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Abstract: Cardiovascular diseasesghich include coronary heart diseas@CHD), remain the

leading cause of death in Canada and other industrialized couiitniesqualitative study

used photeelicitation focus groups and 4depth interviews tainderstand health behaviour

change from the perspectives of @8ple who were aware of their high risk for CHD and

had received information about cardiovascular risk modification while participating in a

larger inervention study. Participants were drawn from two selected regions: Suatmliry

District (northern Ontarioand the Greater Toronto Areao(ghern Ontario)Analysis drew

on concepts of place and space to capture the complex interplay between geographic
locati on, sociodemographic position, and peo|
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for CHD. Three major sites of difference and ambiguity emerdgdolace and access to

health resources?) time and food culture; an8) itineraries or travels tbugh multiple

locations. All participants reported difficulties in learning and adhering to new lifestyle
patterns, but access to supportive health resources was different in the two regions. Even
within regions, subgroups experienced different pattefesmstraint and advantage. each
region, Afasto food and traditional foods we
meanings.Finally, different and shifting strategies for risk modification were required at

various points duringlaily and ®asonatravels through neighbourhoods, to workplaces, or

on vacation Thus health education for CHD risk modification should be pipezific and

tailored to the needs and resources of specific communities.

Keywords: cardiovascular diseaseglace cardiovascular risk modification; qualitative
methodshealth behaviour

1. Introduction

Cardiovascular diseaseshich include coronary heart diseas€CHD), remain the leading cause of
death in Canada and other industrialized countries, although mortaéty are declininll]. Earlier
diagnosis and improved medical ragement have contributed to longevity of people with CHD, and a
corresponding decrease in major risk factors such as smoking has served to reduce its ja¢ijence
International guidelines are based on the assumption that people at highr iSkDobenefit from
healthy modifications to diet, tobacco use, exercise, and management of diabetes and
hypertension[3-5]. A recent metanalytic review noted that individually focused multiple risk
reduction inteventions result in small changes in target behaviours and have a low impact on morbidity
and mortality[6]; nevertheless, the impact of these interventions is significaghtiralependent of
available medical therapyHence, the clinical importance of risk modification should not be
underplayed. Two branches of research have explored the difficulties people face in making sense of an
acting on risk reduction advice.

One stram of inquiry is concerned withow people receive and act on risk reduction advice. This

work indicates that understanding and persona
epidemiol ogyo, whi ch i ncor p cmeceaanctknowh exceptibns tmeha n i r
purported health effects of risk factors such as smdkiy]. Thein-between, ofiminal, state of being

Aat risko is problematic for t h mearing of diagnoktie e |
indicators such as elevated cholesterol lej/El§. Once i dent i f peepke maysstrive ot r

minimize and normalize their risk status by contextualizing it as part of the life dadis&/omen and
men may assign different meanings anditatte different causes to CHDfor example, women may
perceive themselves as more susceptible to breast cancer and men as more prone fc
CHD [8,12,13] Furthermore, it is difficult to change established routines and, over the longer term,
many people struggle to adhere to healthy lifestyle recommendflbAas].

Another research fosuis onwhere people receive and act on risk reduction advice, because
sociodemographic position and geographic location form circumstances that support or undermine
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health[18]. Health regions in Canada with higher levels of heart disease mortality also have greater

prevalence of smokingnd obesity than the national averd8]. Ontario is among the provinces with

the lowest levels of smokingttributable mortality and prevalence of CHD risk factfks Previous

research indicated the province has regional differences in the prevalence of modifiable riskwahtors,

higher risk, morbidity andmortality in some areas afiorthern Ontarid20]. Grace[21] found thaf

among a sample of Ontario residents with cardiovascular disease, diabetes, or two or more

cardiovascular disease risk factomnd who subsequentlyreceived risk modification information

through a tkephone counseling interventionhe frequency of exercisevas lowerin residents of

northern Ontaricdhanin urban residents of southern Ontario. Furthermore, even within regions, risk

factors are inequably distributed. For examplerahcophone commuiess in northern Ontario have

lower averageincomesthan anglophone Ontariarad higher prevalence of risk factors, especially

cigarette smokingon average this population is older and reports higher incidence of [ZHP8]

CHD risk factors are also more prevalent in disadvantaged inner city residents of Toronto than in the

general urban population, and inner city residents encounter greater barriers to risk modiidqtion

