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Executive Summary
The Child Health Report 2004 provides an
overview of the health of children aged 0 to
6 years old in the Region of Peel. It includes
information from a variety of sources on the
health status of children, the child population
and the family and community environment in
which children live. This report also contains
data on many interventions that promote and
protect health. Since multiple data sources are
drawn upon in this report, the years for which data
are reported may vary from source to source depending
on data availability.
The Child Health Report 2004 is intended to be a resource for individuals
and organizations concerned with the health and welfare of Peel’s children
aged 0 to 6 years. Further information on the health of children in Peel may
be obtained by contacting the Region of Peel Health Department.
The key findings of each section of the report are summarized below.

Peel’s Children
In the Region of Peel and Ontario, crude birth rates have been slowly
declining since the early 1990’s. In 2000, there were 12,759 live births to
mothers residing in Peel. Crude birth rates for the Region of Peel were
consistently higher than for Ontario, which was likely due to Peel’s higher
proportion of women in the 25 to 39 year age group and to higher fertility
rates among women.
As of 2001, there were 98,480 children aged 0 to 6 years living in Peel
Region. Although the proportion of the population composed of young
children will decline over the next 20 years, the overall number of children
in Peel will increase.

Family and Community Context
In 2001, the majority of families in Peel (59.1%) were comprised of married
or common-law couples with children living at home. Lone-parent families,
headed mostly by females, accounted for 14.5% of census families living in
Peel. Between 1996 and 2001, the proportion of lone-parent families
increased from 13% to 14.5%.
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Most families in Peel enjoy a good standard of living. However, there is
still a high proportion of low-income* families with children less than six
years old living in Peel (12.5% in 2000). The proportion of these families
decreased between the 1996 and 2001 censuses for both Peel and Ontario.
The Region of Peel continues to be a diverse community. Census data for
2001 show that although English is the language spoken most often at
home (87%), many residents spoke other languages in the home, such
as: Punjabi, Chinese, Polish, Portuguese and Urdu. The majority of the
population was able to converse in one of Canada’s two official languages
(97%). Three per cent were unable to communicate using English or
French, however, this proportion was over 9% in some areas of the
Region of Peel.

Prenatal Health
In Peel, 58% of mothers who had a live birth in 2003 reportedly took a
vitamin supplement containing folic acid before becoming pregnant the
most recent time. Approximately 73% of mothers reportedly had their first
prenatal medical visit within the first two months of their pregnancy, while
13% had their first visit during their third month and 8% during their
fourth month of pregnancy or later.
An estimated 32% of Peel mothers who gave birth in 2003 attended prenatal
classes during their pregnancy. Study findings suggest that first-time
mothers are more likely to attend prenatal classes than experienced mothers.
In addition, females aged 25 to 34 years were more likely than other age
groups to attend classes, and those who completed higher levels of schooling
were also more likely to attend classes than those with less education.
In 2002, the majority of Peel mothers with children 0 to 2 years old (91%),
knew that alcohol use during pregnancy can lead to life-long disability in
a child and 79% knew that most effects of alcohol use on a child do not
usually disappear as the child grows.

Infant Health—The First Year of Life
Low Birth Weight
Low birth weight is an important determinant of infant and child health.
The proportion of singleton† babies with low birth weight increased in Peel
and Ontario throughout the late 1980’s and early 1990’s, and began to
decline after 1995 to 4.5 per 100 live births in Peel and 4.4 for Ontario by
2000. Low birth weight babies were more common among teen mothers
and mothers aged 40 years and older.

* Low income was defined as the percentage of economic families or unattached individuals who spend 20% more of their
income than average on food, shelter and clothing (i.e. with an income below the low-income cut-off).
†

ii

A singleton is a baby that is not a twin or other multiple birth.
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Stillbirths
Stillbirth rates in Peel increased gradually between 1986 and 1997 after which
it declined to a rate of 6.9 stillbirths per 1,000 total births (live births and
stillbirths) in 2000. In Ontario, stillbirth rates remained relatively stable over
the 15-year period with 6.3 stillbirths per 1,000 total births per year in 2000.

Congenital Anomalies
Rates of congenital anomalies in Peel tended to be slightly higher than rates
for the province between 1997 and 2000. Congenital anomaly rates in Peel
increased from 1995 through 1997 after which rates remained relatively stable.
Ontario rates increased from 1995 through 1999. In contrast, rates of neural
tube defects in both Peel and Ontario decreased between 1986 and 1996.

Perinatal and Infant Mortality
After reaching a high of 11.9 deaths per 1,000 total births in 1997, the
perinatal mortality rate in Peel began to stabilize at 10.4 deaths per 1,000
total births in 2000. Perinatal mortality rates in Peel over the last few years
(1994 to 2000) have generally been higher than in Ontario. In contrast,
infant mortality has declined in Ontario, although a slight increase
occurred between 1998 and 2000. This trend has been similar, but less
dramatic, in Peel.

Breastfeeding Practices
In Peel in 1999, 84% of new mothers reported breastfeeding their babies
at birth. This declined to 43% by six-months. Breastfeeding initiation
and maintenance rates were higher in mothers who were older and had
more education.
There are a number of factors that influence duration of breastfeeding;
among these are supportive environments for breastfeeding in the
community. In 2003, 56% of Peel residents thought that it was acceptable
for a mother to breastfeed her baby while in a restaurant or shopping
mall. Attitudes towards breastfeeding in these public settings varied by
sex and age group.

Early Childhood Health
Leading Causes of Child Mortality and Hospitalization
In 1989 to 1999 combined, the top three causes of death for children aged
1 to 6 years in Peel and Ontario were injuries and poisoning; cancer; and
congenital anomalies.
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In Peel in 2001, the top three causes of hospitalization for males aged
1 to 6 years were respiratory system diseases; infectious and parasitic
diseases, and digestive system diseases. Similarly, the top three causes for
females in the same age group were respiratory system diseases; infectious
and parasitic diseases; and endocrine, nutritional and metabolic diseases
and immunity disorders. Overall hospitalization rates for males and females
aged 1 to 6 years in Peel were higher than for Ontario.

Injuries
In 2001, rates of unintentional injury-related hospital separations in
children aged 0 to 6 years in Peel were lower (482.4 per 100,000) than
in Ontario (557.6 per 100,000). Child rates of unintentional injury were
higher in males (525.8 per 100,000) compared to females (436.6 per
100,000) in Peel and higher in the less than one year age group. Accidental
falls were the leading cause of hospitalization due to unintentional injuries
among children aged 0 to 6 years.
Between 1991 and 2000 there were nine deaths among children aged 0 to
9 years from intentional injuries in Peel. Mortality rates were highest for
children aged less than one year.
In 2002, 9% of mothers reported that their child 0 to 2 years old had
sustained at least one injury in the past 12 months serious enough to require
a medical visit. Cuts, scrapes and bruises were the most commonly reported
type of injury (43%) followed by broken or fractured bones (11%). The
head and neck were reported as the most common body parts affected by
injuries (31%). Injuries most often occurred either inside the child’s own
home or apartment (66%), or just outside the home or apartment (13%).
Car Seat Safety
In Peel, in 2002, an estimated 78% of children aged 0 to 2 years were
restrained in car seats appropriate to their age and weight. Observations of
whether the child’s car seat was installed correctly and used properly could
not be obtained.

Bicycle Helmet Use among Children 1 to 2 Years Old
Almost half (45%) of mothers surveyed reported that their children aged
one and two years rode bicycles, tricycles or rode in wagons; however, only
60% of these children always wore a helmet.

iv
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Food Insecurity
In 2002, 5% of mothers with children aged 0 to 2 years reported that in the
12 months prior to being surveyed, someone in the household worried
that there would not be enough food to feed the family due to lack of
money. An additional 9% reported that someone in the household did not
eat the quality or variety of food they wanted due to a lack of money and
4% reported that the family actually did not have enough food to eat due
to a lack of money.

Dental Health
The Canadian Dental Association (CDA) recommends that babies and
young children not be given bottles in bed. If bottles must be given, the
CDA suggests using plain water.
Thirty-two per cent of Peel mothers surveyed reported that their children
had taken a drink in a bottle to bed at some point in their lives. The
proportion of mothers reporting that their children had ever taken a bottle
to bed decreased with increasing age of the mother, increasing levels of
education and increasing levels of household income. Single mothers and
mothers who were new immigrants were more likely to report that their
children had taken a bottle to bed.

Exposure to Second-Hand Smoke
In 2002, an estimated 10% of children aged 0 to 2 years were exposed to
second-hand smoke in either their home or vehicles.

Childhood Immunization
Immunization coverage across the Region of Peel varies by vaccine and
there is room for improvement. For Peel, the proportion of the 4 to 6 yearold school-aged population known to be fully immunized for diphtheria,
pertussis, tetanus and polio (DPT-Polio) and measles, mumps and rubella
(MMR) ranged from 71 to 85% in 2003. Haemophilus influenzae type b
vaccine is recommended for children under the age of five years, but is not
required in the Region of Peel unless the child is registered in a licensed day
care centre. Coverage rates for Haemophilus influenzae type b vaccine among
children attending licensed day care centres in Peel ranged from 57 to 96%
in 2003. In general, immunization coverage increased with increasing age.

Sun Safety
Five per cent of mothers reported that their children aged 0 to 2 years had
been sunburned at some point in their lives. The most commonly used
strategy to protect children from the sun was the use of protective clothing.
Eighty-eight per cent of mothers reported that their children wore
protective clothing ‘always’ or ‘often’.

The Regional Municipality of Peel
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Introduction

The Child Health Report 2004 is one of an ongoing series of health
status reports published by the Region of Peel Health Department
to describe the health of the region’s population.
The first years of a child’s life, from before birth to six years, are critical in
the development and future well-being of a child. Healthy babies are more
likely to develop into healthy children, and healthy children are more likely
to grow up to be healthy adolescents and healthy adults.1
This report provides an overview of the health status of Peel’s children
aged 0 to 6 years, including:
• child population
• family and community
• prenatal health
• infant health
• early childhood health
The Child Health Report 2004 also contains data on many interventions
to promote and protect health.
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Where relevant, this report provides updates to the Child Health Report
2002, a previous report produced by Peel Health. It also makes use of a
variety of data to describe early childhood health in Peel, such as data from
two special surveys: the Survey of Parents of Children 0 to 2 Years—2002,2
and the Prenatal Education Classes: Survey of Mothers—2003.3 Both surveys
were conducted locally to address some of the data gaps that relate to
children of these age groups in Peel. Since multiple data sources are drawn
upon in this report, the years for which data are reported may vary from
source to source depending on data availability.
The Child Health Report 2004 is intended to be a resource for the Health
Department, community groups, health and social service agencies, Boards
of Education, elected officials, planners and residents to assist in the
planning of programs and services for children and youth.

2
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Peel’s Children
(0 to 6 years)
Introduction
The population of children in the Region of
Peel is influenced by annual numbers of births
and deaths, and by migration to and from the
region. This chapter will describe births, the
population structure and population growth of
children in the Region of Peel, with comparisons
to Ontario. Infant and child mortality is described
in the chapters titled Infant Health—The First Year of
Life (see page 29) and Early Childhood Health (see page 41).

