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THE DETERMINANTS OF HEALTH IN PEEL
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Introduction

The previous section highlighted the The previous section highlighted the 
complexities in understanding the determinants complexities in understanding the determinants 
of health with regards to causation and exposure of health with regards to causation and exposure 
during the life course. While some determinants during the life course. While some determinants 
can be modified to improve health outcomes can be modified to improve health outcomes 
(e.g., education and income); some cannot (e.g., (e.g., education and income); some cannot (e.g., 
sex and age). This section will describe the sex and age). This section will describe the 
determinants of health in Peel region, using determinants of health in Peel region, using 
Peel data.Peel data.

Genetics – Age and Sex

The biology of the human body plays a The biology of the human body plays a 
fundamental role in determining health status. fundamental role in determining health status. 
It sets the basis for the body’s ability to respond It sets the basis for the body’s ability to respond 
to a wide range of circumstances such as to a wide range of circumstances such as 
experiencing stress, fighting off disease, and experiencing stress, fighting off disease, and 
adapting to the physical and social environment. adapting to the physical and social environment. 
This inherited predisposition plays a part This inherited predisposition plays a part 
in determining lifespan, healthiness and the in determining lifespan, healthiness and the 
likelihood of developing certain illnesses. likelihood of developing certain illnesses. 
In some circumstances, genetics appears to In some circumstances, genetics appears to 
predispose certain individuals to particular predispose certain individuals to particular 
diseases or health problems. diseases or health problems. 

One predisposition that has been studied One predisposition that has been studied 
extensively is the biological effect of aging. As extensively is the biological effect of aging. As 
individuals age, there is a normal decline in individuals age, there is a normal decline in 
physiological functioning such as vision, nerve physiological functioning such as vision, nerve 
conduction velocity, muscular strength, bone conduction velocity, muscular strength, bone 
mass and kidney function.mass and kidney function.3434 The rate of decline  The rate of decline 
for these body functions is variable from person for these body functions is variable from person 
to person. It is unclear, however, how much of to person. It is unclear, however, how much of 
the decline associated with aging is attributable the decline associated with aging is attributable 
to biological aging and how much of it is due to biological aging and how much of it is due 
to other determinants, including personal to other determinants, including personal 
health practices, social support and the physical health practices, social support and the physical 
environment.  It has been shown, for example, environment.  It has been shown, for example, 
that older individuals who engage in regular that older individuals who engage in regular 
physical exercise have significantly improved physical exercise have significantly improved 
balance than their counterparts in the same balance than their counterparts in the same 

The region of Peel, located directly west 
of Toronto and York region, includes the 
cities of Mississauga and Brampton and 
the town of Caledon. Peel is primarily an 
urban area with many subdivisions and 
low-density housing. Many of the 400 
series highways (403, 401, 407, 427 and 
410) run through Peel and the Pearson 
International Airport is located along 
the eastern boundary of Peel.

At the time of the 2006 census, 
1,159,405 people lived in Peel, making 
it one of the largest municipalities in 
Canada; in Ontario it is second in size 
only to Toronto. 
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age category who do not participate in regular 
physical exercise.35 

In the context of determinants of health, 
sex may be viewed as both a biological and 
social construct. The biological construct, the 
differences in genetic makeup and hormone 
levels between males and females, seem to be 
constant across societies; the social construct 
varies with the roles, norms and values of a 
given society or era.36 For example, the ability 
to bear a child is, fundamentally, a function of 
biology, whereas the nature of parenting, or the 
status associated with being a mother are more 
closely linked to social roles and expectations.  
Deciphering the differences between these two 
constructs and how they interact in relation to 
health outcomes is challenging. 

Sex differences in life expectancy offer one of 
many examples of the interaction between the 
biological attributes and the social environment. 
In Canada, and in most of the developed world, 
women have a higher life expectancy than men. 
Men are also more likely to die prematurely and 
to be less educated than women.36 While women 
live longer than men, they are more likely to 
suffer from chronic or disabling disease. 

Peel has a high proportion of adults of 
reproductive age, and children

Figure 2.1 is a population pyramid showing the 
age and sex distribution of Peel’s and Ontario’s 
population in 2006. Compared to the province, 
Peel has a higher proportion of adults aged 30 
to 49 years and children aged 0 to 19 years. This 
might be explained by Peel’s high numbers of 
young families attracted to suburban living, and 
increased numbers of new immigrants. 

By 2031, the population of Peel is expected to 
exceed 1.5 million. Although not shown, it is 
projected that there will be proportionally 
fewer young adults and more seniors compared 
to today. 

Social Status and Income

The relationship between socioeconomic 
status and health has been observed for many 
decades.6,37 Income and social status have a 
complex and inter-related association with other 
determinants of health throughout the life cycle. 
Income and social status determine the quality 
of childhood, education, employment, working 
conditions, housing, and food security.

Figure 2.1
Population by Age Group and Sex,
Peel and Ontario, 2006
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Source: 2006 Census, Statistics Canada

0 22 44 66

0-4

1 31 535
Per cent of population

5-9
10-14
15-19
20-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64
65-69
70-74
75-79
80-84
85+



determinants and disparities

15

Social status is strongly associated with health. 
The likelihood of suffering from chronic diseases 
such as cancer and coronary heart disease is 
higher as you move down each level of the job 
status hierarchy. Those one step down from the 
top most level on the hierarchy, for example, 
have significantly higher rates of heart disease 
that those at the top.38,39

Given the complex nature of measuring 
social status through occupation, data are not 
presented in this manner for Peel.

Income

In this section of the report the following income 
measures will be described: income distribution, 
mean and median income, and the prevalence 
of low income using the ‘low-income cut-off ’ 
(LICO). Since Canada does not have an official 
poverty measure, these measures will be used to 
reflect the extent to which some Peel residents 
are less well-off than others. In addition, all 
income measures using Census data will be 
presented using after-tax income as this reflects 
a family’s actual spending power after they 
pay their taxes and receive payment of social 
benefits. It should be noted that the number of 

Social Status

Social status refers to the prestige 
attached to one’s position in society 
(i.e., social position). It may also refer 
to a rank or position that one holds 
in a group or occupation. Occupation 
provides an example of status that may 
be either ascribed or achieved. It can 
be achieved by one gaining the right 
knowledge and skill to become socially 
positioned into a higher job position, 
which builds a person’s social identity 
within the occupation. 
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Measuring Social Status

Occupation is often related to income 
and can reflect social standing and social 
networks as well as work-based stress, 
autonomy and work-related exposures. 

There are many ways to measure the 
concept of occupation (e.g., current 
occupation, longest held occupation, 
parental occupation as an indicator 
of a person’s childhood). Limitations 
to measuring occupation include the 
inability to assign an occupation to 
someone not recently employed and 
the exclusion of those in the population 
who are retired, working in the home, 
unemployed, a student, working in 
unpaid labour, or working in informal 
or illegal jobs. Occupation may also 
have different meanings for different 
birth cohorts in different geographical 
settings.40

Other proxies for socioeconomic 
position have included things such as: 
number of children in the home, infant 
and maternal mortality rates, marital 
status, single motherhood, orphan, 
illegitimacy, broken family, and death of 
mother or father at an early age.40 
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Measuring Income

Indicators of income capture data 
about individual or household income. 
Household income measures incorporate 
income information for the entire family 
which is useful if a family member is not 
engaged in the work force but benefits 
from the income of others in the family 
(e.g., a spouse who is not the main 
income earner). 

Some disadvantages of this measure are 
that a person’s income can change over 
a short period of time (e.g., loss of a 
job); and in surveys it can be a sensitive 
question, which is prone to high rates of 
non-response.40
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people falling below the LICO is lower using 
after-tax than before-tax income. Reasons for 
this include progressive tax rates where those 
with low income before taxes actually move 
out of the low-income bracket after taxes due 
to redistribution of income through taxes and 
social benefits.41

Understanding Income and Income 
Distribution in Peel

Data presented about income in Peel are 
collected through the Census from individuals 
but can be presented in a variety of different 
ways: as individual income; as private household 
income; as economic or non-economic family 
income; and as census family or non-census 
family income.

The way these categories relate is shown in 
Figure 2.2.

Figure 2.2
Economic and Census Family Membership and Family Status

1. May or may not be present
Source: Statistics Canada, 2006 Census Dictionary. January 2010. Minister of Industry.
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Income Distribution

Peel has a higher proportion of private 
households with after-tax income greater 
than $80,000 compared to Ontario and lower 
proportions of private households with after-tax 
income of less than $40,000 (Figure 2.3). 

Private Household

A private household is defined as a  
place where a person lives (e.g., single  
detached house or apartment) and refers  
to a person or a group of persons (other 
than foreign residents) who occupy a 
private dwelling and do not have a usual 
place of residence elsewhere in Canada.

Private households are composed of 
all individuals except those who live in 
collective dwellings. Private households 
reflect the majority of the population.

Economic Families

An economic family refers to a group 
of two or more persons who live in the 
same dwelling and are related to each 
other by blood, marriage, common-
law or adoption. A couple may be of 
opposite or same sex. This category also 
includes persons living with relatives 
other than children, a spouse or 
common-law partner. 

