private Transport(Staff bus etc) 2.7 2.5 2.6
Car(Private personal) 25.1 16.8 20.8
Easy Access to public transportatiorn 935 92,8 193.

Jamaicans spend approximately nine to ten hourg & home each working day and the difference
between males and females (10.7 vs. 10.1 hoursigjiissto achieve statistical significance (Tabl&). There
was no significant difference between urban andlmwwellers overall or in either sex. Point estiaseof
commuting time averaged just about an hour andevthgse were consistently lower among rural dwnsetlee
differences between rural and urban dwellers naghieved statistical significance (Table 5.7).

Table 5.7: Mean Time Spent During Commute and at \Wrk by Geographical Distribution amongst
Jamaicans 15-74 Years, JHLSII 2008
Mean Travel Times(95%Cl)
Average time spent away from
home (hrs)

Urban Rural Total

M

10.9(10.5-11.3)

10.4(10.0-10.9)

10.7(10.4-11.0)

F| 10.4(10.0-10.7) 9.6(9.1-10.2) 10.1(9.8-10.4)
T | 10.6(10.3-10.9) 10.0(9.6-10.4) 10.4(10.2-10.7)
Average commute time per
day(mins)
M| 58.4(48.1-68.8)| 50.0(40.0-60.0) 55.2(48.0-62.4)
F| 60.3(52.1-68.4)| 55.2(45.5-64.9) | 58.6(52.7-64.5)
T | 59.4(51.6-67.2)| 52.5(44.5-60.5) | 56.9(51.5-62.4)
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Section 5.3: Cigarette, Alcohol and Drug Use

We examined the frequency of alcohol, tobacco Beglal drug use among Jamaicans. (Table 5.8)
Approximately 65 % of the population 15-74 yeargamaica report that they currently use alcoholevhi
13.5% use marijuana and 14.5% smoke cigarettesu3énef these substances varied by sex with fregueh
current alcohol use more than 60% higher amongsnaiarijuana smoking was reported five times more

frequently and cigarette smoking was over threesimore frequent among men.

Table 5.8: Proportion (%) of Persons Aged 15-74 Yaes with Given Risk Behaviour by Sex, JHLSII 2008

Risk Behaviour Males Females Total
Alcohol Use -
Current| 80.1 49.2 64.3
Past 4.0 3.9 3.0
Marijuana Use -
Current| 22.9 4.4 13.5
Past| 22.3 10.0 16.0
Cigarette Smoking -
Current| 22.1 7.2 14.5
Past| 23.0 10.8 16.8

Table 5.9 gives the percentage of Jamaican mateéeamales in the 15-74 age groups who have usetallc
marijuana or cigarettes by age group. The cuusatof alcohol was highest in thel5-24 age band and
decreased steadily with age; conversely the prampoaf persons who reported past use of alcohokased
steadily with age. Current marijuana use tendetetyease with age while current cigarette smotenged to
increase but the magnitude of change in prevalesniteincreasing age was not as large as that émtall use.
The current use of alcohol is highest in the 25234 and decreases among older persons from 648840 4
The age trend in the use of marijuana is less aisvit current use is more frequent among 25-5dglda
Jamaicans than among those in the 55-74 year olgpgrThe trend with age is even less obvious ifparette
smoking although the frequency of current use ajgpeeaincrease with age and is highest (21%) indieidge
(45-54 years old).
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Table 5.9: Age Specific Proportion (%) of Jamaicas Aged 15-74 Years with Given Risk Behaviour,
JHLSII 2008

Risk Behaviour 15-24 25-34 35-44 45-54 55-64  65-74 Total
Alcohol Use -
Current 77.5 83.2 80.0 64.0 65.9 48.0 74.5
Past 1.0 0.0 5.1 8.0 10.3 27.0 5.1
Marijuana Use -
Current 13.0 19.8 16.5 22.3 16.0 13.0 16.0
Past 15.0 14.2 13.8 10.1 8.6 4.3 13.5
Cigarette Smoking -
Current 10.3 15.2 13.6 20.7 15.2 17.0 14.5
Past 11.5 12.4 19.0 20.3 27.0 26.0 16.8

We investigated the history of smoking among thwealean population and these data are shown in BabG
While 14.5% of the population gives a history ofremt smoking, 31% give a history of ever smoking as
for current smokers the frequency is higher amoatesa Less than 2% of smokers have attempted to
discontinue smoking in the last 4-5 years. Almas bfth of the population have smoked more thd®@

cigarettes in his/her lifetime with the large sdéffetlence persisting.

Table 5.10: Proportion (%) of Jamaicans 15-74 Yearssho Reported Varying Smoking Habits, JHLSII
2008

Smoking History Male Female Total
Ever smokeg 45.1 18.0 31.3
Currently smoke 22.1 7.2 14.5
Tried stopping smoking
0- 5 months ago 1.2 0.8 1.0
6-11 months ago 1.3 0.5 0.9
1-3 years ago 2.5 1.3 1.9
4-5 years ago 1.7 0.5 1.1
More than 5 years ago 16.3 7.7 11.9
Smoked
More than 100 cigarettes in a lifetime 29.2 8.4 18.6
Less than 100 cigarettes in al lifetime 15.9 9.5 12.6
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Three times as many men reported smoking morel@@rcigarettes in a lifetime than did women. (M228.
F 8.4%, T 18.6%, p<0.001) Figure 5.2 shows thahth@ber of persons who have smoked more than 100
cigarettes in a lifetime increases up to age 45syaad then plateaus. By the age of 15 years, G3aroéicans

had started smoking cigarettes with three timesemaales reporting early initiation.

Figure 5.2: Proportion (%) of Jamaicans Aged 15-7&ears who Reported Smoking More than 100
Cigarettes, JHLSII 2008

Lifetime Smoking History of Jamaicans by Age and Sex
—— Males who smoked <100
cigarettes
60
50 —
—u— Females who smaoked <100
40 cigarettes
s 30
20 — - Males wha smoked =100
10 r -—\i:/// \——@H-..__ = / cigarettes
— i O— = —e =
0 I I I I I I
15-24 25-34 35-44 45-54 55-64 65-74 Total Females who smoked > 100
cigarettes
Age

We examined the age at which the smoking habitimtaated. The 30% of the population which repdrte
smoking include 19% (63% of smokers) who reporgehtion at 16 years or older. The proportion wiokers
who initiate the habit prior to 16 years old is sstent among both males and females despite tid nwer

population prevalence of smoking among females ewetpto males.

Table 5.11: Proportion (%) of Jamaicans Aged 15-7¥ears who Reported Initiating Cigarette Smoking
at Given Ages by Sex, JHLSII 2008

Age group Male Female Total
<=7 0.3 0.3 0.3
8-9 1.1 0.4 0.7
10-11 1.6 1.2 14
12-13 3.8 1.7 2.8
14-15 9.4 2.5 5.9
>=16 27.5 11.0 19.1
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Table 5.12 shows the proportions of the populatiich initiate smoking at various ages by age aatgg
There is a suggestion that among younger age giaghsr proportions appear to be initiating smoking
Among smokers in the younger age groups (15-3dsy@ahigher proportion report initiating smokingop to
15 years old (> 6%) compared to older smokers @§years) where less than 4 % report this earliatmn of
smoking.

Table 5.12: Proportion (%) of Jamaicans Aged 15-7#ho Reported Initiating Cigarette Smoking at
Given Ages by Age Bands, JHLSII 2008

Age group 15-24| 25-34] 35-4545-55] 55-64| 65-74
<=7| 0.2 04 | 04| 04| 00 0.0
89| 15 02 | 05| 05| 05 1.0
10-11] 2.3 1.0 | 1.2| 13| 1.6 0.0
12-13] 1.8 45 | 22| 31| 20 2.5
14-15| 55 49 | 78| 53| 68 47
>=16| 105 | 15.7 | 18.9] 29.5 28.1 19.1

A third of Jamaicans have used ganja in any forchthmty percent of Jamaicans have ever smokedjuazia
with males reporting this three times more freqlyetian females. Less than a half of reported userurrent
smokers of the product but this differs betweenesaind females with a third of females and a Hatiaes
reporting current use (Table 5.13). The most comyn@ported frequency among current users is desby
with 9.6% of the population (approximately 50% ofrent smokers) reporting this frequency and male®st
nine times more than among females reporting (M,17 2.1%). Cocaine use was infrequent with 0.1%h®
population of 15-74 year olds report ever usirgnitl 0.2% any other hard drug.

Table 5.13: Proportion (%) of Persons who Reportea@ History of Use of Non- Narcotics Amongst 15-74
Year Old Jamaicans, JHLSII 2008

Ganja Use - Males Females Totals
Smoked Ganja -
Ever 45.2 14.5 9.5
Past 22.3 10.0 16.0
Current 22.9 4.4 13.5
Current Use-
Less than once per week  1.6(5.4) 1.0(22.6) 1.3(13.7)
1-3 per week 3.9(24.7) 1.0(27.8) 2.4(26.2)
4-6 per week 1.7(4.2) 0.4(10.0) 1.0(7.0)
Daily 17.4(65.8) 2.1(39.7) 9.6(53.2)
Ganja in Any form 48.1 17.6 32.5
Ever Used cocaine 0.1 0.1 0.1
Ever used any hard drug 0.2 0.3 0.2
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Alcohol use is shown in Table 5.14. Overall twrds of Jamaicans report that they have consurcetal

with males more frequently than females (84% v8cb&8nd more than half also report current use. Agno

current users, weekend-drinking is most frequerghorted and this is more so among males than énfuit

up to 10% of men and 2% of women report that th@kadlcohol daily. Fifteen per cent of men and 8%6

women report drinking more than five drinks per dag brewed liquor (beer and stout) is the mosjuieatly

consumed alcoholic beverage among both males amalds. A very small proportion of the population

reported that they have discontinued alcohol copsiom in the last five years and only marginallyrabave

ever done this.

Table 5.14: History of Alcohol Use (%) Among Jamaians 15-74 years, JHLSII 2008

History of alcohol use Male Female Total
Ever drank 84.1 53.0 68.2
Past Drinker 4.0 3.9 3.9
Current drinker 80.1 49.2 64.3
Drinking Frequency -
daily 10.2 2.3 6.2
on weekends 42.3 15.1 28.4
occasionally 18.6 13.6 16.1
seldom 3.4 2.1 2.7
Had five or more drink in single day 14.8 3.2 8.9
Stopped drinking
in past yeatr 0.4 0.6 0.5
2-5 years ago 1.5 1.1 1.3
more than 5 years ago 2.0 1.8 1.9
Reason stopped drinking -
health 2.0 2.2 2.1
religious 0.5 0.5 0.5
other 1.2 0.7 1.0
Preferred Type of Alcohol
Premixed alcoholic coolers 8.3 8.3 8.3
Beer or stout 44.1 15.8 29.6
Wine 11.1 8.0 9.6
Liquor 15.6 6.3 10.9
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We examined the association between education amolus lifestyle habits (Table 5.15). The propmtof the
population who report having time for leisure dat mary with educational attainment. Current a@oh
consumption is more frequently reported among theereducated in both males and females (87.4 vS.aftl
56.9% vs. 38.6% respectively). There is a dedihirtbe prevalence of current smoking as the edocdéivel
increases; among men this falls from 30.6% to Gri%e lowest and highest education groups respdygti
while among women the decline is less sharp, 885 across the same categories. Marijuana sigokin
patterns by educational achievement is similaroitilsexes as the lowest prevalence is among mades a
females with the highest level of education (p&stemdary). The trend across educational groupstialways
linear however and the highest prevalence is imiiaklle group with secondary education. The usangf
illegal drug (marijuana, cocaine, and crack) appéabe lowest among the most educated and isasianhong
those with secondary education and those with pyiraducation or lower.

Table 5.15: Proportion (%) of Persons with Reported.ifestyle History by Educational Attainment,
JHLSII 2008

Highest Level of Education

Primary or Lower Secondary Post Secondary
M F T M F T M F T

Lifestyle
Time for Leisure

No | 28,5 30.2 29.3225 323 27.830.1 334 31.6
Yes| 715 69.8 70.7177.5 67.7 72.269.9 66.6 68.4

===

Alcohol Use
Never| 14.0 56.7 34.617.9 43.1 31.512.0 41.3 24.9

Past| 7.5 4.7 6.2 2.7 1.8 3.3/ 0.6 1.8 1.2

Current| 78,5 38.6 59.3] 79.5 56.9 65.287.4 56.9 74.0

Cigarette smoking*
Never| 43.4 779 59.9 59.6 83.1 72.363.9 875 743

Past| 26.0 13.8 20.218.0 9.4 13.330.0 7.0 20.0

Current| 30.6 8.3 19.9 224 75 14.36.1 55 5.8

Marijuana Smoking*
Never| 51.2 87.9 68.9 53.2 834 69.569.8 91.9 795

Past| 25.6 9.4 17.8/ 20.9 10.8 15.420.2 7.1 14.

Current| 23.1 2.8 13.3 259 58 15.110.0 1.0 6.0

O

===

lllegal Drug Usé
No | 76.9 96.8 86.573.9 94.0 84.789.4 98.2 93.]

Yes| 23.1 3.2 13.6/ 26.1 6.0 15.310.6 4.8 6.8
fncluding marijuana, cocaine, crack *p<, 0.05*3%0.001

™

34



Table 5.16 shows the associations between socioetorstatus (SES) as estimated by household passsss
and lifestyle behaviour. All three categories megamilar frequencies of having time for leisureahis was
also consistent between males and females. Cui@stiol consumption is reported at similar frequies by
females in all categories but there is an incréasequency among males of high SES comparedasetiof
middle and low SES. Both males and females rdpasr frequencies of cigarette smoking in the BigBES
groups compared to the middle and lower groups ditierences are more striking among males (33.9%;
22.8% and 12.4%) compared to females (8.1%; 7.™/®Gat?0) for low, middle and high SES respectively.
The pattern of marijuana smoking and combinedalleljug use among SES groups is similar to that of
cigarette smoking especially for males but theedé@hce between SES groups among females is een les
consistent than for cigarette.

Table 5.16: Proportion (%) of Persons with Reported.ifestyle History by Educational Attainment,
JHLSII 2008

Socioeconomic Status

Low Middle High
M F T M F T M F T

Lifestyle
Time for Leisure

No| 29.1 33.0 31.323.0 321 27.624.1 293 26.
Yes| 71.0 67.0 68.7Y77.0 679 72.4759 70.7 73.¢

===

7

Alcohol Use*
Never| 18.0 495 35917.7 475 329124 428 25.9

Past| 5.8 45 514 29 38 34 3.3 38 32

Current| 76.1 46.0 59.179.4 48.7 63.784.3 48.7 71.0

Cigarette smoking***
Never| 48.7 80.5 66.154.9 828 69.1 60.9 83.2 70.§

Past| 17.4 114 14.0223 9.5 15826.7 10.1 19.3

Current| 33.9 8.1 19.3228 7.7 151 124 6.7 9.8

Marijuana Smoking*
Never| 51.7 85.9 71.050.6 82.6 66.961.6 88.7 73.

Past| 20.0 9.2 13.9258 11.7 18.621.5 9.1 16.(

Current| 28.4 4.9 15.123.7 57 145169 2.2 1014

— \J U/

lllegal Drug Usé
No| 71.6 94.0 84.175.9 94.0 85.282.9 97.3 89.]

Yes| 28.4 5.3 153241 6.0 148171 2.7 10.]
Including marijuana, cocaine, crack *p<0.05; *#@001

~ U
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CHAPTER 6

Health and Healthcare

Section 6.1: Family Medical History

There is a high frequency of chronic diseases anfemgy members of the Jamaican population (Takilg.6
Almost half of 15-74 year-olds had a parent or dpament with high blood pressure (M 41.0%, F 53.0%,
47.0%) and a third had a parent or grandparent ditbetes (M 26.9%; F 35.0%; T31.0%). Approximatel
16% had a parent or grandparent with stroke orezgfd®6.0% and 15.4% respectively). Less than tecepe
had siblings with any of the cited chronic diseamas diabetes and hypertension being reported ineogtently
(6.5 and 6.1 % respectively) and less than oneepéreported offspring with chronic diseases. Merrales
(P<0.05) reported having any relative with a citbdonic disease.

Table 6.1: Sex-Specific Percentages (%) of 15-74 afeold Jamaicans who have Family Members with
History of Named Chronic Diseases, JHLSII 2008

Chronic Diseases Parent/Grandparent Sibling Offspring
Male | Female Total| Male Female Total| Male Female Total
Heart Attack 5.0 8.0 6.5 0.9 0.8 0.9 042 0.2 0.2
High blood pressure 41.0 53.0 47.0 3.3 10.2 6.8 4 0. 0.2 0.1
Stroke 15.6 18.5 17.1 0.8 1.1 0.9 0l0 7.Q 3.6
Diabetes 26.9 35.0 31.1 4.3 7.0 5.7 Q.3 0.9 0.6
Cancer 14.0 17.4 15.7 1.8 3.7 2.8 D 2.6 1.3
Epilepsy/Fits 1.3 1.2 1.3 1.7 3.1 2.4 0/1 1.2 0.7

Table 6.2 shows the results of the examinatiorm$ésociations between socio-demographic charaatsresd
awareness of family medical history. With the gtamn of epilepsy, persons with higher educatiqroreed a
higher prevalence of the chronic diseases amongriiatives. Employment status (employed, uneryguo
and student) did not appear to have any impaciamemness of family health history. The SES chearastic
which shows the greatest tendency to higher prapwriat higher levels is income levels where higlome
persons consistently report higher frequenciesl the health conditions in their families compatedower
income persons. SES as estimated by householdgsi®ss shows similar pattern to income levelghiatis

less consistent and the differences are smaller.
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Knowledge of
Family History

Education Employment
Primary or Secondary Post Secondary Employed Unemployed Student
Lower

M F T M F T M F T M F T M F T| M F T
Heart Attack 5.7 80 6.8 35 87 6.3 15.1.81345| 45 81 60 100 9.7 9.83 710.2 8.7
Hypertension 39.5 55.1 46.9 40.7 56.3 49.66.2 69.3 67.6 43.6 57.7 49.4 43.7 5630 % 42.2 54.6 48.0
Stroke 17.7 18.1 174/ 175 194 15204 23.1 18.3 164 19.1 145 17.1 241 151 169 159
Diabetes 295 36.8 33.0f 27.0 40.1 34.38.1 45.0 41.2 28.3 40.8 334 28.6 353 37.8 36.3 37.1
Cancer 12.8 21.7 17.1] 15.0 19.8 17.82.6 22.0 22.3 135 20.3 16.3 14.0 21941 27.6 155 21.8
Epilepsy 41 43 4.2 24 57 4)2 3640 38 30 36 33 24 75 6.7 24 36
Knowledge of
Family History Income Levels Socioeconomic status (possessions)

Low Middle High Low Middle High

M F T M F T M F T M F T M F T M F T
Heart Attack 22 79 52 57 78 6J7 1338 7.105| 40 6.9 57 39 99 6|8 .3192.3 13.9
Hypertension 38.4 534 46. 41.4 547 48]0 54.5 70.2.76| 354 53.1 455 456 59.952|6 52.8 6621
Stroke 13.2 21.7 17.§ 13.8 17.7 157 20.1 30%.4 | 14.8 17.0 16.1 18.0 20.2191 14.1 2489
Diabetes 31.0 340 32.6 249 39.2 32]J0 38.0 5345.8 | 27.8 349 31.8 284426354 349 43294
Cancer 12.2 20.3 16.5 16.4 18.2 173 17.3 2933.6 | 13.3 17.8 158 16.3 20.3182 15.8 30QA5
Epilepsy 31 56 44 36 57 4p 7.2 556.3| 3.1 59 4} 26 48 35.0 3.8 44

Table 6.2: Proportion (%) of Jamaicans Aged 15-74 &ars of Different Socioeconomic Status who Reportddnowledge of Family Disease
History, JHLSII, 2008
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Table 6.3 shows the frequency of self-reporteddbes among Jamaicans. Hypertension and diabetes w

most frequently reported and in almost all casedrégguency reported by females was greater thsn th

reported by males. This is most marked in the casgpertension where 29% of women and 11% of men

reported having these conditions and the repodgohates for the prevalence of obesity, diabetdstoseand

high cholesterol having notable females exces® réported frequency of heart disease (2.4% v8 1.0
respectively) is noteworthy for the excess amontgsmeompared to females.
Table 6.3: Self Reported Prevalence (%) &pecified Disease Conditions by Sex, JHLSII 2008

Disease Condition Male Female Total
Heart Disease 2.4 1.0 1.7
Diabetes Mellitus 6.1 9.1 7.6
Glaucoma 1.0 1.1 1.0
Hypertension 10.7 29.3 20.2
High Cholesterol 2.6 4.9 3.8
Stroke 11 1.3 1.2
Kidney Disease 0.5 0.7 0.6
Obesity/Overweight 2.7 8.5 5.6
Circulation 1.7 5.0 3.4
Enlarged Prostate 1.1 - 0.6
Rheumatic Fever 0.7 0.7 0.7
Sickle Cell Disease 0.3 1.0 0.7
Sickle Cell trait 0.8 3.2 2.1
Arthritis 2.1 7.9 5.0
Asthma 5.7 8.3 7.0
Bronchitis 2.0 3.6 2.8
Cancer 0.3 0.8 0.5
Broken Bones 6.8 3.4 5.1
Epilepsy 0.5 0.9 0.7
Mental health Problems* 2.4 3.7 3.1

*Includes conditions such as major depression, etyxipsychosis
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Section 6.2: Personal Medical History
Table 6.4 shows the prevalence of varying chromsieases based on self-report by 10-age groupsméke

commonly reported chronic diseases were hyperterf2i0.2%), diabetes mellitus (7.6%), asthma (7% an
obesity (5.6%). These self reported chronic diseappeared to be more prevalent among older easoh
showed the greatest frequency in the age band §2&i4. Approximately 5% of 15-74 year-old Jamagcan
reported diagnosis of high cholesterol, overweigbesity, arthritis, and broken bones. Prevalaridegh
cholesterol and arthritis increased with age bemoge prevalent in the age band 65-74 years whidedhierse
was seen for asthma. Reports of overweight andityb@ere most prevalent in the 35-54 year-oldesd.than
4% of Jamaicans reported any form of mental hgatitblems with major depression and anxiety affgctin
mainly the younger age groups. (Data not shownuRtaic fever was infrequent and showed no distiget
pattern.

Table 6.4: Age-Specific Prevalence (%) of Specifiddisease Conditions Based on Self Report by 10-year
Age Categories, JHLSII 2008

Disease Condition 15-24| 25-34 35-44 45-54 55-64 T78b4{ Total
Heart Disease 1.4 0.5 0.8 1.3 55 6.1 1.7
Diabetes Mellitus 0.6 1.6 7.1 15.4 17.9 28.7 7.6
Glaucoma 0 0.9 0.9 0.7 3.2 6.7 1.0
Hypertension 6.5 11.8 18.3 33.2 42.6 54.1 20.p
High Cholesterol 0.5 1.2 3.9 5.7 8.7 15.4 3.8
Stroke 0.2 0.5 0.4 1.9 3.1 6.1 1.1
Kidney Disease 0.5 0.6 0.2 0.9 0.9 1.2 0.6
Obesity/Overweight 1.5 5.2 7.8 7.8 8.8 7.3 5.6
Circulation 0.6 1.6 2.8 5.6 7.3 13.0 3.4
Rheumatic Fever 1.2 0.8 0.7 0.1 1.8 0.2 0.7
Sickle Cell Disease 0.9 1.0 0.5 0.3 0 0.7 0.7
Sickle Cell trait 2.8 1.7 1.5 2.9 0.8 2.3 2.1
Arthritis 0.1 1.0 3.0 55 16.6 29.3 5.0
Asthma/Wheezing 9.8 6.8 6.8 5.8 4.9 2.6 7.0
Bronchitis 2.6 2.7 2.1 4.7 2.5 2.6 2.8
Cancer 0 0.1 0.3 1.7 0.6 2.1 0.5
Broken Bones 5.9 55 3.9 6.1 4.0 3.8 51
Epilepsy 0.2 1.8 0.6 0.4 0.6 0 0.7
Mental health 2.9 3.1 3.4 2.8 3.7 1.8 3.1
Problems*

*Includes conditions such as major depression, etyxipsychosis
The majority of the participants who have a chrahigease had taken prescribed medication excetitosg
who had a stroke, where only half of that popufatieported adhering to pharmaceutical therapy. reMloan
half of the Jamaicans who have diabetes, hypedermsidyslipidaemia reported that they practise@hte
management, did exercise and /or changed die butauency was lower among persons with heartlatad
stroke. (Table 6.5) More males than females appdarbave made these lifestyle changes for alf¢perted

chronic diseases.
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Table 6.5: Proportion (%) of Jamaicans Reporting Adherence in the Management of Chronic Diseases, JHUR008

Diabetes Hypertension Dyslipidaemia Heart Attack Soke
Ever Adhered to M | F T | M | F T | M | F T |M | F T |M |F T
Recommendation*
Taken prescribed 92.1 | 85.7| 882 77.8 770 772 749 700 717 55567 62.4| 42.6) 556 50.1
Medicine
Controlled or lost weight
ﬁl’EZL‘zsed/reducedsa't 63.0| 61.4| 62.0 737 692 7014 749 70.0 717 60.85Pp49.3| 585 401 479
Reduced/eliminated 56.7 | 36.3| 46.2 63.2 299 40/1 847 60.8 69.2 67.8.7256.9| 744 344 533
alcohol/cigarettes
Done anything elde 24| 36 | 31| 00| 27| 20 |118| 49| 74 | 7.3 | 34.0| 16.0| 0.0 | 0.0 0.0

Lifestyle change for diabetics included speciat;diot necessarily adherent at time of survey
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The reasons for non-adherence to medications waraieed (Table 6.6 [a & b]). The rates reportedene

expressed as a percentage of the persons takingatieds for the respective ilinesses. Only in¢hse of

heart attack among males and cancer among femdlessiynificant majority of respondents reportt tieey

always take their medications. Common conditiarehsas hypertension, diabetes mellitus and

hyperlipidaemia were never consistently adhered ajority and the reasons for non-adherence waieds

and included 7% who could not be bothered. Fretyiegported reasons for non-adherence to meditsitio

include, forgetfulness, inability to afford medicats, “running out of medications” and “feeling test.

Persons who had suffered from a heart attack fretyueited cost as the main deterrent to adhereriuke

“feeling better” was frequently reported by persarith stroke.

Table 6.6a: Proportions (%) of Individuals Aged 1574 Years who Stated Given Reasons for Failure to
Take Medication, JHLSII 2008

HTN DM Heart Attack Stroke
Reason M F T M F T M F T M F T
Always take
medication 56.3| 47.5| 50.3| 31.3| 46.0| 40.0| 88.0| O 510, O 13.0| 8.2
Cannot Afford Rx 79 601 65 4745] 41| 70123 |134|130| 0 | 40| 23
Feeling Better 8.2 8.8 8.6 0.9 5. 3/3 13.47.05 42.0
Side Effects 1.3 | 49| 40| 22 | 3.0 | 3.0 0 0 0 13.4| 57.0| 42.0
Hear there are side )
effects 0 1.2 0.9 3.0 0.5 1.4 0 0 0 0.0 16.1 11.0
Forgettotake Rx | 15 31 164|153 | 12.0]11.0/120] o | o | o | 00| 70| 50
Run out before
next appointment 15.0| 11.0| 12.0| 54 | 11.0| 9.0 0 0 0 0.0 | 54 | 4.0
Cannot be bothered | 2| 21 | 60| 70| 70| 70| - | - - | 00| 60 4.0
Alternate therapy 0 0.3 0.2 - - - -
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Table 6.6b: Proportions (%) of Individuals Aged 1574 Years who Stated Given Reasons for Failure to
Take Medication, JHLSII, 2008

Asthma Epileps Cancer Dyslipidaemia

Reason M F T M F T M F T M F T

Always take Rx 33.0| 44.0| 400| 0 |142|142| o |81.9|81.9]| 298] 300/ 29.9

Cannot Afford Rx 0 6.0 | 4.1 0 0 0 0 0 0 |[12.0| 2.2 | 5.8

Feeling Better 53.0| 41.0 | 450| 0 |306[306| O | 0 | 0 | 48| 0 | 17

Side Effects 0 0 0 0 0 0 0 0 0 0 06 0(4
g'f‘?:éttshere areside | 1451 o | 50l 0| o] ol o] o ol o] 81 51
Forget to take Rx 0 2.4 2.0 0 0 Q @ 8|6 86 12.0.01111.2
Run out before

next appointment 0 3.0 | 20 0 0 0 0 0 0 84 | 80 | 80
Cannot be bothered 0 2.0 1.2 0 0 D 0 3.9 3.9 0 0

Alternate Therapy 0 2.0 1.Q 0 0 0 0 ( 0 D 0 0

Table 6.7 shows that approximately 10% of 15-7&ry@d Jamaicans have never had their blood pressur
checked (14.9% M; 4.2 % F). Forty-seven percedaofiaicans and nearly twice as many females as males
(34.0% M; 58.8% F) reported that they had theiobdlpressure checked within the six months pridhéo
interview. Twenty-seven percent of Jamaican 1y&&t-olds were sick in the past year and 40% repaself-
medication in the same period. Less than one tfithmaicans reported taking vitamins or iron sappnt

with more females than males reporting the uséedda supplements.
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Table 6.7: Percentages (%) of 15-74 Year-Old Jamaas with Given Health Seeking Behaviours, JHLSII
2008

Health Seeking Behaviour Male| Female Total
Last time blood pressure measured
Never| 149 |4.2 9.4
Less than 6 months34.0 58.8 46.6
Six months to less than a yeal5.7 16.6 16.1
One to two years agopl8.5 12.8 15.6
Over 2 years agp16.9 7.6 12.2
Been sick in the past year 24.0 30.2 27.0
Self medicated in past year 45.1 34.2 40.0
Vitamin Supplements 19.0 24.0 21.5
Iron Supplements 8.9 17.4 13.2

Health-seeking behaviour as estimated by timegblmod pressure measurement varied somewhatdgl so
groups as estimated by income or household poessssA greater proportion of persons with higrome and
those with more household possessions had theidlgoessure measured in the last six months. Haveeve
similar proportion of approximately 10% acrossthdl other groups have never had their blood pressur
measured. (Table 6.8). Persons with health imseravere more likely to have had their blood pressu
measured in the last six months compared to thakewt insurance (58.5% vs. 43.8%). Reports os@ges of
iliness, self-medications and the use of vitamid mon supplements were most frequent in the higB §roup
(household possessions) and the difference wasmarked in the use of vitamin supplements. Vaiatiin
these features were less marked across incomeoc@®while the use of vitamin and iron supplemevds
more frequent among persons with health insura&tedents were most likely to have never had thlend
pressure measured (31.9%) compared to 12% omedbather employment and education groups. Psrgo
the highest education category reported more epssotliliness and were more likely to self-medicatd also
used more vitamin supplements than other groupthleutise of iron supplements did not show simitaration
(Table 6.9).

43



Table 6.8: Percentages (%) of 15-74 year-old Jamaas with Given Health Seeking Behaviours from
Varying Demographic Indices, JHLSII, 2008

Health Seeking Behaviour SES (Possessions) Income edith
Insurance
Low | Middle | High |Low |Middle | High | Yes No
Last time blood pressure
measured
Never| 9.6 9.6 8.6 8.9 9.6 26 | 7.4 9.9
Less than 6 months 43.1 48.3 50.5| 44.2 46.7 552 585 43.
Six months to less than a ygal7.4 15.4 15.5] 15.9 15.8 19/5 159 16.
One to two years ago 15.0 16.4 14.1| 16.9 15.3 153 122 16
Over 2 years agp 14.9 10.4 11.2| 14.1 12.6 7.5 6.0 13.
Been sick in the past year 27.5 24.8 33.7| 26.% 27.3 3216 326 25
Self medicated in past year 11.4 8.8 14.8| 11.9 9.6 8.5 12]2 10|
Vitamin Supplements 14.7 21.4 39.5| 13.7 22.7 381 38,2 17
Iron Supplements 10.9 14.3 15.7] 10.1 14.9 12)6 16|5 12.

Table 6.9: Percentages (%) of 15-74 year-old Jamaias with Given Health Seeking Behaviours from
Varying Demographic Indices, JHLSII, 2008

Health Seeking Behaviour Education Employment
Primary | Secondary Post Employed | Unemployed| Student
or Secondary
Lower
Last time blood pressure
measured
Never| 5.7 12.0 6.5 7.4 6.0 31.9
Less than 6 months 50.2 44.2 50.0 47.2 51.3 28.1
Six months to less than a year15.1 16.7 16.7 16.8 15.4 15.2
One to two years ago 13.8 16.4 15.8 15.6 16.1 13.6
Over 2 years agp 15.3 10.8 11.0 12.9 11.3 11.3
Been sick in the past year 26.1 26.5 33.0 25.8 29.5 25.9
Self medicated in past year 9.1 10.0 18.0 10.2 10.6 11.8
Vitamin Supplements 16.8 20.1 41.1 23.9 18.9 14.8
Iron Supplements 10.6 13.6 18.5 14.3 12.8 8.4
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Persons with ilinesses were more likely to seeltiheare than those without and were unlikely nchawe
blood pressure measured in the last two years ekmepersons with a heart attack where almostaatqu of
persons with this history did not have their blgodssure measured in the last two years. Persitimsliabetes,
heart attack, stroke and high cholesterol, repaltreess episodes more frequently than their umcadie
counterparts, while the reverse was seen betweasonmewith and without hypertension (Table 6.10).

Table 6.10: Percentages (%) of 15-74 Year-Old Jantans with Given Health Seeking Behaviours who
had Varying Cardiovascular Diseases, JHLSII 2008

Cardiovascular Disease

Health Seeking Behaviour Diabetes HTN Heart Stroke High
Attack Cholesterol
Last time blood pressure Y N Y N Y N Y N Y N
measured
Never| 2.3 | 100 | 4.7 | 11.0| 0.0 | 10.3| 0.0 | 104} 4.7 | 10.2
Less than 6 months78.6 | 43.9| 60.6 41.9 584 474 797 469 58.3 44.6
Six months to less than a ygafl2.0 | 16.5| 13.3 17.1 13.7 158 35 1.0 153 16.2
One to two years ago 4.7 16.5| 11.2] 17.1 45 150 12,7 150 13.7 1b.1
Over 2 years agp 2.5 13.0| 10.2} 12.¢ 235 11}5 4.1 118 80 1R9
Been sick in the past year 354 26.3| 23.8§ 281 356 27|0 4217 269 31.2 26.9
Self medicated in past year 99 | 106| 79| 11 132 102 201 19.1 90 111
Vitamin Supplements 215 | 21.2) 220 21.3 243 20{7 196 179 27.3 205
Iron Supplements 13.2 | 13.2) 12.3 13.(“5 21.3 1214 0.0 79 145 1R9
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Section 6.3: Health Insurance
These data show that among Jamaicans 15-74 yelrk809% reported having private health insurance

(Of which 14.0% purchased by employer) and more than women having this facility

(22.4% vs. 15.8%; [@x01) (Table 6.11). In persons with private inswsg young adults and middle aged
persons were more likely to have private healthraisce; with 25-34 year olds having the highesjuency.
(Table 6.12).

Health insurance as an employee benefit was megeiént than individual purchase of health insuramce
all age categories except in the 55-64 year-oldgagep where males had similar frequencies of epgnio

purchased and individual-purchased health insurpatieies.

Table 6.11: Proportion (%) of 15-74 Year-Old Jamatans with Private Health Insurance, JHLSII 2008

Male Female Total

Private Health Insurance 22.4 15.8 18.9
-Subscriber 11.8 7.9 9.8

- Dependent 8.4 6.7 7.4

- Both 2.2 1.2 1.7

Private Insurance Purchase by

- Employer 17.2 11.0 14.0

- Individual 3.5 3.7 3.6

Employer & Individual 0.9 0.3 0.6

Table 6.12: Proportion (%) of 15-74 year-old Jamaians by Age Group and Sex with Private Health
Insurance, JHLSII 2008

Age Subscriber Dependent Subscriber & Dependent
groups M F T M F T M F T
15-24 54| 5.1 5.3 14.2 9.5 11}7 1.5 1.0 1.8
25-34 18.8) 9.4 13.9 5.6 5.7 5.6 4.2 1.4 2.7
35-44 12,1 7.0 9.5 6.9 5.7 6.2 3.5 2.0 2.7
45-54 10.2| 9.2 9.7 7.3 4.8 5.7 0 0.9 0.4
55-64 13.7| 9.6 11.7 4.8 6.2 5b 0 0.3 0.1
65-74 12.7) 11.0 11.8 7.5 6.6 6.9 0.9 0 0.4
Totals 11.8| 7.9 9.8 8.4 6.7 7.4 2.2 1.2 1.7
Employee- Benefit Individual Purchase Both

Age M F T M F T M F T
15-24 16.2] 9.7 12.9 1.8 4.6 3.2 0.6 0.8 0.5
25-34 21.1 135| 17.1 6.0 2.5 4. 1.6 0.p 0.9
35-44 20.5 11.4| 15.9 1.1 2.5 1.8 0.0 0.p 0.1
45-54 149 10.2| 12.6 2.6 3.3 2.9 0.0 0.6 0.3
55-64 7.1 10.6 8.8 8.5 4.1 6.4 2.9 0.6 1.8
65-74 14.2 6.9 10.4 4.8 8.5 6.8 1.6 0.0 0.8
Totals 17.2| 11.0| 14.0 3.5 3.7 3.6 0.9 0.3 0.6 46




Section 6.4: National Health Fund Programmes
The National Heath Fund Programme (NHF) providésslies for the purchase of medications for a setec

list of illnesses to all eligible Jamaicans white tJamaica Drugs for the Elderly Programme (JAD&BYides
subsidies on a similar range of illnesses but tmiyersons 60 years and older.

