

































































































































































































































































































































































































































































6.4.4 Multivariate Analysis

Socio-demographic. health. health practice and service utilization variables
associated with medication use in the literatures were examined as potential determinants
of medication use. Only significant variables at the bivariate level were tested in
multivariate regression models to examine their relative predictive effects on medication
use. Prior to selecting the tinal best fit model. regression diagnostics were performed to
assess the fit of models. The hat matnix diagonal. Pearson residual and deviance residual.
DFBETAs. C and CBAR. and DIFDEV and DIFCHISQ were examined with the logistic
model to detect any extreme points. observations that are not well explained by the model.
and tll-fitted observations. With the multilinear regression models. residual plots against
the predicted dependent variable. and each of the independent variables, and normal
probability plot were constructed to examine independence in the residuals of observations.
normal distribution of the residuals. and adequacy of model fit.

Observations with a systematic pattern ot deviation were removed from the
analysis, and multivariate regression models were re-tested to find the best fit. Several

influential outliers were detected in the multivariate models. which will be discussed

accordingly.
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6.4.4.1 Binary Dependent Variables
Use of Any Medicine

Before reaching the final model. two influential outliers were detected in the
Chinese-Canadian sample. After removal. main eftects in the final model remained
unchanged; however. the level of statistical significance was higher.

The multivariate logistic model for use of any medicine for the Chinese Canadians
included 3 main eftects with no interaction or curvilinear terms (Table 6.57). Immigrants
from other countries ( Vietnam. Laos. Cambodia) besides Hong Kong/Taiwan. and China
were more likeiy to use some type of medicine (TCM or Western), as indicated by an odds
ratio of 8.71. Coming from China compared with Hong Kong/Taiwan was not significantly
associated with use of any medicine. Living with child was found to have a protective
effect on using any medicine (OR=0.22). Although borderline significant (p=0.06), after
controlling for the lived with child vanable. other country of origin became significant.
Also. the effect of number of diseases was more prominent. [n light of the relative small
sample size. lived with child is believed to be an important factor to consider. Higher
number of diseases was associated with increased likelihood of using any medicine. As the
number of diseases increases by 1. the odds of using any medicine is 17 times greater.

No equivalent dependent variable is available for the Red-Cross Canadian sample.
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Use of Traditional Chinese Medicine

One influential outlier was found in the multivariate logistic model of the Chinese-
Canadian sample. Upon deleting this observation. no significant changes occurred to the
final model. therefore the original model with all variables included was chosen.

The multivariate model for use of TCM contained 3 main etfects. health beliefs,
pain symptoms. and hospitalized (Table 6.58). For those experience pain symptoms, there
is & near 6 times higher the likelihood of using TC v than those without pain. [n addition.
being hospitalized strongly predicts TCM use. as the odds ot using TCM for those that
were hospitalized is 15 times greater than those not hospitalized. A curvilinear association
between use of TCM and health beliefs was tfound as shown in Figure 6.1. Diftferences in
use of TCM were the greatest between those who strongly (health belief score = 9) and
moderately (health belief score = 7 or 8) believed in TCM. For those who do not believe

or moderately believe in TCM. the odds of using TCM is low, and remains constant.

Combined Medicine Use

The final multivanate logistic model for combined medicine use included four main
effects. with no interaction terms (Table 6.59). No influential outlier was detected. Lived
with child was significantly associated with a reduced likelihood of combining TCM and
Western medicine use (OR=0.15). Similar to use of TCM . both experiencing pain
symptoms (OR=4.45) and previous hospitalization (OR=15.71) increase the odds of

combined medication use. Chinese-Canadian elders who reported social isolation problem
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also were more likely to combined TCM with Western medicines. as indicated by an odds

ratio of 6.25.

Use of Western Medicine

For the Chinese-Canadian sample. two influential outliers were detected during the
first diagnostic test, and one more was found in the second diagnosis. After removal of
these 3 outliers, main effects in the final multivariate model for use of Western medicine
remained the same (Table 6.60). but the odds rat*~ for each variable changed. No
interaction or curvilinear eftects were found.

Similar to use of any medicine and combined medicine use, lived with child
presented a significant protective effect towards use of Western medicine (OR=0.14).
Those Chinese-Canadian elders not living with their children had 7 times higher the
likelihood (OR=1:0.14) ot using Western medicine than those living with their children.
Chinese-Canadian elders with physical health problems are 11.46 time more likely to use
Western medicine than those without physical health problem. Number of diseases was
also positively associated with use of Western medicine. as an increase of one discase leads
to over |5 times higher the odds of using Western medicine.

When testing the model fit for use of Western medicine in the Red-Cross sample.
two influential outliers were removed, and the final multivariate model changed drastically.
Pain symptoms, which acted controversially. as a protective factor to use of Western
medicine became non-significant after deleting the two outliers. The final multivanate

model contains two main effects (Table 6.61). An increase in the cognitive performance



score (indicating more cognitive impairment) had a protective effect to Western medicine
use (OR=0.70). This means that those who are cognitively intact are more likely to use
Western medicine than cognitively impaired. Number of diseases displays the same
determinant effect for use of Western medicine as use of any medicine in the Chinese-
Canadian sample, but to a smaller extent. An increase in one disease lead to 2.26 times

higher the likelihood of using Western medicine in the Red-Cross Canadian sample.

Polvpharmacy

For the Chinese-Canadian sample. two types of polypharmacy were examined.
When TCM was considered a form of medicine. and included in the definition of
polypharmacy. the final multivariate model contain two main effects (Table 6.62). Those
who experienced social tsolation problem had a near 4 times the odds of using
polypharmacy than those without social isolation problems. Increase in the number of
diseases also contributes to greater odds of using polypharmacy (OR=4.49). When TCM
was not considered in polypharmacy. only number of diseases was a significant predictor to
polypharmacy (OR=3.78). and social isolation problem became non-significant (Table
6.63).

Two mfluential outliers were found for polypharmacy in the Red-Cross Canadian
sample. Upon removal, the final multivariate logistic model changed drastically, with the
cognitive performance score variable, and an interaction term between number of diseases
and ADL hierarchy losing their significant effects. The final multivanate model includes

three main effects (Table 6.64). Both feels lonely and an increase in number of diseases are



associated with an increased odds of polypharmacy . as indicated by odds ratios of 3.51
and 1.64 respectively. Respondents who do not have their medications reviewed by a
physician was found to be less likely to use polypharmacy (OR=0.23). Therefore. those

whose medication was reviewed has over four times ( 1/0.23) the likelthood of using

polypharmacy.

6.4.4.2 Continuous Dependent Variables
Number of Any Medication Used

Two influential outliers were detected in the multivariate model tor the Chinese-
Canadian sample. Upon removal of them. the main eftects and interaction terms remained
significant: however. the R-squared value improved from 0.36 to 0.61. The final
multilinear regression model as presented in Table 6.65 includes one main effect and one
interaction effect. and explained 61”4 ot the variance. A higher number of diseases is
significantly related to increased number of any medication used. An interaction effect
between perceived poor health and pain symptoms is illustrated in Figure 6.2. When pain
symptoms were not detected. those Chinese-Canadians who perceived poor health used
higher number of any medicine (TCM or Western medicine) than those who did not
perceive poor health. This finding agrees with that of Guttman (1978) who also found that
perceived poor health is associated with medication use. Once pain symptoms were
detected and increasing, the number of any medication used in the Chinese-Canadian elders
who did not perceive poor health increased as a mean to address the pain symptoms.

However, for those who perceived their health as poor, the number of any medication used
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decreased as pain svmptoms increased. This perhaps can be explained by the fact that
perceived poor health leads to social isolation. As pain increases. daily activities are further
limited which results in more isolation. both from the general public and the health care
system. Therefore. Chinese-Canadian elders who perceived poor health and had more pain

might have little contact with health services. hence they do not receive proper medications

to address the pain.

Number of Traditional Chinese Medication Used

Four influential outliers were detected in the multilinear regression model for the
number of TCM use variable. After deleting these outliers. the independent variables in the
model remained the same. but an increase in the R-squared value was observed. Two main
effects and one interaction term were found significantly related to number of TCM use
(Table 6.66). Those Chinese-Canadian elderly who received formal services used less
TCM. indicating an inverse relationship. and those with more pain symptoms used more
TCM. The interaction effect between number of diseases and social isolation problem is
presented in Figure 6.3. Increcased in the number of diseases affected the Chinese-
Canadians who are socially isolated most drastically. which resulted in a much higher
number of TCM use. For those that were not socially isolated. the effect of number of
diseases on the number of TCM was minimal. as only a small increase in the number of
TCM use was observed. This shows that TCM use is much more prevalent for those with

social isolation problems in an attempt to address the increasing health problems. Health
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care providers need to be aware of this behavior in order to prevent inappropriate

combined use of medications. This model accounted for 32% of the explained variance.

Number of Western Medication Used

For the Chinese-Canadian sample. three intluential outliers were deleted from the
muitilinear model for the number of Western medication used variable. The resulting final
model accounted for more explained variance (56%0) and included perceived poor health as
an additional main effect (Table 6.67). The three main effects: perceived poor health.
physical heaith problems. and number of diseases were all positively associated with
increase Western medication used. with no interactions detected.

For the Red-Cross Canadian sample. two influential outliers were removed. The
final multivanate regression model include three variables that were positively related to
increase Western medication use: cognitive pertormance scores. number of diseases and
perceived poor health. Hanlon et al. (1996) also found that intact cognition leads to more
drug use. This could be because individuals who are cognitively able are better advocates
for their needs. theretore. might demand more medications. At the same time. those who
are cognitively impaired might be at risk of underuse of needed medications due to the lack
ot ability to express iliness. Medication reviewed again demonstrated an inverse relation to
the number ot Western medication used. The Red-Cross Canadians receiving physician
attention in medication review used more Western medicine than those not having their

medication reviewed. This observation was consistent with the findings of using Western

medicines.
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Table 6.31: Percentage (Frequency) Distributions for Sociodemographic Variables: the Chinese-
Canadian, the Red-Cross Canadian, the Chinese-Hong Kong, and the National
Population Health Survey Samples

Chinese- RC- Chinese- NPHS
Canadian Canadian Hong Kong (thousands)
% (N} % (N) % (N) % (N)
Variables (n=106) (n=377) (n=2032) (n=4427)
Gender
men 36.8 (39) 22.5 (83) 34.8 (704) 44.0 (1949)
women 63.2(67) 77.5(286) 65.2(1319) 56.0 (2478)
Age™
less than 65 13.2(13) 11.9 (45) 4.1 (83) 26.6 (1176)
65to 74 56.6 (60) 21.5 (81) 23.8 (483) 46.5 (2060)
75 and older 30.2132) 66.6 (231)  72.1 (1466) 26.9(1191)
Marital Status ~
never married 2.2 () 8.2 (31) 10.3 (182) 5.8 (236)
married 56.5(52) 28.2(106) 27.2 (480) 63.0 (2788)
widowed 39.1(36) 56.4(212)  60.9 (1074) 31.2(1382)
separated L1 (1) 1.9 (D) 0.6 (10) na
divorced .1 (1) 4.5 (17) 0.9 (l16) na
other 0.0 (0) 0.8 (3) 0.1 (1) na
Language ~
English 20 (2) 87.4(327) na 52.9 (2343)
French 0.0 (0) 43 (15) na 13.6 (603)
Chinese 84.9 (84) 0.0 (0) 100.0(2032) na
Cantonese 46.5 (46) 00 (0) na na
Putonghua 38.4 (38) 00 () na na
other 13.1(13) 83 (31) na 20.7 (917)
Education =
no schooling 30.4 (28) I.1 4 na 1.2 (51)
8™ grade or less 30.4 (28) 42.0(157) na 209 (927)
9-11 grades 6.5 (6) 184 (69) na 28.3 (1254)
high school 8.7 (8) 16.0 (60) na 12.7 (564)
technical or trade school 1.1 (1) 43 (16) na 7.5 (331)
some college 7.6 (M 11.2 (42) na 4.3 (189)
bachelor’s degree 10.9 (10) 4.0 (15) na 6.4 (283)
graduate degree 43 4) 29 (11) na 1.8 (79)
Living Arrangement
lived alone 9.8 (9) 58.1(219) 9.5 (171) 28.2 (1247)
lived with spouse only 9.8 (9) 25.5 (96) 11.4 (205) 51.3 (2273)
lived with spouse and other(s) 37.0 (34) 29 (1) 0.8 (14) 7.7 (339)
lived with child (not spouse) 39.1 (36) 109 (41) 10.8 (193) 3.1 (136)
lived with other(s) (not spouse or children) 43 (4) 2.7 (10) 57.1(1024) 1.0 (46)
lived in group setting with non-relative(s) 0.0 (0) 0.0 (0) 9.8 (176) na

*** na - see Note on page 150
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Table 6.32: Percentage (Frequency) Distributions for the Categorical Measures of Culture
(Country of Origin & English Proficiency): the Chinese-Canadian Sample

Variables % (N)
Country of Origin
Hong Kong/ Taiwan 34.0 (36)
China 30.2(32)
other countries 35.8(38)

Written English

fluent 9.4 (10)

know some 26.4 (28)

non-fluent 64.2 (68)
Spoken English

fluent 10.4(11)

know some 28.3 (30)

non-fluent 61.3 (65)

Table 6.33: Univariate Distributions for the Continuous Measures of Culture (Length of Stay,
Nativity, and Health Beliefs Scales): the Chinese-Canadian Sample

Mean (SD) Median First Quartile Third Quartile
Length of Stay (years) 11.6 (10.2) 11 3 17
Nativity 14.5 (5.3) 12 12 14
Health Beliefs 6.7 (1.9) 7 5.5 9

140



Table 6.34: Percentage (Frequency) Distributions for Functional Status Measures: the Chinese
Canadian, the Red-Cross Canadian, and the Chinese-Hong Kong Samples

Chinese-Canadian RC-Canadian Chinese-Hong Kong
% (N) % (N) % (N)

Variables (n=106) (n=377) (n=2032)
Memory

OK 89.6 (95) 71.6 (270) 29.9 (494)

problem 10.4 (11) 28.4 (377) 70.1 (1159)
Cognition

independent 95.3 (101) 84.6 (319) 49.0 (822)

modified independence 1.9 (2) 5.8 (341) 47.0 (789)

moderately impaired 1.9 (2) 4.8 (359) na

severely impaired 09 (I) 4.8(377) 4.1 (68)
Communication

Expressive -

understood by others 99.1 (105) 90.2 (340) 50.9 (870)

usually understood 0.0 (0) 6.4 (364) 26.4 (451)

sometimes understood 0.9 (1) 2.4 (373) na

rarely/never understood 0.0 (0) 1.1 (377) 22.7 (389)
Receptive ™™

understands 95.3 (101) 86.5 (326) 52.6 (907)

usually understands 3.8 (4) 9.5 (362) 32.5(361)

sometimes understands 0.0 (0 3.2(374) na

rarely/never understands 0.9 (1) 0.83377) 14.9 (257)

*** na - see Note on page 150
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(continued...)

Table 6.34: Percentage (Frequency) Distributions for Functional Status Measures: the Chinese-

Canadian, the Red-Cross Canadian, and the Chinese-Hong Kong Samples

Chinese-Canadian RC-Canadian Chinese-Hong Kong

Variables % (N) % (N) % (N)
IADL - difficulty code

Meal Preparation

no difficulty 47.2 (50) 28.4 (103) 6.0 (106)

some difficulty 48.1 (51) 43.8 (262) na

great difficulty 4.7 (5 27.8 (363) 94.0 (1672)
Ordinary House Work ™"

no difficulty 66.0 (70) 5.0 (18) 33.8 (601)

some difficulty 19.8 (21) 43.3 (182) na

great difficulty 14.2 (13) 49.7 (362) 66.2(1177)
Managing Finance =

no difficulty 84.6 (88) 14.6 (160) 21.5 (383)

some difficulty 7.7 (8) 25.1 (250) na

great difficuity 7.7 (8) 30.4 (359) 78.5 (1396)
Managing Medications =

no difficulty 79.0 (83) 67.6 (244) 17.7 (315)

some difficulty 11.4(12) 18.0 (309) na

great difficulty 9.5(10) 14.4 (361) 82.3 (1463)
Phone Use ™™

no difficulty 43.4 (46) 82.5 (298) 41.1 (731)

some difficulty 39.6 (42) 10.2 (339) na

great difficulty 17.0 (18) 7.2 (361) 58.9 (1048)
Shopping ~~"

no difficulty 89.6 (95) 18.3 (66) 3.3 (9%

some difficulty 7.5 (8) 31.1 (178) na

great difficulty 2.8 (3) 50.6 (360) 94.7 (1686)
Transportation ™

no difficulty 60.4 (64) 26.5 (95) 19.8 (351)

some difficulty 18.9 (20) 27.1 (192) na

great difficulty 20.8 (22) 46.4 (358) 80.2 (1426)
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Table 6.34 (continued. ..