Persons not in economic families are 
those household members who live 
alone or live with people who are not 
related to them by blood, marriage, 
common-law or adoption.
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Peel Ontario

Figure 2.3
Distribution of After-Tax, Private Household Income,
Peel and Ontario, 2005

Income Group
< $19,999 $20,000 – 39,999 $40,000 – 59,999 $60,000 – 79,999 $80,000 – 99,999 $100,000+

Source: 2006 Census, Statistics Canada
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Census Families

Census families are composed of those 
who are married or common-law (with 
or without children) or lone parents with 
children.
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Median and Mean Income

In 2005, individual mean and median income 
in Peel was very similar to Ontario.  The 
median and mean after-tax income in private 
households in Peel, however, is about $10,000 
higher than Ontario (Table 2.1). The median 
private household income is higher in Caledon 
than in Mississauga or Brampton. We use private 
households to reflect income as it represents 
those in families and those living alone. 
Excluded from this income summary are those 
living in collective households (e.g., hospitals, 
rooming houses, nursing homes, jails, group 
homes).

Median and Mean Income

The median income of a population is 
the income level at which half of the 
population has a higher income and half 
the population has a lower income.

The mean income, also referred to as 
the ‘average’ is computed as the total 
or ‘aggregate’ income divided by the 
number of people in the population. 
It offers a convenient way of tracking 
aggregate income while adjusting for 
changes in the size of the population.
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Table 2.1
Mean and Median, After-Tax Income and Average Number of People per Household,
Peel Municipalities, Peel and Ontario, 2005 

† Individuals aged 15 years and older
Source: 2006 Census, Statistics Canada

 Individuals† Private Household

Area Median Mean Median Mean
 Income Income Income Income

Caledon $30,459 $38,373 $73,857 $88,921 3.1

Brampton $24,629 $28,337 $62,470 $69,870 3.4

Mississauga $25,075 $30,972 $61,083 $71,878 3.1

Peel $25,157 $30,378 $62,181 $72,038 3.2

Ontario $24,604 $31,011 $52,117 $63,441 2.6

Average
number of
people per
household
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While private households in Peel appear to be 
wealthier, consideration of income alone does 
not tell the entire story about the factors that 
influence wealth in Peel. For example, Peel has 
higher rental costs and homeowner payments, 
and a higher proportion of Peel households 
(29%) spend more than 30% of their household 
income on household payments compared 
to Ontario (21%) (Table 2.2). Peel’s higher 
household income is likely a reflection of a 
higher number of people per household (3.2) 
compared to Ontario (2.6) (Table 2.1) and a 
higher prevalence of multiple family households 
(6%) compared to Ontario (2.5%) (Appendix 2). 

Additional details about economic family 
income are provided in Appendix 2.

Prevalence of Low Income

Table 2.2
Household Value, and Household Owner or Rental Costs,
Peel, Caledon, Brampton, Mississauga and Ontario, 2006

Source: 2006 Census, Statistics Canada

Household Costs Peel Caledon Brampton Mississauga Ontario

Average monthly
gross rent ($) $986 $1,015 $997 $958 $834

Tenants spending
 > 30% of household 42.6% 38.3% 42.3% 42.9% 44.3%
income on gross rent

Average value of owner-
occupied, private, non-farm, $365,923 $457,586 $333,591 $377,116 $297,479
non-reserve dwellings ($)

Average monthly owner
major payments ($) $1,462 $1,430 $1,517 $1,430 $1,167

Owner households
spending > 30% of
household income on 28.9% 20.8% 32.4% 27.5% 20.8%

owner’s major payments

Low-Income Prevalence

In the 2006 Census, the prevalence 
of low income was defined as the 
proportion of families or unattached 
individuals who spent 20% or more of 
their total income on food, shelter and 
clothing than did the average family or 
unattached individual. 

This low-income cut-off (LICO) is based 
on a matrix that includes both family 
size and size of the community of 
residence. For example, a family of four 
living in an area with a population of 
100,000 to 499,999 people would be 
classified as low income if its income 
level for 2005 was $33,251 or less.
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The prevalence of low income using the low-
income cut-off (LICO) is often used as a proxy 
for measuring poverty. The LICO is considered 
to be a relative measure of poverty in the sense 
that as general living standards increase, the 
income level at which one would be considered 
poor also increases. The term relative poverty 
defines poverty in relation to standards that 
exist elsewhere in society. The LICO does not 
measure absolute poverty, which tends to be 
more subjective and is defined as the inability to 
meet basic human needs like food, shelter, and 
health care. 

In 2005, 11% of private households in Peel 
were classified as low income. Map 2.1 displays 
the rate ratio of low income by data zone as 
compared to Peel. Data zone B3 in Brampton 
and M4, M6 and M8 in Mississauga are all 
areas where the prevalence of low income is 
20% or more, higher than Peel overall. Table 2.3 
provides the rate ratio and proportion of low 
income corresponding to Map 2.1.

Map 2.2 shows the prevalence of low income by 
census tract, identifying in more detail census 
tracts where the prevalence of low income is 
20% or higher, the same as, or 20% or lower 
than Peel’s overall rate. There are visual clusters 
of census tracts where the prevalence of low 
income is higher in downtown Brampton, 
around Pearson Airport, in central Mississauga, 
as well as in pockets around the eastern and 
southern boundary of Mississauga.

Rate Ratio

A rate ratio is the result of the 
comparison of one rate to another 
rate. For example, if the incidence of 
diabetes was 25 per 100 population in 
Peel and 50 per 100 in Ontario, the rate 
ratio would be calculated as 25 / 50 = 
0.50. In this example, diabetes in Peel 
is 50% below that of the Ontario rate. 
A rate ratio of 1 indicates no difference 
between the rates.

?

!

X



determinants and disparities

21

Map 2.1
Rate Ratio† of After-Tax, Low-Income, Private Households by Data Zone,
Peel, 2005
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Data zones are denoted by the first letter
of the municipality, followed by a number
(e.g., C1 denotes Caledon data zone 1).

Source: 2006 Census, Statistics Canada
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When the rate ratio of low income is compared 
across the region, Caledon is lower than 
Brampton and Mississauga. Peel is similar to 
Ontario overall. For some areas, such as M6 
in Mississauga, the rate of low income is 40% 
higher than Peel’s rate of low income.

Table 2.3
After-Tax, Low-Income, Private Households and Low-Income Rate Ratio
Peel Municipalities, Peel Data Zones, Peel and Ontario, 2005 

† Data zone rate/Peel rate
‡ Referent area
Source: 2006 Census, Statistics Canada

Per Cent of Private Households  
Rate Ratio†

 with After-Tax Low IncomeArea

23.0 5.3 nodelaC

C1 92.0 2.3

C2 63.0 0.4

49.0 3.01 notpmarB

B1 86.0 5.7

B2 78.0 6.9

B3 72.1 0.41

B4 08.0 8.8

B5 20.1 2.11

1.1 1.21 aguassissiM

M1 88.0 7.9

M2 08.0 8.8

M3 59.0 4.01

M4 2.1 2.31

M5 30.1 3.11

M6 14.1 5.51

M7 81.1 0.31

M8 12.1 3.31

0.1 0.11‡ leeP

10.1 1.11 oiratnO
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Map 2.2
Rate Ratio† of After-Tax, Low-Income, Private Households by Census Tract,
Peel, 2005
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Peel’s low-income prevalence rates 
are similar to Ontario

Compared to Ontario, Peel has higher 
prevalence rates of low income for those in 
economic families and in couple families. Recent 
immigrants also have a higher rate of after-tax, 
low-income prevalence compared to the Peel 
total. Peel’s population has a high proportion of 
immigrants who tend to have low incomes and 
to have families. This may explain Peel’s high 
rates of low income in the economic-family and 
couple-family categories. (Table 2.4). 

While the low-income rates of recent 
immigrants are considerably higher than the 
general population of Peel, the data portray a 
snapshot in time and do not describe the change 
in income once recent immigrants have found 
work. It should also be noted that short-term 
periods of low income do not necessarily mean 
that immigrants have poorer health outcomes. 

In Peel, low income among lone parents is 
slightly less prevalent than in Ontario. However, 
the prevalence of seniors living in low income is 
higher than the provincial rate.

Income Inequality 

While there are several measures (e.g., Hoover 
Index, Theil Index) that are used to describe 
the extent of income inequality within a given 
community or society, the most frequently used 
measure is the Gini coefficient. If incomes in a 
population are distributed completely equally, the 

Table 2.4
After-Tax, Low-Income Prevalence by Family Type,
Peel and Ontario, 2005 

– Data not available
† Arrived within the past five years
Source: 2006 Census, Statistics Canada

 Family Type Peel Peel Recent Ontario
   (%)  Immigrants†  (%)  (%)

Private Households 11.0 26.4 11.1

 • Total economic families 9.7 – 8.6

 • Persons not in economic
  families (unattached individuals) 25.7 – 27.0

Census Families

 • Couple economic families 8.2 – 6.2

 • Male lone parent 11.9 – 12.2

 • Female lone parent 20.9 – 23.9

Special Populations of Interest

 • Persons less than 6 years of age 14.6 38.7 14.8

 • Persons 65 years and older 7.4 15.9 5.9

Compared to other family types, lone-
parent families, especially those led 
by women, tend to have lower levels 
of education and fewer job skills and 
therefore, have a lower income. These 
factors contribute to poorer health on 
average for both lone parents and their 
children.42
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Income Inequality

Income inequality describes the extent 
to which income is distributed unevenly 
among residents of an area. 
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Gini value is zero. Complete income inequality 
(i.e., one person has all the money) is defined 
as a Gini value of 1.0.43 Comparison of the Gini 
coefficient over time or between populations can 
be easily interpreted: the higher the coefficient, 
the higher the inequality in the distribution of 
individual income.44 As of 2005, Canada’s Gini 
coefficient was estimated by Statistics Canada to 
be 0.32 on an after-tax basis.

Table 2.5 shows the Gini coefficient in Canada 
compared to the countries with the highest and 
lowest Gini coefficients, as well as countries 
where the majority of Peel’s immigrants were 
born.  