Births
In 2000, the most recent year for which official data are available, there
were 12,759 live births in the Region of Peel, which represents 10% of all
live births in Ontario.
Crude birth rates* in Peel were consistently higher than rates in Ontario
over the 15-year period between 1986 and 2000. After reaching a peak in
1990, crude birth rates in Peel declined slowly to 12.6 births per 1,000 in
2000. Ontario rates also decreased over this same period (see Figure 1.1).
Figure 1.1: Crude Birth Rates,
Region of Peel and Ontario, 1986–2000

20

Births per 1,000 population

15

10

Sources: Ontario Live Birth Database
1986–2000, HELPS (Health Planning System),
Public Health Branch, Ontario Ministry of
Health and Long-Term Care.

5

Population Estimates 1986–2000, Provincial
Health Planning Database (PHPDB), Health
Planning Branch, Ontario Ministry of Health
and Long-Term Care.

0
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
16.3 15.9 16.1 16.2 16.9 16.4 16.4 16.5 16.2 15.8 15.4 14.1 13.9 13.5 12.6

Peel

14.1 13.9 13.9 14.3 14.6 14.5 14.2 13.8 13.6 13.3 12.6 11.8 11.6 11.4 10.9

Ontario

Year
* Crude birth rates are defined as the number of live births per 1,000 total population.
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This difference in crude birth rates between Peel and Ontario is due to a
higher proportion of women of reproductive age and higher fertility rates
among women in this age group in Peel.
The number of live births in Peel increased by 35% between 1986 and 1996.
Since 1996, the number of live births has declined by 6% to 12,759 births in
2000, as shown in Table 1.1. However, recent local data indicate that the
number of births has since been on the rise (data not shown).
The distribution of live births in Mississauga, Brampton and Caledon
consistently reflects the population distribution in Peel. From 1986 to
2000, approximately 63% of Peel’s population lived in Mississauga, 32%
in Brampton and 5% in Caledon. On average, proportions of live births
by municipality of maternal residence were 62%, 34% and 4% respectively
for the same period (see Table 1.1).
Table 1.1 : Number of Live Births by Municipality of Maternal Residence,
Region of Peel, 1986–2000

Source: Ontario Live Birth Database
1986–2000, HELPS (Health Planning
System), Public Health Branch, Ontario
Ministry of Health and Long-Term Care.

Year

Mississauga

Brampton

Caledon

Peel

1986
1987
1988
1989
1990
1991
1992
1993
1994
1995
1996
1997
1998
1999
2000

6,177
6,398
6,775
7,184
7,826
7,760
8,118
8,459
8,736
8,531
8,459
8,142
8,040
8,058
7,646

3,445
3,405
3,641
3,894
4,195
4,194
4,238
4,383
4,333
4,535
4,627
4,285
4,533
4,497
4,537

438
455
462
476
469
477
495
498
443
500
494
532
571
640
576

10,060
10,258
10,878
11,554
12,490
12,431
12,851
13,340
13,512
13,566
13,580
12,959
13,145
13,195
12,759

Seventy-four per cent of all live births to mothers living in the Region of Peel
occurred within Peel’s borders: the highest was for mothers in Brampton
(79%) and lowest for mothers in Caledon (22%) (see Table 1.2 on following
page). The City of Toronto was the next most frequent place of birth, with
21% of newborns in Peel delivered in Toronto. For Caledon mothers, almost
half (48%) of newborns were delivered in Toronto.

4

Child Health Report—2004

Table 1.2 : Location of Live Birth by Municipality of Maternal Residence,
Region of Peel, 2000
Municipality of Residence of Mother
Location of
Live Birth
Peel Region
Toronto
Halton Region
York Region
Dufferin
Hamilton
Other
Total

Mississauga
Brampton
Caledon
Peel
Number Per Cent Number Per Cent Number Per Cent Number Per Cent
5,722
74.8
3,566
78.6
126
21.9
9,414
73.8
1,586
20.7
856
18.9
276
47.9
2,718
21.3
275
3.6
35
0.8
10
1.7
320
2.5
11
0.1
35
0.8
61
10.6
107
0.8
NR
NR
25
0.6
84
14.6
111
0.9
26
0.3
NR
NR
5
0.9
34
0.3
24
0.5
17
0.4
14
2.4
55
0.4
7,646

100.0

4,537

100.0*

576

100.0

12,759

100.0

NR = Not released due to small numbers.
* Per cent totals do not equal 100 due to
rounding.
Source: Ontario Live Birth Database 2000,
HELPS (Health Planning System), Public
Health Branch, Ontario Ministry of Health
and Long-Term Care.

The Child Population
The child population in Peel is made up of children born to Peel residents
(described at the beginning of this chapter) and children who move to Peel
from other cities, provinces and countries.
In 2001, there were 98,480 children aged 0 to 6 years living in the Region
of Peel, accounting for one-tenth of the population. Peel has a slightly
higher proportion of young persons aged 0 to 6 years (10%) compared to
Ontario (8.5%).
Table 1.3 shows that the distribution of children aged 0 to 6 years is similar
for each of Peel’s municipalities.
Table 1.3 : Number and Proportion of Population 0–6 Years by
Place of Residence,
Region of Peel, 2001
Age Group
0–6 years
Total
Population

Mississauga
M(%)
F(%)
29,825 28,455
(9.9)
(9.2)

Brampton
M(%)
F(%)
18,110 16,925
(11.2)
(10.3)

302,190 310,735 161,590 163,840

Caledon
M(%)
F(%)
2,665
2,515
(10.5)
(9.9)
25,275

Peel
M(%)
F(%)
50,590 47,875
(10.3)
(9.6)

25,320 489,055 499,890

Note: Per cent calculations based on total
population by municipality.
Source: Statistics Canada, 2001 Census.

Map 1.1, found at the end of this chapter, displays the proportion of
children aged 0 to 6 years by census tract for the Region of Peel in 2001.
Higher proportions of children aged 0 to 6 years reside in the area of newly
established subdivisions in the northeast of Brampton, southwest Brampton,
and in other pockets within west Brampton. Similarly, higher proportions
of children in this age group reside in selected areas within northern
Mississauga and the eastern section of Bolton in Caledon.
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Figure 1.2 is a population pyramid, which shows the age and sex distribution
of Peel’s population in 2001. This population pyramid shows the relative
proportion of males and females in each age group and highlights the
following issues:
• The age structure of Peel and Ontario populations differ. Although the
shape of the population pyramid is similar for Peel and Ontario, in Peel in
2001, there was a higher proportion of residents aged 44 years and younger
compared to Ontario. In contrast, there were lower proportions of older
adults (aged 45 years and older) in Peel compared to Ontario.
• In Peel, the higher proportion of adults (25 to 39 years) may be explained
by high numbers of new immigrants to the Region who are typically within
this age category.
• Population estimates for 2004 indicate that there is still a higher proportion
of adults in the reproductive age groups (data not shown). Persons within
these age groups will likely continue to influence the number of births in
the Region of Peel in the years ahead.
Figure 1.2: Population by Sex and Age Group,
Region of Peel and Ontario, 2001

90+
85-89
80-84
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14
5-9
0-4

Age Group (Years)

0.1
0.3
0.7
1.3

0.2
0.6
1.0

Peel
Ontario

1.8
2.3

2.0

2.8

2.7

3.6

3.7
4.9

4.8

6.8

6.7

7.5

7.6

8.8

8.8

9.4

9.4
7.9

8.4
6.8
6.9

7.1
6.7
6.9
7.1
7.4
6.6

7.4
7.7
8.0
7.2

10

8

6

4

0
2
2
Per cent of Population

4

6

8

10

Source: Statistics Canada, 2001 Census.

Although the proportion of children will decline, the number of children
in Peel Region aged 0 to 6 years is expected to grow by 2011. Population
projections for the 0 to 6 year age group are not available, however,
projections for children aged 0 to 4 and 5 to 9 years are shown in Table 1.4
(see following page).
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Table 1.4 : Total Population and Proportion of Population by Age Group,
Region of Peel and Ontario, 2001, 2011 and 2021
Note: Per cent calculations based on total
population.

Age Group
0–4 years
5–9 years
Total 0–9 years
Total Population

2001

Peel
2011

2021

68,115
(6.9%)
76,030
(7.7%)
144,145
(14.6%)

74,533
(5.7%)
77,707
(6.0%)
152,240
(11.7%)

84,441
671,250
685,068
746,146
(5.5%)
(5.9%)
(5.2%)
(5.1%)
84,713
772,655
708,988
755,690
(5.5%)
(6.8%)
(5.4%)
(5.2%)
169,154 1,443,905 1,394,056 1,501,836
(11.0%)
(12.7%)
(10.6%)
(10.3%)

988,950

1,301,790

1,534,867 11,410,050 13,198,971 14,508,544

2001

Ontario
2011

Source: Statistics Canada, 2001 Census.

2021

Projections* 2011 and 2021 from
Population Projections 1986–2028,
Provincial Health Planning Database
(PHPDB), Health Planning Branch, Ontario
Ministry of Health and Long-Term Care.
*Population projections are a way to
estimate the number of people at a
given year in the future, if a given set
of assumptions (mortality, fertility and
migration) were to prevail. The accuracy
of the projections depends on the extent
to which the assumptions on mortality,
fertility and migration are correct.

Summary
In 2000, there were 12,759 live births in Peel Region, which made up
approximately 10% of all live births within the province. The majority of
live births (74%) occurred within Peel Region; however, there were also
many births to Peel residents that occurred in other jurisdictions, such as
Toronto and Halton. The crude birth rate in Peel was 12.6 births per 1,000
population in 2000; crude rates have declined substantially over time in
both Peel and Ontario.
As of 2001, there were 98,480 children aged 0 to 6 years living in Peel
Region. The proportion of children aged 0 to 6 years was similar by
municipality; however, within municipalities, there were some census
tracts that had higher proportions of children within this age group.
Although the proportion of the population composed of children 0 to
9 years will decline over the next 20 years, the overall numbers of children
in Peel will increase.
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Map 1.1: Proportion of Population Aged 0–6 Years by Census Tract,
Region of Peel, 2001

N

Per Cent of Population 0–6 Years of Age
Percentage Range

Number of Census Tracts

5.81 to 8.05
8.06 to 10.28
10.29 to 12.51
12.52 to 14.75
14.76 to 17.00

(56)
(66)
(27)
(10)
(8)

Source: Statistics Canada, 2001 Census.
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Family and
Community Context
Introduction
This section provides a description of family
structure and a general overview of the social
environment of families and children, including
factors such as income, employment and language.
These factors are referred to as “determinants of
health” since they have a powerful influence on health
and health-related behaviours. Comparisons of Peel
data to Ontario will be made throughout.

Family Structure
Family structure plays an important role in our health status. Families
provide support and security and help to influence lifestyle choices which
impact our health. Over the past several decades, family structure has been
changing. Although married couples continue to be the main type of family,
the proportion of people in common-law marriages and lone-parent*
families has increased over the past three decades.4,5 The proportion of
lone-parent families in Canada was 9% in 1971. By 2001, this number
had increased to 16%.
Lone parents, especially women, tend to have lower levels of education,
fewer job skills and therefore lower income in comparison to other types
of families.5 These factors contribute to poorer health, on average, for lone
parents and their children.6
During the 2001 census year, information was collected about different
types of families, one of which was the “census family”. The census family
was defined as a married couple (with or without children of either or both
spouses), a couple living common-law (with or without children of either or
both partners) or a lone parent of any marital status, with at least one child
living in the same dwelling. A couple living common-law may be of opposite
or same sex.
In 2001, Peel had a higher proportion of census families with children living
at home (73.6%) compared to Ontario (65.2%). Table 2.1 (see following
page) shows the proportion of census families with children living at home
by family structure. Details about census families by municipality can be
found in Table 2.2 (see page 11).

