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Executive Summary 

In 2010-2011, Prairie Women’s Health Centre of Excellence explored the impact of food 
insecurity on women’s health in three geographical locations (urban core, rural, remote) in 
Saskatchewan. PWHCE’s report1 detailed that food insecurity frequently involved the over-
consumption of packaged, processed and high-sodium foods, such as wieners, pasta sauces and 
fast foods due, in large part, to the distant location of fresh food outlets. That study demonstrated 
that people in urban core neighbourhoods are frustrated by the lack of affordable and available 
fresh fruits and vegetables, unprocessed protein sources (such as fresh meat cuts and fish) and 
dairy products made available to them in their built and social environments. 

The effects of poor nutrition on health outcomes are well documented. Adequate nutrition that 
fulfills Canada’s Food Guide notes that eating 5-7 fresh fruits and vegetables, coupled with 
physical exercise, is necessary in helping to prevent obesity, heart disease and diabetes. When 
low-income residents live in urban neighbourhoods where fresh foods are difficult to obtain or 
afford, their physical environment has been coined as a ‘food desert’. Food deserts exist, in part, 
as a result of policies where low income neighbourhoods are seen as less optimal locations for 
large food stores to gain profits given the lack of spending power of local customers.  

 This study explores four food deserts in Saskatoon and Winnipeg and combines the 
qualitative interviews with women who live within them with maps and charts, to add 
visual context to their stories. The study further aimed to identify how social and physical 
determinants played a factor in the food choices women made and whether consuming high 
amounts of sodium resulted. This mixed-methods approach reveals that women 
courageously attempt to feed themselves and their households amid barriers inherent in 
poorly supported neighbourhoods. Given the immense attention to nutritional standards and 
emphasis on “eating right” it appears paradoxical to acknowledge that neighbourhoods in 
Canada can ever be described as food deserts.

                                                           
1 Hanson, Y. Recipes for Food Insecurity: Women’s Stories from Saskatchewan. June 2011. Winnipeg: Prairie Women’s 

Health Centre of Excellence.  
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Résumé    

En 2010-2011, les effets de l’insécurité alimentaire sur la santé des femmes provenant de trois 
milieux géographiques (noyaux urbains, régions rurales et éloignées) de la Saskatchewan ont fait 
l’objet d’une étude menée par le Centre d’excellence pour la santé des femmes - région des 
Prairies (CESFP). Le rapport2 du CESFP indique que l’insécurité alimentaire comprend souvent 
la surconsommation d’aliments emballés, d’aliments transformés et d’aliments à forte teneur en 
sodium tels que les saucisses de Francfort, les sauces à pâtes et les aliments prêts à manger que 
l’on attribue, en grande partie, à l’emplacement éloigné des débouchés d’aliments frais. L’étude 
démontre que les résidents de voisinages des noyaux urbains se sentent frustrés par le manque 
d’accès aux fruits et légumes, aux sources de protéines non transformées (telles que les coupes de 
viande et de poisson frais) et aux produits laitiers à un prix abordable. Cette lacune se manifeste 
dans leurs milieux de résidence et sociaux. 

Les effets de la malnutrition sur les résultats en matière de santé sont bien documentés. Pour une 
alimentation adéquate qui respecte les normes établies par le Guide alimentaire canadien, il est 
nécessaire de manger entre cinq et sept fruits et légumes par jour et de faire de l’exercice 
physique si on veut contribuer à la prévention de l’obésité, de maladies cardiaques et du diabète. 
Lorsque les personnes à faible revenu habitent des quartiers urbains dans lesquels on arrive mal à 
obtenir des aliments frais à un prix abordable, on qualifie leur milieu physique de « désert 
alimentaire ». L’existence de déserts alimentaires est attribuable, en partie, aux politiques des 
grands magasins d’alimentation qui défavorisent les quartiers à faible revenu puisqu’ils ne sont 
pas vus comme étant des endroits tout indiqués qui leur permettraient de réaliser des résultats nets 
étant donné le pouvoir d’achat restreint de la clientèle. 

Quatre déserts alimentaires de Saskatoon et de Winnipeg font l’objet de cette étude et celle-ci 
comprend également des interviews qualitatives menées auprès de femmes qui habitent ces 
endroits. Nous avons aussi ajouté des cartes et des tableaux dans le but de fournir un meilleur 
contexte visuel à leurs situations. De plus, l’étude visait à définir les déterminants sociaux et 
physiques qui jouent un rôle dans les choix alimentaires des femmes et à déterminer si leurs choix 
contribuaient à un apport en sodium élevé. Cette approche qui fait appel à des méthodes mixtes 
met en lumière le fait que les femmes tentent courageusement de se nourrir et de nourrir les 
personnes de leur foyer en dépit des obstacles inhérents à un quartier mal desservi. Étant donné 
l’attention importante portée aux normes alimentaires et l’accent qu’on met sur « une 
alimentation saine », il nous semble paradoxal d’admettre que certains quartiers canadiens 
puissent être qualifiés de « déserts alimentaires ». 

                                                           
2
 Hanson, Y. Recipes for Food Insecurity: Women’s Stories from Saskatchewan. Juin 2011. Winnipeg. Centre d’excellence pour la santé 

des femmes - région des Prairies. 
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Introduction 

According to the 2005 Pan-Canadian Healthy Living Strategy not much is yet known about the eating 
practices of Canadians, but the proportion of Canadians with reportedly poor eating habits is 
increasing. 3  The Strategy notes the need to improve access to and affordability of healthy food 
choices, while acknowledging the need for new research to understand the determinants of healthy 
eating. Healthy eating refers to eating fresh fruits and vegetables; meat or protein products; dairy or 
alternatives; and grains and pulses. Healthy eating is not fostered by diets high in sugars, transfats or 
sodium. 

Aside from physical inactivity, lack of consumption 
of fresh fruits and vegetables has been consistently 
cited as one of the two major risk factors for cardio-
vascular diseases among Canadian women and men 
from 2005-2007.4 What is typically assumed is that 
diets low in fresh fruits and vegetables are composed 
of more processed foods, which are known to have 
higher sodium content. As noted by the Canadian 
Sodium Working Group (2010), “the accumulated 
evidence of a cause and effect relationship between 
high intakes of sodium and hypertension, a major 
cause of cardiovascular disease, is now 
convincing.”5  Other sodium-related morbidities 
include: risk of stroke, vascular and cardiac damage 
independent of elevated blood pressure; detrimental 
effects on calcium and bone metabolism, increased 
risk of stomach cancer and with the severity of 
asthma.6, 7 The concern is particularly important for 
women, for whom the  number one cause of death is 
cardiovascular diseases. 

                                                           
3 Secretariat for the Intersectoral Healthy Living Network, in partnership with the F/P/T Healthy Living Task Group and the 

F/P/T Advisory Committee on Population Health & Health Security (ACPHHS). The Integrated Pan-Canadian Healthy 
Living Strategy 2005. Ottawa: Public Health Agency of Canada. Cat. N° HP10-1/2005. 

4 Source: Chronic Disease Surveillance Division, Centre for Chronic Disease Prevention and Control, Public Health Agency of 
Canada, using data from the Canadian Community Health Survey (Statistics Canada), the Canadian Tobacco Use Monitoring 
Survey (Health Canada), and the National Diabetes Surveillance System, which was contributed by all provinces and 
territories as of October 31, 2007. 

5 Health Canada. (July 2010). Sodium Reduction Strategy for Canada: Recommendations of the Sodium Working Group. 
Ottawa: Health Canada, Nutrition Evaluation Division. p.1. 

6 De Wardener, HE & MacGregor, GA. (2002).  Harmful effects of dietary salt in addition to hypertension.  Journal of Human 
Hypertension. 16:213-23. 

7 Strazzulo, P., D’Elia, L., Kandala, N-B, Cappuccio, FP. (2009). Salt intake, stroke and cardiovascular disease: Meta-analysis 
of prospective studies. Brit Med J. 339:b4567. 

Any foods that are prepared for eating by 

freezing, cutting, milling or even washing 

are technically “processed”. Many foods, 

such as milk, are safer, with fewer bacteria 

and other toxins when processed, and 

added vitamins and minerals can prevent 

disease. However in the context of 

concerns about “healthy eating”, 

processed foods are more narrowly 

defined and understood to be foods that 

require very little further preparation 

when removed from their packages. 

Processed foods are understood to be 

high in salt (including preservative salts 

such as monosodium glutamate), 

preservatives such as nitrates, fillers and 

sweeteners such as tapioca or corn syrup, 

partially and fully hydrogenated oils, and 

also low in dietary fibre because of the 

refined sugars (fructose, glucose, corn 

starch) they contain.  
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In 2010-2011, Prairie Women’s Health Centre of Excellence explored the effects of food insecurity on 
women’s health in three geographical locations (urban core, rural, remote) in Saskatchewan. 8 
PWHCE’s report detailed that food insecurity frequently involved the over-consumption of packaged, 
processed and high-sodium foods, such as wieners, pasta sauces and fast foods due in large part to the 
inaccessibility of affordable, fresh foods.  The research demonstrated that people in vulnerable core 
neighbourhoods are frustrated by the lack of affordable and available fresh fruits and vegetables, 
unprocessed protein sources (such as fresh meat cuts and fish) and dairy products. At a time when 
sodium intake for many Canadians is at alarmingly high levels – and health consequences are relatively 
well known – this local paradox is concerning. 

As one of the major factors in the determinants of healthy eating, this study explores the role of the 
“built environment” in four urban neighbourhoods in Winnipeg and Saskatoon. Built environment 
typifies the association between collective values in society to creations of public policy and how we 
access necessities of life (i.e. food, housing). How we create our cities – our built environments – 
signifies our emphasis on and definition of, for example, personal safety, enjoyment of nature, and 
access to employment. 

Poor neighbourhood access to fresh foods, combined with low socio-economic status, has been defined 
in literature sources as a food desert.9  In this study, the four neighbourhoods chosen – Riversdale and 
Pleasant Hill in Saskatoon; and Centennial and Point Douglas in Winnipeg – could be classified as food 
deserts due to their lack of available fresh foods and the low socio-economic status (SES) for residents 
living in these areas. In the urban core of Saskatoon it has been documented that fast food restaurants 
and convenience stores – with tendencies for high-sodium, fatty and sugared foods – are plentiful but 
opportunities to obtain fresh food generally are not.10  

As a note to this study’s neighbourhoods, Riversdale and Pleasant Hill and Centennial and North Point 
Douglas in Winnipeg: The dynamics of these built environments include a higher rental housing to 
home ownership ratio than other neighbourhoods in each city; higher than average reported crime 
statistics; and core neighbourhood infrastructure issues (i.e. lead in water in-flow pipes).  

Given the health consequences of eating too much sodium, this study aimed to identify what kinds of 
physical and social determinants played a factor in the food choices women made and how this affected 
their sodium intake. Our research questions were: 

1. What do individuals know about the health consequences of eating too much 
sodium?  

                                                           
8 Hanson, Y. Recipes for Food Insecurity: Women’s Stories from Saskatchewan. June 2011. Winnipeg: Prairie Women’s Health 

Centre of Excellence.  
9 Reisig, V.M.T. and Hobbiss, A. (2000). Food deserts and how to tackle them: a study of one city’s approach. Health 

Education Journal 59: 137-149. 
10 Kouri, D. Growing in collaboration: A report on the work of three food security organizations in Manitoba and 

Saskatchewan. (April 2010). Ottawa: Public Health Agency of Canada. 
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2. Do you consider yourself to be eating healthy amounts of sodium and if not, what 
factors (for example, social, environmental, housing, gender, culture) contribute to 
this? 

3. Given the ways in which you may play a role in how your family eats (through 
cooking, shopping and understanding nutrition), as well as in the choices you make for 
yourself, what would you like to see changed pertaining to food choices and 
availability? 