Health Behaviours, Health Outcomes 
and Income

It is widely acknowledged that income is a 
powerful determinant of health.43 Socioeconomic 
disadvantage has a negative impact on many 
measures of health status such as mortality, 
life expectancy, health-related quality of life, 
disability, cardiac disease, obesity, depression, 
and maternal and child health.6,9,37,45-53 

To better understand the relationship between 
income and health, health outcomes are often 

plotted against categories of income (e.g., 
quartiles, deciles). This type of comparison 
is called the income gradient. The ‘income 
gradient in health’ is where health status typically 
improves at each step up the income and social 
hierarchy.54,55 This means that those who have 
lower socioeconomic status usually experience 
poorer health outcomes than those who are 
more affluent.  The socioeconomic gradient is 
not static; it varies over time, by age and sex, as 
well as by the health measure and population 
subgroup studied.

It has been suggested that the ‘income gradient’ 
has become less marked over time. However, the 
poorest fifth of the population still has poorer 
health outcomes, including a mean lifespan 
that is years shorter than the rest of society.37 
The income gradient is steepest for behaviour-
related health outcomes, such as lung cancer, 
cirrhosis of the liver, and diseases of the digestive 
system. Conversely, for some outcomes, such 
as colorectal cancer (among both sexes), breast 
cancer (among women), and prostate cancer 
(among men), there is no significant gradient, 
and income appears to have no effect.56

Table 2.5
Gini Coefficient,
Selected Countries and Canada, 2004-2009 Combined 

Source: Central Intelligence Agency –
The World Factbook: https://www.cia.gov/library/publications/the-world-factbook/fields/2172.html, March 7, 2011

Country Gini Coefficient

Sweden (2005) 0.23 (Lowest)

Ireland (2009) 0.29

Italy (2006) 0.32

Canada (2005) 0.32

United Kingdom (2005) 0.34 

Poland (2005) 0.35

India (2004) 0.37

Portugal (2007) 0.38

China (2007) 0.41

United States (2007) 0.45

Jamaica (2004) 0.45

Namibia (2004) 0.71 (Highest)
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In Peel, there is an association between 
income and many health outcomes and health 
behaviours, some of which are shown in the 
following pages. For other health outcomes, such 
as life expectancy, the gradient is not so clear.

Life Expectancy and Income

Preliminary analyses regarding life expectancy, 
income and immigrant status for Toronto and 
Peel combined indicate that life expectancy at 
age 25 increases incrementally with stepwise 
movement up the income quintiles. This trend is 
seen for both immigrants and non-immigrants, 
and for men and women. The gradient in life 
expectancy is more marked for men than women 
(data not shown).

The income gradient for life expectancy in 
non-immigrants is greater than for immigrants. 
This is true for both males and females. The 
difference in life expectancy between immigrants 
and non-immigrants is sharpest at the lowest 
income quintile. 

The very large difference in life expectancy 
within the poorest quintile between immigrants 
and non-immigrants points to the influence of 
other factors (probably including education, 
employment and social support). In addition, 
the ‘healthy immigrant effect’, in which 
immigrants represent a select population that is 
generally healthier than the average person in 
their source country, is also a factor. This helps 
us to understand why we cannot always see a 
clear relationship between income level and 
health outcomes in Peel and should prompt us to 
analyze data by immigrant status to understand 
these relationships further.

Health Behaviours and Income 

Table 2.6 shows the prevalence of selected 
health behaviours at the lowest and highest 
income levels. The rate ratio is used to reflect the 
magnitude of the income disparity for each of 
the health behaviours. 

Some of the health behaviours for Peel are 
contrary to what we would expect to see. The 
rate ratio for being a smoker for Peel residents is 
0.87, meaning that there are fewer residents who 
smoke in the lowest income quartile compared 
to the highest income quartile. This observation 
is the opposite to what we see for Ontario with 
a rate ratio of 1.56. This is also true for being 
physically inactive and being overweight or 
obese. These results are likely affected by our 
high immigrant population who tend to have 
lower income but healthier behaviours. Chapter 
3 will further explore these relationships 
between the determinants of health and various 
health behaviours.

In Ontario, the disparity rate ratio for binge 
drinking is 0.58 meaning that there is a lower 
proportion of binge drinkers in the lowest 
income level compared to the highest income 
level. Data are not releasable for Peel.

Income Quintile

An income quintile is calculated by 
dividing income distribution (e.g., of  
a household or individual) into five 
quantiles or points based on the income  
distribution of the population of interest. 

Life expectancy (LE) estimates the 
average age at death for a group 
or cohort at birth.  Life expectancy 
is calculated based on the current 
mortality rates experienced by all age 
groups in the population.

Life expectancy at age 25 is a measure 
of the remaining years a person is 
expected to live by the time they are 25 
years of age. 
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Ethnocultural Diversity and 
Immigration 

Culture refers to the learned values, beliefs, 
norms and ways of life of an individual that 
influences perceptions, decisions and actions in 
certain ways.57 It is dynamic, evolves over time 
and is transmitted down generations. 

The two concepts related to culture that will be 
described in this section are immigrant status 
and ethnicity.

Immigrant Status

Immigrants tend to enjoy better health 
than non-immigrants – a phenomenon 
that is typically referred to as the ‘healthy 
immigrant effect’. This has been observed 
for mortality, a variety of chronic diseases, 
disability, dependency and life expectancy 
(with the exception of infectious and parasitic 
diseases).58-63

The healthy immigrant effect is the result of a 
number of factors:

•	 People	who	immigrate	to	another	country	
tend to be healthier in general;

•	 Immigrants	undergo	medical	screening	
to enter the country, and are selected by 
employability, education and language;64 and 

•	 Immigrants	tend	to	have	better	health	
behaviours than non-immigrants (e.g., lower 
rates of smoking and alcohol use and better 
diets).58,59 

While immigrants may be healthier upon arrival 
into a new country than non-immigrants, they 
tend to adopt the behaviours of those found in 
the new country. Eventually their health status 
converges toward that of the Canadian-born 
population.65 In other words, recent immigrants 
(in Canada for less than 10 years) are generally 
healthier than long-term immigrants and 
non-immigrants, but after about 10 years, their 
rates of illness and disability approach those of 
the rest of the population.66 This observation 
suggests that poverty among recent immigrants 
may have a different meaning than it has for the 
non-immigrant population.

Table 2.6
Selected Health Behaviours by Income Level and Rate Ratio,
Peel and Ontario, 2007/2008 

* Use estimate with caution.
† Low–Lower Middle Income Level/Highest Income Level
NR = Not releasable due to small numbers.
Source: Canadian Community Health Survey 2007/2008, Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care

 Low-Lower Middle Highest Income Rate Ratio†

Health Behaviour Income Level Level 

 Peel (%) Ontario (%) Peel (%) Ontario (%) Peel (%) Ontario (%)
Physically inactive 44.1* 56.5 48.9 43.4 0.90  1.30
Eat fruit and
vegetables 60.3 64.4 57.1 55.5 1.06 1.14
<5 times per day
Overweight
or obese 45.1* 50.6 51.6 53.2 0.87 0.95

Current smoker 14.9* 27.4 18.2* 17.5 0.82 1.56
Binge drinker  NR 11.5 16.8 19.7  0.58
No smoking
restrictions in 16.8* 33.8 15.2 16.7 1.10 2.02
the home

Unable to 
calculate
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Almost half of Peel’s population are immigrants

Forty nine per cent of Peel’s population are 
immigrants. In comparison, immigrants 
represent 28% of the Ontario population and 
20% of the Canadian population. Within 
Peel, Mississauga has the highest proportion 
of immigrants at 52%.A  Ten per cent of Peel’s 
immigrants arrived in Canada within the past 
five years (Figure 2.4), which is double the 
proportion for Ontario as a whole. 

Caledon has the lowest proportion of recent 
immigrants (arrived within the past five 
years) compared to Peel, while Brampton and 
Mississauga are similar to Peel (Map 2.3). There 
are three areas within Peel where the proportion 
of recent immigrants is 20% or higher than 
that for the region as a whole. These areas are 
Brampton’s data zone B3 and Mississauga’s data 
zones M4 and M6. The proportion of recent 
immigrants and the rate ratio for each data zone 
is reflected in Table 2.7.

The term immigrant refers to people 
who are, or have been, granted the 
right to live in Canada permanently 
by immigration authorities. Some 
immigrants have resided in Canada for a 
number of years, while others are have 
arrived recently. 

Non-immigrant refers to the Canadian 
born population.

Non-permanent resident refers to 
a person from another country who 
had a work or study permit, or who 
was a refugee claimant at the time of 
the census. It also includes any family 
members living in Canada with them.  

Unless stated otherwise, recent 
immigrants in this report refer to those 
who have been in Canada for 10 years 
or less.  The term long-term immigrant 
refers to those who have been in 
Canada for 11 years or longer.
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Figure 2.4
Period of Immigration,
Peel and Ontario, 2006

0

† Non-permanent resident is defined as a person from another country who had a work or study permit, or who was a refugee claimant at the
time of the census. It also includes any family members living in Canada with them. 
Source: 2006 Census, Statistics Canada
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Map 2.3
Rate Ratio† of Recent Immigrants†† by Data Zone,
Peel, 2006
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As shown in Map 2.4, census tracts with the 
highest proportion of new immigrants in Peel 
(20% or more of new immigrants compared 
to the rest of Peel) tend to have lower median 
household income levels. 

