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Abstract

Introduction: The purpose of this analysis was to 1) determine the association between

asthma and physical activity levels or sedentary time among Aboriginal adults, and

2) understand the influence of physical inactivity and sedentary time on health care use

among Aboriginal adults with asthma.

Methods: We analyzed 20 953 adults from the 2006 Aboriginal Peoples Survey. Those

with self-reported physician-diagnosed asthma and a current prescription for asthma

medication were considered to have current asthma. Insufficient physical activity was

defined as < 3 hours/week of moderate to vigorous physical activity; high television

screen time was defined as > 10 hours/week. Health care use was assessed using the

number of health professional visits and overnight hospital stays.

Results: Aboriginal adults with asthma were more likely to report high television-

viewing time (OR = 1.16; CI: 1.11–1.22) and insufficient physical activity (OR = 1.15;

CI: 1.10–1.20) than those without asthma. Those with asthma who reported high

television-viewing time reported more health professional consults in the past 12 months

(OR = 2.59; CI: 2.34–2.87), more overnight stays in hospital in the past year (OR = 1.95;

CI: 1.82–2.08) and more overnight stays in the hospital in the past 5 years (OR = 1.13;

CI: 1.07–1.18); results were less consistent for physical activity and health care use.

Conclusion: These findings suggest that Aboriginal adults with asthma are less active

than their peers without asthma and that such a lifestyle may be associated with higher

health care use. These findings have implications for physical activity promotion and

sedentary behaviour strategies targeting Aboriginal adults with asthma.
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Introduction

Aboriginal adults in Canada have a dis-

proportionately high burden of chronic

disease, increased mortality and decreased

life expectancy.1 Research has shown that

off-reserve First Nations, Métis and Inuit

adults also have a higher prevalence of

asthma (13%–14%) compared to non-

Aboriginal adults (8.6%).2 Low socioeco-

nomic status, limited access to health care

services and poor treatment adherence are

partly responsible for this discrepancy.3

Between 1998 and 2001, asthma-related

symptoms were responsible for more than

80 000 hospital admissions.4 In 2011, the

overall economic burden of asthma in

Canada, including direct costs and indirect

costs, was more than $2 billion.5 Similar

data on asthma-related hospitalizations

among Aboriginal people is not available.

However, a longitudinal study in Saskat-

chewan found that Registered Indians aged

35 to 64 years showed a significantly higher

risk of hospitalization for asthma.6 Another

retrospective cohort study in Alberta found

that Treaty Indians were 2 times more likely

to visit a hospital emergency department for

asthma or COPD-related symptoms than

non-Aboriginal people; however, they were

less likely to see a specialist or undergo

spirometry testing.3

Research has shown that physical activity

reduces the incidence and may help prevent

the progression of conditions such as

diabetes, high blood pressure, cardiovascu-

lar disease, asthma, arthritis and poor

health.7,8 The most recent data on physical

activity rates among Aboriginal people in

Canada indicate that only 21% of on-reserve

First Nations are physically active9 com-

pared to 53.8% of non-Aboriginal people.10

Lower physical activity rates may partially

explain the higher incidence and worse

management of chronic disease in this

population.9 Regular physical activity is

associated with improved asthma control11

as well as lower health care use.12 Activity

limitation is an important criteria in the

assessment of asthma control.13
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Key findings

N Aboriginal adults with asthma are

more sedentary and less physically

active than their peers without asthma.

N Further, Aboriginal adults with

asthma who report high levels of

television-viewing time are more

likely to use health care services

than their less sedentary peers.
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Unfortunately, there is a dearth of data

on the effect of sedentary behaviour on

asthma control. Recent research indicates

that sedentary behaviour, which refers to

time spent sitting while commuting, work-

ing or during leisure time,14 is an inde-

pendent risk factor for chronic morbidity

and all-cause mortality.15 A large propor-

tion of leisure sedentary time is made up

of screen time, specifically, television

time.16 In fact, television time contributes

to the highest amount of daily screen time

among Canadian adults, with 29% of this

population reporting 15 or more hours a

week (> 2 hours per day) in 2007.17 A

recent study also found that 64% of Metis

reported watching TV for more than

6 hours per week.18 However, the impact

of such sedentary activities on asthma

outcomes is unclear.