* A lone parent is defined as a mother or a father, with no spouse or common-law partner present, living in a dwelling with one or
more children.

The Regional Municipality of Peel

9

Table 2.1: Proportion of Census Families in Private Households with Children
Living at Home by Family Structure,
Region of Peel and Ontario, 1996 and 2001
Family Types

Peel
1996

2001

1996

2001

Husband-wife families with
sons and/or daughters at home

57.7%

56.0%

48.3%

46.1%

Common-law couples with
sons and/or daughters at home

2.8%

3.1%

3.3%

3.9%

13.0%
2.2%
10.8%

14.5%
2.6%
11.9%

14.4%
2.3%
12.1%

15.2%
2.7%
12.6%

233,020

276,090

2,932,725

3,190,990

Lone-parent families
Male lone parent
Female lone parent
Source: Statistics Canada, 1996 and
2001 Censuses.

Ontario

Total Number of Census Families
in Private Households

In 2001, the majority of census families in Peel were married or commonlaw couples with children living at home (59.1%). Lone parents accounted
for 14.5% of families. Among Peel families with children, 38.1% had one
child, 42.4% had two and 19.5% had three or more (data not shown).
In Peel, the proportion of families comprised of one parent living with one
or more children rose from 13% in 1996 to 14.5% in 2001. Females headed
most of these lone-parent families as shown in Table 2.1. The proportion
of lone-parent families was higher in Brampton (15.3%) and Mississauga
(14.4%) compared to Caledon (9.3%) (see Table 2.2 on following page).
The distribution of lone-parent families in Peel is shown in Map 2.1 at the
end of this chapter. A fairly high proportion (25% to 30%) of lone-parent
families lived in a section of Bramalea in Brampton, a section of south-central
Brampton, a section of Malton in Mississauga, as well as a section near
central Mississauga.
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Table 2.2: Number and Proportion of Census Families in Private Households by Type of Family,
Mississauga, Brampton, Caledon, Region of Peel and Ontario, 1996 and 2001
Mississauga

Brampton

Caledon

Peel

Ontario

Number Per Cent Number Per Cent Number Per Cent Number Per Cent Number Per Cent
2001
Total married couples with
children at home

96,215

56.4

50,085

55.2

8,230

Total common-law couples
with children at home

4,820

2.8

3,370

3.7

455

3.1

8,645

3.1

124,875

3.9

Total lone-parent families
Male lone parent
Female lone parent

24,645
4,100
20,545

14.4
2.4
12.0

13,925
2,810
11,115

15.3
3.1
12.2

1,375
300
1,080

9.3
2.0
7.3

39,945
7,205
32,740

14.5
2.6
11.9

486,105
84,860
401,245

15.2
2.7
12.6

Total Number of Census
Families in Private
Households by Family Size
1996

170,565

Total married couples
with children at home

90,815

55.9 154,530

56.0 1,469,910

14,715

276,090

3,190,990

57.7 134,515

57.7 1,417,240

46.1

85,825

57.7

42,120

57.7

6,565

Total common-law couples
with children at home

3,645

2.5

2,435

3.3

340

3.0

6,420

2.8

97,050

3.3

Total lone-parent families
Male lone parent
Female lone parent

19,685
3,245
16,445

13.2
2.2
11.1

9,685
1,675
8,005

13.3
2.3
11.0

880
175
710

7.7
1.5
6.2

30,250
5,095
25,155

13.0
2.2
10.8

421,705
66,665
355,040

14.4
2.3
12.1

Total Number of Census
Families in Private
Households by Family Size

148,690

72,965

11,370

233,020

48.3

2,932,725

Source: Statistics Canada, 1996 and 2001 Censuses.

Community Context
Income, education and employment are inter-related measures of socioeconomic status. Persons with lower levels of education tend to earn lower
incomes, have unskilled jobs and experience higher levels of unemployment.
Employment is important as it enhances a person’s identity, self-esteem
and socialization.
Those with low incomes tend to be at higher risk of exposure to poor living
and working conditions, and have lower life expectancy and higher mortality
rates than those with higher incomes.7,8 This association between income and
health was documented for the Region of Peel in the State of the Region’s
Health 2001 report.9
Language has a direct effect on people’s ability to deal with the written
materials that they encounter on a daily basis. An inability to read or
speak English or French can limit knowledge of, and access to, community
resources, and increases the risk of social isolation. It may also reduce access
to health services and impair communication with health practitioners.
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Two indicators of language from the 2001 census include language spoken
at home and knowledge of official languages. “Home Language” refers to
the language spoken most often at home by the individual at the time of the
census. “Knowledge of Official Languages” refers to the ability to conduct
a conversation in English only, in French only, in both English and French,
or in neither of the official languages of Canada. While there are other
indicators of language, such as mother tongue (first language learned at
home in childhood and still understood by the individual at the time of
the census), language at home and knowledge of official languages more
accurately reflect whether a potential barrier to health exists at the time
of the census.

Census Family Income
Family income from the 2001 Census was estimated by summing the selfreported total income of all members of the family for the year prior to
the census. Although there are several definitions of family in the census, the
term family in this graph refers to the 2001 definition of the census family,
which is a married couple (with or without children of either or both spouses),
a couple living common-law (with or without children of either or both
partners) or a lone parent of any marital status, with at least one child living
in the same dwelling. A couple living common-law may be of opposite or
same sex.
As seen in Figure 2.1, there was a higher proportion of families in
Peel (39.2%) who earned more than $80,000 annually compared to
Ontario (33.4%).
Figure 2.1: Distribution of Reported Census Family Income,
Region of Peel and Ontario, 2000

Peel
Ontario

40

Per cent in income category

37.5

37.8

35

39.2

33.4

30
24.7

25
19.2

20
15
10
5
Source: Statistics Canada, 2001 Census.

4.1

4.1

0
Under $10,000

$10,000–$39,999

$40,000–$79,999

$80,000 and over

Reported Census Family Income
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On average, census families in Peel earned more annually than Ontario
census families did ($79,324 versus $73,849 respectively in 2000). This
finding was consistent across all family types. Although not shown, loneparent females in Peel had the lowest annual income compared to other
family types within Peel.

Low Income
Income is an important determinant of the health of children. In the
2001 Census, the incidence of low income was defined as the percentage of
economic families or unattached individuals who spend 20% more, of their
total income, than the average economic family or unattached individual
on food, shelter and clothing (i.e. with an income below the low-income
cut-off). If the average family spends 35% of their total income on food,
shelter and clothing, a family of the same size having low income would
spend 55% of their total income on these basic necessities. The 2001 Census
low-income cut-off was based on a matrix that included both family size and
size of the community of residence. For example, a family of four living in a
populated area with between 100,000 and 499,999 people would be classified
as low-income if their income level for the year 2000 was $29,653 or less.
The following table describes the incidence of low income in census families
with children under the age of six years.
Overall, almost one in eight families with children under the age of six lived
in poverty in 2001—12.5% in Peel compared to 17.7% in Ontario (see Table 2.3).
The prevalence of low income for married or common-law couples with
children under six years was 10.1%, while the proportion for lone-parent
families with children under six years was 40.9%. The prevalence of low
income was higher for lone-parent families, especially for those headed by
females (44%). Lone-parent families headed by males had a low-income rate
of 18.4%.
Table 2.3: Prevalence of Low Income by Type of Families with Children
Less than 6 Years*, Region of Peel and Ontario, 2000
Type of Economic Family
Number
Married or common-law couple
with children < 6 yrs
Lone-parent families with children
< 6 yrs
Male lone-parent families
with children < 6 yrs
Female lone-parent families
with children < 6 yrs
Total Families with Children
< 6 Years

The Regional Municipality of Peel

Peel
Per Cent

Ontario
Number
Per Cent

2,365

10.1%

28,890

11.4%

820

40.9%

22,685

60.2%

45

18.4%

1,015

27.8%

775

44.0%

21,670

63.6%

3,185

12.5%

51,575

17.7%

* In families where there were several
children, the oldest child was referred to.
Source: Statistics Canada, 2001 Census,
distributed through HELPS (Health
Planning System) by the Ontario Ministry
of Health and Long-Term Care.*
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The proportion of low-income families with children less than six years old
decreased between the 1996 and 2001 censuses for both Peel (from 18.1% in
1995 to 12.5% in 2000) and Ontario (from 24.4% in 1995 to 17.7% in 2000)
(data not shown). Families living in Caledon had a much lower prevalence of
low income compared to those living in Mississauga or Brampton. Map 2.2
(see page 19) shows the variation in the prevalence of low income from
economic families (married, common-law, lone-parent or persons living
with relatives) across the Region of Peel. Several areas, including a section of
Bramalea in Brampton, and a section of South Central Mississauga, had a
higher proportion (25% to 31%) of economic families living below the
low-income cut-off point.

Parent Unemployment
Unemployment rates for parents with children at home in 2001 were
calculated by dividing the number of parents who were in the labour force
but were unemployed by the total number participating in the labour force.
As shown in Figure 2.2, unemployment rates were particularly high for Peel
females with children aged less than six years living at home, where 8.6%
reported being unemployed compared to males (2.9%). Unemployment
rates for parents who only had children less than six years of age living at
home were higher than those having children less than six and six years
and older living at home.

Figure 2.2: Unemployment Rates of Parents with Children at Home,
by Sex of Parent,
Region of Peel and Ontario, 2001
Peel

12

Per cent of the population aged 15+ years with children at home

Ontario

9.9

10
8.6

8

7.2

6.8

6

7.6

5.5

5.5
4.5

4.1

4

3.8

2.9
2.3

2

Source: Statistics Canada, 2001 Census.

0
Males

Females
< Age 6 only

Total

Males

Females

Total

< Age 6 and older
Age of Children at Home (Years)
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Language
The figure below represents languages spoken at home* by the total
population and not by families; however, it is the best available measure
of languages used by children. It is likely that within some families, there
was a mix of languages spoken at home by both parents and children. For
children who could not yet speak at the time of the census, the parent or
guardian reported the language that the child would be taught to speak
at home.
In Peel, in 2001, English was the language most often spoken at home (87%)
followed by Punjabi, Chinese, Polish, Portuguese and Urdu (see Figure 2.3).
At least 12.6% of the population reported speaking a language other than
English or French most often at home.
More than 50 different home languages were reported in Peel in the 2001
census. This wide diversity in language reflects a growing multicultural mix
within the Region of Peel.
Figure 2.3: Top 10 Languages Other than English†, Spoken at Home**,
Region of Peel and Ontario, 2001
Language spoken at home

Peel

3.1

Punjabi

0.5

Ontario

1.6

Chinese

1.9

1.2

Polish

0.3
0.7

Portuguese

0.4
0.6

Urdu

0.2
0.5

Spanish

0.3
0.5
0.6

Italian

0.5

Vietnamese

0.3

Arabic

0.4
0.3

Tamil

0.4
0.3

† Based on single responses only.
** Home language is the language spoken
most often at home by the individual at
the time of the census.
Source: Statistics Canada, 2001 Census.