~—

Chinese-Canadian

RC-Canadian

Chinese-Hong Kong

Variables % (N) % (N) % (N)
ADL
Mobility in Bed ™
independent 93.1 (104) 93.1 (349) na
supervision 0.9 (105) 1.6 (355) na
limited assistance 0.0 (0) 1.3 (360) na
extensive assistance 0.0 (0) 1.9 (367) na
total dependence 0.9 (106) 1.6 (373) na
Transfer ™
independent 97.2(103) 88.4 (321) na
supervision 0.9 (104) 3.6 (334) na
limited assistance 0.9 (105) 3.9 (348) na
extensive assistance 0.0 (O 2.5(357) na
total dependence 0.9 (106) 1.7 (363) na
Locomotion in Home =™
independent 97.2(103) 89.8 (335) 41.5(738)
supervision 1.9 () 4.0 (15 15.8(282)
limited assistance 0.0 (0) 24 (9) 0.0 (0)
extensive assistance 0.0 O 0.8 (3) 0.0 (O
total dependence 09 (1) 21 (8) 42.7 (760)
Dressing ™
independent 97.2 (103 78.0 (294) 51.0(913)
supervision 1.9 (2) 5.6 (21) 0.0 (0)
limited assistance 0.0 (0) 9.5 (36) 26.7 (478)
extensive assistance 0.0 (0) 3.2 (12) 0.0 (0
total dependence 0.9 (1) 3.7 (14) 22.2 (398)
Eating i
independent 98.1 (104) 95.2(357) 75.5(1353)
supervision 09 (1) 1.6 (6) 0.0 0)
limited assistance 09 (1) .1 4 5.7 (102)
extensive assistance 0.0 (0) 0.5 (@ 0.1 2)
total dependence 0.0 (O) 1.1 (&) 18.6 (333)
Toilet Use "
independent 98.1 (104) 91.0 (343) 33.8 (605)
supervision 09 (1) 2.1 (8) 19.7 (353)
limited assistance 0.0 (O 2.7 (10) 17.4 (311)
extensive assistance 0.0 (0) 1.6 (6) 01 )
total dependence 09 () 2.7 (10) 29.0(519)
Personal Hygiene =
independent 95.3 (101) 84.6 (318) 60.5 (1080)
supervision 28 (3) 5.6 (21) 0.1 1
limited assistance 09 (1) 4.8 (18) 0.0 (0)
extensive assistance 0.0 (O 1.9 (7) 0.1 1)
total dependence 0.9 (1) 3.2 (12) 39.3 (702)

I43



Table 6.35: Percentage (Frequency) Distributions for Client Assessment Protocols (CAPs): the Chinese-
Canadian and the Red-Cross Canadian Samples

Chinese-Canadian RC-Canadian

CAPs % (N) % (IN)
CAPs Related to Functional Performance
ADL/ Rehabilitation Potential *" 0.0 (0) 12.2 (46)
Instrumental Activities of Daily Living ™ 70.8 (75) 90.5 (341)
Health Promotion ™" 31.1(33) 79.6 (300)
Institutional Risk = 7.5 (8) 51.7 (195)
CAPs Related to Sensory Performance
Communication Disorders ™ 26.4(28) 35.5(134)
Visual Function ™" 28.3(30) 41.6 (157)
CAPs Related to Mental Health
Alcohol Abuse and Hazardous Drinking ™ 1.9 (2) 1.1 @
Cognition ™" 11.3(12) 33.2(125)
Behavior ™ 1.9 (2) 2.7 (10)
Depression and Anxiety ~ 3.8 (4 114 (43)
Elder Abuse ™ 0.0 (0) .1 )
Social Function ~ 61.3 (65) 86.7 (327)
CAPs Related to Health Problems/ Syndromes
Cardio-Respiratory ~ 22.6 (24) 63.1 (238)
Dehydration ™ 19.8 (21) 33.7(127)
Falls *™ 31.1(33) 90.7 (342)
Nutrition ~ 123 (13) 22.8 (86)
Oral Health *** 9.4 (10) 33.7.(127)
Pain = 34.0 (36) 68.4 (258)
Pressure Ulcers ™ 2.8 (3) 20.7 (78)
Skin and Foot Condition ~ 14.2 (15) 49.9 (188)
CAPs Related to Service Oversight
Adherence ™ 8.5 (9) 10.1 (38)
Brittle Support System 09 (1) 85 (32)
Medication Management ~ 14.2 (14) 59.4 (224)
Palliative Care ™ 0.0 (0) .1 @)
Preventive Health Measures: Immunization and Screening ™ 87.7 (93) 61.5(232)
Psychotropic Drugs *** 1.9 (2) 25.5 (96)
Reduction of Formal Services ™ 15.1 (16) 17.0 (64)
Environmental Assessment 27.4 (29) 5.3 (20)
CAPs Related to Continence
Bowel Management 13.2(14) 26.3 (99)
Urinary Incontinence and Indwelling Catheter =~ 1.9 (2) 32.4 (122)
Mean (SD) Number of CAPs Triggered ~ 5.6 (3.5) 10.8 (3.5)

*, #% *+% s - see Note on page 150
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Table 6.36: Percentage (Frequency) Distributions for Outcome Measures Variables: the Chinese-
Canadian and the Red-Cross Canadian Samples

Chinese-Canadian RC-Canadian
Variables % (IN) % (N)
ADL Hierarchy =
1. independent 94.3 (100) 69.0 (247)
2 1.9 (2 4.5 (16)
3 0.9 (1) 7.0 (25)
4 0.0 (0) 08 (3)
5. 09 (1) 34 (12)
6. 0.0 (0) 4.5 (16)
7 0.0 (0) i1 (4)
8 0.9 (1) 2.8 (10)
9. 0.0 (@ 3.6 (13)
10. late loss - dependent 09 () 3.4 (12)
IADL - Capacity Measure
0. no difficulty 41.2(40) 4.1 (1D
1. 44.3 (43) 288 (77)
2 6.2 (6) 27.3 (73)
3. 2.1 (2) 41 (an
4. 3.1 (3) 6.4 (17)
5. 0.0 (0) 20.6 (55)
6. great difficulty, 3 areas 3.1 (3) 8.6 (23)
IADL - Involvement Level
0. independent 71.7 (76) 5.1 (19)
1. 75 (8) 19.7 (14)
2 6.6 (7) 21.6 (81)
3 3.8 (4) 14.7 (55)
4. 4.7 (5) 15.2 (57)
S. 0.0 (0) 3.5 (13)
6 0.0 (0) 13.3 (50)
7 1.9 (2) 19 (M
8. 0.9 (1) 0.8 (3)
9. performed by others, 3 areas 2.8 (3) 4.3 (16)
Stamina ~
0. no problem 77.4 (82) 28.3 (101)
I. 15.1 (16) 28.0(100)
2. 5.7 (6) 25.2 (90)
3. 09 (1) 14.0 (50)
4. problem in any 4 areas 0.9 (1) 4.5 (16)

* **s _cee Note on page 150



(continued...)

Table 6.36: Percentage (Frequency) Distributions for Qutcome Measures Variables: the Chinese-
Canadian and the Red-Cross Canadian Samples

Chinese-Canadian RC-Canadian
Variables % () % (N)
Pain Symptoms
0. no pain symptom 82.2(74) 29.0 (85)
1. 11.1(10) 18.4 (54)
2. 5.6 (5) 17.4 (51)
3. 3 pain symptoms 1.1 (1) 35.2(103)
Communication -
0. no problem 95.3 (101) 82.8 (312)
1. 38 (4 9.0 (34)
2. 0.0 (0) 4.5 (17
3. 0.0 (0) 1.9 (7
4, 00 (O 0.8 (3)
s. 0.9 (1) 0.5 (2)
6. severe problem, 2 areas 0.0 (0) 0.5 (2)
Cogauitive Performance Scores
0. intact 88.7 (94) 65.0 (245)
1. 7.5 (8) 21.0 (79)
2 0.9 (1) 3.0 (19)
3. 1.9 (2) 4.0 (15)
4. 0.0 (0) 0.3 (1)
5. 09 (1) 4.0 (15
6. very severe impairment 0.0 (0) 0.8 (3)
Mood Symptoms
0. no problem 86.8 (92) 56.2(204)
I 7.5 (8) 19.6 (71)
2 1.9 (2) 8.8 (32)
3 2.8 (3) 5.2 (19)
4 0.0 (0) 4.4 (16)
S. 09 (1) 25 9
6. 0.0 (0) 1.7 (6)
7 0.0 (0) 0.8 (3)
8 0.0 (@ 0.3 (D)
9. 0.0 (O) 0.0 (0
10. problem 6-7 days, 5 areas 0.0 (0) 0.6 (2)
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Table 6.37: Percentage (Frequency) Distributions for Health Practice Variables: the
Chinese-Canadian and the Red-Cross Canadian Samples

Chinese-Canadian RC-Canadian

Variables ' % (N) % (N)
Drinking Problems
no 98.1 (104) 98.9 (371)
yes 1.9 (2) .1 (4
Number of Days Drinking
0 day 97.2 (103) 82.9(310)
1 to 6 days 0.9 (1) 13.9 (52)
7 days or more 1.9 (2) 3.2 (12)
Number of Drinks
0 drinks 97.2(103) 82.5(307)
1 to 2 drinks 2.8 (3) 159 (59)
3 drinks or more 0.0 (0) 1.6 (6)
Smoking
no 96.2 (102) 85.3 (320)
yes 38 4) 14.7 (55)
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Table 6.38: Percentage (Frequency) Distributions for Health and Psychosocial Conditions:
the Chinese-Canadian and the Red-Cross Canadian Samples

Variables Chinese-Canadian RC-Canadian
% (N) % (N)

Perceived Poor Health =

no 84.0 (89) 65.8 (246)

yes 16.0(17) 34.2 (128)
Flare-Up of Health Conditions *

no 97.2(103) 76.3 (286)

yes 2.8 (3) 23.7 (89)

Physical Health Problems =
no 69.8 (74) 28.4 (107)

yes 30.2(32) 71.6 (270)

Feels Lonely ™

no 63.2(67) 61.3 (230)

yes 36.8 (39) 38.7 (145)
Mental Health Problems ~

no 100.0 (106) 96.6 (364)

yes 0.0 (0) 3.4 (13)
Social Isolation Problems '™

no 49.1 (52) 24.1 (91)

yes 50.9 (54) 75.9 (286)

** *%* ns - see Note on page 150
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611

Table 6.39; Univariate Distributions for Number of Diseases: the Chinese-Canadian and the Red-Cross Canadian Samples

Variables

Mean (SD)

Chinese-Canadian

Median

Quartite Q1

Red-Cross-Canadian

Quartile Q3 | Mean (S8D)  Median Quartile Q1 Quartile Q3
Number of Diseases™ 1.1 (1.3) ! 0 2 5203 5 3 7
HearvCirculation”™ 0.7(1.7) 0 0 l L9 (1.9) 2 0 3
Ncum!ogicalm 0.0¢0.1) 0 0 0 0.2 (0.6) 0 0 4
Musculo-Skeletal”™ 0.4 (0.6) 0 0 | 1.30..2) | | 5
Senses 0.1(0.2) 0 0 0 04 (0.7) 0 0 !
Infections” 0.0¢0.1) 0 0 0 0.2(0.5) 0 0 0
Other Discases 0.2 (0.6) 0 0 0 FO(1.3) 0 0 2

see Note on page 150



Table 6.40: Percentage (Frequency) Distributions for Service Utilization Measures: the

Chinese-Canadian and the Red-Cross Canadian Samples

Chinese-Canadian RC-Canadian
Variables % (N) % (N)
Formal Services Used =
no 92.5 (98) 03 (1)
yes 7.5 (8 99.7 (376)
Hospitalized "
no 94.3 (100) 76.7 (289)
yes 5.5 (6) 23.3 (88)
Emergency Room Visited
no 100.0 (106) 84.1 (317)
yes 0.0 (0) 15.9 (60)
Medication Reviewed ™
no 8.5 (9) 8.4 (30)
91.5 (97) 91.6 (326)

yes

Note: For Tables 6.31 to 6.40

* P < 0.05 comparing among samples
** P <0.01 comparing among samples
*** P <0.0001 comparing among samples
ns no statistical significance at P < 0.05

na no data available



Table 6.41: Percentage (Frequency) Distributions and Means (SE) for Medication Use: the Chinese-Canadian and the Red-

Cross Canadian Samples

RC-Canadian

Chinese-Canadian

Any Med ™M Comb, Med  West, Med Polypharmacy West. Med  Polypharmacy
Varables w. TOUM w.0 TCM
Total Sample
chccnwgc 679 283 217 013 3.7 9.2 Ys5.3 R1R
frequency 72 30 Ry i 40 3 RIZY 3o
= Total Sample
mean 23 0.3 | N SN
standard error 0.2 0.1 0.2 0.\

- not applicable



Table 6.42: Percentage (Frequency) Distributions for TCM Use in the Chinese-Canadian Sample

Variables % (N)
Use of TCM for Medicinal Reasons
no 71.7 (76)
yes 28.3 (30)
Use of TCM for Other Reasons
no 55.8 (58)
yes 44.2 (46)
Any TCM Use
no 45.3 (48)
yes 54.7 (58)




Table 6.43:

Canadian Samples

Percentage (Frequency) Distributions for Medication Use by Sociodemographic Variables: the Chinese-Canadian and the Red-Cross