Aboriginal people in Canada have a higher

prevalence of asthma2, appear to have

worse asthma control19 and have higher

levels of physical inactivity.9 Given the

established link between physical activity

and asthma-related health outcomes, a

better understanding of the association

between asthma, engaging in regular phy-

sical activity and having high levels of

sedentary time is important to reduce

health disparities among Aboriginal

people. Therefore, the purpose of our

study was 1) to determine the association

between asthma and physical activity

levels or sedentary time among Aboriginal

adults overall, and among those of different

Aboriginal identities, and 2) to understand

the influence of physical inactivity and

sedentary time on health care use among

Aboriginal adults with asthma.

Methods

Data and participants

We used the 2006 Aboriginal Peoples

Survey (APS) for the current analysis. The

APS is a national survey of Aboriginal

people in Canada administered by Statistics

Canada. The objective of the APS is to

examine issues such as education, lan-

guage, employment, income, health, mobi-

lity and housing among Aboriginal people.

The target population includes First

Nations, Métis and Inuit people, 6 years

and older, living off-reserve in rural, urban

or northern areas. All APS data were self-

reported through personal interviews con-

ducted by phone or in person.

The 2006 APS sampled 61 041 individuals,

of which 80.1% responded. We used the

public use microdata file for this study (n =

24 368). Since this study focussed on adults,

we excluded from our analysis 3415 indivi-

duals younger than 20 years (n = 20 953).

Detailed information about the APS sam-

pling design, data collection and weighting

can be found in the 2006 APS concepts

and methods guide.20

Main variables

Asthma
APS participants were asked whether they

had physician-diagnosed asthma. If they

answered yes, they were asked whether

they were currently receiving treatment

or taking medication for their asthma.

To ensure that participants had ‘‘current’’

asthma and to prevent misclassification

associated with overdiagnosis,21 we classi-

fied those who responded in the affirmative

to both questions as having asthma; all

other respondents were considered not to

have asthma. Defining asthma in this way

led to the exclusion of 665 respondents.

Insufficient physical activity (IPA)
This variable was derived from the survey

question: ‘‘In a typical week, how much

time do you spend doing physical activ-

ities outside of work that result in an

increase in your heart rate and breath-

ing?’’ Response options were none; from 1

to 2 hours; from 3 to 4 hours; from 5 to

6 hours; from 7 to 10 hours; 11 hours or

more. Current physical activity guidelines

for adults (18–64 years) recommend at

least 150 minutes of moderate- to vigor-

ous-intensity aerobic activity per week;22

thus, we recoded responses into 2 cate-

gories: sufficiently physically active (§ 3

hours per week) and insufficiently physi-

cally active (<3 hours per week). We

chose this conservative threshold to mini-

mize misclassification of physically inac-

tive participants who over-report physical

activity levels. There are no reliability or

validity data available on this single item

question from the APS; however, previous

research has shown acceptable levels of

validity (compared to data measured by

an accelerometer) and reliability of recall

of moderate- to vigorous-intensity physi-

cal activities.23,24

Television-viewing time (TVT)
This variable was derived from the survey

question: ‘‘In a typical week in the past 3

months, how much time did you usually

spend watching television?’’ Response

options were none; less than 1 hour; from

1 to 2 hours; from 3 to 5 hours; from 6 to

10 hours; from 11 to 14 hours; from 15 to

20 hours; 20 hours or more. Responses

were recoded into 2 categories: high tele-

vision-viewing time (TVT) (> 10 hours

per week) and lower TVT (ƒ 10 hours per

week). Current epidemiological research

suggests that sedentary activity be limited

to less than 2 hours per day or 14 hours per

week, with standing breaks after 30 min-

utes of continuous sitting.25 TVT accounts

for a large amount, but not all, of daily

sitting time.17 Thus, our categorization is

likely a conservative cut-point since adults

also engage in other sedentary activities

such as computer screen time and reading.