Seventy-seven percent (74% men and 80% womenggidpulation had heard of the NHF Programme. A
higher proportion of women had heard of the NHBElirage categories and while the proportion of nvéo
had heard of the NHF did not vary significantly hvéige, older women were more aware of the serlime t
younger women. A total of 9.5% (7.1% men and 11v@8men) of the population were enrolled in the Nagio
Health Fund Programme. Enrolment was greatemmales compared to males in all age groups andasete
with age in both sexes but the sex difference weden older age groups, such that among 65-74ofdar
persons, enrolment among females was almost thateatmong males (54.5% vs. 28.5%). (Table 6.13)

Table 6.13: Percentage (%) Enrolment in NHF Progreame by Age Group and Sex, JHLSII 2008

Age groups Ever Heard of NHF Enrolled with NHF*

M F T M F T
15-24 69.1| 723 | 707, 25 2.9 2.7
25-34 726 | 779 | 754 1.3 2.4 1.8
35-44 744 | 795 | 77.00 45 8.7 6.6
45-54 79.3| 87.3| 83.3] 13. 19.2 16.0
55-64 76.7 | 89.8| 83.1] 17.3 29.7 23.4
65-74 742 | 879 | 814 2815 54.5 42.0
Totals 735 | 79.7| 76.7, 7.1 11.9 9.5

*Of the total population of 15-74 year olds

Approximately 36% (33% men and 40% women) of Jaar@aeported having heard of the JADEP programme.
Awareness was lowest in the 15-24 year old agepand highest in those over 65 years old ( 52%ithi

each age group there was greater awareness ofdtgapme among female compared to male respondents.
Among females, there was a steady increase in aasgseamong older persons while the change wéh ag
among males was inconsistent, appearing to peatkdidle age (45-54 year old) but falling off theteaf(Table
6.14) Of the entire population 2.5% (1.9% men ai@dBwomen) were enrolled in the JADEP programme

while 23.7% (28.5% women and 18.4% men) of the fadjoun over age 60 had enrolled.
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Table 6.14: Percentage (%) Enrolment in JADEP Progamme by Age Group and Sex, JHLSII 2008

Age groups Ever Heard of JADEP Enrolled with JADEP*
M F T M F T

15-24 14.4 24.3 194 0 0 0.0
25-34 21.9 35.7 29.2 0 0 0.0
35-44 44.9 41.0 42.9 0 0.0 0.0
45-54 53.0 54.0 53.5 0 0.0 0.0
55-64 44.8 56.7 50.7 5.1 8.3 6.7
65-74 45.4 57.5 51.7| 22.3 34.3 28.6

Totals 32.9 39.6 36.3 1.9 3.0 2.5

*Of the total population of 15-74 year olds

Half of the persons recruited in the over 60 adegmy reported they had heard of the Jamaica Diargbe
Elderly programme; only twenty-four percent areodled. (Figure 6.1) and these proportions weretgrea

females than males.

Figure 6.1: Proportion (%) of Jamaicans Over SixtyYears who are Enrolled in the JADEP Programme,
JHLSII 2008

Enrolment of Seniors in JADEP progreamme

60
40

%
50 O Ever Heard of JADEP

W Enrolled with JADEP
0 | |
Male Female Total
Sex

Of those persons who had ever heard of the pragesmnenrolment was 12% and 7% in NHF and JADEP,
respectively, with twice as many females as mabteslied in the programmes. (Table 6.15). Smafiedénces
exist between urban and rural dwellers in the amesg of and enrolment in the NHF. Higher propodiof
urban compared to rural males are aware of the Whife among females, the reverse is true. Ther@mare
urban/rural differences in the awareness of theER[Programme but as for the NHF programme, morarurb

males and rural females are enrolled compareceio cbunterparts.
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Table 6.15: Percentage (%) Enrolment in NHF/JADEP Rogramme by Geographical Distribution
JHLSII 2008

Urban Rural Total
M F T M F T M F T
Heard of NHF 746 | 78.3| 76.5 | 71.4| 824 | 77.1| 73.5 79.8 76.7

(62

Enrolled with NHF*| 10.6 | 14.3] 125 7.9 16.0 123 96 14(9 12.

Ever Heard of JADEP 33.0| 39.7] 36.4 325 396 362 329 396 36.3
Enrolled with JADEP* 6.6 6.8 6.7| 4.2 9.7 7.0 5.8 7.7 6/8
*Of those who have ever heard of the programmes

Table 6.16 gives percentages of males and femdlesoWtained information on the NHF and JADEP
programmes. The major sources of information weeentedia (58% and 62%) and family/friend (25% and
24%) for the NHF and JADEP respectively. More wortlean men had heard about the NHF from their health
care provider (20% vs. 8% respectivelyilhe proportion of women who had received theirinfation about

the NHF from health care providers increased wié @hile those women who learned about the NHF from
the media was lower in the older participantiSaté not show)Very few persons had learned of the NHF

through health fairs and other sources.

Table 6.16: Sex-Specific Percentages (%) of 15-74af-Old Jamaicans who Indicated Given Sources of
Information on NHF/JADEP Programmes*, JHLSII 2008

Sources NHF JADEP
Media Male 65.9 69.4
Female 51.6 55.4
Total 58.3 61.6
Health Professional Male 8.3 8.5
Female 20.1 15.5
Total 14.5 12.4
Family friend Male 24.6 20.6
Female 25.2 26.1
Total 24.9 23.7
Heath Fair Male 0.6 1.4
Female 2.4 2.4
Total 1.5 2.0
Other Male 0.6 0.0
- Female 0.8 0.6
Total 0.7 0.3

Tof those who have heard of the programmes
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Of the persons enrolled in both the NHF & JADEPgpammes just over a third used the NHF card relyular
and a quarter never used at all while a little tess half reported using the JADEP card on a ezdudsis and
almost one fifth of those with cards reported mexéizing them at all. There were no significaax
differences in regular utilization of the cardsalle 6.17)

Table 6.17: Card Usage Pattern (%) among Personshw were Enrolled with the NHF/ JADEP
Programme by Sex, JHLSII 2008

NHF n=392 Male Female Totals
Never 23.5 23.9 23.8
Seldom 24.8 19.5 21.4
Occasionally 20.2 16.9 18.1
Regular 31.6 39.6 36.7
JADEP n=117 Male Female

Never 24.6 14.3 18.1
Seldom 5.1 9.3 7.7
Occasionally 24.6 28.0 26.7
Regular 45.6 48.4 47.4
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Table 6.18 shows numbers of persons stating difteeasons for non-enrolment expressed as a pageent
those who had heard of the respective programmbésn\Whe reasons for not enrolling in the NHF progre
were explored not having any of the required headtiditions was the most common reason.(56.5%) yMan
reported having difficulty with the process or m@nting to make the effort to get this benefit. k. a¢
gualifying information such as a Taxpayer RegigtraNumber (TRN) or birth certificate only prohied very
few persons from enrolling. A smaller proportidrtlzose who did not enrol in the JADEP programme ha
none of the health conditions that were coverechimst stated the reason for non-enrolment as netingethe
age criteria. (47.7%)

Table 6.18: Sex-Specific Percentages of Reasons fon-enrolment in the NHF/JADEP Programmes,
JHLSII

Reason NHF | JADEP
No health condition Male 56.5 29.5
Female| 47.1 29.4
Total 51.5 29.5

No TRN Ma| 0.7 0.5
- Female| 1.0 0.3
Total 0.9 0.4
No birth certificate Male¢ 0.3 0.5
Female| 0.6 0.3
Total | 0.4 0.4
Drugs not covered Male 0.5 1.2
Female| 0.7 0.4
Total | 0.6 0.7
Subsidies too low Male 1.7 -
Female| 1.8 -
Total 1.7 -
Not yet sixty alé - 47.7
Female - 54.0
Total - 51.1
Other: - Don’t know how to Male 9.6 2.2

Female| 11.0 2.0

Total | 10.3 2.0

Other Health Insurance Male 1.6 0.23
Female| 2.2 0.40

Total | 2.0 0.32

No effort/ Cannot be bothered Male 14.7 14.5
Female| 12.5 9.9

Total | 13.9 11.9

Application Pending Male 0.5 -
Female| 0.2 -

Total 0.3 -

Process too Costly Male 0.1 -
Female | 0.2 -

Total 0.2 -
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The desire to save, (88.3% and 85.4% respectiasig)encouragement from a healthcare professiohdl¥d
and 17.6% respectively) were the more common resafewruse of the NHF/JADEP cards. (Tables 6.19 and
6.20) Of the 24% of persons who are enrolled butatause the card; non-acceptance of cards at plcéem
was reported by 3.9% of NHF and 5.5% of JADEP hkeiafes. Other reasons for persons who were etoll
in the NHF and not utilizing the card included,Kaxf availability of their specified drug on theggramme
(3.4%), and using other health cards (1.0%). A lpgoportion of persons especially males had nergreason
for non use of the NHF card. (M 20%, F6%, T 13%)

Table 6.19: Percentages of Persons Enrolled (n=39&jth the NHF Who State Given Reasons for Using
Card, JHLSII 2008

Reasons for use of NHF Card Male Female Total
Save 51.3 55.6 54.1
Encouraged by healthcare professional 9.4 7.9 8.
Encouraged by friends/family 0 0.9 0.
Reason not stated 16.0 12.1 13.
Enrolled card not used 23.4 23.5 23.
Reasons for non use of NHF Card Male Female | Total
Benefits too small 0 2.0 1.2
Pharmacy does not accept card 0 4.9 3
Prescribed drug not on list 5.3 3.4
Cannot afford co-payment 0.7 0.5
Have other health insurance 2.6 1.3 1.0
Have other means of getting prescription 0 0.8 0
Reason not stated 20.1 6.1 13.0
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Those with JADEP cards that were not being usdddtaat their drug not being covered by the prognea
(19.6%), there was a lot of tedium and difficultitiwthe process (11.9%) and pharmacies tendedrnake the
card (5.5%). There were some differences betwedesnaad females in the explanations provided wibinem
males than females reporting that prescribed drag ot on the list or failure of card to arrivesafapplication
while more women complained about the tedium ofaiteeess (Table 6.20).

Table 6.20: Percentages of Persons Enrolled (n=1)1with the JADEP who Stated Given Reasons for
Using Card, JHLSII 2008

Reasons for use of JADEP Card Malg  Female Tota
Save 89.1 83.5 85.4
Encouraged by healthcare professional 25.9 12/8 6 1J7.
Encouraged by friends/family 0 7.3 4.8
Reasons for non use of JADEP Card Malg Female | Total
Condition not covered 5.0 0 2.5
Pharmacy does not accept card 0 11.3 55
Prescribed drug not on list 26.6 12.5 19,6
Applied but no card received 41.8 27.4 344
Tedious to fill Rx 0.0 24.2 11.9
Other Insurance 9.5 0 4.8

The majority of the persons enrolled in the NHFgsemnme accessed the medication subsidy benefit tihem
programme, while a minority of cardholders’ ~2.6&6e@ssed other benefits including glucometers aipsst
(Table 6.21)

Table 6.21: Percentage of Persons Enrolled who Agsed Given Benefits through the NHF Programme,
JHLSII, 2008

Benefits accessed with NHF Card Male| Female Totd
Medication 96.8 97.7 96.6
Glucometer 0.0 1.8 1.2

Glucometer strips 3.1 0.0 1.4

Table 6.22 shows the extent to which persons wibhedes mellitus accessed benefits from the NHF
programme. No one reported accessing the recettbduced Glycosylated Haemoglobin (HbA1c) testing
Of note is that no male reported obtaining a Giueter however only men obtained strips through the
programme. Over seventy percent of the diabetioslled reported accessing their medication from the

programme.
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Table 6.22: Percentage of Diabetics Enrolled who Aessed Diabetic Benefits through the NHF
Programme, JHLSII, 2008

Benefits accessed with NHF Card Male| Female Total
Medication 60.7 77.8 70.8
Glucometer 0.0 2.5 1.6
Glucometer strips 7.8 0.0 3.3
Glyco Hb testing 0.0 0.0 0.0
Enrolled don'’t use card 31.3 19.8 24,5

Table 6.23 shows the proportion of persons witlegigonditions who access the NHF benefits. Ofished

conditions which are eligible for benefits useltd benefit was reported in less than 50% of cagesat.

Only among females in the cases of glaucoma (5@dihetes mellitus (52%), high cholesterol (51%) and

among males in the case of stroke (59%) were theflte used in more than 50% of cases. Diabetdiguse
50%), glaucoma (49%) and high cholesterol (47%sti@ highest usage rates. Conditions with thes&iw
uptake of the benefits include Asthma (12%), meln¢allth problems (1 6%) and enlarged prostate (26%)

Table 6.23: Sex- specific Enrolment (%) in the NHPprogramme by Self-Reported Disease Conditions,

JHLSII 2008

Disease Condition Male(n) | Female(n)] Total(n)
Heart Disease 33.3 (6) 33.5(21 33.4 (27)
Diabetes Mellitus 47.1(37) 51.6(130 49.8(167)
Glaucoma 41.5(7) 56.9(18) 49.4(25)
Hypertension 33.0(44) 27.8(220 29.2(264)
High Cholesterol 38.9(13) 51.4(71) 47.1(84)
Stroke 58.7(9) 28.6(10)| 42.1(19)
Kidney Disease 11.0(2) 15.1(4) 13.4(5)
Overweight/Obese 6.8(3) 18.9(42 16.1(4b)
Circulation 40.3(13) 38.0(52) 38.6(65)
Enlarged Prostate 26.1(6 N/A 26.1(6)
Arthritis 30.9(10) | 42.0(92) | 39.7(102)
Sickle Cell Disease 0.0(0) 11.6(2) 8.7(2
Asthma 10.1(6) 12.8(22)| 11.7(28)
Cancer 43.1(2) 48.5(12) 47.1(14)
Mental health Problems* 8.2 (2) 21.6 (19) 16.3(21)
Epilepsy 0.0(0) 10.5(4) 7.0(4)
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Table 6.24 highlights the enrolment in the JADEBgoamme of persons with the cited disease condition

For all conditions reported less than a half ospas with the disease are enrolled in the prograrimby ten

percents of the persons who stated they were heimve are enrolled in JADEP. The highest uptakbede

JADEP benefits is for cancer (men - 100%; womef@%Y¥while there was moderate uptake by both sexes f

diabetes mellitus, high cholesterol, glaucoma,utaiton, asthma (among females), arthritis (amamgdies)

and enlarged prostate among males.

Table 6.24: Sex- specific Enrolment (%) in the JADP programme by Self-Reported Disease Conditions,

JHLSII 2008

Disease Condition Male(n) | Female(n) Total(n
Heart Disease 13.0 (2 52.4(12 39.1(14)
Diabetes Mellitus 45.6(17)  37.0(34) 40.7(81)
Glaucoma 39.1(2) 37.2(10)| 37.8(1R)
Hypertension 12.6(21) 9.1(73) 10.0(94)
High Cholesterol 36.7(6) 49.1(30)] 45.6(36)
Stroke 17.8(2) 19.3(3) 18.5(5
Kidney Disease 0.0(0) 100.0(1)  25.0(1)*
Overweight/Obese 22.6(1) 36.6(14 34.8(15)
Circulation 48.0(5) 33.1(14)| 37.6(19)
Enlarged Prostate 45.6(5 N/A 45.6(5)
Arthritis 25.3(6) 41.5(45) | 37.2(51)
Asthma 0.0 54.6(8) 28.0(8
Cancer 100(1) 47.1(5) 51.2(6)
Mental health Problems* 0.0 (0) 25.4(2) 17.0(2)
Epilepsy 0.0 37.5(1) 37.5(1

*unweighted estimates
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Section 6.5: Sources of Information

We examined the sources from which Jamaicans redenformation on their general and dental health.
(Table 6.25)

The majority of the population (97%) reported ttiegty received health information from at least soerce.
Television was a source of information for morenthalf of the population and was the source most
frequently mentioned by both sexes, followed byaand over 40% of Jamaicans. The print media and
friends/parents/family members were reported by 3 persons. More females (45%) than males (30%)
reported receiving health information from doctorswurses and more males (16 %) than females (12%)
reported receiving information from magazines/neapgs. Of note is that newspaper as the sourcenf p
media was more frequently reported than brochurdgpamphlets as a source of information. The other
sources of information were reported by similargandions of males and females. A very small praparof
the population (<2%), listed the other health psefenals (nutritionists/dietitians) or non-govermme
organizations (NGOSs), as providing a source ofrmfation on health.

Table 6.25: Sources of Information (%) on Health aRkeported by Jamaicans 15-75 Years by Sex, JHLSII
2008

Sources Males Females Totals
None 3.1 2.3 2.7
Doctor/Nurse 30.1 44.8 37.6
Dietitian/Nutritionist 1.5 1.4 1.4
Television 56.3 60.2 58.3
Radio 46.6 42.0 44.3
Brochures/ Pamphlets 7.9 8.9 8.4
Magazines/Newspaper 15.5 11.7 13.6
NGOs* e.g. DAJ**Churches 1.4 1.4 1.4
Friend /Family Member /Parent 194 14.9 17.1

*Non-governmental organizatiorigDiabetes Association of Jamaica
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Table 6.26 shows the proportion of the populatizat teport receiving no health information is sanihcross
age groups. The frequency with which health walege reported as a source of information is highgsng
older persons while television and friend/ familgmrber/ parent are reported less frequently ingtosip and
more frequently among the younger persons. A higheportion of the younger age group 15-24 yeai$84)
report newspaper/magazines as a source of infaymtian the other age groups. Dietitian/Nutritb@nd
NGOs were infrequently mentioned by all age groagpa source of information on health.

Table 6.26: Sources of Information (%) on Health byTen Year Age Bands as Reported by Jamaicans 15-
74 years, JHLSII 2008

Sources 15-24  25-34 35-44 45-54 85;665-74
None 2.3 2.5 2.4 3.0 4.0 4.1
Health Worker 34.9 34.4 37.3 39.8 40.5 50.4
Dietitian/Nutritionist 1.1 2.3 1.0 2.0 0.2 15
NGOs* e.g. DAJ** 0.9 0.8 0.7 0.8 2.1 0.4
Television 64.3 60.1 60.7 58.3 44.5 39,0
Radio 37.1 43.4 48.3 52.0 49.0 40.2
Brochures/Pamphlets 9.4 8.0 8.7 9.4 61 6.0
Magazines/Newspapers 21.3 11.9 14.3 16.8 16.3 5.9
Friend /Family Member /Parent 19.1 18.7 17,9 11.515.4 14.7

*Non-governmental organizations*Biabetes Association of Jamaica

Television is the reported medium of choice foomhation on nutrition with one third of the popudet
reporting that source; this is followed by the dwo&turse with one in four persons stating this sewand
females reporting it more frequently than malese Mbtritionist/ dietician were the most infrequeatirce of

information on nutrition. (Table 6.27)

Table 6.27: Sources of Information (%) on Nutritionas Reported by Jamaicans 15-75 Years by Sex,
JHLSII 2008

Sources Males Females Totals
None 4.8 4.8 4.8
Doctor/Nurse 21.0 31.9 26.6
Dietitian/Nutritionist 1.6 1.8 1.7
Television 33.7 32.5 33.1
Radio 17.7 13.2 15.4
Brochures/ Pamphlets 3.4 3.4 3.4
Magazines/Newspaper 4.8 4.3 4.5
NGOs* e.g. DAJ*Churches 2.0 2.6 2.3
Friend /Family Member /Parent 10.9 5.5 8.1

*Non-governmental organizatiorigDiabetes Association of Jamaica
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There is great disparity in the reported propogiohJamaicans who cite the health worker as aceair
information on nutrition across the ages. The progas trend steadily upward with age from 18.8%hia
15-24 year age band to 42.1% in the 65-74 yeabagd. The converse is true however for the peratias
reported television as their source of informati@tiing from 38% among youth to 18% among the é{de
(Table 6.28). In general lower proportions of pasreport sources of nutrition information complaie@

general health information.

Table 6.28: Sources of Information (%) on Nutritionby Ten Year Age Bands as Reported by Jamaicans
15-74 years, JHLSII 2008

Sources 15-24| 25-34 35-44 45-54 55-64 6574
None 5.3 5.3 4.2 4.1 4.2 5.6
Health Worker 18.8 241 28.6 30.8 325 421
Dietitian/Nutritionist 1.7 2.2 14 1.6 1.8 1.0
NGOs* e.g. DAJ** 5.5 0.7 0.9 1.7 3.5 2.6
Television 38.2 37.2 33.5 31.8 18.9 17)9
Radio 9.8 14.7 17.6 17.7 23.6 17.6
Brochures/Pamphlets 3.8 3.1 4.4 2.9 219 116
Magazines/Newspapers 6.3 3.9 3.8 5.0 3.8 2.9
Friend /Family Member /Parent 10.7 8.9 5.9 4,4 9/0 9.8

*Non-governmental organizations*Biabetes Association of Jamaica

All persons appear to have a source of informationlental health. Dentist or school nurse andmpare
family member were the most frequently reportedsesiof dental health information and both wereresul
by similar proportions of Jamaicans approximatélyo4 All other sources were mentioned by a small
minority of the population (<15% in all cases) dfieh the public communication media (televisiordioaand

internet) were the most frequently mentioned atguwer 10% (Table 6.29).

Table 6.29: Sources of Information (%) on Dental Cee as Reported by Jamaicans 15-74 Years, by Sex
JHLSII 2008

Sources Males Females Totals
No Source 0.0 0.0 0.0
Dentist/School Nurse 32.9 40.0 36.5
Other healthcare provider 2.0 2.9 2.4
School Talks 4.8 4.4 4.6
Television/ Radio/Internet 12.7 10.9 11.7
Print Media 1.4 1.4 1.4
Parent/family Member 41.7 35.2 38.4
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The dentist or family member is the major sourcefermation on dental care for all age groups Hrete is
little variation in the proportions reporting oretie sources by age category. Public communicatédia
(television, radio and internet) were consistettily next in line at all ages the source of dergalth

information (Table 6.30).

Table 6.30: Sources of Information (%) on Dental Cee as Reported by Jamaicans 15-74 Years by Age
JHLSII 2008

Sources 15-24 25-34 35-44 45-54 55-64 65-74
Dentist 31.7 36.0 447 35.9 32.9 35.0
Other Healthcare 1.9 2.5 3.5 1.6 3.3 0.9
School Talks 7.1 3.4 3.5 59 3.0 2.6
Television/ Radio/Internef 10.8 13.2 9.6 13.4 13.4 9.5
Print Media 1.4 1.5 1.6 1.3 1.2 0.6
Parent/family Member 44.6 36.9 32.5 38.4 37.9 40.b

There were no dramatic differences in the sourtégalth information across socio-demographic gsoup
Health workers, television and radio were the mi@sfuently reported sources across education and
employment categories and whether persons hachhesitrance or not. The proportions varied litddween
the groups except that television as a source vaae frequently mentioned by the more educated g¢6@%
vs. 49%). Brochures and newspapers were also freapeently mentioned by the more educated group% (1
vs. 6% and 28% vs. 9%) respectively. These diffeze were not seen between groups with or witheait
insurance or across employment categories. Mosopsrat the higher levels of all categories replatte

dietitian/nutritionist as a source of information loealth. (Table 6.31).

Table 6.31: Sources of Information on Health (%) aRkeported by Jamaicans 15-74 Years by Varying
Demographic Indices, JHLSII 2008

Sources Education Health Employment
Insurance
Primary | Secondary Post Yes | None| Employed Unemployed| Student
or Secondary

Lower
None 4.4 2.3 0.5 1.2 3.1 3.1 51 0.0
Health Worker 42.8 36.0 32.5 40,8 36,8 34.% 42.00 154
Dietitian/Nutritionist 0.6 1.1 55 3.5 1.5 1.9 0.7 1.2
NGOs* e.g. DAJ** 15 1.0 3.1 2.0 0.6 15 1.2 1.6
Television 49.1 63.0 60.3 59.1 58{1 57.4 60.2 58.0
Radio 46.3 45.6 31.9 38.2 45)7 46.4 42.8 36.7
Brochures 5.8 9.1 12.3 12.4 7.5 9.6 6.6 67
Newspapers 8.7 13.5 27.6 20,9 13.9 14.1 11.9 15.9
Friends/Relatives 18.4 16.9 14.6 159 175 17.p 515.| 22.2
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Table 6.32 shows the sources of health informdtipnategories of income and household possessibims.
most frequently mentioned sources of informatianam the health worker, television and radio with
friends/relatives next in line. Variation in thgoogted frequency of these sources across incoméaugehold
possessions groups was not dramatic but newspapeesmentioned more often by higher income groups
(20% vs. 15% vs. 11%) and by groups with more hioolsiepossessions (18% vs. 12% vs. 11%). On the
contrary, dependence on friends/relatives seerdedrease from lower to higher income groups (2294 6%
vs. 10%). The dietitian/nutritionist as a sourcenédrmation on health increased across income gg@nd

household possession categories.

Table 6.32: Sources of Information (%) on Health g Socioeconomic Indices, JHLSII 2008

Socioeconomic Income Household Possessions
Marker

Sources Low | Middle | High Low Middle High
None 3.7 2.7 1.4 4.2 2.8 1.0
Health Worker 37.2 37.4 40.7 39.1 37.6 35.8
Dietitian/Nutritionist 1.1 1.2 2.6 0.6 1.4 2.4
NGOs* e.g. DAJ** 1.6 1.3 3.1 0.8 1.6 1.8
Television 52.8 60.2 67.6 53.7 58.8 63.6
Radio 43.0 44.3 31.3 45.5 a7.7 39.6
Brochures 7.4 9.6 7.7 6.6 9.4 9.6
Newspapers 11.4 14.8 19.6 10.7 11.8 18.7
Friends/Relatives 21.9 16.0 9.8 19.9 13.0 18.2

60



CHAPTER 7

Sexual and Reproductive Health

We explored various facets of reproductive heaftbamaicans aged 15-74 years including the male an

female reproductive health history and sexual jwest

Section 7.1: Female Reproductive Health
Half of all women within the 15-24 age bands repdmever being pregnant but by age 44 years o &f

women had never been pregnant and among the 68afbids only 2.5% of women reported that they had
never been pregnant. Approximately 40% of womehiwiall age bands excepting 15-24 and 65-74 years
reported having 3-5 pregnancies (Table 7.1, Figute As expected, the number of pregnancies ase
with age. The average period of lactation exceddenhonths within and across all age bands amomgemo
who had at least one live birth. One in twenty peed women reported hypertension during pregnandytlas
was most frequently reported in the prime repréidaage group of 25-44 years olds where in eachefl0-
year age bands across this range, approximatakadey of women reported this condition. The régabr
prevalence among the youngest mothers, 15-24 pédhravas 10% and in the oldest age groups, 55-845&n
74 years it was 15% and 6% respectively. Thispogvalence in the older age groups raises posssues of
recall errors. The prevalence of diabetes mellitiysregnancy was lower in all age groups rangigfl.6%

in 65-74 year olds to 3.9% in women 45-64 year old.

Figure 7.1: Number of Pregnancies (%) as Reporteddy Jamaican Females 15-74 Years, JHLSII 2008
Proportion (%) of Women Reporting Pregnancies

53\44\4
— /5
50 39 N 7\41\ 32
21

13 13 14 17
3 2 3 3

15-25 25-34 35-44 45-54 55-64 65-74 Totals

Never One to two =-=->3
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Table 7.1: Proportion (%) of Women with Given Repraductive Characteristics Within and Across Ten

Year Age bands. JHLSII 2008

Frequency of 15-24 25-34 35-44 45-54 55-64 65-74 Totals
Menstruation
Had a period in past 6
months
Yes| 88.5 86.7 88.5 67.8 5.0 1.3 72.7
No| 11.5 13.3 11.5 32.2 95.0 98.7 27.3
Reasons no period
Never had a periog 0.2 0.0 0.0 1.0 0.0 0.0 0.2
Natural Menopause 0.0 0.0 0.6 20.4 86.9 89.7 15.9
Surgery| 0.0 0.5 1.0 7.9 7.9 8.0 2.6
Pregnant/Post-partum 5.0 4.2 4.2 0.0 0.0 0.0 3.2
Contraceptives
Prescribed medications/ 5.7 8.3 54 1.3 0.0 0.9 4.9
lll-Health
Duration of Menstrual Cycle
No recent period 13.9 14.9 13.4 13.4 34.6 96.8 29.2
Less than 21 days 2.3 3.0 3.5 5.0 0.0 1.3 2.8
21-31days 83.9 82.1 83.1 60.3 3.2 0.0 67.9
Number of pregnancies
Never| 50.1 12.7 3.4 2.3 3.3 2.5 17.1
1-2| 426 38.5 325 21.2 13.1 14.2 32.2
3-5 7.4 43.8 47.1 46.9 40.7 32.9 34.9
6 or more 0 5.0 17.1 29.6 42.9 50.4 15.8
Number of births
None| 12.9 5.1 2.4 2.7 1.2 3.0 5.7
1-2| 79.8 48.7 37.4 27.4 18.6 15.7 46.4
3-5 7.3 43.1 48.2 44.9 44.6 35.2 35.1
6 or more 0 3.2 12.0 25.1 35.7 46.1 12.8
Lactation
Average lactation period
(Months)| 12.0 12.2 12.7 12.1 13.8 12.8 12.5
(Cl) | (8.9-15.2)| (10.8-13.6)| (10.9-14.4)| (11.7-14.5)| 11.7-15.9| (9.6-14.5)| (11.5-12.3
Chronic Disease in Pregnancy
Hypertension during
pregnancy 10.3 26.6 25.8 25.7 14.7 6.3 21.9
Diabetes during
pregnancyy 2.0 2.6 3.1 3.9 2.9 1.6 2.7
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Approximately one third of women have never doifitap smear or breast exam either by self or doTeilé
7.2). Forty percent of women did self-examinatidtheir breasts monthly and 28% had examinatioa by

doctor at least once within the previous year B10% of women have never had their breasts exantiped
doctor. Hysterectomy was reported in less tharoft®%omen and therefore was not a likely reasorterlow

Pap smear screening.

Table 7.2: Percentage (%) of Females with Given Faaes of Health Seeking Behaviours, JHLSII 2008

Health-seeking behaviour Percentage (%)
Last Pap smear
Never 34.3
Less than 1 year 18.0
1-2 years 18.0
Three or more 29.2
Had hysterectomy 0.83
Breast Exam (self)
Never 37.0
Yearly 4.0
3-6 months 17.0
Monthly 42.2
Last Breast Exam (doctor)
Never 38.0
More than 1 yeay 35.0
Less than one year 28.0

The majority (71.3%) young women (15-24years) reggbnever doing a pap smear with approximately 29%
middle age Jamaican women (25-54 years) had amegarsn the last year. Less than 10% of older women
(65-74) had a Pap smear in the last year. Aimbsiifeof the women 55 years and older; reportedriatheir
last pap smear done three or more years priongartterview. More than a third of women reportidng a
self breast exam monthly and more than one qulasteg a breast exam done by a doctor yearly (TaB)e 7
Young women 15-24 years old had the highest freqehnever having breast self-examination at SO8tlev
in the other age groups this frequency is approtein@0%. Women 45-54 had the highest frequency of
monthly breast-self examination at just over 50Phe proportion of women who had breast examindtipa

doctor in the last year did not vary with age group
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Table 7.3: Percentage (%) of Females with Given Faaes of Health Seeking Behaviours by Age, JHLSII
2008

Women'’s Health 15-24 25-34 35-44 45-64 55-64 65-74 Total

Last Pap smear
Never| 71.3 30.3 15.2 14.0 23.2 29.0 34.3

Less than 1 year

14.4 21.4 20.0 21.5 13.0 9.0 18.0

1-2 years
8.0 21.0 28.0 21.0 15.0 11.0 18.0

Three or more years
7.0 27.4 37.0 43.0 46.0 47.3 29.1

Had hysterectomy
0 0 27 1.81 3.2 4.07 .83

Breast Exam (self)
Never| 50.0 35.0 31.0 29.0 32.0 36.3 37.0

Yearly| 3.3 4.0 5.0 4.0 4.0 6.0 4.0

3-6 months] 10.5 20.5 21.3 15.0 15.1 21.2 17.0

Monthly | 36.2 41.0 43.3 53.0 49.0 37.0 42.2
Breast Exam (doctor)

Never| 55.2 33.2 34.0 27.4 28.4 33.0 38.0
More than 1 year 19.1 37.5 42.2 41.0 41.0 39.2 35.0

26.0 29.3 24.0 32.0 31.0 28.0 28.0

=

Less than one yea

The frequency of women having done a pap smearatiglsomewhat within and across groups by
socioeconomic status, income levels and whethdthhiegurance was available (Table 7.4). Overiral tbf
women of all social classes have never had a paarsand less than 20% had the procedure in thgdast
However women who had health insurance were mke¢ylthan those who did not, to have had a pap simea
the last year (24.8% vs. 16.4%) and women with [9§l% and income and those with health insurance wer
less likely not have done a pap smear for threaare years. A history of hysterectomy was infredqueml
seemed to vary little by SES but women with higtoime and those with health insurance were thresstim
more likely to have had a hysterectomy than theimterparts. The frequency of monthly self breaaneand
yearly breast exam by a doctor increased with migheioeconomic status (as measured by household
possessions and income levels (47% vs. 40-41% @#o\VsS. 40-43% respectively). Similarly, more women
with health insurance compared to those withoutrhadthly recommended self breast exam (51% vs. 40%)
and doctor administered breast exam in the last(2a7% vs. 26.7%). Amongst the sexually activedées

sixty-nine percent reported having done a pap simdae past year. (Figure 7.2)
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Figure 7.2: Frequency (%) of Pap smear amongst Seally Active Females, JHLSII

Had a Pap Smear Done

30.7 \

Yes

Table 7.4: Percentage (%) of Females with Given Faaes of Health Seeking Behaviours by Varying
Socio- demographic Indices, JHLSII 2008

Women's Health Socioeconomic Status Socioeconomic Status | Health
(Household Possessions) Income Insurance

Last Pap smear
Low Middle High Low | Middle | High No Yes
Never| 34.2 34.4 36.8 34.6 30.7 38.8 350  30.

0-1year| 16.4 19.2 18.1 15.8 18.9 16.7 16.4 24.

1-2 year§ 16.6 16.3 22.1 13.8 19.9 17.9 17.6 19.

3ormore| 32.3 31.0 22.1 35.1 30.0 25.0 30.3 23.

Had hysterectomy 0.5 1.1 0.8 0.6 0.5 1.6 0.6 1.9

Breast Exam (self)

Never| 39.8 38.4 29.8 40.4 34.2 21.4 39.0 23.

Yearly| 2.9 5.3 4.5 3.9 6.2 1.4 3.6 6.9

3-6 monthg 17.2 154 18.6 154 16.6 17.9 17.0 17.

> Monthly | 40.1 41.0 47.1 40.4 43.1 59.8 40.5 51.

Breast Exam (doctor)

Never| 39.5 39.3 32.8 34.5 38.1 24.6 38.7 33.

Three or more years 18.3 18.4 13.3 18.9 17.2 18.7 177 13.

One totwo years 18.2 13.9 22.2 17.0 17.9 29.6 17.0 22.

Less than one year 24.0 28.4 31.8 29.6 26.9 27.1 26.7 34.




Women'’s health behaviours by education and employstatus are shown in Table 7.5.

The frequencies of recommended Pap smear was hagheang women in the post secondary education level
than secondary and primary or lower (23% vs. 19%44%b6) and similarly higher among employed (21%)
compared to unemployed (17.2%) and student (4.8%akes. Women with post-secondary education weee le
likely not to have had a Pap smear for three orenyears (22%) compared to with primary or lowercadion
(40%). A comparable trend was seen for self arelad@dministered breast exam across education and
employment categories with more highly educatedeandloyed women more likely to adhere to monthly
breast self examination, however while more educat@men had breast examination by a doctor indse |
year (35% vs. 27%) there was no difference betveaeployed and unemployed women in this screening
activity (29.2% vs. 28.9%). The majority (> 75%)spfidents reported not having a pap smear or doctor
administered breast exam but a third (32%) repattedg a monthly self breast exam.

Table 7.5: Percentage (%) of Females with Given Faaes of Health Seeking Behaviours by Varying
Demographic Indices, JHLSII 2008

Women'’s Health Education Employment
Last Pap smear Primary | Secondary] Post Employed | Unemployed| Student
or Secondary
Lower
Never| 23.0 37.7 34.5 22.4 35.5 87.5
O-lyear| 14.2 18.7 22.9 21.0 17.2 4.8
1-2 years 17.0 18.0 19.7 22.4 15.7 5.7
3 or more years 40.2 25.1 22.0 33.6 30.4 2.0
Had hysterectomy 1.6 0.4 0.9 0.6 1.2 0
Breast Exam (self)
Never| 38.2 38.5 20.2 30.8 39.5 54.3
Yearly 4.1 3.6 7.0 4.9 3.6 2.6
3-6 monthg 15.9 16.7 23.1 17.0 18.2 11.4
Monthly 41.7 41.3 49.8 47.3 38.7 31.7
Breast Exam (doctor)
Never| 36.0 39.4 31.3 32.6 34.7 76.1
Three or more years 21.4 15.6 11.3 18.1 18.7 3.1
One to two years 16.2 18.1 22.2 20.1 17.7 7.0
Less than one year 26.5 26.9 35.2 29.2 28.9 13.8
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Section 7.2: Men's Health

The majority (79.2%) of males reported that theyehaever had a rectal examination but this dectefieen
94% among 15-24 year olds to 58% among those 6&a old (Table 7.6). The proportion of men whd ha
digital rectal examinations (DRES) in the past fars increased sharply at age 45 years (25%)idbuiod
increase further in the older age groups . Thirfgeneent (13%) reported having done a rectal exettnel last
two years of this number 11.3% was diagnosed witbrdarged prostate. Two per cent (2.0 %) of alema
interviewed were diagnosed as having an enlargestate.

Table 7.6: Percentage (%) of Males with Given Feates of Prostate Health by Age, JHLSII 2008
Men’s Health 15-24 | 25-34| 35-44 45-54  55-64 65-74 tdlo

Had rectal exam

Never| 94.0 87.0 76.3 65.0 62.3 58.0 79.2
Less than one year 3.0 3.0 3.1 12.0 13.0 18.0 6.0
1-2 yearsago O 7.1 8.3 13.0 9.3 9.0 7.0
3 or more years ago 3.0 3.3 12.3 11.3 16.0 16.0 8.2

Diagnosed with Enlarged

prostate (Had rectal exam) | 26.0 0 10.3 4.0 6.0 21.3 11.3
Diagnosed with Enlarged
prostate (Total male pop) 1.1 0 2.2 2.2 2.3 9.0 2.0

Approximately 20% of men at high SES reported hgnamectal exam in the past two years compareti(&bo(
and 7%) of men at middle and lower SES respecti&iyilarly more men in the high income category
reported having done a rectal exam in the pastyaos. A higher a proportion of men who have health
insurance reported having done a rectal at least oompared to those without health insurance (30%80%6).
There is a higher prevalence of enlarged prostateen in the higher SES categories (9%) comparddmen
at the lower or middle levels. A higher proportmi(8.7%) of men in the high income category coragan
(2.4% and 1.3%) men in the middle and low incomegaries respectively were diagnosed with enlarged
prostate. There was a 2% difference in the precaleh men diagnosed with enlarged prostate amarsgeth
with health insurance compared to those withoubl@ &.7)
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Table 7.7: Percentage (%) of Males with Given Feates of Prostate Health by Varying Demographic
Indices, JHLSII 2008

Men’s Health Socioeconomic Status Income Health lasance
Had rectal exam Low | Middle | High | Low | Middle | High No Yes
Never| 85.4 81.1 71.6/ 80.2 79.6 74.4 81.8 70.8
Less than one year 4.6 4.9 8.3 5.4 4.1 14.( 5.0 9.3
1-2 years ago 2.8 5.2 11.4 3.2 7.2 8.8 5.4 10.5
3 or more years ago 7.1 8.9 8.7 11.3 9.1 2.8 7.7 9.9
Diagnosed with
Enlarged prostate
No | 98.6 96.6 99.1 | 98.7 97.6 91.3 98.8 96.1
Yes| 1.4 3.4 9.0 1.3 2.4 8.7 1.2 3.9

A higher proportion (~ 21%) of men whose higheselef education was post secondary had a rectahex
done in the last two years compared to (10.8% &nt%) men whose highest level of education wasrskny
and primary or lower respectively. Similarly, menhithe highest education were least likely to haseer had
a rectal examination (73%) and also least likelzdoe had a rectal examination three or more yagoq5%).
Employment status did not appear to be strongly@asted with a history of rectal examination exdait
students had lower proportions than those in thel@yad/unemployed categories and that employedweza
less likely than the unemployed to have had a kegemination three or more years ago (8% vs. 12%g.
proportion of men diagnosed with an enlarged ptesial not vary across education or employmentgcate
and even though a seemingly higher proportiomeh who were either students or unemployed compared
those employed were diagnosed with an enlargedgtepshe actual numbers reflect no difference betwthe
groups. (Table 7.8).