 
This exploratory research can contribute to the Pan-Canadian Strategy target of improving the number 
of Canadians who make healthy food choices by 20%, by illuminating where there are disparities in 
urban environments and providing recommendations for policy as well as for practical, plain-language 
materials to reduce sodium intake. 
 



           

 

Cartographies of Salt: Sodium, Health Eating and the Built Environment 4 



           

 

Cartographies of Salt: Sodium, Health Eating and the Built Environment 5 

Literature Review 

Dietary Sodium and Health 

Sodium is required by the body in small quantities to regulate facets of cellular metabolism and the 
body’s circulation and muscles. Human diets range widely in their consumption of sodium, from 
Yanomamo Indians in Brazil consuming .0046 grams/day to 5.6 grams/day among residents in Tianjin, 
China.11  Canadians’ consumption of sodium, on average, is approximately 3.4 grams/day from all 
sources, with women consuming slightly reduced amounts compared to men. In a joint agreement 
between the American and Canadian governments, Institute of Medicine (IOM) established a new set of 
Dietary Reference Intakes (DRIs) which include estimates for dietary allowances and Tolerable Upper 
Intake Levels (ULs) for most nutrients including sodium. Because of the unique physiological 
requirement for sodium, a category of Adequate Intake (AI) was developed. Table 1 shows the sodium 
AIs, ULs and the percentage above UL Canadians consume by age group. 

Table 1: Sodium AIs and ULs and percentage consumed above ULs  

(95% confidence interval), by age.  

____________________________________________________________________________ 

Life stage groups  AI (mg/day)  UL (mg/day)  Percentage above UL  
         (95% confidence interval) 
  

         Female  Male 
1-3 years   1,000   1,500  77.1  77.1 
4-8 years   1,200   1,900  92.7  92.7 
9-13 years   1,500   2,200  83.0  96.9  
14-18 years   1,500   2,300  82.0  97.1 
19-30 years   1,500   2,300  76.3  98.8 
31-50 years   1,500   2,300  72.1  91.7 
51-70 years   1,300   2,300  62.3  85.7 
Over 70 years   1,200   2,300  45.1  76.9 
Sources: Garriguet, D. (2007). Sodium consumption at all ages. Health Reports, Ottawa: Statistics Canada. 18:2, 47-52. 

 
 

                                                           
11 Doyle, ME & Glass, KA. Sodium reduction and its effects on food safety, food quality, and human health. Comprehensive 

Reviews in Food Science and Food Safety. 2010. Vol. 9. 
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Figure 1. Sodium consumption among Canadian women, actual intake and recommended 

levels, 2004. 
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Source: Garriguet, D. (2007). Sodium consumption at all ages. Health Reports, Ottawa: Statistics Canada. 18:2, 47-52. 

The most typical form of sodium in Canadians’ diets comes in the form of table salt (NaCl). Processed 
foods are the main sources of sodium intake accounting for approximately 77% of the total amounts.12 
Categories within processed foods include: breads and other bread-like products account for 14%; 
processed meats 9%; vegetable dishes, including tomato sauces 9%; soups 7% and pasta dishes 6%. 
Other categories such as milk products, sauces, pizza, salty snacks and other, account for 55% of all 
remaining categories in processed foods.13 

Another 12% of sodium is present naturally in foods, and salt added during cooking or at the table 
accounts for the remaining 11%.14 Personal diets with less fresh foods consumption, namely those that 
consume less than the recommended 5-10 servings of fruit and vegetables every day, tend to over-
consume processed foods. In Canada, 56.2% of Canadians aged 12+ (49.4% of girls and women and 
63.3% of boys and men) reported consuming less than five daily servings of vegetables and fruit.15 It is 

                                                           
12 Health Canada. (July 2010). Sodium Reduction Strategy for Canada: Recommendations of the Sodium Working Group. 

Ottawa: Health Canada, Nutrition Evaluation Division. 
13 Ibid. 
14 Health Canada. Tracking Heart Disease and Stroke in Canada. 
15 Ibid. 
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noted that, “globally, inadequate consumption of vegetables and fruit contributed to 13.7% of heart 
attacks in the population, 17.5 for women and 10.3% for men”.16  

Adverse health effects from excess sodium intake have been well documented in literature sources, in 
particular its role in the associated risks of: hypertension and cardiovascular diseases17; osteoporosis18; 
kidney stones and kidney disease19; stomach cancer and severe asthma.20  As asserted by a group of 
experts with the Canadian Sodium Working Group (2010), “the accumulated evidence of a cause and 
effect relationship between high intakes of sodium and hypertension, a major cause of cardiovascular 
disease, is now convincing.”21 

It has been suggested that older women whose salt intakes are elevated risk increased bone 
demineralization, which in turn increases the risk older women will develop osteoporosis.22 Further, 
adolescent girls whose salt intake is elevated lose some calcium through the urine (calciuria) which can 
be directly taken from bone mass. According to Evans, et al.  “One study found that for each 100mmol 
increase in salt intake, urinary Ca is increased by 1.4mmol. If this loss is assumed to be from the bone, 
then this equates to about 1% extra loss of bone each year”.23  

Kidneys function to draw excess water out of the blood and for optimal functioning, require a balance 
of sodium and potassium in order to pull water from the bloodstream into a collecting channel in the 
kidney. A high salt diet alters the cellular sodium balance, causing kidneys to have reduced function 
and remove less water which can result in higher blood pressure and deteriorating renal function. High 
salt intake is also attributed to kidney stones, 80% of which contain calcium and some which contain 
calcium phosphate (the material that makes bones hard). Kidney stones are also promoted by not 
enough calcium in the diet and green leafy vegetables.24  

                                                           
16 Public Health Agency of Canada.(2009).  Tracking Heart Disease and Stroke in Canada: Preventing CVD, Ottawa.   p. 39.  
17 Vasan, RS, Beiser, A. Residual lifetime risk for developing hypertension in middle aged women and men: The Framingham 

Heart Study. J Am Med Assoc. 2002; 287: 1003-1010 cited in Appel, L. (Panel chair). Dietary Reference Intakes for Water, 
Potassium, Sodium, chloride, and sulfate. US IOM. Washington. 2005; 354. 

18 Heaney, RP, (2006). Role of Dietary Sodium in Osteoporosis. J of Am College of Nutr.   25:3, 271S-276S.  
 Hansen, MA, Overgaard, K, Riis, BJ, Christiansen, C. (1991). Role of peak bone mass and bone loss in postmenopausal 

osteoporosis: 12 year study. Br. Med. J. 303: 961-964. Cited in Nordin, BE, Need, AG, Morris, HA, Horowitz, M. The 
nature and significance of the relationship between urinary sodium and urinary calcium in women. J of Nutr. 1615-1622. 

 Doyle, ME & Glass, KA. (2010). Sodium reduction and its effects on food safety, food quality, and human health. 
Comprehensive Reviews in Food Science and Food Safety. Vol. 9 

 Consensus Action on Salt & Health (CASH). 2011 Retrieved from: 
http://www.actiononsalt.org.uk/salthealth/factsheets/index.html  

19 World Action on Sodium & Health (WASH). The international low salt cookbook: Heart healthy recipes from around the 
world. London, UK: Wolfson Institute of Preventative Medicine. Kay Dilley, producer; 2011 

20 He, F.J, MacGregor, G.A.(2009).  A comprehensive review on salt and health and current experience of worldwide salt 
reduction programmes. J Human Hypertension.   23:363-84. 

21 Health Canada. Sodium reduction strategy for Canada: Recommendations of the Sodium Working Group. Ottawa: Health 
Canada, Nutrition Evaluation Division. 2010 July; p1. 

22 Heaney, RP, (2006). Role of dietary sodium in osteoporosis. J of Am College of Nutr. 25:3, 271S-276S.  
23 Evans CEL et al. The effect of dietary sodium on calcium metabolism in pre menopausal and postmenopausal women. Euro 

J Clin Nutr. 1997; 51,394-399. 
24 Kidney research UK. (2012). Kidney health information: Kidney stones. Retrieved from:  
 http://www.kidneyresearchuk.org/__assets/asset281.pdf 
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The most extensive research on sodium intake and compromised health outcomes is in the area of 
hypertension leading to cardiovascular disease (CVD). In Canada, it has been estimated that a reduction 
of sodium intake to 1840 mg/day could result in one million fewer hypertensive patients each year, with 
an annual cost saving of $430 million due to less physician visits, lab tests and drug use (based on 1993 
figures).25 Further savings could be gained by fewer CVD events each year.     

Hypertension and Cardiovascular Diseases 

Worldwide, CVD are the major causes of death in mid to high income countries, and hypertension is 
considered the leading preventable risk factor for CVD.26 CVD includes several diseases affecting the 
heart or blood vessels with the most common types of CVD being ischemic heart disease, acute 
myocardial infarction (AMI) or heart attack, and cerebrovascular diseases which include with stroke 
and congestive heart failure (see Table 2).27         

                                                           
25 Health Canada. (July 2010). Sodium Reduction Strategy for Canada: Recommendations of the Sodium Working Group. 

Ottawa: Health Canada, Nutrition Evaluation Division. 
26 World Health Organization (WHO). 
27 Donner, L., Isfeld, H., Haworth-Brockman, M., Forsey, C.  (Nov 2008). A Profile of Women’s Health in Manitoba. 

Winnipeg: Prairie Women’s Health Centre of Excellence. 
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TABLE 2 – Cardiovascular Diseases (CVD) 

Cardiovascular diseases (CVD) include several diseases that affect the heart of blood vessels. The most 

common types of CVDs include ischemic heart attack, cerebrovascular diseases, which include stroke and 

congestive heart failure. 

Ischemic heart disease (IHD) is any condition in which heart muscle is damaged or works inefficiently 

because of an absence or relative deficiency or its blood supply. IHD is most often caused by 

atherosclerosis, a build-up of cholesterol plaque on artery walls. IHD is the underlying disorder for sudden 

episodes such as heart attack and sudden death as well as the chronic condition of angina pectoris. IHD is 

also called coronary heart disease (CHD). 

Acute myocardial infarction (AMI) is a severe and sudden manifestation of ischemic heart disease. A 

blockage in an artery obstructs blood flow to a section of heart muscle resulting in ‘death’ of heart tissue. 

Cerebrovascular disease includes disrupted blood flow and all diseases of blood vessels of the brain. 

Stroke is a condition that results in disruption of blood flow to a region of the brain causing irreversible 

‘death’ of brain tissue. 

Congestive heart failure is an inability of the heart to deliver blood at a rate required by metabolizing 

tissues at rest or during light exercise. 

Hypertension – or high blood pressure – is generally defined as diastolic (when the heart is dilating) blood 

pressure equal to or greater than 90 millimeters of mercury (mm Hg) or systolic (when the heart is 

contracting) blood pressure equal to or greater than 140 mmHg. Hypertension is the number one risk 

factor for stroke and a major risk factor for heart disease. 

 

Table 2 – What are cardiovascular diseases?  (Source: Donner et al. 2008). 

 
Historically, CVD has been considered a disease that largely affects men and much of the research and 
clinical practice has centered on men’s heart health.28 However, we know that CVD affects men and 
women differently. More men than women die from ischemic heart disease and acute myocardial 
infarction but more women than men die from congestive heart failure and cerebrovascular diseases, 
which includes strokes.29 Strokes in Canada kill 32% more women than men and women are 16% more 
likely than men to die after a heart attack.30 As the leading factor in CVD, hypertension prevalence in 
Canada has steadily increased from 1994 to 2007, with 18.8% of women and 17.3% of men reported 
having had high blood pressure diagnosed by a health care professional.31  Women tend to be 
safeguarded from heart disease prior to menopause because of the protective effects of estrogen, 
however this is not always the case. Regardless, women over the age of 45 years run increased risk of 
developing hypertension and CVD.  