0

0.5

1.0

1.5

2.0

2.5

3.0

3.5

Per Cent of Population (Single Response)

In Canada, English and French are the two official languages. In 2001, the
proportion of the Peel population that did not speak either official language*
was 3%, which was almost unchanged from 3.1% in 1996. Although the
Region of Peel had a substantially greater proportion of people who were
not able to communicate in either of the official languages than did Ontario
(see Table 2.4 on following page), this accounted for only 29,290 people in 2001.
* In Canada, knowledge of official language is defined as the ability to conduct a conversation in English only, in French only, or in
both English and French.
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Table 2.4 : Population by Knowledge of Official Language and Location of
Residence, Region of Peel and Ontario, 1996* and 2001†
Official Language

Peel

Ontario

† Total population with Knowledge of
Official Language for Census 2001

English only
French only
Both
Neither

1996
89.7%
0.1%
7.1%
3.1%

2001
89.7%
0.1%
7.2%
3.0%

1996
85.7%
0.4%
11.6%
2.3%

2001
85.9%
0.4%
11.7%
2.1%

Source: Statistics Canada, 1996 and
2001 Censuses.

Total Population

849,305

985,565

10,642,795

11,285,545

* Total Population with Knowledge of
Official Language for Census 1996

When comparing municipalities within Peel, Mississauga had the largest
proportion of people who were unable to communicate in either of the two
official languages (3.2%; 19,365 people), compared to Brampton (3%; 9,595
people) and Caledon (0.7%; 330 people). The number of people living in
Brampton who were unable to communicate in either of the two official
languages increased from 2.6% in 1996 to 3% in 2001, representing an
increase of 2,550 people. Similarly, although the proportion of people in
Caledon without knowledge of either of the two official languages was only
0.7% in 2001, this represented an almost two-fold increase from 1996 (data
not shown).
Map 2.3 (see page 20) shows the proportion of the population who did not
speak English or French by census tract in Peel. Between 9% and 11% of
people living in some areas of southwest Brampton, downtown Brampton
and part of Malton in Mississauga, were unable to speak English or French.

Summary
Family Structure
The majority of families (59.1%) living in Peel were classified as married or
common-law families. In 2001, 14.5% of families in Peel were lone parents
and of this type of family, the majority were headed by females. Mississauga
and Brampton had a higher proportion of lone-parent families (14.8%) than
did Caledon (9.3%).
Community Context
Income
Families in the Region of Peel reported higher average incomes than their
Ontario counterparts. This was true across all family types.
In both Peel and Ontario, the prevalence of low income for lone parents
with children under six years of age was higher than that for married or
common-law couples with children in the same age group in 2000. Female
lone parents reported earning less compared to male lone parents.
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The proportion of low-income families with children less than six years old
decreased between the 1996 and 2001 censuses for both Peel (from 18.1% in
1995 to 12.5% in 2000) and Ontario (from 24.4% in 1995 to 17.7% in 2000).
In Peel, 12.5% of families with children under the age of six years living at
home were classified as having a low income according to Statistics Canada’s
low-income cut-off levels. A higher proportion of lone parents (especially
females) was classified as having low income compared to other family types.
Unemployment
Unemployment rates were particularly high for Peel females with children
aged less than six years living at home, where 8.6% reported being unemployed
compared to males (2.9%). This finding was similar for both Peel and Ontario.
Language
In 2001, 87% of residents of Peel spoke English most often at home but
many residents spoke other languages in the home, such as: Punjabi, Chinese,
Polish, Portuguese and Urdu. The majority of the population was able to
converse in one of Canada’s two official languages (97%). Three per cent
were unable to communicate using English or French; however, this
proportion was over 9% in some areas of the Region of Peel.

The Regional Municipality of Peel

17

Map 2.1: Proportion of Lone-Parent Families by Census Tract,
Region of Peel, 2001

N

Per Cent of Lone-Parent Families
Percentage Range

Number of Census Tracts

5.12 to 10.11
10.12 to 15.09
15.10 to 20.08
20.09 to 25.06
25.07 to 30.06

(32)
(65)
(55)
(21)
(4)

Source: Statistics Canada, 2001 Census.
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Map 2.2: Proportion of Low-Income Economic Families by Census Tract,
Region of Peel, 2001

N

Per Cent of Low-Income Families
Percentage Range

Number of Census Tracts

0.00 to 6.14
6.15 to 12.28
12.29 to 18.42
18.43 to 24.56
24.57 to 30.70

(46)
(75)
(33)
(21)
(2)

Source: Statistics Canada, 2001 Census.
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Map 2.3: Proportion of Population Not Speaking English or French by Census Tract,
Region of Peel, 2001

N

Per Cent of Population Not Speaking English or French
Percentage Range
0.00
2.20
4.39
6.58
8.77

to
to
to
to
to

Number of Census Tracts

2.19
4.38
6.57
8.76
10.96

(79)
(63)
(24)
(8)
(3)

Source: Statistics Canada, 2001 Census.
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Prenatal Health
Introduction
Health behaviours in women, both prior to
and during pregnancy, can influence the health
of the unborn child. This chapter includes
information on several aspects of prenatal
health, including: preconception health and
folic acid supplementation; early prenatal
medical visits; prenatal class attendance; and
overall knowledge and perceptions of specific risk
factors associated with morbidity in early childhood.

Preconception Health and Folic Acid
Supplementation
An increased intake of folic acid by women prior to pregnancy reduces
the risk of Neural Tube Defects (NTDs).10,11 NTDs are birth defects that
affect the brain and spinal cord, and may result in serious disability,
including paralysis or death. NTDs include spina bifida, anencephaly and
encephalocele and are described in more detail in the chapter titled Infant
Health—The First Year of Life (see page 29).
NTDs can occur in the first month of pregnancy as the neural tube is
developing, which is often at a time when a woman may not even know
she is pregnant.12 For this reason, folic acid needs to be included in the diet
before conception and during early pregnancy. Vitamin supplements that
contain 0.4 milligrams of folic acid should be taken every day at least three
months before a woman becomes pregnant and continued through the first
three months of pregnancy.
The Survey of Parents of Children 0 to 2 Years—2002 was conducted in Peel
in 2002. Respondents were asked whether they took a vitamin supplement
containing folic acid before becoming pregnant the most recent time. Overall,
58% of mothers reported taking such a supplement. Figure 3.1 (see following
page) depicts these results by age group of the mother. Women aged 30 or
older were more likely to have taken folic acid supplementation than were
younger women.
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Figure 3.1: Proportion of Mothers Who Took a Vitamin Supplement
Containing Folic Acid Prior to Pregnancy, by Maternal Age Group,
Region of Peel, 2002
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Source: Survey of Parents of Children
0–2 Years, Region of Peel, 2002
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Results from the 2000/2001 Canadian Community Health Survey showed
similar findings where 57% of Peel and 52% of Ontario mothers who had
given birth in the past five years reported having taken a vitamin supplement
containing folic acid before their last pregnancy.
According to the Survey of Parents of Children 0 to 2 Years—2002, and as
shown in Figure 3.2 (see following page), folic acid supplementation prior to
pregnancy varies by a number of other socio-economic and geographic
characteristics. These characteristics include municipality of residence,
marital status, immigrant status, education and household income of
mothers. Peel mothers who lived in Caledon; were married; completed
college or university; or had higher levels of income were also more likely
to have taken vitamin supplements containing folic acid prior to pregnancy
than were other women.
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Figure 3.2: Proportion of Mothers Who Took a Vitamin Supplement Containing
Folic Acid Prior to Pregnancy, by Selected Characteristics,
Region of Peel, 2002

Marital Status

Place of Birth /
Immigrant
Status

Education

Household
Income

57.6
55.0

Mississauga
Brampton
Caledon

Municipality

68.8
61.4

Married
Common law
Separated
Single, never married

34.7
36.4
24.4
60.0
57.2

Canadian-born
Immigrant (6+ yrs)
Recent immigrant (0-5 yrs)

40.2
43.7

High school or less
Some college or university
Completed college or university

49.6
62.5
42.9

< $10,000
$10,000–$19,999
$20,000–$29,999
$30,000–$39,999
$40,000–$49,999
$50,000–$59,999
$60,000–$69,999
$70,000–$79,999
$80,000 +

27.8
44.8
34.0
41.6
56.5
58.8
64.8
67.1
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Source: Survey of Parents of Children
0–2 Years, Region of Peel, 2002.
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Prenatal Medical Visit and Prenatal Class
Attendance
Prenatal Medical Visit
Medical professionals such as family doctors, obstetricians and midwives
are among the numerous sources of information and education that are
available to expecting mothers. The initial prenatal visit to medical
professionals can provide an opportunity to educate expecting mothers
on information relevant to their pregnancy, such as promoting behaviours
that support healthy pregnancies, as well as providing an opportunity to
explore relevant risk factors.
The Prenatal Education Classes: Survey of Mothers—2003 was conducted in
the Region of Peel in 2003. Respondents were asked to indicate the week or
month during their pregnancy at which they went for their first prenatal
visit to a doctor or mid-wife, whichever was first. As shown in Figure 3.3
(see following page), most mothers (73%) reported having their initial
prenatal medical visit within the first two months of their pregnancy.
Thirteen per cent of mothers had their first prenatal visit during their third
month of pregnancy, and 8% during their fourth month or later.
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Figure 3.3: First Prenatal Medical Visit by Month of Pregnancy,
Region of Peel, 2003
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Prenatal Class Attendance
Prenatal classes are another important source of education for expecting
parents that offer an in-depth look at pregnancy and the postpartum period.
Examples of topics that may be addressed in prenatal classes include: nausea
and vomiting, prenatal testing, lifestyle risks, breastfeeding, nutrition and
exercise, labour and delivery, role of the support person, baby care, postpartum care and community resources.
The Prenatal Education Classes: Survey of Mothers—2003 estimated that
almost one-third (32%) of Peel mothers who gave birth during 2003
attended prenatal classes during their most recent pregnancy. Respondents
who reported that it was their first pregnancy were more likely to have
attended prenatal classes (58%) than those who did not (10%).
Prenatal class attendance varied according to some measures of socio-economic
status including age and education of the mother. As shown in Figure 3.4
(see following page), mothers aged 25 to 29 years (35%) and 30 to 34 years
(36%) were more likely to have attended prenatal classes compared to
mothers aged 35 years and older (21%). In addition, mothers who completed
higher levels of schooling (i.e. who completed trade, technical school,
college or university) were more likely to attend classes than those with less
education (see Figure 3.5 on following page).
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Figure 3.4: Prenatal Class Attendance by Maternal Age Group,
Region of Peel, 2003
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Figure 3.5: Prenatal Class Attendance by Highest Level of Education
Completed by the Mother,
Region of Peel, 2003
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Among mothers who attended prenatal classes, the majority (71%) attended
when they were 7 to 9 months pregnant, while just over one-quarter (27%)
attended when they were 4 to 6 months pregnant.