Table 7.8: Percentage (%) of Males with Given Feates of Prostate Health by Varying Demographic
Indices, JHLSII 2008

Men’s Health Education Employment
Had rectal exam Primary or Secondary | Post Employed Unemployed | Student
Lower Secondary
Never 75.8 82.7 73.1 79.1 75.2 89.0
Less than one year 5.8 5.7 7.6 5.7 7.8 3.3
1-2 years ago 6.3 5.1 14.1 7.0 5.5 4.9
3 ormore yearsago 12.1 6.5 5.2 8.2 115 2.9
Diagnosed with
Enlarged prostate’
No 98.0 98.5 96.9 98.5 97.8 97.8
Yes 2.1 1.5 3.1 1.5 2.2 2.2

Of the fotal male population
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Section 7.3: Sexual Practices
The results of the exploration of the sexual pcastiof Jamaicans are shown in Table 7.9

Life time abstainers from sexual intercourse weveand more frequently reported by females (7%#195).
The vast majority of women (92%) reported no partmea single partner in the last year comparddds than
59% of men. Reports of multiple sexual partnefs (r the last year was extremely rare among wobugwas
reported by 7% of men. Males reported more freggexual activity than females with almost 60%ha& then
reporting sexual activity more than once weekly parad to 41% of women. On the contrary, the alesehc
sexual activity in the past year was reported hgdvas many women as men (33% vs. 16%). Lifetinigo€eles
of reported sexually transmitted diseases were ffnegeient in males (M 18.2%; F 11.0%; T 14.5 %) tiwice
as many women reported STI episodes in the pastyed.3%, F 3.4%).

Table 7.9: Sexual Behaviours (%) of Jamaicans Agebi74 Years by Sex, JHLSII 2008

Ever had sex Male| Female Total
No| 3.8 6.7 5.3
Yes| 96.2 93.3 94.7
Number of sexual partners in
last year
None/Not in past year 14.9 31.5 23.4
One (1) person 44.1 60.1 52.2
Two(2) persons 15.5 6.8 11.1
Three (3)- five (5) persons18.4 1.5 9.8
Six (6) — ten (10) persons 3.2 0 1.6
More than ten (10) persons3.8 0.1 1.9
Frequency
Never had sex/Not in past yead5.6 32.9 34.4
> once per week 56.2 40.9 48.4
1-3 times per month 21.7 18.6 20.1
< once per month 6.5 7.5 7.0
STI
Ever| 18.2 11.0 14.5
In past year 1.3 3.4 2.4

Among persons age 25 years and over the majoriligmiicans (98.4%) had ever had sex. (Table 7.10)
There were no differences between the sexes. Masdps (>63%) in the 35-54 year age bands repeitdna
only one stable partner than the other age grdvpliple sexual partners (>5) in the last year wasst
frequently reported by 15-24 year old males, 8%vladm reported having six to ten partners and 5%rtefd
more than ten partners in the past year. The 2fedrdage bands report the highest frequency ofadexu
activity, (> 60%) have intercourse more than oneevpeek. Among 15-24 year olds males and females

report similar proportions at the various leveldretjuency of sexual intercourse while among older
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persons there is variation between the sexes irepi@ted frequency of sexual intercourse with argh
proportion of males in the higher frequencies amderiemales reporting the lower frequencies. Séxua
transmitted infections (STIs) were more frequengiyorted in the younger age groups (15-44 yeansamid
consistently more frequently in females acrossgagep.

Table 7.10: Sexual Practices (%) of Jamaicans Agekb-74 Years by Age and Sex, JHLSII 2008

Ever had sex 15-24 25-34 35-44 45-54 55-64 65-7
M 87.6 97.9 100.0 99.2 100.0 99.5
F 76.4 98.8 99.3 98.4 99.5 98.0
T 82.0 98.4 99.6 98.8 99.8 94.7

Number of sexual partners in last year

None/Not in past yed

M 23.6 6.5 1.8 13.9 20.3 50.0
F 32.2 14.2 20.0 35.4 62.0 85.2
T 28.9 10.5 11.2 24.5 40.8 68.4

One (1) person I 27.7 35.6 56.7 63.4 56.2 38.9
F 52.6 74.7 73.4 62.0 37.0 14.8
T 40.2 56.2 65.3 62.7 46.7 26.3

Two(2) persons M 12.5 26.6 15.9 8.2 13.8 4.4
F 11.2 9.9 5.8 1.7 11 0.0
T 11.8 17.8 10.7 5.0 7.5 2.1

Three (3)- five (5) M 23.4 24.9 18.8 9.6 9.7 5.1
F 3.9 0.9 1.0 0.9 0.0 0.0
T 13.7 12.3 9.6 5.3 4.9 2.4

Six (6) — ten (10) M 8.2 0.6 1.7 3.6 0.0 1.7
F 0.0 0.0 0.0 0.0 0.0 0.0
T 4.0 0.3 0.8 1.8 0.0 0.8

More thanten (10 M 4.6 5.9 5.0 1.3 0.0 0.0
F 0.2 0.3 0.0 0.0 0.0 0.0
T 2.3 2.9 2.4 0.7 0.0 0.0

Frequency

Never had sex/Not in

past year
M 24.3 6.5 1.8 14.9 21.6 53.1
F 24.6 1.3 0.8 1.7 0.5 2.2
T 19.0 1.7 0.4 1.3 0.2 1.4

> once per week
M 42.4 72.4 79.0 44.8 39.6 23.0
F 40.6 57.0 48.2 35.4 12.1 4.8
T 41.5 64.3 63.1 40.2 26.0 13.5

1-3 times per month
M 23.5 15.1 17.1 33.4 30.9 16.6
F 19.4 19.9 21.4 21.0 14.9 2.4
T 21.4 17.6 19.3 27.3 23.0 9.2

< once per month
M 23.5 4.3 1.8 14.0 21.6 52.5
F 19.4 8.1 9.2 6.8 6.9 4.2
T 21.4 7.2 5.8 6.9 7.5 5.7

STI Infection-

In past year M 0.9 24 2.0 0.0 0.0 1.0
F 4.2 5.5 3.9 11 0.0 0.0
T 2.6 4.0 3.0 0.5 0.0 0.5
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The most popular form of family planning used bynda&cans 15-74 years at last sexual intercourselhveas

condom (M 63%, F 41.2%, T 53.1%). More males usedralom than females; When asked if at last sex the

condom was used with the main, other or both pestribe frequency of condom use with the main d@hbo

partners was the same; males report using condtimbaih partners in 55% of cases compared to 28%ng

females. For the majority of females the condosduat last sex was with the main partner. (70%gmall
proportion used other forms of contraception inegigdUD, douches and Norplant and a quarter of the

population did not use any form of contraceptiotast sexual intercourse (Table 7.11).

Table 7.11: Proportion (%) of Different Types of Fanily Planning Methods Used by Jamaicans by Sex,

JHLSII 2008

Family Planning Method "Males Females Totals
None 26.0 25.0 25.0

Withdrawal 4.0 5.0 4.3
Condom 63.0 41.2 53.1
Main Partner 29.6 70.3 43.1

Other Partner 15.7 7.1 12.8

Both 54.8 22.6 44.1

Injection 5 7.0 4.0

Birth control pill 2.14 9.4 6.0

Other 0.8 1.9 14

Contraceptive use by age is shown in Table 7.12.

Condom use was more frequently reported by the g@uage groups more than 50% of the 15-34 year olds
used a condom at last sex, compared to a thirdeo85-54 year olds and 6% of the 65-74 year olds.
Approximately 40% of older persons (35-64 yeargpreed using no form of family planning at last s&ix
intercourse compared with 11 % of the younger agag The most frequent use of the oral contrace il
was among 25-34 year olds. Withdrawal was mogufeatly practised by 15-24 years olds (6%) witlcenas

many females reporting this practice. (7.9% vs..4%)
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Table7.12: Different Types of Family Planning Methals Used at Last Sex in Jamaicans 15-74 Years by
Age and Sex, JHLSII 2008

Family Planning 15-24 25-34 35-44 45-54 55-64 65-74
Method
None
M 8.4 17.9 39.5 33.7 44.7 32.3
F| 135 22.5 34.6 35.2 29.2 14.1
T| 10.9 20.3 37.0 34.5 37.1 22.8
Withdrawd
M 4.0 4.6 3.9 24 3.3 2.2
F 7.9 5.5 4.7 2.6 1.3 0.0
T 6.0 5.1 4.3 2.5 2.3 1.1
Condom
M 65.8 69.1 50.5 42.4 314 11.5
F| 37.4 33.2 25.2 18.7 6.4 0.0
T| 515 50.2 37.4 30.7 19.1 5.5
Injection
M 0.0 0.0 1.0 2.0 0.0 0.0
F 7.6 13.7 5.7 1.3 0.0 0.0
T 3.8 7.2 3.4 1.7 0 0.0
Birth control pill
M 0.0 2.7 4.1 4.3 0.0 0.0
F| 10.0 15.6 11.4 3.6 0.0 0.0
T 5.0 9.5 7.9 3.9 0.0 0.0
Other
M 0.7 1.0 1.0 0.0 1.9 0.0
F 1.0 24 3.2 2.6 0.0 0.0
T 0.9 1.7 2.1 1.3 1.0 0.0

Table 7.13 shows sexual practices by socio-dembgraparacteristics among Jamaicans. Lifetime
abstinence was rare but was less common amongdbetlucated (primary education or lower) wherg onl
1.5% reported this practice, compared to 6.1% antlomge with post-secondary education. There was a
smaller difference between the employed and uneyegibut a much higher prevalence among studertis. T
highest proportion of persons reporting no sexaaers in the last year was among the personstheth
lowest level of education (32%) compared to 20% Brib among the middle and highest levels respédgtive
The frequency of multiple partners did not diffeegtly by education and tended to increase witltainal
level and in the employed more than the unempl@g8& vs. 17%). The frequency of sex was consistent
with the reported number of partners as the highexgtortion of persons reporting no sexual actiiityhe

last year was among those with the lowest educ§88%) compared to 21% and 18% in the other groups.
The occurrence of STIs did not vary by educatidena| or employment.
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Table 7.13: Sexual Practices of Jamaicans by VaryinSociodemographic Indices, JHLSII 2008

Sexual Practices Education Level Occupational Level

Primary | Secondary] Post Employed | Unemployed Studer

or Lower Secondary,

Ever had sex

No 1.5 7.2 6.1 1.2 2.0 40.5
Yes 98.5 92.8 93.9 98.8 98.0 60.0

Number of sexual

partners in last year

None/Not in past year 31.6 20.4 16.9 26.0 10.6 52.7

One (1) person 50.6 53.1 53.2 55.6 55.2 22.7

Two(2) persons 8.0 11.9 14.7 12.4 8.6 11.2

Three (3)- five (5) persons 7.8 10.4 12.5 11.1 7.1 10.9

Six (6) —ten (10) persons 0.9 1.9 1.4 1.9 0.7 2.5
More than ten (10) persons 1.2 2.5 1.3 3.0 0.6 0

Frequency

Never had sex/Not in past 32.9 21.1 18.0 16.7 29.2 54.4

> once per )\:\(/e:(; 11.2 14.6 12.9 18.0 8.6 0.8

1-3 times per week 30.7 37.0 37.0 39.4 32.7 16.3

1-3 times per month  18.6 21.0 21.0 19.6 22.0 17.6

<once per month 6.7 6.4 11.0 6.2 27.1 11.2

STI Infection in past Year 2.6 2.2 2.7 2.3 3.2 0.5




Sexual practices as reported by Jamaicans 15-74 yweae similar whether the socioeconomic status wa
categorized by income or household possessionse lensons in the lower bracket reported not hastngin
the past year. More persons in the higher sociaaoanlevel report having a larger number of sexatners
and increased frequency of sex in the past yeas tlean three percent of persons at all levelsrtegppdaving
an STI in the past year. (Table 7.14)

Table 7.14: Sexual Practices of Jamaicans by Socm@momic Status, JHLS Il 2008

Sexual Practices Household Possessions Income Levels
Ever had sex Low Middle | High | Low | Middle High
No 4.4 4.6 7.1 34 4.4 55

Yes| 95.6 95.4 92.9| 96.7 95.6 94.9

Number of sexual partners in last year
None/Not in past year 28.0 20.5 18.4 24.8 19.8 18.9
One (1) person 50.3 52.1 54.9 52.5 54.1 52.6

Two(2) persons 9.8 12.3 11.4 11.3 10.4 11.2

Three (3)- five (5) persons 8.3 10.1 11.4 9.2 10.8 10.7
Six (6) —ten (10) persons 1.1 2.7 1.1 1.2 2.2 5.6
More than ten (10) persons 1.5 1.6 2.8 1.0 2.9 1.0

Frequency
Never had sex/Not in past year 29.1 22.2 194 25.5 20.1 20.1
> once per week 10.9 14.6 15.1 11.0 16.8 15.0
1-3 times per week 31.4 36.5 38.2 32.6 37.8 37.8
1-3 times per month 19.5 20.9 20.2 20.7 18.4 22.2
< once per month 8.1 5.7 7.1 10.3 6.9 5.0
STI Infection in past year 2.8 2.1 2.1 3.1 1.7 2.2
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Table 7.15 shows that approximately one thirchefpgersons who were categorized at the higher

socioeconomic level did not use any form of fanpilgnning at last sexual intercourse. More persomnkis
category also used a condom at last sexual inteseol_ess than five percent of Jamaicans used othe
methods of family planning; whether the birth cohpill or withdrawal regardless of socioeconontiatss.

Table 7.15: Family Planning Methods Used by Jamaiee of Varying Socioeconomic Status, JHLSII 2008

Sociodemographic Index Household Possessions Income
Family Planning Method Low Middle High Low | Middle High
None| 23.8 24.1 27.9 25.9 25.1 30.4
Withdrawal| 4.1 4.4 4.5 3.7 5.7 2.8
Condom| 37.0 41.2 45.8 36.9 37.4 40.7
Injection 4.7 4.4 1.7 5.9 3.4 0.0
Birth control pill 5.4 7.4 4.7 5.3 6.7 7.2
Other| 1.2 1.6 1.3 1.4 1.4 1.5

Educational levels are associated with family piagrused by Jamaicans (Table 7.16). Less thanf2% o

persons with primary or lower education report se af a family planning method at the last sexual

intercourse compared 6-7% of the more educatedogroA higher proportion of persons who had atthime

secondary (45%) or post-secondary (51%) level atation used a condom at last sexual intercourse

compared to 29% among those with primary or lovekercation. Students and employed persons reported
higher condom use than unemployed persons. Omtyadl proportion of students (6.1%) did not use &yn

of family planning or practised wit

hdrawal.

Table 7.16: Family Planning Methods Used by Jamaices by Varying Sociodemographic Indices, JHLS

Il 2008
Educational Level Occupation

Family Planning | Primary | Secondary] Post Employed | Unemployed Student
Method or Lower Secondary

None 15 7.2 6.1 28.5 25.1 4.6
Withdrawal 3.9 4.2 5.2 5.3 3.3 15
Condom 29.4 45.2 51.1 44.2 35.1 41.%
Injection 2.8 4.8 0.7 3.0 5.9 0.5
Birth control pill 3.4 6.5 9.1 5.8 6.9 2.9
Other 1.0 15 1.9 1.0 2.4 0.4
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CHAPTER 8

Emotions and Mental Health

Section 8.1: Mental Health

Mental health was assessed by enquiring aboutsl®fedatisfaction with life, involvement in acties for
relaxation and the presence of symptoms of demn@sBiepression was then characterized in the pcesgn
five or more depressive symptoms and or expressibssicidal ideations. (DSM-V criteria).

Table 8.1 shows the sex-specific prevalence astisnfor symptoms of depression that 15-74 year-old
Jamaicans often experienced in the past month farite interview. The most frequently reportgohptoms
were ‘feeling down or depressed’ (33%) or “feelsayl or lonely” (32%). Little pleasure in usualiates,
change in appetite and change sleeping patterneeeteexperienced by more than 20% of the populait
symptoms were reported more frequently in femdias in males. Suicidal ideation was twice as commo

among females. There were significant gender réiffees observed for all the depressive symptoms.

Table 8.1: Frequency (%) of Depression Symptoms bgex, JHLSII 2008

Mental Health Symptoms Male | Female Total
Little Interest/pleasure in usual Activities 21.2 31.5 26.5
Feeling Down/Depressed /Hopeless 25.1 40.9 33.2
Feeling sad or lonely 25.5 38.4 321
Feeling Guilty/Worthless 8.6 11.4 10.0
Change in Appetite 21.7 30.0 26.0
Change in Sleeping Pattern 16.6 23.1 19.9
Considered Suicide

Ever 3.8 8.2 6.1

In past yeatr 11 3.7 2.5

One to five yearsagp 0.4 2.3 1.4

More than five yearsago 1.9 2.0 2.0

Planned Suicide 1.8 3.8 2.8
Attempted Suicide 1.3 2.0 1.6
Depression 14.8 25.6 20.3

#+ n<0.001; **p<0.01; *p<0.05
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Table 8.2 shows age specific frequencies of depmeesgmptoms among Jamaicans. The differences in

frequencies between age groups are not large bsomein the 25-34 year old age group report aghnigh

frequency of most depressive symptoms compareuaktother age groups .In contrast the highest fremyue

of considering suicide in the past year (4%) waered among 15-24 year olds, with the frequendien

other age groups ranging from a low of 0.4% inGBer4 year olds to 2.7% in the 25-34 year olds.drepl

suicidal ideation more than five years ago was lil6%e youngest age group (15-24 years) and apgear
peak in the 35-44 year old group at 3.5% and dedlthereafter to 0.5% among persons 65-74 years old

The frequency of reported planning and attemptingide also appears to peak in this 35-44 yeangtl

group and declined among older persons.

Table 8.2: Prevalence (%) of Depressive Symptoms Gyen Year Age Bands, JHLSII 2008

Indicator 15-24 | 25-34| 35-44 45-54 55-64 65-74 Tota|
Little Interest/pleasure in usual 23.6 28.3 30.0f 23.2 23.9 28.7 26.5
Activities
Feeling Down/Depressed /Hopeless 29.5 34.5 37.9| 33.0 32.9 27.3 33.2
Feeling sad or lonely 30.7 34.9 34|3 27.9 311 29.6 32.1
Feeling Guilty/Worthless 8.6 12.2 9.4 11.2 10.8 6.1 10.0
Change in Appetite 285 | 31.8| 242 171 254 20.3 26.(
Change in Sleeping Pattern 178 2114 20.6 18.0 23.619.9 19.9
Considered Suicide
Ever 7.0 6.1 8.6 4.4 2.9 0.8 6.1
In past year 4.0 2.7 2.0 1.3 1.6 0.4 2.5
One to five years agp 1.2 1.7 2.7 0.6 0.4 0.0 1.4
More than five years ago 1.6 1.7 3.5 1.7 0.9 0.5 2.0
Planned Suicide 3.3 3.0 4.1 1.8 1.0 0.6 2.8
Attempted Suicide 1.8 1.0 4.7 1.0 3.7 0.0 2.2

***pn<0.001; *p<0.05
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Section 8.2: Quality of Life

Approximately one fifth of the Jamaican populatieported that they sleep less than 7 hours pervity,
men reporting this more frequently than women (268%17.2%) Fair to good quality sleep is less ferly
reported among females however (52% vs. 67%). ird tf the Jamaican population classify their Heal
very good or excellent while the largest proporti6h©%) regard their health as fair to good and oty
(4%) regard their health as poor (Table 8.3). Muesn than women classify their health as excellébh¥{ vs.
30%) while higher proportions of females reporir fa good health (65% vs. 56%) and poor health (5%
3%).

Table 8.3: Reported Quality of Health and Sleep alamaicans 15-74 Years, JHLSII 2008
Male | Female | Totals

Duration of sleep
>8 hrs| 35.3 50.6 43.1

7-8 hrs| 38.7 32.2 35.4

Less than 7 hrs 26.0 17.2 215

Quality of sleep
Fair — Good 66.9 52.2 59.4
Poor| 33.1 47.8 40.6

Health Status
Very good/excellent 40.5 304 354

Fair —good 56.3 64.6 60.5

Poor| 3.2 5.0 4.1
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Table 8.4 gives the prevalence of leisure timevaies and satisfaction rates as reported by Janait5-74
years old. At the time they were interviewed, &fth of the population were either very dissagsfior not
satisfied with their lives, whereas 19% of persamese very satisfied and 38.1% satisfied or ‘soimsw
satisfied’ (22.4 %) and these proportions were lsinamong men and women. The majority of the patrh
(71.4%) reported engaging in some form of relaxa#iotivity during the week with a small differenoetween
the sexes. The most frequently reported relanataivities were either resting or watching mowoes
television or listening to music, each reportedigr 40% of the population. One tenth of the papaih read
books or went to church to relax. A small proportof persons reported smoking, alcohol drinkind sex as
forms of relaxation. The frequency of the variousthods as a form of relaxation varied little by sath
church attendance (more among females) and smodimdking (more among males) being the exceptidhs.

other forms of relaxation reported in small proors included sex, massages, cooking and eatir@1

Table 8.4: Sex-Specific Prevalence (%) of the Leisai Status of 15-74 Year-Old Jamaicans, JHLSII 2008

Male Female Total
General Satisfaction
Very dissatisfied 5.2 5.1 5.1
Not satisfied 13.4 17.2 15.3
Somewhat satisfied 23.2 21.6 224
Satisfied 38.1 38.6 38.3
Very satisfied 20.1 17.6 18.9
Relaxed in past week 74.7 68.3 71.4
Activity for relaxation
Rest| 42.1(56.4) | 41.1(60.3) 41.6(58.3)
Read books/Meditate 9.4(12.5) 5.6(8.0) | 7.5 (10.3)
TV/Movies/Music| 42.0(56.2) | 41.1(60.2)| 41.5(58.2)
Go out to social functions 6.3 (8.4) 4.3(5.9) | 5.3(7.2)
Goto church  4.8(6.5) 10.8(15.8)| 7.9(11.0)
Smoke/Drink|  2.0(2.7) 0.4(0.6) | 1.2(1.7)
Other 1.8(2.4) 0.5(0.7) | 1.2(1.6)

()Proportion of those who reported relaxingatits
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Table 8.5 shows that a similar proportion (23%Jafaicans of a low socioeconomic status and low
educational background were classified as depresdiedepressive symptoms were most frequently regub

in persons with lower educational achievement ande¢ from households with fewer possessions and the
frequency was lower as educational achievemenhandehold possession increased. Conversely suicidal
Ideations were more frequent in persons at the ggegindary education and higher socioeconomicdeal
estimated by household possessions; where twiogayg persons who reported secondary to post-secponda

and middle to high socioeconomic levels reportéehgpting suicide compared to persons at the logezls.
(1.9% vs. 1.0%)

Table 8.5: Prevalence (%) of Depressive Symptoms amaicans by Varying Sociodemographic Indices,
JHLS 11 2008

. . Socioeconomic Status
Depressive Symptoms Educational Levels (Household Possessions)
Primary
or Post
Lower | Secondary Secondary Low | Middle | High
Anhedonia 28.4 26.0 24.0 29.[7 24.6 24.5
Feeling Down 39.7 31.7 22.3 40,5 34.5 23.1
Feeling Sad 36.7 31.4 22.9 39(2 29|14 26l4
Feeling Guilty 11.4 10.1 5.7 12.7 9.4 7.4
Change in Appetite 26.3 26.2 23.8 27.4 281 22.1
Change in Sleep 23.2 18.8 16.7 22.4 19.2 17.8
Depression 22.9 19.9 15.3 23.3 21.0 14.8
Suicidal Ideation
Considered Suicide 5.0 6.4 7.7 5.6 5.8 6.9
Planned Suicide 2.8 2.8 3.1 2.7 2.3 3.5
Attempted Suicide 1.0 2.0 1.8 1.1 1.8 2.1

We examined the prevalence of depression/depresgmptoms in persons with varying chronic diseases.

Depressive symptoms were consistently more freqaieioing persons with diabetes mellitus compareddset
without but the pattern was less consistent irother chronic diseases (obesity, hypertension and

hypercholesterolemia) where some symptoms were fregaent among those with chronic disease while
others were more frequent in persons not suffefrmg the chronic disease. The differences in tagufency
of depressive symptoms between persons with arbutitthe chronic disease were least in persons with
hypercholesterolemia. Depression was more frequgrgrsons with disease versus those withoutl iioat
conditions but the difference was least in the cds®besity (Table 8.6, Figure 8.1). Suicidal ideawas more
frequent among persons with high total cholestanol obesity compared to unaffected counterparts.
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Table 8.6: Prevalence (%) of Depressive Symptoms damaicans with Varying Chronic Diseases, JHLS

I 2008

Chronic Disease
Depressive Symptoms Diabetes Hypertension High TC @sity
Y N Y N Y N Y N

Anhedonia| 32.5| 26.0| 29.9 | 253 | 25.8| 26.7 | 28.3 | 25.3
Feelingdown 39.1 | 32.7| 34.5 32.7] 356 32 350 324
Feeling Sad/Lonely 37.0 | 31.7| 35.4/ 31.0f 336 32 325 319

Feeling Guilty/Worthless 11.8 | 9.9 8.5 10.5 6.2 9.0 9.7 9.9
Change in Appetite 28.4 | 25.8| 19.4] 225 27.9 25. 208 27.8
Change in Sleep Pattern26.9 | 19.3| 22.8/ 19.0f 234 19 196 19.8
Depression 255 | 19.9| 225 19.6/ 23.83 19. 202 20.1
Suicidal Ideation

Considered Suicide 3.7 | 6.3 | 3.3 7.0 5.9 6.1 7.6 5.6

Planned Suicid¢ 1.8 | 2.9 1.5 3.3 3.7 2.6 3.3 2.8

Attempted Suicide 0.7 | 1.7 | 0.6 2.0 1.7 0.8 1.7 1.7

Figure 8.1: Prevalence (%) of Depressive Symptoms Jamaicans with Varying Chronic Diseases,
JHLSII 2008

HTC — high total cholesterol; HTN — hypertensioMB diabetes mellitus.
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Table 8.7 shows that all depressive symptoms w&rs prevalent among persons who were underweight a
were lowest among persons with normal body massxinekcept in the case of ‘feeling guilty or woetsd’ and
‘change in appetite’ where the frequency was regubid be lower in the overweight and obese categori
Persons with normal body mass index have the loprestalence of depression, 18.5% and underweight
persons had the highest prevalence of 30%. Simitgyortions of underweight and obese persons have
considered suicide (8.0%) with normal and overwemgrsons reporting approximately 5% prevalence.

However more obese persons have attempted su@@h#; compared to 3.4% in the other groups.

Table 8.7: Prevalence (%) of Depressive Symptoms damaicans with Varying Nutritional Status,
JHLSII 2008

Depressive Symptoms BMI
Under Normal Overweight Obese
weight
Anhedonia| 40.0 22.6 27.4 28.1
Feeling down  39.5 31.2 334 34.9
Feeling Sad/Lonely 42.1 30.7 32.1 32.4
Feeling Guilty/Worthless  20.4 10.0 7.9 9.8
Change in Appetite  38.2 26.8 26.6 20.9
Change in Sleep Pattern 27.2 18.3 20.8 19.6
Depression 29.9 18.5 21.0 20.3
Suicidal Ideation
Considered Suicide 7.6 5.6 5.1 7.7
Planned Suicide 2.6 2.8 2.9 3.2
Attempted Suicide 3.9 3.4 3.9 5.8

One gquarter of persons who reported an inactivevophysical activity level were classified as degsed
compared to 16-18% among those with moderate topinysical activity. The prevalence of depressive
symptoms was similar in those classified as inaobivof low physical activity and was higher thhage with
moderate to high physical activity. The prevaleimceach of the latter two categories was alsoeggiinilar
with small differences and inconsistent directiorddtionship. There was very little differencele
frequency of planning or considering suicide repacross the physical activity groups. However
approximately twice as many persons who reportederade to high physical activity levels had attesdpt

suicide compared to persons who were either macti of low physical activity.
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Table 8.8: Prevalence (%) of Depressive Symptoms #amaicans with Different Physical Activity Levels,
JHLSII 2008

Depressive Symptoms Physical Activity Level
Inactive Low Moderate High
Anhedonia| 29.7 30.7 23.5 23.2
Feeling down 38.4 36.4 30.3 28.8
Feeling Sad/Lonely 36.0 34.5 28.5 30.1
Feeling Guilty/Worthless 13.3 11.0 7.1 8.7
Change in Appetite¢ 27.4 28.6 24.1 24.3
Change in Sleep Pattern 20.0 25.4 17.6 18.9
Depression 23.8 24.8 16.1 17.9
Suicidal Ideation
Considered Suicide 6.0 6.4 5.1 6.6
Planned Suicide¢ 2.9 3.5 2.5 2.7
Attempted Suicide 1.0 1.1 1.9 2.3

Table 8.9 shows that more than a third of persdms reported a history of heart attack or strokeawer
depressed. One in four persons who had cancetlonaslso met these criteria. Persons with thesdigons
reported consistently higher prevalence of depoesi$ian those without with smallest difference awported
by those with and without cancer. More persohe Wad a history of heart attack, stroke and asthada
considered or planned suicide than who did not saeé a history but there was no difference betweese
with and without cancer. Attempted suicide was umemn, with the highest reported frequency of 2.4%
among those persons with a history of asthma, wécleeded the 1.6% reported by those without asthma
the other three conditions there were reportstehgited suicide among the persons with diseasa dngH

1.7% frequency among those not suffering from thaddion.

Table 8.9: Prevalence (%) of Mental Health Indicesn Jamaicans with Varying Histories of Chronic
Diseases, JHLS 1l 2008

Mental Health Variable History of
Heart Attack Stroke Cancer Asthma
Y N |Y N |Y N |Y N
Depression 345 21.1 33.2 20.23.4 20.2| 28.1 19.6
Suicidal Ideation
Considered Suicide16.0 6.1/ 6.8 6.11.8 6.1 9.4 5.8
Planned Suicide 5.5 29| 35 2.80.0 2.9 4.7 2.7
Attempted suicide 0.0 1.6/ 0.0 1.70.0 1.7 2.4 1.6
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Section 8.3: Perception of Self
We sought to examine the body weight perceptiodaafaican nationals aged 15-74 years. Almost sixty

percent (55%) of Jamaicans across the age bamisthay are the right weight. Less than ten peroétite
population perceive themselves to be overweight2#id a little overweight. There is a significanhder
difference across the groups where twice more fesnlink they are little overweight/overweight cargd

to males. (40.3% vs 22%) The proportions perceitngmselves as overweight or obese did not varstigre
across age groups among men but there is a suggésit middle-aged women, 35-64 years old, wereemo
likely to classify themselves as a little overwei¢#B0%) compared to the young and the elderlyreviige

frequency was closer to 25% (Table 8.10).

Table 8.10: Reported (%) Body Weight Perception adamaican Nationals by Age and Sex, JHLSII 2008

Age Underweight Right Weight
groups | M F T M F T
15-24 9.9 145 | 12.2 70.5 56.3 63.4
25-34 |79 7.4 7.6 70.5 51.4 60.b
35-44 | 4.3 75 | 6.0 72.0 40.8 55.8
45-54 | 7.6 53 | 64 65.4 53.3 59.4
55-64 |8.4 11.2 | 9.8 67.8 44.2 56.2
65-74 | 6.2 6.3 | 6.3 79.4 60.8 69.7
Totals | 7.5 9.1 | 83 70.5 50.5 60.3
Age Little overweight Overweight
groups

M F T M F T
15-24 |16.3 | 23.8| 20.1 3.3 5.4 4.3
25-34 | 195 | 27.5| 23.7 2.1 13.7 8.2
35-44 |23.0 | 36.2| 29.8| 0.8 15.6 8.4
45-54 | 21.3 | 29.4| 25.3 5.7 12.1 8.9
55-64 | 185 | 30.8| 246 | 54 13.7 9.5
65-74 |10.9 | 22.9| 17.2 | 3.5 9.9 6.9
Totals | 19.1 | 28.7| 24.0 3.0 11.6 7.4
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The majority of Jamaicans, regardless of sociakdpanzind perceive themselves to be at their cowedajht.
The proportion of persons who think themselvesa@ ltittle overweight/overweight increases with eational
level; from 26% of those of primary or lower educatto 41% of persons at the post-secondary |&eer
students perceive themselves to be a little oveyter overweight (24%) compared to the unemplq38950)
and employed (31%). (Table 8.11)

Table 8.11: Reported (%) Self Perception of Body Wght by Jamaicans of Varying Sociodemographic
Backgrounds, JHLSII 2008

SRe?]P orted Perception of Education Occupation
Body Weight Primary | Secondary| Post Employed| Unemployed| Student
or Secondary
Lower
Underweight 8.9 8.2 7.7 7.4 9.0 10.8
Right Weight 65.0 59.6 51.4 61.1 57.6 64.7
A Little Overweight 19.5 24.7 32.6 23.5 25.6 21.1
Overweight 6.6 7.5 8.4 7.9 7.8 3.3

The majority of persons suffering from the chrodiseases hypertension, diabetes mellitus, hypddgmia,
obesity and depression, classify themselves ag laithe right weight (Table 8.12).Twice as mangspaes
with diabetes, hypertension, high total cholestaral depression think themselves to be overweminpared
to those who do not have the conditions. Simitapprtions of persons who are depressed think aheyittle
overweight as those who are not depressed. (2554%3v%6%) but more of them perceive themselves as
overweight than their non-depressed counterpait® (Is. 7%).Fifty percent of the persons who aresebe

perceive themselves to be a little overweight afh Zlassify themselves as overweight. (Table 8.12)

Table 8.12: Reported (%) Self Perception of Body Wght by Jamaicans with Stated Chronic Diseases,
JHLSII 2008

Reported Perception of

Self Chronic Disease

Body Weight Diabetes HTN High TC Obesity Depressn
Y N Y N Y N Y N Y N

Underweight 9.8 8.2 5.5 9.3 3.8 9.3 .50109| 146 6.8

Right Weight 51.2| 61.1f 546 62.2 495 606 262 67149.5 | 63.1

A Little Overweight 25.7 23.8| 28.83 224 323 23389 | 16.0| 254 | 23.6

Overweight 13.4 6.9] 11.1 6.1 14.4 6.7 24414 10.6 6.6
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CHAPTER 9

Physical Activity and Dietary Practices

Section 9.1: Physical Activity Levels

Physical activity among Jamaicans was examinedukgtipnnaire to include both occupational and

recreational involvement and in the mode of transpion to and from their place of work. A comgesicore

was derived and a four-point scale of physicalé@gtivas derived. Table 9.1 and Figure 9.1 showste

specific proportional distribution of Jamaicansess physical activity categories.

Men were more physically active than women withdistribution of men across the physical activitgle

being almost a mirror-image of that seen among womnihe largest proportion of women (43%) was

categorized as inactive while the largest propartibmen (48%) fell into the high physical activitgtegory.

Approximately 1 in 5 women reported high levelpbfsical activity while 1 in 10 men reported lowdés.
While more than 70% of men were classified as eingaig moderate to high levels of physical activibynly

38% of women were similarly classified.

Table 9.1: Physical Activity Levels by Sex, JHLSIR0O08

Physical Activity Categories Male Female| Total
Inactive 16.0 43.0 30.0
Low 12.2 19.2 16.0
Moderate 24.3 20.0 22.1
High 48.0 18.2 33.0
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Figure 9.1: Physical Activity Levels by Sex, JHLSII2008

Among men classified as being engaged in low physictivity there was little variation with age ext for

Physical Activity Levels of Jamaicans 15-74 Years

%

1l

Inactive LowModerateHigh

[ Male
B Female
O Total

men age 55-64 years where the 5% reported was loweln than in the other age groups, while among aom

the proportions similarly classified ranged from24%6 with no consistent pattern with age. The propns of

women in this low physical activity category exceédhat for men in all age groups. The proportibmen

exceeded that of women in all age categories artioogg classified as moderate and high physicaligctiln

the moderate activity group there was little vaoiatacross the age groups in both men and womele whihe

high activity group both men and women have theskivproportions at the extremes of the age groufbstiae

highest proportions reporting high activity in y@ung adults and middle age categories (Table 9.2).

Table 9.2: Physical Activity Levels of Jamaicanby Age and Sex, JHLSII 2008

Age groups Low Moderate High
M F M F M F

15-24 12.0 22.0 28.0 19.3 47.0 12.0
25-34 12.1 17.1 22.4 21.1 54.0 21.0
35-44 16.0 17.1 22.2 21.0 46.0 22.0
45-54 11.2 24.0 20.1 16.1 554 24.4
55-64 5.0 17.0 31.0 23.0 41.4 30.0
65-74 16.1 19.0 23.1 20.0 31.3 8.0
Totals 12.2 19.2 24.3 20.0 48.0 18.2
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Approximately 40% of Jamaicans reported the natfitbeir work as being sedentary and or mainly non-

strenuous walking and there were negligible diffiers between sexes. A much higher proportion oésnal

compared to females (37% vs. 8.5%) were involvestrenuous walking or heavy physical work and

unemployment among women more than doubled thahgmm@n (41% vs. 18%). Similar proportions of men

and women reported being students, retirees arabargyin non-strenuous walking (Table 9.3).

Table 9.3: Proportions (%) of the Nature of Work d Jamaicans by Sex, JHLSII 2008

Description Male | Female| Total
Unemployed 18.4 41.4 30.1
Student 8.0 8.0 8.0
Retired 2.1 2.1 2.1
Mainly sitting/sedentary 18.0 22.1 20.(
Non —strenuous walking 18.( 18.4 18.
Strenuous walking 17.0 6.1 11.2
Heavy Physical Work 20.0 2.4 11.¢

The majority (90%) of Jamaicans (15-74years) wéheesedentary or participated in light physicetiaty
during their leisure time and this was differentvween men and women 82% and 96% respectively
approximately 20% of males compared to 5% of femdtscribed the nature of their leisure activity as
medium or heavy. More than half of individuals mapated in leisure time physical activity for foar more
times per week and approximately 6% participated taan once per week or none at all. (Table 9.4)

Table 9.4: Nature and Frequency of Leisure Time Plsical Activity of Jamaican Nationals, JHLSII 2008

Nature of activity Male | Female | Total
Sedentary 61.0 85.2 73.2
Light activity 21.0 11.0 16.0
Medium activity 14.0 4.0 9.0
Heavy activity 5.0 0.8 3.0
Frequency of activity

Never 2.4 4.0 3.1
Less than once per week 3. 4.0 3.2
One to three times per week 37.0 28.3 33.0
>/= Four times per week 58.0 64.3 61.1
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More than half of Jamaican men and two-thirds efwlomen have never attempted to increase theinqaiys
activity (Table 9.5) and while these proportionsre@ase among older men (46% among the youngeS€to 6
among the oldest) they are fairly consistent actlessige range among women. Generally small ptiopsr
(<10%) of persons report trying to increase thaygical activity more than six months before thelgtand the
proportions attempting increases one to six mopties to the study were also generally less th&#20n both
these categories the proportions of men exceedaithahg women. Attempts to increase physical agtimithe
last month were reported by men more frequentlyg thamen in all age groups but these differenceg wer
smaller among older age groups and the proporteparting increased activity decreased among @der
groups in both men and women.