Table 2.7
Proportion of Immigrants, Recent Immigrants, and Long-Term Immigrants, 
Peel Municipalities, Peel Data Zones, Peel and Ontario, 2006 

† Immigrated within the past five years
‡ Immigrated within the past 10 years
* Data zone rate/Peel rate
Source: 2006 Census, Statistics Canada

Area Immigrants Recent Immigrants† Rate Ratio of Long-term
 (%) (%) Recent Immigrants*  Immigrants‡

Caledon 20.8 0.9 0.1 1.9

C1 21.3 0.9 0.1 2.0

C2 19.9 1.0 0.1 1.8

Brampton 47.8 9.9 1.0 17.9

B1 43.4 7.1 0.7 14.1

B2 43.3 8.3 0.8 15.2

B3 49.6 12.8 1.2 20.8

B4 56.2 10.7 1.0 21.1

B5 47.3 10.6 1.0 18.5

Mississauga 51.6 11.2 1.1 20.2

M1 52.9 11.1 1.1 22.6

M2 40.5 8.4 0.8 15.8

M3 60.3 11.0 1.1 23.5

M4 61.4 14.5 1.4 24.7

M5 42.6 7.5 0.7 14.3

M6 58.5 14.7 1.4 24.5

M7 43.7 10.1 1.0 16.8

M8 51.1 10.9 1.1 18.3

Peel 48.6 10.2 1.0 18.5

Ontario 28.3 4.8 0.5 8.7
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Map 2.4
After-Tax, Median Household Income and Rate Ratio† of Recent
Immigrants†† by Census Tract,
Peel, 2006
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Source: 2006 Census, Statistics Canada
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Ethnicity 

With the high rates of immigration to Peel 
comes a mix of ethnic origins and languages that 
enhance the community’s diversity. Ethnic origin 
can have an impact on health due to differences 
in diet, health behaviours and genetic make-up, 
among other factors (Figure 2.5). 

Immigrant Status, Ethnicity and Health

Table 2.8 displays the prevalence of selected 

health behaviours by immigrant status. This 
analysis shows that the rate ratio for most of 
the health behaviours is much lower for recent 
immigrants compared to non-immigrants for 
all health behaviours with the exception of 
physical inactivity. This means that more recent 
immigrants engage in healthier behaviours than 
do non-immigrants. This pattern is consistent for 
both Peel and Ontario.

Table 2.8
Selected Health Behaviours by Immigrant Status and Rate Ratio, 
Peel and Ontario, 2007/2008 

* Use estimate with caution
† Immigrated within the past 10 years
‡ Recent Immigrant / Non-immigrant
Source: Canadian Community Health Survey 2007/2008, Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care

Health Behaviour Recent Immigrant† Non-Immigrant Rate Ratio‡

 Peel (%) Ontario (%) Peel (%) Ontario (%) Peel (%) Ontario (%)
Physically inactive 58.0 61.9 49.7 45.6 1.17 1.36
Eat fruit and
vegetables 51.3 56.2 57.9 56.2 0.89 1.0
<5 times per day
Overweight
or obese 43.9 34.6 52.1 54.1 0.84 0.64

Current smoker 10.9* 12.8 18.6 22.9 0.59 0.56
Binge drinker  24.6* 28.9 48.4 50.7 0.51 0.57

Figure 2.5
Top 10 Ethnic Origins†,
Peel and Ontario, 2006

Per cent of population
0 5 10 15 20 25 30

† Based on total responses; ranking based on Peel
Note: Ethnicity is based on the question 'What were the ethnic or cultural origins of your ancestors?’. An ancestor is defined as someone who
is usually more distant than a grandparent. The Canadian response may reflect those whose ancestors have been in Canada for several generations.
Source: 2006 Census, Statistics Canada
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Recent immigrants have healthier behaviours than 
those who are Canadian-born

Health behaviours also differ by ethnicity. The 
rate of smoking is much higher among those in 
the ‘White’ ethnicity for both Peel and Ontario 
than those who identify as being East/Southeast 
Asian or South Asian as can be seen by the 
prevalence rate and the rate ratio in Table 2.9.

Social Environment

Social environments can be viewed as the 
immediate physical environment, social 
relationships, and cultural milieus within 
which people function and interact.67 There 
are multiple components and indicators that 
encompass social environments; however, for the 
purpose of this section we will focus primarily 
on social relationships and sense of belonging in 
relation to health status. 

Positive social relationships with families, 
significant others and friends provide a needed 
emotional support in times of stress, and help 
provide the basic prerequisites of health. These 
relationships help provide basic support such 
as food and housing, as well as care during 
times of illness. Indeed, the link between low 
levels of social support and poor mental and 
physical health outcomes has been repeatedly 
demonstrated.68-71 For example, it has been 
shown that the more social contacts people 
have, the lower their premature death rates.72 
Collectively, the evidence suggests caring 
and respect that manifest from supportive 

social networks act as a buffer against health 
problems.73,74

Marital status and sense of community 
belonging are the concepts presented here that 
proxy as a measure for the social environment.  
In addition, the living arrangements of seniors 
are also presented.

Marital Status

It has long been known that married people 
live longer than single people, and that 
widowhood is associated with increased illness 
and death.75 Overall, both Ontario males and 
females who are married reported the highest 
level (good or very good) of self-rated health 
(Figure 2.6).

Community Belonging

A strong sense of belonging is positively 
associated with better physical and psychological 
well-being. A feeling of belonging to a country, 
region, and local community can influence a 
person’s sense of identity and the extent to which 
they participate in society. These effects are fairly 
consistent despite the variation in definitions of 
community. 

Almost two-thirds of Peel and Ontario 
residents report having strong (very or 
somewhat) community belonging (data not 
shown).B While we assessed the relationships 
between having a strong sense of community 
belonging and age or income, there were 
no interesting patterns; therefore additional 

Table 2.9
Current Smoking by Selected Ethnicities and Rate Ratio
Peel and Ontario, 2007/2008

* Use estimate with caution.
† East/southeast Asian or South Asian ethnic group / White ethnic group
Source: Canadian Community Health Survey 2007/2008, Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care

Ethnicity Peel (%) Rate Ratio† Ontario (%) Rate Ratio†

White (referent group) 20.7 – 21.9 –

East/Southeast Asian 14.5* 0.70 13.2 0.60

South Asian 12.1 0.58 9.1 0.42
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data for these relationships are not presented 
here. However, Peel residents with less than 
secondary education report having a higher 
sense of community belonging compared to 
those with higher education (Figure 2.7).

Civic Engagement

For the purposes of this report, civic engagement 
is measured by a resident’s membership in a 
volunteer organization at places such as a church 
or social group, a community centre, ethnic 
associations or social, civic or fraternal clubs.

Male Female

Figure 2.6
Self-Rated Health by Marital Status and Sex, 
Ontario, 2007/2008

Single Married Common Law Separated Divorced Widowed

† See Data Methods chapter describing rationale for selected age grouping
Source: Canadian Community Health Survey 2007/2008, Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care
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Sense of Community Belonging† by Education Level, 
Peel, 2007/2008
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Within Peel just over one-third (35%) of 
residents reported being a member of a 
volunteer organization, which is similar to 
Ontario (37%). Those who are younger (12 to 
19 years) tend to be more engaged than those 
in older age groups (Figure 2.8). There were no 
relationships between civic engagement and 
income or education in Peel.

Seniors Living Alone

Peel, especially Brampton, has a high proportion 
of seniors living with relatives compared to 
Ontario (Table 2.10). Areas within Peel that have 
20% or more seniors living with relatives than the 
rest of Peel are: data zones C2 within Caledon, 
B3 within Brampton, and M2, M7 and M8 within 
Mississauga. It is interesting to note that those 
data zones where the proportion of seniors living 
alone is low, the proportion of multiple family 
households is higher (Table 2.11).

Figure 2.8
Member of a Volunteer Organization by Age Group, 
Peel and Ontario, 2003

12 – 19

Source: Canadian Community Health Survey 2003, Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care
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Table 2.10
Living Arrangements of Seniors† Not in Census Families,
Peel, Caledon, Brampton, Mississauga, Peel and Ontario, 2006

† Defined as the population aged 65 years and older
Source: 2006 Census, Statistics Canada

Living Arrangements Peel Caledon Brampton  Mississauga Ontario
of Seniors (%) (%) (%) (%) (%)

Not in census families  30.9 26.2 31.8 30.8 33.4

Living with relatives 13.8 9.2 16.9 12.6 6.2

Living with non-relatives only 1.5 2.2 1.4 1.4 1.5

Living alone 15.7 14.7 13.5 16.8 25.7
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Map 2.5
Rate Ratio† of Seniors†† Living Alone by Data Zone,
Peel, 2006
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Education and Literacy

Educational attainment is strongly associated 
with higher physical and psychological 
well-being, as well as healthier patterns of 
behaviour.76-82 The association is apparent across 
the full range of educational and economic 
circumstances and is not confined to the most 
disadvantaged. 