Knowledge and Perceptions of Risk Factors
It is well recognized that certain factors during pregnancy can have adverse
effects on the developing fetus and health of the newborn after delivery. For
example, smoking during pregnancy has been implicated in causing low
birth weight, prematurity and intrauterine growth retardation.13

Alcohol Consumption during Pregnancy and Fetal Alcohol Syndrome/
Fetal Alcohol Effects
Alcohol consumption during pregnancy can cause a series of adverse health
effects known as Fetal Alcohol Syndrome (FAS) and Fetal Alcohol Effects
(FAE). Research examining the levels of alcohol consumed compared to
the severity of health effects on the child has been found to be equivocal,
resulting in no amount of alcohol being determined to be safe.14 For this
reason, physicians and public health officials recommend against having
any alcohol if a woman knows or suspects she is pregnant.15
Results of the Survey of Parents of Children 0 to 2 years—2002 indicate that
some women feel drinking during pregnancy is somewhat safe in moderation.
While only 1% of mothers perceived it to be somewhat or very safe for a
pregnant woman to drink 3 to 4 drinks of alcohol each weekend when
considering the effects on the baby, 29.4% believed that it was either
somewhat or very safe for a pregnant woman to drink two drinks of alcohol
on 2 to 3 occasions, and 48% believed it to be somewhat or very safe for a
pregnant woman to drink 1 to 2 drinks in total during a pregnancy as shown
in Figure 3.6 (see following page).
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Figure 3.6: Mothers Who Reported Alcohol Use During Pregnancy as
‘Somewhat or Very Safe’, by Level of Alcohol Use,
Region of Peel, 2002
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Level of Alcohol Use by Pregnant Woman

Results of the Survey of Parents of Children 0 to 2 Years—2002 also suggest
that 91% of Peel mothers with children 0 to 2 years old, knew that alcohol
use during pregnancy can lead to life-long disability in a child. Similarly,
79% of mothers knew that most effects of alcohol use on a child do not
usually disappear as the child grows. There were no differences observed
in respondents’ knowledge of these facts among age groups, education
levels, income levels or municipality of residence. However, higher
proportions of respondents who were foreign-born (21%), and those who
were recent immigrants (29%) did not know whether or not the effects of
alcohol use on a child would disappear as the child grew.

Summary
Preconception Health and Folic Acid Supplementation
In Peel, 58% of mothers reportedly took a vitamin supplement containing
folic acid before becoming pregnant the most recent time. Women aged
30 years or older were more likely to have taken folic acid supplementation
than younger women. Other differences in folic acid supplementation were
observed by municipality of residence, marital status, immigrant status,
education and household income of mothers. Peel mothers who lived in
Caledon, were married, completed college or university or had higher levels
of income were more likely to have taken vitamin supplements containing
folic acid prior to pregnancy than were other women.
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Prenatal Medical Visit and Prenatal Class Attendance
In Peel, approximately 73% of women who gave birth in 2003 reportedly
had their first prenatal medical visit within the first two months of their
pregnancy, while 13% had their first visit during their third month and
8% during their fourth month of pregnancy or later.
An estimated 32% of Peel mothers who gave birth in 2003 attended prenatal
classes during their pregnancy. Study findings suggest that first-time mothers
are more likely to attend prenatal classes than experienced mothers. In
addition, females 25 to 34 years were more likely than other age groups to
attend classes, and those who completed higher levels of schooling were
also more likely to attend classes than those with less education.

Knowledge and Perceptions of Risk Factors
Some Peel mothers feel drinking during pregnancy is somewhat safe in
moderation. While 1% of mothers perceived it to be somewhat or very
safe for a pregnant woman to drink 3 to 4 drinks of alcohol each weekend
when considering the effects on the baby, almost half (48%) believed it to be
somewhat or very safe for a pregnant woman to drink 1 to 2 drinks in total
during a pregnancy.
The majority of Peel mothers with children 0 to 2 years old (91%), knew
that alcohol use during pregnancy can lead to life-long disability in a child
and 79% knew that most effects of alcohol use on a child do not usually
disappear as the child grows. Higher proportions of respondents who were
foreign-born (21%), and who were recent immigrants (29%), did not know
whether or not the effects of alcohol use on a child would disappear as the
child grew.
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Infant Health—
The First Year of Life
Introduction
Health in the first year of life is a vital precursor
to health in later childhood and adulthood. This
chapter includes information on several aspects
of infant health, including birth weight,
stillbirths, congenital anomalies, infant and
perinatal deaths, and breastfeeding practices. Peel
data are compared with Ontario data in each instance.
Injury-related mortality and hospitalizations during the first
year of life are addressed in the injuries section of the chapter titled
Early Childhood Health (see page 41).

Low Birth Weight
Birth weight is an important predictor of maternal and infant health. Infants
born with low birth weight (weight less than 2,500 grams or five pounds,
eight ounces) tend to have an increased risk of dying and experience more
developmental and physical health problems compared to babies born with
normal birth weight.16,17 This finding is even more dramatic among pre-term
low birth weight children.16
Maternal factors that may contribute to the risk of low birth weight babies
include: having a lower socio-economic status,18,19 being of non-European
origin,20 being a teenage mother and being single or in a common-law
relationship.19,21 Behaviours such as smoking and alcohol use during
pregnancy have also been found to result in lower birth weight babies.22
Results of several Canadian studies have shown that the increasing
proportion of low birth weight babies is a function of an increase in the
proportion of pre-term births.23,24,25 In these studies, potential reasons for
the increases seen in low birth weight and pre-term births were given. These
included: increased registration of extremely early births (20 to 27 weeks);
increased use of ultra-sound-based estimates of gestational age;25 increased
obstetrical intervention; 24 increased multiple birth rates; 24 and increased
use of reproductive technologies such as in-vitro fertilization and hormone
induction of pregnancy.26 These increases in low birth weight and pre-term
births could also be explained by decreased availability of obstetrical care
providers, the effects of negative economic changes, or lack of access to
comprehensive prenatal programs.23
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Currently in Ontario, problems with recording the duration of pregnancies
have been identified27 and until such time as they are resolved, analyses of
gestational age cannot be conducted. Babies born in multiple births (twins,
triplets, etc.) have lower birth weights than singleton† births. In Peel, the
number of multiple births varies from year to year, influencing rates of low
birth weight. For this reason, low birth weight rates in this report are
reported separately for singleton and total births.
As shown in Figure 4.1, low birth weight rates* among singleton births
increased gradually between 1986 and 1995 in both Peel and Ontario after
which a gradual decline was observed. Peel’s singleton low birth weight rates
were either the same or slightly higher than rates in Ontario. This finding
was similar for total births (data not shown).

Figure 4.1: Singleton Low Birth Weight Rates,
Region of Peel and Ontario, 1986–2000
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1986–2000, HELPS (Health Planning System),
Health Planning Branch, Ontario Ministry of
Health and Long-Term Care.
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An examination of low birth weight births by the kind of birth in Peel
(single, twin, triplet, etc.) between 1986 and 2000 revealed that less than 5%
of single births were born with a weight of less than 2,500 grams. About half
of all twins were born with a weight of less than 2,500 grams. Approximately
90% of all triplets and 100% of all quadruplets were born with a weight less
than 2,500 grams.

†

A singleton is a baby that is not a twin or other multiple birth.

* The low birth weight rate is defined as the number of live births weighing less than 2,500 grams per 100 live births.
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In Peel during 2000, most low birth weight infants were born to mothers
aged 25 to 34 years; however, the highest rates of low birth weight were to
mothers aged 15 to 19 years and 40 years and older, who had fewer births
overall. This was true for both total live births and singleton live births.

Stillbirths
With the exception of 1991 and 1992 data, which were excluded from this
analysis due to data quality concerns, stillbirth rates† in the Region of Peel
gradually increased between 1986 and 1997 after which a decline was
observed (see Figure 4.2).

Figure 4.2: Stillbirths,
Region of Peel and Ontario, 1986–2000
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Source: Ontario Stillbirth Database,
1986–2000, HELPS (Health Planning
System), Public Health Branch, Ontario
Ministry of Health and Long-Term Care.
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Although Peel’s rate of stillbirths declined from a 15-year high of 8.5 per
1,000 total births in 1997 to 6.9 per 1,000 total births in 2000, these rates are
expected to fluctuate more than rates in Ontario due to smaller numbers. In
Ontario, stillbirth rates remained relatively stable over the 15-year period
with 6.3 stillbirths per 1,000 total births per year in 2000.

† Stillbirth rates are defined as the number of stillbirths per 1,000 total births (stillbirths plus live births).
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Congenital Anomalies
Congenital Anomalies
Data about congenital anomalies were collected from the Canadian
Congenital Anomalies Surveillance System (CCASS). The CCASS obtains
information on congenital anomalies detected at birth and up to one year
of age from hospital records and through other provincial systems.28, 29
Limitations of the system include: lack of reporting from some hospitals;
lack of outpatient data; exclusion of data on affected infants admitted to
hospital for other reasons; and exclusion of fetuses with anomalies that
result in termination of the pregnancy. 28, 29
Rates of congenital anomalies in Peel tended to be slightly higher than rates
for the province between 1997 and 2000 (see Figure 4.3). Congenital anomaly
rates in Peel increased from 1995 through 1997 after which rates remained
relatively stable. Ontario rates generally increased from 1995 through 1999.

Figure 4.3: Congenital Anomalies,
Region of Peel and Ontario, 1986–2000
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Neural Tube Defects
Neural tube defects (NTD) are birth defects associated with malformation
of the embryonic spinal cord and certain parts of the brain and are among
the most common and serious of all congenital anomalies.29,30 These defects
include anencephalus, spina bifida and encephalocele. Spina bifida results
when the lower portion of the neural tube fails to close properly, and may
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lead to paralysis and hydrocephalus.29 Anencephaly is a condition in which
most of the infant’s brain is missing because it doesn’t develop. Encephalocele
is a condition in which brain tissue bulges through a defect in the skull.31
Approximately 260 babies are born each year in Canada with a NTD.32
Unfortunately, there are no data on the number of pregnancies terminated
after a screening test detected a NTD or after the fetus spontaneously
aborted as a result of a NTD.29
Closure of the neural tube is complete approximately 25 to 27 days after
conception, when many women do not even know they are pregnant.29
Current recommendations therefore suggest that all women of child-bearing
age consume a minimum of 0.4 mg of folic acid per day, from diet and
vitamin supplements, to reduce the risk of having a baby with a NTD.33
In Canada, an analysis of birth defects found that in 1999, the birth prevalence
of NTDs was 5.8 per 10,000 total births. The 1999 rate for Canada (excluding
Nova Scotia) was 5.6 per 10,000 total births, a significant decline from the
rate of 11.1 per 10,000 reported in 1989.29
As shown in Figure 4.4, rates of neural tube defects in both Peel and Ontario
decreased between 1986 and 2000; however the rate for Peel remained
relatively stable between 1996 and 2000.

Figure 4.4: Neural Tube Defects,
Region of Peel and Ontario, 1986–2000

15

Number of cases per 10,000 total births (stillbirths plus live births)

12

9

6

* Suppressed due to quality concerns
regarding stillbirth data.
† Suppressed due to small numbers.
Sources: Canadian Congenital Anomaly
Surveillance System (CCASS), 1986–2000,
Health Canada.