Physical inactivity is more prevalent in the Toronto area than some northern areas of the province [2].
The importance of both approaches lies in their potential to lead usdoegbviduated approaches

to health behaviour change.or exampl e, Nl ay epidemiologyo dr

constructed knowledge about heart disease and health beHa&viguirhese shared undgandings are

part of social connectivity angositioning which in turn may be threatened $lyifts of identity posed

by healthrisk or healthrelatedbehaviour changettention to patterns in particular geographic regions

highlights the role of localnirastructures, climate and economic conditipt8]. These contextual

circumstances play out differently for sociodemographic groups within the same region because they are

afforded different opportunities, barriers and resources for health. Thus, within both streams of

research, thereisndi cati on t hat an ecological Il ens is n

reduction goals.

1.1 Purpose

There is a need to illuminate the complex interplay between geographic location (place),
sociodemographi c porssitd understand and dnodify eheirpriskefdar CHDEef f o
undertook a qualitative study to examine and compare experiences with cardiovascular risk modification
in two selected regions: Sudbury and Distriobr(hern Ontario) and the Greater Toronto Area
(southen Ontario). This waslinked with a larger trial (led by RPN) that tested a risk reduction
telephonecounseling intervention for individuals at high risk for CHD in three regions of Ontario. Trial
participantsdé risk for oadasedion theaFsaminghanralgadithns, asmg e
a standardized telephone assessment interview and physician referrgl288@] Individuals at
elevated risk for cardiovascular disease,(tveo or more risk factorsjere invited to participate in the
trial, including those with an existing diagnosis of atherosclerotic heart diSHasgurpose of our
associated qualitative study was to understand the social and material conditions of health behavioul
change from th@erspectives of people who had been made aware of their high risk for CHD and had
received information about cardiovascular risk modification.
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2. Data Collection and Methods

The methodological foundations of critical ethnography were well suited tmdjuisy, because they
encourage attention to the social organization of everyday a¢avif#8]. We augmented focus groups
and indepth interviews with photelicitation techniqueqg29-31]. First, focus group discussions
encouraged -4 participants to share insights gained through learning about their risk for CHD, setting
personal goals, anthaking lifestyle changes to modify their risk factoFallowing focus groups,
disposable cameras were distributed and participants were instructed to take pictures of everyday scene
or objects that influenced their health or represented their expevigvite risk modification.This
offered the opportunity to creatively and dramaticalhowus some of the geographic, social and
practical influences on health behaviour change. After the photographs were deveidpstijai,
hourlong, semistructured nterviews were focused on the images to elictiepth discussion of the
issues they representethat is, the photos themselves were not analyzed; rather, they were used as a
focal point within the interviews. In many cases, participants were abtefle@t on habitualand
infrequently acknowledgedimensions of their everyday lives as they considered what to photograph,
creaktd photographicimages, and reviewd images in conversation with an interesteahd active
listener [29-31]. Photographs were digitally anonymized by blurring facial features. Signs identifying
businesses or restaurants were also blurred and replaced with representative generic terms such
AFast Foodo.

2.1 Recruitment

Research Ethics Bwod approval was obtained from the University of Toronto, Laurentian
University, Sudbury& District Health Unit, and all hospitals that assisted with recruitment for the
intervention studyParticipants were recruited from Toronto (a densely populatechurigropolis)
and Sudbury (a midized city surrounded by garsely populated rural area)Ve sent letters of
invitation to those who were registered in thegéa intervention study sampl&udbury and the
surrounding rural area are home to clustersrehéiCanadians, so we sought to include members of
these communities by sending a French letter of invitation to the few participants in the larger
intervention study who identified rénch as their first languag&Ve also recruitedfrancophone
participans from alocal cardiac rehabilitation program, because its participants were similarly aware of
their risk factors and had received information about risk modificalimerviews and data analysis for
each subgroup were conducted separately by yosilated research stibams; fancophone subgroup
data collection and analysis were done in French. Analysis was concurrent with data collection, and
subteams communicated throughout the study using email, teleconferences, and intensive, one or two
day sitemeetings.

2.2 TheoreticalFoundationsand Analysis
Focus group discussions and interviews were professionally transcribed. Reflexive discussions and

observations about the data were shared within and betwed¢eassub.The photographs were scanned
and catalogued so that they could be referred to during analysis, but they were not individually
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analyzed.After several meetings and readings of interview data, a coding scheme was developed by
consensus for all groups to use when coding in QSR NVivo7. Tdhesowerdranslated andome new
codes addebly the fancophone suteam to capture the experience of this subgroup.