                                                           
28 Status of Women Canada. (2007 edition). Gender-based Analysis: An Integrated Approach to GBA. Accessed from: 

http://www.swc-cfc.gc.ca/pol/gba-acs/guide/2007/app-eng.html 
29  Heart and Stroke Foundation. The Growing Burden of Heart Disease and Stroke in Canada 2003. Ottawa: Heart and Stroke 

Foundation. Ottawa: Health Canada. 
30 Heart and Stroke Foundation. Retrieved on April 2, 2012 from: 

http://www.heartandstroke.com/site/c.ikIQLcMWJtE/b.3484041/k.D80A/Heart_disease__Women_and_heart_disease_and_s
troke.htm#uniqueconditions  

31  Public Health Agency of Canada. 2009. Tracking Heart Disease and Stroke in Canada: Preventing CVD. Ottawa: Health 
Canada. 
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Confounding the disease burden of CVD is the fact that many women do not know about the health 
risks or symptoms of hypertension and CVD. In 2011, a report released by the Canadian Heart and 
Stroke Foundation found that only 53% of Canadian women were able to identify heart disease as the 
number one cause of death for women in the country32; many women believed breast cancer to be the 
greatest health concern even though heart disease and stroke kills seven times as many women as breast 
cancer. In the same report, 84% of Southeast Asian and Chinese women, who have more genetic risk of 
developing CVD, were unable to identify that stroke and heart disease are their leading cause of death.33 
Other studies indicate Aboriginal women’s experience of higher mortality rates than the general 
Canadian female population resulting from both ischemic heart disease and stroke.34 

Women’s heart health is also of concern for the Canadian health care system. The prevalence of 
hypertension among Canadians aged 20 years and older was 22.7 in 2006/07 (24% for women and 
21.3% for men). Given the trends of hypertension rates in Canada it is estimated that by 2015, 25% of 
Canadians will have diagnosed hypertension.35 Canada’s Heart and Stroke Foundation estimates that the 
current cost of CVD impacts the Canadian economy at $22.2 billion a year.36 

Despite the information that Heart and Stroke Foundation’s study on women and CVD provided,37 
gender bias in the treatment arena for CVD care has been noted and critiqued. Men are the recipients of 
more heart transplants, cardiac bypass surgeries and angioplasty than women as evidenced by 
international and Canadian statistics.38 Further, women are both misdiagnosed and diagnosed less often 
than men with CVD and spend approximately twice as many more years disabled than their male 
counterparts with diseases such as CVD.39 Women get fewer referrals to a cardiologist than men and 
have higher in-hospital mortality rates after a heart attack.40 

Studies have investigated the associations of income, education and social status, lone parenting, mental 
health and family history to the risk for CVD. Not surprisingly, many of the findings note that people 
living on low income are more likely to smoke daily, to have less healthy eating habits, and among 
women, to be overweight or obese, all of which are linked with poor mental health and all of which 
contribute to an increased risk of CVD.41 Other research, such as an investigation of U.S. 

                                                           
32 Heart & Stroke Foundation. (2011). Stroke is Urgent: Stroke Month Report. Ottawa: Heart & Stroke Foundation. 
33 Ibid. 
34 Public Health Agency of Canada. http://www.phac-aspc.gc.ca/publicat/hdsc97/s02-eng.php 
35 PHAC. Report from the Canadian Chronic Disease Surveillance System: Hypertension in Canada 2010. Ottawa: Public 

Health Agency of Canada http://www.phac-aspc.gc.ca/cd-mc/cvd-mcv/ccdss-snsmc-
2010/pdf/CCDSS_HTN_Report_FINAL_EN_20100513.pdf 

36 Neil Haesler. (Nov. 30, 2010) National Post: Cancer, heart disease leading causes of death in Canada: StatsCan. 
http://news.nationalpost.com/2010/11/30/cancer-heart-disease-leading-causes-of-death-in-canada-statscan/  

37 PHAC. 2010. 
38 Young, L.E. Women’s health and cardiovascular care: A persistent divide. In Morrow, M., Hanivsky, O. & Varcoe, C. 

Women’s health in Canada: Critical perspectives on theory and policy. Toronto: U of T Press; 2007 
39 Ibid. 
40 Heart & Stroke Foundation. “Health professionals”.  Accessed on May 14, 2012 from http://thehearttruth.ca/health-

professionals/ 
41 Cummins, S. & Macintyre, S. (2006). Food environments and obesity – Neighbourhood or nation? Int J of Epi. 35:100-104 
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neighbourhood characteristics, atherosclerosis and mortality,42 found associations could be made 
between neighbourhood socio-economic characteristics and CVD mortality rates. Such studies suggest 
that for marginalized women, “future success in preventing and addressing cardiovascular disease may 
well lie in a society’s capacity to address the socio-economic determinants of heart health, [despite that] 
research and practice in the CVD field is squarely focused on reducing lifestyle/behavioral risk and 
related interventions”.43  

Canada’s Response to Excess Dietary Sodium  

In July 2010, Canada’s Sodium Working Group (SWG) produced a report entitled Sodium Reduction 
Strategy for Canada. The report – a culmination of two intense years of work – developed a population 
health strategy with recommended targets for sodium reduction in the areas of food supply; awareness 
and education; research; and, monitoring and evaluation.44 The SWG’s national strategy also aimed to 
cut the average daily sodium intake from 3,400 mg to the recommended 2,300 mg (one teaspoon) by 
2016.  

Even though the mandate of the SWG was not completed, the then-Minister of Health Leona Aglukkaq 
replaced the SWG with a Food Expert Advisory Committee (originally called the Food Regulatory 
Advisory Committee). An ad hoc member call was issued in August 2011 for individuals with advice 
specific to sodium-related issues.  

Dissatisfied that the SWG disbanded, a number of CVD experts (and former SWG members) have 
continued to push both the federal and provincial levels for sodium reduction targets and monitoring of 
food industry companies which provide processed foods to the public. In February 2012, an Ontario 
“Salt Summit” was held in Toronto to further the work of sodium reduction. As noted by chief 
economist Don Drummond, “If the federal government does not act in a timely fashion, Ontario should 
act alone in areas such as restricting the amount of trans fat and sodium permissible in restaurant and 
manufactured foods, and establishing a provincial chronic disease prevention strategy.”45 

A more recent call for sodium reduction arose in parliament on November 5, 2012 as Opposition 
Deputy Leader and Member of Parliament, Libby Davies, introduced Bill C-460 or the “Sodium 
Reduction Strategy for Canada Act”.  Bill C-460 “would set sodium-reduction targets for dozens of 

                                                           
42 Borrell, LN, Diez Roux, AV, Rose, K, Catellier,D & Clark, BL Neighbourhood characteristics and mortality in the 

Atherosclerosis Riosh in Communities Study. Int J of Epi. 2004; 33, 398-407. As cited in Young, L.E. Women’s health and 
cardiovascular care: A persistent divide. In Morrow, M., Hanivsky, O. & Varcoe, C. Women’s health in Canada: Critical 
perspectives on theory and policy. Toronto: U of T Press; 2007. 

43  Young, L.E. Women’s health and cardiovascular care: A persistent divide. In Morrow, M., Hanivsky, O. & Varcoe, C. 
Women’s health in Canada: Critical perspectives on theory and policy. Toronto: U of T Press; 2007. 

44 Health Canada. Sodium Reduction Strategy for Canada: Recommendations of the Sodium Working Group. Ottawa: Health 
Canada, Nutrition Evaluation Division; 2010 July. 

45 Teotonio, Isabel. Ontario Sodium Summit aims to reduce salt consumed by Ontarians. Toronto Star. Feb. 20, 2012. Retrieved 
from: http://www.thestar.com/living/article/1133515--ontario-sodium-summit-aims-to-reduce-salt-consumed-by-ontarians  
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food categories and bring Nutrition Facts labels in line with current science by reducing the table’s 
“daily value” for sodium from 2,400 to 1,500 milligrams.”46 

‘Food Environment’ in the ‘Built Environment’   

The term “built environment” expresses human attempts at fulfilling personal and societal need, 
through tangible matters like housing and road design. Built environment also reflects collective values 
in the way societies interact with and relate to their surroundings, from feelings of personal safety to 
policy decisions. “How”, “for whom”, and “under what circumstances” urban built environments are 
designed by city planners and endorsed by municipal governments and the electorate are important 
questions to ask, as they typically have historical meaning, based on the values or philosophies of the 
day.  

Built environments are also a key to the health and well-being of the residents who live within them (for 
example, green space allocation that encourages physical activity). Not surprisingly, evidence has 
shown that built environments where there is “accessibility of affordable, high quality food [proves to 
be] associated with better diets, nutrition [and overall health].”47 A food environment includes all 
aspects of physical presence of food (production and otherwise) that affects a person’s diet, the 
proximity or travel distance to reach the food one needs and how food is distributed within retailer-
consumer channels. 

In a previous study which explored food insecurity and its influences on women’s health in 
Saskatchewan,48 urban, food insecure women were found to eat disproportional quantities of packaged, 
processed and high-sodium foods such as wieners, pasta sauces and fast foods. This study builds on that 
earlier study, examining the relationships between availability (including proximity) and affordability 
of fresh foods with higher levels of sodium intake from (cheaper and more available) processed foods. 
The health outcomes of eating diets low in fresh fruit, dairy and proteins was felt to include: high rates 
of diabetes, both over and under weight, lack of energy, anemia, and hypertension. 

                                                           
46 Jeffery, B. (2012, Nov 6). Federal Bill Proposes to Implement Sodium Reduction Strategy for Canada. Press release: Centre 

for Science in the Public Interest. http://www.cspinet.org/canada/foodsodium.html 
47 Russ P. L.  Neighborhood Risk Factors for Obesity, 2007; 15, 2111–2119. 

http://www.nature.com/oby/journal/v15/n8/full/oby2007251a.html 
48 Hanson, Y. Recipes for food insecurity: Women’s stories from Saskatchewan. Winnipeg: Prairie Women’s Health Centre of 

Excellence. 2011. 
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Food Deserts and Eating Well  

Eating behaviour is complex and involves multiple factors such as individual behavior and tastes; 
physical environment; socio-cultural environment; and macro-level decisions. Physical environment 
includes the multiple settings where people eat or procure food such as home, work sites, schools, 
restaurants and supermarkets. Physical settings influence which foods are available to eat and creates 
the barriers and opportunities that facilitate or impede healthy eating. Socio-cultural environment 
includes the social units and values of eating as a cultural practice that may include family, friends, 
peers and social norms. While they may appear distant, macro-level factors - food marketing, agri-food 
production and distribution systems and policies and economic structures - are the pillars to how food is 
grown and which foods are made available to consumers.  

Within the frame of health and healthy eating, it has been suggested that the environments in which 
nutritious foods are made available may likely contribute to obesity and chronic diseases like diabetes 
and CVD “over and above individual factors such as knowledge, skill and motivation.”49 The presence 
of food stores and the availability of healthful products in those stores influence the healthy eating 
patterns at the household level. When neighbourhoods have limited available fresh food outlets or 
grocery stores and additional factors such as affordability, childcare dilemmas, safety and mobility 
issues confound with accessibility to fresh food purchasing, foods with greater shelf-life and located 
locally become convenient and logical to purchase.    

A number of studies in both the U.S. and Canada have found lower prices, greater availability and 
nutrition of superior quality in wealthier when compared with lower income neighbourhoods, with 
associated negative health outcomes (i.e. obesity) in poorer neighbourhoods.50  Additionally, studies 
show low-income neighbourhoods have smaller market stores as opposed to larger grocery stores51 and 
that proximity to a supermarket has been associated with higher fruit and vegetable intake and better 
diet quality among low-income households.52 

In urban environments, lower socio-economic (SES) neighbourhoods have been attributed to higher 
rates of violence, stress, and chronic disease in the population as compared to higher income 
neighbourhoods.  In a Canadian study that investigated material deprivation and residential instability in 
urban neighbourhoods and their contributions to mental health, it was noted that women and men’s 
contexts for living differentially affect their overall health.53  It was felt that overall, women are able to 
navigate in and make relationships with neighbours more easily than men, however, women are less 
likely to be employed, more likely to work in lower status jobs when employed, to have lower incomes 

                                                           
49 Sorty, M, Kaphingst, KM, Robinson-O’Brien, R & Glanz, K. Creating healthy food and eating environments: Policy and 

environmental approaches. Ann. Rev.Pub Health. 2008; 29:253-272. 
50 Cummins, S & Macintyre, S. Food environments and obesity – neighbourhood or nation? Int J of Epidem. 2006;35:100-104. 
51 Ibid. 
52 Rose, D., Richards, R. Food store access and household fruit and vegetable use among participants in the US Food Stamp 

Program. Pub Health Nutr. 2004;7:1081-88. 
53 Matheson, FI, Moinnedin, R, Dunn, JR, et al. Urban neighbourhoods, chronic stress, gender and depression. J Soc Sci & 

Med. 2006; 63: 2604-2616. 