3

Ontario Live Birth and Stillbirth Databases
1986–2000, HELPS (Health Planning
System), Public Health Branch, Ontario
Ministry of Health and Long-Term Care.

0
1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
11.9 13.6 9.1 12.0 11.9

*

*

8.2

8.1

5.9

4.4

4.6

4.5

†

4.7

Peel

10.9 14.0 11.8 11.1 12.1

*

*

9.4

9.8

9.6

6.5

8.2

5.8

5.4

4.9

Ontario

Year

The Regional Municipality of Peel

33

Perinatal and Infant Mortality
Perinatal Mortality
The perinatal period is defined as the time period between 20 weeks
gestation or 500 grams in weight, and seven days after delivery. Rates of
perinatal mortality include stillbirths and infant deaths up to seven days
of age, expressed per 1,000 total births (live births plus stillbirths).
Between 1986 and 1989, Peel’s perinatal mortality rates were below those
of the province. Peel’s rate started to rise in 1988. This upward trend
continued, with slight fluctuations, right up to 1997 when the rate for Peel
reached a 15-year high of 11.9 deaths per 1,000 total births, over the same
period. In 1998, Peel’s rate decreased to 9.2 deaths per 1,000 total births
and 10.4 deaths per 1,000 total births by 2000 (see Figure 4.5).

Figure 4.5: Perinatal Mortality,
Region of Peel and Ontario, 1986–2000
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Infant Mortality
Infant mortality includes all deaths that occur to live-born infants and
children under one year of age, and is expressed per 1,000 live births. Infant
mortality rates gradually decreased in Ontario over the 13-year period
between 1986 and 1998, from 7.1 to 5 deaths per 1,000 live births, after
which it increased slightly to 5.5 deaths per 1,000 in 2000. In Peel, rates
started at a lower point in 1986, at 5.9 deaths per 1,000 live births, and
declined to their lowest point in 1998 (3.3 deaths per 1,000 live births).
Rates have increased to 5 deaths per 1,000 live births in 2000 (see Figure 4.6).

Figure 4.6: Infant Mortality,
Region of Peel and Ontario, 1986–2000
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In Canada in 2001, the infant mortality rate was 5.2 deaths per 1,000 live
births.34 While the decline in these rates over time has been substantial,
international experience indicates there is still room for improvement. For
example, Japan, Finland and Sweden have rates as low as 3.8, 4 and 4 deaths
per 1,000 live births respectively, although these rates might not be directly
comparable due to differences in definitions.17
The decline in infant mortality and increase in perinatal mortality might
be linked to the increased registration of very premature infants. Extremely
premature infants—births that previously may have been registered as
spontaneous abortions, if at all, are now surviving and being registered
as births due to advances in obstetric and neonatal care.35
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Selected causes of infant death are shown in Table 4.1. Peel data for the
years 1989 to 1999 were combined to provide adequate numbers for analysis.
The most frequent cause of infant death in both Peel and Ontario was related
to conditions occurring in the perinatal period. These included maternal
conditions that affect the fetus, complications of pregnancy and birth,
and conditions related to birth trauma, birth weight, length of gestation
and infection.
Table 4.1: Selected Causes of Death in Infants (Children Less than 1 Year),
Region of Peel and Ontario, 1989–1999 Combined
Cause of
Death

* Average Annual Rate per 100,000.
Sources: Ontario Mortality Database,
1989 to 1999, HELPS (Health Planning
System), Public Health Branch, Ontario
Ministry of Health and Long-Term Care.
Population Estimates 1989–1999,
Provincial Health Planning Database
(PHPDB), Release date: July 2003, Health
Planning Branch, Ontario Ministry of
Health and Long-Term Care.

Number

Peel
Per Cent

Rate

Number

Perinatal conditions

371

51.4

259.1

4,174

45.0

263.0

Congenital anomalies

204

28.3

142.5

2,724

29.4

171.7

Ill-defined conditions

78

10.8

54.5

1,282

13.8

80.8

Nervous system
and sense organ
disorders

17

2.5

11.9

194

2.1

12.2

Injuries and
poisonings

16

2.2

11.2

206

2.2

13.0

Respiratory diseases

7

1.0

4.9

162

1.7

10.2

Infectious diseases

6

0.8

4.2

121

1.3

7.6

23

3.2

16.1

408

4.5

25.7

722

100.0

504.3

9,271

100.0

584.3

All others
Total

*

Ontario
Per Cent

Rate*

In Peel, slightly more than half (51%) of all infant deaths were caused by
perinatal conditions, while another 28% were caused by birth defects.
Similar proportions were found for Ontario. The next largest category
of cause of death among infants was ill-defined conditions, which includes
Sudden Infant Death Syndrome (SIDS). This ill-defined conditions category
accounted for 11% and 14% of infant deaths in Peel and Ontario, respectively.
As with infant mortality rates, Peel’s average annual rates of infant death by
selected causes were generally lower than the corresponding rates in Ontario.

Breastfeeding Practices
Breastfeeding infants during the first six months of life is widely recognized
to be the optimal method of feeding and provides benefits to both the mother
and infant.36 Breastfeeding reduces maternal anxiety, develops maternal selfesteem, promotes contraction of the uterus, improves bone remineralization
and possibly reduces the risk of ovarian cancer.37 It also benefits the mother
by helping her to lose weight and return to her pre-pregnancy weight more
quickly.38 Benefits to the infant include protection against gastrointestinal
and respiratory infections, middle ear infections and the possible
enhancement of cognitive function.39
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In 2000, the Region of Peel Health Department completed a telephone
survey with 541 Peel mothers who had a live-born infant in April, May
or June of 1999. The primary purpose of the study was to determine the
breastfeeding initiation and duration rates in Peel. Other factors, such as
awareness of breastfeeding and other infant feeding supports and services
in the community and reasons for cessation, were also examined. Details
about the study methodology have been previously published.36
Eighty-four per cent of mothers who participated in the survey initially
fed their babies breast milk at birth. Of these mothers, 79.5% breastfed
exclusively and 4.6% fed their babies a combination of breast milk and
formula. The six month breastfeeding duration rate from this study was
42.7% (using all women in the study as the denominator). Breastfeeding
initiation rates and duration rates varied by the age of the mother as shown
in Figure 4.7.

Figure 4.7: Proportion of Mothers Initiating Breastfeeding* and
Breastfeeding to Six Months by Maternal Age Group,
Region of Peel, 2000
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The most common reasons for discontinuation of breastfeeding were
concerns that the baby was not getting enough to eat and concerns
about the breast milk supply (41%). Just over one-third (35%) of
women discontinued because they returned to work and an additional
15% mentioned social reasons.
According to the 2002 Rapid Risk Factor Surveillance System Survey (RRFSS),*
an estimated 86.2% of women aged 18 to 49 years who had a baby in the past
* The Rapid Risk Factor Surveillance System (RRFSS) is an on-going telephone survey occurring in various public health units across
Ontario. On a monthly basis, a random sample of 100 adults aged 18 years and older is interviewed regarding risk behaviours,
knowledge, attitudes and awareness about health related topics of importance to public health. The survey content varies from
year to year.
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five years, initiated breastfeeding or tried to breastfeed their child even if
only for a short time. An estimated 58% of those who were no longer
breastfeeding indicated that they had breastfed for six months or more.
Although the sample of mothers who recently gave birth was much smaller
than that for the 2000 survey, the results are comparable in terms of
breastfeeding initiation rates.
In 2004/2005, Peel Health will be conducting another study which will
examine breastfeeding duration rates at six and twelve months post-partum.
Attitudes towards Breastfeeding in Public
There are a number of factors that influence duration of breastfeeding
such as supportive practices and written breastfeeding policies at health
care institutions, as well as additional education and support for parents
by health professionals and educators. Supportive environments for
breastfeeding in the community and workplace are also an important
measure aimed at improving breastfeeding duration.40
In 2003, 56% of Peel residents thought that it was acceptable for a mother
to breastfeed her baby while in a restaurant or shopping mall. Attitudes
towards breastfeeding in these public settings varied by sex and age group.
A larger proportion of males than females felt that breastfeeding was
acceptable in restaurants or shopping malls (see Figure 4.8). Respondents aged
25 to 44 years were more likely to feel that breastfeeding in both settings is
acceptable than were other age groups (see Figure 4.9 on following page).

Figure 4.8: Per Cent of Respondents who Feel that Breastfeeding
in Public is Acceptable, by Sex,
Region of Peel, 2003
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Source: Rapid Risk Factor Surveillance
System, Region of Peel, 2003.
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Figure 4.9: Per Cent of Respondents who Feel that Breastfeeding
in Public is Acceptable, by Age Group,
Region of Peel, 2003
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Summary
Low Birth Weight
Rising rates of low birth weight that were seen in Peel and Ontario throughout
the late 1980’s and early 1990’s began to decline after 1995 to 4.5 per 1,000
live births in Peel and 4.4 in Ontario by 2000. In Peel, the highest rates of
singleton low birth weight were seen in mothers aged 15 to 19 years and
40 years and older.

Stillbirths
Stillbirth rates in Peel increased gradually between 1986 and 1987, after
which they declined to a rate of 6.9 stillbirths per 1,000 total births in 2000.
In Ontario, stillbirth rates remained relatively stable over the 15-year period
with 6.3 stillbirths per 1,000 total births per year in 2000.

Congenital Anomalies
Rates of congenital anomalies in Peel tended to be slightly higher than rates
for the province between 1997 and 2000. Congenital anomaly rates in Peel
increased from 1995 through 1997, after which rates remained relatively
stable. Ontario rates generally increased from 1995 through 1999. In contrast,
rates of neural tube defects in both Peel and Ontario decreased between
1986 and 1996. However, the rate for Ontario increased in 1997 and 1998,
after which it fluctuated in 1999 and 2000.
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Perinatal and Infant Mortality
After reaching a high of 11.9 deaths per 1,000 total births in 1997, the
perinatal mortality rate began to stabilize at 10.4 deaths per 1,000 total
births in 2000. Rates in Peel over the last few years (1994 to 2000) have
generally been higher than in Ontario. In contrast, infant mortality has
declined in Ontario, although a slight increase occurred between 1998 and
2000. This trend has been similar, but less dramatic, in Peel. By 2000, infant
mortality rates in Peel were 5 per 1,000 live births compared to 5.7 per 1,000
live births in Ontario. In Peel, approximately half (51%) of infant deaths
were due to perinatal conditions, 28% to congenital anomalies and an
additional 11% to ill-defined conditions such as Sudden Infant Death
Syndrome.

Breastfeeding Practices
Breastfeeding initiation rates of 84% were calculated using data from a
Region of Peel survey conducted in 2000. The six-month duration rate
from the same study was 43%.
Both breastfeeding initiation and duration varied by the age of the mother.
Breastfeeding initiation rates increased with each increasing age group, as
did the six-month duration rates.
The most common reasons for discontinuation of breastfeeding were
concerns that the baby was not getting enough to eat and concerns about
the breast milk supply (41%). Just over one-third (35%) of women
discontinued because they returned to work and an additional 15%
mentioned social reasons.
There are a number of factors that influence duration of breastfeeding;
among these are supportive environments for breastfeeding in the
community.40 In 2003, 56% of Peel residents thought that it was acceptable
for a mother to breastfeed her baby while in a restaurant or shopping mall.
Attitudes towards breastfeeding in these public settings varied by sex and
age group.
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Early Childhood
Health
Introduction
This chapter includes information on several
aspects of early childhood health, including
leading causes of mortality and hospitalization
among children aged 1 to 6 years, and injuries
in early childhood. It also addresses selected
practices that can reduce or prevent morbidity and
mortality in early childhood and later in life, such as car
seat safety, bicycle helmet use, dental health practices and
childhood immunization.