Greater educational achievement increases 
opportunities for job and income security, 
and in turn job satisfaction. Given the strong 
association between educational attainment 
and family socioeconomic status, educational 
attainment of parents influences the economic 
environment in which a child is born, which is 
known to have a long-term influence on adult 

disease outcomes.83 Education may also affect 
sociocultural factors such as greater self-efficacy 
and control over life circumstances and social 
support.83,84

Causal inference between education and health 
remains challenging as it is confounded by 
unobserved personal characteristics, such 
as inherited ability, patience or early family 
circumstances.85,86 For example, while the 
association between low-educational attainment 
and cigarette smoking is well established, 
the relationship is not necessarily causal. In 
an examination of the relationship between 
schooling and smoking within a community 
sample of adults who had all completed 12 to 
18 years of education, educational inequalities 

Table 2.11
Seniors† Living Alone and Multiple Family Households,
Peel Municipalities, Peel Data Zones, Peel and Ontario, 2006 

† Defined as the population aged 65 years and older
‡ Data zone rate/Peel rate
* Referent area
Source: 2006 Census, Statistics Canada

 Seniors Living Rate Ratio‡ of Multiple Family
Area Alone (%) Seniors Living Alone Households (%)

Caledon 14.7 0.94 3.8

C1 12.8 0.82 4.5

C2 18.9 1.20 2.8

Brampton 13.5 0.86 9.1

B1 3.0 0.19 7.2

B2 15.4 0.98 7.2

B3 22.3 1.42 8.9

B4 3.5 0.22 17.2

B5 13.6 0.87 7.6

Mississauga 16.8 1.07 5.1

M1 10.5 0.67 5.7

M2 20.1 1.28 4.1

M3 3.8 0.24 9.4

M4 10.9 0.69 9.2

M5 15.6 0.99 3.9

M6 17.5 1.11 4.4

M7 23.5 1.50 2.6

M8 19.6 1.25 4.0

Peel 15.7 1.00* 6.4

Ontario 25.7 1.64 2.5
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observed in young adults (mid-20s) who smoked 
were already evident at age 17 when all of the 
subjects were still in the same grade. In other 
words, educational inequalities between smokers 
and non-smokers were already apparent even 
before schooling was actually completed.87 This 
suggests that a third variable such as intelligence, 
or the ability to postpone gratification – as 
opposed to schooling per se – might be 
responsible for the observed association between 
schooling and cigarette smoking.86 

Figure 2.9
Examples of indicators measuring life-course socioeconomic position

Reproduced from Indicators of Socioeconomic Position (part 1). Galobardes B, Shaw M, Lawlor DA, Lynch JW,
Davey Smith G. J Epidemiol Community Health. 2006;60(1):7-12. ©2005 with permission from  BMJ Publishing Group Ltd
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Measuring Education

Measurement of education can be used 
to assess what a person has learned 
and knows. It is a strong determinant of 
future employment and income.40

The concept of education is easy to 
measure in self-administered surveys 
and tends to yield high response rates 
as it is relevant to all people.

Since the meaning of education 
varies by age it is important to assess 
education by birth cohort. For example, 
those with less than high school 
education today may be different than 
those who had less than high school 
education 50 years ago. Another 
consideration for measuring education 
is whether a person obtained their 
education outside of their country of  
residence. Education differs by country  
depending on the educational regime.  
Also the number of years of education  
from another country does not 
necessarily indicate quality of education.
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Peel residents are well educated

The educational attainment of Canadians is 
rising steadily. The percentage of Canadians 
with university degrees rose from 11% in 1990 to 
19% in 2007.88 In Peel, 35% of residents aged 25 
to 64 years had a university degree compared to 
Ontario (31%) (Table 2.12).

Compared to Ontario, Peel has a slightly higher 
proportion of residents aged 25 to 64 years with 
a university degree (35% compared to 31%). 
Mississauga has a higher proportion of residents 

with a university degree than Brampton or 
Caledon (Table 2.12). 

Forty per cent of seniors had less than a high 
school education, compared to 12% of those 25 
to 64 years of age. These figures are similar to 
those seen in Ontario as a whole (Table 2.13).

In contrast to Table 2.12, which shows the 
highest education level obtained for Peel 
overall, the proportion of the population with a 
university degree (Figure 2.10) is much higher 
for recent immigrants (63%).

Table 2.12
Highest Level of Education among 25-to-64-Year-Olds,
Peel, Caledon, Brampton, Mississauga, and Ontario, 2006

Source: 2006 Census, Statistics Canada

 Peel Caledon Brampton  Mississauga Ontario
 (%) (%) (%) (%) (%)

Less than high school 12.3 10.7 15.7 10.3 13.6

High school certificate or
equivalent 24.8 27.7 28.0 22.5 25.0

Apprenticeship or trades
certificate or diploma 7.8 9.9 8.6 7.0 8.8

College, CEGEP or other
non-university certificate 19.8 26.2 20.0 19.2 22.0
or diploma

University certificate,
diploma or degree 35.3 25.5 27.7 41.0 30.7

Table 2.13
Proportion of Residents by Highest Level of Education and Age Group,
Peel and Ontario, 2006 

Source: 2006 Census, Statistics Canada

 25 to 64 Years 65+ Years

 Peel (%)  Ontario (%) Peel (%)  Ontario (%)

Less than high school 12.3  13.6 40.5  40.9

High school certificate or equivalent 24.8  25.0 22.9  21.9

Apprenticeship or trades certificate
or diploma 7.8  8.8 9.4  10.7

College, CEGEP or other
non-university certificate or diploma 19.8  22.0 11.7  11.8

University certificate, diploma
or degree 35.3  30.7 15.5  14.8
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Almost 40% of Peel residents received their 
education outside of Canada compared to only 
21% of Ontario residents (Table 2.14).

Brampton has a higher proportion of residents 
with high school education or less compared to 

Caledon and Mississauga. Data zones B2 and 
B5 in Brampton have rates of education of high 
school or less that are 20% or more higher than 
the rest of Peel (Map 2.6 and Table 2.14).

25 – 64 65+

Figure 2.10
Recent† Immigrants’ Highest Level of Education Achieved by Age Group,  
Peel, 2006
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Map 2.6
Rate Ratio† of Less than High School Education†† by Data Zone,
Peel, 2006
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Education and Health

Most of the results we see in Table 2.15 
comparing selected health behaviours of those 
with less than high school education to those 
with post-secondary graduate education are 
as expected.  For example, the proportion of 
smokers is 54% higher among those with less 
than high school education compared to those 
with post-secondary education. Chapter 3 will 
further explore these relationships between 
the determinants of health and various health 
behaviours.

Table 2.14
Population† with Less than High School Education and who Received Education
Outside of Canada,
Peel Municipalities, Peel Data Zones, Peel and Ontario, 2006

† Defined as the population aged 25 – 64 years
‡ Data zone rate/Peel rate
* Referent area
Source: 2006 Census, Statistics Canada

  Rate Ratio‡ of 
 Population† with Population with Population who
Area high school education high school education received education
 or less (%) or less outside of Canada (%)

Caledon 14.7 1.03 3.8

C1 12.8 1.00 4.5

C2 18.9 1.08 2.8

Brampton 13.5 1.18 9.1

B1 3.0 1.08 7.2

B2 15.4 1.23 7.2

B3 22.3 1.18 8.9

B4 3.5 1.17 17.2

B5 13.6 1.22 7.6

Mississauga 16.8 0.88 5.1

M1 10.5 0.68 5.7

M2 20.1 0.88 4.1

M3 3.8 0.84 9.4

M4 10.9 1.04 9.2

M5 15.6 0.80 3.9

M6 17.5 0.84 4.4

M7 23.5 0.91 2.6

M8 19.6 1.01 4.0

Peel 15.7 1.00* 6.4

Ontario 25.7 1.04 2.5
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Employment and 
Working Conditions

Given that more than half of Canadians spend 
a substantial amount of time at work each day, 
the physical and psychosocial conditions in 
which they work can have a profound impact on 
their overall health and well-being. People who 
have more control over their work conditions 
and have fewer stress-related job demands are 
healthier and often have a higher life expectancy 
than those in more stressful or poorer 
conditions.89 

Unemployment, underemployment and stressful 
or unsafe working conditions are associated 
with poor physical, mental and social health. 
Employment not only provides an income, but 
also a sense of identity and purpose. It allows 
opportunities for personal and professional 
growth and access to social capital. Conversely, 
unemployment in some circumstances can 
have a devastating impact to both the health of 
the individual and his/her family. Unemployed 
people have a reduced life expectancy and suffer 
significantly more health problems than people 

who are employed, however, the causal direction 
of this relationship is not known.25

Employment 

While rates of employment are available from 
the 2006 Census, the measure can fluctuate over 
time. For this reason, data from the Labour Force 
Survey are used in this report instead. Since the 
recession in June 2008, unemployment rates 
have remained high and have not returned to the 
levels seen prior to June 2008 (Figure 2.11).

Type of Work

In Peel in 2009, just over two-thirds of the 
population 18 years and older reported that they 
work a regular daytime shift. Fourteen per cent 

Table 2.15
Selected Health Behaviours‡ by Education Level and Rate Ratio, 
Peel and Ontario, 2007/2008 

* Use estimate with caution.
† Less than high school education / Post-secondary graduate
‡ Reflects population aged 25–64 years
NR = Not releasable due to small numbers
Source: Canadian Community Health Survey 2007/2008, Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care

 Less than high Post-secondary Rate Ratio†

Health Behaviour school education graduate

 Peel (%) Ontario (%) Peel (%) Ontario (%) Peel (%) Ontario (%)

Physically inactive 69.6 66.3 60.6 49.8 1.15 1.33

Eat fruit and
vegetables 59.0 67.4 57.8 55.1 1.02 1.22
<5 times per day

Overweight
 or obese 65.9 64.7 50.3 51.2 1.31 1.26

Current smoker 26.2* 38.6 17.0 19.3 1.54 2.00

Binge drinker NR 15.9 11.1 16.2 NR 0.98

No smoking
restrictions in 17.5* 30.9 17.6 17.8 0.99 1.74
the home 

Measuring Indicators of Work Life

There are various ways to measure 
indicators of a person’s work life – these 
include measures such as employment 
status (employed or unemployed), job 
security and employment type.90
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have a job involving shift work and 11% have 
an irregular schedule that is not defined as shift 
work.D  Within Peel, Brampton has the highest 
proportion of employed adults in a shift work 
job (18%) compared to Mississauga (14%) or 
Caledon (10% - use estimate with caution) (data 
not shown).D