Table 9.5: Proportion (%) of Jamaicans Who Made Efbrts to Increase Physical Activity by Age and Sex,
JHLSII 2008

Age groups In the last 1-6 months More than 6 Never
month months
M F M F M F M F

15-24 29.4 15.0 16.0 8.0 9.0 5.3 46.0 724
25-34 23.0 17.0 17.4 18.0 13.0 7.3 4712 58.0
35-44 18.2 14.0 16.0 12.0 6.0 11.0 605 64.0
45-54 221 16.0 21.0 13.1 8.4 6.0 490 66.0
55-64 16.2 16.0 14.0 10.0 3.4 6.2 670 68.4
65-74 10.2 11.3 9.0 6.0 12.0 9.2 69.4 74.0
Total 22.0 15.0 16.2 12.0 9.0 1.4 532 66.0

Table 9.6 shows the proportion of persons in th@ua fitness groups by age and sex. Among men the
majority (74%) reported that they were either ‘vétyor ‘fit’ and this compares to 62% among womenhhe
proportion of men classified as ‘very fit’ rangedrm 30-39% across the age groups except in thelGigeé
group where only 18% of men were so classifiede pitoportions among males exceeded that amongdemal
in all age groups in the ‘very fit’ group but thigle to female pattern by age group was not camigt the

‘fit" group. Only small proportions of both mencémwomen reported being ‘not fit’, except in theedtlage
group where 18% and 22% of men and women resp@ctigre so classified. The proportion of femaleshe
‘not-fit’ category exceeded that of males in aleagoups.
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Table 9.6: Proportion (%) of Jamaicans 15-74 Year8Vho Reported Perceived Fitness Levels by Age and
Sex, JHLSII 2008

Age groups Very Fit Fit Partly Fit Not Fit
M F M F M F M F

15-24 39.0 30.4 44.0 37.0 14.2 26.0 3.3 7.1
25-34 34.0 27.0 39.3 37.0 21.4 28.0 5.4 9.0
35-44 30.3 20.1 47.0 41.0 20.1 30.0 3.0 9.4
45-54 32.0 20.2 38.0 46.1 24.0 28.0 7.2 6.2
55-64 30.0 15.0 29.4 39.0 36.2 34.% 5.0 1242
65-74 18.0 8.0 40.0 30.4 25.0 40.2 18.2 22|10
Totals 33.0 23.0 41.1 39.0 21.0 29.0 5.3 9.4

A higher proportion of individuals (61.6% vs. 54.3%d 53.2%) with post secondary educational leezbvn
the moderate to high physical activity category pamad to those in secondary and primary or lower
respectively (Table 9.7) A third of persons witlmparry or lower education were classified as inactiv
compared to 29% of those with secondary educatior?2d4% of those with post secondary education.
Approximately 60% or more individuals across occigrel status were either classified in the lowinactive
physical activity category. More than 60% of indivals across educational levels perceived thenséiviee
fit or very fit and less than 10% of persons dféesss themselves being ‘not ft’ in all educatiomategories .
Students reported the highest fitness levels weib deing ‘fit’ or ‘very fit" compared t038% and 35&mong
employed and unemployed persons. Also, physidaligclevels did not differ significantly amongusients
approximately a quarter of them in each of the frategories compared to large difference in theleyed
(43% ‘not fit’ and 15% ‘fit") and the unemployed(% partially fit and 20% ‘very fit’).
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Table 9.7: Physical Activity and Perceived Fitneskevels (%) of Jamaicans 15-74 Years by Education

and Occupation, JHLSII 2008

Physical Activity Education Occupation
Categories
Primary | Secondary| Post Employed| Unemployed| Student
or Secondary
Lower
High 34.1 30.8 38.9 6.0 10.9 4.4
Moderate 19.1 23.5 22.7 30.2 20.5 36.1
Low 13.9 17.0 14.6 40.3 39.2 39.3
Inactive 32.9 28.7 23.8 23.5 29.3 20.3
Perceived
Physical Activity Level
Very Fit 27.2 28.9 23.6 22.5 19.5 26.0
Fit 37.9 41.3 41.3 15.0 15.9 20.4
Partly Fit 26.7 23.2 23.2 19.0 50.4 25.8
Not Fit 8.2 6.6 9.4 43.4 14.2 27.8

Except for hypertension with 53%, less than 50%eyEons with the listed chronic diseases are @ledsis
having moderate or high physical activity and betm80-40% of all persons with these conditions are
classified as inactive. Persons with diabetes hasdowest proportion of persons classified aseeitfit’ or
‘very fit’ with 43% compared to 58-59% in personghahypertension, high cholesterol and obesity. révihan

40% of all persons with these conditions considénedhselves ‘not fit’ or ‘partially fit’ (Table 9)8

Table 9.8: Physical Activity and Perceived Fitneskevels (%) of Jamaicans 15-74 Years by Chronic

Diseases, JHLSII 2008

Physical Activity Chronic Disease
Categories

Diabetes HTN High TC Obesity
High 25.1 30.9 23.4 21.4
Moderate 17.5 22.4 23.0 23.9
Low 16.9 15.3 16.5 17.9
Inactive 40.5 31.4 37.1 36.9
Perceived
Physical Activity Level
Very Fit 11.1 22.3 19.6 20.9
Fit 31.8 36.7 38.0 38.3
Partly Fit 41.3 30.6 32.2 29.9
Not Fit 15.8 10.5 10.3 10.8
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Section 9.2 Dietary Patterns

We investigated the dietary habits of the popufat@determine its characteristics in respect efftequency

of special diets, use of fats, preparation metliodproteins including the removal of visible fatdaaddition of

salt at dining.

The majority of Jamaicans were not on any speaél dBeing on a special diet was reported by noentban

2% of the population and among the small propomibpersons reporting special diets, more womerewer

all these special diets except the vegetariarvehéth was reported more frequently by men (Tab$).9.

Table 9.9: Proportion (%) of 15-74 Year Old Jamaicas on Special Diet by Sex, JHLSII 2008

Special Diet Males Females Total
Vegetarian 2.5 1.2 1.9
Weight management 0.5 1.7 1.2
Diabetic 1.0 1.7 1.4
Low salt 1.2 2.6 1.9
Low fat/cholesterol 0.9 1.4 1.1

Exploring the association between specific diseaselitions by special diets showed that 97% ofquergho

are obese were not on a weight management dietg@4f#rsons with hypertension were not on a low sal

diet and 95% of individuals who have hypercholestea were not on a low fat/cholesterol diet. Beonga
diabetic diet was reported by only 16% of persoitk diabetes (Table 9.10). Less than 5% of indigidu

across the various physical activity levels reptieing on any special diet (Table 9.11).

Table 9.10: Proportion (%) of Jamaicans 15- 74 Years with Cited Chronic Diseses who Used a Special

Diet,JHLSII 2008

Special Diet Obesity Diabetes Hypertension High
Cholesterol
Vegetarian 2.0 3.3 2.2 1.7
Weight management 2.4 1.3 1.7 1.6
Diabetic 2.3 16.2 3.8 4.2
Low salt 4.0 5.8 5.7 4.8
Low fat/cholesterol 2.0 3.1 2.4 4.8
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Table 9.11: Proportion (%) of Jamaicans 15- 74 YearUsing Special Diets by Physical Activity Levels,
JHLSII 2008:

Special Diet Physical Activity Levels

High Moderate Low Inactive
Vegetarian 2.2 1.5 2.7 1.3
Weight management 1.1 1.0 1.2 1.4
Diabetic 0.5 1.0 2.1 2.2
Low salt 1.2 15 3.9 2.0
Low fat/cholesterol 1.0 1.1 1.2 1.1

The majority of the Jamaican population (74%) repaat vegetable oil was used for cooking, andanban
a quarter of persons do not use any fat on breagVver 60% of persons use soft margarine on breadl€T
9.12). More women reported using vegetable oil timam while more men reported using coconut oil and
there were no large difference between the sexd®inse of other cooking oils. Almost 10% of peas
similar proportions of men and women, report thattuse no oil in cooking and 28% report not using fat
on their bread but men exceeded women 32% to 25%.

Table 9.12: Reported Usage (%) of Fats and Oils hjamaicans 15-74 Years by Sex, JHLSII 2008

Oil & Fat Usage Males Females Total
Type of Oil for Cooking
None 10.0 8.2 9.1
Vegetable 70.4 76.8 73.7
Cocont 13.9 11.1 12.5
Butter/Margarine 7.9 8.2 8.0
Oil from animals 0.2 0.8 0.5
Bulk 6.1 6.4 6.2
Type of fat on bread
Nong 31.9 24.6 28.2
Soft margarine 55.6 64.0 60.4
Hard margarine 4.9 5.8 5.3
Butter 4.3 5.2 4.7
Other fatg* 0.9 1.1 1.0

*Bulk fat &condiments such as peanut butter anliegl
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Table 9.13 shows that poultry (90%) was the masjuently consumed protein followed by fish/seafood

(61%) and peas/beans (33%) and these were prepasdrequently by either stewing (41%) or frying
(34%). Baking and steaming as methods of prepgmateins were reported by 10% of the population
respectively. Six per cent of the population répleait they add salt at the dining table. Modthef

population (87.4%) reported that they removed mostll the visible fat from their protein and tlisl not

differ by sex.

Table 9.13: Protein Choice and Method of Preparatin (%) of Jamaicans 15-74 Years by Sex, JHLSII

2008

Protein Intake Males Females Total
Type of Protein
Poultry 85.8 93.0 89.5
Meat 35.9 38.0 37.0
Fish/Seafood 62.0 59.0 60.5
Milk Products 24.6 26.5 25.5
Soy products 7.8 6.0 6.9
Peas/Bedns 32.8 32.9 32.9
Vegetables 0.4 0.1 0.2
Preparation of Protein
Fry 31.7 35.9 33.9
Stew 41.4 41.0 41.2
Bake 8.2 11.9 10.1
Steam 18.7 11.2 14.9
Addition of salt to food
Salt added at table 5.8 6.3 6.1
Fat Removal from Protein
Does not remove fdt 6.3 4.7 55
Remove small portion of fa 7.2 7 7.1
Remove most visible fat 34.9 31.5 33.2
Remove all visible fat 51.6 56.8 54.2

Figure 9.2: Methods of Protein Preparation (%) as Rported by Jamaicans 15-74 Years, JHLSII 2008

Method of Cooking

Fry

Stew
m Bake
m Steam
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Table 9.14 shows that between 27% and 34% of pemsdh obesity, diabetes mellitus, hypertension and

high cholesterol either bake or steam their foatth whose with diabetes mellitus doing it least trextly.

Less than 10% of Jamaicans with high cholesteied fiheir food compared to 30% of persons with @pes

and 21-27% of persons with diabetes and hypertensstewing was the most frequently reported metifod

food preparation and was similar in persons withwlirious conditions at over 40%. Adding saltaod at
the table was infrequent in all groups being cdasidy less than 5%. The majority of individualgwthe
aforementioned chronic diseases reported thatrédragve most or all visible fat from protein but g@ns

with hyperlipidaemia were most likely not to remdae from their protein (14%).

Table 9.14: Food Preparation Methods (% of Jamaicans 15-74 Years with Cited Chronic Disegs,

JHLSII 2008
Protein Intake Obesity Diabetes Hypertension High
Cholesterol
Preparation of Protein
Fry 30.4 20.5 26.5 9.1
Stew 42.9 45.9 43.8 41.6
Bake 13.3 10.9 12.1 12.4
Steam 13.3 22.7 17.6 16.9
Addition of salt to food
No 95.4 97.2 95.3 95.9
Yes 4.6 2.8 4.7 4.1
Fat Removal from
Protein
Does not remove fgt 5.0 3.7 6.0 5.6
Remove small portion gf
fat 6.4 4.0 5.1 8.3
Remove most visible fat 32.2 28.9 31.3 24.4
Remove all visible fat  54.6 63.4 57.7 61.6

95



There was little variation in food preparation as@hysical activity level groups in Jamaicansasistently a
third of persons fried and 40% stewed their pro&eid a quarter either baked or steamed their préieible
9.15). Almost 90% of persons regardless of physicavity level, removed most if not all fat frotheir
protein during preparation.

Table 9.15: Food Preparation Methods (%) of Jamaidas 15-74 Years with Given Physical Activity
Levels, JHLSII 2008

Protein Intake Physical Activity Levels
High Moderate Low Inactive
Preparation of Protein
Fry 33.6 32.5 32.9 35.9
Stew 40.0 42.5 41.5 41.2
Bake 9.6 10.1 11.6 10.0
Steam 16.9 15.0 14.1 12.8
Addition of salt to food
No 94.4 91.4 97.1 93.6
Yes 5.6 8.6 2.9 6.4
Fat Removal from Protein
Does not remove fat 6.7 5.4 3.8 4.8
Removesmall portion of fat 7.5 6.9 7.0 7.0
Remove most visible fat 30.1 32.3 36.3 35.6
Remove all visible fat 55.7 55.4 53.0 52.6
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In excess of 60% of individuals reported that tbegsumed 6-12 servings (3-6times/day) of staplesipg

and a higher proportion of rural males and femtilas their urban counterparts consuming the lagigantities
of staples and legumes. Frequent fast-food consam> 2 times /week) was higher among urban gl
compared to rural dwellers (14.1% vs. 7.4%), howew®re than 80% of individuals reported consunfasg-
food less than once per week or none at all. Adriginoportion of rural males compared to urban male
(13.2% vs. 9%) and urban women compared to rurahevo(15.2% vs. 13.1%) consumed pastry one or more
times per day. Three quarters or more of Jamaiages 15-74 consumed one or more bottle/glass dadtewed

beverage per day with more rural than urban dwsettensuming these amounts (Table 9.16).

Table 9.16: Distribution (%) of Food Consumption bySex and Place of Residence, JHLSII 2008

Dietary Patterns Male Female Total
U R T| U R 7 U R T

*Staples
< 3times perday33.7 26.5 31.139.0 283 35.236.4 27.4 33.2
3-6 times per day64.3 69.5 66.1 58.7 70.0 62.761.5 69.8 64.4
>6 times perday2.1 40 27|23 17 21|22 28 24

Legumes
<2 times per week60.7 51.6 57.556.7 48.8 53.958.7 50.2 56.7
2-3 times per week37.4 46.7 40.7 415 495 443395 48.1 42.6
>3 times perweek1.9 1.7 18|18 18 1818 17 1.8

Fast-food Consumption
None| 54.4 73.1 61.0585 654 61.056.4 69.2 61.0

<once per week31.1 19.3 26.927.9 274 27.7295 235 27.3
2-3times per week 10.3 6.3 8.9 |109 47 87106 55 8.8

>4 times per week4.3 1.2 32|28 25 27|35 19 29

Pastry consumption
<1 times per day91.0 86.8 89.584.8 86.9 856879 86.8 87.5
1-3times perday9.0 13.2 10.514.7 129 14.011.9 13.1 12.3
>3 times per day0 0 0O |05 0.2 0.4 0.2 0.1 0.2

Sweetened beverage
consumption

<1 bottle/glass per day23.7 18.0 21.7125.9 18.8 23.424.8 18.4 2218

1 bottle/glass per day26.9 22.8 25.5 20.6 20.3 20.523.7 215 22.9

>1 bottle/glass per day49.4 59.2 52.9 53.5 60.9 56.251.5 60.1 54.5

*One time per day is equated to a minimum of 2 sge/df staples using 24 hr recall data
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The vast majority 99% of Jamaicans are currentiysaming below the daily recommended portion of
vegetables and there were no differences by sexc®hsumption pattern for fruits was similar to etedples
in that less than 2% of individuals were meeting tticommended daily intake which did not vary by se
(Figures 9.3 and 9.4).

Figure 9.3: Vegetable Consumption of Jamaicans 154 7%ears, JHLSII 2008

Vegetable Consumption

W <2 servings/day

W > 3 servings/day

Figure 9.4: Fruit Consumption of Jamaicans 15-74 Yars, JHLSII 2008

Fruit consumption

m < 1serving/day

m =2 serving/day
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CHAPTER 10

Chronic Diseases

Section 10.1 Biomedical and Anthropometric Measures

The means for all biomedical measures were witlenconventional accepted normal range and small sex
differences were seen among biomedical indicatarep that males had a slightly higher mean systoid
diastolic blood pressure than females (Table 10.1).

Table 10.1: Mean Biomedical Indices by Sex, JH&ll 2008

Health Indicators Male Female Total
Biomedical Results(Cl)
Mean Cholestergmmo) 4.3 4.5 4.4
(4.2-4.3) (4.4-4.9 (4.3-4.9
Mean Glucosémmol) 4.2 4.1 4.2
(4.0-4.4) (4.0-4.3) (4.1-4.3)
Glycosylated Hb%* 5.1 5.8 5.5
(5.0-5.2) (5.7-5.9) (5.4-5.5)
Mean Blood Pressure
(mmHg)
Diastolic 78.62 76.42 77.49
(77.6-79.7) | (75.53-77.30) | (76.67-78.32)
Systolic 125.1 121.3 123.17
(123.8-126.4) | (120.1-122.6)| (122.14-124.21)

* Glycosylated haemoglobin among persons with diebenellitus

Blood cholesterol levels increased from 4.1 mmalA5-24 years old to 4.6 mmol/l in 65-74 year ¢ldgh the
highest level of 4.5 mmol/l in 55-64 year olds wehglucose levels increased from 4.0 mmol/l in 15/@dr
olds to 4.9 mmol/l in 65-74 year olds (Table 10.2¥lycosylated haemoglobin (Glyco Hb) levels temhdo
increase with age but the pattern was inconsistean compared to the pattern in cholesterol andogie
levels in that while there was a net increase #od86 in 15-24 year olds to 7.4% among 65-74 yeds,dhe
second highest level of 6.4% was among 45-54 ydar o

Diastolic blood pressure increased among olderopsro middle age and then fell slightly thereaffesulting
in a net increase of 7 mmHg across the age raggstolic blood pressure (SBP) showed a net increb%@
mmHg from the youngest to the oldest age groupsheuhighest SBP was among 55-64 year olds
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Table 10.2: Means of Specified Biomedical Measuréy Sex and Ten Year Age Bands,(95% Confidence Inteals) JHLSII 2008

(113.4-116.5)

(115.5-118.2)

(120.6-123.7)

(130.7-136.4)

(136.0-141.9)

Biomedical Marker 15-24 25-34 35-44 45-54 55-64 5G4
Cholesterol (mmol) M 4.0 4.2 4.4 4.4 4.5 4.4
(Ch (4.0-4.1) (4.1-4.3) (4.3-4.5) (4.3-4.5) (4.3-4.7) (4.2-4.6)
4.3 4.4 4.5 4.8 4.8 4.8
(4.2-4.3) (4.3-4.4) (4.4-4.6) (4.7-4.9) (4.7-5.0) (4.7-4.9)
4.1 4.3 4.4 4.6 4.7 4.6
(4.1-4.2) (4.2-4.3) (4.4-4.5) (4.5-4.6) (4.6-4.8) (4.5-4.7)
Glucose (mmol)
(Chn N 4.0 4.0 4.2 4.5 4.5 4.9
(3.7-4.2) (3.6-4.3) (3.9-4.5) (4.1-4.9) (4.0-4.9) (4.0-5.9)
F 3.5 4.0 4.2 4.6 4.9 4.8
(3.4-3.7) (3.8-4.2) (4.0-4.4) (4.3-4.8) (4.5-5.3) (4.5-5.1)
T 3.8 4.0 4.2 4.5 4.7 4.9
(3.6-3.9) (3.8-4.2) (4.0-4.4) (4.3-4.7) (4.4-5.0) (4.4-5.4)
Glyco Hb (%)
(Chn N 4.0 3.8 5.5 6.4 5.9 7.4
(3.7-4.3) (3.5-4.1) (4.8-6.3) (5.6-7.3) (5.4-6.3) (6.2-8.5)
F 3.7 6.5 6.4 6.3 6.6 6.2
(3.7-3.8) (6.2-6.9) (6.2-6.6) (6.1-6.4) (6.5-6.8) (6.0-6.3)
T 3.8 5.2 5.9 6.3 6.3 6.7
(3.8-3.9) (5.0-5.4) (5.7-6.2) (6.2-6.5) (6.1-6.4) (6.5-6.9)
Diastolic Blood Pressure 77.0 79.7 85.5 85.4 79.8
(mmHg)(CI) 72.9 (74.7-79.2) (77.6-81.8) (83.0-88.0) (82.2-88.7) (76.7-82.8)
M (71.3-74.6) 74.5 78.5 81.8 82.3 80.4
F 70.6 (73.2-75.8) (77.1-79.8) (79.9-83.6) (80.5-84.2) (78.1-82.7
(69.2-72.0) 75.7 79.1 83.7 83.9 80.1
T 71.8 (74.3-77.1) (77.8-80.3) (82.0-85.4) (81.8-85.9) (78.2-82.0)
(70.5-73.0)
Systolic Blood Pressure
(mmHg) M 118..9 119.3 123.4 133.8 139.6 138.2
(Chn (116.3-121.4) | (117.6-120.9) | (121.1-125.7) | (129.1-138.5) | (135.5-143.7) | (133.4-142.9)
F 111.1 114.7 121.0 133.3 138.2 141.5
(109.6-112.5) | (113.0-116.4) | (119.3-122.6) | (130.6-135.9) | (133.5-142.9) | (136.5-146.4)
T 115.0 116.9 122.1 133.5 138.9 139.9

(136.7-143.1)
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There appears to be little or no differences inm@amedical measures between urban and ruralemssd

Sex differences in blood pressure was similahat both urban and rural males had marginally highean

diastolic and systolic blood pressures than tlemdle counterparts. (Table 10.3).

Table 10.3: Mean Biomedical Results of Jamaicans &g 15-74 Years by Geographical Distribution,

JHLSII 2008
URBAN RURAL
Biomedical
Results Male Female Total Male Female Total
Mean
Cholesterol 4.2 45 4.4 4.3 4.5 4.4
(mmo) (CI) (4.17-4.29 | (4.43-4.52) (4.31-4.39) (4.24-4.36) (4.44-4.57) (4.36-4.46)
Mean
Glucose 4.1 4.1 4.1 4.3 4.3 4.3
(mmol)Cl) (3.98-4.28) (3.91-4.19) (3.97-4.21) (3.94-4.67) (4.11-4.47) (4.08-4.52)
Glyco HB 5.3 5.7 5.5 4.8 5.9 5.4
% (CI) (4.8-5.7) (5.5-5.9) (5.4-5.6) (4.6-5.1) (5.7-6.1) (5.3-5.6)
Mean Blood
Pressure
Diastolic 78.3 76.1 77.2 79.2 76.9 78.0
(CI) (76.84-79.76) | (75.0-77.27) | (76.14-78.25) (77.39-81.02) | (75.32-78.53) | (76.56-79.52)
SyStOIiC 124.0 119.9 121.9 126.9 123.9 125.4
(Cl) (121.9-126.2 | (118.27-121.59)| (120.48-123.42) | (125.10-128.84) | (121.70-126.11) | (123.66-127.1p
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According to the WHO criteria(31) more than 50%Jafmaicans were overweight or obese. (BMI > 25 Rg/m
There were significant sex difference with estimafier obesity being higher (37.7 vs. 12.4%; p<0)0Qf
females compared to males. Using gender-spectiinationally recognized cut-points (Hans; Leamlgt of
waist circumference (WC) and waist-to-hip ratio (RMHwhich are associated with increased cardiovascul
risk, we found that a large proportion of women evat increased risk. Increased WC was presem% gf
females compared to 20% of males and WHR was isetkan 70% of females and 9% of males (P<0.001 for
both comparisons). (Table 10.4)

Table 10.4: Prevalence of Nutritional Status amam Jamaicans 15-74 Years by Sex, JHLSII 2008

Nutritional Status Males Females Total
Underweight(<18.5kg/A) 4.7 4.7 4.7
Normal (18.5-24.99 kg/f 57.0 30.6 43.6
Overweight(25-29.99 kg/Mh 25.8 27.0 26.4
Obese ¥30 kg/nf)*** 12.4 37.7 25.3
Increased WC*** 19.6 69.8 45.2
Increased WHR*** 8.8 70.4 40.2
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Mean body mass index (BMI) and waist circumfererf¢éC) were significantly higher among females
compared to males. Table 10.5 shows that acrossuban residents appeared to have higher levels of
underweight (5.6% vs. 3.2%) and while the proportd overweight females exceed that of males ialraireas,
urban males and females have similar proportiorevefweight persons. Increased WC (21.3%) amohgrur
males was more frequent than among their rural teoparts (16.5%) while the frequency among femalas

similar in both areas of residence.

Table 10.5: Means and Prevalence (%) of NutritionaStatus within and Across Geographical and Sex
Categories, JHLSII 2008

Urban Rural
Nutritional Male Female Total Male Female Total
Status
Mean BMI 24.8 28.2 26.5 25.1 28.8 27.0
(Ch (24.3-25.3) | (27.6-28.7) | (26.2-26.9)| (22.9-27.3) | (27.8-29.8) | (25.6-28.5)
Mean WC 83.3 88.0 85.7 82.5 89.0 85.9
(cn (82.1-84.6) | (86.6-89.4) | (84.8-86.7)| (80.8-84.2) | (87.5-90.5) | (84.7-87.0)
Prevalence of
Underweight
(<18.0kg/m) 55 5.6 5.6 3.2 3.1 3.2
Normal
(18.5-24.99 kg/r) 55.0 29.4 42.2 60.8 31.8 46.0
Overweight
(25-29.99 kg/rf) 26.9 26.0 26.4 23.9 28.8 26.4
Obese¥30 kg/nf) 12.7 38.4 25.8 12.1 36.4 24.5
Increased WC 21.3 69.9 46.0 16.5 69.6 43.7
Increased WHR 8.6 70.8 40.3 9.2 69.6 40.1

The highest frequency of overweight, obesity armteased WC and WHR were in the middle years mainly
ages 35-54 years and sometimes also affecting34&5ear olds. The decline in the frequency ofkees of
obesity appears to be mainly influenced by maleghabesity among females seems to persist int@agé.
More than 60% of women between the ages of 25-adsyeld were overweight or obese, had an increased
waist circumference and an increase waist hip ratflgch is indicative of higher cardiovascular risk.
Disproportionately more females were overweighgsah had an increase WC and increased WHR actoss al
age groups. Underweight was more prevalent atxtreraes of ages approximating 10% in the 15-24 G#d

in 65-74 age groups. There was a difference inswes however with underweight females being more
prevalent than males in youth (12.6% vs. 8.4%)amierweight males more prevalent in the elderl$%@vs.
2.6%) (Table 10.6).
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Table 10.6: Prevalence (%) of the Varying Nutritismmal Status of Jamaicans Aged 15-74 Years by Age and

Sex, JHLSII 2008

Nutritional Status 15-24| 25-34| 35-44| 45-54 5564  65-7
Underweight(<18.5kg/f) M| 8.4 3.4 2.1 2.0 4.8 9.3
F 126 | 2.4 2.4 1.4 1.3 2.6
T| 105 | 29 2.3 1.7 3.1 5.8
Normal (18.5-24.99 kg/f M| 70.0 | 65.8 | 47.0 | 436 | 47.7 49.6
F| 495 | 355 | 193 | 172 | 175 22.9
T| 59.7 | 49.9 | 326 | 306 | 328 35.7
Overweight(25-29.99 kg/mM M| 12.6 | 215 | 36.7 | 329 | 354 29.1
F| 215 | 245 | 278 | 339 | 331 33.3
T| 170 | 231 | 321 | 334 | 343 31.3
Obese ¥30 kg/nf) 9.0 9.4 142 | 216 | 121 12.1
16.5 | 37.7 | 50.5 | 47.6 | 48.0 41.2
12.8 | 242 | 33.0 | 344 | 2938 27.3
Increased WC M85 | 11.1 | 250 | 36.7 | 29.6 26.0
F| 389 | 673 | 86.0 | 853 | 88.0 86.8
23.7 | 40.6 | 56.5 | 60.6 | 58.4 57.7
Increased WHR M 3.0 2.3 51 20.6 18.4 29.3
F| 406 | 67.4 | 827 | 87.0 | 90.7 93.7
219 | 365 | 452 | 534 | 54.0 62.9

4
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Section 10.2: Chronic Non communicable diseases

The prevalence of diabetes mellitus as definecheyWtWHO 2006 {2007 2109 /id} was 7.9 % of the popiala
This translates to almost 150,000 of Jamaican nalsan the age group 15-74. Twenty-five perc@6€4) or
more than 450,000 Jamaicans in this age band hazetteyision and one third of the population - sigaritly
more males than females (M41.8%, F 29.0%, T35.3%Q(8X) - were pre-hypertensive as defined by tia Jo
National Committee on Prevention, Detection, Eviadug and Treatment of High Blood Pressure (JNC 7)
criteria (32). It is also of note that 1 in 10 pers in the population had high cholesterol and eertitan 20%
were depressed. Approximately 6% of 15-74 yeardafdaican had the sickle cell trait (whether AGSr
allele) and only one person (female) was found withprobable SS genotype (sickle cell disease). Th
genotypic expression AS was more frequently founachtthe AC genotype within gender and across
geographical distribution. Geographical comparisoinspecified disease conditions showed that hgpsibn
was more prevalent in rural dwellers (29% vs. 28%ile the difference in the prevalence of diabebedlitus
though in the same direction was much less (8.398.86). The prevalence estimates of diabetes and
impaired fasting glucose combined was higher antarg women compared to urban women (R 13.3% vs. U
10.7%) and hypertension and pre-hypertension wgtghiamong rural dwellers across sex. Sex spetatia
also showed that a higher proportion of rural malese pre-hypertensive compared to males dwellinglan
residence (R 44.5% vs. U 40.3%) Depression was omrenon in females regardless of residence (Tahlg) 1

Table 10.7: Prevalence* (%) of Specified Diseaseo@ditions in Jamaicans 15-74 Years by Sex and
Geographical Location

Total Urban Rural

Disease Condition Male | Female | Total | Male | Female| Total| Male| Female Total
Diabetes Mellitus* 6.4 9.3 7.9 6.6 8.6 7.6 6.1 10/48.3
Impaired Fasting 3.3 2.4 2.8 3.2 2.1 2.6 3.6 2.9 3.2
Glucose
Hypertension 25.0 25.5 25.2 23.8 23.b 23.4 279 229.28.6
Pre-hypertension 41.8 29.0 353 403 28,3 34.2 44.80.3 | 37.2
High Cholesterol 7.5 15.6 11.7 7.7 14.8 11.3 7.2 117 12.3
Overweight 26.0 27.1 26.6 26.9 26.1 265 244 29.26.8
Obesity 12.3 37.5 25.2 12.7 38.3 25\8 11.6 36.1 1 24.
Depression 14.8 25.6 20.8 14,8 26.4 20.7 14.8 24.19.6
Sickle Cell Trait

AC| 292 1.3 1.8 2.4 0.8 1.6 1.8 2.2 2.0

AS| 413 3.6 3.9 4.6 3.7 4.1 3.8 3.3 3.5
Sickle Cell Disease 0 0.1 0.04 0 0.1 0.1 0 ( 0

*Including on medication and survey detected
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Table 10.8 and Figure 10.1 shows that the burdéheo$pecified disease conditions was found irotter

age groups and the excess among females is ma&dtadanoss all age groups. The exception to thisnpas

pre-hypertension which had its highest prevalendbe 25-44 year old age group. Depression waedb

among the 45-54 years age group and a significamglyer proportion of females compared to maleghav

depression except for the age group 55-64 yearsanwthe opposite was true. The prevalence of sioille

trait varied across age bands with no distinctgpatin the small differences.

Table 10.8: Prevalence (%) of Specified Disease Qtitions by Sex and Ten Year Age Bands, JHLSII

2008

Disease Condition 15-24 25-34 35-44 45-54 55-64 786-
Diabetes Mellitus

M| 14 0.9 5.1 13.6 12.4 3.4

FI 0.9 3.3 9.4 14.6 24.8 32.2

T 1.2 2.2 7.3 14.1 18.5 29.6
Impaired Fasting Glucose

M| 37 2.9 2.2 2.8 7.0 3.4

Flo11 2.8 1.8 4.6 4.1 1.2

T| 23 2.8 2.0 3.7 5.6 2.3
Hypertension

M| 88 12.8 | 22.6 41.1 58.6 60.5

F| 3.7 12.2 | 23.1 49.8 62.6 71.3

T| 6.3 12.5 | 22.9 45.4 60.5 66.1
Pre-hypertension

M| 384 | 49.2 | 49.2 39.7 28.1 27.1

F| 255 | 29.3 | 36.2 29.8 25.3 19.8

T| 319 | 38.7 | 425 34.8 26.7 23.3
High Total Cholesterol

M| 10 6.3 8.4 11.8 13.4 17.7

F| 7.0 8.5 15.5 27.5 32.0 30.9

T| 40 7.5 12.1 19.5 22.6 24.6
Depression

M| 126 16.6 15.2 9.1 24.8 14.8

F| 281 | 278 | 265 20.3 22.9 18.9

T| 204 | 225 | 211 14.6 23.9 16.9
Sickle Cell Trait

M| 45 8.0 8.4 4.6 9.2 3.3

F| 54 4.0 3.8 5.3 7.7 6.0

T 50 5.9 6.0 4.9 8.5 4.7
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Figure 10.1: Prevalence (%) of Specified Disease @ditions by Ten Year Age Bands, JHLSII 2008
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In Table 10.9 the proportions of persons on treatrfue the respective diseases are expressed @senpage
of those classified with the conditions. Forty marcof persons with hypertension and 72% of thbetias
were on treatment for their condition compared Wit&6 of those with dyslipidaemia (high cholesterGlj
note is that almost eighty percent of the hyperensiales are not on treatment compared with foety-two

percent of females.

Table 10.9: Proportion (%) of Persons Taking Mediction* For Specified Conditions in 15-74 Year-Old
Jamaicans, JHLSII 2008

On Treatment for Male Female Total
Hypertension
Yes 21.0 57.8 40.0
No 79.0 42.2 60.0
Diabetes
Yes 66.4 74.9 71.5
No 33.6 25.1 28.5
High Cholesterol
Yes 13.8 9.9 11.2
No 86.2 90.1 88.8

*At time of survey
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Table 10.10 shows the percentages of individualssified as having the respective chronic diseakesare
aware of their condition. Of the three conditiohswn, the only condition of which males were more
aware was high cholesterol status. Most persorsdigtbetes however are aware of their conditiorv 3v2%,
F 78.0% T 76.1%). In contrast more than eightge@et of Jamaicans with high cholesterol and hathoge
with hypertension are not aware of their conditiGontrol rates show the proportion of persons wéwd h
optimal biomedical measures expressed as a pegeeofgpersons classified as having the respectinditions
and being on treatment. Control rates exceed 70&dimiduals with high cholesterol compared to 4afal
44% of hypertension and diabetes cases respectiMedye is marked sexual dimorphism in controlgate
among persons with diabetes mellitus and high cieilel levels a higher proportion of males compaoed
females are controlled while larger proportion @l@s with hypertension are not controlled.

Table 10.10: Awareness (%) and Control Rates of Dease Status in 15-74 Year-Old Jamaicans, JHLSII
2008

Disease Male Female Total
Hypertension
Aware 30.6 69.6 50.7
Controlled 31.2 44.9 41.4
Not Controlled 68.2 53.9 57.5
Control unknown 0.6 1.2 1.1
Unaware 69.4 30.5 49.3
Diabetes
Aware 73.2 78.0 76.1
Controlled 46.8 42.1 43.9
Not Controlled 49.9 54.3 52.6
Control unknown 3.4 3.6 3.5
Unaware 26.8 22.0 23.9
High Cholesterol
Aware 16.6 12.7 14.0
Controlled 88.4 68.5 76.3
Not Controlled 11.6 21.6 17.7
Control unknown 0.0 9.9 6.0
Unaware 83.4 87.3 86.0
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The prevalence of chronic diseases varies wittoggoinomic status and Table 10.11 shows that larger
proportions of persons with lower levels of edumatand fewer household possessions have hypentezisib
diabetes mellitus .This pattern is also presert Witjh cholesterol and educational levels but tsasoobvious
with categories of household possessions. Undghweé also more frequent among persons of lovweride
of education but this pattern is not seen withgaties of household possessions. Overweight anglhawaist
circumference are most frequent in the lowest ettuta category but the pattern of obesity acrbssé
groups is less consistent. The pattern of overteagd high waist circumference across categofies o

household possessions is less consistent.

Table 10.11: Proportion (%) of Jamaicans Aged 15-7¥ears Who Had a Chronic Disease at Given
Sociodemographic Levels, JHLSII 2008

Educational Levels Socioeconom_ic Status
(Possessions)
Chronic Disease Primary or | Secondary Post Low | Middle | High
Lower Secondary
Hypertension 43.4 17.3 16.6 272 27.0 21.1
Pre-hypertension 32.6 36.2 36.9 36.8 33|1 35.8
Diabetes 14.3 5.2 3.6 8.8 7.9 6.6
Impaired Glucose Tolerance 3.3 2.4 3.2 2.6 2.8 3.2
High Total Cholesterol 17.5 8.8 9.9 12)2 11.3 11.3
BMI - Underweigh 5.2 5.4 0.9 5.0 51 4.1
Norma 53.3 60.8 51.7 44.1 44.7 41.6
Overweight  31.5 20.2 25.9 26.1 23.6 30.8
Obese 10.0 13.6 11.5 24.9 26.6 24.0
Increased WC 50.6 43.5 38.6 46.9 46.0 42.4
Increased WHR 46.3 38.5 30.6 46.2 39.2 34.0

More persons who reported being inactive are diabatbese and have high total cholesterol. Theme we
differences in the proportion of persons who weéassified as hypertensive across the spectrumrsbps who
reported varying levels of physical activity. Irgstingly more persons who reported low or highsidal
activity levels were overweight, however as expgctkesity decreased with increasing PAL. (Tabld 2p.
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Table 10.12: Proportion (%) of Jamaicans Aged 15-7¥ears Who Had a Chronic Disease with Given
Physical Activity Levels, JHLSII 2008

Physical Activity Levels (PAL)
Chronic Disease Inactive | Low Medium High
Hypertension 25.9 25.2 25.6 25.4
Pre-hypertension 27.9 28.5 30.4 31.3
Diabetes 10.8 8.4 6.2 6.0
Impaired Glucose Tolerance 2.9 2.2 3.2 2.9
High Total Cholesterol 14.7 11.9 12.3 8.2
BMI - 6.4 4.4 2.9 4.6
Underweight
Normal 37.8 40.3 44.2 50.9
Overweight 25.3 27.4 25.5 28.0
Obese 31.5 28.0 27.4 16.5
Increased WC| 58.4 49.2 45.1 31.6
Increased WHR |  56.7 41.5 38.5 25.5

Figures 10.2, 10.3 and 10.4 show the distributiodiabetes mellitus, high cholesterol and hypeitanby
BMI category. The prevalence of all these cond#increase with increased BMI in both males andhfes.