           

 

Cartographies of Salt: Sodium, Health Eating and the Built Environment 14 

and be single parents. And rather than focusing solely on individual risk factors (compositional effects), 
many of the risks for positive health status propagate and are reinforced within social contexts 
(contextual effects). In sum, at a neighbourhood-level, opportunities for preventative health conditions 
like access to fresh, healthy foods and recreational exercise do not rest solely with individuals’ choices 
or behaviours but in the context of larger system availability. 

Low SES neighbourhoods in which are not easily obtained or affordable are classified in research 
literature as a “food deserts”. Food deserts can shape household eating habits as residents are forced to 
travel outside of the neighbourhood to find and buy food (often using public transportation) and there 
may be tendency to purchase foods that “last longer”, such as packaged and processed foods rather than 
fresh foods including vegetables and fruits.   

A food desert might arise when a grocery store leaves a community or neighbourhood due to 
perceptions about local residents’ lack of spending power. Further, municipal bylaws and real estate 
policies may include historical agreements that prevent other grocery stores from moving into their 
location expeditiously. The resultant landscape of food deserts denies residents availability of and 
choice in fresh foods. “Poor health outcomes are virtually undeniable for residents living in food 
deserts, [often] manifesting into chronic physical conditions like obesity, diabetes and hypertension.”54 

In this study, the four neighbourhoods chosen – Riversdale and Pleasant Hill in Saskatoon, and 
Centennial and North Point Douglas in Winnipeg – could be classified as food deserts due to their lack 
of available fresh foods and the low socio-economic status (SES) of residents living in these areas.  

 

                                                           
54 Hanson, Y.  Recipes for food insecurity: Women’s stories from Saskatchewan. Winnipeg: Prairie Women’s Health Centre of 
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Methods 

This research was a qualitative study, engaging women in four neighbourhoods to provide their 
thoughts and insights on their knowledge and ability to “choose” foods that are low in salt. 

Two neighbourhoods in Saskatoon (Riversdale and Pleasant Hill) and two neighbourhoods in Winnipeg 
(Point Douglas and Centennial) were selected due to their relative characteristics of what we know 
about food deserts. The neighbourhoods are considered low income areas where fresh food access is 
limited. 

Ethics approval received from the Prairie Women’s Health Centre of Excellence ethics review board on 
September 30, 2011. 

A call for participants was issued in both Saskatoon and Winnipeg through various community-based 
organizations.  A ‘Call for Participants’ poster (see Appendix B) was issued through our community 
partners (i.e. CHEP Good Food Box, Food Secure Manitoba) and on public bulletin boards. Criteria for 
participation in the project included: 

• Have lived for at least six months in one of the neighbourhoods under study in either Saskatoon 
or Winnipeg 

• Be a woman 18 years of age or older and can communicate in English 

A snowball sampling for participants was used, after making connections with community-based 
organizations such as CHEP Good Food, Saskatoon Disabilities Association, Saskatoon Health Region, 
Central Urban Métis Federation Inc. (CUMFI),  and Quint Development Corporation. In Winnipeg the 
organizations contacted were Ka Ni Kanichihk and North Point Douglas Women's Resource Centre. 
Women interested in participating in the study contacted either PWHCE’s Saskatoon or Winnipeg 
office to learn more about the project and to volunteer in the study. A date and place for the interview 
was determined during the phone call. 

Qualitative interviews with participants occurred in both Saskatoon and Winnipeg over Fall, 2011. 
Interviews were recorded then transcribed verbatim, for accuracy. 

Questions for the interviews used a semi-structured guide (see Appendix A). Prior to the interview 
meeting, participants were offered more information on the study and given consent forms to sign. They 
were reminded that their participation was voluntary and they were free to leave at any time during the 
interview.   

The interviews lasted between 45 minutes to 1. 5 hours and were audio-recorded for accuracy. The 
audio files were later sent to a transcriptionist and typed verbatim.  A small honourarium was given for 
their generosity of time and childcare was reimbursed, if applicable.  
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After the qualitative interviews were coded for emerging themes, a GIS researcher was contracted   to 
explore data sets (Stats Canada, cities of Saskatoon and Winnipeg, other web-based public statistics 
repositories) to correlate findings with demographic information, crime statistics, health morbidities and 
so forth. Findings of the research are represented through a combination of quotations by participants 
and maps that illustrate the total food environments in Saskatoon and Winnipeg, detailing kinds of food 
(e.g. fresh, fast food, processed) in their urban/neighbourhood locations. Representation of women and 
social determinants (female-male ratio, income, transportation) are included in the maps to create a 
picture of the social environments study participants live within. Maps offer a way to visually represent 
neighbourhood characteristics and how one’s built environment plays a role in food consumption 
patterns and behavior as it relates to sodium with particular attention paid to the role of gender. 

It is noteworthy to add that some of the maps in this study were created for an earlier study entitled 
Smart Cities, Healthy Kids55 that investigated Saskatoon’s built environments and children’s physical 
activity levels. Similar mapping and inventory projects are in progress in Winnipeg through the 
University of Manitoba and the North End Food Security Network.  
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Findings and Analysis 

Eight (8) women were interviewed in Saskatoon and lived in the neighbourhoods of Riversdale or 
Pleasant Hill. Women in Saskatoon were between the ages of 40-62. Four women lived alone; one lived 
with her extended family; and three lived with their partners. Seven of the women identified as 
European Canadians; one was of Métis ancestry. All of the women were supported by either social 
assistance or disability income.  

In Winnipeg, eleven women were interviewed. The women were between the ages of 26-58. Seven of 
the women were First Nations; two were Métis; one was Ethiopian; and one was of Yugoslav-Italian 
ancestry. Four women lived in the neighbourhood of Centennial and the other seven lived in North 
Point Douglas. Women’s income ranged from social assistance, disability and employment or part-time 
employment. Of note, all of the women in Centennial were employed or on disability; the women in 
North Point Douglas were on assistance or unemployed. 

Community maps indicate what kinds of urban characteristics and circumstances neighbourhood 
residents live within. Community maps are helpful ways to visualize the challenges and barriers 
residents face in, for example, being able to access healthy food. Some characteristics may be the 
location of freeways as an impediment to reaching grocery stores, socio-economic demographics in 
neighbourhoods, car/home ownership, etc. The neighbourhoods under study have been chosen in both 
Saskatoon and Winnipeg due to their relative inaccessibility to healthy foods and the low socio-
economic status of residents. The combination of these factors is known in current literature as “food 
deserts”.  

Maps were designed for this study after hearing from 
women living in the neighbourhoods. Women discussed 
difficulties in accessing fresh and affordable foods, not 
only because the foods were not readily available in 
their neighbourhoods. If women had to travel outside of 
their neighbourhoods, transportation was difficult and 
safety was a concern. Low income was a major factor 
impeding their access to fresh food thus making the 
consumption of processed foods more “appealing”. The 
maps that follow indicate some key social and built 
environment determinants which women indicated 
through the interviews in accessing fresh foods that also 
implies less sodium-laden or processed foods. 

A “control” neighbourhood was chosen in each city to represent a comparable neighbourhood where 
there is a lack of fresh food outlets. However, the socio-cultural and economic dynamics of income, 
housing, transportation, ethnicity and crime are in contrast to the other study neighbourhoods selected. 
In Saskatoon, this control neighbourhood is City Park; in Winnipeg the control neighbourhood is 
Wolseley.   

Codes for Study Neighbourhoods: 

Riversdale (Saskatoon) – RD 

Pleasant Hill (Saskatoon) – PH 

North Point Douglas (Winnipeg) – NPD 

Centennial (Winnipeg) – CT 

Codes for Control Neighbourhoods: 

City Park (Saskatoon) – CP 

Wolseley (Winnipeg) – WO 
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Women shared stories of their understanding of sodium intake and where they received information; 
how they cook and purchase food; what transportation is required to get groceries; a description of the 
neighbourhood characteristics and their living situation; what food services they took part in; what 
barriers they faced in accessing food; cultural teachings around food; health status; and any 
recommendations they would make to improve their diets and understanding of food. 

Characteristics of Food Deserts in Saskatoon & Winnipeg 

As described in the literature review, opportunities to frequent grocery stores and other food outlets, 
where one can purchase fresh foods, influences the healthy eating patterns at the individual and 
household level. In the prairies the added effects of winter weather are known as a detriment to ‘easy’ 
mobility, in particular for single mothers, disabled persons and the elderly without personal 
transportation. Women interviewed spoke about winter and the difficulties obtaining food during 
extreme cold spells.  Limited fresh food outlets or grocery stores in low socio-economic (SES) 
neighbourhoods in Saskatoon and Winnipeg were compounded when factors such as affordability, 
childcare dilemmas, mental health, safety, poor weather and mobility issues are involved. As a result, 
foods with greater shelf-life and located locally became both convenient and logical to purchase for 
many of the women interviewed in this study. The women living the study neighbourhoods of 
Riversdale and Pleasant Hill in Saskatoon, and Centennial and North Point Douglas in Winnipeg, were 
generally in agreement that the term food deserts categorized their neighbourhoods’ food environment.  

Generally, when grocery stores are some distance away from residences, people must purchase at least 
a few food items from higher-priced convenience stores which are closer to their homes. In low SES 
neighbourhoods this is more common due to difficulties associated with transportation where private 
vehicles are not always owned and public transit is tedious. Convenience stores are noted to supply a 
greater percentage of goods that are packaged and high in sodium as per ratio to fresh foods, due to 
storage issues and lower sales volume. 

To demonstrate the limits in fresh food availability in the study neighbourhoods, two maps (below) 
depict the location of grocery stores, convenience stores and fast food outlets. Supermarkets, where 
fresh foods can be readily purchased are noted with a green salt shaker, indicating that fresh foods are 
available and sodium intake can be somewhat controlled should households choose to purchase fresh 
foods. Convenient stores are indicated with a yellow salt shaker; some fresh foods may be purchased 
within these types of stores within the neighbourhood, however they are known to be more expensive 
and offer more packaged foods per ratio to fresh foods. Fast food restaurants are noted in red due to 
food’s high sodium content in many fast food outlets.                                                                                                              



           

 

Cartographies of Salt: Sodium, Health Eating and the Built Environment 19 

Map 1. Saskatoon Study Neighbourhoods: Possible Sodium Intake Locations 
Source: City of Saskatoon. 
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Map 2. Winnipeg Study Neighbourhoods: Possible Sodium Intake Locations. 

Source: City of Winnipeg.  

 

 

 Participants interviewed in this study noted that getting fresh foods from other areas of the city carries 
social, economic and physical burdens that include: needing additional income for transportation (car, 
bus) or needing additional time (walking, biking in good weather); requiring childcare; organization and 
menu planning; fear of walking alone as a woman; inability to move freely without discomfort or pain; 
and requiring more information on cooking and health. The following paragraphs will incorporate the 
discussions with women with overarching theme maps that  offer some additional insight from their 
remarks. To begin, we look at women’s understanding of healthy food and their skills in food 
preparation. 