One in seven adults in Peel are 
employed in shift work

Shift Work

Shift work or non-standard hours of work (i.e., 
outside of regular daytime hours) is associated 
with adverse health outcomes including work-
related injuries, poor mental health status, 
gastrointestinal disorders, family difficulties, 
and sleep deprivation.91,92  Possible pathways for 
this association include disruption of circadian 

rhythms and hormone regulation, adoption or 
worsening of unhealthy behaviour, and stress.92,93  

Among Canadian men, shift work has been 
associated with having a chronic condition over 
time, higher work stress, low sense of mastery, 
relationship problems and psychological distress 
as well as daily smoking.94 Among Canadian 
women, shift work has been associated with 
high personal stress, a low sense of mastery, 
reproductive disorders and breast cancer.94 

Shift work is also socially patterned, being less 
common in graduates, and more common 
amongst manual workers and those working 
in the manufacturing or health-care sectors. In 
Canada, shift work tends to be performed by 
younger, single, less-educated and less-affluent 
individuals who do so not by personal choice but 
because of job requirements.94  

Many people tend to get out of shift work within 
a few years.  Those who stay in shift work may 
not have a choice, or are better able to tolerate 
the stressors associated with the nature of shift 
work.  However, several recent systematic reviews 
determined that a change to the organization of 
shift work has the potential to improve health and 
work-life balance, particularly when the workers 

Figure 2.11
Unemployment Rates, 
Peel, January 2008 – January 2011
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are involved in the design and implementation of 
their revised work schedule.95,96  More research 
is required in order to understand the effect of 
shift-work interventions on inequalities in health 
amongst working-age populations.95 

The percentage of employed Peel residents 
working regular daytime hours is higher among 
those within the highest income level, while shift 
work is more common among those in the lowest 
income level (Figure 2.12). 

Figure 2.12
Type of Work Hours by Income Level,  
Peel, 2009

< $30,000

* Use estimate with caution 
NR = not releasable due to small numbers
†Shift work includes: regular evening shift, regular night shift, rotating shift and split shift 
Note: 65% of regular daytime workers and 16.8% of shift workers either Didn’t Know or Refused to report their income   
Source: Rapid Risk Factor Surveillance System, 2009, Peel Public Health
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These data for Peel are similar to findings in 
Canadian literature that show high percentages of 
shift workers in lower-income households, with 
the exception of men in rotating shifts which 
could be attributed to the tendency for men in 
health professions and protection services to have 
high incomes and work rotating shifts.94  

Commuting

A regular work day typically involves 
commuting to and from one’s place of work.  
Long commutes and increased time driving 
have been linked to negative physical and 
mental health consequences including: 
increased stress, greater risk of motor vehicle 
accidents, and greater risk for obesity as well as 
decreased community involvement.97–99 A higher 
proportion of Peel residents commute to their 
work compared to Ontario (Figure 2.13).

Working Conditions

Both the physical and psychosocial conditions 
of the workplace have the potential to place 
stress and strain on employees, leading to injury 
and poor health conditions. Physical working 
conditions have improved as a result of health 
and safety legislation and enforcement, yet some 

people are still exposed to health hazards in the 
workplace.

Psychosocial conditions can greatly impact stress 
and health among employees in all types of 
jobs.  Susceptibility to illness and injury due to 
psychosocial work conditions can be the result 
of experiencing low control and rewards on the 
job, coupled with high demands and effort put 
forth by the employee.100,101    

Employment and Health

The rate of work-related injuries and poor 
health is higher for workers with lower 
socioeconomic status, not only because 
they tend to be employed in jobs with more 
hazardous physical conditions but also because 
they are more likely to experience higher job 
demands, low-decision-making latitude and 
stress.55,102 In Peel and Ontario, 9% and 6% of 
the population aged 20 to 64 years respectively 
reported having extreme levels of work stress 
(data not shown).B

Figure 2.13
Usual Place of Work, 
Peel and Ontario, 2006

Source: 2006 Census, Statistics Canada
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The Environment 
The impact of the physical environment 
on health is complex. For the purposes 
of delineating the impacts of the physical 
environment on health, we will differentiate 
between the ‘physical environment’ and the 
‘built environment’, though the two are not 
mutually exclusive.  

The Physical Environment

Many aspects of the physical environment 
(e.g., air, water, soil and climate) greatly impact 
human health. Environmental exposure - 
dependent on the degree and duration, and 
contaminants in the physical environment - can 
produce a variety of adverse health effects. 
Multiple exposures to things in the physical 
environment may act together, producing 
combined effects, or they may act alone.  

Air pollution has adverse health effects ranging in 
severity from mild irritation of the eyes or nose 
to more serious effects such as premature death. 
Pollutants can be natural or man-made and the 
causes of poor air quality result from motorized 
transportation, industrial plants and processes, 
power generation, road dust, and forest fires. 
Children, seniors and individuals with allergies, 
asthma, conditions of the heart and/or lung, as 
well as those who work or exercise outside can be 
especially vulnerable to poor air quality. 

Those who live in close proximity to major roads 
are also more vulnerable to transportation-
related pollution such as particulate matter. 
Particulate matter (PM2.5) consists of minute 
particles (smaller than 2.5 microns) of solid or 
liquid matter. These particles stay suspended in 
the air in the form of dust, mist, aerosols, smoke 
and soot. PM2.5 is emitted from vehicle exhaust, 

Map 2.7
Surface Temperature Variation in the Greater Tronto Area (GTA),
August 10, 2002

Source: Landsat 7, August 10, 2002 
produced by Earth Science Sector of Natural Resources Canada
Projection: NAD 1983 UTM Zone 17N
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industrial processes (combustion, incineration 
and construction), road dust and forest fires.

Documented health effects include higher rates of 
hospitalization for childhood asthma, premature 
death, higher rates of low-birth-weight babies, 
and poorer respiratory health or reduced lung 
function among children living by, or attending 
school, near high-traffic roadways.103–107   

Across Peel in 2008, there were 71,200 residents 
living within 300 metres of 400-series highways, 
in addition to 10 schools and 48 recreational areas 
within 300 metres of these highways. Within this 
boundary, residents could be exposed to high 
levels of small air-borne pollutants such as PM2.5.  

Projected climate change also has health 
implications through environmental factors such 
as contaminated water, diminished outdoor air 
quality, ultra violet (UV) exposure, and vector- 
and rodent-borne exposure (e.g., Lyme disease 
and West Nile virus).  Climate change over the 
long term will come with increases in severe 
and extreme weather conditions that will most 
likely impact Peel residents in the form of heat 
waves, which have the greatest impact in urban 
areas.108  The urban heat island effect can elevate 
temperatures in urban areas as much as 3°C 

higher than those in surrounding rural areas.109 
Vulnerable populations for heat-related premature 
deaths include older adults, young mothers 
and children living in shelters and people living 
in palliative care units. By the mid 2020s, the 
number of heat-related premature deaths among 
older population groups in southern Ontario is 
expected to rise.110,111

The Built Environment

Factors in the human-built environment such as 
housing, transportation systems and community 
infrastructure influence human physical and 
psychological well-being.

There is ever-increasing evidence linking the 
form of our cities to poor health outcomes. 
Urban sprawl (characterized by poor street 
connectivity and low-density housing, as well as 
wide separation of residential, retail, recreational 
and employment land uses) and dependence 
upon the automobile is associated with reduced 
physical activity, poor quality of air and 
water, increased pedestrian and motor vehicle 
injuries, and negative effects upon social capital 
(connections within a person’s social network). 
Increased time spent commuting can lead to 
increased risk for injuries and stress as well as 
limited time for leisure activities, which can 
reduce social cohesion.

Suburban communities are built 
for cars, not people

Neighbourhoods characterized as more walkable 
are associated with increased physical activity 
and social capital, and decreased overweight 
status, depression, and alcohol abuse.99,112-114  

These community design factors impact how all 
residents live and go about their day; however, 
children, seniors, and the disabled may be at 
further disadvantage in sprawling neighbour-
hoods. There are fewer opportunities for children 
to incorporate physical activity into their day 
such as walking or biking to school because of 
long distances, hazardous streets, and insufficient 
sidewalks.115 Urban sprawl also puts older and 
disabled people at increased risk of being isolated 

Urban Heat Island Effect (UHI)

The urban heat island effect is a 
phenomenon which produces temper-
atures from 1° to 6° C hotter in urban 
and suburban areas than in nearby 
rural areas.  It occurs when the balance 
between vegetation and heat-absorbing 
surfaces (e.g., pavement, concrete, 
buildings, roads and other dark 
surfaces) is disturbed. Through shading 
and evapotranspiration (a process that 
absorbs solar radiation and cools the air 
around it), vegetation regulates ambient 
air temperature. The loss of trees and 
other plants due to development in 
urban areas reduces the natural cooling 
effects that vegetation provides.

?

!

X



determinants and disparities

49

and having less access to amenities and services 
if they are not able to drive to get to destinations 
safely and expediently.   