Analysis was theoretically informed by social theory, which finds praxis in critical
ethnography27,28] We dr ew o0 {82,3Bleoncegts of plaeeladdsspace to refine attention
to the interplay between everyday conseand health behaviouBlacedenotes the locations, physical
or social, that people occupy or pass through in their daily rounds of a¢B2i§3] Activities or
practices make places into meaningéplaces Space is fluid and it constantly transforms with the
changing context; spatial stories reflect this ambig[88,33] In telling about their daily practices,
people guide the listener througtheir itineraries, or travels throughthe practiced spaces of the
everyday[32,33]. In their spatial stories, participants described their embodied movements through the
microgeographies of their everyday worlds, claiming locatiows sstuating themselves within them in
meaningful waysThese habitual practices become embedded in place, so that context itself begins to
call forth behaviours.

As our analysis deepened, we saw that the process of adding or changing activities faskCHD r
reduction problematizes spatial practices. People must find or make new space for exercise and nev
dietary practices, and they must resist the call to act in habitual ways within existing Bpaoegoing,
they change the character of their everydaylds. Furthermore, in changing the spatial practices for
themselves, individuals may change for others the meaning of communally occupied social spaces. We
shared our findings in a plain language newsletter that was sent to the study participarteranthet
newsletter wasranslated into French for theahcophone community.

3. Results
3.1 Sample Characteristics

Of the 39 study participants, 21 were from Toronto and 18 were from Sudbury and DiStritte
Sudbury subgrougd,2 were anglophonandsix were fancophoneThere was equal distribution of men
and women in each subgroupmigrants to Canada comprised 33% of Toronto participants and 17%
of the Sudbury anglophone&udbury fancophones were all born in Canatiost participants were
married or lived with someonéncluding 75% of the Sudburynglophonesand 100% of the Sudbury
francophones, but only 57% of the Torontonians.

Focus groups, interviews, and over 340 photographs covered a wide range of self selected topics
including food; cigarettes; medication locations for exercise; televisions and computers; nature,
outdoors and weather; and family, friends and social occasidhgarticipants described efforts
involved in initiating and maintaining recommended lifestyle changegjitfetent patterns of barriers
and resources were seen between regions and subgroups.

3.2 Places, Spaces and Itineraridsxemplarsand Ambiguities

Analysis drew ord e  C e r[3,83hcontepts of plagespace and itinerariesas a lens to studyé
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interplay between contexts amulividual healthactivities For example, this single woman described

the physical layout of her opemncept kitchen and living room as a physplace The meaning of this

area ofher home shifteambiguoushythroughout her story about it. The opssncept arrangement was

a fAselling feat ur e oTha kitchenbecamei at headthy bryunheattbgaceasits e d |
meaningwasalteredby the foodsheconsumedind herowi f r ame of mi ndo:

Participant: Okay my kitchen.It can be both positive and negativEhere are some
days where |1 06m in there just | ooking for
because if the junfsnack food]is in there, | can stand at the countevatch TV and
eat él nt eOkay.l ¢ Wesr :aancemt pygenareaParticipant: Exactly, open

concept. When | bought my apartment thas the selling feature | t 6s al so g
because thatodés where | can make moankk heal t
i f I dm in the right fr amé&ouohbp tmiveggiesandt 6s gr

make something good.

Her account is a spatial story; it connects places in her home by telling the movements of her
practicing body. The ambiguity of her kitchen aspaceor practicingih posi ti ve or neg
habits is further seen in the openoncept connection to the living rooffrom her kitchershecan see
the TV and be distracted fr ominthelvingcoomig hendar i n
where she also spends time watching TV (see Figure 1)

Figure 1. The ambiguous spaces of an oemcept kitchen and living room as the location
for healthy or unhealthy food consumption and television viewing. Participants described
habitual activites that created meaningful spaces within everyday locations.
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Participant: But yeah, thatdos where | sit
|l tds really becaubda@m pmh @atceputumexerci si ng; I a
Interviewer: Okay.How do you feel sitting here, how do you feel in this area?