Figure 10.2: Prevalence (%) of Diabetes by BMI
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Figure 10.3: Prevalence (%) of High Cholesterol by8MI
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Figure 10.4: Prevalence (%) of Hypertension by BMI
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Persons of a lower socioeconomic status have gigntfty higher mean systolic blood pressures andtwa
circumference when compared with those of highasm@mnomic standing. There were no differencesan th
mean blood levels of glucose and cholesterol baetwee groups. Persons across all levels had simigam
body mass indices and the proportions with incré&¥€ and WHR do not appear to differ significariily
SES as estimated by household possessions. (Tahg) 1

Table 10.13: Mean Biomedical Values of Jamaican 154 Years of Varying Socioeconomic Levels,
JHLSII 2008

Socioeconomic Status (Possessions)
Biomedical Marker
Mean Values (mmol) Low Middle High
Fasting Blood Glucose 4.1 4.2 4.2
(Ch (4.0-43) (4.0-4.4) (4.0-4.3)
Cholesterol 4.4 4.4 4.4
(Cl) (4.3-4.4) (4.3-4.4) (4.3-4.4)
Systolic Blood Pressure* 124.9 123.2 121.1
(Ch (123.3-126.5)| (121.6-124.8) (119.8-122.5)
Diastolic Blood Pressure 77.6 77.9 77.0
(CI) (76.4-78.7) (76.7-79.1) (75.8-78.3)
BMI 26.5 26.5 26.8
(Cl) (25.9-27.1) 25.9-27.1) (26.1-27.4)
Waist Circumference* 85.7 85.6 86.0
(Ch (84.7-86.8) (84.5-86.6) (84.6-87.5)
Waist Hip Ratio 0.86 0.85 0.85
(Ch) (0.85-0.87) (0.84-0.85) (0.84-0.86)
*p <0.05
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Fasting blood glucose, blood cholesterol, systid diastolic blood pressure, waist circumferemzevaaist-

hip ratio all increased with increasing BMI catager(Table 10.14).

Table 10.14: Mean Biomedical Values of Jamaican 1K Years with Nutritional Indices, JHLSII 2008

Body Mass Index

Biomedical Marker
Mean Values (mmol) Underweight Normal Overweight Obese
Fasting Blood Glucose*** 3.8 4.0 4.3 4.3
(ChH (3.4-41) (3.8-4.2) (4.2-4.5) (4.2-4.5)
Cholesterol*** 4.2 4.2 4.5 4.6
(Ch (4.1-4.3) (4.2-4.3) (4.4-4.5) (4.5-4.6)
Systolic Blood Pressure*** 116.8 119.8 126.3 127.1
(Ch (112.7-121.0)| (118.5-121.0) (124.7-127.9) (125.0-129.2)
Diastolic Blood Pressure*** 72.9 75.6 79.5 79.8
(ChH (70.3-75.4) (74.6-76.5) (78.4-80.7) (78.4-81.3)
Waist Circumference*** 66.1 76.3 89.6 101.7
(Ch (64.2-68.1) (75.7-76.9) (89.0-90.3) (100.3-103.1)
Waist Hip Ratio*** 0.79 0.82 0.87 0.89
(Ch (0.78-0.81) (0.82-0.83) (0.87-0.88) (0.88-0.90)

% n <0.001
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Compared with persons who reported having highiphlactivity those who reported inactive to modera
levels had significantly higher mean cholestereéls(p<0.001). Person who reported having a higfsical
activity also had a significantly lower mean BMIdawaist circumference than those who reported a&mor
sedentary lifestyle. (p<0.001) Blood glucose anthlsystolic and diastolic blood pressures did revhadnstrate

any pattern of association with physical activéydls. (Table 10.15)

Table 10.15: Mean Biomedical Values of Jamaican 154 Years in Persons with Given Physical Activity
Levels, JHLSII 2008

Physical Activity Levels
Biomedical Marker
Mean Values (mmol) Inactive Low Moderate High
Fasting Blood Glucose 4.2 4.1 4.2 4.1
(Ch (4.1-4.3) (3.9-4.3) (4.0-4.4) (3.9-4.3)
Cholesterol*** 4.5 4.4 4.4 4.3
(Ch (4.4-4.5) (4.3-4.4) (4.3-4.4) (4.2-4.3)
Systolic Blood Pressure 123.7 121.7 122.3 124.1
(Ch (122.0-125.4)| (119.6-123.7) (120.5-124.2) (122.5-125.6)
Diastolic Blood Pressure 76.9 77.5 77.3 78.2
(Ch (75.8-78.1) (76.1-78.9) (75.7-78.9) (76.9-79.4)
Waist Circumference* 87.9 85.9 85.9 83.6
(CI) (86.8-89.1) (84.4-87.5) (84.2-87.5) (82.7-84.6)
Waist Hip Ratio 0.86 0.84 0.86 0.85
(C) (0.85-0.86) (0.83-0.85) (0.85-0.87) (0.84-0.86)
BMI(kg/m®)*** 27.3 26.8 26.8 25.7
(Ch (26.8-27.8) 26.0-27.6) (26.0-27.8) (25.1-26.2)

) <0.001; * p< 0.05
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Persons who classified as having diabetes, hymotgrand high total cholesterol had higher mean,BM
WHR and WC than those who were not thus classifibgre were no differences in the means for those

persons who were classified as depressed compgatbdge who were not. (Table 10.16)

Table 10.16: Mean Nutritional Indices of Jamaicand5-74 Years with Given Chronic Diseases, JHLSII
2008

Chronic Disease

Nutritional Index
Mean Values Diabetes Hypertension

Y N Y N
BMI 29.2 26.4 28.4 25.9
(Ch (28.4-30.0) (25.9-26.8) (28.0-28.9) (25.4-26.5)
Waist Hip Ratio 0.91 0.85 0.89 0.84
(Ch (0.90-0.92) (0.84-0.85) (0.88-0.89) (0.84-0.84)
Waist Circumference 94.8 85.0 91.9 83.7
(Ch (92.8-96.8) (84.3-85.7) (90.7-93.1) (82.9-84.5)
Nutritional Index High Total Cholesterol Depression
Mean Values Y N Y N
BMI 29.2 26.2 26.6 26.6
(Ch (28.4-30.0) (25.8-26.6) (25.9-27.3) (26.1-27.0)
Waist Hip Ratio 0.90 0.84 0.85 0.85
(Ch (0.88-0.91) (0.84-0.85) (0.84-0.86) (0.85-0.86)
Waist Circumference 93.9 84.7 85.3 85.9
(ChH (91.8-96.1) (84.1-85.4) (83.5-87.2) (85.2-86.5)

We examined the frequency of the occurrence ofipleltardiovascular risk factors in the populatidrhe risk
factors included in the analysis were: age >45sjedgarette smoking, diabetes, central obesity-¢pecific
increased WC) and high cholesterol. More thanatguof the population had three or more cardiowias
risk factors and this was more frequent in womel®43/s. 25%). Less than 15% of the population Virere of
risk factors and this was similar between malesfanales. (Table 10.17) A larger proportion of wontiean
men were in the highest risk group (>3 risk fagtevkilst a larger proportion of men were in the logk group
(1 risk factor).
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Table 10.17: Number of Persons with Clustering Of P To Six Cardiovascular Risk Factors among 15-74
Year-Olds by Sex, JHLSII 2008

Number of Risk Factors Male Female Total
None(Not at risk) 14.9 14.6 14.7
One (Low) 32.5 27.1 29.8
Two (Moderate) 27.7 27.6 27.7
More than Three (High) 24.9 30.7 27.9

Risk factors: age >45 years; hypertension/pre-hypertensiory tigplesterol; diabetes mellitus; cigarette smokawgrweight (BMI
>25kg/nf/high WC).

There were only small differences between urbanraral frequencies of the occurrence of multipskri
factors either overall or by sex group. More urbarellers had low to moderate risk of cardiovascdiaease,
on the other hand more rural dwellers were at higih (Table 10.18)

Table 10.18: Number of Persons with Clustering Of P To Six Cardiovascular Risk Factors Among 15-74
Year-Olds by Geographical Distribution, JHLSII 2008

Level of CVD Risk Urban Rural

M F T M F T
None 17.0 14.9 15.9 10.8 14.1 12.5
One 33.0 28.4 30.7 31.6 24.8 28.1
Two 25.5 27.1 26.3 31.8 27.1 30.2
More than Three 24.5 29.6 27.1 25.8 29.6 29.3

Risk factors: age >45 years; hypertension/pre-hypertensiory tigplesterol; diabetes mellitus; cigarette smokawgrweight (BMI
>25kg/nf/high WC).

Table 10.19 shows the distribution of the presericaultiple risk factors by 10-year age groups.efa¥ risk
factor burden appears to be very similar betweem amel women. Among younger persons age 15-44 years
who can qualify for only five of the six risk faet) the proportion without risk factors falls shigrfpom 37%

in the youngest to 7% in the oldest group. Mudtipsk factors occur in similar proportions of batken and
women in the youngest age group (15-24 years didrevover 20% of persons have two risk factors. The
proportion of persons with two and three or mos& factors increases with age from 15-24 year$td448

years and by age 44 years over 40% of personstivaveardiovascular risk factors and 16% have tloree
more risk factors. Among older persons, age 4Bsyaad over, the proportion with two or less rig&tors fall
sharply and the vast majority of persons have tbhreaore risk factors and this is highest in theéest age

group 65-74 years old.
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Table 10.19: Proportion (%) of Persons with Clusteing of up to Six Cardiovascular Risk Factors Amondl5-74 Year-Olds by Age in Ten
Year age Bands, JHLSII 2008

CVD Risk 15-24 25-34 35-44 45-54 55-64 65-74

M F T M F T M F T| M F T/ M F T | M F T
None 375 37.8 371 143 178 16)]1.5 8 4.6 6.9 - - -
One 40.6 39.1 39.8 55.3 395 47,0 .33B316 343 22 24 23 5@44 29| 48 24 3b
Two 20.0 223 211 257 33.6 29.8 .340458 432 274 16.0 21.8 30.2 100.5| 204 7.4 13.6
Three or more 20 1.8 1.9 4.9 9271 140 179 16.0 70.4 81.6 7564.4 89.0 76.4 74.8 90.2 829

Risk factors: age >45 years; Risk factors: Risk factors: age yehrs; hypertension/pre-hypertension; high chelek diabetes mellitus; cigarette smoking; olye@iMI

>25kg/nf/high WC).

Low =1 CVD Risk Factor; Moderate = 2 CVD Risk Fast High - 8 CVD Risk Factors
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Almost 50% of persons with pre-hypertension wem@ashto have at least one other CVD risk factor and
almost 20% had two other risk factors. Among pesswith pre-hypertension females were more likegnt
males to have coexistent risk factors at all lee¢lssk. Multiple CVD risk factors were more commmamong
persons with hypertension with over 85% havingeast one other risk factor and 60% having two orennisk
factors. The greater burden among females wasse®lg in those with two or more risk factors (Tdlfle20)

Table10.20: Prevalence of Co Morbid Conditions amayst Persons with Pre-Hypertension and
Hypertension, JHLSII 2008

Co Morbid Diseases Pre-Hypertension Hypertension

M F T M F T
None 50.4 18.4 36.8 23.7 4.5 13.9
One 32.2 47.2 38.6 27.0 25.526.2
Two 134 258 187 32.9 34.7 33.9
Three or more 4.0 86 5.9 16.4 523 26.1

Risk factors: age >45 years; high cholesterol; diabetes mellitigmrette smoking; overweight (BMR5kg/nt/high
WC).

Table 10.21 shows the proportions of overweighgeljgersons and those with diabetes that have Gitier
risk factors. Almost 80% of persons who are ovaghieor obese will have another CVD risk factor iglover
95% of persons with diabetes mellitus will be sarlif affected and over 60% of persons with diabetébave

three or more co-morbid conditions.

Table 10.21: Prevalence of Co Morbid Conditions amayst Jamaicans 15-74 Years with Diabetes and
who are Overweight/Obese, JHLSII 2008

Co Morbid Diseases Overweight/Obese Diabetes

M F T M F T
None 14.8 24.7 21.1 85 0.7 3.8
One 38.3 33.8 354 12.8 9.3 10.7
Two 29.0 25.1 26.523.9 21.1 22.3
Three or more 18.0 16.4 17.0 54.869.0 63.2

Co-morbid conditions: age >45 years; hypertension/pre-hypertension; tingiesterol; diabetes mellitus; cigarette
smoking; overweight (BMI 25kg/nt/high WC).
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Tables 10.22 and 10.23 show the associations betaxezrweight/obesity (BMI 25 kg/nf) and chronic non-
communicable diseases. Overweight/obesity douhkesdds of having hypertension, diabetes melang
high cholesterol among males and these associarerstatistically significant. The 60% increaselds
associated with pre-hypertension is of borderligaiScance. The associations among females andasi
except that overweight/obesity tripled the odflsaving high cholesterol and hypertension.

Table 10.22: Association of Overweight/Obesity witlCNCDs: Males

Chronic Disease Adjusted Odds Ratio Confidence Intervals

Hypertension

Not Overweight/Obesq 1 -
Overweight/Obesq 2.36 1.47- 3.78

Pre-hypertension

Not Overweight/Obesq 1 -
Overweight/Obesq 1.60 1.0- 2.56

Diabetes

Not Overweight/Obesq 1 -
Overweight/Obesg 2.05 1.20- 3.49

High Cholesterol

Not Overweight/Obesq 1 -
Overweight/Obesq 2.89 2.04- 4.10
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Table 10.23: Association of Overweight/Obesity witttNCDs: Females

Chronic Disease Adjusted Odds Ratio Confidence Intervals

Hypertension

Not Overweight/Obes¢ 1 -
Overweight| 2.76 1.85-4.11

Pre-hypertension

Not Overweight/Obes¢ 1 -
Overweight/Obese 1.71 1.27- 2.28

Diabetes

Not Overweight/Obes¢ 1 -
Overweight/Obeseg 2.14 1.32- 3.47

High Cholesterol

Not Overweight/Obes¢ 1 -
Overweight/Obesg 3.57 1.91- 6.68
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PART THREE

CHAPTER 11

Secular Trends in Health and Lifestyle

Section 11.1: Changes in Lifestyle 2000-2008

The demographic changes between the 2000 and 2008ys are shown in Table 11.1. Compared to 2680 t
2008 sample shows small declines in the proportiotise age groups 15-34 years compensated fombayl s
increases in the 35-54 years age groups and ngebamthe 55-74 year age groups. The proporéparting
employment has declined from 67% to 59% with theroployed increasing from24% to 31% and the
proportion of students remaining stable. The progo of unions described as married or common-as
declined while those classified as single and &itimg relationships have increased. Persons riegagotimary

or junior high school education have declined byws#h increases in persons reporting secondarytenicry

education.

The changes in social amenities enjoyed by Jams@@nshown in Table 11.2. There have been suladtan
changes in water supply to Jamaican householdsasvtilability of piped water to households is now
available to 56% of households while those relyongstandpipes or piped water outside of the hoase h
declined by 11% and 7% respectively. Unshared madsets are now available to 63% of households
compared to 40% in the previous survey which coepto far fewer persons relying on pit latrinefie T
proportion of households earning more than J$5@0Ped week has increased from less than 15% &k086
and those earning more than J$20,000.00 have quiedruFewer persons reported earning less than the
minimum wage however the effects of inflation have¢ been accounted for. There has been a smaihdenl

the crowding index from 1.6 to 1.4 dwellers peritatile room in households
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Table 11.1: Changes (%) in Sociodemographic Indicedf Jamaicans 15-74 Years in the Past Seven Years,

JHLSII 2008

Demographic index JHLS-2000 JHLSII-2008
Age (year9
15-24 28.2 25.4
25-34 25.9 23.8
35-44 19.7 22.4
45-54 11.9 13.3
55-64 8.1 8.4
65-74 6.3 6.7
Employment Status
Employed| 66.8(63.9-69.6) 58.8 (56.7-60.9
Unemployed 24.2(21.4-27.1) 31.3(29.2-33.2)
Student 9.0(7.2-10.8) 10.0 (8.7- 11.1)
Union status
Single| 40.0(36.3-43.6) | 43.2 (40.6-45.7)
Married /Common-law  43.5(40.5-46.4) 37.8 (35.7-40.0)
Divorced/Separated 3.0(2.2-3.8) 2.6 (1.7-3.4)
Visiting 13.6(10.8-16.4) 16.5 (13.8- 19.1)
Educational Level
None/Basic 0.6 (0.3-0.9) 0.7 (0.3- 1.0
Primary/Junior High  42.9(37.6-48.2) 31.0 (27.3- 33.9)
Secondary 48.1(43.4-52.8) 57.5 (54.5- 60.5)
Tertiary 8.4(4.8-12.0) 11.3 (8.5-14.0

o
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Table 11.2: Changes (%) in Social Amenities Enjoyedy Jamaicans 15-74 Years in the Past Seven Years,

JHLSII 2008

Social Amenity JHLS-2000 JHLSII-2008
Water Source
River/Spring 5.3(1.3-9.4) 5.7 (2.5- 8.9)
Tank/Drum 11.4(4.1-18.7) 11.3 (7.5- 15.2)
Standpipe  15.1(9.1-21.1) 4.0 (2.3-5.7)

Pipe Outside hous

[¢)

27.5(21.1-33.9)

20.6 (16.8- 24.4

Piped into hous¢

D

40.7(32.3-49.1)

56.1 (50.2- 3.1)

Toilet facility
None 1.0(0.18-1.8) 0.3(0.1-0.6)
Hole in the earth  1.1(0.15-2.1) 0.3 (-0.03- 0.6)
Shared Pit latring 18.0(14.2-21.8) 5.3 (3.7-6.9)

174

Unshared pit latrine

28.0(22.8-33.3)

18.2 (14.4- 21.9

Shared water closet

12.2(8.8-15.5)

13.2 (9.4- 17.0)

Unshared water closeét

39.7 (32.5-46.9)

63.0 (57.8- 67.4

Weekly Household
Income(JA $)
< Minimum wage
Minimum wage - 500(

34.2(28.5-40.4)
47.3(42.4-52.3)

16.2 (13.6- 19.3)
20.3(17.6-23.4)

5001- 10,000 12.4(9.5-16.0) 37.6(33.9-41.4)
10,000-20,00¢ 3.9 (2.4-6.3) 17.1(14.8-19.7)

> 20,000 2.2(0-4.0) 8.7 (6.2- 11.2)
Crowding Index 1.6(1.5-1.7) 1.4(1.37-1.49)
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Changes in health and safety behaviours, showmliteTL1.3, reveal that serious injuries were regbloly a
similar proportion of persons and seat belt usdrbsers has declined substantially with 51% repayits use
most times or always in this survey compared to @it years ago and the proportion reporting tiney
never used seatbelts has almost doubled. Chamgest belt use by front seat passengers and ¢haf us
helmets by motorcyclists have been much smallettlamdhtter remains low.

Table 11.3: Injuries as Reported by Jamaicans 15-7¥lears over the Past Seven Years, JHLSII 2008

Characteristic JHLS-2000 JHLSII-2008
Serious Injury in past 5 years 13.6(11.6-15.6)] 12.2(10.4-14.2
Seat belt Use- Driver
Never| 13.3(8.5-18.1) 22.1(17.6-27.2
Hardly ever] 3.4(1.4-5.4) 2.9 (1.7-4.8)
Sometimes 14.0(11.0-17.1)| 24.4 (21.4-27.8)
Most Times| 16.2(11.1-21.2) 10.8 (8.6-13.6
Always | 53.2(46.1-60.2)| 39.8 (35.1-44.6)
Seat belt Use- Front seat passenger
Never| 8.3(6.3-10.4) 6.2 (4.9-7.5)
Hardly ever] 6.4(4.9-8.0) 3.9 (2.9-4.9
Sometimes 23.7(20.2-27.4)| 36.1 (33.4- 38.7)
Most Times| 19.7(16.5-22.9)] 13.8 (11.9- 15.6)
Always | 41.8(36.9-46.6)| 40.1 (37.0-43.2)
Helmet Use on Motorcycles
Never| 88.5(84.6-92.4)| 85.6(82.3-88.9
Hardly ever] 2.0(0.5-3.5) 3.7 (1.9-5.5)
Sometimes  2.6(0.9-4.4) 4.8 (2.7-6.9)
Most Times| 1.7(0.3-3.2) 1.9 (0.7-3.1)
Always| 5.1(2.6-7.5) 4.0(2.5-5.4)
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The proportion of persons reporting involvementiglence in the past month has increased albeit the
difference is not statistically significant. Thdras been a statistically significant decreas@erproportion of
persons carrying protective devices while curresat of alcohol and marijuana has not changed amd iha

small but non-significant decrease in the prevadesfccurrent cigarette smoking (Table 11.4).

Table 11.4: Risk Behaviours (%) as Reported by Jameans 15-74 Years over the Past Seven Years,
JHLSII 2008

Risk Behaviour JHLS-2000 JHLSII-2008
Involvement in violence in past month 7.5(5.6-9.4) 10.5(8.7-12.1
Carrying a Protective Device 14.8(12.1-17.5) 10.0(8.3-11.1
Alcohol Use

Current| 61.5(57.2-65.8)] 64.3(61.1- 67.5)
Past| 6.6 (5.0-8.2) 3.0 (2.9-4.9)

Marijuana Use 13.2(10.8-15.6)| 13.5(11.4- 15.6)
Current| 17.0(14.8-19.4)| 16.0 (14.0- 18.1)
Past

Cigarette Smoking
Current| 18.5(16.2-20.8)| 14.5 (12.8-17.3)
Past| 22.2(19.7-24.8)| 16.8 (14.2- 18.2)

There has been an increase in the proportion sbpsrwho report being satisfied/very satisfied \thigir
health from 48% to 57% over the period under re\bestvthe proportion who are very dissatisfiedwtiteir
lives has doubled (Table 11.5; Figure 11.1).

Table 11.5: Levels of Satisfaction Reported by Jan@ans, JHLSII, 2008

General Satisfaction JHLS-2000 JHLSII-2008

Very dissatisfied 2.6(1.8-3.8) 5.1(4.0-6.5)
Not satisfied 19.5(17.0-22.4) 15.3(13.7-17.1
Somewhat satisfied 29.8(26.6-33}1)22.4(20.2-24.8
Satisfied 40.0(36.9-43.0) 38.3(35.6-41.5
Very satisfied 8.3(6.4-10.4) 18.9(16.4-21.7
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Figure 11.1: Levels of Satisfaction with Life as Bported by Jamaicans 15-74 Years, 2000-2008, JHLSII

2008
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The measures of sexual activity show no significdmainges when compared to results of the 2000surve

However the data show that there is a significatiteiase in condom use at last sexual intercouséhan

prevalence of a history of STI appeared to fallthig was not statistically significant when theéd8Gurvey

results are compared with those from 2000. (Tablé)1

Table 11.6: Changes (%) in Sexual Practices of Jantans 15-74 years, 2000-2008, JHLSII 2008

Ever had sex JHLS-2000 JHLSII-2008
No 6.5(5.2-7.8) 5.3 (4.2-6.4)
Yes| 93.5(92.2-94.8)] 94.7(93.6-95.8)

Number of sexual partners in
last year

None/ Never had se

x 22.1(18.6-25.3)

23.4(19.9-25.5

N—r

One (1) persor

n 54.9(51.7-58.1)

52.2 (49.6-54.8)

Two(2) persons

. 10.4(8.9-11.9)

11.1 (9.5-12.7

Three (3)- five (5) person

s 9.2(7.1-11.3)

9.8 (8.1-11.5)

Six (6) — ten (10) persorn

s 2.2(1.4-3.0)

1.6 (0.9-2.2)

More than ten (10) persof

ns 1.2(0.5-1.9)

1.9(1.2-2.7)

Condom Use at last Sex

Main Partnen 78.3 (72.8-83.0

Other partne
Both

36.3 (33.8-38.9

21.7(17.0- 27.2
Not asked

53.1(50.1-56.0)

43.1(39.1-47.3)
12.8(9.8-16.7)
44.1(39.3-48.9)

STI
Ever

17.8(15.3-20.2)

14.5(12.7-16.4)
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Section 11.2: Changes in Health Seeking Behaviouz§00-2008

Jamaicans have made little changes to their heaétking behaviours in the past seven years asatstinoy
the frequency with which persons had their blocgspure checked as the proportion reporting thathibd a
blood pressure check in the last six months renmjastaunder 50%. The proportion reporting an illesthe
last year is similar to the previous survey astheeproportions reporting self-medication and #iertg of
vitamin and iron supplements (Table 11.7).

Table 11.7: Changes in Health Seeking Behaviour damaicans, JHLSII 2008

Health Seeking Behaviour JHLS JHLSII

Last time blood pressure measured
Never| 11.5(8.7-14.3)| 9.4 (7.7-11.1)

Less than 6 months48.0 (44.9-51.2) 46.6 (44.1-49.1

Six months to less than a ygat4.2 (12.2-16.3) 16.1(14.1-18.2)

One to two years ago 9.4 (8.0-10.9) | 15.6 (13.5-17.7)

Over 2 years agp16.8 (14.7-18.9) 12.2(10.1-14.2)

Been sick in the past year 30.4 (26.4-34.4) 27.0 (24.2-29.7
Self medicated in past yedr 43.5(36.4-50.9) 39.2 (34.3-44.4)
Vitamin Supplements 19.1(15.7-22.4) 21.5(19.1-23.7)
Iron Supplements 15.7 (13.6-17.9) 13.2 (11.5-14.9

# Out of those who have been sick in the past year

Significantly fewer persons now report not usingimiheir cooking (9% vs. 29%) and the varietyod$ used
in cooking has decreased remarkably. While vedeet@bremains the most frequently used in cookihg, use

of coconut oil, butter/margarine and oil from anisiiaas been drastically reduced (Table 11.8)

Table 11.8: Changes in Types of Oil Used for Cookinby Jamaicans 15-74 Years 2000-2008, JHLSII
2008

Oil & Fat Usage JHLS-2000 JHLSII-2008
Type of Oil for Cooking
None 28.5(23.7-33.2) 9.1 (7.1-11.0)
Vegetable 71.6(66.8-76.2) 73.7 (70.1-77.2)
Cocony  36.1(30.7-41.4) 12.5 (10.6-14.3)
Butter/Margaring  40.7(34.1-47.4) 8.0 (5.7-10.3)
Oil from animals 3.5(2.4-4.6) 0.5(-0.1-1.1)
Bulk 4.3 (0.8-7.9) 6.2 (4.1-8.4)
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Almost twice as many persons report being inaativa008 compared to 2000 (30% vs. 17%) and the

proportion of persons engaging in high activity Hasreased significantly with 33% report high atfiin

2008 compared to 47% in 2000 while there has beesigmificant change in the proportions reportiony |

levels of activity and the proportion reporting reoake activity has increased (Table 11.9; Figur@)11

Table 11.9: Changes in Physical Activity Levels afamaicans 15-74 Years 2000-2008, JHLSII 2008

Physical Activity JHLS-2000 JHLSII-2008
Categories

Inactive 17.4(14.7-20.3) | 29.5 (26.9-32.2
Low 18.8(16.5-21.3) | 15.8(14.1-17.5)
Moderate 16.8(14.9-18.9 22.1 (19.9-24.2)
High 47.1(43.6-50.9) | 32.7(29.7-35.6)

Figure 11.2: Changes in Physical Activity Levels alamaicans 15-74 Years 2000-2008, JHLSII 2008
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Section 11.3: Changes in Disease Frequencies 20002

The proportion of the population which is undervitigas remained stable over the period under rebigvwhe
proportion of normal weight persons has declinediiarmccompanied by an increase in both overweigtt
obese persons with the latter showing significaataase of over 5%. Increased waist circumferande
waist-hip ratio have also increased significantlprevalence by 15% and 5% respectively (TableQ)1.1
(Table 11.11).

Table 11.10: Changes in Nutritional Status of Jaaicans 15-74 years during 2000-2008, JHLSII
2008

JHLS-2000
4.9(3.4-6.4)
49.4(46.2-52.5)
26.1(23.5-28.7)
19.7(17.4-22.0)
35.6 (32.8-38.5)
30.5(27.9-33.2)

Nutritional Status
Underweight(<18.5kg/f)
Normal (18.5-24.99 kg/fh
Overweight(25-29.99 kg/Mh
Obese ¥30 kg/nf)
Increased WC
Increased WHR

JHLSII-2008
4.7(3.9- 5.6)
43.6 (40.8- 46.3
26.4 (24.5- 28.6)
25.3 (22.8-27.4
45.2(43.3-47.1)
40.2(38.6-41.9)

The prevalence of diabetes mellitus has remairdadesbver the period under review while there heenka
significant increase in the prevalence of hypertenby over 4% and while pre-hypertension has asee by
over 5%, the difference just fails to achieve corieaal levels of statistical significance. Theyalence of

persons with high cholesterol has decreased buditfeeence is not significant (Table 11.11).

Table 11.11: Prevalence of Cardiovascular DiseasesJamaican Nationals 15-74 Years, 2000-2008,
JHLSII 2008

Disease Condition

JHLS-2000

JHLSII-2008

Diabetes Mellitus*

7.2(6.0-8.3)

7.9(6.7-9.0)

Hypertension

20.9(18.4-23.2)

25.2(23.3-27.2

Pre-hypertension

29.9(27.1-32.7)

35.3(32.6-37.9

High Cholesterol

14.6 (12.7-16.5)

11.7(10.2-13.1
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Nominally higher proportions of persons with disggeaind hypertension are aware of their conditian th the
earlier survey but these differences do not achetatstical significance. There are small changeke
proportions who report treatment and who were faionide under control, with all showing slight inases
except for treatment ratio for persons with hypasien, which showed a slight decrease during thieghe

under review. However these changes did not aelgtatistical significance (Table 11.12).

Table 11.12: Changes in Awareness and Control Ratd Specified Cardiovascular Diseases in Seven
Years, JHLSII 2008

Disease

JHLS-2000

JHLSII-2008

Hypertension
Aware
Unaware
Treated
Not treated
Controlled
Not Controlled
Control Not Known

41.3(34.8-58.1)
58.7(51.9-65.2)
42.0 (34.0-58.0)
58.0(52.0-65.0)
36.4(29.8-43.6)
60.2(53.5-66.6)
3.4(1.6-7.2)

50.7(46.3-55.2)
49.3(44.9-53.8)
40.0(35.7-44.5)
60.0(55.5-64.3)
41.4(35.2-47.9)
57.5(50.9-63.8)
1.1(0.5-2.5)

Diabetes
Aware
Unaware
Treated
Not treated
Controlled
Not Controlled
Control Not Known

66.8(59.0-73.8)
33.2(26.2-41.1)
67.4(59.0-74.0)
22.6(15.6-28.0)
36.0(27.4-45.6)
54.5(45.1-63.4)
9.7(5.4-16.8)

76.1(69.9-81.4)
23.9(18.6-30.1)
71.5(63.8-78.1)
28.5(21.9-36.2)
43.0(35.2-51.0)
51.5(43.9-59.2)
3.4( 1.5-7.6)
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We examined the changes in the prevalence estimbtasdiovascular risk factors in persons clasdifas
having pre-hypertension or hypertension. Risk fieszt@o morbid conditions included diabetes, higblesterol,
smoking and being over the age of 45. The data shatxthere have been small increases in the priopaf
persons with two co-morbid conditions among perseitis pre-hypertension and hypertension when coagar
to the 2000 survey but the proportions with threerorbid conditions have declined marginally (Tablel3;
Figure 11.3).

Table 11.13: Comparative Prevalence of Co Morbid Quditions amongst Persons with Prehypertension
and Hypertension 2000-2008, JHLSII 2008

Level of cardiovascular risk | Pre-hypertension | Pre-hypertension | Hypertension | Hypertension

2000 2008 2000 2008

None 35.7 36.8 12.8 13.9
(29.8-42.1) (32.7-41.1) (8.7-18.5) (10.2-18.4)

One 33.6 38.9 27.5 26.2
(29.8- 37.6) (34.4-43.0) (23.2-32.4) (23.0-29.7)

Two 22.2 18.7 31.7 33.9
(18.5-26.6) (15.4-22.4) (27.3-36.6) (30.3-37.6)

More than Three 8.5 5.9 27.9 26.1
(6.4-11.1) (4.5-7.8) (24.1-32.1) (22.6-29.9)

Figure 11.3: Comparative Prevalence of Co Morbid Coditions amongst Persons with Prehypertension

and Hypertension, 2000-2008, JHLSII 2008

One
Two

T

More than 3
None One Two More than 3
B Pre-HTN 2000 35.7 33.6 22.2 8.5
B Pre-HTN 2008 36.8 38.9 18.7 5.9
E HTN 2000 12.8 27.5 31.7 27.9
B HTN 2008 13.9 26.2 33.9 26.1




Persons who are overweight or obese have an imdesk of having other cardiovascular disease (Ck4gk
factors. Table 11.14 shows the frequency of o@MD risk factors in the presence of obesity andrareght
in the two recent surveys. The occurrence of oviB @sk factor coexisting with overweight and oligdias
increased slightly in the 2008 survey compared¢o2000 survey while the frequency of two or more
coexistent risk factors has decreased. These ebamgre however not statistically significant b a

nevertheless very important.

Table 11.14: Comparative Prevalence of Co Morbid Quaditions amongst Overweight and Obese Persons

2000-2008, JHLSII 2008

Level of cardiovascular Overweight/Obese Overweight/Obese
risk 2000 2008

None 23.9 (20.6- 27.5) 27.1(24.6-29.7)
One 33.2 (29.8- 36.8) 37.5(35.4-39.6)
Two 24.5 (21.2- 28.1) 22.4(20.4-24.5)
More than Three 18.4 (15.7- 21.4) 13.1(12.2-14.0)
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Chapter 12

Discussion

The recently published report of the Caribbean Casion on health and development states: “An arsbfs
the health systems and services showed that mostregs had a health plan, but its execution wésnof
stymied by the lack of a good information system an organized form of collating data and presgntin
evidence for decision-making”(33). The Caribbeas een major changes in its health profile ina&e50
years and the epidemiology of the major healthessaf today is different from the infectious dissafor
which we had established and efficient surveillasiggtem in the past. The region has not so faleimented
an equivalent system with which to serve the neidegpic of chronic non-communicable diseases, vitden
and injuries, depression and sexual and reprodubialth issues and data on the burden of andagstrs for
these conditions are not readily available. Nai@urveys, and in particular, sequential surveysprovide
data on the public health that will facilitate esmte-based health planning including guidance pnogpiate
interventions and an assessment of the impacteviqusly implemented interventions.

The Jamaica Health and Lifestyle Survey Il carbetiveen 2007 and 2008 aimed to study a national
representative sample of the Jamaican populatidrdanve plausible indices of health, with partamufocus on
the chronic non-communicable diseases (CNCDs),adend reproductive health and violence and other
injuries. The study examined the relationship leefvhealth status and putative risk and protetistrs in

order to identify opportunities for intervention.

Results

Demographics

We enrolled 2848 participants in the study of whigi# were females which is not in keeping withthéonal
statistics which shows 51 % females. As in otlarlar surveys (reference — lifestyle 2000; Lawreff@vern)
in Jamaica and elsewhere it was easier to reemtifes than males. This is probably due to sefectirs
including the more itinerant dwelling habits of ®&k34)resulting in failure to meet the criteriaiethrequires
that the individual sleeps at the house at leasettimes per week in order to be counted as a meailihat
household. The larger number of males in the 1&8#165-74 is in keeping with this theory as as¢hage
groups the residence of men is likely to be moablst It is also possible that some of this disarey is due

to chance, while selection bias among recruitens@tbe entirely ruled out but is made less likehthe
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Kish method of selection which requires that ali$®hold members be recorded. Further study dcttheture
of Jamaican household as recorded by the Kishtsmiemethod should shed some light on this pensiste
phenomenon. The study also recruited a largergotiom of older persons than would have been exueltom
national demographic statistics, a feature whichld&en seen in previous surveys (28).Bearing il e
discrepancy between the sample and the sourceagt@mylthe representativeness of the findings ftiois
survey have been enhanced by weighting the findiisgsy post-stratification weights derived from dge-sex
categories based on national demographic statisticaccepted technique in survey epidemiology@;3%).
The recruitment proportions by parish were conststath the relative population size in the parsiaad were
enhanced by selecting the number of EDs propottiqgrarish population. This has yielded age-sey@rions
of recruits per parish which is in keeping withioatl statistics. The weighting of the sample dgel age-
specific proportions which are in keeping with patl statistics and enhances the confidence thdiawe that
the data is representative of the national sitmafidhe urban-rural distribution of the populatidrows slightly
larger proportions of younger persons residingrivan areas and larger proportions of older pergsongal
population and may reflect the urban drift for oggipaities in education and employment.

Demographic data on employment, union status, émucand church attendance are also useful in sisges
the validity of the data when survey results anmgared to other sources including the economicsaicél
survey (ESSJ) and the survey of living conditiocBs@) which are done annually. The employment data
among males and females is very similar to the gmtams reported by the ESSJ (36).

The low levels of educational achievement amongaleans, with 40% not passing in any exams at iadl, a
another 23% only having passed pre-secondary selxaohs, means that less than 40% of Jamaicans have
succeeded in any secondary and/or post-secondamyiextion. This unsatisfactory situation is furthe
reinforced by the statistic that the average lewngtschooling in Jamaica is ten years. This suggést less
than 50% of persons would have completed high dakibich is associated with 12 years of educati®he
implications of this for the upgrading of skillsaalifelong learning are foreboding and will requarestrategic
response.

Rural dwelling appears to be associated with loesgls of socioeconomic status using several indisa
including income, access to piped water and wadtsets. Household crowding appears to be neggtivel
associated with markers of socioeconomic statuS)3E estimated by household possessions where the
association is linear and educational level whieerelationship is non-linear. This is similarotter findings
by Melki et al (JECH 2004)(37). These markers netveugh they may not be independent causes dcdlsbtci
can be used as points of entry and interventiarder to ameliorate overall social ills.
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Injuries and violence

Serious injuries occurring in the last year prmthis study was reported by nine per cent of #malcan
population which translates to approximately 208,p8rsons, a number which would put a seriousnstnai
the health services and affect productivity. Sesimjuries in the last year were reported by 9%hef
population. This is a strain on the health castesy and will reduce productivity. Motor vehiclecalent are a
major contributor to serious injuries and yet hadlitseat belt use is absent in over 40% of drigsadsfront seat
passengers. The particularly low prevalence dfiselhuse by female drivers is cause for concachsiould
be the subject of intense health education. Ttledd safety helmet use among motorcycle ridees/en more
alarming and should be included in health promogfiart. We did not enquire about non-motorizeclble
riding but in all likelihood the safety practicesi@ng those users are worse and they should beedrfpe
education. There are legislation mandating theofiseese safety gadgets and perhaps more attestt@mrd be
paid to the enforcement of these. The demonstiatedase in seat belt use among more educatedngsers
suggests that education could improve this praetmeng road users.