Health care use
The following 3 variables were used to

assess health care use: spending 1 or more

nights in the hospital in the past year (yes

or no) or in the past 5 years (yes or no),

and consulting a health care professional

(including, but not limited to, family physi-

cians, general practitioners, other medical

doctors or specialists, nurses and First

Nation, Métis or Inuit traditional healers)

in the past 12 months (yes or no).

Covariates

One of the covariates in this study was

Aboriginal identity, which included the

response categories of ‘‘single identity:

North American Indian only’’; ‘‘single

identity: Métis only’’; ‘‘single identity:

Inuk only’’; ‘‘multiple identities’’; ‘‘other

Aboriginal identity’’; ‘‘no Aboriginal iden-

tity’’; and ‘‘non-Inuit in Arctic.’’

Individuals were selected for the APS

based on 4 pre-screening questions in

the Statistics Canada 2006 Census. These

questions were designed to gather informa-

tion about ethnic origin, Aboriginal self-

reported identity (North American Indian,
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Métis, or Inuit), Indian band / First Nation

membership and Treaty or Registered

Indian status. Those who reported ancestral

Aboriginal origin without an identity were

considered part of the Aboriginal ancestry-

only population and were included in the

‘‘no Aboriginal Identity’’ category.

Individuals with asthma in the ‘‘single iden-

tity: North American Indian only’’ (n = 715),

‘‘single identity: Métis only’’ (n = 598) and

overall sample (all identities together; n =

1830) categories were further analyzed. The

analysis of the overall sample provides useful

information about all First Nations (off-

reserve), Métis, Inuit and other Aboriginal

identities within Canada. We did not analyze

other groups individually because of their

limited sample size; these included single

identity: Inuk only (n = 118); multiple

identities (n = 50); other Aboriginal identity

(n = 28); no Aboriginal identity (n = 314)

and non-Inuit in Arctic (n = 7).

Other variables of interest included socio-

demographic and health status. Survey

respondents were provided with response

options for these variables. Further details

on the interpretation of these categories

are available in the user guide.22

Previous research has indicated that age,

sex and geographical location are covari-

ates associated with asthma among all 4

adult Aboriginal groups,2 and that location

has been linked to the availability of

health care services and physical activity

resources.26 As a result, demographic

covariates included sex (male or female),

age categories (20–24; 25–34; 35–44; 45–

54; or § 55 years) and geographical

location (central metropolitan area; urban;

rural or arctic).

Socioeconomic covariates included respon-

dent education (elementary or less; some

high school; completed high school; some

post-secondary non-university; completed

post-secondary non-university; some uni-

versity; or completed university) and

total household total income (< $20,000;

$20,000–39,999; $40,000–59,999; $60,000–

79,999; $80,000–99,999; § $100,000).

These covariates were included because

socioeconomic factors have been linked to

levels of health and fitness among

Aboriginal adults.27

Smoking status (daily smoker; occasional

smoker but former daily smoker; always

an occasional smoker; non-smoker now,

former daily smoker; non-smoker now,

former occasional smoker; or never

smoked) and self-reported body mass

index (underweight [BMI < 18.5]; normal

weight [18.5–24.9]; overweight [25.0–

29.9]; obese Class I [30.0–34.9]; obese

Class II [35.0–39.9]; or obese Class III [§

40.0]) were included because they are

established health-risk factors.28

Covariate categories containing less than

5% of the sample were collapsed with an

adjacent category. However, the under-

weight BMI category was not collapsed, as

this is a distinct and important category of

BMI.

Statistical analysis

Frequencies were used to describe the

covariates and outcomes; these were con-

verted into a percentage of the sample.