Much of Peel’s built form is characterized 
by sprawl. Therefore changes to make the 
environment more supportive and conducive to 
healthy living can play a role in the prevention 
of obesity and other chronic diseases such as 
diabetes, which has a high and rising prevalence 
in Peel. For example, if a 10% increase in 
walkability resulted in an average decrease in 
Body Mass Index (BMI) of 0.5 in adults aged 
20 years and older then we would expect 2,460 
fewer cases of diabetes caused by overweight 
and obesity in Peel.116  

Another concept related to the built 
environment that has been proposed to 
affect health behaviours, such as diet and 
physical activity, is deprivation amplification. 
This suggests that individual or household 
deprivation (e.g., low income) is amplified by 
area level deprivation (e.g., lack of affordable 
amenities conducive to healthy living such as 
nutritious food, recreational space, or public 
transportation). With increased focus on 
environmental characteristics (as opposed 
to individual characteristics) in influencing 
health and health-related behaviours over the 
past few decades, it has been suggested that 
areas in which poorer people live may have 
poorer environments and less access to health 
promoting amenities, which has coincided 
with the higher levels of obesity in deprived 
neighbourhoods. However, a recent review of the 
deprivation amplification concept reveals that 
the empirical evidence may not fully support 
this theory.117 

For example, ‘food deserts’ (a term coined in 
the mid-1990s), proposes that inner city areas 
do not have affordable, nutritious food available 
within a walkable distance and the only food 
resources are corner shops where prices are 
high and access to fresh fruit and vegetables is 
limited or non-existent. However, there is little 
empirical evidence to support this phenomenon 
except in the US. In the UK, large multiple 
supermarkets were actually more likely to be 
located in deprived neighbourhoods, and that 
any differences in the pricing of food actually 

'Supportive environments, healthy 
weights’ is one of the program priorities 
in the 10-Year Peel Public Health 
Strategic Plan. Peel Health has been 
actively working with other Regional 
departments, including Planning, to 
implement policies that encourage 
healthier development patterns, such as:

Amending the Region of Peel Official 
Plan, which now clearly articulates the 
need to: 

•	 Implement	Public	Health	Impact	
Studies where required as part of a 
complete development application; 
and

•	 Develop	health	indicators	(e.g.,	
Peel	Healthy	Development	Index)	
to analyze the effectiveness of the 
Official Plan’s Policies and to serve 
as a basis for policy adjustments.

Propose amendments to Municipal 
Official Plans to align strategically 
with the direction set by the Region 
of Peel Official Plan and Peel’s Healthy 
Development	Index.		For	example,	
proposed engineering standards that 
will promote: 

•	 Creating	active	transportation	by	
developing multiuse pathways 
located away from roads instead of 
on-road bike lanes; and

•	 Increasing	walkability	of	a	
community by setting appropriate 
road and median widths. 

Suggested changes to the Provincial 
Policy Statement referencing the need 
for health assessment to be part of 
the municipal development application 
process has also been submitted to 
the Ministry of Municipal Affairs and 
Housing in September 2010.
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favoured the poorer neighbourhoods.118 This 
‘food desert’ pattern of fewer grocery stores in 
low-income areas is not seen in Peel either. 

The geographical distribution of fast food outlets 
has also been examined due to their association 
with serving high-fat, processed foods.  Another 
UK study showed that fast food outlets were not 
concentrated in poorer residential areas, but 
rather in the central business district and retail 
parks, and along arterial roads.119 

In Peel, an examination of fast food outlets 
by neighbourhood income appears to show 
that lower income areas tend to have a higher 
proportion of fast-food outlets; however, it may 
be necessary to look at other aspects of those 
neighbourhoods (e.g., population density, land-
use) to explain why fast-food outlets tend to 
congregate in certain areas.  

In addition to where one lives, characteristics of 
one’s dwelling such as the age of the home can 
influence indoor air and water quality which 
can also impact health. Exposures to things 
such as lead in piping in older homes, mold or 
exposure to tobacco smoke within the home can 
increase risks for a variety of health conditions. 
Pregnant women, fetuses and young children are 
especially sensitive to the effects of these kinds 
of exposures.  

Most of the residents in Peel own their own 
home (78%) and the proportion of dwellings 
that need major repairs (4%) is lower than that 
in Ontario (7%). This is likely related to the 
number of new housing developments in Peel. 
Peel also has a higher proportion of households 
with six or more persons (8% for Peel compared 
to 3% for Ontario) (Appendix 3).

Healthy Child Development

The health of children is influenced by many 
factors related to the determinants of health. A 
woman’s health before and during pregnancy 
lays a biological foundation for an infant’s 
health. Also, the relationships, experiences, 
and nutrition that a child receives greatly 
influence health outcomes in later adolescent 
and adult years. These concepts of nutrition and 
relationships will be described further.

The importance of early, positive life 
experiences on the developmental trajectories 
of children has prompted policy makers to 
make substantial and sustainable investments 
in these critical early years. Some examples of 
these investments concern preconception and 
prenatal health, early childhood care, education 
and school readiness.120-124

Our understanding of early child development 
is based on a convergence of neuroscience, 
molecular biology, genetics and the behavioural 
and social sciences which help to describe 
the various roles and interactions between 
genetics and the environment.  New evidence 
is illustrating that early experiences, some 
of which are cumulative, are biologically 
embedded in the development of multiple 
organ systems, with long-term impacts on 
cardiovascular health, metabolic health, 
mental health and substance abuse, as well as 
the mastery of cognitive, linguistic, and social 
skills.125 A safe and supportive environment, 
stable and responsive relationships, and 
appropriate nutrition are considered to be 
foundational for healthy development.122 

Children who grow up in families or 
communities with low socioeconomic status 
appear to be particularly vulnerable to the 
biological contribution of disease risk (e.g., 
through excessive stress due to neighbourhood 
risk factors, poor parental responsiveness, or 
increased exposure to environmental toxins). 
However, new research is also attempting to 
explain individual differences in biological 
sensitivity to these types of exposures. This 

 The ‘early years’ typically refers to the 
period of time from the prenatal period 
up to age six.      
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will help us understand why some children do 
well in the face of adversity and why selected 
interventions appear to be effective for some 
children and not for others.122,125 

Relationships

How parents interact with their children and 
the relationship that develops between a child 
and parent is critical for intellectual, social, 
emotional, and physical development.124  It 
also impacts a child’s readiness to learn as they 
enter school. Children with nurturing, involved 
parents tend to perform better in school and 
possess more social skills when it comes time to 
start kindergarten.126  

Parents who are less responsive have more 
punitive and conflicted parenting styles. As 
a result, their children are more likely to 
experience adverse conditions that can lead 
to repeated physiological and emotional 
disruptions.  This can impact the area of the 
brain tied closely to the regulation of emotional 
and social behaviour, reasoning capacity, 
language skills, and stress reactivity.122 

One measure that is used to assess positive 
parenting capacity and interaction is the 
‘Parenting Consistency Scale’. Using a scale, 
respondents with children aged two to 11 years 
are asked a series of questions about their 
level of interaction between themselves and 
their child. Table 2.16 shows the per cent of 
Peel respondents by frequency of the different 
types of parent-child interactions in 2006. 
Most parents reported that they participated in 
positive parenting consistently and frequently. 

Environments

Many factors of the child’s environment are 
influenced by their care givers’ health behaviour. 
Exposures to things such as tobacco smoke, 
domestic violence and safety hazards can be 
of concern to the child’s social, emotional, and 
physical development. As children continue 
to grow, their own behaviours begin to have 
an impact on their health, but these are 
also influenced by their social and physical 
environment. For example, a child’s eating 
and physical activity behaviour as it relates 
to healthy weight status is influenced by his/
her parent’s behaviour and the overall family 
environment.127-129   

Table 2.16
Frequency of Parent/Child Interactions, 
Peel, 2006 

* Use estimate with caution
† According to High Scope Curriculum, a teaching philosophy used by Region of Peel Learn Play Care Centres, encouragement
should be used instead of praise.  Praise tends to impose a value judgement, whereas encouragement can be more constructive,
offers specific feedback to the behaviour, and focuses on effort and improvement.
Source: Rapid Risk Factor Surveillance System, 2006, Peel Public Health

 Many times One or two A few times a
Type of Interaction each day times a day week or less 
 (%)  (%)  (%)

Praising† the child 72.1 20.9 7.0*

Talking or playing with
the child just for fun 64.1 28.5 7.3*

Laughing with the child 75.0 18.4 6.5*

Doing something special with
the child that the child enjoys  31.7 24.2 44.1

Playing games with the child
under two years old or playing
games, sports or hobbies with 22.5 26.7 50.8

the child aged two to eleven years
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Early Learning

Another way to consider the degree to 
which children have had a positive start at a 
community level is to look at the number of 
children who are ready for Grade 1.    

Table 2.17 presents the proportion of children 
who were considered ‘vulnerable’ or ‘very ready’ 
for school in 2007 and 2010 across Peel and the 
area municipalities. In Peel, there has been a 
slight increase in the proportion of children ‘very 
ready’ for school between 2007 and 2010. The 
proportion of ‘vulnerable’ children was lower 
in 2010 compared to 2007 with the exception 
of Mississauga where there was a slight but 
insignificant increase.

Maps 2.8 and 2.9 show the per cent of children 
who are ‘vulnerable’ or ‘very ready’ for school 
by data zone for 2010. There are two data zones 
where the proportion of children considered 
‘ready for school’ is significantly lower in 
comparison to Peel overall – these are data zones 
B4 and B5 in Brampton (Map 2.8). In 2010, there 
were three data zones that had a significantly 
higher proportion of children who were 
classified as ‘vulnerable’ as compared to Peel – 
these were data zones B5 in Brampton, and M7, 
M8 in Mississauga (Map 2.9). 

In addition to the Peel school boards, there 
are many agencies in Peel that offer preschool 
programming. These data are useful to identify 
potential areas where community engagement in 
preparing children for school can be enhanced 
so that more children are ready for school when 
they start Grade 1.