Knowledge of Food and Healthy Eating 

The kinds of knowledge that women shared pertaining to healthy eating or nutrition came from personal 
experience, information sources (i.e. labels, pamphlets), doctors, events (i.e. community kitchens) and 
family and friends. Some women said that they “grew up” or had been taught how to prepare healthful 
meals, while others were part of community kitchens where nutrition information was provided.  Some 
women were unable to cook or had limited knowledge about food and nutrition. Information specific to 
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salt and its relation to  health issues was also discussed, however these results will be covered in more 
details in a subsequent report.  

Among the women who were unclear about cooking or preparing healthy foods, part of their lack of 
understanding came from their inability to afford fresh foods such as vegetables or fruits. One woman, 
who had been on welfare, rarely could afford to purchase vegetables and fruits. When she landed a job 
and could afford healthier foods, she was unclear what to do with them. 

“I: Do you find it’s important to integrate the fruits and the vegetables into your diet? 

R: I try to but it’s hard to. I don’t know how to store them and they tend to go bad fast, 
so I don’t. I buy the vegetables sometimes and then I think, okay, I’m gonna eat these 
vegetables and, but half of them go to waste… Yeah, so I don’t know if I should be 
cutting them up and storing them properly as soon as I get home from buying them? 
Or do I just let them sit in the fridge until I’m ready to eat them? And then I just don’t 
know what to do with them.  And they just end up going to waste. 

I: And so, do the kids eat them? Or they – 

R: No. 

I: They’re not interested? 

R: No. Well when I do cook, when I do cut them up, like say I put some Ranch 
dressing on the table and I cut them up into pieces, they’ll take them. 

I: Okay. 

R: Yeah. But that’s the part, do I cut them up as soon as I get home and freeze them 
and store them and just pull them out every day? That’s, I guess, I don’t know how, 
like which ones you could freeze or how long they stay good, and which ones you need 
to do I don’t know… That’s the part that confuses me.”  

  
Some women noted that their knowledge about food preparation and cooking was learned as a child, 
frequently from mothers, grandmothers or aunts. When asked how they learned to cook, one woman 
answered, “My grandma. My grandma taught us how to make bread and everything.” One woman who 
grew up in Ethiopia noted that in her culture, every girl is expected to cook at a young age: 

“[I have been cooking] since I was ten years old. So growing up, when you are in a 
big family, if you are a girl, then you start to take responsibilities and look after your 
younger brothers and sisters. So by the time I’m twelve I cook for the whole family. 
And all my sisters, we are eight, I have five sisters, all of us are very good cooks 
because we have to take turns to do that.”  
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On the topic of passed-down knowledge on food or learning from older women, other women 
commented that they had “see[n] other people cook. My mom, my grandma. I lived on my own at 
sixteen, so I kinda had to [learn].”  

“I was young when they [my mom, aunt and Baba] taught me. We were shipped to the 
country all the time. I wasn’t allowed to run around [or] get into trouble anywhere. 
But [they] taught me how to snare rabbits and skin’ em and cook ‘em and, just 
different things that you learn over the years.”  

The women who noted they had acquired food knowledge as a child seemed very confident with food 
preparation. When asked if she would ever rely on processed foods if she hadn’t had food knowledge, 
one woman offered, 

 “I don’t think so.  Again, because, if I had grown up here [in Canada], maybe. But 
because I came from a different culture and we don’t have that processed food, so you 
have to learn how to cook. However your cooking sucks, you still have to cook, make 
it yourself.”  

Other women indicated that they did not grow up knowing how to cook and felt that cooking and 
purchasing food was not something that they enjoyed. Perhaps due to a personal history of growing up 
in difficult circumstances, one woman noted,  

“I was brought up in a strange way. I was in 14 foster homes so I ate all kinds of 
different foods and I adjusted to it whatever it was. It seems like I was the longest in 
this one home and they ate a lot in restaurants and they didn’t go shopping. So 
whatever they gave me that’s what I ate.”  

For one Saskatoon woman who lived with six grown adult children and three grandchildren, providing 
healthy food is important in addition to knowing how to cook.  

“I am trying to teach them to cook healthy now that I have them here. They still are 
not eating healthy, they still buy the crap but I don’t buy it in my house so they have to 
do without until they leave, which is good for me.”  

Women also talked about outside sources of information through community programs. The additional 
knowledge of food and its relation to nutrition came from community kitchens and through discussions 
with healthcare providers. Community or collective kitchens, in particular, offered women a chance to 
socialize, learn about nutrition or practice cooking skills in a friendly environment.  

“I am lucky I go to a collective kitchen because I do get great ideas there …I was 
never a cook. I think in the past few years I have gotten better. I got a cookbook from 
(name) and I got some other cookbooks and I go to a cooking class over at [collective 
kitchen] once a month. A group of us gets together and makes nice meals and that’s 
where I’ve learned how to make chilli… You have a lot more recipes, and you learn 
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how to make better things and I enjoy that…It’s fun to get together; it’s a social thing. 
Yeah, I enjoy that.” 

One woman said that a trusted dietician friend with knowledge was a source of inspiration for her. 

“In this area, there’s not much unless you know someone like that to tell you what’s 
good for you, what’s not, and the costs. I don’t know, I find it’s more expensive to buy 
the fruits and the vegetables…Yeah. I started to buy more fruits, I guess about two 
years ago? … Even like, some of it goes bad, some of it doesn’t. And I do make the 
effort to go out to Superstore for that. Yeah. But before that, I didn’t. It didn’t really… 
I just went to the corner store and bought what I, what was cheapest.” 

As often noted in literature sources, knowledge on food preparation and gardening has been considered 
“women’s domain”56, where food purchasing and preparation has been organized and carried out by 
women. Women in this study also indicated that generally, they were responsible for food purchasing 
and cooking for their households as well.  

Women, Resilience & Feeding Others 

As noted in the Saskatoon Health Region Annual report from 2008, “single parents are more likely than 
those with a spouse or partner to report fair or poor mental health. Further, lone parent families often 
have less income, less ability to afford food and less time to spend with children compared to two 
parent families…Income is also an issue for female lone parent headed families who have about 65% of 
the income of male lone parent families.”57 Single mothers are more prevalent in the study 
neighbourhoods than other neighbourhoods in Saskatoon and Winnipeg. In a report on neighbourhoods 
in North-end Winnipeg, there is a 17% higher incidence of single parenthood than in the greater 
Winnipeg city area. This includes the neighbourhood of North Point Douglas where 41.1% of family 
structures are female single parents.58 The following maps indicate the percentages of female, single 
parent prevalence in Saskatoon and Winnipeg.  

 

                                                           
56 deVault, ML. (1991). Feeding the family: The social organization of caring as gendered work. Chicago: University of 

Chicago Press. 
57 Neudorf, C., Marko, J., Wright, J., et al. (2009). Health Status Report 2008: A Report of the Chief Medical Health Officer. 

Saskatoon: Saskatoon Health Region. 
58 Ledrou, I & Jean, G . (May 2005). Food insecurity, Health reports. Vol 16:3. Statistics Canada Catalogue 82:003. 
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Map 3. Saskatoon Neighbourhoods: Percent of Lone Female Parents with Low Income After 

Tax  
Source: Community View, Statistics Canada, 2006. 
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Map 4. Winnipeg Neighbourhoods: Percent of Lone Female Parents Prevalence of Low Income 

After Tax  
Source: City of Winnipeg, Statistics Canada, 2006. 

 

 

Although the majority of women interviewed were not single mothers at the time of the 
interview (many were older), demographically the study neighbhourhoods are known to have 
higher rates of lone female parents than many other neighbourhoods in the two cities.   

Some of the women reflected on being a single parent during an earlier phase in their lives.  

“I was a mother, young, and it’s, you know. I was with an abusive husband and it 
was…so I had to find my resources… And then he was a drunk, so he’d get paid and 
he’d take off with the money and I’d have a houseful of kids. What am I supposed 
to…I need[ed] to feed them.”  
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One participant commented on the burden of traveling with young children to obtain food. She noted 
that programs to help single mothers shop for groceries made it easier for her while looking after 
children:  

“It’s really hard to have to go shopping and then carry all that stuff back along with 
your baby… So what they [family centre] do is they’ll get … four or five pair[s] of 
mothers and they’ll provide the child-care. And they’ll go in a van together [to] 
Superstore, shop, and then bring it [food] back or they’ll drop them off at home. And 
then they go back and pick up their babies… Maybe more programs where they offer 
a ride to the store, childcare, and a ride home and a ride to pick up, take your babies 
home” 

Women who spoke about children’s eating behaviours often described the contrast between their  hopes 
for nutritional fulfillment to their children’s expectations for sugary or salty foods. “I see they eat 
unhealthy because it’s convenient and faster [but] I notice it sure doesn’t last as long.”  In some 
discussions, women were conflicted by their children’s desire for sweetened or fast food and their own 
wish to please or console children through food, while knowing that the food is nutritonally inferior. 
Food can represent a source of love or a “treat” when other material items may be out of financial reach 
for low income women. Some women commented on the difficulty of pleasing children through food 
while being conscious of the high fats, sugars and salts that make this food “tastier”: 
 

“I go to Giant Tiger, ‘cause my kids like the ‘quick-cooking’ hamburgers and chicken 
burgers and stuff, so that’s where I go to get them all their stuff ‘cause it’s all cheap 
there. I go to shop differently for them than I do me...They don’t eat rice too often, but 
when they do I have to make lots of it, and they don’t like the rice I eat. So I have to 
buy a different rice for them. It’s very hard….  I cook them all their fatty foods and I 
cook my good food, ‘cause they don’t like my, the way I cook my meat anymore. They 
don’t like it, so I’m not gonna cook it the way they won’t eat it. That’s how you waste 
food, right” 

 For other women who looked after children in their household,  efforts were made to prepare healthy 
meals and stay on top of their children’s diets, even when resources were tight.  

“I try and have everything for my kids.’ Cause I try my best to have food all the time 
so we can have, pick something, like go to eggs, make sure I always have potatoes and 
eggs. I always buy a case of eggs and a big sack of potatoes cause that’ll last me the 
last month.” 

“Yes, for lunch I pack [daughter] sandwiches. And I have been packing her 
sandwiches for five years now, since we came here. And lately I’ve been reading a lot 
and found out that perhaps this processed food, when it’s consumed daily, might not 
be good for health. So I’m trying to find out what else can I pack for her. She’s kind of 
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lazy so she would not. I know that if I give her food that she needs to warm, she would 
come back with it. She would not eat it.” 

“My baby likes to drink milk every day. Even though it’s hard to have milk in the 
fridge all the time, I’ll always try to put a little bit of money aside to make sure that I 
always have milk. Because that was my biggest thing I hated growing up, is we never 
had milk. It was either water or canned milk with your cereal. And it was water a lot 
of times. I would say 70% of the time, we’d eat water with our breakfast. Yeah, so that 
was the thing that I was determined that I would always have in my fridge was milk.” 

Despite the source of food, women on low income spoke about the necessity of maintaining one’s 
dignity. Some women spoke about the necessity of getting food from food banks while trying to 
maintain a sense of pride about their resourcefulness. “I want my children   when they grow older, I 
want them to follow my footsteps, for them not to be ashamed to go to Food Banks or anything like 
that”. Another woman noted that she would budget to ensure certain foods were being purchased to 
maximize her money’s potential: 

“I make my kids go to the Food Banks. I make them go to all the food resources that 
they can, because then they have that extra little bit of money to spend on the meat 
and the fresh vegetables that they need. I mean, you’ll often get canned stuff, but by 
them getting that extra, that little bit of extra always makes a difference” 

The gendered role ascribed to women in relation to food and feeding others was noted by most 
participants, whether they were mothers, partners or had work related to cooking or preparing food. 
“On occasion I will buy something that he [boyfriend] likes and on our last pay cheque I bought 
pancake mix because he likes pancakes.” One woman’s story about being a cook for a community 
organization for others less fortunate was an affirming position for her. Her work to cook for others 
offered her a satisfying way of valuing her culture while honouring both people and food and feeling 
positive about giving. 

I: So the money now that you shop with comes from your – 

R: My work. My job now. 