Almost 10% of the population report that they wésed a violent event in the previous month andnéasi
proportion carry weapons for self-protection whrbvides evidence of the pervasive presence oénea in
the society and the society’s perception whichuigrbssed by the evidence that a third of persegard their
community as being possibly unsafe. This percegdt|s implications beyond the possibility of injuyd may
also affect the other lifestyle habits includingslee time exercise which will affect other aspeaxdthealth.
There is evidence from other studies to show aocéson between parents’ perception of commurafety
and the prevalence of childhood obesity (38;39% ppérception of the lack of safety in communitgesimilar
among men and women but women are less likelyrty gaotective weapons and this may be associatéd w

increased vulnerability among women.

Lifestyle habits

Many lifestyle habits have serious implications lealth. Cigarette smoking by over 20% of males seven
per cent of females is a continued cause for conceview of the documented risk that it posesviascular
disease and cancers. Excess alcohol consumptimsemsthe risk of vascular disease, exposureuoesjand
several other ilinesses. These social habitsa@epsable and are not associated with any stigmaeducing
these habits will require unrelenting health praoml efforts. The data show that the proportibexe
smokers is greater than current smokers amongrbakbs and females and this should encourage tlig hea
promotion lobby although only 2% of current smokease attempted to discontinue the habit in thed&s
years. This scenario suggests that the task atnegl the habit is not likely to be easy. Alcohotl smoking
habits appear to vary with age as alcohol consumpsi more prevalent in youth and young adults evhil

smoking peaks in middle age. Almost 40% of smokatsite the habit before age 16 years and thesleefc?L 35



youth must be the target for health promotion itheorto reduce alcohol and discourage the commenderhe
smoking but reducing the latter may also requirgensuistained efforts among older persons.

Education and number of household possessionstdappear to be associated with the availabilittiraé for
leisure as more than three-quarters of the popula&igardless of education, report having timddmure. It is
therefore unlikely that the availability or nottohe for leisure is the main driving force behime preferential
use of alcohol, tobacco, marijuana or cocaine lzyoseconomic status.

Health history and health seeking behaviour

Family history is an important risk factor for sowfethe chronic diseases including hypertensioabelies,
vascular disease and cancer. These data suggebtgher education, higher income and greater eummb
household possessions are associated with mongefieéamily history of the chronic disease. Whatrmwt be
certain however, is whether this reflects a gerlyihggher frequency or an increased awareness aitn@sg
persons or compared to those of lower SES. Irestsy personal health history and self-reporteyalence
of disease, the consistent excess among femalgsacechto males is noted and it is difficult to assehe
factors which determine this difference. In respdsome diseases (including hypertension) thesmme
excess among females but the disparity may redielitference in attitude to health by males anddiesand
may have implications for health promotion. Ingel, the prevalence of self-reported illness $s knan total
prevalence detected by the survey except perhascide disease where the reported prevalence7as0
more than that estimated elsewhere while sickleti@at, reported at 2.1% is likely to be an undtireate.

The adherence to recommended course of pharmacal@gd non-pharmacological by persons with chronic
diseases is an important aspect of managing tlenchdisease epidemic, in particular cardiovascdisgases.
Persons with diabetes have the highest rate ofepdirted adherence to their medications of ald0%b but
the 25% to 50% non-adherence among persons witertgysion and dyslipidaemia and persons who hade ha
a stroke or a heart attack is cause for concehererlis good evidence for the benefits from secgnda
prevention of heart attacks and strokes by adherenmedications including aspirin, ACE inhibitobogta-
blockers and lipid-lowering agents(40-42). Pasesith history of stroke and heart attacks alsonstie
lowest levels of adherence to non-pharmacolog@ammendations including weight control, reductid salt
intake and reduced tobacco and alcohol use but oftfe groups have a satisfactory level of adharen
These data suggest that the management of thesmnpdall below current evidence-based standardishas
will need to be corrected.

In addition to low levels of adherence among thalseady identified with disease or being at risk hiealth
seeking behaviour is lower than optimal. In a camity where the probability of overweight and hyeesion
over age 40 years exceed 30%, less than 50% adneersport having their blood pressure checketan t
previous six months. This is likely to result inder-detection of hypertension and the other cbrd'r$ieas§36



which may remain without symptoms until the ondatamplications. There is evidence from these tizaa
health-seeking behaviour may be influenced by SE®stimated by possessions and income, and bysattce
health insurance, with persons in the higher SE€gcaies and those with health insurance being filaly to
have had a blood pressure check in the last sixhmorit is noteworthy that this marker of healgelsing
behaviour did not appear to vary across the edutattegories suggesting that access may be nfecteaf by
means than education. It will therefore requinmsa@ttention at the policy level to improve acdesgetection
services on a broad population scale.

The low levels of private health insurance coverestenmated in this survey (<20%) is similar to resties from
national agencies and is inadequate to meet thehimeseds of the population. The result is thiztrge
proportion of the population will be dependent ba public health care system most of the time. NHE has
provided significant assistance in subsidizingabst of medications but there remains a dire neetfray the
costs of fees for health care professionals irpthate sector or to provide such care in the gussictor.
Health insurance coverage is particularly low insp@s older than 44 years old and more so amonglésm
two categories where the chronic disease burdpartgcularly high.

The National Health Fund (NHF) and Jamaica DrugsHe Elderly Programme (JADEP) schemes provide
subsidies on medications for a limited numberloggses. The overall 9.5% enrolment in the NHEsS®Eh
falls well below the prevalence of hypertensiomha survey and suggests that approximately 50% of
beneficiaries may not be availing themselves ofagmstance, this despite a greater than 70% aesgerh the
scheme among the population. The situation is &varsong men compared to women and may reflect the
documented lower awareness and treatment levelagamen compared to women. The population is less
familiar with the JADEP scheme but enrolment in sheeme from potential beneficiaries i.e. persdngears
and older, is higher than the NHF at approxima®dl%o with female enrolment again greater than thetrey
males. The low levels of awareness of the JADERR®e, approximately 36%, among the general populati
is of concern as it is the younger relatives whavjole care for elderly relatives who need to beraveand
therefore take advantage of this subsidy. Theteslaggest that enrolment in the JADEP is far belewarget
group with just over a quarter of persons enraltethe 65-74 year old group. Awareness of the NiH&
JADEP seems to be most frequently through the n@dieom friends and relatives with health care
professionals being mentioned less frequently aadtih fairs even less. Bearing in mind the appagap
between potential beneficiaries and enrolees it Ineagecessary for the NHF to focus more promotitamte
on the health care professionals as they are @éctdoontact with potential beneficiaries and 8%aerieficiaries
list the encouragement by health professionalbeis teason for using the NHF card while almost 1§%e the
same reason in respect of the JADEP card. Iniaddi under-enrolment in the NHF and JADEP schemes
there is under-utilization of the benefit with réeyuuse of the cards being reported in less thén 6D

beneficiaries and worse in respect of the NHF eaxdithe promotion efforts of the NHF will have ¢ztdis 137



attention on this aspect of the scheme. Invesbigaif the causes of non-enrolment reveals thathg@Eand
ignorance of the process are the most frequenbmeaend this may require more persistent localistioy
community health workers and lay health educatim/ercome these obstacles. Among the respomgiofli
these community workers would be the empowermepeogons to take responsible for the detection and
monitoring of their health conditions. The studslshown that among conditions eligible for NHF/E D
benefits, persons with hypertension had the lowpttke of the benefit with 30% uptake of NHF an&o10
uptake of JADEP benefits.

The media remains the major source of health infbion among Jamaicans and television and radithare
leading media and this did not vary with SES groaiffsough the use of newspapers, brochures andzinaga
were more frequently mentioned by the more educatdis means that the dissemination of health
information and health promotion will have to usege media in its efforts. Doctors and nursegiteany
shortcomings are a major source of health inforometto the population and will have to be integraitpers in
any effort to empower persons to participate inrthealth care. This group of health workers wéli to
upgrade some of their skills, in particular in ntign, where they remain a more frequently accessenice of
information than nutritionists. At the same tirhe tole of other professionals in the provisiomedlth will
have to be promoted by doctors and nurses andgpedwialist skills brought to the attention of hiea&lare
seekers.

Reproductive health

The vast majority of Jamaican women report a pnegnat some time during their life and the majoofyalso
reported 1-5 pregnancies. Reports of hyperteramaindiabetes during pregnancy seems to be loveiolter
women and raises the question as to whether thisrise estimate or that reports have been affdmtddilure
of recall. Screening for preventable diseasesngmeomen continues to be at a sub-optimal levet withird
of women reporting that they have never had a Fegasand almost a third of women had not had asbrea
examination by a doctor in the last year. Thisasurring at a time when breast and cervical cancentinue
to be leading causes of morbidity and mortality t#redlatter is now regarded as an entirely pre\datdisease.
The data from this study suggest that affordabifiyy not be an issue in accessing these vital sicigge
procedures as equal proportion of women from edkathave never had a breast examination or arRears
and the proportions who have had these screenstgd&l not increase with increased resources.

There remains some doubt about the impact of adfalit as more women with health insurance had Pap
smears and breast examination by a doctor at teem®ended frequency than those without insuraiftas.
probable that improving access must be compleméntaahproved awareness and health education if
screening is to increase among vulnerable womdmerelis some evidence that higher education leagl m

modestly improve the chance of accessing scredairigpoth breast and cervical disease but of more 138



importance is the fact even among the most edusabecen less than a quarter have had a Pap smearsand
over a third have had a breast examination by sodatthe last year.

Among men, prostate cancer is a leading cause dfidity and mortality (43;44) and yet approximaté§%o
of men in the highest risk by age group have nbadra rectal examination and approximately a quage a
rectal examination in the previous three yearse Jtady did not seek explanations for this low l@fe
screening in this population but this should beestigated in subsequent studies especially in vieanecdotal
reports that this low level of screening may retateultural attitudes among men. In this studgnrof higher
social status as estimated by household possessidmsation and income were more likely to havecsal
examination in any given period of time and thogt Wealth insurance were also more likely to beaced.

It is uncertain whether the difference is due forafability or awareness and a positive attitudea the
procedure. The rates of screening even amongighegt categories of social status are very lowthatefore
there are barriers to be overcome among men sbakbl levels. The higher prevalence of enlargedtate
among higher social classes may be due to detdwsmas it is uncertain what prompted screeninbthe
proportions being screened are too small to beesgmtative both overall and among special groups.
Having multiple sex partners is reported more fesguamong males and it is therefore surprising\wathen
report a higher frequency of sexually transmittgedtions (STI). This may be the result of wom&ssifying
vaginal discharges as STI when it may not be tke ea the study relied on participant report adchdt ask
about diagnosis by a health care provider. Hamndfiple sex partners was more frequent among yonag
who should be the major target for health promotiarthis subject.

Condom use is reported in just over 50% of casashwik probably inadequate bearing in mind that
approximately 40% of males report multiple sex pars and even though this is higher among youthrevhe
multiple partner relationships are more frequergjyorted, condom use among this high risk growgilldess
than 70%. Efforts to encourage reduction in thealoer of sexual partners and the use of condoms must
continue if the risks associated are to be reduddx low (2%) prevalence of oral contraceptive negmorted
by men is probably due to ignorance of the pracimeng their partners but the 9% reported by fesna#éect
dilution by low usage among the youngest and olstamen while the 16% use among women 35-44 years old
is consistent with data from the national familgmting sources (45). This consistency of the figdifiom this
study with data from other sources reinforces awrfce in the validity of the data from this studyhe
relationship between socio-economic markers antraceptive use is inconsistent as while household
possessions and income do not seem to be assod¢igkedr educational attainment is associated mihe
frequent condom use. The target for improving read€ sexual health practice may be more educdtian

resources but he latter is probably still important

139



Emotions, mental health and quality of life

The frequency of depressive symptoms among Jansaahmore so among women is cause for concern and
the almost 10% of women who have ever consideriitisus alarming. The higher prevalence of depine
symptoms among women is consistent with more wor@parting poor quality sleep despite sleeping for
longer hours. One fifth of persons are not saitisfiith their lives and more than a quarter repostshaving
any relaxing activity in the last week. The ungmg issues leading to this level of discontentdieebe
identified and addressed. These data suggestthanfavourable symptoms were more frequent inlpoo
educated persons and those with fewer resourtestherefore reasonable to conclude that lowad@tatus is

a contributor to depressive symptoms and dissatisfawith life. This is not entirely consisteriviaever as
suicidal ideation is marginally more frequent amg@egsons with more resources and higher educatidn a
therefore the causative web is likely to be muchencmmplex than is demonstrable from these datherO
explanations for depressive symptoms include cobidanedical diseases of which diabetes has beamrstm
be associated with depression (46-48). These Hata an increased frequency of depressive symptoms i
persons with diabetes and the independence o&skisciation will be assessed in further analyses.
Additionally, the association of variations in wisigseen in these data have been reported befoyanh

these data depressive symptoms are more prevat@mgathe overweight and underweight persons cordpare

to normal weight persons.

Physical activity and dietary practices

Increased physical activity has been shown to befii®al to many aspects of both physical and mdrgalth
(50-52). Measuring physical activity in free livimgdividuals is difficult and reliability and vality are always
in question. It is accepted however that while iflifficult to estimate individual physical actiyitevels with
these epidemiological instruments, they are molid \racategorizing persons in various physicahaist
groups ( (53;54).The low levels of physical actiamong women in Jamaica is cause for concernsand |
doubt related to more of them being engaged invigorous occupations and only a minority engaged in
strenuous activity in their leisure time. The cetently low levels of physical activity acrossadje groups
suggest that efforts to ameliorate this problemtrtargiet all age groups with a particular focusaamen and
the lack of any association with and employmengssgthat these factors do not make significant
contributions to physical activity and intervensoshould not target these factors.

Special diets are uncommon in the Jamaican populatid this is so even among persons who co-ekisten
medical conditions suggest that they should be gpeaial diet. Only 16% of persons with diabetedlitus

report being on a special diet and less than 10perdons with hypertension report a low salt digtese 140



levels suggest that lifestyle changes to achiengeta in these conditions are unlikely to be susfcgsising
current strategies. Perhaps a more societal dicghaalth approach will be required in order tdt&eenable
persons to activate these dietary practices anttibote to achieving their disease goals. Thiduides the
continued use of the frying method in the preparatif proteins by a third of the population, evenhe
presence of chronic diseases including obesitybet which is reinforced by so-called common piaeti The
less than 10% who report adding salt at the tabl@wever quite encouraging but it is well knowatth
probably more than 70% of the salt in food comes wie purchased product. There is no connectnwden
physical activity and food preparation as so-calledlthy habits and even the most physically actlse
prepare food by frying. Perhaps the health prammogifforts should target the highlighting the vasdealthy
habits as a promotional package. It appears hieadd-called healthy habits are unnatural in tmeeot societal
norms and this creates difficulty for persons tkenthe necessary adjustments. Health promotiounldhee
targeted at the society rather than at personsdeifined illnesses. Fruits and vegetable consumgéll well
below the recommended daily intakes and while veeuaable to explain the main reasons for thisén th
present study, this occurrence must be the subfet#tailed study so that the situation can beemted as the
benefits of recommended levels of consumption akdocumented.

Biomedical measures and the chronic diseases

Obesity is now recognized as a worldwide epidematthe developing world including the Caribbeaheagg
significantly affected (2;55-58). Obesity has béeked to the chronic diseases in particular diabehellitus,
hypertension and hyperlipidaemia (2;57;59-64). €hgeta show that Jamaica has a high prevalendeesfty
as estimated by WHO cut-points of BMI and otheeiinationally recognized cut-points for waist cirdarence
(WC) and waist-to-hip ratio (WHR) and that the bemds heavier on the female population. The diffiee in
this burden is mainly in the obese category whieeeprevalence is three times that in men whilelami
proportions of men and women are overweight. &iry] the prevalence of increased WC in women isemo
than three times that in men and increased WHRoimén is eight times more prevalent than in men. We
hypothesized that the burden of obesity would leatgr in urban areas compared to rural but thesestiaw
that only among men are there some differencesnmbaed overweight and obesity (39.6% vs. 36.0%) an
increased WC (21.3% vs. 16.5%) with urban men bainge affected than their rural counterpart. Tkely
explanation here is that the factors which drivesaty are likely to be similar in both urban andatiareas
suggesting than Jamaican has become very urbanizsdoossible to explore finer differences byking
more detailed characterization of urban and rufiedtlyle than is done by the STATIN so as to a\ang bias
due to misclassification and these data will bdagal further to determine whether this makes fehce in

the distribution of these markers of obesity. 141



We would have expected that the higher burden e$ibpamong females would have translated to greate
relative burden of the chronic diseases among won@air expectation was only confirmed in the preuaé
of hypercholesterolemia where the prevalence anfemgles was twice that among males (15.6% vs. 7.5%)
and there was an excess of diabetes among wonheiit, shaller (9.3% vs 6.4%). These estimates appea
smaller than other published for Jamaica(28) histgbpulation include the 15-24 age group where the
prevalence is much less compared to the othertrefpoch includes a 25-74 year old sample. The highe
prevalence of pre-hypertension among men has lheswmsbefore (65). Although there is little urbamaiu
difference in overweight/obesity there is a sligktess of diabetes mellitus, hypertension and ¢hgtesterol
in rural females compared to their urban counteésparhe most likely explanation for this is a pable
misclassification error inherent in the STATIN chatfion of urban and rural dwelling. The consistemarease in
the prevalence of hypertension among older perandghe peak prevalence in diabetes mellitus irdlaidge
followed by a decline in prevalence among oldespes has been described in several populations and
probably reflects the lowered life expectancy afspas with diabetes.

The management of the chronic diseases in parntibyf@ertension, diabetes and hypercholesterolesnia i
limited by poor detection, treatment and contidiany studies have shown that in the case of hypsida,
population surveys have demonstrated the “ruleabfds”, i.e. 50% are aware, of which 50% are oatinent
and a further 50% are under control (66). In thislg among females with hypertension a higher 8G¥ are
aware (70%) but treatment! (58%) and control (4396)close to other population studies while amoatem
the awareness, treatment and control proportio84%f, 21% and 31% are much worse than expected. Th
means that special strategies targeted at malebemviequired to manage this epidemic of hypertemsi
including the recognition that gender issues welldbcritical part of our approach. In contrast wialvareness
levels of high cholesterol is low among both maled females the control is much higher among neaesour
data show that the prevalence is much higher arfemgles. It is possible that gender issues an®ek here
as practitioners and population alike continueegard high cholesterol and the associated cordresant
disease as a male phenomenon. The data on prezalemonstrated here need to be the basis fohhealt
education highlighting the CVD risk burden assadatith females.

The pattern of chronic diseases across social grbap varied between societies and some reporgesitpat
the prevalence is higher in higher SES groups or gocieties while the reverse is true in wealthgieties
(4;,67;68). Societies at an intermediate stage wéldpment often demonstrate an intermediate pattern
oftentimes with middle SES groups at lowest ris®)(6In these data diabetes, hypertension and high
cholesterol are more frequent in those with lowskroation and the frequency falls precipitously ioren
educated groups. Similar patterns are seen fogrtgpsion and mean systolic blood pressure whesdhmid

possessions are used to categorize persons hetigefor diabetes and hypercholesterolaemia ss les 142



convincing. The relationship between overweighgfity and these markers of social position is sot a
convincing. Lack of physical activity is an ackrnledged risk factor for diabetes, hypertension agth h
cholesterol but the measurement errors in the asbmof physical activity in population studieseof results
in a failure to demonstrate this association. hise data there is a convincing downward trendainedes and
high cholesterol prevalence as physical activityeases but the pattern was not seen for hypesten3ihese
data show consistent relationships between madéasbesity and mean glucose, cholesterol and blood
pressures and higher physical activity groups destnate lower levels of cholesterol, BMI and WC.

The clustering of CVD risk factors have been shosvimcrease risk exponentially when compared tglsin
risk factors (70;71) and the WHO has reinforcedrthatiple risk factor approach in its recommendasi¢72).
These data show that more than a quarter of adiltsave three or more CVD risk factors concurhgmtnd
that this increases to over 70% in persons older #b years. More than a quarter of persons viodsiby,
prehypertension, hypertension and diabetes meWitli©iave two or more other CVD risk factors andle
case of diabetes mellitus this rises to more tl#6.7 These data strongly suggest that health cafegsionals
should actively search for other risk factors wtiegy encounter any patient with any of these caoust

Secular Trends — 2000-2008

Eight years is a short time to demonstrate se¢xdads but direction is important and can provideful
information even when changes are not statisticadjgificant. There has been a slight aging ofstheety and
unemployment proportion has increased substantidlhese data will need to be compared with nationa
statistics in order to assess validity. Improvenmmesocial circumstances including facilities tawage
disposal as estimated by the availability of watesets to a larger proportion of the populatiod ardecline in
household crowding are also worthy of note andilaedy to improve overall quality of life. Nominahcome
has increased but this will need to be adjustedhftation and devaluation in order for valid comigans to be
made.

Changes in social behaviour can have a major impatealth and these data suggest that while semquries
were no more frequent, risk behaviours had inceasth less frequent use of seatbelts in motoralebi The
4% decline in cigarette is encouraging and thesebe@n an increase in the proportion of personsreort
being satisfied or very satisfied with their lives.

In respect of cardiovascular risk factors, the prapn of persons reporting high levels of activitgs fallen
sharply and is consistent with changes in the peeca of obesity as estimated by BMI and WC. The
prevalence estimates of all the chronic diseaseswitave been reported on have increased withriadiesst
margin for diabetes and the largest for pre-hypeiter. The increases in obesity and hypertensimmmgalvith

the increase in proportions who are inactive arddicrease in proportions reporting high activity all 143



statistically significant and in all probabilityearelated. This suggests that strategies to iseraetivity in the
population must be part of the response if the ibpepidemic is to be stalled or reversed.

There are marginal increases in the awarenesgfstatus among patients with hypertension anbetés
mellitus and although treatment proportions haveaiaed stagnant or may even have fallen in peradhs
hypertension, they have increased for diabetesr@ngroportions controlled have increased in botid@ions.
These findings are encouraging and may reflecettogts of the Ministry of Health (MoH), the NatiahHealth
Fund (NHF) and the non-governmental organizatibiG@s) over the period under review.

Methods and Limitations
This national survey was carried out using stangardey techniques for population survey and tha da

analysis also took these features into considerahios deriving conservative estimates of meartg@tions
and differences between them.

The Kish methodology is well established as a nethfeselecting respondents for household survetfs wi
close to equal probability. We however continuddee concerns about the high male to female rabar
sample when our source population has an almostfidlof males to females. We intend to invesggdais
further by empirical examination of the househdidictures recorded prior to the selection of theigipant for
the survey. The explanation we have profferecasdoir the unexpected male to female ratio has Haesn
itinerant nature of males thus not meeting theegatfor residency of having slept in the housieast three
nights per week.

Any departures of the characteristics of the sarfipla the source population were compensated fqrdsy-
stratification weighting, a standard procedureurveys like these and in addition the data wergkteid for

item and overall non-response.

We are confident of our measuring technique basetbaprehensive training and certification in teguired
techniques, close follow-up in the field and gyadibntrol measures obtained by duplicate measurenoena
sub-sample by regional supervisors. Confidencaumfindings also derive from the similarity of ofimdings
with those from other surveys including similariesttes for contraceptive use among child-bearinghem
educational achievement among males and femalegrarade insurance coverage by the survey of living

conditions.

144



Implications
The data from this survey and the comparisons thighprevious health survey should be used to intien

policy makers on the health situational analysis @end in Jamaica. It is clear that improvemémtsealth
will require the input from many so-called non-tikalectors in the society including education, sggu
agriculture and food policy, economic policy, toplanning and local government to name only some. |
addition, civil society and the private sector mostome partners in our effort to reduce populatisii.e.
shifting the whole population towards low risk statvhile at the same time we must improve our iefficy in
detection and management of all the health risklarpopulation. It is also likely that the impealvdetection
will increase the burden on the health services mhet respond. Many of the health human resowrbesh
will need to be part of the response are knowretmishort supply, the main example being nutrisitsnand
dietitians. We suggest that as a first step @naticommission be established involving all stalieéérs in
accordance with the recommendation of the dectaratf Port of Spain 2007 as these data suggesthdat
situation is probably worse than was documentethéyeport of the Caribbean Commission on Health an
Development (CCHD).
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Chapter 13

Conclusions and Recommendations
1. Education — the low levels of educational achievetméth 40% of the population having never passged a

examination is unsustainable if the society istang This suggests that a very large proportiothef
population will be unskilled and unable to avaémiselves of opportunities for upward mobility thgbu
more specialized training. This will undoubtedbvk a negative impact on wealth creation

2. Serious injuries are reported by 9% of the popaitatiThis is a strain on the health care systemnalhd
reduce productivity. Motor vehicle accident amaaor contributor to serious injuries and yet haditseat
belt use is absent in over 40% of drivers and fesait passengers. This needs to be correctedantt He
the subject of intense health education and enfoecgé and strengthening where necessary of relevant
legislation.

3. Proven interventions to reduce alcohol and tobaseo(legislative, taxation, health promotion) skdog
instituted to ameliorate the short and long terweask effects of smoking and alcohol consumption.

4. Must elaborate strategies to encourage patierasdibthemselves of the assistance from the Naltiona
Health Fund (NHF) and other agencies and developramity strategies to encourage adherence including
community health aides and lay educators for th®ua disease need to be identified. These persons
would be identified from the community and trainedhe monitoring of the diseases including awassne
of targets, alertness to adverse reactions to @alits and the development of sensitivity to theceons of
the patients.

5. The opportunities for detection of markers of degeask must be widened by the screening of persons
above an agreed age (perhaps 30-40 years) to enphatmacies, non-governmental organizations and
community based organizations. This will requimprovements in the health care system that wdhalt
to respond to the increased demand.

6. The non-pharmacological management of these rigkfa will involve a wide range of health profeseits,
many of which are in short supply. These inclugitthns, nutritionists, physical therapists, ogational
therapists, exercise physiologists among others,

7. A judicious combination of education, legislatiamaaxation must be used to improve the dietagkes
of the population

8. Build coalition of all stake holders (government;@s, civil society, the private sector, regional an
international agencies) to enhance detection aadrtrent. This must mean that all health careitiesil
including pharmacies must be incorporated intosttreening and detection of cases of the chroneades.

9. Enlist the help of community health workers andhaglth educators in the promotion of the NHF and
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JADEP schemes.

10. The NHF should consider adding blood pressure ramib its list of benefits

11.Doctors and nurses, the traditional providers atfithecare and the preferred sources of health atrition
information after the media must play a significesle in promoting the other health care professi®n
including nutritionists to the population.

12. Access to screening for breast and cervical caao®ng women must be increased and the awareness
among women of the need for screening must alsodoeased. All women attending maternity and fgmil
planning clinics must be encouraged to enrol ieescmng programmes and mechanisms for follow-up afte
pregnancy must be established.

13.Targets for screening levels should be establigineidstrategies to achieve them put in place alatig w
measures to monitor progress towards these targets.

14.Young men should be targeted for the reductionuitiple sexual partners

15.Mental health, emotions and quality of life needbéoassessed as a matter of course in examinisgrnzer
health and perhaps should be particularly sought af the management of chronic diseases, especial
diabetes mellitus.

16.1t is imperative that facilities for increased plaogs activity be made available to the populatib@alastages
of the life course. This may require creative apphes and must take into consideration othertsdcie
issues that we face including features of the lamltironment, safety and transportation. This mussan
that opportunities for both curricular/occupatioaatl leisure time physical activity must be incezhat
schools, work places and in the communities wheople live.

17.Policy changes and community/societal re-engingewiitl be required to assist persons in engaging in
healthy practices as current strategies make #gaties unusual and difficult to adhere to. Eaample
societal leaders can assist in making healthydivashionable. Public occasions should be marked b
appropriate dietary and other social activitiesudog alcohol intake in the same way that smolkahg
public gathering is now a not so fashionable agtivi

18. A gender specific approach will have to be taketh@épersonal and public health management of gbesi
and hypertension specifically and the chronic disean general.

19.The frequent clustering of CVD risk factors dem#émat a multiple risk factor approach be taken ® th
management of the chronic diseases and in pantitheacardiovascular diseases. Active search faarot
risk factors when persons present with any riskofashould be a priority. There should be ready
availability of multiple risk factor charts whichiallow for overall assessment of risk ratherrtspecific
disease.

20.An improvement in social status as estimated byaiian and wealth will have a positive impact oaltie
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List of Appendices

Appendix 1
Total Population by Age: STATIN 2007
Age Group Population % of Total
Under 15 758,900 28.3
15-19 249,900 9.3
20-24 209,200 7.8
25-29 214,800 8.0
30-39 440,700 16.4
40-49 319,200 11.9
50-59 197,200 7.4
60+ 292,100 10.9
Total 15-49 Years 1,433,891 53.5
Total 2,682,100 100.0
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Appendix 2

Distribution of Primary Sampling Units in Jamaica by Parish- STATIN 2007

Urban Cons
Parish Selected PSU /rural | #/Parishi # | Dwellings Total PSUs
Kingston E 83 U 1 208
1 E 82 U 1 196
C 68 U 2 276
C 65/66 U 2 17%
W 37/41 U 3 338
W 51 U 6|3 88
176
St. Andrew ER 42/43 R 1 214
2 ER 23 R 1 141
E 15/11 U 4 164
E3 U 4 211
E 43 U 4 126
NE 44 U 3 211
NE 23/42 U 3 146
SE 31 U 5 191
S21 U 6 275
S 20 U 6 258
W 77 U 10 169
W 79 U 10 183
NW 82 U 11 124
NW 75 U 11 115
SW 15 U 7 141
SW 19 U 7 125
EC 28 U 8 9]
EC 17 U 8 194
NC 2 U 2 184
NC 6 U 2 173
WR 9 R 12 80
WR 19 R 22/ 12 159
891
St Thomas E 82 U 1 245
3 E 83 U 1 176
W 74 R 2 126
W 80 R 4| 2 171
185
Portland E 30 R 1 194
4 E 40 U 2 2 304
153
St. Mary W 28 R 3 121
5 W 29 R 3 251
SE 10/11 R 1 125
SE 20 U 41 143
214
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Appendix 2 Cont'd

Distribution of Primary Sampling Units in Jamaica b y Parish-
STATIN 2007
St Ann NW 477 R 2 127
6 SW 11/29 R 4 86
NE 33/44 U 1 324
NE 50 U 1 214
SE 1 R 3 13(
SE 41/43 R 63 126
278
Trelawny N 7 R 1 178
7 N 14/15 U 1 162
S 32 R 2 129
S44 R 4 2 118
144
St James WC 31/322 | U 3 269
8 WC 35 U 3 162
WC 4 U 3 278
NW 7 U 1 333
S 34 R 4 93
S 62 R 6 4 181
295
Hanover E 61 R 1 128
E 31 R 1 192
W 19/20 U 2 156
W 23 U 4| 2 132
9 137
Westmoreland, C 83 U 2 362
C 92 U 2 175
E 56 R 1 153
E 74 R 4 1 174
10 280
St Elizabeth SW 15 R 4 151
11 SW 27 U 4 146
NE 37 R 1 121
NE 66 R 1 244
SE 29 R 2 129
SE 32 R g 2 141
275
Manchester NE 1 R 1 105
12 NE 11 R 1 90
C 38 U 3 133
C 39 U 3 134
S 42 R 4 8(
S 49 R 4 172
NW 66 U 3 121
NW 74 U 8|3 198
309
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Appendix 2cont’'d

Distribution of Primary Sampling Units in Jamaica b y Parish-
STATIN 2007
Clarendon N 23 R 1 255
13 N 27 R 1 218
NC 59 R 3 116
NC 52 R 3 108§
SE 71 R 5 150
SE 72 R 5 116
SW 14 U 6 327
C 56 U 8| 4 129
398
St Catherine SC 65 U 6 207
14 SC 67 U 6 137
SC 25/26 U 6 171
SC 48 U 6 462
S 104 U 8 150
S 108 U 8 131
S 70 U 8 129
S 81 U 8 147
WC 72 U 4 284
WC 92 U 4 150
WC 5/11 R 4 162
WC 31 R 4 133
C2 U 5 157
C10 U 5 153
EC 4086 R 3 127
EC5 U 3 112
ECS8 U 3 118
NE 5866/57 | R 18| 1 98
820
102 17666 4555

Nb. (1) Changes in red ; (2) there are 5235 ERsvever 4555 PSUs.
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Appendix 3

KISH TABLE

How many persons livein this household? Number

PLEASE RECORD THE NAMES AND OTHER PARTICULARS OF AL L PERSONS
WHO LIVE IN THIS HOUSEHOLD. THIS SHOULD INCLUDE ALL WHO USUALLY
EAT AND SLEEP HERE. START WITH THE OLDEST MEMBER, T HEN THE NEXT
OLDEST, MALES THEN FEMALES ETC.

SCHEDULE OF ALL PERSONS LIVING IN HOUSEHOLD

Line Name SEX* AGE

NO. Please give me all the names of all Is How old is
Persons who usually live in your hdudd  male or female he or she

01

02

03 -

04

05

06

07

08 -

09

10

11 -

12 -

* Gender codes

1 Male

2 Females

IF THERE IS ONE OR MORE ELIGIBLE RESPONDENTS, SELEC T THE ONE
TO BE INTERVIEWED, BASED ON THE INSTRUCTIONS GIVEN AND USING
THE RANDOM TABLE SHOWN BELOW.

THEN COMPLETE THE INDIVIDUAL QUESTIONNAIRE FOR THE
SELECTED RESPONDENT.

IF THERE ARE NO ELIGIBLE RESPONDENTS, COMPLETE TITL E PAGE
AND MOVE ON TO THE NEXT HOUSEHOLD .

Appendix 3 Cont'd
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RANDOM SELECTION OF RESPONDENT
Questionnaire Number Nunnlze eligible persons

Last digit on Number Of Eligible Persons In Household
guestionnaire
number

=Y
o

[N
o

olo|Njlo|la|d|lw [N ]|R|o
S R R
RIN[(RINIRINRNIR NN
wIN|[RlwINR[w NP w |w
NRr[DlwIN[R W IN]FR(S
Rrlaldlw|Nv|R o ]w ][N o
N R |lojlo]ldlw [Nk lo oo
NG NV | O TN BN o)l (4 B I N FOVIR | O EN
Rlo|N|lo|lo|S]|w N |- |0 |
N~jolo|d|lw N[k o ]| |©

Olo|N|o|gn |~ |WIN |-

SEQUENCE NUMBER OF PERSONS SELECTED FOR INTERVIEW:

AFTER COMPLETING THE HOUSEHOLD QUESTIONNAIRE,
RETURN TO TITLE PAGE AND
COMPLETE INFORMATION ON INTERVIEW CALLS
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Appendix 4
Project Team
Investigators

Tropical Medicine Research I ngtitute, University of the West I ndies

Rainford Wilks
Novie Younger

- Epidemiologist & Director, Epidemogy Research Unit
- Statistician, Epidemiology Reseddatit

Marshall Tulloch- Reid- Senior Lecturer, EpidemmgyjoResearch Unit

Jan van den Broeck - Senior Lecturer, EpidemioRRggearch Unit

Faculty of Medical Sciences University of the West Indies
Dr Georgianna Gordon-Strachan- Research Scientist

Dr Deanna Ashley - Chairman, Violence PreventioliaAte

Dr Elizabeth Ward - Executive Director, Violenerevention Alliance

Professor Peter Figueroa- Senior Lecturer, Commiiealth & Psychiatry

Ministry of Health, Jamaica

Dr Eva Lewis- Fuller - Director, Health PromotionRotection

Ms Andrienne Grant - Acting Head, Epidemiology Unit

Ms Ayesha Johnson - Statistician

Project Staff

National Coordinator
Ms Shelly McFarlane
Research Assistant

Mr. Damian Francis
Data Supervisor

Ms Shelly-Ann Spencer
Training Staff: TMRI
Orgen Brown - Research Nurse
Renee Walters - Research Nurse

Janet Garel - Research Nurse

Beverley Walker eReh Nurse
Sandra Douglas eseaRch Nurse

Chenelle Josephs eseaRh Assistant
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Administrative Assistant

Mrs. Novelette Campbell

Data Entry Staff
Callette Gordon

Sherica Campbell

Michelle Thomas

Alexis Fox

Field Staff

South East Regions

Beverley Young
Shelby Spencer
Jillian Campbell

Kingston & St Andrew (A)

Supervisor:
Team Leader:

Interviewers:

Southern Region

Supervisor:
Team Leaders:

Interviewers:

Doreen Hall-Millwood
Janice Bent-Carr
Devon Lindsay
Diane Nielsen
Donna Wilson
Jacqueline Ebanks
Janet Barnett
Millicent Mitet
Christopher Campbell
Norma Surgeon

Rosemarie Harris

Gracelin Muirhead

Tanisha Gordon

Dillon Beadle
Hanif Baker
Alpheus Latty
Revalyn King
Christine Gayle
Nathlee Vernon
Omar Allen

St Catherine (B)
Mauvett Nelson
Donna Russell
Cydia McPherson
Neslene McLean
Morphia Blair-West
Michelle Mighty
Effy Nembhard
Eugenie Davis
Lorna Bingham

Glenville Reid
Marie Johnson
Lorna Crooks
Nerissa Adams
Sandra Francis
Charmaine Baker

Yvette McLean
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Northeast Reqgion

Supervisor:
Team Leader:

Interviewers:

Western Region

Supervisor:
Team Leaders:

Interviewers:

Carey Renford
Sharon Patten
Annette Griffiths

Karen Haughton

Melissa Dixon

Andrea Harris

Keisha Brooks

Andrew Pearson
Ariel Thompson
Tashna Findlayter
Donya-Gaye Lofters
Neisha Graham

Natalie Williams
Tanesha Anglin

Rosemarie Wallace

Suzette Daley
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Appendix 5

Inter-Observer Reliabilities during Field Work, JHL Slil 2008

Average Percent Agreement of Interviews by
Region

90

80

85.3
78.6 77.3
20 67 66.3
60
50
40
30
20
10
0

South East South East Northern Southern Western
A B

Average Percent Agreement of Interviews by

Parish
100
80 —
60 — —
40 — —
20 — —
0]
Parish
M Kingston B St Andrew m St Thomas M Portland St Mary
HStAnn H Trelawny H StJames m Hanover B Westmoreland
m St Elizabeth u Manchester Clarendon St Catherine
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Appendix 6

Adaptation of Jamaica Standard Occupational Classitation (1991) to Jamaica Health and Lifestyle
Survey I

Employment was classified using the revised Janfaiaadard Occupational Classification 1991 (JSOL-91
This provides a system for classifying and aggregaiccupational information obtained by means of
population censuses and other statistical surveyeisas administrative records. The JSOC-91 wasldeed
to facilitate international comparisons of occupadl statistics and research as for specific datisiaking and
action oriented activities such as those connewstedinternational migration or job placement.