Table 2.17
Per cent of Children Vulnerable or Very Ready for School on One or More EDI Domains,
Peel, Caledon, Brampton and Mississauga, 2007 and 2010

Source: Early Development Instrument, 2007, 2010, Region of Peel

 Peel Caledon Brampton Mississauga

 2007 2010 2007 2010 2007 2010 2007 2010

Per cent Vulnerable 31.8 30.3 22.9 22.4 30.7 22.9 29.9 30.7

Per cent Very Ready 56.8 58.8 68.1 65.9 52.7 56.8 59.1 60.1

Early Development Instrument

The Early Development Instrument (EDI) 
is an assessment tool that measures the 
extent to which senior kindergarten 
children are ready for school. There 
are five domains that are assessed 
by senior kindergarten teachers: 
physical health and well-being; social 
competence; emotional maturity; 
language and cognitive development; 
and communication skills and general 
knowledge.130

Vulnerable score - Children scoring 
below the 10th percentile on one or 
more domains are considered to be 
‘vulnerable’ (bottom 10th percentile) in 
terms of school readiness and are more 
likely to be limited in their ability to 
meet the task demands of school.  

Very ready score - Children scoring 
above the 75th percentile on one or 
more domains are considered to be 
‘very ready’ for school and are expected 
to have few difficulties in their readiness 
for school.
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Map 2.8
Per cent of Senior Kindergarten Children Very Ready on One or More
Domains of the Early Development Instrument by Data Zone,
Peel, 2010
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Note: There were 13,667 Valid EDI cases in Peel region in 2010 excluding children with Special Needs
Source: Early Development Instrument, 2010, Region of Peel

Data zones are denoted by the first letter
of the municipality, followed by a number
(e.g., C1 denotes Caledon data zone 1).
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  Valid EDI  Very Ready  95% Confidence Intervals
 Data Zone  

Number  Per cent Lower  Upper  
Cases

 Brampton Results
 B1 1,607 995 61.9 59.5 64.3
 B2 965 536 55.5 52.4 58.7
 B3 1,032 610 59.1 56.1 62.1
 B4 1,355 743 54.8 52.2 57.5
 B5 1,428 747 52.3 49.7 54.9
 Caledon Results
 C1 357 219 61.3 56.2 66.3
 C2 286 205 71.7 66.2 76.6
 Mississauga Results
 M1 1,147 730 63.6 60.8 66.4
 M2 794 483 60.8 57.4 64.2
 M3 660 389 58.9 55.1 62.6
 M4 1,143 654 57.2 54.3 60.1
 M5 505 319 63.2 58.9 67.3
 M6 728 448 61.5 58.0 65.0
 M7 977 564 57.7 54.6 60.8
 M8 683 399 58.4 54.7 62.1
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Map 2.9
Per cent of Senior Kindergarten Children Vulnerable on One or More
Domains of the Early Development Instrument by Data Zone,
Peel, 2010
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Note: There were 13,667 Valid EDI cases in Peel region in 2010 excluding children with Special Needs
Source: Early Development Instrument, 2010, Region of Peel
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 B1 1,607 458 28.5 26.4 30.8
 B2 965 292 30.3 27.4 33.2
 B3 1,032 323 31.3 28.5 34.2
 B4 1,355 394 29.1 26.7 31.6
 B5 1,428 495 34.7 32.2 37.2
 Caledon Results
 C1 357 90 25.2 21.0 30.0
 C2 286 54 18.9 14.8 23.8
 Mississauga Results
 M1 1,147 295 25.7 23.3 28.3
 M2 794 247 31.1 28.0 34.4
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Health Services

In Canada, provincial health-care systems 
provide health services to all citizens on uniform 
terms and conditions. The main purpose of the 
universal health-care system is to protect the 
health of citizens and spread health costs across 
the entire population. This type of system is 
especially effective in protecting individuals who 
cannot afford private health-care insurance. 

Preventive and primary health-care services 
such as prenatal care, routine immunization 
and disease screening are critical for maternal 
and child health.131,132  For example, Canada’s 
implementation of a two-dose measles 
immunization program in 1995 was followed 
by a seven-fold decrease in the incidence of 
reported measles in 1996.114 Other prevention 
strategies such as screening for disease have also 
shown positive outcomes such as mammography 
screening to reduce breast cancer mortality 
among women aged 39 to 69 years.133

This complexity of seeking care and the factors 
that influence where people go for medical care 
is shown in Maps 2.10, 2.11 and 2.12. Up until 
October 2007, Peel Memorial Hospital operated 
in data zone B2. In 2007, there were high rates of 
Emergency Department (ED) visits for residents 
in data zone B2. All hospital services were 
transferred in October 2007 to the Brampton 
Civic Hospital, located in data zone B5. In 2008, 
the ED visit rate for B2 declined significantly, 
while increasing significantly for B5. By 2009, 
data zones bordering B5 also had significantly 
higher rates of ED visits. Does health status drive 
health-care utilization rates or is it likely in this 
case that access to care in this area resulted in 
changes in health-care utilization?



chapter 2 • the determinants of health in peel

56

Map 2.10
Emergency Department (ED) Visits by Data Zone,
Peel, 2007
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Data zones are denoted by the first letter
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(e.g., C1 denotes Caledon data zone 1).

Notes: Rate is age-standardized to the 1991 Canadian population
Source: National Ambulatory Care Reporting System Data 2009, Intellihealth Ontario, Ministry of Health and Long-Term Care
2001 and 2006 Census, Statistics Canada. 2002-2005 and 2007+ population counts have been estimated from 2001 and
2006 Census counts using a straight line estimation method
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Map 2.11
Emergency Department (ED) Visits by Data Zone,
Peel, 2008
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Source: National Ambulatory Care Reporting System Data 2009, Intellihealth Ontario, Ministry of Health and Long-Term Care
2001 and 2006 Census, Statistics Canada. 2002-2005 and 2007+ population counts have been estimated from 2001 and
2006 Census counts using a straight line estimation method
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Map 2.12
Emergency Department (ED) Visits by Data Zone,
Peel, 2009
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2006 Census counts using a straight line estimation method
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Access to Medical Services

Ninety-two per cent of Peel’s population in 
2007/2008 reported having a regular medical 
doctor which is a rate similar to that for 
Ontario (91%).B A contrasting picture (Figure 
2.14) describes the ratio of physicians to the 

population for Peel. The two Local Health 
Integration Networks (LHINs) in Peel, Central 
West and Mississauga Halton, have a lower rate 
of physicians per population than other LHINs 
in the province. 

Figure 2.15
Top Four Languages Spoken to Doctors, 
Peel and Ontario, 2007/2008

* Use with caution
Source: Canadian Community Health Survey 2007/2008, Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care
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Figure 2.14
Active General Practitioner/Family Physicians (GP/FPs) by Local Health
Integration Network (LHIN), 2003/2004

Source: Jaakkimainen L, Upshur REG, Klein-Geltink JE, Leong A, Maaten S, Schultz SE, Wang L, editors. Primary Care in Ontario: ICES Atlas
Toronto: Institute for Clinical Evaluative Sciences; 2006 
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Within Peel, 83% of the population speak 
English to their doctor compared to 91% in 
Ontario. An additional 9% speak to their doctor 
in Punjabi, Chinese or Polish (Figure 2.15).

As shown in Figure 2.16, the most common 
type of medical care sought by Peel residents is a 
visit to the family doctor, followed by dentist or 
orthodontist and then eye specialist. 

In Peel, in 2007, fewer than 300,000 visits 
were made to the emergency department and 
there were approximately 72,000 admissions to 
hospital. Peel’s rate of emergency department 
(ED) visits and hospitalization is much lower 
than that of the province (data not shown).  
Rates for both ED visits and hospitalization in 
Peel and Ontario have been declining since 1997.

This decline in ED visits and hospitalizations 
may be the result of several factors: 

•	 Declining	smoking	rates	may	be	resulting	
in lower cardiac (e.g., heart attack) and 
respiratory illness requiring hospital care;

•	 Early	detection	of	illness	is	improving,	thus	
people are under treatment sooner and avoid 
more serious events;

•	 Improved	treatments	and	care	are	available	
from physicians in settings other than the 
ED or hospital;

•	 Better	immunization	rates	for	some	
vaccine preventable diseases (e.g., the 
Ontario Universal Flu Shot program was 
implemented in October 2000); and 

•	 Increased	availability	of	health-care	services	
in the community, including access to 
Family Health Teams (initiated in April 
2005), walk-in clinics and TeleHealth 
services (initiated February 2000).134-137 

Figure 2.16
Type of Medical Care Sought, 
Peel and Ontario, 2007/2008

* Use with caution
Source: Canadian Community Health Survey 2007/2008, Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care
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Beyond this, Peel’s ED visit rates may be lower 
than Ontario’s because of Peel’s: 

•	 Lower	provision	of	emergency	departments	
which means people seek care elsewhere; 

•	 Younger	population	which	may	have	fewer	
age-related heart disease cases or fall-related 
visits;

•	 Lower	prevalence	of	obesity	and	overweight	
than Ontario, which may result in fewer 
obesity-related illnesses than the province;

•	 Slightly	higher	socioeconomic	status	
(slightly more wealthy and better educated) 
than the province, which could result in 
healthier behaviours; and 

•	 Higher	proportions	of	recent	immigrants	to	
Peel create a ‘healthy immigrant effect’ that 
could result in fewer ED visits compared to 
other areas in the province.136-138 

Discussion

Throughout this chapter, individual 
determinants of health have been portrayed 
with selected health outcomes or behaviours 
(e.g., income and smoking; education and 
physical activity). While this is helpful when 
describing the profile of the determinants of 
health for Peel and to identify disparities, it does 
not allow us to understand fully what the most 
important determinant or set of determinants 
are in relation to a health outcome or health 
behaviour of interest. In fact, this type of analysis 
could lead the user of the information to make 
erroneous conclusions.