I: And is it enough to cover your food needs? 

R:  It is. It is. I, you know, I’m doing something I love. They say, find a job that you 
love; you’ll never work a day in your life. And this is what I do; I love feeding the 
homeless. I love working here. I love being a cook. Just what I’m doing, I love peeling 
potatoes for my people. It’s important that I do this for them cause I love them. I love 
them. We all need someone to love us. And I love them. 

Feeding others was noted as a central responsibility for many women, so accessing healthy foods 
outside of their neighbourhoods added stress, time and additional resources. The importance of feeding 
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others with nutritious foods has immediate connections to ascribed gender roles, but it also signifies an 
opportunity for women to hold some level of control over health for members of their household. 
Without the opportunity to make healthy choices due to poor access, affordability and rigid policies, 
low income women’s needs are marginalized. 

Transportation in the Built Environment and Mobility 

“They have no choice, because of location. In order to get to areas where food is 
fresher, or food is more pure… you can buy things in bulk that are less processed… 
Those are all in areas way outside the city core. To where, as a person on a Disability 
or on Assistance, where you don’t have transportation covered, how are you gonna 
get there? Not only get there, but how are you gonna get everything home? They have 
to think about that, especially when you got three or four kids. Or even just two. 
That’s very challenging. And when you have a physical limitation that too makes it 
very challenging.” 

-Study Participant 

Transportation is an important aspect of daily living in urban built environments. As noted in some 
literature sources, people in lower SES neighbourhoods are less likely to own a car than people in 
higher income areas and are therefore more likely to walk or rely on public transit to shop for 
groceries.59 Using a taxicab use could maximize the quantity of food bought, allow women to get to 
stores with better and more fresh foods or take advantage of sale days. However, taking a taxi for low 
income residents implies spending greater sums of money on transportation out of already-stretched 
household budgets, therefore if used at all, cab use is usually kept to a minimum.  

Women did talk about a number of ways they travelled to purchase food outside of their home 
neighbourhoods. Women spoke of taking public transit to a grocery store outside of their 
neighbourhood, then if they could afford it, taking a cab back with their groceries. When that was not 
possible, women would walk (sometimes pushing a shopping cart), or take a bus back home. In some 
cases, women caught a ride with a social worker or a friend or family member or took their bike in 
warmer weather.  One Winnipeg participant said that she owned her own car and was therefore able to 
use her own transportation to get food. Women who bought foods from convenient stores in their 
neighbourhood could walk to the stores. One woman indicated that when she received food from a food 
bank, she found it difficult to get back home on foot. 

 

 

                                                           
59 Larsen, K. &Gilliland,J. (2008). Mapping the evolution of ‘food deserts’ in a Canadian city: Supermarket accessibility in 

London, Ontario, 1961-2005. Int J of Health Geo. 7:16, 1-16. 
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Women described getting food in winter in the prairies: 

I: So what is it like during the winter to try to get those things? You talk about 
transportation but does the weather also impact how you’re able to access things? 

R: Yeah. Well yeah, if you’re bundled up and you gotta take the bus somewhere, 
you’re…and the snow, how are you supposed to trunch through the snow?” 

One Saskatoon participant noted that her health worker takes her for groceries when she doesn’t have 
other tasks that require this hour of time, but she is largely dependent on others to support her needs for 
food purchasing. 

“My health worker takes me to do my grocery shopping or a friend will take me there. 
But if I have to go to the doctor then I don’t have time to go to the grocery store. He 
only has an hour with me and if I have to go to the doctor to get my prescriptions then 
I don’t have time to get my groceries. It takes a lot of figuring out and planning my 
time that I have with him. Sometimes I could go with a friend and go with them and 
chip in for their gas and their rides.” 

For some women, it was easier to carry food a couple of blocks from a convenience store, compared 
with planning for a half-day excursion to walk then wait for the bus, sometimes bringing children in 
tow, then go to the grocery store and trundle the bags home again. And for women with a disability or 
who have discomfort with moving, the problems become even more pronounced.  

 “I would be very interested in cutting my salt intake down because I know I do use a 
lot of canned food because it’s handier. I don’t get around too good. Sometimes I get 
a ride to get my groceries at the  Extra Foods and it is the closest here but I can’t 
walk that far so I go down here to this Rexall or over to Fire Creek and buy my the 
groceries that I start running out of.  But I prefer to get my fresh produce at the 
grocery store. It’s mostly cans up here but what else am I going to do because I can’t 
walk that far?  I have to walk if I can and I don’t know if I am getting too much salt 
from the canned food or not. I’ve got osteoporosis and it’s quite painful to walk any 
long distance..I want to be more independent but I’m not because [of] my disability is 
from aging” 

R: “Living in the core, there’s not a lot of places, and then I, cause I don’t drive. I got 
metal plates in my legs, and I have such pains sometimes. To walk, for me to walk up 
to Extra Foods, and even for me to take the bus up to Wal-Mart? … So I shop around 
me, where closest to me, and that would be Abby’s and the food is really expensive 
there. 

I: Is Abby’s a corner store? 
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R: Yeah. It’s a corner store. And then up the road, there is a Giant Tiger. They call it 
the ‘GT Boutique’.” 

Of the study neighbourhoods, Centennial residents are likely the best positioned to travel to small or 
large grocery stores on foot. Residents from other neighbourhoods need to leave their neighbourhood to 
obtain fresh foods that are affordably priced. 

The following two maps illustrate walking distances (500 metres, 1000 meters) to small and large 
grocery stores within the study neighbourhoods and the control neighbourhoods in Winnipeg and 
Saskatoon. There is some discretion advised with the maps as during the tenure of this study, a popular 
small family grocer in the Centennial neighbourhood - Riediger’s - closed, while a new grocery store in 
Saskatoon’s Riversdale area – Good Food Junction, Station 20 West – opened in September 2012. 

The majority of study participants do not live close enough to easily walk to a large grocery store. In 
Saskatoon, the larger grocery stores where women indicated they shopped were located off a major 
thoroughfare known as 22nd Street West. This street is known to be difficult for pedestrians as there are 
large sections where there are no cross-walks and car traffic is very heavy.  
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Map 5. Saskatoon Neighbourhood Proximity to Supermarkets  
Source: City of Saskatoon. 
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Map 6. Winnipeg Neighbourhood Proximity to Supermarkets 
Source: City of Winnipeg. 

 

 



           

 

Cartographies of Salt: Sodium, Health Eating and the Built Environment 33 

Charts indicating the study neighbourhoods (CT, NPD, RD, CT) and control neighbourhoods (CP, WO) 
and overall modes of transportation for both Saskatoon and Winnipeg female labour force are as 
follows It is interesting to note that in each city, study neighbourhoods have a lower female to male 
labour force mode of transportation with vehicle as driver and overall private vehicle use than other city 
neighbourhoods including control neighbourhoods. Statistics for transportation are derived using the 
best available stats in this category. 

The differences in neighbourhood modes of transportation is significant for a couple of reasons. As a 
gendered analysis, we can surmise that within the study neighbourhoods, more Winnipeg men than 
women may own vehicles (or have them registered with their names). Women are indicated more often 
than men as passengers. This may be indicative of working women receiving relatively less income 
than working men in the study neighbourhoods.  Public transit use is almost exclusively used by more 
women than men in every neighbourhood, including control neighbourhoods and general city charts. 
Certainly within the participant sampling, these statistics are consistent as only one participant owned 
her own vehicle while others relied on public transit or other people to assist them. 

To demonstrate the differences for women in low SES neighbourhoods, it is clear that personal vehicle 
use is lower than other neighbourhoods. The following charts indicate the frequency and mode of 
transportation for (working) female populations in the study and control neighbourhoods in Saskatoon 
and Winnipeg:  

Figure 2. Mode of Transportation as part of labour force, women in Saskatoon neighbourhoods. 

Source: Census 2006
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Figure 3. Mode of Transportation as part of labour force, women in Winnipeg neighbourhoods. 

Source: Census 2006 

The  female labour force, modes of  transportation vary  between cities and among neighbourhoods. 
Public transit use in Saskatoon’s neighbourhoods of Pleasant Hill and Riversdale is significantly 
different (17.8% and 18.4% respectively) than in the control neighbourhood and by city-wide use (3.5% 
and 5.5% respectively). In Winnipeg study neighbourhoods, public transit use is much lower than in 
Saskatoon (6.1% for Centennial; 8.0% for North Point Douglas; and 12.0% for the control 
neighbourhood of Wolseley). Private vehicle use in Saskatoon, where the main driver is female, is 
relatively consistent between the control and study neighbourhoods (53.7%  for control; 48.3% and 
55.3% for study neighourhoods), however all three neighbourhoods were well below the overall city 
average of 75.7%. The control neighbourhood (City Park) is located close to the university and 
downtown where most residents would have easy walking access, thus a potential reason why private 
vehicle use may be lower here and walking is sigbnificanlty higher (30.5% versus study 
neighbourhoods of 17.8%  in Pleasant Hill and 15.8% in Riversdale). 

In Winnipeg, vehicle passenger use is between 3 to 8 times higher than in the Saskatoon study 
neighbourhoods. Vehicle as passenger usage was almost twice as high in Winnipeg overall than 
Saskatoon (17.3% versus 9.2%), however vehicle as primary driver were lower in Winnipeg in all 
neighbourhoods. Private vehicle use is limited in the study neighbourhoods as compared to other city 
neighbourhoods in Saskatoon and Winnipeg. Interestingly, the control neighbourhood Wolseley in 
Winnipeg uses private vehicle as driver to a greater extent than the study neighbourhoods of  Centennial 
and North Pt. Douglas (respectively, 46.3%  versus 22.5% and 34.7%), however Winnipeg figures are 
all below those of vehicle as driver in Saskatoon’s study and control neighbourhoods. In relation to 
their respective city’s averages all three neighbourhoods use private vehicles as driver lower in the 
study and control neighbourhoods than in their overall city averages. 
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As a result, one can expect that fresh foods are purchased less often due to residents having less 
“carrying ability” in using  public transit, walking and infrequent taxicab trips. These modes of 
transportation are ill-suited to two groups of women in particular: single mothers with young children 
and women with physical disabilities living on limited income.  

Where Women Get Their Household Food 

Women indicated that food purchases came predominantly from three sources: large grocery chain 
stores (Sobey’s, Superstore, Walmart); smaller grocery or niche stores (Extra Foods™, Bulk Barn™); 
and “convenience” stores (7-eleven™, Abby’s corner store, Giant Tiger™).  Other sources such as 
gardening, Good Food Boxes and food banks were also mentioned. Women in Saskatoon indicated they 
were unable to regularly afford the food prices at the nearby farmer’s market and only one woman 
regularly shops at a farmer’s market in Winnipeg (located in her neighbourhood during the summer). 

In Saskatoon, seven of the eight women shopped at least once per month at the Superstore, Extra 
Foods™ or Giant Tiger™. In Winnipeg, four of the seven women who lived in North Point Douglas 
and two of three living in Centennial indicated that Giant Tiger is where they buy meat (canned), 
cereals, sugars, crackers and other packaged and processed foods. For other food items North Point 
Douglas and Centennial residents shopped at Metro™, Dollarama™, Extra Foods™, Walmart™ and 
some of the corner stores (Abby’s). Two women, due to health concerns, were very selective about their 
choices for healthier foods. While one woman mostly gardened and shopped for dry goods at Bulk 
Barn™, both women felt they were forced to re-think their cooking and eating behaviours as a result. 
One Winnipeg woman, noted,  

“Well, before I used to intake lots of foods, and now I eat the mandated meals and 
stuff. I cook my foods a different way now. My meats, I boil before I bake. I never fry 
my food anymore. I like the fresh stuff. So I travel all over when I shop… In my 
neighbourhood - only in the summer when the Farmer’s Market’s on [is] the only time 
I buy anything [here]”  

One other woman in Winnipeg noted that she felt her health became compromised during a time she 
lived in a rental house with black mould. After that, she lost weight and developed allergies to fruits and 
vegetables.  