Pearson chi-squares were used to determine

whether there were differences between

those with and without asthma. In cases

where there were more than 2 categories, we

used standardized adjusted residuals to

determine where the difference was. A cut-

point of 22.0 to 2.0 was used to detect

significance. Simple and covariate adjusted

logistic regression analyses were used to

assess the associations between asthma and

IPA or TVT in each of the Aboriginal groups

and in the overall sample comparing those

with and without asthma. Logistic regres-

sions were adjusted for age, sex, Aboriginal

identity, geographical location, income, edu-

cation, type of smoker and BMI covariates.

In the sample of adults with asthma, simple

and adjusted logistic regression models were

used to assess the association between

outcomes of health care use and IPA or TVT.

All statistical analyses were conducted using

SPSS version 21 and significance was set at

a < 0.05. In order to ensure appropriate

estimations, normalized population weights

provided by Statistics Canada were applied

to the entire dataset.

Results

The prevalence of asthma in this sample

was 8.7%. Within the asthma group, 39.1%

were North American Indian, 32.7% were

Métis, 11.1% were Inuit or non-Inuit in

Arctic or other identity/multiple identities,

and 17.2% were no Aboriginal identity.

Table 1 shows characteristics of the sam-

ple. Significant differences were observed

between those with treated asthma and

those without asthma on most covariates

examined. The proportion of those who

were insufficiently physically active was

higher among those with asthma (56.9%)

compared to those without asthma

(50.9%). The proportion of those who

reported high TVT was higher among those

with asthma (50.4%) compared to those

with no asthma (42.9%).

Adults with asthma were significantly

more likely to report high TVT and IPA

compared to those without asthma in

unadjusted models (Table 2). This was

true for the North American Indian, Métis

and the overall samples. These associa-

tions remained significant after adjusting

for age, sex, Aboriginal identity, geogra-

phical location, income, education, type of

smoker and BMI.

The odds of health care use were higher

among adults with asthma who had high

TVT in unadjusted and adjusted models

(Table 3). For IPA, all unadjusted associa-

tions with health care use were significant.

For health care professional consultations

in the unadjusted regression, the associa-

tion was negative such that IPA was

associated with fewer consultations

(OR = 0.77; CI: 0.71–0.84), while the

association between IPA and hospital

night stays in the past year (OR = 1.20;

CI: 1.13–1.27) and past 5 years (OR = 1.49;

CI: 1.43–1.56) were both positive. In

models adjusted for all covariates, hospital

night stays in the past year and 5 years were

both significantly associated with IPA.

Discussion

Using a sample of adults from the 2006 APS,

we analyzed the relationships between

physical inactivity and TVT with asthma

and health care use. The primary finding is

that adults with asthma were significantly

more likely to be in the high television-

viewing-time group (> 10 hours per week)

and to be insufficiently physically active

(< 3 hours per week) compared to those

Health Promotion and Chronic Disease Prevention in Canada
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TABLE 1
Characteristics of the sample by self-reported asthma, Aboriginal Peoples Survey, 2006