Chinese-Canadian

RC-Canadian

Any Med TCM Comb. Med West. Med Polypharmacy West, Med  Polypharmacy

Variables "uiN) Yo Ny TNy "o {N) "u{N) "0 (N) nu‘.N) .
w. TUM wo TCM

Gender
men OT3) 230 m IR0 Ty 50.4(22) BIAN 256000 (916 ey T (od)
women 02T 299020 2396 64 2 (43) 03427 31320 | 965(270) 8366245
f\g(‘
less than 63 A 37 (5 Al IR S 371 (¥ Ao ¢h 214 Ys.6 (43) 86.7 (39)
pato 74 biicigy LI 6 Tm 36.7(34) 0T 20T(06) | 950 T 889 (72)
75 and older 73002 A 3 3m 719(23) AN STS ) [ 9560240 81.7(205)
Marital Status
marricd 033070 19 A6135) 30,5523 270017 [ 943(100) 840 (8
not marricd 4432 20y 256010 70.0 (30) WU 326 959 (2060) K38 (227)
Education
grade 8 or less 65039 23T 2331 60.0 (36) IR/ WIAD 912 62y 194 (54
high school/ some post-sec  72.2(13) 333 (& 2.2 610N M0 (9 3R89 (7 95.7(157) K29 (136)
college and above 720 250 179 G 64.3 (1K) W6 (N 230 (D {97204 869 (120)
Lived Alone
no 077(63) A7) 208 20) 004 (58) 3154300 2427 {949(150) 861 (136)
yes 700 (T 0.0y 30.0 () 70 (T 40.0 (B 400 (4 959 (21 822 (18O
Lived with Child
no BHOQ2)T 320 (%) 320 (¥) 84021y AROUD 40000)  [960312) 834271
yes 63.0(51) 27.2(22) 18.3¢15) S4.3 (44) 346 (28) 25.9(21) 923 (48) 865 (45)

* P <).05 comparing within variable



‘Table 6.44: Percentage (Frequency) Distributions for Medication Use by the Categorical Measures of Culture: the Chinese-Canadian Sample

Any Med TCM Combined Med Western Med Polypharmacy
Vanables "0 (N) Yo (N) Ya(N) "o {N) L (N)
w. TCM wo TCM
Country of Origin
Hong Kong Taiwan 61.1(22) 278 (10 22.248) 33,620 0.06(11) 5.0 (9)
China 9419 315012 230 S0.0¢16) M K1 (9)
Other XI()(”) 21 (X) IS.N((H 7()3(2()} 47_‘(”{) 142““
Written English
fluent 60.0 (6) 200 () 0.0 (1) SO (3) 20,0 {2) 200 ()
know some S0.0¢14) 214 (6) 179 (5§ 1041} WMo (8) 24 (6)
non-fluent 74.5(52) 2420 23017 o0, (47) 141 (30, 338 (03
Spoken English
fluent 63.6 (7) 18.2 (2) 9.l sde o(6) 18.2 (2) 182 ()
know somu 460.7 (14 233 16,7 (5) H00(12) 26.7 (8) 200 (6
non-{lucnt TS5 2320 26.2(17) 72347 6.2 {3 SRR NRR}
* P < 0.05 comparing within variable
* %

P < 0.01 comparing within variable



Table 6.45: Univariate Distributions for Medication Use by the Continuous Measures of
Culture: the Chinese-Canadian Sample

Length of Stay (vears) Nativity Health Beliefs
Variables Mean (SE) Mean (SE) Mean (SE)
Any Med
no 11.1 (2.0) 14.6 (0.9) 6.8 (0.3)
yes 11.8 (1.1) 14.2 (0.6) 6.7(0.2)
TCM
no 12.4(1.2) 14.9 (0.7)” 6.6 (0.2)
yes 9.7 (1.3) 12.9(0.3) 7.0 (0.4)
Western Med
no 10.2 (1.7) 14.3 (0.7) 6.8 (0.3)
yes 12.4 (1.2) 14.3 (0.7) 6.6 (0.2)
Combined Med
no 11.8(1.2) 14.7 (0.6)" 6.6 (0.2)
yes 10.7 (1.9) 12.8 (0.3) 7.1 (0.4)
Polypharmacy w. TCM
no
yes 11.3(1.3) 14.5 (0.6) 6.7 (0.2)
12.1 (1.4) 13.9 (0.8) 6.7 (0.3)
Polypharmacy w/o TCM
no
yes 11.2(1.2) 14.3 (0.5) 6.7 (0.2)
12.5(1.7) 14.3 (L.1) 6.6 (0.4)

** P <0.0]1 comparing within variable
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Table 6.46: Univariate Distributions for Qutcame Measures by Medication Use: the Chinese-Canadian and the Red-Cross Canadian Samples

ADL IADL-CM  IADL-IL Stamina Communi- Cognitive Mood Pain #

’ Hacrar&zh} ‘ . cation Performance Symptoms Symptoms  Diseases
Varbles Mean (SE) - Mean(SEy  Mean (SE) Mean(SEy  Mean(SE) - Mean (SE) Mecan (SE) Mean (8E)  Mean (Sh)
Chinese-Canadian
Western Med

no Lo 07w (L5 ¢0.2y O 0h” 0020004 000 0.02¢0.02)" o1 woh” 03w n’”

yes 14(0.2) )2 1.340.3) 030 01N 0300 0401 04 n 1.6 (0.2)
Polypharmacy {w. TCM)

no L0 0801 R (0.2) 02007 003002y 0.1(0.1) 0.1 004 011y 05’

yes 1.3(0.3) 26(0.3) 14 (0.4) 0.6 (0.2) 0.2¢0.0 RNTINE] 0.5(0.2) 041y 210
Polypharmacy (w/o TCM)

no 1002 0.7(0.0) 0.8 (0.2) 0.2 0.1y 0.03 (002} D2(0.1) 0.2¢0.1) 0.2 1 o

yes 1.7(0.4) 4 0.5 1304 0.7(0.2) 0.2 0.3 (1.2 0.5¢0.2) 0401 ARETIR)]
Red-Cross Canadian
Western Med

no 1.8 (0.5) 3300 440060 09002 0.6.(0.2) 1404 LO(0.5) 2004 2lwdT

yes 2501 2.7(0.1) Loh 1401 0.3(0.05) 0.7 LoD 1.6¢0.1) 530
Polypharmacy

no 2310.4 3.000.3) 380.3) 1.3(0.2) 0.5(0.2) L2y 1.2{0.3) 1440.2) RERTUR T

yes 2401 270 L P4 03004 06401 1.0 (0.1) Lo 1) 5.0(0.2)
* P < 0.05 comparing within variable

. P < 0.01 comparing within variable
i P < 0.0001 comparing within varniable
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{continucd. ..}

Table 6.46: Univariate Distributions for Outcome Measures by Medication Use: the Chinese-Canadian and the Red-Cross Canadian Samples

ADL IADL-CM  IADL-IL Stamina Communi- Cognitive Mood Pain #
Hierarchy cation Performance  Symptoms  Symptoms Discases
Vartables Muean (SE NMean (SEy - Mean (8t Moean (81) Mean (510 Muean (819 Mean (SEY  Mean (SE) Mean (81)
Chinese-Canadian
Any Med
no 1.0 (0.t 0.7 (0.1 0.6 (.3 0.1 (ﬂ(ﬁ)” 03000 niwh .03 (U()}f .03 (“.“3," 0.2 (('.‘)'"
yes 130T 1O (02) 1.2¢0.3) 041y 0.1 (. 0.2 0.3¢0.1) a4 130y
<M
no 1.2¢0.h 1002y 1200 0.4¢0 1) 0.4 (0.0 0.2 0.2 (.1 o) 09wy
yes 12400y 09¢0.2)  05(0.2) 0.3(0.1) 003003 04 (0.1 0.6(0.2) 1.3 t1.3)
Combined Med
no L2100 09(0.0) 11{0.2) 0.3 0.1 0.2¢0 1y 0.2¢0.1) 0.0 005" v9wmn”
yes 1.3(0.3) 0.9(0.2) 0.7(0.3) 4.3¢0.1) O (0.0 0.2 h 0.5 0.2y 0.8 0.2y 1.9 (0.3

* P < 0.05 comparing within variable
e P <0.01 comparing withmn variable
Ak

P < 0.0001 comparing within variable
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Table 6.47: Percentage (Frequency) Distributions for Medication Use by Health Practice Variables: the Chinese-Canadian and the Red-Cross

Canadian Samples

Chinese-Canadian

RC-Canadian

Any Med  TCM

Comb. Med  West. Med Polypharmacy West. Med  Polypharmacy
Variables " (N} " (N) "o INY e iN) "wiIN) %4 (N) "n(:{\“ -
w. TUM woTCM

Drinking Problems

no 673470y S0 (D 20242 6l b (Hl)y RE ST 208 (31) 95.7 (355) RIK (I
ves 0o 12y 27.912% 500 h oo () 00 (0 0.0 () 000 (9 1000 (4
Number of Days Drinking

O day 68.0 (70 IR2 (2% 21420 01.2¢03) 1793 g 95.2 (2935 R3.2 (258

1 to 0 days 1600 (1Y) 100.0 (1) o040 (h 10040 (1 1000 (1) 0.0 () YE.L (3 4.6 (49
7 days or more 500 (D 0.0 00 (i N0 h 04 () 0.0 (M 0.0 (1) 1o (1)
Number of Drinks

0 drinks 68.0 (70} 28.2(29) 21.4(22) 61.2(63) 37939y RV RS 954 (293)  8¥7(237)

I to 2 drinks 66.7 (2) 3 (h 33 h 66.7 () 3.3 (hy 0.0 1y 96.6 (37) 848 (50

3 drinks or more 0.0 W 0.0 0.0 () 0.0 00 () 0 () 00 (6 833 (&
Smoking

no 67.7 (69) 28.4(29) 21.6(22) L8 (62) 192 (40 30400 95.9 (307) 84427

yes 150 (B 250 (H 250 (b 73.0 () 0.0 () 0.0 () 94.6 (52) R (43)




N

Cross Canadian Samples

Table 6.48: Percentage (Frequency) Distributions for Medication Use by Health and Psychosocial Conditions: the Chinese-Canadian and the Red-

Chinese-Canadian

RC-Canadian

Variables ;\n_v Med TCM Comb. Med  West, Med Polypharmacy West. Med  Polypharmucy
nN) ‘o (N "o (N) u(N) "0 (N) “u(N) "0 (N)
w. TCM wo TCM
Perceived Poor Health
no 629 (30) 23RN0 806y S5.064007 BR8240 [ es 3 8L7 Q00
yes VERRENY A2 (7 AL (T 941 (1) 0.6 (12) 70.60 (12) V6.9 (124) HURNSRE]
Flare-up of Health Conditions
no 68.0 (70) W) 242 61.2(03) 379 (3 290 (3 9% 5 (271 8113y
yes 067 () 33 (b 33 6067 (2) 33y () 133 (y V6.6 (86) 944 (R
Physical Heatth Problems
o 608 (45) A1) RY () SEARYTT 2070207 W | 925 735 (8
yus R4.4(27) WA 2B 844 (27) S03 (1Y) 33117y 96.7 (261) NS0 (232)
Feels Lonely
no 67.2(45) 407 led(ll) SK.2(39) 2812 N4 (1Y) 935215 RO (I8R5
yes 69.2(27) P3N 3E 2 606.7 (20) 40.2 (18} I8 (12) 8.6 (143) 897 (130}
Mental Health Problems
no 079¢72) 28.3(30) 20723y 61.3(63) 37.7 (40) 29330 EAKIIREY 841 (306
yes 0.0 () 0.0 () 0.0 (W 00 () 0.0 (1) 00 () 1923 (12) 769 (1)
Social Isolation Problems
no 034 (34 231 (1) 135 () 3382 N9 (1) 2691 945 (RO) 835 (709
yes 70.4 (38) B3I 29.6(16) 06.7 (30) 46.3(23) 3ILS(LT) 938 (27 83.9 (240)
* P < 0.05 comparing within vartable
e P < 0.01 comparing within variable

i P < 0.0001 comparing within variable
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Fable 6.49: Percentage (Frequency) Distributions for Medication Use by Service Utilization Measures: the Chinese-Canadian and the Red-Cross
Canadian Samples

Chinese-Canadian RC-Canadian

Any Med  TCM Comb. Med  West, Med Poly pharmacy Western Med  Polypharmacy

Vanables “w(N) "0 {N) *w(N) “atN) *w{N) " (N) " (N)
w UM waoTCM

Formal Services Used
no 66,3 (6 0.6 (30) 2352y Y 2 (3N) 36.7 (36) 276027 100.0 (1) 100.0 (1)
yes 875 47 .0 () 0.0 873 () 300 (N 50.0 (4) 93.5(339) 816N
Hospitatized
no GO0 (60)  20.0(26) 1.0 S9 0 (39) 330038 27007 | w527y K3.0(240)
yos LG (0) 667 () 66T () 1000 (6) K33 (5) 0607 (4 | 989 (87 8.4 (76)
Emergency Care
no 679(72) 283 (30) 20.7¢2% Y IRETIN) 377 4y AURERIN 95.3 (302 83.0(203)
yes 0.0 () 0.0 () 0.0 () 00 0.0 () 0.0 () 96.7 (5K) 85.00 (31)
Medication Reviewed
no 778 () 222 () JUR LA 778 (1 VY AU YRT V0.0 (27 633 (T
yes 67.0 (65) 289 (2R) 217020 SYUN(58) N (I 222 (Y 96.0 (313) 87,1 (284
L)

P < 0.05 comparing within variable
P < 0.01 comparing within varible
P < 0.0001 comparing within variable

.

LER ]



Table 6.50: Univariate Distributions for Number of Medication Used by

Sociodemographic Variables: the Chinese-Canadian and the Red-Cross
Canadian Samples

Chinese-Canadian RC-Canadian
Any Med TCM Western Med Western Med

Variables Mean (SE) Mean (SE) Mean (SE) Mean (SE)
Gender

men 1.9 (0.3) 0.3(0.1) 1.6 (0.3) 50037

women 2.4(0.3) 0.6 (0.2) 1.9 (0.2) 6.0 (0.2)
Age

less than 65 2.0(0.6) 0.5(0.2) 1.5 (0.5) 6.2 (0.4)

65to 74 2.1(0.3) 0.4(0.1) 1.7 (0.2) 6.3 (0.3)

75 and older 2.8(0.3) 0.7 (0.3) 2.1(0.4) 3.5(0.2)
Marital Status

married 2.1(0.3) 0.4(0.1) 1.7 (0.3) 5.8(0.3)

not married 2.5(0.4) 0.7 (0.2) 1.8 (0.3) 5.8(0.2)
Education

elementary or less 2.4(0.3) 0.6 (0.2) 1.7(0.3) 5.7(0.2)

high school & some post-sec 2.4 (0.5) 0.4 (0.2) 2.0(0.5) 6.2 (0.2)

college & university 2.0(0.4) 0.3(0.1) 1.7 (0.3) 5.1(0.4)
Lived Alone

no 2.2(0.2) 0.5 (0.1) 1.8 (0.2) 5.9(0.2)

yes 2.8(1.0) 1.0 (0.6) 1.8 (0.5) 5.6 (0.2)
Lived with Child .

no 3.1(0.5) 0.6 (0.3) 2.5(0.4) 5.8(0.2)

yes 2.0(0.2) 0.5(0.1) 1.6 (0.2) 5.8(0.4)

* P <0.05 comparing within variable
** P <(0.01 comparing within variable
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Table 6.51: Univariate Distributions for Number of Medication Used by the Categorical
Measures of Culture: the Chinese-Canadian Sample

Any Med TCM Western Med

Variables Mean (SE) Mean (SE) Mean (SE)
Country of Origin

Hong Kong/ Taiwan 2.0 (0.4) 0.4(0.1) 1.6 (0.3)