Leading Causes of Child Mortality and
Hospitalization (1 to 6 Years)
This section provides an overview of the leading causes of mortality and
hospitalization among children aged 1 to 6 years.
Both mortality and hospitalization rates among children aged 1 to 6 years
were much lower than rates for infants (age less than one year) or adults. Due
to the small number of deaths each year, mortality from selected causes was
examined by combining the data for the period from 1989 to 1999. Data for
hospitalization are presented for 2001, the most recent available year of data.
The hospitalization data here (hospital separation data) reflect the diagnoses
at the time of discharge from a hospital and do not include diagnoses made
in hospital emergency rooms, clinics or physicians’ offices in which no hospital
admission occurred. Hospital separations represent the number of episodes
of hospitalization and not the number of children or youth hospitalized. A
child hospitalized on numerous occasions would have been counted once
for each episode according to the discharge diagnosis.

Mortality
In 1989 to 1999 combined, the top three causes of death for children aged
1 to 6 years in Peel and Ontario were injuries and poisoning, cancer and
congenital anomalies (see Table 5.1 on following page).
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Table 5.1: Number and Proportion of Deaths by Leading
Cause for Children Aged 1–6 Years,
Region of Peel and Ontario, 1989–1999 Combined
Peel
Leading Cause

Number

Per Cent

Ontario
Number
Per Cent

Injury and poisoning (all)
Motor vehicle traffic collisions
Homicide and injury purposely
inflicted by other persons

46
14

30.9
9.4

766
255

33.7
11.2

5

3.4

58

2.5

Cancer (all)
Lymphatic and haematopoietic

24
13

16.1
8.7

325
115

14.3
5.1

Congenital anomalies

16

10.7

306

13.4

Nervous system and
sense organ disorders

12

8.1

203

8.9

9

6.0

124

5.4

Circulatory system

<5

NR

90

4.0

All other causes

38

25.5

462

20.3

All Cause Total

149

100.0

2276

100.0

NR = not releasable due to small numbers.
Source: Ontario Mortality Database,
1986–2000, HELPS (Health Planning
System), Public Health Branch, Ontario
Ministry of Health and Long-Term Care.
Population Estimates 1989–1999,
Provincial Health Planning Database
(PHPDB), Release date: July 2003, Health
Planning Branch, Ontario Ministry of
Health and Long-Term Care.

Respiratory system (all)

Hospitalization
Leading causes of hospitalization for children aged 1 to 6 years by sex are
shown in Table 5.2 (see following page). In Peel in 2001, the top three causes
of hospitalization for males aged 1 to 6 years were respiratory system diseases,
infectious and parasitic diseases, and digestive system diseases. Similarly, the
top three causes for females in the same age group were respiratory system
diseases, infectious and parasitic diseases and endocrine, nutritional and
metabolic diseases and immunity disorders. Hospitalizations due to asthma
accounted for 19% of hospitalizations in males and 14% in females.
Hospitalization rates for males aged 1 to 6 years in Peel were generally
higher than those for their female counterparts (see Table 5.2 on following
page). In 2001, the all-cause hospitalization rate for males aged 1 to 6 years
in Peel was 5,303.9 per 100,000 compared to 4,132.6 per 100,000 females.
Hospitalization rates for males and females aged 1 to 6 years in Peel were
higher than for Ontario. In 2001, the all-cause hospitalization rate for Peel
males 1 to 6 years was 5,303.9 per 100,000 population compared to a rate of
4,572.9 per 100,000 for Ontario. Similarly, the all-cause hospitalization rate
for Peel females aged 1 to 6 years was 4,132.6 per 100,000 compared to a rate
of 3,502.7 per 100,000 in Ontario. Hospitalization rates for infectious and
parasitic diseases in Peel were slightly more than twice the rates for Ontario
in 2001 for both males and females.
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Table 5.2: Number, Proportion and Crude Hospitalization Rate by Leading Cause
for Children Aged 1– 6 Years by Sex,
Region of Peel and Ontario, 2001
Males
Leading Cause

Females

Peel
Number

Per Cent

Respiratory system (all)
Asthma
Pneumonia/influenza

939
448
206

40.2
19.2
8.8

Infectious and parasitic
diseases

354

Digestive systems
diseases
Endocrine, nutritional
and metabolic diseases
and immunity
disorders (all)
Diabetes

Ontario
Number

Per Cent

1783
648.1
426.9

567
240
165

32.8
13.9
9.6

7.0

318.4

270

1936

9.7

445.1

388.6
27.3

1369
101

6.9
0.5

7.2
2.4
0.7

379.5
129.5
36.4

1823
712
194

7
7

0.3
0.3

15.9
15.9

Congenital anomalies

67

2.9

Disorders of blood and
blood forming organs

62

Nervous system and
sense organ disorders
Disease of the skin and
subcutaneous tissues
Musculoskeletal
system and
connective tissue (all)
Arthropathies

Injury and poisoning (all)
Accidental falls
Accidental poisoning
Motor vehicle traffic
Collisions
Transport collisions†

Rate*

Number

Per Cent

2133.8
1018.1
468.1

7756
2819
1857

39.0
14.2
9.3

15.2

804.5

1385

181

7.8

411.3

171
12

7.3
0.5

167
57
16

Peel
Rate*

Ontario
Rate*

Number

Per Cent

Rate*

1356.8
574.3
394.8

4851
1488
1533

33.4
10.2
10.6

1169.8
358.8
369.7

15.6

646.1

1166

8.0

281.2

125

7.2

299.1

1513

10.4

364.9

314.7
23.2

150
8

8.7
0.5

358.9
19.1

1197
121

8.2
0.8

288.7
29.2

9.2
3.6
1.0

419.1
163.7
44.6

116
51
16

6.7
3.0
9.3

277.6
122.0
38.3

1321
573
123

9.1
3.9
0.8

318.6
138.2
29.7

85
160

0.4
0.8

19.5
36.8

6
5

0.3
0.3

14.4
12.0

59
102

0.4
0.7

14.2
24.6

152.3

740

3.7

170.1

34

2.0

81.4

431

3.0

103.9

2.7

140.9

540

2.7

124.1

68

3.9

162.7

443

3.0

106.8

58

2.5

131.8

722

3.6

166.0

57

3.3

136.4

517

3.6

124.7

42

1.8

95.4

366

1.8

84.1

34

2.0

81.4

294

2.0

70.9

24
7

1.0
0.3

54.5
15.9

208
63

1.0
0.3

47.8
14.5

18
10

1.0
0.6

43.1
23.9

150
54

1.0
0.4

36.2
13

All other causes

269

11.4

611.3

3047

15.4

700.5

288

16.8

689.2

2642

18.3

637.1

All Causes Total

2334

100.0

5303.9

19892

100.0

4572.9

1727

100.0

4132.6

14525

100.0

3502.7

* Rate per 100,000 population.
† Includes railway, other road vehicle, water transport, air and space, and other vehicle collisions.
Sources: Hospital In-Patient Data 2001, Provincial Health Planning Database (PHPDB)
Extracted: January 13, 2004, Health Planning Branch, Ontario Ministry of Health and Long-Term Care.
Statistics Canada, 2001 Census.
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Injuries
This section provides an overview of hospitalizations and deaths for both
intentional and unintentional injuries among Peel and Ontario children and
youth aged 0 to 6 years. In addition, it provides a snap shot of injury-related
survey data for children 0 to 2 years in the Region of Peel by characterizing
the most serious injuries experienced by these children according to the
type of injury, body part affected, place of occurrence and reason for the
injury. These survey-related data capture injuries that were not necessarily
severe enough to result in hospitalization or death.
While injuries represent a significant burden at the individual, familial and
societal levels, many of these can be prevented through the identification of
risk factors and the development of interventions such as the appropriate
use of car seats (see page 49) and bicycle helmets (see page 51).2
Injuries, both intentional and unintentional, are a significant health problem
in children. Intentional or violent injuries refer to injuries that are self-inflicted,
such as suicide, or those purposely inflicted by another person, including
assault and homicide. Unintentional injuries include injuries that occur as
a result of motor vehicle collisions, falls, drownings, burns and poisonings.

Unintentional Injuries
Unintentional injuries are often referred to as accidents, implying that
they occur at random and are not easily preventable. In fact, many are
predictable, the risk factors are identifiable and interventions are available
to prevent and minimize the impact of injuries.

Hospitalization for Unintentional Injury
In 2001, there were 475 hospital admissions for unintentional injuries to
children aged 0 to 6 years in Peel. The unintentional injury rate in this age
group was 482.4 per 100,000, which was lower than the Ontario rate of
557.6 per 100,000 (see Table 5.3 on following page).
Rates of hospitalization for unintentional injury were highest for children
aged less than one year, in both Peel and Ontario (see Table 5.3).
In Peel, unintentional injury rates overall were higher for males aged 0 to
6 years (525.8 per 100,000) than for females (436.6 per 100,000) in 2001.
Injury rates for both males and females in Peel were generally lower among
1 to 6 year-olds than for Ontario. Injury rates were comparable in Peel and
Ontario for infants aged less than one year old, however, the rate for infant
females in Peel was 12% higher than in Ontario (see Table 5.3).
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Table 5.3: Hospitalization for Unintentional Injury by Age Group and Sex,
Region of Peel and Ontario, 2001
Hospitalizations per 100,000
Age Group
Males

Peel
Females

Total

Males

Ontario
Females

Total

< 1 year

683.9

558.3

623.3

685.4

496.3

593.6

1–6 years

502.2

418.8

461.6

619.1

482.3

552.3

Total
0–6 years

Sources: Hospital In-Patient Data 2001,
Provincial Health Planning Database
(PHPDB) Extracted: January 13, 2004,
Health Planning Branch, Ontario Ministry
of Health and Long-Term Care.

525.8

436.6

482.4

627.6

484.1

557.6

Statistics Canada, 2001 Census.

The leading causes of unintentional injury-related hospitalization for Peel
varied by age group as shown in Table 5.4. Overall, accidental falls were the
most common cause of hospitalization among children 0 to 6 years. The
second leading cause of hospitalization among children under one year old
was burns and scalds, followed by suffocation. The second leading cause
among 1 to 6 year-olds was accidental poisonings, followed by injury
from playground equipment.