Characteristics Asthma – treated
(n = 1830), %

No asthma
(n = 18 313), %

Asthma – not treated
(n = 665), %

Age, years 20–24 11.6 11.6 18.9*

25–34 19.0 21.8* 26.1*

35–44 21.8 24.5 20.3

45–54 20.2 22.0* 17.4

§ 55 27.4 20.0* 17.3*

Sex Male 30.8 46.0* 33.3*

Female 69.2 54.0* 66.7*

Aboriginal identity North American Indian 39.1 36.7 36.9

Métis 32.7 30.5 33.3

Inuk or non-Inuit in Arctic or other identity/multiple identities 11.1 15.2 8.6

No Aboriginal identity 17.2 17.6* 21.2

Geographical location Central metropolitan area 46.4 40.0* 52.3*

Urban 21.2 22.3 21.2

Rural 26.6 27.8 23.4

Arctic 5.3 9.9* 3.2*

Income, $ < 20 000 17.4 12.9 16.4

20 000–39 999 24.3 20.4 22.9

40 000–59 999 18.9 19.2 18.0

60 000–79 999 13.3 15.6 13.7

80 000–99 999 10.4 12.1 10.5

§ 100 000 15.7 19.8 18.5

Education Less than high school 28.6 26.7* 24.1*

Completed high school 14.2 15.3 16.8

Some post-secondary non-university 11.5 10.5 10.1

Completed post-secondary non-university 29.9 29.9 28.7

Some or completed university 15.8 17.6* 20.3*

Type of smoker Daily 33.1 33.8 35.6

Occasional smoker (former daily or always) 9.0 8.3 6.7

Non-smoker (former daily or occasional) 33.6 31.2* 24.5*

Never smoked 24.4 26.8* 33.2*

Body mass index, kg/m2 < 18.5 (Underweight) 2.0 1.7 2.3

18.5–24.9 (Normal weight) 30.4 35.5 30.7

25.0–29.9 (Overweight) 31.2 37.2 31.6

30.0–34.9 (Obese Class I) 22.3 18.0 22.2

§ 35.0 (Obese Class II or III) 14.2 7.6* 13.2*

Overnight hospital stay in the past 1 year 20.3 11.1* 13.3*

Overnight hospital stay in the past 5 years 48.4 32.9* 38.6*

Health professional consultation in the past 1 year 95.0 89.6* 91.7*

Physical activity level, hours None 17.8 13.9 13.4

1–2 39.1 37.7 35.7

3–4 20.1 21.5 23.0

5–6 9.3 11.9 9.6

7–10 8.6 9.1 10.0

§ 11 5.1 6.0 8.2

Continued on the following page
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without asthma; this was true for the North

American Indian and Metis groups as well

as the overall sample. The secondary find-

ing is that adults with asthma who reported

high TVT used health care services more

than those who reported lower TVT, and

that adults with asthma who were insuffi-

ciently physically active reported more

hospital stays than those who were suffi-

ciently active. While previous research has

concluded that individuals with asthma are

more likely to report low physical activity

levels29 and higher health care utilization,12

this is the first study to investigate these

relationships within the Aboriginal popu-

lation in Canada and within different

Aboriginal identities, each of which may

be at varying risk due to a multitude of

health disparities.30

Our finding that Aboriginal adults with

asthma are more likely to report lower

levels of physical activity is consistent

with findings from research on non-

Aboriginal adults with asthma.28 Many

individuals with asthma avoid physical

activity for fear of exacerbating symptoms

or triggering exercise-induced broncho-

constriction.31 However, numerous stu-

dies have shown that physical activity can

improve asthma control and asthma-

related quality of life.11,31 Dogra et al.12

investigated the relationship between phy-

sical activity and health in 4272 men and

6971 women with asthma from the

Canadian Community Health Survey cycle

2.1. Data showed that physical activity

was consistently associated with better

health in individuals with asthma.12

Further, engaging in regular, structured

physical activity has been shown to

improve asthma control in adults with

asthma.11 Thus, physical activity promo-

tion strategies among Aboriginal people

may benefit from an asthma education

component, and asthma education should

include information on physical activity.

The results of our study also indicate that

North American Indians living off-reserve,

Métis and the overall Aboriginal popula-

tion group with asthma were more likely

to report high TVT compared with those

without asthma. Only a limited number of

studies exist on the association between

asthma and TVT, and these are primarily

on children. In one such study, children

presenting with no wheeze at 3.5 years

TABLE 1 (continued)
Characteristics of the sample by self-reported asthma, Aboriginal Peoples Survey, 2006

Characteristics Asthma – treated
(n = 1830), %

No asthma
(n = 18 313), %

Asthma – not treated
(n = 665), %

Physical activity Insufficient (< 3 hours/week) 56.9 50.9* 54.8*

Television time Sedentary (> 10 hours/week) 50.4 42.9* 42.6*

* p < .05.