Participant: Um, itdéds funny because you wol
itdés such a relaxed feeling,; it readal ly is
dondt worrwgabbeteanytbs my Il ittle corner

Within her spatial story, she describes her habiturararies through he microgeography of her
home. Routines of comfort conflict with her consciousness of heart health in diet and exercise,
problematizig long established spatial practices. The TV is a focal point for some of her itineraries; she
can view it from her kitchen, as she collects snack food, or from her livingroom sofa. The everyday
locations of home and neighborhood became spaces of amlaigdistruggle while participants sought
to change their health behaviours.

3.3. Place and Access to Health Resources

Toronto participants described easy access to a wide variety of health resources such as gyms, famil
doctors, cardiac specialists, amegalth promotion programs. A higher concentration of health resources
is typical of larger citiesSomeparticipantsspoke of being able to reach most destinations by walking or
taking public transit. However, many also remarked on the lack of parksear greas in the city. They
traveled some distance to natural settings for exercise and for the stress release they associated wi
beautiful parks or ouof-town retreatsThose with higher incomes could afford to pay for exercise
equipment or health cluiees, but then had to make appropriate space for use of these resources in their
homes or crowded schedul es. One man s hehavesd U S
where | buried my treadmill élf you |l ook cl osel

Torontonians with lower incomes could not afford such resources, however, and some patrticipants
found the city did not easily yield space for safe exer€se man had lost weight by establishing a new
habitual practice of jogging through his neighborhodd. explained the perils of running or biking in
the city:

| find some times runnirdgl dondt know what it is buté th
of population who, for someason j ust donodt l i ke us. And i1
they can somehowcuwwy of f [ when you are] either runn

An elderly man proudly showed us a photograph of himself working out at an upscale gym. He had
immigrated to Canada in his later years and did not qualify for sufficient public pensintéusupport
him in retirementHe was employed fulltime at the gym, where he was allowed to make full use of th
facility for his own fitnesd after a day of cleaning floors, laundering towels, and tidying change rooms.
This form of access was precarigubased on his continued ability to do physical work, because he
could not afford to pay membership fees.
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Figure 2. Finding places and making spaces for activity in the Toronto subgroup. One man
could not find a space for his exercise equipment in dwseh and finally stored it in his
garage where it sat unusedwoman had arthritis, but exercised in a special heated pool at
a rehabilitation facility that was close to her home.

Sudbury aglophoneparticipantsdescribed harsh, long winters that liedt outdoor exercise and
travel to healtfrelated appointments. Cars were a necessity for travel to mory wigieersed health
resourcesThose who lived on the outskirts of the city needed consistent d@ccasws/ell maintained
vehicled something that mancould not easily affordsee Figure 3)One man recounted his worries
about car breakdowns during a period of financial hardship:

ésince | was I|living 20 mi nshopestrudkingacentret he ne ¢
or s and my car waslmost16 yearso | d é | never took it to th
year s. I did most of the work mysel f. Wh a t

down (Il aughs) é

Those with additional chronic health problems such as arthritis found it difficult to carry out basic
daily tasks under such harsh climatic conditions and also had to contend with clearing snow. This
woman lived alone and described her struggles with the snow:

Well | can only do it for a very short time and then | am really exhausted and | know
that if | keptoormaybe | would take a heart attack. é
too, you knowé
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Many Sudbury aglophone participants also spoke of difficulties in finding health providers such as a
family doctor or cardiac specialist. Those who had access to cohdiselth care providers felt
Al uckyo t @&ymsand mdodr poolsnwere not as numerous and were more dispersed than in
Toronto.A few participants owned exercise equipment such as treadmills so they did not have to leave
home to work out in wintein the summer months, seveaablophones took advantage of easy access
to outdoor sports and natdogiented activities.

Figure 3. A Sudbury womarshovelssnow to clear her drivewa car is a necessity in less
densely populated ared$eavy snowand cy roads are unsafe amdpede road travel

Sudbury francophoneslescribed similar struggles with climate and access to health services.
However, they had additional problems with findifgench language services. This woman describes
problems faced bsesidents of her small community some distance from Sudbury:

Oui, déail avait un docteur, le Dr.[X] ®t ai t | 7 . Aujourd&hui , sor
est ouvert juste 2 jours par semai ne. ¢ a
retraite puisonestpr i s pas de m®deci n. On nbéest pas ¢

gue, il demeure aSudbury présent puis il vient ici 2 journés par semaine pour Vvoir

nosgens. Parceq] c 6est beaucoup des gens ©g®s. 1
coest lpar @dblont i pas |l es moyens, islne y en
conduisat pas.