The JSOC-91 has nine major groups meant to faeilitee interpretation of the classification; namely

1.) Legislators, senior officials and managers

2.) Professionals

3.) Technicians and associate professionals

4.) Clerks

5.) Service workers and shop and market sales worke

6.) Skilled agricultural and fishery workers

7.) Craft and related trades workers

8.) Plant and machine operators and assemblers

9.) Elementary occupations and 10.) Armed forces.

Each of the above mentioned groups are furtherigided into categories to delineate hierarchy hmit
classified groups.

For the purpose of this report the major groupsewellapsed into four categories:

Professionals

Highly Skilled

Skilled

Unskilled
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Appendix 7

Letter Sent to Respondents Advising of Sickle Statu

Thank you very much for participating in the Jaraditealth & Lifestyle Survey.

Attached please see the results of your Haemogtebin

Your results show abnormal haemoglobin

please see report card for further details.

Should you have any further questions please dbegitate to contact us on the telephone numbexgsrsh

You may also wish to discuss this result with ypersonal doctor.

With kind regards

Yours sincerely,

a ) = e f:;ﬁ—z‘/‘ -
NS /PN
L 7_/)

Professor Rainford Wilks
Director , ERU

Dr. Marvin Reid
Director, SCU
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Appendix 8
Jamaica Health and Lifestyle Survey Il

Referral Slip

To Whom It May Concern:
Re:

This respondent participated in the Jamaica HeadthLifestyle Survey Il
As a part of the survey the respondent’s bloodsues fasting glucose and cholesterol were

measured. The results were as follows:

BP
FBG

Cholesterol

BMI > 30kg/nf

Could you kindly conduct a follow-up visit for thparticipant send the invoice to:-
Professor Rainford Wilks
Director- Epidemiology Research Unit
Tropical Medicine Research Institute
University of the West Indies
Mona, Kingston 7
Tel: 876- 9776152
160



Appendix 9

LIST OF ACRONYMS USED

A&E
AIDS
AC

AS

BMI
CARICOM
CCHD
CFNI
Cl
CNCD
CVvD
DBP
DRE
DSM-V
ED
ERU
FBG
GCT
HC
HIV
HTC
HTN
JISS
JADEP
JNC-7
KSA
MOE
MOH
MOW
NE

Accident and Emergency

Acquired Immunodeficiency Syndrome
Sickle cell C trait

Sickle cell A trait

Body Mass Index

Caribbean Community

Caribbean Commission on Health Development

Caribbean Food & Nutrition Institute
Confidence Interval
Chronic Non-Communicable Disease
Cardio-Vascular Disease
Diastolic Blood Pressure
Digital Rectal Examination
Diagnostic Screening Manual
Enumeration District
Epidemiology Research Unit
Fasting Blood Glucose
Glucose Cholesterol Testing
Hip Circumference
Human Immunodeficiency Virus
High Total Cholesterol
Hypertension

Jamaica Injury Surveillance System
Jamaica Drugs for the Elderly Programme
Joint National Council on Hypertension
Kingston and St Andrew
Ministry of Education

Ministry of Health
Ministry of Works
North East
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NHANES
NHF
OR

PAL
PPS
PSU
SC

SE

SBP
SES
SR

SS
STATIN
uwi
wcC
WHO
WHR

National Health and Nutrition Examinatioargys
National Health Fund

Odds Ratio

Physical Activity Level
Probability Proportionate to Size
Primary Sampling Unit

Sickle cell C disease

South East

Systolic Blood Pressure
Socio-Economic Status
Sampling Region

Sickle cell disease

Statistical Institute of Jamaica
University of the West Indies
Waist Circumference

World Health Organization
Waist Hip Ratio
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Appendix 10

Jamaica Health and Lifestyle Survey II- 2007 Quesbinnaire

Investigators: Rainford Wilks, Novie Younger, Marshall Tulloch-ideJan van den Broeck, Georgiana Gordon-Strachadrienne Grant, Deanna Ashley, Elizabeth
Ward, Peter Figueroa, Eva Lewis-Fuller
Consent Form

Purpose of Study

Investigators from the Tropical Medicine Reseantstitute-Epidemiology Research Unit of the Universif the West Indies are carrying out a reseatatlysin the
communities on persons 15-74 years old in Jamaiwe.purpose of this study is to find how peoplé&astyle behaviours put them at risk for chrodiicgsses such as
hypertension (high blood pressure) or diabetesa(3wsp that we can help to reduce the number afoper who have these conditions and help those whe them to
be in better control.

Procedure

You are being asked to be a part of this study whis two parts. The first part asks questiondiety physical exercise, mental health, living earment, general
well-being, violence, alcohol, tobacco and drug, w&xual behaviour, and sources of health infolmnatiYou have the right to refuse any question tvim@akes you
feel uncomfortable. We will also measure your blpoessure, height, weight, hip, and waist. In #eoad part we will measure your sugar and choleldievels using
few drops of blood from a finger prick for testirgnother drop of blood will be placed on a filteager and will be tested to determine your sicklestatus; you will

be informed of these results which you can diseuisyour doctor. The sample collected will notuesed for any other purpose without your permission.

You will be interviewed in your home. The questiaire and body measures will take about 50 mintste®mplete. The finger prick measures take aitiaddl five
minutes to complete. We would like to do the iatew first thing in the morning, before you haveera | will come back tomorrow morning to do tipiart of the
questionnaire. You may choose not to participatdénfirst or second part of the study. Your mapttion is entirely voluntary. If you do not wigh participate it will
not interfere with any care or treatment you mapenee or are receiving.

Benefits

Research is used to benefit society by gaining kreewledge. You will not receive anything for tagipart in this study. However, if we find anythianormal while
interviewing or examining you we will refer you the appropriate health department. The informatidh be used to design future programmes to prothet
Jamaican population from chronic illnesses.

Risks

Sometimes things happen to people in researchestildat may make them feel bad. These are caliglds™. This study poses no risks to you. Theinfation will
be kept confidential and will only be accessiblétte study team. If you feel uncomfortable abowt afithe questions, the interviewer can skip thpsestions and go
on to the next section. If you become distressenh fanswering the survey questions, you will bemed for help at no cost. For the finger priclsterile needle will
be used to prick the finger. The finger will beisgzed to obtain a few drops of blood. This maysegemporary minor discomfort.

Confidentiality

All answers will be confidential and will be avdila only to the researchers on this project. Nmoases will be revealed to anyoriehe overall results of this study
will be presented in a report. Wherever the resale presented, your identity will not be revealad the results will be presented for the group.

Contact Numbers

This study has been reviewed by the Ethics boattefniversity of the West Indies and the MinisbfyHealth. If you have any questions about theaesh or your
participation, contact either Professor Rainfordk#&/iof the Tropical Medicine Research Institutg&t6) 977-4753, email: rainford.wilks@uwimona.edugr Dr.
Georgiana Gordon-Strachan of the faculty of Med®ziknces at 977-2565.

Independent AdvicePlease contact the office of Professor A. McDonBlean, Faculty of Medical Sciences, U.W.l. Mona&76) 927-2556

DECLARATION
This form has been read to me. | was given the ppity to ask questions which were answered tcsatisfaction. | voluntarily give permission to peigate in this

research project and indicate this by signing endésignated space, below. | am entitled to bengaveopy of this form if | so desire.

Subject/Participant QUESTIONNAIRE IDNO. L 1l i
Reg Par ED Con D H
Name: DOBIL | || [ 1
DD MM YY
Address
Signature Date:/ /

163



DD MM YY

Witness
Name:
Address:
Signature: Date:/ /
DD MM YY
JAMAICA HEALTH AND LIFESTYLE SURVEYII — 2007
DNO.|__ | ||| | | | | |1l 1 | QUESTIONNAIREIDNO. [ ] ]_11_
Reg Par Con ED Dw H Re
PARISH
REGION NO. | DWELLING NO. | |
PARISH NO. | | HOUSEHOLD NO. | |
CONSTITUENCY NO. | | |
ENUMERATION [ | RESPONDENT NO. |
DISTRICT NO.
Visit 2 Visit 3 Visit 4 Final Visit
Interview Visit Visit 1
Date (dd/mml/yy )
Status of Visit ] L 1] | ||
Interviewer's Initials
Interviewer's Number |
Supervisor's Initials
Supervisor's Number
Date and Time of next appt
+ Interview Status codes 3k Refusal Status
1. Completed household interviews : assessmaepiteligibility Complete refusals Partial Refusals
2. no individual available for household intewie REVISIT
3. Household interviews completed — selectedgoadent not at 1. Study not relevant to me 1. questionnaire incomplete

home or available - REVISIT

4. Completed household interview - selected

respondent —completed questionnaire

5. Partially completed questionnaire — REVISIT

6. Partially completed questionnaire — anthroptry and
biomedical measures outstanding
7. Partially completed questionnaire- anthropoynetuutstanding
8. Partially completed questionnaire- biomedinahsure
incomplete
9. Refusal - individual

2. No time, too busy

3. invasion of privacy

4. Too personal

5. Didn't believe information was
confidential

6. Other (specify

2. anthropometry
3. blood pressure
4. biomedical measures refused

START TIME OF INTERVIEW-HOURS [__JMINUTES[__] 1

END TIME OF INTERVIEW-

HOURS [ ]MINUTES[ 1]

TOTAL TIME OF INTERVIEW — HOURS |___| MINUTES |

KISH TABLE

How many eligible personslive in this household?

Number

PLEASE RECORD THE NAMES AND OTHER PARTICULARS OF AL L ELIGIBLE PERSONS WHO LIVE IN THIS
HOUSEHOLD. THIS SHOULD INCLUDE ALL WHO USUALLY EAT AND SLEEP HERE. START WITH THE OLDEST
MALE MEMBER, THEN THE NEXT OLDEST, MALES THEN FEMAL ES ETC.
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SCHEDULE OF ALL PERSONS LIVING IN HOUSEHOLD * Gender code$- Male2-Female

Line
NO.

Name
Please give me all the names of all persons whallysiive in
your household

SEX*
male or
female

AGE
How old is this

person

01

02

03

04

05

06

07

08

09

10

11

12

IF THERE IS ONE OR MORE ELIGIBLE RESPONDENTS, SELEC T THE ONE TO BE INTERVIEWED, BASED ON THE

INSTRUCTIONS GIVEN AND USING THE RANDOM TABLE SHOWN BELOW.

THEN COMPLETE THE INDIVIDUAL QUESTIONNAIRE FOR THE SELECTED RESPONDENT
IF ELIGIBLE RESPONDENT HAS REFUSED, COMPLETE TITLE PAGE AND MOVE ON TO THE NEXT HOUSEHOLD

RANDOM SELECTION OF RESPONDENT
Questionnaire Number
Number of eligible persons

Number Of Eligible Persons In Household
Last digit on
questionnaire number
1 2 3 4 5 6 7 8 9 10
0 1 2 3 1 2 5 2 8 7 10
1 1 1 1 2 3 6 3 1 8 1
2 1 2 2 3 4 1 4 2 9 2
3 1 1 3 4 5 2 5 3 1 3
4 1 2 1 1 1 3 6 4 2 4
5 1 1 2 2 2 4 7 5 3 5
6 1 2 3 3 3 5 1 6 4 6
7 1 1 1 4 4 6 2 7 5 7
8 1 2 2 1 5 1 3 8 6 8
9 1 1 3 2 1 2 4 1 7 9

SEQUENCE NUMBER OF PERSONS SELECTED FOR INTERVIEW:

AFTER COMPLETING THE HOUSEHOLD QUESTIONNAIRE,

RETURN TO TITLE PAGE AND

COMPLETE INFORMATION ON RESPONDENT ID

For all questionsircle the appropriate responses unless otherwise irdicat
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THIS SECTION IS TO BE COMPLETED BY THE SUPERVISOR:

Has this questionnaire been returned to correots?r | Yes| | (tick) | No| _|(tick)

If yes, list items:

Questionnaire Checked:
Date:
Supervisor (name) / /200
(Supsor’s signature)
SECTION 1
DEMOGRAPHIC INFORMATION
1.10BSERVED RACE: 1. Black 2. Mixed #Mdian 4. Caucasian 5.0ther
| 1.20BSERVED SEX: 1. Male 2.Female
1.3 BIRTHDATE: / / 1. 4 AGE (At last birthday): Years
DD MM YY
15 What is your union status? (Circle only orfelROMPT IF NECESSARY |__|
0. None (Single) 1. Married
2. Common law 3. Widowed
4. Divorced 5. Separated
6. Visiting
88. Don't know 99. No response
1.6 What is the highest level or grade you have red@hschool? (Circle only one) |__|__|
PROMPT IF NECESSARY
0. No schooling (Go to Q1.9) 1. Basic School 2. Primary
3. All Age/Junior High
4. Secondary/High School 5. Technical/Vocaimsthool
6. College/tertiary 7. Other (Specify)
88. Don't know 99. No response
1.7 How many years did you spend at?
1. Basic School No. of years 2. Primary No. of years
3. Secondary No. of years 4. Post-secondary No. of years
7. Other (Specify) Nol of years
88. Don't know 99. No response
1.8 What is the highest examination that you passed? [
0. None 1. GSAT/Common Entrance/11+
2. Grade 9 Achievement 3. School Certific&¥C Basic
4. O-Level/CXC Gen, CSEC 5. A-Levels /CAPE
6. College diplomas, Certificates 7. Universiggrees, Professional qualifications
8. Other (Specify)
88. Don't know 99. No response
1.9 What is your employment status? PROMPT |IF NECESBAR [
1. Full-time (30 or more hours/week) 2. Paméi(29 or fewer hours/week) 3. Seasonally
employed 4. Unemployed and looking
5. Unemployed and not looking 6. Student
7. Other (specify)
88. Don't know 99. No response
1.10 What is your primary occupation, that is the johiet you spend most time doing?
1.11 Are you self-employed in this occupation? HiN
0. No 1.Yes
88. Don't know 99. No response
1.12 Do you have another occupation? [
0. No (Go to Q1.16) 1. Yes

88. Don't know (Go to Q 1.16) 99. No respo(fSe to Q 1.16)
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1.13 What is your secondary occupation?

1.14 Are you self-employed in this occupation? HiN
0. No 1.Yes
88. Don't know 99. No response

1.15 What is your employment status in this occupatiBROMPT IF NECESSARY |

1. Full-time (30 or more hours/week) 2. Part-tir@® or fewer hours/week) 3. Seasonally employed4. Other (specify)
88. Don't know 99. No response
1.16 Do you have a religious affiliation? PROMPT IF NECESSARY [
0. None (Go to Q1.19) 1. Catholic
2. United Church of Jamaica (Presbyterian, Condreg, Disciples of Christ)3. Seventh Day Adventis
4. Methodist 5. Anglican 6.Baptist 7. Ctluof God 8. Pentecostal 9. Other Christian (specify) 10. Rastafarian
11. Muslim 12. Jewish
88. Don't know 99. No response
1.17 Are you actively practising your religion now? |
0. No 1. Yes
88. Don't know 99. No response
1.18 How often have you attended s religious servidaépast month? ]
0. Never 1. Less than once in the past 30 days
2. Once or twice in the past 30 days 3. Weeklylmioat weekly
4. More than once per week
88. Don't know 99. No resge
1.19 What is your height? Feet asabr Centimetres  |__ ||
88. Don't know 99. No Response
1.20 What is your weight? Pounds ilogkammes [
88. Don't know 99. No Response
SECTION 2

FAMILY'S HEALTH HISTORY
Now | would like to ask you some questions aboutrylamily’s health.
Including living and deceased, have any of yoopbirelatives (grandparents, parents, brothettgrsiand children) suffered from any of the faflog and if so,
which relative/s... and how old were they at the tofidiagnosis?
ASK FOR EACH DISEASE SEPARATELY. Use the codesal®ws:
Suffered conditions: N@; Yes; DK-88; NR-99
Age at diagnosis: age categories :( 15-24R5-34-3, (35-44-4, (45-54)5 (55-64}6 (65-74-7 (> 74 yrs)8

Any Grand Mother Father Sister Brother Children
parent

Heart Attack

No. of such relatives?

Age at diagnosis?

High blood pressure

No. of such relatives?

Age at diagnosis?

Stroke

No. of such relatives?

Age at diagnosis?

Diabetes

No. of such relatives?

Age at diagnosis?

Cancer

No. of such relatives?

Age at diagnosis?

Epilepsy/Fits

No. of such relatives?

Age at diagnosis?

SECTION 3

MEDICAL HISTORY
Now | would like to ask you some questions about your own health.

3.1 Has a health provider/doctor ever told you haweaf the following? Please respond to all items][ 167



(a) Heart Disease 0. No 1. Yes88. Don't know 99. No Response

(b) Diabetes Mellitus (sugar) 0. No Yks 88. Don't know 99. No Response

(c) Glaucoma 0. No 1.Yes 88. Domiblw 99. No Response

(d) High Blood Pressure 0. No 1. Yes 8. Bon't know 99. No Response

(e) High Cholesterol (fat in blood) 0. No Yles 88. Don't know 99. No Response

(f) Stroke 0. No 1.Yes 88. Dikrow 99. No Response

(g) Kidney Disease 0. No 1. Yes88. Don't know 99. No Response

(h) Obesity/Overweight 0. No 1. Yes 88. Don't know 99. No Response

(i) Circulation problems 0. No 1. Yes88. Don't know 99. No Response

() Enlarged prostate 0.No 1.Yes 88. Don't know 99. No Response

(k) Rheumatic Fever 0. No 1.Yes [B8n't know 99. No Response

() Sickle Cell Disease 0. No 1. Yes 88. Don't know 99. No Response

(m) Sickle Cell Trait 0. No 1.Yes 88. Don't know 99. No Response

(n) Arthritis 0. No 1.Yes 88. Dbknow 99. No Response

(o) Asthma/Wheezing 0. No 1. Yes 88. Don't know 99. No Response

(p) Bronchitis/ Pneumonia 0. No 1. Yes 88. Don't know 99. No Response

(q) Cancer 0. No 1. Yes 88. Domiblw 99. No Response

(r) Broken bones/fractures 0. No 1. Yes 88. Don't know 99. No Response

(s) Epilepsy /Fits 0. No Yes 88. Don't know 99. No Response

(t) Mental Health problems 0. No 1. Yes 8. Bon't know 99. No Response
(u) Psychosis 0. No 1. Yes 88. Don't know 99. No Response
(v) Major depression 0. No 1. Yes B8n't know 99. No Response
(w) Anxiety 0. No 1. Yes 88. Donthéw 99 No Response

NB to interviewer if respondent answers yesto any particular condition/s skip to relevant condition/s in Section.
Please ask Q 3.2

3.2 How long has it been since you last had your ble@s$sure taken by a doctor, nurse, or other headtfessional? (Circle only one) PROMPT IF
NECESSARY |

0. Never 1. Less than 6 merfthé months) 2. Six months to less than a year
3. One to two years ago 4. Over 2 years ago
88. Don't know 99. No response

Now | would like to as you about some of these health conditionsin more detail
HIGH BLOOD PRESSURE

3.3 Have ever been told you told that you have higlolpressure? [
0. No (Go to Q3.10) 1. Yes
88. Don't know (Go to Q3.10) 99. No responGe (o Q3.10)
3.4 How old were you when you were told that you hhigh blood pressure _L¥rs
88. Don't know 99. No response
3.5 Because of your high blood pressure are you nox/ljau ever done any of the following (now or ie fast)?...... ANSWER ALL QUESTIONS
a. taken prescribed medicine? 0. No 1. Yethempast 2. Yes, currently 99. Noresponse |__|_|
b. controlled or lost weight? 0. No 1. Yiesthe past 2. Yes, currently 99. Noresponse |__|_|
c. used less salt in your diet? 0. No 1. Yeshe past 2. Yes, currently 99. Noresponse |__|_|
d. been on an exercise programme?0. No 1. iMdse past 2. yes, currently 99. Noresponse |__|_|
e. reduced/eliminated alcohol? 0. No 1. Yethe past 2. Yes, currently 99. No respofiseNever drinks
f. stopped smoking? 0. No 1. Yes,inthd pag. Yes, currently 99. No response 77. Nomlsen
g. done anything else? 0. No 1. Yes,ingh& 2.yes, currently 99. No response |
specify: L L]
3.6 About how long has it been since you last visdatbctor or health professional about your higlolpressure? [
0. Never 1. Less than 6 months
2. Six months to less than one year 3. Onee-yfears ago
4. More than 5 years
88. Don't know 99. No response
3.7 Have you been prescribededication for your high blood pressure? [
0.No (Goto Q3.10) 1. Yes
88. Don’t know (Go to Q3.10) 99. No response (6Q3.10)
3.8 Are you currently taking your prescribed medicatfonhigh blood pressure? ]
0. No (GotoQ3.10) 1. Yes
88. Don't know (Go to Q3.10) 99 No responsgo to Q3.10)
3.9 When you don't take your medication, what istbason? (Multiple responses allowed) |__| |l |
0. | always take my medication 1. Cannot affar pay for it
2. | am feeling better 3. | get side effects
4. | hear there are side effects 5. | forget

6. | run out before my next doctors/clinic appoient 7. Other reason 168




88. Don't know 99. No response

DIABETES
3.10 Have you ever been told by a doctor, nurse orrdibalthcare professional that you have diabetegaf3?| ||
0. No (Go to Q3.17) 1.Yes
88. Don’'t Know (Go to Q3.17) 99. Nesponse (Go to Q3.17)
3.11 How old were you when you were told that you hdiabetes (sugar)? |__|_|years
88. Don't know 99. No response
3.12 Because of your diabetes (‘sugar’) are you nowéhgu ever done any of the following (now or ie frast)?... ANSWER ALL QUESTIONS
a. taken prescribed oral medicine?0. No 1. Yetheé past 2. Yes, currently 99. Noresponsg | |
b. taken insulin? 0 .No 1. Yes, in the pa2t Yes, currently 99. No response [
c. been on a special diet? 0 No 1. Yes, in#st p 2. Yes, currently 99. No response TN
d. controlled or lost weight? 0 No 1. Yes, inflast 2. Yes, currently 99. No response 1
e. been on an exercise programme?0. No 1. Yélseipast 2. Yes, currently 99. Noresponse _| ||
f. reduced /eliminated alcohol? 0. No 1. Yeghimpast 2. Yes, currently 99. No responseéN&xer drinks
g. stopped smoking? 0. No 1. Yes, in the pa2t Yes, currently 99. No response  77. Noolser
h. done anything else? 0. No 1. Yes, in the pa3. Yes, currently 99. No response [
specify: LI
3.13 About how long has it been since you last visdatbctor or health professional about your diabéwmmar)? || |
0. Never 1. Less than 6 months
2. Six months to less than one year 3. Orffeve- years ago
4. More than 5 years
88. Don't know 99. No response
3.14 Have you been prescribededication for your diabetes (sugar)? [
0.No (Goto Q3.17) 1. Yes
88. Don't know (Go to Q3.17) 99. No respon@8o to Q3.17)
3.15. Are you currently taking your prescribed medicationyour diabetes? [
0. No (Goto Q3.17) 1. Yes
88. Don't know (Go to Q3.17) 99. No response (6Q3.17)
3.16 When you don't take your medication, what is tba@son? (Multiple responses allowed) || |
0. | always take my medication 1. Cannot affar pay for it
2. | am feeling better 3. | get side effects
4. | hear there are side effects 5. | forget
6. | run out before my next doctors/clinic appoient 7. Other reason
88. Don't know 99. No response
HEART ATTACK
3.17 Have you ever been told by a doctor or other heate professional that you have suffered a héantie? (Circle only one)
[
0. No (Go to Q3.26) 1. Yes
88. Don't know (Go to Q3.26) 99. No response {&Q3.26)
3.18 Has there been any recurrence? [
0. No 1.Yes
88. Don't know 99.No response
3.19 Because of your heart attack are you now takapiri? [
0. No (Go to Q3.20) 1. Yes (Goto Q3.22)
88. Don't know (Go to Q3.20) 99. No resporise (0 Q3.20)
3.20 Why are you not taking it? |
1. Stopped taking it (Go to Q3.21) 2. Was néwle by health professional to take it Go to 3.2
88. Don't know (Go to Q3.22) 99. No resporise (0 Q3.22)

3.21 Why have you stopped?

3.22 Because of your heart attack are you now/have.you ANSWER ALL QUESTIONS
a. taken prescribed medicine? 0. No 1. Yes, irpdst 2. Yes, currently 99. Noresponse || |

b. controlled or lost weight? 0 No 1. Yes, ietpast 2. Yes, currently 99. No response || |

c. used less salt in your diet? 0. No 1. Yeshepast 2. Yes, currently 99. No response 1

d. been on an exercise programme?0. No 1. Yekeipast 2. Yes, currently 99. No response | _||

e. reduced your alcohol intake? 0. No 1. Yeshepast 2. Yes, currently 99 No respor’sé Never drinks

f. stopped smoking? 0. No 1. Yes, inthe pa&t Yes, currently  99. No response 77.Non-snok

g. done anything else? 0. No 1. Yes, in the pa3. Yes, currently 99. Noresponse |__|_|
specify: LI

3.23 Have you been prescribededication for your heart attack? [
0.No (Goto Q3.26) 1. Yes
88. Don’t know (Go to Q3.26) 99 No responseo (6 Q3.26)

3.24. Are you currently on prescribed medication for ybeart? [
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0.No (Go to Q3.26) 1.Yes

88. Don't know (Go to Q3.26 99. No response {6Q3.26)
3.25 When you don't take your medication, what istbason? (Multiple responses allowed) [
0. I always take my medication 1. Cannot affarghay for it 2. |1 am feeling better3. | get sieféects
there are side effects 5. 1forge 6.l run odbbeEmy next doctors/clinic appointment 7. Othemson
88. Don't know 99.No response
STROKE
3.26 Have you ever been told by a doctor, nurse, loerdhealth professional that you have sufferedaks® (Circle only one)
L
0. No (Goto Q3.32) 1. Yes
88. Don't know (Go to Q3.32) 99. No response (6Q3.32)
3.27 Because of your stroke are you now taking aspirin ]
0. No 1. Yes (Go to Q3.30)
88. Don't know 99. No response (Go to Q3.28)
3.28 Why are you not taking it? ]
1. Stopped taking it 2. Was never tolchieglth professional to take it
(Goto 3.30)
88. Don't know (Go to Q3.30) 9. 8lo response (Go to Q3.30)
3.29 Why have you stopped?
3.30 Because of your stroke are you now/have you.ANSWER ALL QUESTIONS
a. taken prescribed medicine? 0. No 1. Yes,erpdst  2.Yes, currently 99. Noresponse |__|_|
b. controlled or lost weight? 0. No 1. Yes, ietmst 2.Yes, currently 99. Noresponse |__|_|
c. used less salt in your diet? 0. No 1. Yeshengast 2.Yes, currently 99. Noresponse || |
d. been on an exercise programme? 0. No Yed.inthe past 2.Yes, currently 99. Noresgon | |
e. reduced your alcohol intake? 0. No 1. Yeshepast 2.Yes, currently 99. No response AreMEinks
f. stopped smoking? 0. No 1. Yes, in the pastYeg, currently 99. No response 77.Never smokes
g. done anything else? 0. No 1. Yes, in the pa2tYes, currently 99. No response L]
Specify:
3.31 Because of your stroke are you now taking meidio@t ]
0. No (Goto Q3.32) 1. Yes (GotoQ 3.31)
88. Don't know (Go to Q3.32) 99. No response (Go to Q3.32)
3.32 When you don't take your medication, what is teeson? (Multiple responses allowed) |__| |||
0. | always take my medication 1. Cannot affargay for it
2. | am feeling better 3. | get side effects
4.1 hear there are side effects 5. | forget
6. | run out before my next doctors/clinic appoietth 7. Other reason
88. Don't know 99. No response
LIPID LEVELS
3.33 Cholesterol is a fatty substance in the blood.dHgau ever done a blood test where they measuned yo  cholesterol?
[ -
0. No (Goto Q3.38) 1. Yes
88. Don'’t know (Go to Q3.38) 99. No respo(iSe to Q3.38)
3.34 Were you told by a doctor, nurse or other heatéagaofessional that your cholesterol was high?| | |
0. No (Go to Q3.38) 1. Yes
88. Don't know/can't recall (Go to Q3.38) 99. Nzsponse (Go to Q3.38)
3.35 Because of your high cholesterol are you nawéhyou...  ANSWER ALL QUESTIONS
a. taken prescribed medicine? 0. No 1. Yes,émpdst  2.Yes, currently 99. Noresponse |__|_|
b. controlled or lost weight? 0. No 1. Yes, iethast 2.Yes, currently 99. Noresponse |__|_|
c. used less salt in your diet? 0. No 1. Yeshengast 2.Yes, currently 99. Noresponse || |
d. been on an exercise programme? 0. No 1l.ivélse past 2.Yes, currently 99. No responseg | |
e. reduced your alcohol intake? 0. No 1. Yeshepast 2.Yes, currently 99. No response AreMEinks
f. stopped smoking? 0. No 1. Yes, in the pastYeg, currently 99. No response 77.Never smokes
g. done anything else? 0. No 1. Yes, in the pa2tYes, currently 99. No response L]
specify
3.36 Do you take medication for your high cholesterol? |
0. No (Go to Q3.38) 1. Yes
88. Don't know (Go to Q3.38) 99. No resporSe to Q3.38)
3.37 When you don't take your medication, what is teeson? (Multiple responses allowed) |__ | |||
0. I always take my medication 1. Cannot@ff pay for it
2. | am feeling better 3. | get side effects
4.1 hear there are side effects 5. | forget
6. | run out before my next doctors/clinic appoietrh 7. Other reason

4. | hear
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3.38

3.39

3.40

341

3.42

3.43

3.44

3.45

3.46

3.47

3.48

3.49

3.50

88. Don't know 99. Noresponse

ASTHMA
Were you told by a doctor, nurse or other heatthgaofessional that you have asthma? || |
0. No (Goto Q3.42) 1. Yes
88. Don't know/can't recall (Go to Q3.42) 99. Nesponse (Go to Q3.42)
Do you still have asthma? [
0. No (Goto Q3.42) 1. Yes
88. Don’'t know/Not sure (Go to Q3.42) 99. Nepense (Go to Q3.42)
Do you take medication for your asthma? |
0. No (Goto Q3.42) 1. Yes
88. Don't know (Go to Q3.42) 99. No resporSe to Q3.42)
When you don't take your medication, what is tbason? (Multiple responses allowed) |__ ||
0. | always take my medication 1. Cannotaff pay for it
2. | am feeling better 3. | get side effects
4.1 hear there are side effects 5. | forget
6.1 run out before my next doctors/clinic appointrne 7. Other reason
88. Don't know 99. No response
EPILEPSY

Have you ever been told by a doctor, nurse, cerdtiealthcare professional that you have epilepmge/fits? (Circle only one)

0. No (Go to Q3.46) 1. Yes

88. Don't know (Go to Q3.46) 99. No response {&Q3.46)

Have you had a seizure in the past year? |
0. No 1. Yes
88. Don't know 99. No response

Do you take medication for your seizures? b

0. No (Go to Q3.46) 1. Yes, | have taken roaiibn

2. Yes, | am still on medication.

88. Don't know (Go to Q3.46) 99. No response (6 Q3.46)

When you don't take your medication, what is teeson? (Multiple responses allowed) |__| |||

0. | always take my medication 1. Cannotaff pay for it

2. | am feeling better 3. | get side effects

4.1 hear there are side effects 5. | forget

6. | run out before my next doctors/clinic appoietrh 7. Other reason

88. Don't know 99. No response

CANCER

Have you ever been told by a doctor, nurse, cerdtiealthcare professional that you have cancerelé@nly one)

0. No (Go to Q3.50) 1. Yes

88. Don't know (Go to Q3.50) 99. No response (&Q3.50)

What type of cancer do you/ did you have? (Mudti@sponses allowed)

1. Stomach 2. Lung ]
3. Breast 4. Cervical [

5. Prostate 6. Colon [
7. Other (specify

88. Don't know 99. No response

Do you take medication for your cancer? L

0. No (Go to Q3.50) 1. Yes

88. Don'’t know(Go to Q3.50) 99. No response (6 Q3.50)

When you don't take your medication, what is teeson? (Multiple responses allowed) || |

0. I always take my medication 1. Cannotaff pay for it

2. | am feeling better 3. | get side effects

4.1 hear there are side effects 5. | forget

6. | run out before my next doctors/clinic appoietrh 7. Other reason

88. Don't know 99. No response

WOMEN’'S HEALTH
WOMEN ONLY (FOR MALES GO TO Q3. 69 — MEN'S HEALTH)
Have you had a period in the last six months? [
0. No (Goto Q3.51) 1. Yes (GotoQ 3.52)
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3.51.

3.52

3.53

3.54

3.55

3.56

3.57

3.58

3.59

3.60

3.61

3.62

3.63

3.64

3.65

88. Don't know (Go to Q3.51) 99. No response {6@3.51)

What is the reason you have not had a period? [
0. Never had a period (Go to Q3.54) 1. Naturahbfmuse (Age___ yrs) (Go to Q3.54)
2. Surgery (Age___yrs) (Go to Q3.54) 3. Pregriosf-partum

4. Contraceptives 5. Prescribed medications

6. lll-health

88. Don't know 99. No response

How long is it usually between the start of ondgukand the next? |

1. Less than 21 days 2.21-25 days

3. 26-28 days 4.29-31 days

5. 32-39 days 6. 40 or more days
88. Don't know 99. No response

Have you been on oral contraceptives or medicdtipirregular periods in the past year? [
0. No 1. Yes
88. Don't know 99. No response

How long has it been since you had your lastgapar? (Circle only one) PROMPT

(Pap smear — scraping of the neck of the womb) [
0. Never had a pap smear 1. Less than 1 year

2. One to two years 3. Three or more years

5. Has had hysterectomy

88. Don't know 99. No response

How often do you examine or feel your own bredmtsumps? (Circle only one) PROMPT. |__ ||

0. Never 1. Every year

2. Every 6 months 3. Every 3 months

4. Monthly (or more often)

88. Don't know 99. No response

About how long has it been since you had youasteexamined by a doctor, nurse, or health priofea® (Circle only one) PROMPT
L Ll

0. Never 1. Three or more years
2. One to two years 3. Less than 1 year
88. Don't know 99. No response

In your lifetime how many times have you beergpant (including any miscarriages, abortions aitdbstths)? (Circle only one)

1. Never (Go to Q3.64) 2.1time

3. 2times 4.3 -5times

5. 6 or more times

88. Don't know (Go to Q3.64) 99. No response {&Q3.62)

How many live births have you had? [
0.None (Goto Q3.64) 1.One

2. Two 3. Three to five

4. 6 or more

88. Don't know (Go to Q3.64) 99. No response {&Q3.64)

Did you have high blood pressure during any pragpa [
0. No 1.Yes

88. Don't know 99. No response

Did you have diabetes mellitus (sugar) during prggnancy? [
0. No 1. Yes
88. Don't know 99. No response

Are you breastfeeding now? ||

0. No (Go to Q3.56) 1.Yes

88. Don't know (Go to Q3.56) 99. No response {&Q3.56)

How old is this child? Age in months _ _ |
How long did you breastfeed your last child? |
Length in months 00. Never 88.Don'tikno  99. No response

Have any women aged 15- 44 years from this houdetiet in the past year?

0. No (Go to Q3.67) 1. Yes

88. Don't know 99. No response

Where did this person die?

1. Home 2. Public Hospital
3. Private hospital
88. Don't know 99. No response
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3.66 At the time of their death were they pregnant drttliey have a child within a year prior to theintte

0. No 1. Yes
88. Don't know 99. No response
3.67 Have you ever been treated for acne as an adult? |
0. No 1. Yes
88. Don't know 99. No response
3.68 Do you have a tendency to have dark coarse haieface, above the lips, the neck or upper torso?
[ -
0. No 1. Yes
88. Don't know 99. No response

END OF WOMEN'S HEALTH SECTION, SKIP TO SECTION 4

MENS HEALTH

3.69 About how long has it been since you had a restam? (Circle only one) ]
0. Never 1. Less than 1 year ago
2.1-2 years ago 3. 3 or more years ago
88. Don't know 99. No response
3.70 Have you ever been diagnosed with an enlargedaie®s |
0. No (Go to Section 4) l.Yes
88. Don't know (Go to Section 4) 99.No respofi@e to Section 4)
3.71 Do you take medication for your enlarged prostate? [
0. No (Go to Section 4) 1. Yes
88. Don't know 99. Noresponse
3.72 When you don't take your medication, what is teeson? (Multiple responses allowed) [
0. Don't take medication 1. Cannot afford tg jpar it
2. | am feeling better 3. | get side effects
4.1 hear there are side effects 5. | forget
6. | run out before my next doctors/clinic appoietrh 6. Other reason
88. Don't know 99. No response
SECTION 4

HEALTH SEEKING BEHAVIOUR

4.1 Have you been sick in the last 12 months? [
0. No (Goto Q4.5) 1. Yes
88. Don't know/can't recall (go to Q4.5) 99. Nesponse (Go to Q4.5)
4.2 In the last 12 months whenever you have been Bake you ever administered your own treatment/ dicagion?
[ -
0. No 1. Yes
88. Don't know 99. No response
4.3 Have you ever been to any person other than adociurse when you have been sick? |__|_ |
0. No (Goto Q4.5) 1.Yes
88. Don't know (Goto Q4.5) 99. Noresponse (6®4.5)
4.4. Who was that other person /s who treated you?ipMelResponses Allowed
1. Bush doctor 2. Community healer [
3. Massage therapist 4. Iridologist |
5. Herbalist 6. Balm yard [
7. Obeah man 8. Acupuncturist
9. Reflexologist 10. Chiropractor
11. Distributors of herbal products/ 12. Other (specify)
alternative medicine
88. Don't know 99. No response
4.5 Are you taking any vitamin supplements? 1L
0. No (Go to Q4.6) 1. Yes
88. Don't know (Go to Q4.6) 99. No respo(iSe to Q4.6)
45.1 What brand/s 88.t[Roow 99. No response
4.6 Are you taking any iron supplements? (.
0. No (Goto Q4.7) 1. Yes
88. Don't know (Go to Q4.7) 99. No response (6Q4.7)
46.1 What brand/s 88t boow 99. No response
4.7. Have you ever been to a dentist/ dental clinic? | |
0. No (Go to Q4.9) 1. Yes
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4.8.

4.9

4.11

4.15

4.16

4.17

4.18

4.19

4.20

4.21

4.22

88. Don't know (Go to Q4.9) 99. No response (&Q4.9)

When was the last time you visited the dentist@eclinic? PROMPT. ]

0. Never 1. Over three years ago

2. One to two years ago 3. Every year

4. Every 6 months

88. Don't know 99. No response

When you brush or floss your teeth do you evéicedhat your gums bleed? | |_ |

0. No 1. Yes

88. Don't know 99. No response
HEALTH INSURANCE

Do you have private health insurance? E.g. Blus€rLife of Jamaica [
0. No (GotoQ 4.13) 1l.Yes
88. Don't know (Go to Q 4.13) 99.No response {6Q 4.13)

Are you the: - [
(@ Subscriber 0. No 1. Yes 88. Ddmow 99. No response

(b) Dependent 0. No 1. Yes88. Don't know 99. No response
(c) Both 0. No 1.Yes 88. Dioknow  99. No response

Did you buy your own insurance or is it from yauorkplace? [
(@) Employer 0. No 1.Yes 88.Ddaiow 99. No response
(b) Individual 0. No 1. Yes 88. Dbkhow 99. No response

Have you ever heard of the National Health FunidFIN [
0. No (Goto Q4.22) 1. Yes
88. Don't know (Go to Q4.22) 99. No response (6 Q4.22)

How did you hear about the NHF?