China 2.2(0.5) 0.7 (0.2) 1.6 (0.4)

other countries 2.6(0.3) 0.5(0.2) 2.1(0.3)
Written English

fluent 1.6 (0.6) 0.2(0.1) 1.5(0.6)

know some 1.6 (0.4) 0.5(0.2) 1.1(0.3)

non-fluent 2.6(0.3) 0.6 (0.1) 2.1(0.2)
Spoken English

fluent 1.5 (0.5) 0.2(0.1) 1.5(0.5)

know some 1.5(0.4) 0.5(0.2) 1.0 (0.3)

non-fluent 2.8 (0.3) 0.6 (0.1) 2.2(0.3)

162
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Table 6.52: Pearson’s Correlation Coefficient for Number of Medication Used by the Continuous Measures of Culture: the
Chinese-Canadian Sample

Vanables Any Med TCM Western Med
Length of Stay (ycar) 0.046 -0.100 (.092
Nativity -1.075 -0.143 -0.012
Health Beliefs -0.062 0,027 -0.015
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Table 6.53: Pearson’s Correlation Coefficient for Number of Medication Used by Qutcome Measures and Number of Diseases:
the Chinese-Canadian and the Red-Cross Canadian Samples

Chinese-Canadian Red-Cross Canadian
Variables Any Med TCM Western Med Western Med
ADL Hierarchy 0.146 -0.038 0.199° -0.080
IADL - Capacity Measure 0.152 -0.006 0. 188 -0.034
IADL - Involvement Level 0.157 -0.062 0.216° -0.126°
Stamina 0.299" -0.038 0.389°" -0.023
Pain Symptoms 0.382"" 0.350"" 0.300" 0.138°
Communication 0.106 0.023 0.115 -0.082
Cognitive Performance Scores  0.084 0.016 0.077 01317
Mood Symptoms 0259 0.131 02457 0.087
Total Number of Diseases 0.682°" 0.293 " 0.656 " 05157
*

P <0.05 comparing within variable
P <0.01 comparing within variable
P <0.0001 comparing within variable

Ak

* &k



Table 6.54: Univariate Distributions for Number of Medication Used by Health Practice
Variables: the Chinese-Canadian and the Red-Cross Canadian Samples

Chinese-Canadian RC-Canadian
Any Med TCM Western Med Western Med
Variables Mean (SE) Mean (SE) Mean (SE) Mean (SE)
Drinking Problems
no 2.3(0.2) 0.5 (0.1) 1.8 (0.2) 5.8(0.1)
yes 1.5 (0.5) 0.5 (0.5) 1.5(0.5) 6.0 (1.1)
Number of Days Drinking
0 day 2.3(0.2) 0.5(0.1) 1.8 (0.2) 5.8(0.2)
7 days or more 0.5 (0.5) 0.0 (0) 0.5(0.3) 6.3 (0.6)
Number of Drinks
0 drinks 2.3(0.2) 0.3 (0.1) 1.8 (0.2) 35.7(0.2)
! to 2 drinks 1.3 (0.9) 0.3 (0.3) 1.0 (0.6) 5.8(0.3)
3 drinks or more 0.0 (0.0) 0.0 (0.0) 0.0 (0.0) 6.0 (1.1)
Smoking
no 2.3(0.2) 0.5 (0.1) 1.8 (0.2) 5.8 (0.2)
yes 1.0 (0.4) 0.3 (0.3) 1.0 (0.4) 5.7(0.4)

(-) no variance as there was only one respondent in this category
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Table 6.55: Univariate Distributions for Number of Medication Used by Health and Psychosocial
Conditions: the Chinese-Canadian and the Red-Cross Canadian Samples

Chinese-Canadian RC-Canadian
Any Med TCM Western Med | Western Med

Variables Mean (SE) Mean (SE) Mean (SE) Mean (SE)
Perceived Poor Health - .

no 1.8 (0.2) 0.4 (0.1) 1.3(0.2)" 5.4(0.2)"

yes 4.8 (0.6) 0.8 (0.4) 4.0 (0.5) 6.6 (0.2)
Flare-up of Health Conditions

no 2.3(0.2) 0.5(0.1) 1.8(0.2) 5.4(0.2)7

yes 2.7(1.8) € " n3) 2.3(1L9) 7.0(0.3)
Physical Health Problems .

no 1.7¢(0.2)™  0.5(0.1) 1.2 (0.2)™ 4.9(0.3)

yes 3.6 (0.5) 0.5(0.2) 3.0(0.4) 6.1 (0.2)
Feels Lonely

no 2.1(0.3) 0.4 (0.1) 1.7 (0.2) 54027

yes 2.6 (0.4) 0.7 (0.2) 1.8 (0.3) 6.3 (0.2)
Mental Heaith Problems

no 2.3(0.2) 0.5(0.1) 1.8 (0.2) 5.8 (0.1)

yes 0.0(-) 0.0 (~) 0.0 (-) 5.4 (0.8)
Social Isolation Problems

no 1.9 (0.3) 0.3(0.1) 1.7 (0.3) 5.8 (0.3)

yes 2.6(0.3) 0.8(0.2) 1.9 (0.2) 5.8(0.2)

()  no variance as there was no respondent in this category
* P <0.05 comparing within variable

** P <0.01 comparing within variable

*** P <0.0001 comparing within variable
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Table 6.56: Univariate Distributions for Number of Medication Used by Service
Utilization Variables: the Chinese-Canadian and the Red-Cross Canadian

Samples
Chinese-Canadian RC-
Canadian
Any Med TCM Western Med Any Med
Variables Mean (SE) Mean (SE) Mean (SE) Mean (SE)
Formal Services Used
no 2.2(0.2) 0.5 (0.0 1.7 (0.2) 7.0 (-)
ves 3.1(0.8) 0.0 (0) 3.1(0.8) 5.7(0.1)
Hospitalized
no 2.1(0.2) 0.5.0.1) 1.7 (0.2) 5.6 (0.2)
ves 4.5(1.0) 1.0 (0.4) 3.5(0.8) 6.2 (0.3)
Emergency Room Visited
no 2.3(0.2) 0.5 (0.1) 1.7 (0.2) 5.7(0.2)
ves 0.0 (-) 0.0 (-) 0.0 (-) 5.9(0.4)
Medication Reviewed
no 1.8 (0.4) 0.2 (0.1) 1.6 (0.4) 45(0.1)"
ves 2.3(0.2) 0.5 (0.1) 1.8 (0.2) 5.8(0.1)

(-) no variance

* P < 0.05 comparing within variable
** P <0.01 comparing within variable
*** P <0.0001 comparing within variable
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Table 6.57: Multiple Logistic Regression for Use of Any Medicine in the Chinese-
Canadian Sample

Parameter Standard Qdds

Independent Variables Estimates  Error Ratio 95% C.L
Country of Origin

Hong Kong/Taiwan 0.00 1.00

China 0.35 0.71 1.42 0.35,5.75

other countries 2.16 0.82 8.71 1.76, 43.18
Lived with Child

no 0.00 1.00

yes -1.53 0.82 0.22 0.04, 1.08
Number of Diseases 2.84 0.69 17.09 4.38, 66.64
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Table 6.58: Multiple Logistic Regression for Use of Traditional Chinese Medicine in the
Chinese-Canadian Sample

Parameter  Standard Odds

Independent Variables Estimates  Error Ratio 95% C.L
Health Beliefs -3.00 1.09
Health Beliefs Squared 0.25 0.09 see Figure 7.1
Pain Symptoms

no 0.00 1.00

yes 1.76 0.50 5.82 2.20, 15.41
Hospitalized

no 0.00 1.00

yes 2.71 1.32 15.10 1.13,202.58
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Table 6.59: Multiple Logistic Regression for Combined Medicine Use in the Chinese-
Canadian Sample

Parameter  Standard Odds

Independent Variables Estimates  Error Ratio 95% C.L
Lived with Child
no 0.00 1.00
yes -1.87 0.77 0.15 0.03, 0.70
1.49 0.48 4.45 1.73, 11.4]

Pain Symptoms

Social Isolation Problems

no 0.00 1.00

yes 1.83 0.81 6.25 1.28, 30.62
Hospitalized

no 0.00 1.00

yes 2.75 1.30 15.71 1.23,200.25
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Table 6.60: Multiple Logistic Regression for Use of Western Medicine in the Chinese-
Canadian Sample

Parameter Standard Odds

Independent Variables Estimates Error Ratio 95% C.L
Lived with Child

no 0.00 1.00

yes -1.94 0.82 0.14 0.03,0.71
Physical Health Problems

no 0.00 1.00

yes 244 0.86 11.46 2.11,62.31

Number of Diseases 2.71 0.63 15.07 4.41,51.52
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Table 6.61: Multiple Logistic Regression for Use of Western Medicine in the Red-Crass
Canadian Sample

Parameter  Standard Odds
Independent Variables Estimates Error Ratio 95% C.I.

Cognitive Performance Score -0.36 0.18 0.70 0.49,0.99

Number of Diseases 0.81 0.20 2.26 1.52.3.37




Table 6.62: Multiple Logistic Regression for Polypharmacy (including TCM) in the
Chinese-Canadian Sample

Parameter  Standard Odds
Independent Variables Estimates Error Ratio 95% C.L

Social Isolation Problems

no 0.00 1.00
yes 1.35 0.57 3.85 1.25,11.85
Number of Diseases 1.50 0.31 4.49 2.47.8.19

Table 6.63: Multiple Logistic Regression for Polypharmacy (excluding TCM) in the
Chinese-Canadian Sample

Parameter  Standard Odds
Independent Variables Estimates Error Ratio 95% C.IL

Number of Diseases 1.33 0.27 3.78 2.20, 6.48




Table 6.64: Multiple Logistic Regression for Polypharmacy in the Red-Cross Canadian

Sample
Parameter  Standard Odds

Independent Variables Estimates  Error Ratio 95% C.L
Feels Lonely

no 0.00 1.00

yes 1.26 0.42 3.51 1.54, 8.02
Number of Diseases 0.50 209 1.64 1.36, 1.98
Medication Reviewed

yes 0.00 1.00

no -1.47 0.49 0.23 0.09, 0.60
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Table 6.65: Multiple Linear Regression for Number of Any Medication Used in the
Chinese-Canadian Sample

Parameter Standard Error p-Value

Independent Variables Estimates
Pain Symptoms 1.08 0.29 0.0003
Number of Diseases 0.94 0.14 0.0001
Perceived Poor Health

no 0.00 0.00 0.0000

yes 1.85 0.57 0.0019
Pain Symptoms x -1.81 0.70 0.0115
Perceived Poor Health see  Figure 7.2
R-Square F-Value degrees of freedom Prob>F
0.61 31.44 4 0.0001




Table 6.66: Multiple Linear Regression for Number of Traditional Chinese Medication
Used in the Chinese-Canadian Sample

Parameter Standard Error p-Value

Independent Variables Estimates
Formal Service Used

no 0.00

yes -0.91 0.35 0.01
Pain Symptoms 0.33 0.17 0.05
Social Isolation Problems -0.05 0.25 0.85
Total Number of Diseases 0.05 0.10 0.59
Social Isolation Problems x 0.44 0.14 0.003
Number of Diseases see Figure 7.3
R-Square F-Value degrees of freedom Prob>F
0.32 8.88 5 0.0001
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Table 6.67: Multiple Linear Regression for Number of Western Medication Used in the

Chinese-Canadian Sample

Independent Variables Parameter Standard Error p-Value
Estimates

Perceived Poor Health

no 0.00

yes 0.99 0.45 0.03
Physical Health Problem 0.84 0.33 0.01
Number of Diseases 0.75 0.12 0.0001
R-Square F-Value degrees of freedom Prob>F
0.56 41.84 3 0.0001
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Table 6.68: Multiple Linear Regression for Number of Western Medication Used in the
Red-Cross Canadian Sample

Independent Variables Parameter Standard Error p-Value
Estimates

Cognitive Performance Score -0.28 0.10 0.007
Number of Diseases 0.42 0.04 0.0001
Perceived Poor Health 0.79 0.27 0.003
Medication Reviewed

yes 0.00

no -0.96 0.45 0.03
R-Square F-Value degrees of freedom Prob>F
0.30 36.37 4 0.0001
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6L1

Variables in the Multiple Logistic Regression Model

Table 6.69: Summary of Main Effects of Selected Socio-demographic, Cultural, Health, Psychosocial and Service Utilization

Chinese-Canadian

Red-Cross Canadian

Variables Any Med  TOM Comb. Med  Western Med Polypharmacy

w. TCM  wio TCM

Western Med Polypharmacy

I. Country of origin +

2. Lived with Child - -
3. Health Belicfs +

4. Pain Symptoms + +
5. Physical Health Problem +
y. Number of Discases + +
. Feels Lonely

. Cognitive Performance Scale

). Social Isolation Problem +

10. Medication Reviewed

11. Hospitalized + +

-~ o

L X

Note: The + and - signs indicate the presence and direction of a significant main effect.
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Table 6.70: Summary of Main and Interactive Effects of Sclected Socio-demographic, Cultural, Health, Psychosocial and
Service Utilization Variables in the Multiple Linear Regression Model

Chinese-Canadian Red-Cross Canadian
Variables Any Med TCM Western Med Western Med
1. Perceived Poor Health e(3) + A
2. Physical Health Problem +
3. Pain Symptoms o(l) +
4. Number of Discases + o {0) + +
5. Cognitive Performance Scale .
6. Social Isolation Problem o (4)
7. Formal Service Used -
8. Medication Reviewed +

Note: The + and - signs indicate the presence and direction of a signilicant main eltect, and the bullet signs indicate the presence of a
significant interaction effect, with the variable whose row number corresponds to the number in the brackets.
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Odds Ratio

Figure 6.1: Adjusted Odds Ratio for TCM Use by Health Beliefs, the Chinese-Canadian Sample (Q1-Q4)
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Predicted Number of Any Medicine Use

Figure 6.2: Predicted Number of Any Medication Used (TCM or Western Medicines) by the
Interaction Effect of Pain and Perceived Health, the Chinese-Canadian Sample
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Predicted Number of TCM

Figure 6.3: Predicted Number of Traditional Chinese Medication Used by the Interaction Effects
of Social Isolation Problems and Number of Diseases, Chinese-Canadian Sample
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6.5 Discussion

6.5.1 Health Variations by Culture

Based on the resulits of the sociodemographic distributions. the Chinese-Canadian
sample was younger than the Red-Cross Canadian and the Chinese-Hong Kong samples.
but was similar in age as the general Canadians. On the other hand. the Chinese-Canadians
generally had less formal schooling was than the Red Cross and the general Canadians. For
example. 61% of them had less than grade 8 education compared with 43% of the Red-
Cross Canadian and 22.1%q of the NPHS samples. There was. however. a similar
percentage who had technical school or higher education among Chinese-Canadians
(23.9%4). Red Cross Canadians (23.2%), and general Canadians (20.0%). This bimodal
distribution tor education level in the Chinese-Canadians retlects their immigration
patterns. with tour different groups of people: those who came as construction workers on
the Canadian Pacific Railway: retugees trom Southeast Asian countries, Mainland China
and Vietnam: those who came recently to join their children who are technical workers and
professionals: and those who chose to retire in Canada (Employment and Immigration
Canada. 1985: Lat & Yue. 1990). These Chinese immigrants vary greatly in their financial
status. health, and education level. More Chinese-Canadians were married than the other
two samples. Again reflecting their immigration reasons, most Chinese-Canadians lived
with their children (76.1%). as compared to only 13.8% of the Red Cross Canadians.
[1.6% of the Chinese-Hong Kong sample. and 10.8% of the general Canadians. This
finding is similar to that of Lubben and Becerra’s (1987). and they explained that the need

to live with children may be culturally, econornically and health based. I[n this study. the

184



living with child arrangement is probably a tunction mainly of immigration and social needs
than health needs. as the Chinese-Canadian elderly were in general vounger and healthier
than the other two samples. There is an interdependent relationship as most elderly
Chinese need thetr children for help in instrumental daily activities. and in turn they provide
help in child care. Although living with children enables easy informal care provision, it is
important to consider the health and social consequences of factors such as reduced
autonomy tn the elderly and burden on their children. While the Chinese-Canadian elderly
may gain access to informal resources. they may also give up the ability to make decisions
with complete independence.