TABLE 2
Television-viewing time and physical inactivity in North American Indian populations, Métis populations and the overall Aboriginal sample,

§ 20 years, Aboriginal Peoples Survey, 2006

Aboriginal group Asthma status High television-viewing time
OR (95% CI)

Insufficient physical activity
OR (95% CI)

Unadjusted Adjusted Unadjusted Adjusted

North American Indian only Asthma 1.40***
(1.21–1.62)

n = 75

1.57***
(1.27–1.94)

n = 70

2.30***
(1.99–2.66)

n = 76

2.04***
(1.53–2.72)

n = 70

No asthma Referent
n = 24

Referent
n = 24

Referent
n = 24

Referent
n = 24

Métis only Asthma 1.39***
(1.33–1.46)

n = 572

1.32***
(1.25–1.39)

n = 529

1.50***
(1.43–1.57)

n = 571

1.17***
(1.11–1.23)

n = 528

No asthma Referent
n = 209

Referent
n = 194

Referent
n = 210

Referent
n = 195

Overall sample Asthma 1.29***
(1.24–1.34)

n = 800

1.16***
(1.11–1.22)

n = 743

1.52***
(1.46–1.58)

n = 800

1.15***
(1.10–1.20)

n = 742

No Asthma Referent
n = 289

Referent
n = 273

Referent
n = 291

Referent
n = 275

Abbreviations: BMI, body mass index; CI, confidence interval; OR, odds ratio.

Notes: Response rates for physical activity and television-viewing time variables were 8.2% in North American Indians compared to 95% in Métis.

Adjusted for age, sex, geographical location, income, education, type of smoker, and BMI.

*** p < .001.
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were followed over a 7.5-year prospective

longitudinal study, during which televi-

sion screen time rates were recorded.32

The results showed that children who

watched an average of 2 or more hours

of television per day over the 7.5-year

period were more than twice as likely to

develop asthma by 11.5 years of age.32

Further, a number of adverse health out-

comes, including obesity, behavioural

problems and decreased academic perfor-

mance, are associated with excessive

screen time 33 and are all more prevalent

among children with asthma.34 Recent

evidence has also indicated that sedentary

behaviour, including TVT, is an important

risk factor for cardiovascular disease and

all-cause mortality independent of physi-

cal inactivity.35 Since Aboriginal people

are already at a higher risk of many of

these adverse health outcomes,1 the high

TVT reported among Aboriginal adults

with asthma in this study highlights a

potential target for future health promo-

tion strategies.

Research has shown that Aboriginal peo-

ple in Canada visit the hospital more than

twice as frequently as do their non-

Aboriginal peers.3 Our study found that

adults with asthma who reported high

TVT had higher health care utilization.

This is not surprising given the multitude

of adverse health outcomes associated

with high TVT.31-33 Similarly, adults with

asthma who were insufficiently active had

significantly higher odds of being hospita-

lized overnight in the past year. This is

consistent with previous results from the

Canadian Community Health Survey that

indicated that physically active adults with

asthma use health care services less than

inactive adults with asthma do; that is,

they have better asthma control.12 Of note,

the association between physical inactiv-

ity and health care use was less consistent;

no statistical significance was noted for

health care professional consultations.

The inconsistent findings for physical

inactivity and health care utilization,

especially consultations with a profes-

sional, may be confounded by exercise-

induced asthma, that is, active adults with

asthma may be seeking health care ser-

vices to ensure they have medications to

prevent inactivity related to asthma symp-

toms. Future research should consider

more objective measures of asthma con-

trol and should consider exercise-induced

asthma.

Evidence is growing that the impact of

screen time on health outcomes is inde-

pendent of physical activity;35 from this

preliminary descriptive study, it is difficult

to determine whether sedentary time may

be more important than physical inactivity

for asthma outcomes in this population.

Certainly, more research is required.

Regardless, data from the present study

clearly show that Aboriginal adults with

asthma need to increase their physical

activity and reduce their TVT; doing so

could lead to an increase in asthma

control, a decrease in health care costs

and likely better quality of life.