“It’s, cause I, when I lived in there, at the beginning when I lived in there I didn’t 
have no allergies at all. And then living in the house for five years, as the mould was 
progressing, I got sick….  I’m allergic to every fruit, every vegetable, and every nut 
product …I have dropped a hundred and twenty pounds. My face is always pale. 
That’s why I have makeup on, and it’s bugging me right now.  But, I usually, I buy a 
lot of meats … we eat a lot of breads. We eat a lot of canned products. I don’t know, 
my kids are like, they’re not fussy, they eat – I don’t eat often, but my kids, they eat 
quite a bit. Kraft Dinners, noodles, pizza pops, hot dogs.  So, basic foods. And for 
suppers, it’s pork chops or chicken or hamburger, whatever.”  
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One participant, who immigrated to Canada within the last five years, indicated that she shopped at 
niche ethnic grocers in order to find the ingredients for her cultural diet. “Sometimes there are ethnic 
shops around. (Store Name), and in front of it there’s another Chinese store. So I go around here to 
look for fresh vegetables and fresh fruits.”  

Most women whose income was from social services or disability support would shop on “cheque 
days” at the grocery store, then supplement throughout the month through food bank usage or one 
smaller trip by bus to the grocery store. Most women were cautious to use convenience stores because 
of their inflated prices. One woman in Saskatoon noted that because of her disability she relied more 
heavily on convenience stores than she preferred.  

Women noted that they were very selective of and deliberate with the foods purchased due to what they 
could afford, what amounts might spoil, and their own households’ food preferences. 

“I have a grocery list and we buy the same things every payday and whether he 
[boyfriend] likes it or not that’s what we buy. So I guess nobody influences what we 
buy.” 

“I get the cheapest food and the most efficient right now because I owe a lot of debts 
that I am trying to pay off. So I am just getting the basics and I’m happy with that. I 
have 6 to 8 eggs a day instead of meat… I get Gala apples and I get cabbage… apples 
is the fruit, protein is the eggs and cabbage is the vegetable and skim milk powder to 
put in my coffee for dairy…So, I have one of each category and that’s good enough 
for me. Starch – I eat rice cakes for starch but they’re all gone now so I will just use 
oatmeal.” 

“My main goal when I was on welfare, was just to make sure we had something to eat 
all the time.” 

“I need more produce. There’s never, never enough produce. And when you do, it’s 
expensive. Because I mean, I guess they have to pay business tax or whatever, but it’s 
really pricey. When you wanna eat good. Fruit. … I think maybe we were taught to 
have, that we should have, is not what [we have] when [in] poverty …I recently 
started this job but I was living on rice. I didn’t have money. And perogies, and I used 
chicken noodle soup and then I add the perogies. But it’s really hard when you’re on 
a very, very tight budget.” 

During times of inclement weather, including winter, some women deferred to “getting by” at nearby 
stores for things like bread, canned goods or milk. “ If it’s cold and we have to [go to a convenience 
store] but it’s a case of ‘oh my god, we have no food, let’s go’. And we will live on macaroni or rice for 
a week if we have to just to avoid going out in the cold.”  Only one woman interviewed owned her own 
car, so when most of the other participants ran out of only one or two food items, they ran to the 
convenience stores. “If I run out of fruit because the fresh fruit doesn’t last, then I have to go to the 
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convenience store and get a can of pineapple.” However, all participants noted that the prices were 
greatly inflated at convenience stores. The following maps indicate where convenience stores are 
positioned in the study and control neighbourhoods in Saskatoon and Winnipeg. Saskatoon study 
neighbourhoods are served extensively with convenience store options; Winnipeg’s Centennial 
neighbourhood and south-western parts of North Point Douglas are also served by convenience stores. 
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Map 7. Saskatoon Proximity to Convenience Stores  
Source: City of Saskatoon. 
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Map 8. Winnipeg Proximity to Convenience Stores  

Source: City of Winnipeg. 
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When asked about eating in restaurants, most women indicated they might go once or twice per month 
or for special occasions like birthdays. Six of eight women in Saskatoon noted that they ate at a popular 
Chinese buffet or to McDonalds, Tim Horton’s, Subway and for pizza. In Winnipeg, women ranged 
from rarely going out to eating once a month at the food court in the mall, for pizza, to Chinese, 
Ethiopian or Philippine restaurants, McDonalds or Buenos Bros. Most of the restaurants indicated are 
fast food in nature, adding to literature source findings that typify low income earners with fast food 
eating, even if it is only once or twice per month that people eat there. Given the density of fast food 
possibilities in the neighbourhoods, it is not surprising that women would frequent them, especially 
when grocery stores are beyond easy reach. The following two maps show where fast food outlets are 
located in Saskatoon and Winnipeg. 
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Map 9. Saskatoon Proximity to Fast Food  
Source: City of Saskatoon.  
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Map 10. Winnipeg Proximity to Fast Food  
Source: City of Winnipeg.  
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Personal Safety and Stress 

In a gender comparison study that explored quality of life indicators in Saskatoon60 the most significant 
differences for men and women occurred over safety concerns. Men’s concerns revolved around safety 
for their physical property and safety for others (family members), whereas women’s safety concerns 
were more social or environmental in nature (violence to themselves or their children and presence of 
trustworthy neighbours). According to this Saskatoon study, such concerns were more commonly 
voiced among low SES neighbourhood residents. 

While violence against women occurs in all socio-economic strata, women living in poverty are 
particularly vulnerable to violence. As a national study reported, 

“Poverty and violence play a kind of toxic dance in women’s lives. Poverty 
marginalizes women, increasing their risk of victimization, while violence also 
isolates women, as the mental and physical effects grind away at women’s sense of 
well-being... Both [violence and poverty] reflect unequal relationships of power which 
result in systemic discrimination of women.” 61 

The presence of skewed male to female ratios in the study neighbourhoods is concerning with respect to 
violence against women. As social indicators of the built environment, sex ratios were atypical, in 
particular in Riversdale in Saskatoon (see sex ratio map of Saskatoon, below). A population pyramid of 
Riversdale shows that the numbers of male youth between the ages of 15-19 in Riversdale are well 
below other neighbourhoods in Saskatoon, however by the age of 30 the numbers bounce back to city 
averages. By the ages of 35-65+, men outnumber women by between 20-30% in Riversdale. Centennial 
in Winnipeg also had an uncharacteristically greater proportion of males to females.  The control 
neighbourhoods of City Park (Saskatoon) and Wolseley (Winnipeg) are the opposite; more women than 
men live in these neighbourhoods. The maps below indicate that  men constitute a disproportionately 
higher number in the study neighbourhood populations than in control neighbourhoods and overall city 
ratios, with certain age categories more represented than others. Of note, the Riversdale and Centennial  
neighbourhoods have a greater proportion of males to females including – uncharacteristically - in the 
65+ age category.  

 

 

                                                           
60 Dunning, H., Janzen, B., Williams, A. et al (2006). A gender analysis of quality of life in Saskatoon, Saskatchewan. Geo J. 

65:393-407. 
61 National Clearinghouse on Family Violence. (2008). Breaking the links between poverty and violence against women. 

Prepared by J. Gurr, M. Pajot, D. Nobbs, L. Mailloux & D. Archambault. Ottawa: Public Health Agency of Canada.  
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Map 11. Saskatoon Neighbourhood Population: Ratio of Males to Females  
Source:  Community View, Statistics Canada, 2006. 
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Map 12. Winnipeg Neighbourhood Poplulation: Ratio of males to Females  
Source: City of Winnipeg, Statistics Canada, 2006. 
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Possible explanations for the disaggregation may include social activity of youth/young men and 
involvement in the higher-than-average crime or gang activity in the area. Total crime (2006) is 
concentrated in the city in both Riversdale and Pleasant Hill (total crime rate was 672.5/1000 and 
1022.7/1000 population, respectively).62  

Women fear for their personal safety, in particular if they are living alone or with young children, 
perhaps explaining the low numbers of senior women in Riversdale and Pleasant Hill. Crime activity is 
typically higher in disadvantaged neighbourhoods, with low SES as residents struggle from income 
disparity, addictions, insecure or tenuous housing situations, and food insecurity. Analyzing the sex-
ratio charts with qualitative information helps to inform us that any of the risks for positive health status 
propagate and are reinforced within social contexts, not solely at the individual level. For example, food 
and eating, exercise and recreation, and cultural activity are affected by the societal details inside one’s 
environment. Choice at the individual level is confined within these environments. 

In this study, women in Saskatoon’s study neighbourhoods in particular, noted the concerns over 
personal safety when they had to travel to purchase food or when they wanted to walk for exercise. 
Some women found that the threats to personal safety were a major cause for concern and stress: 

“Like it gets dark so it’s hard to walk in the winter and it’s dangerous in the dark and 
even in the day I don’t want to walk alone. I can’t do the walking exercise in this 
area.” 

“I just don’t go out late at night because of the area and just some days you have to 
watch. If it’s cheque day people are drunk and rowdy so you don’t want to go out 
there too. It’s just a crappy area I guess.” 

“You can’t go out at night. There are certain things that you have to do to protect 
yourself living in this area. You don’t go out at night unless you have a ride to take 
you out and bring you home again. But there are thugs and gangs and all that. And 
just recently there was a murder…Nobody has bothered me but I do what I can to 
keep myself safe.”  

“I mean with all this, these gangs, who wants to go out? They could sit in front of 
their TV all day.… I think everything all starts from how you were raised. And the 
values and morals of people nowadays are nothing like when I was growing up.”  

In the neighbourhoods of Pleasant Hill and Riversdale in Saskatoon and Centennial and North Point 
Douglas in Winnipeg crime statistics show heightened rates for both violent crime and property crime 
as compared to their respective cities’ overall averages. Women in Saskatoon spoke about the safety 

                                                           
62 Kitchen ,P., & Williams, A. (2010). Quality of life and perceptions of crime in Saskatoon, Canada. Social Indicators 

Research, 95(1), 33-61. 
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concerns in their neighbourhoods more than Winnipeg women, however. Due to the concerns of crime 
being raised in Saskatoon interviews, a map of crime rates per 1,000 residents and workers follows. 
This is not indicative of Winnipeg study neighbourhoods being “safer”, but rather that women didn’t 
raise this as a concern as much during interviews.  

Map 13. Crime Rate (per 1,000 residents and workers) 
Source: Adapted from Crime rate (per 1,000 residents and workers), City of Saskatoon neighbourhoods, 2007. Statistics 
Canada (http://www.statcan.gc.ca/pub/85-561-m/2008012/maps-cartes/5200328-eng.htm). 
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Living within socio-built environments where criminal activity is heightened and personal safety is 
compromised, adds a powerful psycho-social factor for women to contend with. Negative impacts of 
living with increased levels of stress on physical health have been noted by health equity researchers.63  
A number of women spoke about the stress or mental health issues they are affected by in their daily 
lives. Some of their quotes detail the reaction to stresses and how women thought they could alleviate 
some of the stress in their lives: 

“I just saw my doctor today and she said, ‘Your next stop is to quit smoking’ and I 
said, ‘Yeah, I know.’ But I find it helps me to relax and I found I was stressed when I 
tried to quit and I am also bipolar so the last thing I need is stress.”  

“R:  Nobody’s gardening. Nobody. I wish there was a community garden. 

I:  And how important is it for you to eat fruits and vegetables? 

R: It is! Oh, it helps me with my depression. It does. It really does. It makes me feel 
good to have that stuff.”  

Finding or Growing Culturally Acceptable Foods 

Food security necessitates the need for food to be located near to residences and affordable while 
maintaining that it is culturally acceptable for consumption. When fresh foods that are considered vital 
to diets are unavailable, women may suffer emotionally, physically and spiritually. Given women’s 
close proximity to food preparation in many cultures, it can be time-demanding, anxiety-producing and 
nutritionally-compromising to lack opportunities to purchase or grow fresh, cultural foods. In the case 
of new Canadian women, inaccessibility to cultural foods reconfigures how one is able to eat and gain 
nutritional fulfillment. One woman from Winnipeg noted that her food cooking patterns were disrupted 
by the limited amounts of fresh foods readily available to her. She was accustomed to making food 
“from scratch” with fresh ingredients, likely adding not only cultural fulfillment, but nutritional quality 
as well. 