N

Ay
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[Translation: W& had [Family Physician] he was a falme doctor. . . . Todayhe

[ Family Physician] dés office is open only ¢ty
qgu t e a whil e, and weoOre stuck without a dc
lives in Sudbury now, and he comes here two days a week to see patients here. Because

in [town] there are a lot ofold peopleThey 6re wused to him, and
thing, they havendét got the money, $ome of tF

Thus, those who lived in clodenit francophone communities outside Sudbury had to circumvent the
entanglement of multiple barrierdncluding severe weather, lonagistancetravel for primary or
specialized health care, and limited availability of Frespgbaking Family Physicians, any Family
Physicians for that matter.

34. Time and Food Culture

Urban participants described exposure to a close concentration of adwgrfisi A f a st f o«
sedentary entertainments that created constant opportunities to indulge in risk beh@lioseswho
were employed described the stress and time pressure of commuting as significant barriers to
incorporating new health behaviours irgeeryday routinesWomen, and some retired men, described
additional time constraints posed by caregiving responsibilities for children, grandchildren or parents.
Retirees explained that their ndaund luxury of time supported their efforts to changes than
contrasted his life with that of someone in middle years:

éeéthere are other priorities, theydve got t
till ten ob6clock toni ghntd, tohreryecdusd viehigso tr etph
at home, ad you have to, yoknow you have to see to their needs.

Torontonians described lives that were temporally, spatially, socially ewen commercially
Acrowtdlkey .t urned t o pr oeepaedfdodn efforfs toaesdcedtime spent a u
in meal preparation, and to make space for pleasure and stress release.

In contrast, Sudbury participants found that loneliness and isolation were linked with time in the
form of seasonal weather conditions. The winter months brought heavy snow, whicimpeded
travel for short distances, especially for those who lived outside the citylitssiflated circumstances,
indoor pastimes such as TV watching and computer games did not fully address the need for socia
companionship.Several Sudbury parti@n t s regularly met friends
socialize, yet the health benefits of social connection can be undermined by indulgence in inexpensive
treats, as this man explains:

We have friends that go tadffeeand donut chain], practicallgvery night, so once in
a while weol |l gAon dt htehraet 6as aa g@roaupe.xperi ence
chatBut i f you overdo any of this stuff, tha"
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Fast food restaurants becasmace®f tension, where the wellbeing associated widnfiship and
conversation was concurrent with worry about consumption of processed foods.

Figure 4. Rush hour traffic begins early in Toronto. These drivers pass fast food restaurants
on their way home.
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Similar issuesvere extensively discussed bgrfcophonesMost regarded theirdncophone identity
and group cohesion as unique and important, particularly given theiryhzst a marginalized group in
northern Ontario Socializing with othefrancophonesvas closely associated with feasting on good
tasting foods that were not always heart healthy, as this participant explained:

On est en g®n®r al , du monde qui a bien de
Puis on aime @ sortir puis on yacomme on a mentionrgédes restaurants ou des

placesque il y a beaucoup de chance a avoir du cholesté&ol ou trop de sel ou trop de
sucre ou quelque chose dbéautre, -a fait qu
avec notre santéparce que nos habitudes de vies sont plus en gééal plus agessi

g u eautck onde.

[ n general, wedre people who have a | ot o 1
winter. We like to go out, so we go places, like, we mentioned restaurants or places
where thereds a good chance wedrhuchshgarve chol
or somet @irmgl ieffesetéyl e habits are Jmore aggr e
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Giving these foods up was hard because it decreased the pleasure of social events and changed
valued part otraditional practices thatome regarded aentralto their culture.Furthermore, four of
the Sudburyfrancophone participants smoked and found it difficaltquit, especially when close
friends or family members still smoked. The emphasis on family cohesion and support made it difficult
to change sharedctivities. Intimate, private spaces were simultaneously a refuge and barrier for this
subgroup.

Figure 5. Nourriture et famill® A francophone family gathers for a special dinner with
high fat and carbohydrate treats. Smoking is also a health issue gradigpants.
Emphasis on group cohesion and supportive ties made changes in diet and tobacco use

difficult for francophone participants.

35. ltineraries

Participants moved through several places in the course of daily activities, creating clspmsabf
activity, or itineraries [32], that connected several locations over brief periods of fithese daily