[n comparison. the Chinese-Canadians were healthier than the Red-Cross Canadians
and the Chinese-Hong Kong as measured by functional status (Table 6.34). This is
somewhat expected considering that a general sample of Chinese-Canadians is compared
with the two groups already receiving needed formal services. [n addition. immigrants are
often healthier as a result of selective immigration where by those in good health are more
likely to emigrate and join their families (Kitano. Lubben. Berkanovic, Chi. Chen and Zhu,
1994). It should be noted that since the Chinese-Canadian sample is a near census of the
Kitchener’'Waterloo arca. the difterences in health should not be a result ot response or
selection bias in the sampling procedure. Indeed. all Chinese receiving health services
appear to have been included (from physician and Home Care caseloads). These health
differences probably reflect real differences in health rather than methodological artifacts.
Different explanation than selective immigration is that non-healthy individuals might have

moved away to larger cities with more cultural/language sensitive care (children of a large



proportion of the Chinese-Canadians who moved away prior to sampling stated il health
was the reason for leaving).

Although both belong to the receiving-formal-services group. the Red-Cross
Canadians and the Chinese-Hong Kong demonstrated significant differences in health
status. As exemplified in areas of ADL and [ADL abilities. the Chinese-Hong Kong
experienced a great deal more functional problems (see Table 6.34). Chi (1995) and Ho
and Woo (1994 ) also provided evidence in support of this finding. When the health care
system in Hong Kong 1s considered. 1t is not surpnsing that this disadvantage in health is
evident in the Chinese-Hong Kong. For example. there are very few geriatric outpatient
services in Hong Kong. Elderly patents in Hong Kong often only see general
practitioners. who rarely make reterrals to the limited geriatric services available. There s
also a serious shortage in geriatricians in Hong Kong. with less than 100 geriatricians to
serve over 500.000 clderly persons. As a result of a severe shortage of community-based
services. many elderly individuals receive no continuing community care after being
discharged from hospitals. [n addition. the education status of the Chinese-Hong Kong is
relatively low. and their health practices are relatively poor (Chi and Lee. 1991).

Further comparisons in CAPs triggered. outcome measures. health practice
behaviors. health and psyvchosocial conditions, and number of diseases (Tables 6.35 to
6.39) reflected that. the Chinese-Canadians are in better health status than the Red-Cross
Canadians. The relative differences in health. however. should not be interpreted as a sign
of uniformly good health. because there are numerous health concerns in the Chinese-

Canadian population which require special attention. The Chinese-Canadians had a much
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higher prevalence of triggering the CAP tor preventive health practices than the Red-Cross
Canadians (Table 6.35) despite being younger and in better health. This CAP was
triggered because of the low prevalence of practicing preventive medicine. especially in
breast examination or mammography in women. This is consistent with Lai and Yue's
(1990) report that Chinese people usually think of themselves as ill only when symptoms
are evident. Since the primary goal is to get rid of symptoms. the concepts of chronic
illness. and prevention are not clearly understood and appreciated. Therefore. education in
preventive medicine is necessary for the Chinese to minimize tuture health risks. which will
be discussed later.

The Chinese-Canadians also had a high prevalence of triggering CAPs for
instrumental activities ol daily living (IADL) (70.8%a). social function (61.3%). pain
(34.0%a). talls (31.170). environmental assessment (27.4%a). and medication management
(14.2%0). The high prevalence ot [ADL CAP triggered may be explained. at least in part. by
language barriers that impede phone use. shopping. and transportation. Even though
almost 95% ot the participants were physically and functionally unimpaired. language and
cultural barriers limited their IADL performance. which resulted in dependency and
reduced social interaction. This may also explain the relatively high percentage of
respondents triggering the social tunction CAP. which is comprised of participation in
social activities, being left alone during the day. feeling lonely. and not being able to
interact with others at ease. The environmental assessment CAP triggering is primarily
related to poor bathroom and kitchen conditions. Education in home safety is needed to

prevent more serious health consequence such as falls. The falls and pain CAPs which are
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closely related to medication management CAP. were all tnggered frequently in the
Chinese-Canadians. Considering polypharmacy and combined medication use is common
in the Chinese-Canadians (37.7% and 21.7%. respectively). factors related to medication
usc in this population must be understood.

Stmilar to the findings of Majumdar et al. (1995). the Chinese-Canadians used few
formal services (such as home care) and were rarely hospitalized. This could be because of
the relatively healthier population, or perceived service barmiers. These barriers may
include lack of knowledge regarding available resources. cost. lack of transportation. fear
of contact with untamiliar cultures and language. and that service use could lead to loss of
independence (Evans and Cunningham. 1996). Contrary to Liu and Yu's report (1985)
that emergency room care was one of the few services where Asian/Pacific Americans have
a relatively high rate of inappropriate use compared with the general population. the rate of
emergency room visits in the Chinese-Canadians was zero. This finding was supported by
Wen. Goel and Williams (1996) who tound lower emergency room use rate in ethnic
cultural groups than the general Canadian population. The variations in reported service
utifization rate could be due to the different health care and insurance systems between
Canada and the US. [t should be noted that there 1s a large proportion of a sub-group of
Chinese-Canadians triggering 10 or more CAPs (15.1%0). Although their health status are
comparable to a group of frail elderly who are receiving formal care in the general

population. these Chinese-Canadian elderly persons are greatly under-represented in formal

services used.
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6.5.2 Medication Use by Culture

Previous studies on cultural vanations in medication use are almost non-existent. A
few studies looked at racial differences in the number ot medications used. which
suggested that “whites™ are higher users of medications than “non-whites™ (Kotzan. Carroll
and Kotzan, [989; Brown et al.. 1995; Hershman et al.. 1995: Fillenbaum et al.. 1993).
This racial grouping neglects to consider important cultural difterences in medication use.
Further. the gross aggregation of racial groups is of little use in understanding medication
taking behavior of any particular cultural group.  In the present study. the percentage of
tndividuals using any form of medicine. and the mean number ot different forms of
medicine was higher in the Red-Cross Canadians than the Chinese-Canadians. possibly
retlecting ditterences in health status (Table 6.41).

Cultural and social tactors which are rarely examined in studies ot determination of
medication use were tound to be signiticant with the Chinese-Canadian sample. Country of
origin from Vietnam and other South East Asian countries was positively related to an
increased odds of using any medicine. This is not surprising. because immigrants from
these countries are mostly refugees. Often disadvantaged even prior to departure. retfugees
endured perilous escapes. illness. deprivation and lengthy stays in overcrowded and
unsanitary refugee camps before arriving in the host country. Many have deteriorated
under ditficult living conditions. which reduced their physical health and well-being to its

lowest level (Lat and Yue. 1990). This poor health status naturally leads to an increase

tikelihood of using medications.
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Living with a child was found to be a protective tactor to using any. combined. and
Western medicines tor the Chinese-Canadians only (Table 6.69). Although many studies
suspect that intact and cohesive extended family structures providing strong social support
might be diminishing. Kitano et al (1994) reported that this strong tamily interaction
remains for elderly immigrants. and they are more likely to live with their children than
general Americans. In the immigrant Chinese. increasing dependency of elders 1s often the
accepted norm (Evans and Cunningham. 1996). Therefore. tor those elderly Chinese-
Canadians living with their children. decisions in using medications might be intluenced by
their children. As younger adults are often more informed about health and medication
complications. their opinions might guide eiderlv parents toward less medication use.
Further. this readily avatlable intormal support might be helptul in preventing use of’
medications as the first avenue to resolving health concems.

Although health beliefs played a determinant role in TCM use. only those who
strongly believed in TCM had an increased odds ot using TCM (Figure 6.1). Other factors
that more strongly predicted the odds of using TCM and combined medication (using TCM
and Western medicines jomntly). and the number of any medication used (using TCM or
Western medicines) were pain symptoms and hospitalization (Tables 6.69 & 6.70). These
two variables. interestinglv, were signiticant only tor medication use that involves TCM.
Chinese-Canadians experiencing pain had nearly ¢ and 5 times the odds ot using TCM and
combined medicine. respectively (Tables 6.58 and 6.59). This is not surprising because the
Chinese use medications mainly for symptomatic reliet (Lai & Yue. 1990: Lum, 1995).

Therefore. if pain symptoms are detected. increased medication use will result. This
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finding contradicted that of Lister (1977) who reported that in response to pain. fewer
Chinese made demands on health care staff or requested medication than did the
Caucasians and Hawaiians. Lister’s finding seemed to suggest that Chinese have a much
higher tolerance of pain. and they do not require medication to deal with pain. In contrast.
the present study found that instead of the perceived stoic nature. Chinese elderly merely
usc a different medication system. that might be unknown to the general health care
providers. to deal with pain. [nstead of requesting Western medictne (no relationship was
detected between pain and Western medicine usein the multivariate fogistic model). they
resort to TCM. Poliakott (1993) reported that individuals raised ¢n the Chinese culture are
reluctant to use analgesics because of a fear of being out of control. and they believe that
pain killers cause sweating and loss of body fluid which induces weakness. This belief will
naturally direct them to using alternate treatment methods such as TCM. These patients are
often hesitant in revealing these alternate care approaches to Western practitioners for fear
of being ndiculed or discouraged. If symptoms are not relieved quickly, a combined use of
both Western and TCM may tollow (retlected by the OR of 4.45).

Prior hospitalization was also found to be correlated only with increased odds of
TCM and combined medication used in the Chinese-Canadian sample (Table 6.69). Those
who were hospitalized were 15 times more likely to use TCM or combined medicines.
This relationship was not significant with Western medication used. Those who have been
hospitalized are likely to have experienced more severe illness. Evans and Cunningham
(1996), and Montbriand (1995) reported that at times of stress and severe illness, patients

often retreat to thetr cultural roots. and rely on early learned ideas and belief for treatment.
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At the same time. they might turn to these traditional approaches because they tind
Western medicine ineffective (Hamilton. 1996). Hamilton (1996) also pointed out that
most Westemn physicians are trained in basic sciences like biochemistry and anatomy. which
assume that human bodies are the same and standardized approaches are taken.
Consequently. cultural and social factors are neglected and “the person™ is lost in this
approach. Patients in turn are reluctant to communicate their alternate treatment methods
as evident in Montbriand’s study (1993) that 75 of cancer patients did not tell the

doctors that they are using an alternate therapy.

The above tindings are of serious concems. not necessarily because Chinese-
Canadians use an alternate form of treatment approach. but that they might be unsatistied
and therr needs are not being met. Further. many important interaction etfects were
detected in medication use. Soctal 1solation was tound to interact significantly with number
of diseases in predicting TOM use. and perceived poor health interacted with pain
symptoms (Figures 6.2 and 6.3). These interactions complicated the medication use
picture. When social isolation is experienced. a much higher number of TCM are being
used as the Chinese elderly have more diseases. More seriously. health care providers are
possibly unaware of this dual medication approach resulting in higher risks of adverse drug
reactions. medication-medication interactions, non-compliance to Western medication
used. and ineffective treatment. Being socially isolated and not receiving appropriate

health care assistance clearly places an individual at risk of exacerbated heaith problems.
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Other social tactors like age. gender. mantal status and education level were not
significant at predicting medication use. This is consistent with reports from other studies
(Mckim et al.. 1990; Brown et al.. 1995: Hershman et al.. 1995: Chrischilles et al.. 1992).

Comparing the determinants of medication use between the Chinese-Canadians and
the Red-Cross Canadians. it is obvious that cultural factors play an important role and
cannot be ignored. Two variables that have distinctively different determinant roles
between these two cultures are feeling lonely and medication review ( Tables 6.69 and
6.70).

Feeling lonely was the strongest predictor of polypharmacy in the Red-Cross
Canadian sample. but not a predictor in the Chinese-Canadians. Although the prevalence
of feeling lonely was essentially the same in both samples (38.7% for Red-Cross and 36.8%
for Chinese). the nature of loneliness might be very different. Most Red-Cross Canadians
lived alone (58.3%0) at an old age. The loneliness experienced by this group might be more
likely to result in depression. which has been found to correlate with high somatic
complaints. hence higher medication use (Chrischilles et al.. 1992: Laukkanen et al.. 1992:
Kroenke and Pinholt. 1990). In the Chinese-Canadian sample. most of them lived with
someone. so their source ol loneliness might be related more to the immigration process.
Also. as informal care is easily accessible. this may act as a butter to the progression of
loneliness manifesting itselt in a more serious form as depresston. Using medication as a
method to handle loneliness is undesirable. More non-drug treatment should be explored

with the Red-Cross Canadians to reduce inappropriate medication use.



Medication reviews were tound to be posirivelv related to an increased likelihood
of polypharmacy (4 times higher. Table 6.64). and increased number of Western
medication used (Table 6.68) for the Red-Cross Canadians. but not the Chinese-Canadians.
The difference between these two cultures could be related to divergent cultural beliefs.

As discussed earlier. in the Chinese culture. traditional beliets in social sensitivity and filial
piety inhibit challenging an expert and increase individuals® submission to authority (Chae.
1987: Louie. [985). Therefore, Chinese-Canadian elders would be unlikely to request
difterent or more medications from physicians. hence the patiern ot increased medication
use when physicians reviewing therr medicines might not be present. [n the general North
American population. studies have shown that tor those 63 vears and older. each physician
visit leads to an average of two more medications prescribed: and the mean number of’
prescriptions per encounter written tor those 63 years and older are much higher than tor
the younger population (Ferguson. [990: Knapp. Knapp. Thomas. Wiser. Michocki.
Nuessle and Knapp. 1984). [t is not known if this increase is a result of patient requests. or
independent physician decisions. The present study also does not permit conclusions on
whether the polypharmacy or increased medication use was justified or could be avoided:
however. polypharmacy does present a potential hazard to the users. especially elderly
people. through adverse drug reactions, medication-medication interactions. and elevated
risk of non-compliance. Results indicating that about 25% of the community-based elderly
received at least one potentially inappropriate medications (Wilcox. Himmelstein and

Woolhandler, 1994). raise further concerns about the risks ot polypharmacy.
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Based on the results of this study. it is obvious that medication use is not simply
driven by biological factors (e.g.. number of diseasces. pain. physical health problem). but
also by soctal and cultural factors (¢.g.. lived with child. country ot origin). psyvchosocial
factors (e.g.. health beliefs. perceived health. feeling lonely. social isolation problems). and
service use factors (e.g.. hospitalized. medication review). In addition. interactions
between these factors and medication must be examined. This multidimensional nature to
the causal pathway of medication use must be addressed by using a comprehensive

assessment instrument in order to be sensitive to the diverse and complex patterns of

medication use.
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CHAPTER 7.SUMMARY DISCUSSION

7.1 Consolidation of Information

Using the phonologically based surname scarch method and strategies in reducing
community resistance. it was possible to achieve a near census coverage of the Chinese-
Canadian elderly in the Kitchener/Waterloo area with response rate of about 90%. This is
in contrast to many studies on the health of minority cultural groups where response rate
could be as low as 25%» (Wu. 1996). Using the above methods. it is possible to study the
Chinese with high representiveness, so results can be generalized to the community-based
Chinese elderlv population in the selected urban centres.