“I try to give her [daughter] more vegetables than the actual solid food because 
everything you go out and buy, it’s canned or it’s processed. And for me personally, 
I’m not really used to it so I don’t eat it. I would rather just eat a piece of bread than 
eat a canned soup or something like that. It’s the way I’m brought up. That’s why. You 
see a food being cooked and that’s what you call food. And the processed one, we 
always like you know. It’s because we don’t know it, we fear it.” 

Another woman from Winnipeg shared her thoughts on growing and harvesting plants in traditional 
ways for food and medicines. She felt that policies and bylaws were in contravention of Indigenous 
land use and growing patterns for traditional plants. 
                                                           

63 Brunner, E. & Marmot, M. (2000). Social organization, stress and health. In Reid, C. (2004). The wounds of exclusion: 
Poverty, women’s health & social justice. Edmonton: Qual Institute Press. 
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“Once you start learning the history of food in Canada, and regulations imposed upon 
indigenous peoples ... Whatever they grow on their reserve, they can’t sell off-reserve. 
So, not only could they not sell off-reserve, but they can, could not even sell to their 
neighbour. So when you see how these laws and such influenced how our own people 
ate, I know that some of the things that I grow and use actually are technically illegal 
to grow. I mean, sage is on the noxious weed list still. Noxious weed list, it is, and 
yeah, so I have been doing things under the radar.” 

Regarding municipal regulations the same participant added that,  

“I need to find private places to grow my food, because of City policies…Their 
policies, one of them is forced tilling. Tilling the soil is the worst thing, traditionally 
as well. And now we know, environmentally, that tilling is killing. And also, it 
regulates what foods you could put in. I seed everything in the fall. Fall to late winter. 
In the past couple weeks I’ve been seeding my garden. That is not allowed in the City 
policy for city gardens. So that’s why I have to find private places. Makes it 
challenging… You have to clear everything off and have bare soil. That’s means my 
… my traditional practices I cannot do under City policies.” 

The prevalence of finding culturally appropriate food when availability is limited was frustrating for 
Ganette as it added a barrier to eating healthy. A further challenge for Audrey in planting foods 
following Indigenous patterns due to difficulties with municipal bylaws indicates a further barrier to 
women in the study neighbourhoods in controlling their food intake. Given the challenges already 
inherent in living in low SES neighbourhoods, these are grim scenarios of how food procurement and 
food intake are disempowering for women needing to connect with their culture vis-a-vís food within 
areas known as food deserts.
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Conclusion 

As noted in the literature review, individually-focused interventions that target nutrition and physical 
exercise have only been partially successful in curbing the increases of obesity, diabetes and other 
chronic diseases with relation to nutrition. There are suggested critiques that de-emphasize the role of 
individual behaviours and look more intently on the “social and physical contexts in which individual 
behavioural decisions are made.”64 

It was clear in the conversations with women in Saskatoon and Winnipeg that their physical food 
environment was grossly lacking in easy access to fresh foods where women may choose to buy for 
themselves and their households. Physical constraints, such as walking difficulties due to busy 
roadways or challenges such as cold winter weather, made travel outside of the neighbourhood without 
a private vehicle, very difficult. Additional barriers to obtaining food outside of the neighbourhood was 
indicated for older women or those with young children or women with disabilities. And many women, 
particularly in Saskatoon, noted that they did not feel safe on the streets at night or during days when 
they knew more people are apt to drink excessively. 

The built neighbourhoods of Riversdale and Pleasant Hill, and Centennial and North Point Douglas, 
have some service agencies that are highly supportive of residents living there. Residents spoke about 
Mamawi and Ka Ni Kanichihk in Winnipeg and Quint, CHEP and the Housing Coalition in Saskatoon, 
as places that offered food, collective kitchen coordination, childcare and parenting programs, housing 
and emergency assistance. Women who were involved in collective kitchens in particular, were very 
impressed by the camaraderie, the meals and the knowledge about nutrition. 

It became apparent that most of the women interviewed looked after their own and other household 
members’ nutritional needs. Their attention to budgeting, finding “deals” and understanding how best to 
survive on limited income speaks to the resilience many women concealed. Yet, despite the resilience, 
they spoke about the stress, frustration, fear and mental illness that they carried. 

Even where fresh foods may be purchased within a relatively close walking distance to their residence, 
the choice to purchase them was withdrawn based on a number of mitigating factors: 

• Fresh vegetables and fruits were considered too expensive at locations like Farmer’s Markets; 

• Women often chose to eat foods that lasted in their fridge or cupboard in order to minimize 
waste or food spoilage, also considered a waste of money;  

• Fresh fruits or vegetables were considered “add on’s” versus the “basics” to which some 
women referred to as pasta, wieners, coffee, oil, hamburger and other processed foods. 

Women who chose to eat more fresh vegetables and fruits were often alerted to this kind of diet due to 
increased attention from a personal health crisis or because of food sensitivities/allergies. In one 
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instance, fresh vegetables and fruits actually became the food allergen due to inadequate rental housing 
where mould was found causing an autoimmune disorder. Generally, the women who grew up learning 
to cook fresh vegetables and fruits maintained them in their adult diet adding to one woman’s 
observation that “in order for a child to like those kind of things they have to be introduced to them at a 
early age”  

Built environments that consider improved opportunities to purchase or grow fresh foods offer some 
hope for remediating the situation of food deserts in Saskatoon and Winnipeg. Certainly without easier 
access to fresh foods, there are too many challenges to making vast improvements in household and 
individual diets. However, it is noted in research that policies aimed to addressing food deserts’ ills by 
adding a supermarket to a low income area are short-sighted as the issue goes further than an isolated 
grocery store.65 Like women described, additional social indicators that presented challenges to them in 
eating healthfully were part of a larger daily context which included: living with limited income, stress, 
lack of safety, inadequate housing, lack of transportation, limited food knowledge and single parenting.  
Without coordinated efforts to improving these social indicators, food deserts will be termed something 
else equally as bleak in description.  

 

  

 

 

  

 

 

                                                           
65 Boone-Heinonen, J., Gordon-Larsen, P., Kiefe, C. et al. (2011). Fast food restaurants and food stores: Longitudinal 

associations with diet in young to middle-aged adults:The CARDIA study. Arch Intern Med. 171:13, 1162-1170. 

 “[We] need to have more vegetable gardens and community 

building, and people doing gardens, and rooftop gardens. I 

don’t know... It’s just the world should be greener with 

community and people building stuff together.” 
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Addendum 

Since this research began, changes have occurred in the study neighbourhoods with respect to accessing 
fresh foods. After more than a decade without a grocery store, a new grocery store called the Good 
Food Junction opened its doors in Riversdale, Saskatoon on September 7, 2012.66 The store creates new 
opportunities for residents to purchase fresh dairy, meats, vegetables and fruits. The Good Food 
Junction is part of a community renewal project called Station 20 West and includes a commercial 
kitchen space, health clinic, and new offices for community groups. 

In Winnipeg, the news is troubling as two grocery stores in the Centennial neighbourhood closed their 
doors in 2012. One store, Riediger’s Supermarket “quietly closed its Isabel Street doors and parked its 
delivery trucks [after 75 years of business]. There just wasn’t a way to make the business work 
anymore,”67 noted one of the family-run business owners, Nick Riediger Jr. The other grocery store, 
Extra Foods, will close its doors at the end of November, 2012.68 Sadly, the opportunities to acquire 
fresh foods will be diminished further in this neighbourhood, leaving financially-stretched residents to 
struggle to find additional resources for transportation, childcare and mobility support.  

                                                           
66 Warren, J. (2012, Sept 10). Good food junction opens: Station 20 West store serves core areas. Saskatoon Star Phoenix.  
67 Martin, M. (2012, Jan 28). End of an oasis: Neighbourhood’s food desert grows. Winnipeg Free Press. 
68 Sanders, C. (2012, Oct. 17). Closings eat at downtown. Winnipeg Free Press. 
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Appendix A 

  
INTERVIEW GUIDE: CARTOGRAPHIES OF SALT: SODIUM, HEALTHY EATING AND BUILT 

ENVIRONMENTS 
 

1. What do you know about sodium?  
 

2. Have you heard of any health concerns or consequences of eating too much salt? 
  

a) What kinds of information have you heard about salt?  
 

b) Where did you obtain this information? Reading, hearing others (who 
informed – family, doctor, nutritionist, other) or personal experience? 

 
c) What do you think about the information about salt? 

 
d) Does this information impact how you eat or cook? 

 
3. Do you consider yourself to be eating healthy amounts of salt and if not, what 

factors (for example, social, environmental, housing, gender, culture) contribute to 
this? 
 
a) Social –Where and how do you purchase or grow your food; eat and cook? Do 

you eat together with others or alone? What amount of weekly meals do you in 
restaurants? What kinds of restaurants do you eat in? How often would you eat 
in fast food outlets? Do you eat food that you consider too high in salt? 
 

b) Environmental – what does the food environment “look like” in your 
neighbourhood (in other words where and how do people get their food)? Do 
people garden? Is it important to you to eat fruits and vegetables? Fresh meats? 
Dairy? Do you have access to these foods? Are you happy with what foods you 
have access to? If not, what would you like to see differently in your 
neighbourhood? 

 
c) Do you think where you live affects how you eat? How? Are there any physical 

or environmental barriers to you getting the food you want to eat? 
 

d) Housing – do you live alone or with others (who lives with you)? Do you feel 
the people in your home influence the ways in which you shop for food, cook or 
eat? How? Are you able to store your food in freezer? 

 
e) Gender – what role do you have in the food you shop for, cook and consume? 



           

 

Cartographies of Salt: Sodium, Health Eating and the Built Environment 56 

Where does the money come from to buy the food for your household?  
 

f) Culture – What foods do you like to eat?  Do you eat in a similar way to how 
you were brought up? Explain what role your culture has in what you eat? What 
role does salt play in the foods you eat as part of your culture?  

 
4. Given the ways in which you may play a role in how your family eats (through 

cooking, shopping and understanding nutrition), as well as in the choices you make for 
yourself, what would you like to see changed pertaining to food choices and 
availability? 
 

a) Does eating too much high-salt foods concern you? How?  
 

b) What do you think could be done to better inform people about ill-effects of 
salt? (Prompt: labels on food – are they sufficient)? 
 

c) In what ways could the harmful effects of salt be better understood? How could 
government and the food industry help in delivering this message to the public? 

 
5. Do you have any other ideas you would like to share on the topic of where you live and 

how you eat? 
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Appendix B  

One page summary for recruitment purposes 

CARTOGRAPHIES OF SALT:  

SODIUM, HEALTHY EATING AND BUILT 

ENVIRONMENTS 

 

The Prairie Women’s Health Centre of Excellence (PWHCE) is seeking your input as resident 
of the (name of specific neighbourhood in either Saskatoon or Winnipeg) to learn more about 
the relationship of where you live to the food access you have, leading you to purchase and eat 
particular foods. 

 

All women over the age of 18 who have lived in this 

neighbourhood for at least six months are invited to 

participate. 

 

Your participation would require a 1 to 1.5 hour commitment for an interview conducted by 
the researcher in person. A small honourarium will be provided to you.  

If you are interested, please contact: 

  Saskatoon: Yvonne Hanson, Researcher at the Prairie Women’s  
    Health Centre of Excellence, 306-966-8658 
    Email: yvonne.hanson@usask.ca 
 
  Winnipeg:  Roberta Stout, Researcher at the Prairie Women’s   
    Health Centre of Excellence, 204-982-6632 
    Email: r.stout@uwinnipeg.ca 