0. Never heard (Go to Q 4.22) 1.Media

2. Healthcare provider (e.g. doctor, pharmacist)

3. Family friend 4.Health fair

88. Don't know 99. No response

Are you enrolled for a NHFcard? [
0. No 1.Yes (Goto Q4.17)
88. Don’t Know 99. No response

What are the reasons for not enrolling for a NHRRD® (Multiple responses allowed) (Go 4.22)

[ -
0. I don't have any of the health conditions 1.TRN

2. No bhirth certificate 3. Drugs not covered

4. Subsidies too low 5. Other reason

88. Don't know 99. No response

Do you use your NHFcard? [N
0. No (Go to Q 4.18) 1.Yes (Goto Q4.19)

88. Don't Know (Go to Q 4.18) 99. No respofGe to Q 4.18)

What are the reasons for not using your card? t{Malresponses allowed) | | |

1. Benefits too small 2. My pharmacy does roept that card

3. My prescribed drug is not on the list 4. | manafford the co-payment

5. I have other health insurance l&ave other means of getting my prescription.

99. No response

What prompts you to use your NHFcard? [

1. To save 2. My doctor/pharmacist encousage
3. Friends/Family encourage me 4. Other reason
88. Don’t Know 99. No response

What are some of the benefits you access with Mol card? (Multiple responses allowed) ]

1. Medication 2. Glucometer
3. Strips for Glucometer 3. Glyco Hb testing
88. Don't know 99. No response

How often do you use your card? ||

0. Never 1.Seldom

2. Occasionally 3.Regularly

88. Don't know 99. No response
Have you ever heard of the Jamaica drugs forlthexlg programme (JADEP?) [
0. No (Go to Section 5) 1. Yes

88. Don't know (Go to Section 5) 99. No respo(Be to Section 5)

O3h’'t know
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4.23

4.24

4.25

4.26

4.27

4.28

4.29

Where did you hear about JADEP? |

0. Never heard (Go to Section 5) 1.Media

2. Healthcare provider (e.g. doctor, pharmacist)

3. Family friend 4. Health fair

88. Don't know 99. No response

Are you enrolled foa JADEP card? |-
0. No (Go to Q4.25) 1. Yes (Gaxd.26)
88. Don’t Know 99. No response

What are the reasons for not enrolling for JADER@Itiple responses allowed) L]

0. I don't have any of the health conditions 1t et sixty

2. No birth certificate 3. No TRN

4. The drugs | use are not covered 5. Other reason

88. Don't know 99. No response

Do you use your JADEP Card? |

0. No (Go to Q4.27) 1. Yes (Goto Q 4.28)

88. Don't know 9. No response

Why do you not use your JADEP Card? (Multiplepasses allowed) |

0. Condition not covered 1.Drugs not covered

2. Pharmacy does not accept it 3.0Other

88. Don't know 99. No response

Why do you use your JADEP Card?(Multiple resporadiesved) [

1. To save 2.My Doctor/Pharmacist encourages m
3. Friends/Family encourage me 4.0ther

88. Don't know 99. No response

How often do you use your card? ||

0. Never 1. Seldom

2. Occasionally 3. Regularly

88. Don't know 99. No response
SECTION 5

SOCIAL HISTORY

Accidents and violence have claimed a lot of liveeecent times and it is important for us to ursteend how people have been affected by this, sod@ing to ask
you some questions about this.

5.1

5.2

5.3

5.4

In the last twelve months, when driving and/oagmssenger in a private car how frequently haveuged a seat belt? (Circle only one in each caygg
ASK BOTH QUESTIONS - PROMPT

| | |

A. As Driver of B. As front seat Passenger in C. As back Passenger in a private car
a private car a private car

0. Never 0. Never 0. Never

1. Always 1. Always 1. Always

2. Most times 2. Most times 2. Most times

3. Sometimes 3. Sometimes 3. Sometimes

4. Hardly/rarely ever 4. Hardly/rarely ever Hardly/rarely ever

77. Never drives a car

88. Don’t know 88. Don't know 88. Don't know

99. No response 99. No response 99. No nsgpo

In the last twelve months, when riding a bicyclefancycle and as a pillion rider, how frequently
have you used a helmet? (Circle only one in eatbgory) ASK BOTH QUESTIONS- PROMPT

A. As Rider B. As Pillion rider

0. Never uses a helmet 0. Never uses a helmet

1. Always 1. Always Rider [

2. Most times 2. Most times

3. Sometimes 3. Sometimes Pillion [
4. Hardly ever 4. Hardly ever

77. Never rides a motorcycle/bicycle 77. Neveesidn a motorcycle/bicycle

88. Don't know 88. Don't know

99. No response 99. No response

In the past 5-years, have you had an injury (tiegufrom road traffic, domestic, self-inflicted wiolence related incident) that required medi¢tgration?
(Circle only one) |

0. No (Go to Q5.6) 1.Yes

88. Don't know (Go to Q5.6) 99. No response (6Q5.6)

What was the major cause of the injury? Ciatlehat apply I | [

1. Motor vehicle accident 2. Domestic incident

3. Industrial 4. Violence related incidentifunal)
5. Afall 6. Afight
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5.5

5.6

5.7

5.8

5.9

5.10

5.11

5.12

5.13

5.14

5.15

5.16

5.17

88. Don’t know

Were you admitted to the hospital because ofitiusy?

0. No
88. Don’t know

99. No response

[
1. Yes
99. No response

In the past twelve months, what was the most gsriigjury that happened to you? ]

0. No serious injury in the past year (Go to 5.8)
3. Burns
6. Other
88. Don't know

How did this injury occur?
1. | hurt myself on purpose
3. | hurt myself by accident
88. Don’t know

In the past month, have you witnessed sentchct?
0. No (skip to Q 5.11)
88. Don't know (skip to Q 5.11)

How many times?
0. None (Go to Q5.11)
88. Don't know (Go to Q5.11)

What were these violent acts?
1. Shooting incident
3. Domestic dispute
5. Other

88. Don't know

(specify)

In the past month, have you participated inolent act?
0. No (skip to Q 5.14)
88. Don't know (skip to Q 5.14)

How many times?
0. None (Go to Q5.14)
88. Don't know (Go to Q5.14)

What were these violent acts?
1. Shooting incident

3. Domestic dispute

5. Fight

88. Don't know

Do you regularly carry any object to protect yali®
0. No (Go to Q5.16)
88. Don't know (Go to Q5.16)

What do you usually carry for protection?
1. Pepper Spray

3. Acid

5. Gun

88. Don’t know

How safe is it to walk in your community?
1. Very safe

3. Usually safe

5. Very dangerous

88. Don’t know

Now | am going to ask you some questions about filome. Remember all this is confidential inforroati

Which of the following do you have? | | ||| |

4. Concussion or other head injury

1. Fractures or broken bones 2.Cuts, puncturéabrwgound
. Ginshot wound

99. No response

|
2. Someone elsereron purpose
4. Someone elst ime by accident
99. No response

[ -
1. Yes
99. No respofsdp to Q 5.11)

|
1. Number of times
99. No response {6Q5.11)

[
2. Stabbing Incident

4. Rape

99. No response

L]
1. Yes
99. No respofsdp to Q 5.14)

L

1. Number of times
99. No response {6Q5.14)

[
2. Stabbing Incident
4. Rape
6. Other
99. No response

|

(specify)

1.Yes
99. No respofSo to Q5.16)

2. Sharp instrument e.dekmachete
4. Blunt instrument e.g. bat, board
6. Other (specify)
99. No response

.
2. Safe
4. Can be dangerous
99. No response

ANSWER ALL QUESTIONS. (TICK)

ITEM

NO [0] YES [1]

1. Sewing machine

2. Gas stove/. Electric stove

3. Refrigerator or freezer

4 Microwave oven

5. Air conditioner

6. Fan

7. Telephone
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5.18

5.19

5.20

5.21

5.22
5.23

5.24

5.25

5.26

5.27

5.28

5.29

5.30

5.31

8. Radio/cassette player

9. Phonograph/record player

10. Stereo equipment/component set

11. Compact Disk/CD player

12. Video cassette recorder/ DVD

13. Washing machine

14. TV set

15. Cable TV

16. Satellite dish

17. Bicycle

18. Motorbike

19. Car, other vehicle

20. Computer/Printer/Fax, etc.

What type of toilet facilities do you have? (Cednly one)
0. None

2. Pit Latrine shared

4. Water closet, shared

88. Don't know

What is your main source of water for drinking?
0. Standpipe

2. Pipe inside of house

4. Spring

6. Bottled water

88 .Don't know

How many people live in this household (includiray)?

||

1. Hole in the earth
3. Pit latrine, uniglaa
5.Water closet, arezh
99. No response

1. Pipe outside of house
3. River
5. Tank/drum
99. No response

How many rooms are occupied by this householdigeirg kitchens & bathrooms)? L]

How many rooms are used for sleeping?
Do you work at home or from home?

0. No

2. Unemployed (skip to Q.5.29)

88. Don’t know

Do you usually work at night or have to do nighitftswork?
0. No
88. Don't know

What time do you usually leave for work or scltoolH __ M

What time do you usually return from work or scliodd __ M

How do you usually get to and from work or sctol
1. Walk

3. Public Bus/Taxi

5. Car

88. Don’t know

How long does it take you to get to and from workschool?

Do you have easy access to pubic transportatignun neighbourhood?

0. No
88. Don’t know

L

1.Yes (Go TO Q 5.29)
3. Student
99. No response

L]
1. Yes

99. No response

o AM/PM |||

AM/PM |||

|
2. Chartered bus/taxi
4. Bicycle

99. No response

__H M

L]
1. Yes

99. No response

What is your weekly household income in Jamaiaaltacs (total sum of money earned by all adulthéame)? PROMPT (Circle only one)

More than $20,000.00/week
$5,001.00 - $10,000.00/week
Less than $3200.00/week

8. Don’t know

XAwWE

LI
2 $10,001.00 -GEMO0/week

4, $3200.00 -GHE@/week

99.No response

Note: If participant provides fortnightly, monthly annual salary, record amount given and circlgagpriate period (month/ year

$ fortnight month

If right now you had extra money, what would yawlwith it?

year

Note to Interviewer: Based on your own impressindicate social status of respondent on the
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5.32

Now | am

6.1

6.2

6.3

6.4

6.5

6.6

6.7

6.8

6.9

6.10

6.11

6.12

6.13

6.14

6.15

6.16

o

Following scale:

1 2 3 4 5 6 7 & 10
Very Rich Very Poor

SECTION 6
LIFESTYLE

going to ask you some questions about jifastyle. Remember anything you tell me will beldhin confidence.
SMOKING/ALCOHOL CONSUMPTION

Do you currently smoke any form of tobacco (cig@a® beady etc.)? [
0. No (Go to Q6.3) 1.Yes

88. Don't know (Go to Q6.3) 99. No response (6Q6.3)
About how many cigarettes do you currently smokeday? [
Number of cigarettes (Goto Q6.5)

88. Don't know (Go to Q6.5) 99. No response (6Q6.5)

Did you ever smoke any form of tobacco (cigaretvesdy, etc.)? ]
0. No (Go to Q6.7) 1. Yes

88. Don't know (Go to Q6.7) 99. No response (6Q6.7)

When did you stop smoking cigarettes? (Number ofitins/years) PROMPT [

1. Less than 1 month ago 2 5lmonths ago

3.6 — 11 months ago 4.1 - 3 years ago
5.4 -5 years ago 6. More than 5 yegos a
88. Don't know 99. No response

Have you smoked at least 100 cigarettes in yéer i |
0. No 1. Yes
88. Don't know 99. No response

About how old were you when you first started singkobacco products (cigarettes, beady etc)? || |_
Age in years
88. Don’t know/don’t remember 99.No respe

Have you ever smoked ganja/marijuana? (Circlg onk) [
0. No (Go to Q6.10) 1.Yes
88. Don't know (Go to Q6.10) 99. No response (6 Q6.10)

Do you smoke ganja now? [
0. No (Go to Q6.10) 1.Yes (Go 6.9
88. Don't know (Go to Q6.10) 99. No respo(fSe to Q6.10)

How often do you currently smoke ganja? (Ciradymne) PROMPT [
1. Less than once per week 2. One to three tpaesveek

3. Four to six times per week 4. Daily

88. Don't know 99. No Response

Do you use ganja in any other form? |
0. No (Go to Q6.12) 1. Yes

88. Don’t know (Go to Q6.12) 99. No response {6Q6.12)

What other form/s do you use it in? PROMPT MURLE RESPONSES ALLOWED |__ | |

1. Tea 2. Used in cooking

3. Seasoned spliff 4. Other (specify) |
88. Don't know 99. No response

Have you ever used crack or cocaine? |
0. No (Go to Q6.13) 1. Yes (Go to Q6.14)

88. Don't know 99. No response

Do you use any other kind of hard/illegal drug? [
0. No ley

88. Don't know 99. No response

Do you ever drink alcohol? (Including home-madeed and liqueurs) [

. No (Go to Section 7) 1.Yes (8®6.17)

2. Stopped drinking (Go to Q6.15)
88. Don't know (Go to Section 7) 99. No respe(Go to Section 7)
How long ago did you stop? |

88. Don't know 99. No response
Why was the main reason you stopped drinking? éteas (Go to Section 7)
88. Don't know 99. No response

L
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6.17 During the past month, have you had any alcobekr, wine, liquor or home-made wines, liqueurs.,?e (Circle only one)

L Ll
0. No (Go to Section 7) 1. Yes

88. Don't know 99. No response

6.18 Do you drink every day or mainly on weekends? [

1. Daily 2. Mainly on weekends
3. Other
88. Don't know 99. No response

6.19 What type of drink do you usually have, how ofterd how many?
A drink is 1 beer/stout, one glass of wine, oe shot of liquor.

ALCOHOLIC DRINK QUANTITY (Record weekly, monthly oannual qty. based D/K N/R
on respondent’s drinking pattern [88] [99]
Week Month Year

(a )Wine

(b) Spirits/liquor — rum/vodka/gin

(c) Beer/Stout

(d) Premixed alcoholic coolers
e.g. Smirnoffice

(e) Other
** MALTA NOT CONSIDERED AN ALCOHOLIC DRINK
6.20 During the past week have you Hacd or more drinks in a single day? [
0. No 1. Yes
88. Don't know 99. No response
SECTION 7
EMOTIONS AND MENTAL HEALTH
7.1 In general, how satisfied are you with your li#&®uld you say you are...? (Circle only one) PROMPT
0. Not satisfied 1. Very satisfied (.
2. Satisfied 3. Somewhat satisfied
4. Very dissatisfied
88. Don't know 99. No response
7.2 Have you done anything for relaxation in the peestk? PROBE ]
0. No (Go to Q7.4) 1. Yes
88. Don't know (Go to Q7.4) 99. No response (€&Q7.4)
7.3 What do you do for relaxation? (Multiple responakswed) |
0. Nothing 1. Watch television/movies at home
2. Rest 3. Go out to the movies, social fiomst
4. Go to church 5. Other c(Bpe
88. Don't know 99. No response.
7.4 What time do you usually go to sleep? ___H_ MAM/PM) [
7.5 What time do you usually wake up? _H M (mwW) [
7.6 Do you wake up several times during your sleep? [
0. No 1. Yes
88. Don't know 99. No response
7.7 In general, would you say your health is? L
1. Excellent 2.Very Good
3. Good 4. Fair
5. Poor 88. Don't know 99. No response

The following two questions are about activitiesiynight do during a typical day. Does YOUR HEALTHOM/ LIMIT YOU in these activities? If so, how much?

7.8 MODERATE ACTIVITIES, such as moving a table sping a vacuum cleaner, playing cricket, or walking
[

0. No, Not Limited at All 1.Yes Limited a Lot
2. Yes, Limited a Little
88. Don't know 99. No response
7.9 Climbing SEVERAL flights of stairs: [
0. No, Not Limited at all 1. Yes, Limited a Lot
2. Yes Limited a Little 88. Don't know 990Nesponse

During the PAST 4 WEEKS
Have you had any of the following problems with yawork or other regular activities AS A RESULT OROYR PHYSICAL HEALTH?
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7.11

ACCOMPLISHED LESS than you would like:
0. No
88. Don't know

Were limited in the KIND of work or other actiés:
0. No
88. Don't know

I
1. Yes

99. No response

|
1. Yes

99. No response

Were you limited in the kind of work you do or otliegular activities AS A RESULT OF ANY EMOTIONALROBLEMS (such as feeling depressed or anxious)?

7.12

7.13

7.14

ACCOMPLISHED LESS than you would like:
0. No
88. Don't know

Didn't do work or other activities as CAREFULLs aisual:

0. No
88. Don't know

How much didPAIN interfere with your normal work (including both vkooutside the home and

0. Not At All
2. Moderately
4. Extremely

L
1. Yes

99. No response
[
1l.Yes
99. No response

housework)?
|
1. A Little Bit

Bi@ A Bit

88. Don't know 99. No response

For each question, please give the one answecotna¢s closest to the way you have been feelioge huch of the time during the PAST 4 WEEKS —

7.15

7.16

7.17.

7.18

7.19

7.20

7.21

7.22

7.23

Have you felt calm and peaceful?
0. None of the Time

2. Most of the Time

4. Some of the Time

88. Don't know

Did you have a lot of energy?
0 .None of the Time

2 .Most of the Time

4 .Some of the Time

88. Don’t know

Have you felt downhearted and blue?
0. None of the Time

2. Most of the Time

4. Some of the Time

88. Don’t know

I
1.All of the Time

3.A Good Bit of the Time
5.A Little of the Time
99. No response

1. All of the Time
3. A Good Bit of the Time
5. A Little of the Time

99. No response

[
1.All of the Time

3.A Good Bit of the Time
5.A Little of the Time
99. No response

How much of the time has your PHYSICAL HEALTH G®OTIONAL PROBLEMS interfered with your social adties (like visiting with friends,

relatives, etc.)?

0. None of the Time
2..Most of the Time

4. Some of the Time
88. Don’t know

During the past month have you been
Bothered a lot by:
a. Little interest or pleasure in doing things
b. Feeling down, depressed or hopeless
c. Feeling sad or lonely
d. Feeling guilty or worthless
e. Change in appetite
f. Change in sleeping patterns

Have you ever seriously considered suicide?
0. No (Go to Section 8)
88. Don'’t know (Go to Section 8)

How recently did you consider suicide?
0. Never (Go to Section 8)

2. Six months to a year ago.

4. Two — five years ago

88. Don’t know

Have you ever made a plan to commit suicide?
0. No
88. Don’t know

Have you ever attempted suicide?
0. No
88. Don’t know

1.All of the Time
3. A Good Bit of the Time
5. A Little of the Time

99. No response

0.No 1.Yes 38. 99. No Response

OO0
OO0

-
]
]
]
—

OO0

_ L1
1. Yes

99. No respeGo to Section 8)

L
1. Less than six thheago

3. One to twoyeao
5. More than five weago.
99. No response

|
1. Yes

99. No response

|
1. Yes

99. No response
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SECTION 8

PHYSICAL ACTIVITY LEVELS

Now | am going to ask you some questions about lgwet of physical activity.

8.1

8.2

8.3

8.4

8.5.

8.6

8.7

8.8

8.9

8.10

8.11

In general, how physically fit would you say yae?2 (Circle only one) PROMPT |||

0. Not fit 1. Very fit
2. Fit 3. Partly fit
88. Don't know 99. No response

When you consider your body weight, do you consyaeirself to be - PROMPT |||

1. The right weight ARlittle overweight
3. A lot overweight 4. Under weight
88. Don't know 99. No response

In an average week, how many times do you engaphysical activity (exercise or work, but not 3exhich is at least 20 minutes without stopping and
which is hard enough to make you breathe heavigyanr heart beat faster? (Circle only one) PROMPT

L]
0. Never 1. Less than once per week
2.1 or 2 times per week 3. At least 3 timesvpeek
88. Don't know 99. No response
Which of the following describes the nature of yawork? PROMPT [

1. Don't work anymore/Unemployed

2. Mainly sitting work, not much walking

(E.g. radio-mechanic, industrial sewing work, dgfiwork at desk, watchmaker)

3. Quite a lot of walking, but not lifting or carryirtgeavy things

(E.g. shop assistant, light industrial work, offiverk where one has to move)

4. Lot of walking, often carrying things, or climbirsgairs or going uphill.

(E.g. carpenter or farmhand, work in engine shomvyandustrial work)

5. Heavy physical work, carrying or lifting heawhirtgs, digging, shovelling, cuttin¢e.g. Forestry work, heavy farm work, heavy corcdtom and
industrial work)

6. Retired

7. Student 8. Other (plspseeify)
88. Don't know 99. No response

How much physical activity do you have in yoeislire time? (Circle only one) PROMPT ]

1. Read, watch television and do things that daeagaire physical activity.

2. Walk, ride a bicycle or other physical activity at least 4 hours a wedfE.g. walking, fishing and hunting, light gardenrkpetc.)

3. Physical activities to maintain fitheg¢s,g. running, gymnastics, dancing, swimming, dathes or doing heavy garden work or its equivalent)
4. Regular training, several days a week, for cditipes (e.g. running, ball games or other physically heaggrts)

88. Don't know 99. No response

How many times a week are you engaged in theiiewou mentioned? INTERVIEWER WILL REMIND SUBJHCF LEISURE TIME ACTIVITY

MENTIONED [

0. Never 1. Less than once per week
2. 1-3times a week 3. 4 — 6 times a wBekly
88. Don't know 99. Noresponse

How many minutes a day do you spend walking, ogctr in any other physical activity on your waywork? (Include both the time spent going to and
coming from work PROMPT |
0. I don't work or get physical activity on the waywork

1. Less than 15 minutes a day 2. 15 - 29 mirautesy

3. 30 - 44 minutes a day 4. 45 - 59 minutesya da
5. One hour or more a day

88. Don't know 99. No response

When was the last time you tried to increase ydwsical activity? PROMPT |

0. Never 1.More than 6 months ago
2.1 -6 months ago 3.During the last month
88. Don't know 99. No response

During the last 7 days, on how many days did yowidorous physical activities like heavy
lifting, digging, running, basketball, footbalernis, or fast bicycling [
0. No vigorous physical activities (SKIP T@® 8.11) o days per week

How much time did you usually spend doirigorous physical activities on one of those days? |__|__|
__Hours per day minutes per day

88. Don’'t know/Not sure .9® response

Think about all the moderate activities that yod idi the last 7 days. Moderate activities refeattivities that take moderate physical effort amake you
breathe somewhat harder than normal. Think onbpthose physical activities that you did foreadt 10 minutes at a time.

During thelast 7 days on how many days did you daoderate physical activities like carrying
light loads, bicycling at a regular pace, doultéemis, ? Do not include walking. |
0. No moderate physical activities (SKIP TOQ33.1 _ Days per week
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8.12 How much time did you usually spend domgderate physical activities on one of those days? |__|__|
Hours per day minutes per day

88. Don’t know/Not sure 99. No response
Think about the time you spent walking in the [astays. This includes at work and at home, walkingavel from place to place, and any other wagkihat
you might do solely for recreation, sport, exercieeisure

8.13 During thelast 7 days on how many days did yomalk for at least 10 minutes at a time? |__ ||
0. No walking(SKIP TO Q. 8.15) o days per week
88. Don't know/Not sure 99. No respen

8.14 How much time did you usually spemalking on one of those days? [
Hours per day o minutes per day

88. Don't know/Not sure 99. No response

The last question is about the time you spenngittin weekdays during the last 7 days. Include tpent at work, at home, while doing course wark a
during leisure time. This may include time spetting at a desk, visiting friends, reading, otisg or lying down to watch television.

8.15 During thelast 7 days how much time did you spemsitting on aweek day?
o Hours per day o minutes per day
88. Don't know/Not sure 99. No response
SECTION 9

SEXUAL PRACTICES

NOTE TO INTERVIEWER: AIM TO INTERVIEW SUBJECTS IRRIVACY

REMINDER: PLEASE OMIT THISSECTION | F NO PARENTAL CONSENT ISOBTAINED FOR MINORS TO ANSWER QUESTIONS ON SEXUAL
PRACTICES.

Now | am going to ask you some important questaiysut your health. Although it is private, we hapat you will share some information with us soca@e better
understand some of the things that affect peofiles and their health.

9.1 Have you ever had sex? (l.e. having sexual intess) ]
0. No (Go to Section 10) 1.Yes
88. Don't know (Go to Section 9) 99. No respof@e to Section 9)
9.2 Have you been sexually active (sexual intercouns#)in the past year? |
0. No (Go to Q9.9) 1. Yes
88. Don't know (Go to Q9.9) 99. No response (6@9.9)

9.3. How often do you usually have sex? (Circle omiglo PROMPT [
1. More than 3 times/week 2.1 - 3 times/week
3.1 - 3 times/month 4. Less than once per mont
88. Don't know 99. No response

9.4 The last time you had sexual intercourse, whicthe following birth control /family planning ethods did use(ick all that apply)
Y |

None
Withdrawal
Condom

Injection (Depo Provera)

Regular birth control pill

Morning after pill

Sponge, cream or diaphragm

Douche
Some other method (specify)

© © N o O KW N

[or)
«

Don’t know

99. Non-response

9.5 Do you or you partner usually use a condom whengwe have sexual intercourse? [
0. No 1. Yes
88. Don't know 99. No response
9.6 About how many different persons have you had @lextercourse with in the past year? (Ask resgomdo estimate the number if necessary) Circlg onl
one L Ll
1. One (1) person 2. Two (2) persons
3. Three (3) — five (5) persons 4. Six«8gn (10) persons
5. More than ten (10) persons
88. Don't know 99. No response
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9.7. The last time you had sexual intercourse didyseia condom? (Circle only one) ]
0. No (Go to Q9.9) 1. Yes
88. Don't know (Go to Q9.9) 99. No response {©6Q9.9)
9.8. If you have more than one partner, was the condsed with your main partner or other partner? (Circle only one)
|
1. Main partner 2. Other partner
3. Both
88. Don’t know 99. No response
9.9 Have you ever had a sexually transmitteddtién or VD? (E.g. discharge, sore) (Circle onhye)
|
0. No (Go to Section 10) 1. Yes
88. Don't know (go to Section 10) Bi@.response (Go to Section 10)
9.10. In the last 12 months have you ever had a sextraliysmitted infection or VD (E.g. discharge, sore)
|
0. No 1. Yes
88. Don’t Know 99. No response
SECTION 10
DIETARY HABITS
Now | am going to ask you some questions about gietary habits.
10.1 Are you on a special diet — whether for religiomgdical or other reasons? [
0. No (Go to Q10.3) 1. Yes
88. Don't know (Go to Q10.3) 99. No response (6Q10.3)
10.2 What type of special diet are you on? (Circletladit apply) ]
1. Vegetarian (any type) 2. Weight loss
3. Weight gain 4. Diabetic
5. Low salt 6. Low fat
7. Low cholesterol 8. Other (specify)
88. Don't know 99. No response
10.3 What type of fat/oil do you use to cook, and wisatour usual brand? (CIRCLE ALL THAT APPLY) PRGN
Y |
0. None
1. Vegetable oil, Brand (specify ) .Cazonut oil, Brand (specify)
3. Soft margarine Brand (specify ) 4. Hard margarine, Brand (specify) 5. Butter,
Brand (specify ) 6.0il from meat
7. Other (specify)
88. Don't know 99. No response
104 What type of fat do you use on bread and whatesusual brand?
(CIRCLE ALL THAT APPLY) PROMPT [
0. No fat used on bread 1. Soft margarimanB (specify)
2. Hard margarine, Brand (specify) 3. Butter, Brand (specify
4. Other (specify)
88. Don't know 99. No response
10.5 What is/are your main source/s of protein? Ciedl¢hat apply. L]
1. Chicken 2. Beef
3. Pork 4. Fish/Seafood
5. Milk/milk products (e.g. cheese) 6. Soy prad (e.g. tofu, vegemince)
7. Peas/Beans 8. Other
88. Don’t Know 99. No response
10.6 How do you usually prepare your main source ofgin® (Circle only one) || |
1. Fry 2. Stew
3. Bake 4. Steam
5. Other (specify)
88. Don't know 99. No response
10.7 How much of visible fat (fat that you can see)meats do you remove before eating? PROMPT |__|_|
1. Do not remove fat 2.Remove small part of fa
3. Remove most visible fat 4.Remove all visifate
88. Don't know 99. No response
10.8 Do you usually add salt to your meals at the fable [
0. No 1. Yes
88 Don't know 99 No response
10.9 During a usual week, do you eat at fast foadgs such as Burger King, KFC, Tastee, Juici &atr Pizza  Hut?

0. No (Go to Q 10.11) 1. Yes
88. Don't know 99. No response
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10.10 During a usual week, how many times do youae#st food places such as Burger King, KFC, dasluici Patties or Pizza Hut?

1. Less than once per week 2. Once per week

3. Twice per week 4. Three times per week

5. Four times per week 6. Five or more timasvweek
88. Don't know 99. No response

10.11 Now | am going to read you a list of foods anddntvyou to tell me how many times per week you lgeat them. IF PARTICIPANT EATS ANY FOOD
LESS THAN WEEKLY (I.E. MONTHLY, ETC.: RECORD FREQWECY GIVEN (MONTHLY, ANNUALLY, ETC)

For each item or category listed please check omddindicate how much on average of the food ifigelcthe participant reports that he/she usuatlgsumes

Food Almost/ Once/ 2-4 times | 5-6timeswk [ Once/ > 2 times/day Qty/
never week wk day portion
size

Cereals

Bread

Rice

Flour

Cornmeal

Crackers

Other

Starchy foods roots and tubes

Sweet potato

Irish potato

Green banana

Plantain

Breadfruit

Yam/Dasheen/Coco

Food from Animal

Beef, Pork, Mutton

Chicken

Fresh Fish

For each item or category listed please check orddindicate how much on average of the food ifigelcthe participant reports that he/she usuetlgsumes

Canned fish (sardine, mackerel, etc)

Pickled /Salted meats

Legumes /Peas & Beans (e.g. stewed peas)

Fruits and Vegetables

Fruits

Dark green leafy vegetables (e.g. calalloo, pak)cho

Other vegetables (tomato, cabbage, etc.)

Milk and Milk products

Whole milk

Skimmed milk

Soy milk/milk free

Low fat milk products e.g. yoghurt, milk

Pastries
Bun/Cake/Pudding/cookie/donuts
Chips
Sweetened Beverage
Coffee/Tea
Lemonade/Soda/Box drink
Sweeteners
Condensed milk
Sugar
Honey
Sugar substitute
Other(specify)
SECTION 11
SOURCES OF INFORMATION
111 What are your current sources of information oalth® PROMPT Multiple Responses allowed
0. None 1. Radio
2. Television 3. Brochures/pamphlets [
4. Doctor/nurse 5. Nutritionist |
6. Dietitian 7.Magazines/newspapers
8. Friend/relative 9. Diabetes Association ohd&ca/Heart Foundation, etc
10. Other (specify)
88. Don't know 99. No response
11.2 What are your current sources of information @t di nutrition? PROMPT Multiple Responses allowed
0. None 1. Radio

2. Television 3. Brochures/pamphlets [ 184



4. Doctor/nurse 5. Nutritionist |

6. Dietitian 7.Magazines/newspapers
8. Friend/relative 9. Diabetes Association ohd&ca/Heart Foundation, etc
10. Other (specify)
88. Don't know 99. No response
11.3 Which is your most important source of informatim nutrition? (Circle only one)
0. None 1.Radio [
2. Television 3.Brochures/pamphlets
4. Doctor/Nurse 5. Nutritionist
6. Dietitian 7.Magazines/newspapers
8. Friend/relative 9.Diabetes Association of daxa/Heart Foundation, etc
10. Other (specify)
88. Don't know 99. No response
114 What is the main source from which/whom you ledrteetake care of your teeth and gums? 1.
1. Dentist/School Nurse 2. Health worker
3. School talk 4. TV/Radio
5. Internet 6. Posters/magazines/newspapers
7. Parent/family member 8. Other
88. Don't know 99. No response

11.5 Would you be willing to participate in anotteirvey like this, by :

a. Telephone interview 0.No 1. Yes 88. Don't know 99.No response
b. Face-to-face Interview 0. No Yes 88. Don't know 99. No response

END OF QUESTIONNAIRE

THANK YOU FOR PARTICIPATING IN THE TROPICAL MEDIEIRESEARCH INSTITUTE JAMAICAN HEALTHY LIFESTYUREY I

Interviewers: Kindly check questionnaire before leaving housdholensure that it is complete.

Kindly make the necessary arrangements with stadiygipant to return to perform blood pressuretif@asblood glucose and cholesterol tests and boegsurements.
Supervisors: Code answers to all questions except open endestiqns, before handing in to Tropical Medicine édsh Institute. Codes are to the left of possible

responses.

Interviewer Assessment of Community and Home Enviroment Questionnaire ID #
A. Isthe community ... 1. Planned . Irformal settlement ......

B. 1. Residential 2. Residential/commercial 3.Commercial

4. Industrial 5. Agricultural
C. Ishome located on ..............

1. Afootpath 2. Cul-de-Sac 3. iMRoad 4. Highway
From your observation are the following present?

5. Subdivision

Community of the Respondent No

Yes

Unable to assess

Paved Roads

Sidewalks / Verges

Electricity supply to homes

Telephone lines to homes

Street Lighting

Clean Streets

Recreation areas/ playing fields/ open spaces

Home of Respondent No

Yes

Unable to assess

Lawn

Ornamental Plants

Trees

How would you assess the following factors?

Community Excellent

Good

Fair

Poor

Condition of homes in area

Amount of noise in area (less is better)

Air quality

Condition of Streets

Condition of yards and sidewalks

Overall rating of the community

House Excellent

Good

Fair

Poor

Physical condition of the home

Internal cleanliness of the home

Physical condition of the furnishings

External appearance of the home

Overall rating of the home

Arethefollowing facilities within walking distance of the home?
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Yes No Not sure

Public Transportation

Primary/Secondary Schools

Universities or Colleges

Churches

Small grocery shop/Supermarket

A place to obtain fresh fruits and vegetables

Fast food restaurants

Full service (sit down) restaurant

Police Station

Post Office

Doctors Office/ Health Centre

Shopping Centre

Banking facilities

Recreation Areas

JAMAICA HEALTH AND LIFESTYLE SURVEY Il
2007

FORM 1: PULSE AND BLOOD PRESSURE MEASUREMENT

QUESTIONNAIRE ID NO.
I.D. OF INTERVIEWER | | |

DATE OF EXAM / /

DD MM YY

Now | will explain the procedure for measuring yquise and blood pressure. It is important thatngomain relaxed and seated for the measuremenhwiiictake
about 15 minutes. Please do not cross your feleigarduring the measurements. | will wrap the blpoessure cuff around your arm, take your pulsethed inflate
the cuff. You will feel a sensation of pressureyonr arm when the cuff is inflated. | will be inflag the cuff a maximum of 5 times. While | am mesisg your blood
pressure, it is best if we do not talk. If you havsy questions, | will be happy to answer themyfar before or after the measurement is taken.lltalllyou the results
of the measurements afterward.

1. Have you had any food, alcohol, coffee or cigasewithin the last | Food: O[IN 1[1Y
30 minutes? Alcohol: O[IJN 1[71Y
Coffee: O[IJN 1[1Y
Cigarettes: 0] ] 1[1Y
2. Arm circumference: [ | | | .1 |
3. Cuff size selected: 0[ ]Small adult 9 (18 — 25 cm)
1[ ]Adult (25-35cm)
2[ ]Large (33-47cm)
3[ ]Thigh (>47 cm)
4. Arm selected: O[ JRight 1[ ]Left
Reason
5. Pulse rate for 30 seconds:
| | |
6. Pulse regular? O[ INol[ ]Yes
7. Pulse Obliteration Pressure (POP):
| | | |
8. Maximum inflation level: POP + 30 mmHg= | | |
9. First blood pressure measurement:
0[ ]BP refused — Reason : | [ |/ | | [ |
1[ ]1BP not done — Reason: SBP
10. Pulse rate for 30 seconds: [ | | |
11. Second blood pressure measurement: | / | [ |
SBP DBP
12. Pulse rate for 30 seconds: [ | |
13. Third blood pressure measurement: [ L/ | [ | |
SBP DBP
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FORM 2: BODY MEASUREMENTS

JAMAICA HEALTH AND LIFESTYLE SURVEY II
2007

QUESTIONNAIRE ID NO.

I.D. OF INTERVIEWER |__|__|

DATE OF EXAM / /
DD MM YY
Now | am going to measure your height, weight, amadst and hip measurements.
| will explain each one as we do it. | [ | [ -] | kg
WEIGHT
RECORD SCALE IDENTIFICATION NUMBER I
HEIGHT | | | | | cm
| | | [ -] [cm
WAIST CIRCUMFERENCE
1. I | [ |cm
2. I | [ |cm
3. I | [ -] lcm
What clothing was the measurement taken over? 0[ ] No clothing: skin
1[ ] Shirtor dress
2[ ] Trousers only
3[ ] Shirt & trousers
BUTTOCKS (HIP) CIRCUMFERENCE 1.] | | | -1 | cm
2. I | [ |cm
3. I | [ |cm
0[ ] No clothing: skin
What clothing was the measurement taken over? 1[ ] Shirtor dress
2[ ] Trousers only
3[ ] Shirt & trousers
Thickness of upper body covering: O[ ]None 1[ ]Thin
2[ ]Thick
Thickness of lower body covering: O[ ]None 1[ ]Thin
2[ ]Thick

JAMAICAN HEALTHY LIFESTYLE SURVEY Il
2007

FORM 3: FASTING GLUCOSE, CHOLESTEROL AND GLYCOSYLAT ED HAEMOGLOBIN TEST

QUESTIONNAIRE ID NO.

I.D. OF INTERVIEWER |__|__|

DATE OF EXAM / /

DD MM YY

1. What time and date did you last eat? TIME: il

2. What time and date did you last
have something other than water to drink?
DATE: / /

3. What time and date did you last smoke? TIME: L1 | [ |

Time of fasting sample:
Fasting glucose level:

Cholesterol level:
Glycosylated Haemoglobin
Date the SAMPLE WAS TAKEN:

Glyco Hb Result
COMMENTS: _ _ o ___

Sickle Cell Blot
Date the SAMPLE WAS TAKEN:

O[JAM1[ ]PM
/

DATE: /
DD MM YY
TIME: | | | | O[]AM
1[]1PM
DD MM YY
O[ JAM1[ ]PM
DATE: /
DD MM YY
[ | | 1 | O[]AM1[ ]PM
L L | mmol/
I R B [ [ |pHm
DATE: / /

DD MM  VYY

L%

DATE: / /
DD MM
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