Strengths and limitations

The strengths of this analysis include the

large sample size, which allowed for

analysis in 2 distinct Aboriginal identities,

and the number of available variables in

the APS that were adjusted for in regres-

sion models. Results of this study should

be interpreted in light of the following

limitations.

First, the data used in this study were

cross-sectional; thus, reverse causality

cannot be ruled out. Second, covariates

not measured in the study, such as

exercise-induced asthma, could be respon-

sible for a confounding variable effect.

Third, all data were self-reported, which

may have led to misclassification, espe-

cially in regards to physical activity,

sedentary behaviour and BMI. For physi-

cal activity and sedentary behaviour,

TABLE 3
Association between health care utilization and physical inactivity or television-viewing time among Aboriginal adults (§ 20 years) with

asthma, Aboriginal Peoples Survey, 2006

Activity type Health care professionala

consultation,
OR (95% CI)

Overnight hospital stay
in the past year,

OR (95% CI)

Overnight hospital stay
in the past 5 years,

OR (95% CI)

Unadjusted Adjustedb Unadjusted Adjustedb Unadjusted Adjustedb

Television screen time
>10 hours/ week

Sedentary 2.41***
(2.21–2.63)

n = 403

2.59***
(2.34–2.87)

n = 372

2.19***
(2.07–2.32)

n = 401

1.95***
(1.82–2.08)

n = 370

1.47***
(1.41–1.53)

n = 396

1.13***
(1.07–1.18)

n = 370

Active Referent
n = 397

Referent
n = 371

Referent
n = 394

Referent
n = 369

Referent
n = 401

Referent
n = 370

Insufficient physical
activity < 3 hours/week

Insufficiently active 0.77***
(0.71–0.84)

n = 455

0.98
(0.89–1.08)

n = 422

1.20***
(1.13–1.27)

n = 453

1.16***
(1.08–1.23)

n = 421

1.49***
(1.43–1.56)

n = 452

1.22**
(1.16–1.28)

n = 419

Active Referent
n = 345

Referent
n = 320

Referent
n = 342

Referent
n = 317

Referent
n = 345

Referent
n = 320

Abbreviations: CI, confidence interval; OR, odds ratio.
a Including, but not limited to, family physicians, general practitioner, other medical doctor or specialist, nurse or First Nation, Métis or Inuit traditional healer.
b Adjusted for age, sex, Aboriginal identity, geographical location, income, education, type of smoker and body mass index.

** p < .01.

*** p < .001.
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recall has been shown to have acceptable

validity and reliability when using 7-day

recall questionnaires23,24 whereas self-

reported BMI can accurately predict mea-

sured BMI.36 However, objectively mea-

sured data are better able to predict health

outcomes37 when compared to self-reported

data. As such, conservative cut-points were

deliberately chosen to minimize bias in the

present study. Future research should use

objectively measured or valid/reliable tools

to measure these variables.

Fourth, the sample did not include on-

reserve First Nations and the sample size

was not large enough to run individual

analyses for all Aboriginal identities, both of

which may limit the generalizability of the

findings. It should also be noted that the

APS does not contain information necessary

for detailed analyses of health care accessi-

bility within these identities. Future research

should assess asthma among First Nations,

Métis and Inuit separately to better under-

stand the associations within these specific

populations. Fifth, the APS did not contain

information pertaining to asthma control,

so health care use outcomes were used as a

proxy. Future research should directly

assess the association between IPA, TVT

and asthma control in Aboriginal adults

with asthma, both on- and off-reserve.

Finally, the present analysis was the first

to explore such associations in Aboriginal

adults. Future research should test for

potential effect modifiers to determine if

the associations differ by variables such as

smoking status, medication use and others.

Conclusion

Data from the APS indicate that Aboriginal

adults with asthma are more sedentary and

less physically active than their non-asth-

matic peers. Further, Aboriginal adults

with asthma who report higher levels of

TVT are more likely to use health care

services than their less sedentary peers.

These novel findings have important impli-

cations for asthma-exercise education in

the Aboriginal population in Canada.
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