Results from the health status and medication use study showed that there are
variations in health and medication use by culture. and that TCM is very important to the
Chinese elderly. (e.g.. nearly 30%q ot the Chinese-Canadians use TCM for medicinal
reasons). in addition. TCM has been tound to be important for the Chinese-Canadian
elderly in dealing with pain. a varicty of diseases. and severe illnesses (measured by
hospitalization). On the other hand. there are serious problems revealed in the sale of’
TCM. including a high degree of non-compliance issues of proprietary TCM products with
the Canadian Food and Drugs Act. Non-compliance issues included banned P-TCM
products being available on the market. P-TCM products containing Western medicines. P-
TCM products making erroncous claims. and many P-TCM products containing inaccurate
and insufficient labelling information. P-TCM products often claim a vanety of strong
medicinal effects and they are inexpensive compared with Western medicines. Therefore.

the probability of inappropriate use may be elcvated in the P-TCM. Health care providers
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arc unfamiliar with the treatment philosophy of TCM. and unaware of TCM use in this
population (due to inadequate communication). so proper monitoring of medication use is
lacking. Further. TCM are easily accessible from places where no qualified professionals is
available to provide proper consultation. which presents serious health hazards. When
examining the determinants of TCM. besides health problems. socially isolated individuals
have an elevated risk of using TCM. This social characteristic further places these
individuals in danger ot over-use. mis-use. or abuse ot TCM. because necessary social
support and opportunity to exchange TCM intormation are both lacking.

Despite numerous concerns. the desire to use TCM is evidently strong. Theretore.
regulatory bodies cannot respond to the TCM product non-compliance issue by simply
climinating them from the market. or enforce drastic regulations that may drive their sales
underground. Either outcome could place unexpected risks to the general public who use
TCM.

Finally. the multidimensional nature of health and medication use in the elderly
illustrate the need for a standardized comprehensive health assessment instrument. The
MDS-HC has proved itself to be an excellent tool in the investigation of a variety of health
issues. [n the Chinese population. the translated MDS-HC has shown cultural applicability
in different dialects in Chinese. lending itself to potential wide used in the general Chinese

population in China, Taiwan. Hong Kong. and other Chinese speaking countries.
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7.2 Policy and Program Implications
7.2.1 Canada

Several public policy and program directions are needed to addresses the needs
identified in this study. First and foremost is government regulation on properly
controlling the sales and labelling of P-TCM products. Recently. the Health Protection
Branch of Health Canada attempted to regulate the import of TCM raw materials by
requiring Drug Identification Number (DIN). with enormous negative public reactions.
Arguments that the DIN is an appropriate form of identification for Western medicine. is
not suitable for the herbal raw materials of TCM. This proposed regulation was culturally
tll-considered. and was subsequently put on hold until turther evaluation.

This experience 1s a good example of how drastic regulation changes without
adequate mvolvement of stakeholder groups can result in wasted etforts and unnecessary
public resentment. While there are obvious reasons of some urgency to act, especially in
dealing with banned products and serious violations in labelling (e.g.. Schedule A diseases).
any regulatory and enforcement inttiatives must occur in partnership with the cultural
community affected. clinical and research experts to ensure a smooth implementation of the
process and to minimize public resistance.  Also. regulatory protocols that are being used
or developed in other countries (e.g.. China, Hong Kong, and Taiwan) should be examined.
in conjunction with existing Canadian drug regulations. to arrive at a sensible and culturally
appropriate regulatory plan.

An education program is also essential in helping Chinese-Canadians to better

understand the importance of preventive health. the benefits of Western medical and TCM
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treatments. as well as contraindications of combined medication used and polypharmacy.
Since a large proportion of Chinese-Canadians are not well educated. programs that are
supported by the government. with systematic delivery of important health and home safety
information can help fulfill the desire ot more education to enrich latter life and help
prevent scrious illness (Chi and Lee. 1991). The Central Ontario Chinese Cultural Centre
(COCCC). an already well established community organization. can act as the bridge for
information dissemination. With adequate tinancial and protessional support from the
government. the COCCC can accomplish the goals ot education. and can help those elders
with identified social functioning and 1solation problems to be more involved in community
programs.

Improving physician prescribing practices is crucial in improving discase
management without additional pressure on health care cost or other health services.
Significant overprescribing probably occurs in the treatment of psychosocial disorders
(e.g.. sleep disturbance. anxiety) (MacLeod. [996). so other initiatives to address these
problems in the frail clderly population are important. Optimal use of medication and non-
medication treatments should be explored in the elderly where loneliness and depression
are prevalent betore the “quick fix™ approach of giving out medications be attempted.
Under use of non-medication formal services is evident in the present study. Although
many studies show age is not necessarily related to increased adverse drug reactions (see
Nolan and O"Malley 1988a). evidence on polypharmacy (which is strongly associated with
old age) relating to adverse drug reaction is clear. Hence. reducing polypharmacy can

contribute to reduced health risks and cost of adverse drug reactions.

199



There are reports that many health care providers believe their own protessional
health care practices are superior (Fong. 1985): hence. they overlook other culturally
important alternative approaches. Considerable evidence suggests that dissatisfaction with
prescribed treatment leads to alternative health care use. and Canadian health care
providers must find ways to meet the needs of these individuals. [t should be realized that
treatment is most effective when the patient. family and health care providers work
together to incorporate the patient’s perception and beliefs into the care plan.

Finally. there should also be govermment regulations on using a common
assessment tool in collecting longitudinal national data on health of the elderly in
community-based health services. Only by doing so can policy formation that is based on

meaningtul comparison and interpretation ot health data be possible.

7.2.2  Asian/Pacific Countries

A common concern in health care experienced by many countires. especially by
developing industrial countries in the Asian/ Pacific nm is the lack of uniform health
assessment information as part of normal service delivery. In Hong Kong. the health care
policy focuses mainly on acute. crisis-intervention approaches. which fails to meet the
needs of the elderly. and is costly (Chi and Lee. 1991). Although some form of health
assessment records are available. they are often narrowly focused and cannot address the
multidimenstonal nature of the elderly health care needs. Futher, these records are not fully

comparable across programs and factlities, and since they are collected at a single point in

time. studies of outcome 1s difficult.
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The MDS-HC as demonstrated in the present study. provides a logical solution to
the above concems. Having been tested successtully with the Chinese-Canadians. the
MDS-HC-Chinese 1s a suttable instrument for applications with the Chinese elderly in
Asian/Pacific countries. Besides being a standardized comprehensive clinical instrument.
the MDS-HC also offers two policy level applications. The Home Care Utilization Groups
(HUGSs). a resource allocation system based on case-mixed measurements allows the
allocation of resources to facilitics on the basis ot the mix of individuals in the facility
rather than the tvpe of facility. The Quality Indicators (Qls). which use variables trom the
MDS in different combinations. can reveal potential problems with the quality ot service
delivery (Zimmerman. Karon. Arling. Clark. Collins. Ross and Sainfort. 1995).

In conjuction with a series ot existing and developing MDS systems (MDS for
nursing home, MDS tor acute care. MDS for mental health), it is possible to conduct direct
comparisons of health characteristics ot individuals living in the community. institutions
and other health care facilities. Finally. as large scale research projects based on the MDS
are ongoing in 16 countris including Canada. Japan. Netherlands. UK and USA. cross-
cultural comparisons ol health characteristics at the individual and tacility level can be

acheived.

7.3 Future Research

There are many strengths of the present research. First and foremost is the use ot'a
common assessment tool between the Chinese-Canadian and Red-Cross Canadian

populations, which enables meaningful comparisons. Second. the representiveness of the
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Chinese-Canadians greatly improves external validity and allows for generalizauon of the
research findings. Last but not least. the examination of multidimensional factors and their
interaction effects. and of culwral factors in health and medication use provides a more
complete picture than studies which neglected these important factors.

Nonetheless. several limitations exist with the present studv. Although
representative. the Chinese-Canadian study in KitchenersWaterloo suffered from relatively
small sample size and lacked difterential gradations ot health status. Immigration effects
could not be tully investigated due to lack of intermational data tor the Chinese elderly that
are based on a standardized assessment protocol. Also. being cross-sectional in nature. the
casual pathway and temporal order of events could not be established. Hospitalization.
which can be both a cause and an outcome ot using TCM and combined medication used
could not be determined n the present study design. Many questions on modiftable risk
factors such as social isolation and teeling lonely cannot be answered.

Implementing intervention studies using a longitudinal design. in cities with a large
sample of well to ill elderly Chinese (like Toronto). is a natural next step. Only by such an
approach can outcome studies ot medication use be possible.

Finaily. many rescarchers have stressed the importance of using a common
assessment tool to establish comprehensive data based across cultural groups at the
national level (Kitano et al.. 1994: Wray. 1991). The MDS-HC is an appropriate
assessment tool for the study of multidimensional health needs in different cultures,
including the Chinese clderly. Besides research applications. the MDS-HC is also ideal tor

carc-planning. funding and quality indication purposcs (see Hirdes and Carpenter, 1997).
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Internatonal comparisons of these applications should be pertormed to evaluate the effects
of diftferent models ol health care. Studies in Asian, Pacitic countries like China (including
Hong Kong). Tatwan and other countries with Chinese speaking individuals using the
MDS-HC should be the next step to gaining the long lacking information on effects of
health care system. culture. and immigration on health of the Chinese elderly. With

comparable data across cultures and countries. the goal of global improvement of health is

one step closer.
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Supplementary Questionnaire

(Please Check the reporting format and Circle the question applied after completion)
{ Self Report- [ [T I IVV VIVILT ZByProxy-[[HIIIVVVIVI

[ Which one of the following categories accuratelv describes vour ability to use the
English Language?
Fluent ~Know Some Non-fluent

-

1 2 3

a. Wrnitten English.... ... ... )
b. Spoken English............. - - -z

[I. How long have vou been living in Canada or other primarily English speaking
countries?

Number of vears: vears months
Left home countrv in [9 _ _

Country immigrated from




[TI. [ would like to discuss vour general lifestvie. the language that vou prefer to speak.
vour interests and reading habits. For each of the following statement. which categorv
best describes vou. The categories are ... ..

(Please provide a cue card for the categories)

Chinese Mostlv Chinese Both Chinese Mostly English English
Only Some English And English Some Chinese Only
[n Equal Amount

2 3 4

ey

Ingeneral .......... ... .. ... .. .
Chinese Both  English

Only Only
: -

13

|
S
LA

. If vou are at home. vouspeak ...............................

. [f you are at work, vou speak... I
. If vou can choose. vou prefer to speak i -
. When vour parents talk to each other. thev speak e
When vour children talk to each other. they speak.......
. Before age 18, vour friends were... ... . ... ..
. Your friends todavare... ............... ...
. Your music preference is....................................
. Your movie preference is ......... .. ... .. ...............
10. Your food preferenceis.....................................
I1. Youprefertothinkin.................................
12. Youprefertowrite in........................oooiiee.n.
13. Youprefertoread in ... ................... ...

e
't
!

[

t
|
i

I

[ S

000N O L —

P
11

i
[0 T A N I A T A I B
{

L T T T T T T O T O T RS TR

A O D O B R AR A

[ T A

Pl
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[V. [ would like to ask if vou have or have had any ¢ f the following health conditions or
symptoms in the past year? For the conditions or symptoms vou have experienced [
would like to ask what type of health care vou have used or relied on? Choose ONE

category that best describes vour preferences for treatment.

The categonies are ... ....

(Please provide a cue card for the categories)

TCM Mostly TCM Both TCM & Mostly Western Do
Only Some Westerm  Western Treatment  Western & treatment Nothmng
Treatment In Equal Amount Some TCM Culy
2 3 4 5 6

l

Traditional Chinese Medicine (TCM) and Western medicine treatments can include
home remedies, over-the-counter medicines, western prescription drugs. or doctor’s Visit.
Traditional Chinese Medicines can be in two forms: HERBAL FORM (including tonics
and animal products). or PROPRIETARY FORM (including pills. tablets. capsules.

powder, drinks, oii, ointment, or plasters).
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Do vou have or have vou had... ..........

TCM  Both Western Do

Onlyv Only  Nothing
F

NO YES [ 2 3 4 5 6
Diseases /Conditions
I. Highbloodpressure..... .. ............ Z ~ - T T T Z -
2 Coronaryarterydisease............... - - - - - CZ Z
5. Stroke .. - N - - T C B
4. Dxabetes e - - - - - - = -
5. Chronic lung d:sease Tz - - - - = =
6. Chronic Kidney /Gall Stone dtsease.. - : - s -
7. Allergies ... - - - : - - -
8. AI'thI’ltlS - - L . -
9. Bone fractures ........................... - . -
10. Osteoporosis ............................ — = - - I = -
Il1. Skindisease ....................... ... ~ ' - -
122.Dementia ............... ............... " - - - T T -
15 Pepticulcer ......................... " ] - T
14. Glaucoma/ Cataracts ................... — = - - - - = z
Symptoms
15. Stomachache .. - - - oz B
16. Poor appetite .. . - - . - - T -
17 Tooth&gumproblem e T T - - - - -
18 Headaches .............................. - - - - - - = -
19. Dizziness .. - - - - - - = -
20. Pain ........... e~ = - - - = = -
21. Cold /Cough or Sore Throat ... ... S - - - - = -
22. Constipation .. e Z T - - - I = -
23.Fatigue............................‘...,4, R - - - - CZ -
24 Lossofmemory ........................ Z Z - - - - =z Z
25. Nervousness ...................coeeveee. 0 - - - Z =z z
26. Sleeping problems ..................... = = - - - - Z Z

V. Do you take TCM for reasons other than as a treatment (e.g. use it as a tonic or other
health promoting purposes)?

Yes.............
No......o..o...

)



VI. How much do vou agree or disagree with all ot the tollowtng sentences. Choose the

category that best corresponds to vour teelings. The categones are

(Please provide a cue card for the categonies)

Strongly Moderately Neitther Agree  Moderatelv
Disagree Disagree Nor Disagree Agree

l 2 3 4
[n general .........

19

J.

4. Strong anger: rage poisons one’s blood ..

5. A cold or flu should be treated with a hot hquld not
medicine ..

6. Taking v1tam|ns or supplemems Is essermal to Good health

7. [use TCM. not Western medicine tor minor health prob[erns.

8. [ use Western medicine: services, not TCM for major health
problems .. "

9. luse TCM not Westem medlcme for my ch.roruc IHHESSCS

10. [ use Western medicine, not TCM for my acute illnesses. .. ...

11. Combining Western medicine and TCM can get most
effective treatment resuits.. e

[2. TCM is less harmful to one’s bodv than Western medlcme

13. [ would try TCM for incurable iflnesses ... .......................

[linesses are caused bv internal vin-vang imoalance ... ... ...
[llnesses are caused by external imbalance (e.g. infectious

bactenia) .. T
Going out In co!d wmd results in headache cold

Stronglv
Disagree

1

[

[ A

Strongly
Agree

q

Ehoo v bbb i

|

[ I

[ R

[ VY]

P

Lt

g

Strongly

1

b b

i

Agree
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VIL. Where do vou obtain the knowledge on TCM properties

a. TCMdoctor..........................

b. Chinese Western doctor......................
c. non-Chinese Western doctor......... ........
d. TCM herbal store retailer... .................
. general /grocery store retailer... ............
f familiesorfriends........................ ..
g. others

4]
'!Illlllllliliz
O
‘Il!lll\\l‘\ilé
wn

(If the respondent does not use any forms of TCM. then terminate here. Otherwise.
continue with the questions)

VIII. How otten do vou consult a TCM doctor betore using anv TCM

aalways...................
bousuallv......... ... ...
C.SOMEtIMEeS ... ............................
dnever............ ... ... .

[X. Where do you get vour TCM

NO YES
a. TCMdoctors .............. ..................._ _
b. TCM herbal stores ... ........................ _ _
c. health foodstores ... ........................._ -
d. general /grocery stores ....................... _ _
e.familyorfnends .............. ... .. ... C —
foverseas ............ ... ... ... . ... _ _
g. others - -

244



Appendix D

Supplementary Questionnaire (Chinese)

245



Rt A B &

g &-IOUIIVVVIVII "g&E-1LHIOIIVVVIVI

l'e v T AR — 78 E 8 36 % L 1R &4 353

nmo T s&isA: T R I
Y Nk
mez " . IR RN NN
ﬂ.ﬂ »ﬂﬁ i N
M% o ».MMAJ:::::____::
W | .
MMM : N Rty
o ¥
.M”Mu »%.wn M_“MM..I:?:_:_.M:_:_
o " ° .ﬁuﬂ‘mwu LI
Con - *_aﬁn — ° o
..‘d/ m‘ o © o 4
o, % 6 0 o
P& &.An im& C ° ® ° o
I # .—%W.ﬂ | “ o o o o
™ o [kde
a imvwm .lemm 0 06 °o g
;m nﬂv...m .»Lw.% R - 6 o ©°o 4
N s _i e kM ct e
® ﬁnfﬁu .Mms—.. .ml»* ° °c ¢ o
- W M.. M.ml BN e ° L T sy ol o
0o ° @ .-iﬁ ..E..ﬂ_. ﬁv\m ° o o oﬁ%i .???n.?a
- NI A IR X1 Mo 2
o ° w & | ok < ° c e LMRE HeWWEEE
- ¥ &1 e | AEERdtER e E
o ° 4 - .uwi 0 ° AR QT wagEE
o ° £ TT ° ° DR X BEEErbprb
o o NS L R et R S A R
o & Y e A ] B0 < R A
o b . 2w H AR EEL R
d 5 = W |4 DA CRISR e

246




!

v
BE
p g i

o) R LI
ﬂﬁ PR
| HE o~
a i & 4
WA ol
f. #wm ]

Creg | etk KD

@) o e # w
4

o
]
BB
a8 1 -

w W

g # ¥ dTF ¢

g% A ARTHINAORAARBELRAALEHT & - FEFRASHHG—H
° 3 8

‘ g Pl g on

UL Wik = <
ivhile N g AT A D AT R
s 4 v 2 B A g e TR R B BB A

.w...wns \acooo-ooeo
] Ko twornoa 2N ReEreR

21 BF ~ ZHKXRUMA

247




. [

(0] M P
S

by

{

& ,
K|

& e

w ||
g 24|

M g
@ M

"

o

24

i 2

oy 1Y

o A NI
b el

X e

2

ﬁ ”,

& (W

e e

W o[ -
Yoo |

Ll

> &

~ 9

Y T
& &fm

f&. 2& oy -
Y VAV,
@ | e
L3 A
&& it o N A B
A4 b - e 4 e
WIE A - Wb o,
PRECHNEEW
A A 8 90 o i o)
ol SRS R N €T g
HEWTETER - - E
R4 Gunl 8 4E o 4 4K
L o o T LR
W Ls XK
%&&E&iiﬁ
AT 4 57 ber g 000
WA R 44 4o o om

® © © © o ©o 06 o o

123456789

4 & 2
o 3l 4
K Y
Hadrae
o g e\
A ¢ 4 0
W g
AR UR Sy

o 0o o o

O—NM

HE F X )

Viesr74HmANS  CHEAERATERALRGA & (H

248



VI S BB R R LR 7

Q
[}
Q
]
[
o
-]
Q
]
]

len}‘\
(1M

ac PE o o o

ec $AME -
fo_;i‘f& a o @ ¢ o

b° ?E}\&Eo e © 0o o e o © a o .
Co $£‘&Eo © 0o o @ © © o © ©© a _ -
d- ?%}30 © 0 o o o o o e e o o; 5

(WHGEFTATE  FALRLE oA PTEFSEN)

VIl - A PEFATHM T BYER

Ea_.&;ko © o o 8 e o o o o a
Ebié_g‘ o o e ©o© 8 a a o o o o
fcgﬂ# -] -] a o ] a o Q 3 -] -]

dfR¥ o o 0o o o o o a a o o
X hEREFHE T #

e REXMAE -
fa i&yb e o o o
go ’j:_&o o o o

% =
o THo o o o 0o 0o o o o o o o _ -
bo PBWE o o o 0 0 0 o s o o o -
Co BXMERAD/E o o 0o 0o o o o _
do £BHE o ° -« 6o o o o o -

¢ o o
e o o a
o
o
Q
-]
a
¢ o o o
Y T A A T

249

S



Appendix E

Health and Medication Use Study - LETTERS and FORMS



University of Waterloo 2J

Dear Dr.

On behalf of the University ot Waterloo. the Central Ontario Chinese Cultural Centre (COCCC). and the
Waterloo Regional Home Care Program. we are requesting vour participation in an international study on Health
and Drug Utilization among Chinese elderly. specifically to identify Chinese elderly patients in your caseload.

This study is the second phase ot a nationally tunded 3-vear project by Health Canada (the National Health and
Rescarch Development Program). For the tirst phase. a report has been submitted for publicatton on Sales and
Labeiling ot Traditional Chinese Medicine. For the sccond phase. we will examine health issues and drug use by
Chinese clderly in different regions in Canada. Taiwan and Hong Kong. Also. we want to find out what services
COCCC can ofter to enhance the quality of life of our elders. The findings ot this large scale project will
contribute to an in-depth understanding ot the heafth of Chinese elderlv, and how it compares across cultures.

regions. and countrics.

Our target population i1s Chinese elderly age 65 and over (Chinese born locally or immigrated from any Asian
countries. healthv and disabled). Your help is imperative in the identification ot these mdividuals. We wouid
appreciate if vou could select those patients in vour caseload. inform them about this study. and most
importantly, invite them to participate. We understand the added work this project might bring. theretore. to
case vour task. we have enclosed a sample lerter-to-the-patient. More copies will tollow should vou decide to

participate.

The data collection procedure invoives a tace-to-tace interview at the patient’s convenience. The interview will be
conducted by a qualified interviewer recognized by the University. All information will be kept in strict
confidence, and no patient chart review is necessary. This study has received ethics approved through the
Officc of Human Research and Animal Care at the University of Waterloo. If you have any questions or concerns
about vour participation in this study. you may contact Susan Sykes in the Office of Human Research at 888-
4567 ext 6003. Your involvement is essential to the successful completion of this project. and is sincerely
appreciated. We will officially acknowledge vour generous effort in any reports or scientific publications that

arise from thus project.

Thank you again for vour attention. Ms. Erin Tjam will call vou shortly to set up an appointment and discuss any
concems vou may have.

Sincerely.

Erin Y. Tjam. M.H.Sc. John P. Hirdes. Ph.D.
Community Health Researcher Associate Protessor. University of Waterloo
Speech-Language Pathologist Research Director. Providence Centre



University of Waterloo

REGRASG—HZFME

An Invitation from Your Doctor.................

Dear

REREARE ZEFRFTEILFC
REEEARERERT=ZRAH
REXFMTSR-ALE "§AH
BRRAEATEHEERE HFHMEFH
Re ERAFARR AT RBARHER
BERPEXLFT AT - MAEER
KWESFELEHRE FE5E R HFEM
THAXH -

ARBREFE HMTHEAT—AZ
T AMBEE-AREHEHIEZ2. HH
TH o GEMEALERER EE
FHFHFETRIFTEI P L
Tk BHHEGRIE - 522 RE
M3 THMFTREZ (RETHAL
REXRFBAXE) - RARLERF
UEAARTERE MTAHRELS
EZMETHETHE CHELLS
Me MARHABRAAAREELFR
P ECHERABRRARETFEAM

MTHRILHEFEE DR ESLA
KA AT M 3 % & A A, Enn Tjam,
F i : 8884567 B 4 5365 » XA AF R
EET25-3674 - wETE - KEHR
ERERARARTERS ) TEH
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We are cordiaily requesting vour
participation in a National study on the
health and drug use of Chinese elderlv.
This study is funded by Health Canada
and the Central Ontario Chinese Cultural
Centre (COCCC). and is conducted bv
the Universitv ot Waterloo. the COCCC.
and the Waterloo Regional Home Care.

Your task involves completing a health
interview conducted by a qualified
interviewer at you own home (or any
other place of vour choice, ¢.g. Church.
University etc.), and at your convenience
between November and December, 1996.
The interview should take between | to 2
hours. The content of the interview will
focus on health evaluation and health
needs. Further, we would like to know
how COCCC can plan its events to better
serve vou. All information which you
provide will be held in confidence. You
can choose to answer or refuse any of the
questions, or to terminate the interview at
anvtime. This project has received ethics
approval from the University of
Waterloo.

Shortly after receiving this letter, should
you decide to participte, or if you have
any questions, please contact Erin Tjam
at 888-4567 ext. 5365, or 725-3674 at

night.
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We strongly encourage that you support
this study, as it can contribute significant
to the health of the Chinese elderly, and
help the Canadian government to better
understand the needs of Chinese people
in order to plan more appropriate health
services.

Thank vou in advance for vou
participation.

Research Investigators:

Ern Y. Tjam, Ph.D. candidate
Community Health Researcher
Speech-Language Pathologist

John P. Hirdes, Ph.D.
Associate Professor, University of Waterloo
Research Director, Providence Centre
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CENTRAL ONTARIO CHINESE CULTURAL CENTRE
200 Victoria St. North, Kitchener, Ont. N2H 5C6
Tel./Fax: 576-6168

AP EFTELESHES
AL L LHMARHS —RLES
T# AEERERA P EE ;) 45
KRAL - A 4REEFAFEH &
LB E GALHEERIAR
RBREZLIGBLEREASAPERR
Ho BAERAOFTK -RBFMT
FRMEBET RHB/LTH K
& # B FR AR -

Erin Tjam

This lctter i1s to confirm that Ms. Erin Tjam is
conducting a2 community project entitled ** Heaith and Drug
Utilization Patterns among Chinese Elderly”. The Central
Ontario Chinese Cultural Centre (COCCC) supports this
project fully. We believe that this research study can help in
the understanding of health status and needs of Chinese. and
the provision of health care service in the community. We
strongly cncourage vou to participate and to provide as
much nformation as possible to make this research a
success. Thank vou.

Yours truly.

%ﬁjﬂfw :
Stephanic K.M. Hohg SHEELESLE
President 95-96 & bPo
Central Ontario Chinese Cultural Centre 96-97 FF K € &
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University of Waterloo

t
x,>"

L/

7y
%

Narerco. Srarc. Caraca
20 3Gt

=zcuity of Aponec Heair Scierces
Zepaniment of Heaitn Stuaies

aric Geroniotogy

S°9/885-1211 or S19/688-1567

“ax 51978-2510

Consent Form

[ agree to participate in a survev being conducted bv Ms. Erin Tjam of the Department of Heaith
Studies and Gerontology under the supervision of Professor John P. Hirdes. [ have made this
decision based on the information I have read in the covering letter and have had the opportunity
to recetve anv additional details [ wanted about the study. As a participant in this study. [ realize
that [ will be asked to take part in a one hour questions, if [ so choose. All information which [
provide will be held in contidence and [ will not be identified in anv way in the tinal report. [
understand that [ mav withdraw this consent at any time by asking that the interview be stopped.
[ also understand that this project has been reviewed and received ethics approval through the
Office of Human Research & Animal Care at the University of Waterloo and that [ may contact
this office if [ have anv concerns or questions about my involvement in this study.

Fl& %
AARESLAALF T ABIASTIBYAMABFLE - T LT AREM LI R
FEAMBREAATH oA EEEAATEFAGTTEREOATH - RAHGHRE
EREITEHH -8 AARBITHARGLHET  AEAAGBIRTEE
BEBRLETARET - FAFAMNKALLAMERE  FTHEHAFAAFRD
BRABEREFAHLLE - wHMA  FATEKETARKAKRSFHMEHFE -
Participant's Name:
e < A
Participant's Signature:
REEEF:
Name of Witness:
ALEALZLL
Signature of Witness:
REATE:
Date:
8i#:

19
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Assessor Training Package
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Interviewer Training
Objectives

B Be familiar with the project
W Obtain informed consent

m Follow the data collection &
submission procedures

B Collect accurate & reliable
information

B Know who to contact if a problem
or question arises

257



Interviewer Training
Agenda - Day 1

B Introduction and Overview

® Project Overview - Erin

B MDS-HC Training - Erin & Nancy
B Dinner

m MDS-HC Training (cont...)

W Supplementary Questionnaire
Training - Erin

B Interviewing Techniques - Erin

m Field Test
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Interviewer Training
Agenda - Day 2

B Forms Revisions - Interviewers
m MDS-HC Test Cases

m Break

B MDS-HC Questions & Answers
- Nancy & Erin

W Supplementary Questionnaire
Questions & Answers - Erin

B Break

m MDS-HC Brief Review of CAPs
- Nancy

B Round-up

259



Consent Process

1. Interviewer will telephone the client to determine interest in
participation, then arrange an appointment time

2. Prior to assessment, determine competency to provide informed
consent, check with family member if uncertain. If there is
question to client’s ability to provide informed consent, obtain
proxy consent prior to the assessment

3. Read the information letter and consent form to the client, or to
caregiver if there is a concern with the competency

4. Reassure client of confidentiality

5. Provide reassurance that the client can refuse to participate in any
part, or the whole study

6. Ask if there are any questions

7. Obtain client signature and witness the form

8. Make sure that client has a copy of the information letter,
highlighting the contact people

9. Return the consent forms with the completed assessment forms to
Erin Tjam at U of W
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Data Collection Process

1. Arrange appointment with client

o attempt at least 3 tries at
different times during the day

2. Obtain informed consent
3. Complete assessments

4. Submit completed assessments to
Erin Tjam at U of W

5. Deadline for completion of total
sample is December 2nd 1996
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Key Contacts

Erin Y. Tjam - Principle Investigator
Nancy Curtin-Telegdi - MDS-HC Trainer &
Clinical Field Support

Dr. John P. Hirdes - Associate Professor &
Director of Research

Interviewers

Setling Lau - Cantonese & Mandarin
Patricia Lee - Cantonese

Celia Wong - Cantonese

Qin-Fang Xie -Mandarin

Lan Yu - Mandarin
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TCM Survey Letter of Invitation
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A Survey of Retailers Distributing Traditional Chinese Medicines
Letter of Invitation

Dear Sir’Madam.

On behalt of the University of Waterloo. Grand
River Hospital - Freeport Health Centre. Ontario
Central Chinese Cultural Centre (COCCC) and
the Waterloo Regional Home Care Program. we
are requesting vour participation in a survey of
"Retailers Distributing Traditional Chinese
Medicines (TCM)".  This research study is
funded by Health Canada and COCCC. All
retatlers carrying TCM in the Waterloo Region
are invited to participate.

It is known that TCM are usetul in many ways
for treatment of diseases and health promotion.
However. the lack of understanding of the
potential adverse interactions between TCM and
Western medicines pose health concerns to the
users. Although research on TCM is actively
sought in Asian countries. very little is known
about how people in Canada use them. It is
therefore very important that studies be done in
the Canadian context to understand TCM usage
pattern. A community wide user survey will be
conducted in the Waterloo Region to obtain this
information.  Prtor to the user survey. all
retailers carrying TCM  products will be
surveyed to gain a clear picture of what types of
TCM are available. After the completion of the
Retailer Survey. each participating store will
receive a copy of the final report. This report
can be a useful piece of market survey

information.

After you have received this letter, the principal
researcher, Ms. Erin Tjam. will contact you by
phone to arrange a meeting time. For your
convenience, the survey will be conducted in
your store. The survey will include a brief
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inventory of the types of TCM available in your
store, and a short interview. Participation in this
survey is voluntary and should take about 15
minutes. You may decline to answer any
questions you feel inappropriate and you may
withdraw from the study at any time. The final
report will be completed in September. 1995.

The information obtained from the survey will be
kept strictly confidential.  Any information
obtained from this survey will be analysed for
academic purposes only. This study has been
reviewed and approved for ethical standards
through the Office of Human Research &
Animal Care at the University of Waterloo. You
may contact this office at (519) 885-1211 ext.
6005 for more information

This is the first time that a region wide survey
focusing on the use of TCM is being funded and
carried out. Your participation is extremely
important in ensuring high quality data being
collected.

Thank you in advance for your assistance with

this study. If you have any question. please feel
free to contact Erin Tjam at (519) 893-2710 ext.
7185 (office). or (519) 725-3674 (home).

Yours truly.

Erin Y. Tjam. B.Sc.. M.H.Sc.
Community Health Researcher
Speech-Language Pathologist

John P. Hirdes, Ph.D.
Assistant Professor
University of Waterloo
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Appendix H

TCM Survey Store Owner Questionnaire (English)



A Survey of Retailers Distributing Traditional Chinese Medicines
Questionnaire

For the purpose of this survey, Traditional Chinese Medicines are divided into: 4) Chinese
Medicinal Materials. and B) Chinese Proprietaries.

A) Chinese Medicinal Materials - they are Chinese herbs, herbal tonic. and animal
products
B) Chinese Proprietaries - they are ready -made drugs in the form of pills. powder.
drinks, wine, ointment, and capsules

These include all products that are taken orally, injected or put on skin.

Please answer the following questions as completel\ as possible:

1. Please list your top 10 selling Chinese Medicinal Materials. Adjacent to the names, please
indicate their volume of sale. and dollar value of sale in a month:

Chinese Name English Name Volume of Sale S Value of Sale
l.
2.
3.
4.
S.
6.
7.
8.

2. Please list your top 10 Chinese Proprietaries. Adjacent to the names. please indicate their
volume of sale, and dollar value of sale in a month:

Chinese Name English Name Volume of Sale S Value of Sale
l.
2.
3.
4.
5.
6.
7.
8.
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3. In the practice of Traditional Chinese Medicine. Chinese medicinal medicines are generally
grouped under Potent and Non-potent. To the best of your knowledge. please list five types of
medicines that you sell under each group:

Potent Non-potent

R

Don’ t know

4. Is there a traditional Chinese Medical doctor associated with vour store?
ves no

5. What percentage of your customers who buy TCM come from the following cultural group?
% Chinese (People with Chinese Heritage)
% Non-Chinese

6. What percentage of your customers ask for your opinion on what TCM to take fora

particular health problem? Please check one that applies to you.
___over90% ____ 70-90°% ___ 50-69% ___ 20-49% ___ under 20% ___none

7. What percentage of your customers have a perscription from a Chinese Medicine doctor

when they buy TCM from your store? Please check one that applies to you.
— _over90% ___70-90% ____50-69% ___20-49% ___under 20% ___ none

8. How comfortable are you with providing advice about TCM? Please check one that applies
to you.

____comfortable

___ some what comfortable
____slightly uncomtortable
___ not comfortable at all

9. What can COCCC do to help promoting your business in the Waterloo Region? Please
check as many as applicable.

___advertising your business & hiring needs in newsletters
___advertising your business & hiring needs on the Chinese radio station
___advertising your business & hiring needs on the bulletin board at the COCCC

others, please suggest:
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TCM Survey Store Owner Questionnaire (Chinese)
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Appendix J

TCM Inventory Form



ID #

Chinese Name:

Chinese Proprietaries

Inventory

English Name:

Brand Name:

Price / Unit:

Listed Ingredients:

Medicinal Purposes:

Warnings:

Dosage:

Chinese Name:

English Name:

Brand Name:

Price / Unit:

Listed Ingredients:

Medicinal Purposes:

Warnings:

Dosage:

Chinese Name:

English Name:

Brand Name:

Price / Unit:

Listed Ingredients:

Medicinal Purposes:

Warnings:

Dosage:
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Appendix K

Letters of Support from Participating Agencies



C B FEHFERIL T~
O C C C CENTRAL ONTARIO CHINESE CULTURAL CENTRE INC.
P.O Box 42019, 550 King Street North, Conestoga Mall, Waterloo, Ont., N2L 6K5

Ms. Erin Tjam
Freeport Hospital
3570 King Street East
Kitchener, Ontario
N2A 2W1

Dear Ms. Tjam,

I have read your proposal to the National Health Research and Development Program to complete a 3
year study of the use of traditional Chinese medication and western medications among Chinese
Canadians in the Waterloo Region. I would like to confirm the enthusiastic support of the Central
Ontario Chinese Cultural Centre (COCCC) for this project. We feel that it will provide valuable
information on an important issue affecting our members, particularly those who are elderly.

The COCCC will support you in this project by identifying members who would be interested in
participating as volunteer interviewers under your supervision or as members of focus group
meetings. We will also assist you in selecting a random sample of our membership and provide other
materials that we may have that are useful in identifying potential subjects for your survey. We will
encourage our members to participate in your study and we will assist you in making promotional
material available to any target groups you identify. [ am also pleased to confirm that we will provide
some finandal support to your project. If the proposal is successful in obtaining funding from Health
Canada, we will cover the expense of translation of your questionnaires, promotional material and
reports to our membership for up to $5000.

Please let me know if we can be of any additional assistance in support of this extremely valuable
project.

\
Yours

i I
Shu-Hing Man
President



September 16, 1994

Ms. Erin Tjam
Rehabilitation Department
Freeport Hospital

3570 King Street East
Kitchener, Ontario

N2A 2W1

Dear Ms. Tjam:

I have read your proposal for research on the use of traditional Chinese remedies and western
medications among older Chinese Canadians in the Waterloo Region. Freeport Hospital fully
supports you in your efforts to receive funding as 2 Community Researcher for this project.
Your proposal makes a compelling case for education of seniors and of all members of the health
and social service system to ensure the appropriate use of therapeutic approaches that are both
effective and culturally sensitive. Freeport Hospital has much to leam from the results that may

be obtained from your work.

I wish you well in this endeavour and I would be pleased to assist in any manner that is
appropriate.

Sincerely, ,
Patricia A. Henderson, R.N., C.H.E.

Executive Director
:bs
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University of Waterloo )
NEA

MNarerce. Tnaro. Caraca

N2L ZGe

X Facunty of Apcneq Heaitr Scerces
I::‘.‘ :m Pro? Ph.D. Cecarirent of Heatn Stuc:es
e 519888 4567 Ext. 2007 anc Geraniciagy
IE:’hon; ;‘;4&2510 £19/885-72° 1 or 519/688-4557
ax: Fax 319/746-2510
Email: hirdes@healthy.uwaterioo.ca

September 16, 1994

Ms. Erin Tjam
Rehabilitation Department
Freeport Hospital

3570 King Street East
Kitchener, Ontario

N2A 2W1

Dear Ms. Tjam,

[ am writing in support of the proposal you are submitting to the Seniors’ Independence/Canada’s
Drug Strategy Community Researcher competition. As outlined in the proposal, I will be pleased to
work closely with you in all aspects of this important project. Your project would make a unique

contribution to knowledge, and it should help to improve the quality of service provision to seniors

from cultural minorities. The methodology vou have outlined should provide useful information that

may be applied to a broad range of questions.

The collaboration of Dr. Iris Chi, Hong Kong University, and Dr. Chyong-Fang Ko, Academia Sinica, is
particularly exciting, because it gives an opportunity to do work that ranges in scope from regional

issues relevant in the Waterloo area to international comparisons of the experience of the elderly in at

least three countries.

I would like to confirm a number of specific points of agreement with respect to the support I can

provide you. First, your enrolment in the doctoral program in the Department of Health Studies and
Gerontology at the University of Waterloo will provide you with the opportunity to strengthen your
methodological skills needed for this type of community-based research and it will also allow you to

broaden your substantive knowledge with respect to health promotion and aging.

As Director of Research at Freeport Hospital, [ can also confirm that you will have access to office

space, meeting space, interview rooms, audiovisual equipment, computing equipment with
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appropriate software (e.g. SAS for Windows, WordPerfect, Excel, Harvard Graphics), telephone,
facsimile and office supplies needed for the project. In addition, you will be provided with some

secretarial support from our department secretary.

Please let me know if you require any additional information. Best wishes for success in your

submission.
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The

Regional SOCIAL SERVICES DEPARTMENT
Municipality
of Waterloo Home Care Program

Branch Office: 150 Main St., Cambridge. ON NIR $Hs
Telephone: (519) 621-0040 Fax: (519) 623-5068

September 15, 1994

Dr. John P. Hirdes

Department of Health Studies and Gerontology
University of Waterloo

Waterloo

Ontario, Canada N2L3G1

Dear Dr. Hirdes:

I have reviewed the proposal prepared by Ms. Erin Tjam and you to complete a 3 year study of the use of
traditional Chinese medication and western medications among Chinese Canadians in Waterloc Region. [ am
writing to confirm that the Waterloo Region Home Care Program agrees in principal to support this project subject
to final approval by the Regional Health and Social Services Committee and the Ethics Review Committee of the
University of Waterloo. The needs of adults with disabilities and frail seniors from various cultural groups remain
a priority in our organization, and, although the population targeted for study in Waterloo Region may not be
large, the information gained from this research project will enhance our understanding of the needs of other
cultural groups within the Region and will assist us in improving the quality of the services we provide.

We understand that our role in supporting Ms. Tjam as the Community Researcher for this project will be to
provide advice from the perspective of a community-based provider and to assist in planning activities as required.
This will include the sharing of any pertinent protocols and guidelines that have been developed to assist us to
better serve Seniors from varied cultural backgrounds. We are prepared to participate in focus groups to discuss
the experience of community service in working with Chinese Canadian clients. In addition and subject to our
adherence to our guidelines on client confidentiality, the Home Care Program will provide relevant client data, and
is willing to assist you in identifying appropriate methods for communicating the results of this research to other
agencies through newsletters, conference proceedings and other possible approaches.

I believe this project represents the first in a series of research endeavours that will be of mutual interest. The
Home Care Program looks forward to an on-going collaborative relationship with you and with Ms. Tjam. Please
let me know if I can provide any additional information in support of Ms. Tjam's proposal.

Sincerely,

" Kim Voelker
Branch Manager
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DEPARTMENT OF SOCIAL WORK
AND SO0CIAL ADMINISTRATION

. 3 B : The University of Hong Kong,
FRXERA Pokfulam Road, Hong Kong.
Our Ref: Tel. 8592288 / 8592075
Telex: 71919 CEREB HX
Your Ref: Fax: (852) 8587604
September 13, 1994

John P. Hirdes, Ph.D.

Assistant Professor

Department of Health Studies & Gerontology
University of Waterloo

Waterloo, Ontario

N2L 3G!

Canada

Dear Professor Hirdes,

Thank you for the opportunily to review on your proposal to the Seniors’
Independence Research Program for Programs of Applied Research. I am writing to give
my consensus to work with you and Ms. Erin Tjam to define the questions of interest,
conduct parallel analyses with data from Hong Kong and prepare papers for publication and
presentation at scientific conferences.

In Hong Kong, drug use among the elderly is an important health issue. Elderly
patients know very little about their rights as patdent. Doctors are often difficult to approach.
Elderly are in general very reluctant to go to the doctor when they feel sick, they prefer to
try "old* medicines or medicines from friends or family members. Different tablets with the
same dose frequency are sometimes mixed in the same container. Elderly patients find it
hard to remember what has been taken. As 3 result of this, missing dosing on one and
double dosing on the others are not uncommon. In addition, most elderly do not have their
own personally record for their medicine in their own hands. Therefore, drug interaction
is common when the elderly changes doctor or purchases over-the-counter medicines from
drug stores without pharmacists’ supervision.

Your study is very significant and will undoubtedly draw a lot of interest amongst
physicians, pharmacists, and social workers in Hong Kong. Thank you for providing the
opportunity for me to participate.

Sincerely yours,

ﬂ ~
J(,; L

Iris Chi, DSW
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IvIs. Erin Tjam
Freeport Hospital
3570 King Street East
Kitchener, Ontario
N2A 2Wl1

Dear I¥ls. Tjam,

As the coordinator of the CKWR FIVI 937, the Chinese Hour, I am
very pleased to learn about your proposal to the MNational Health
Reasearch and Dewvelopment Prograrm on the study of the use of
traditional cChinese medications and west2rn medications among
Chinese Canadian in the “waterloo Region. QOur programmers feel
that the information you will be generated from the study wrould
be of great interest to our communityr, =specialy to our elderlies
and their families. “wWe see the importance of communicating this
information toc our cornrnunity as it will help in promoting health
awareness and status of our elderlies.

CK'wR FIVI 98.7 i3 the first communitw rmulticultural radio station in
Canada. The Thinese prograrn reaches a larze number of Chinese in
the “aterloc Region. wWe would be glad to assist yvou to
communicate any pertinent inforrnation form vour study through
our program. If you can identify any other wavs that we could b=
of further assistance to vou, please do rnot hesitate to contact us.

We wish youl luck in your funding recguest.

Yours truly

NP

'
-

Yincent Lail

- Coordinator
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R FHFERIL
C O C C C CENTRAL ONTARIO CHINESE CULTURAL CENTRE INC.
P.O Box 42019, 550 King Street North, Conestoga Mall, Waterloo, Ont., N2L 6K5

Ms. Erin Tjam
Freeport Hospital
3570 King Street East
Kitchener, Ontario
N2A 2W1

Dear Ms. Tjam,

We would like to confirm our agreement to participate as a seniors advisory panel for your proposal
to the National Health Research and Development Program to complete a 3 year study of the use of
traditional Chinese medication and western medications among Chinese Canadians in the Waterloo
Region. As part of this project, we will participate in periodic meetings scheduled by you to discuss all
aspects of the project and to provide you with advice from the perspective of Chinese Canadian
seniors as you plan and execute the various phases of this work. We feel that your study will provide
valuable health information to Chinese Canadian seniors and it will also help to improve the quality

of care provided by community and institutional organizations to our community.

We wish you success in your request for funding from Health Canada.

Yours truly,

!
Jle - [Tt s Ld
Mei-Hui Wu
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