Table 5.4: Leading Causes of Hospitalization for Unintentional Injury by Age Group,
Region of Peel and Ontario, 2001

Age Group

Number

Peel
Ontario
Hospitalizations Number Hospitalizations
per 100,000
per 100,000
623.3
744
593.6
181.5
219
174.7

Less than 1 year
Accidental falls

79
23

Burns and scalds

8

63.1

31

24.7

Suffocation, including choking

5

39.4

42

33.5

1–6 Years

396

461.6

4693

552.3

Accidental falls

108

125.9

1285

151.2

Accidental poisonings

32

37.3

317

37.3

Injury from playground equipment

18

21.0

270

31.8

Motor vehicle traffic collisions

13

15.2

144

16.9

Burns and scalds

13

15.2

103

12.1

The Regional Municipality of Peel

Sources: Hospital In-Patient Data 2001,
Provincial Health Planning Database
(PHPDB) Extracted: January 13, 2004,
Health Planning Branch, Ontario Ministry
of Health and Long-Term Care.
Statistics Canada, 2001 Census.
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Unintentional Injury-related Deaths
In Peel, there were 53 unintentional injury-related deaths between 1991 and
2000 in children aged 0 to 9 years. The average annual rate of unintentional
injury death for this ten-year time period was 4 per 100,000 for Peel and
6 per 100,000 for Ontario. Injury death rates were higher in infants under
the age of one year, as shown in Table 5.5. Although not shown, the average
annual rate of unintentional injury-related death among children aged 0
to 9 years in Peel was similar in males (4.1 per 100,000) and females
(3.9 per 100,000).

Table 5.5: Unintentional Injury-Related Deaths by Age Group,
Region of Peel and Ontario, 1991–2000 Combined
* Average annual rate per 100,000.
Source: Ontario Mortality Database,
1991–2000, HELPS (Health Planning
System), Public Health Branch, Ontario
Ministry of Health and Long-Term Care.
Population Estimates 1991–2000,
Provincial Health Planning Database
(PHPDB), Release date: July 2003, Health
Planning Branch, Ontario Ministry of
Health and Long-Term Care.

Peel
Age Group

Ontario

Number

< 1 year
1–4 years
5–9 years
Total 0–9 Years

Rate

*

9
27
17
53

Rate*

Number
6.8
4.9
2.6
4.0

109
416
374
899

7.7
7.0
5.0
6.0

Intentional Injuries
Hospitalization for Intentional Injury
In 2001, there were 39 hospitalizations due to intentional injuries for
children aged 0 to 6 years in Peel, for a rate of 39.6 per 100,000 population.
The rate for Ontario was 70.4 per 100,000.
Hospitalization rates for intentional injury among females 0 to 6 years in
Peel were lower (35.5 per 100,000) than for males (43.5 per 100,000)
(see Table 5.6). Peel rates of hospitalization were highest for children aged
less than one year, compared to those aged 1 to 6 years. These findings were
consistent with rates in Ontario.

Table 5.6: Hospitalization for Intentional Injury by Age Group and Sex,
Region of Peel and Ontario, 2001
Hospitalization per 100,000

NR = Not releasable due to small numbers.
Sources: Hospital In-Patient Data 2001,
Provincial Health Planning Database
(PHPDB) Extracted: January 13, 2004,
Health Planning Branch, Ontario Ministry
of Health and Long-Term Care.
Statistics Canada, 2001 Census.
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Age Group

Males

< 1 year

136.8

1–6 years
Total
0–6 Years

Peel
Females

Total

Males

Ontario
Females

Total

NR

94.7

249.7

172.5

212.2

29.5

33.5

31.5

55.6

42.9

49.4

43.5

35.5

39.6

80.7

59.5

70.4
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Assault is one of the causes of intentional injury. In Peel, hospitalization
rates due to assault were highest in children aged less than one year compared
to those in the 1 to 6 year age group. This finding was similar to that in
Ontario (see Figure 5.1).

Figure 5.1: Hospitalization Due to Assault by Age Group,
Region of Peel and Ontario, 2001
60

Number of hospitalizations per 100,000
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50
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Sources: Hospital In-Patient Data 2001,
Provincial Health Planning Database
(PHPDB) Extracted: January 13, 2004,
Health Planning Branch, Ontario MOHLTC.
Statistics Canada, 2001 Census.
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Mortality Due to Intentional Injuries
Between 1991 and 2000 in Peel, there were nine deaths in children aged
0 to 9 years due to intentional injuries for an average annual rate of 0.7 per
100,000. Mortality rates were highest for children aged less than one year
(2.3 per 100,000) (data not shown).

Injury Prevalence in Peel
There is consensus among experts that most injuries are predictable and
preventable events having identifiable risk factors that can be reduced.41
However, a 1996 Health Canada study on parental attitudes toward unintentional
childhood injuries found that parents were less likely to hold the view that
these injuries were preventable.42 The majority of parents felt that injuries
to children were only “fairly preventable” (42%) or “somewhat preventable”
(32%), whereas 17% felt they were “very preventable” and only 2% said
they were “completely preventable”.
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The Survey of Parents of Children 0 to 2 Years—2002 asked mothers if their
youngest child had, in the past 12 months, experienced an injury serious
enough to require medical attention by a doctor, nurse or dentist. Injuries
were characterized according to the type of injury, body part affected, place
of occurrence and reason for the injury. Where the child had sustained more
than one injury, details were collected only on the most serious injury as
perceived by the mother.2
Nine per cent of mothers indicated that their child had experienced an
injury serious enough to require medical attention in the past 12 months.
Of these, 43% of the injuries were cuts, scrapes or bruises, 11% were broken
or fractured bones, 9% were burns or scalds, 6% were dislocations, 6%
were dental injuries, 5% were concussions, and 2% were sprains or strains
(see Table 5.7).2
Table 5.7: Type of Most Serious Injury Among those Children with Injuries*,
Region of Peel, 2002

* Based on injuries serious enough to
require medical attention
Source: Survey of Parents of Children
0–2 Years, Region of Peel, 2002.

Type of Injury
Cut, scrape or bruise
Broken or fractured bone
Burn or scald
Dislocation
Dental injury
Concussion
Sprain or strain
Internal injury
Other (mostly “head”)

Per Cent
43.0%
10.9%
9.4%
6.3%
5.5%
4.7%
2.3%
0.8%
17.2%

Of the body parts affected, 31% involved the head or neck, 27% involved
arms or hands, 20% involved the face or scalp and 10% involved legs or feet
(see Table 5.8 on following page).2
The majority of these injuries occurred either inside the child’s own home
or apartment (66%) or just outside the home or apartment, including the
yard or driveway, parking lot, or other shared areas related to the home
such as apartment hallways or laundry rooms (13%). Playgrounds or parks
represented only 1% of all locations where an injury occurred; this was also
the case for school or daycare settings.2
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Table 5.8: Location of Most Serious Injury Among those Children with Injuries,
Region of Peel, 2002
Body Part Affected
Head or neck (excluding eyes, face or scalp)
Arms or hands
Face or scalp (excluding eyes)
Legs or feet
Eyes
Shoulder
Trunk (excluding back or spine; including chest or internal organs)
Systemic (effecting an entire system)
Back or spine
Hip
Unknown

Per Cent
31.3%
26.6%
20.3%
10.2%
4.7%
2.3%
1.6%
1.6%
0.0%
0.0%
3.1%

Source: Survey of Parents of Children
0–2 Years, Region of Peel, 2002.

Responses about the nature of the accident revealed that 55% were the result
of “falls (excluding bicycle or sports)”. An additional 9% of injuries that were
counted in the “Other” category were related to falling from something (e.g.
change table, stroller, shopping cart), jumping on the bed and falling, slipping and
falling on a wet floor or tripping over objects left on the floor 2 (data not shown).

Car Seat Safety
Correctly used child restraints can prevent about 70% of motor vehicle
collision-related injuries and deaths.43 During 2002 in Canada, less than
20% of all car seats checked were correctly installed, meaning that four
out of every five children were not properly restrained in their car seats.43
Common car seat installation mistakes included: placing children forwardfacing before they are ready; using the tether strap improperly; improper
use of locking clips on seat belts and seat belts that are not tightened
sufficiently.44 In Ontario, the penalty for not ensuring that a child is
properly secured in a vehicle is $110 and two demerit points against the
driver’s licence.45,46
Requirements for car seats or restraints vary depending on the age, weight
and height of the child.43 Rear-facing infant seats should be used from birth
until the child weighs 10 kilograms (22 pounds); these should never be placed
in a seat equipped with an air bag. Forward-facing child seats are intended
to be used when the child weighs 10 to 18 kilograms (22 to 40 pounds) and
can independently pull to a standing position. These seats must be anchored
to the vehicle frame using a tether strap. Booster seats are used for children
weighing 18 kilograms (40 pounds) or more. The purpose of these seats is
to raise the sitting height of the child to make the adult seat belt assembly
(lap and shoulder harness) fit properly. Seat belts may be used when the
child reaches 27 kilograms (60 pounds), although some booster seats can
accommodate children weighing up to 100 pounds.47 The lap belt should
be worn low on the hips, while the shoulder belt should be worn over the
shoulder and across the chest, not behind the back or under the arm, as this
could cause serious injury or death in the event of a motor vehicle collision.47
The Regional Municipality of Peel
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Data from the Survey of Parents of Children 0 to 2 Years—2002 were used
to determine the proportion of children who were restrained in car seats
appropriate to their age and weight.
Of the mothers whose children were less than one year of age and under
22 pounds, 76% said that their child always travelled restrained in a rearfacing car seat. Some misunderstanding about the use of these seats was
demonstrated, as 9% of mothers believed that the child should never be in a
rear-facing car seat (see Figure 5.2). No differences were found among the
demographic variables examined.2
Of the mothers whose children were one year of age or older and weighed
22 pounds or more, 98% said that their child always travelled restrained in a
forward-facing car seat (see Figure 5.2). These results did not vary by any of
the demographic variables examined.2

Figure 5.2: Proportion of Children Travelling in Appropriate Car Seats,
Region of Peel, 2002
Per cent of children
Rear-Facing

98.4

100

Forward-Facing

80

76.2

60

40

NR = Not releasable due to small numbers.

20

14.4

Note: Excludes children who do not travel
in vehicles and “don’t know” responses.
Source: Survey of Parents of Children
0–2 Years, Region of Peel, 2002.
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Among all children for whom age and weight were provided, 78% were always
restrained in car seats appropriate to their age and weight. One limitation to
the survey design was that it was conducted over the telephone rather than in
person, thus observations of whether the child’s car seat was installed correctly
and used appropriately could not be obtained.2
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The back seat of the vehicle is the safest place in which children can travel.47
Transport Canada recommends that children aged 12 and younger be properly
restrained in the back seat, especially if there is a front passenger air bag in
the vehicle.43 Nearly all mothers (99%) reported that their children always
travelled in the back seat of the vehicle, and there were no differences
amongst demographic groups for this question.2

Bicycle Helmet Use Among Children (1 to 2 Years)
In Ontario, the law requires that children and youth under the age of
18 wear an approved bicycle helmet when travelling on any public road.48
Research has shown that wearing helmets is effective in preventing head
injuries. According to the Hospital for Sick Children, helmet use can reduce
the risk of brain injury by up to 88%.49 It has also been found that provinces
having helmet laws in place have experienced a 45% reduction in the
number of head injuries, based on data from 9,650 Canadian children
aged 5 to 19 years of age, hospitalized because of a bicycle-related injury.50
According to the Survey of Parents of Children 0 to 2 Years—2002, 60% of
children who rode or were passengers on a bicycle, tricycle or wagon always
wore a helmet, 6% wore a helmet most of the time, 2% rarely wore a helmet
and 32% never wore a helmet during these activities (see Figure 5.3).2
More riders aged two years old “always” wore helmets (65%) compared to
riders aged one year (56%).2

Figure 5.3: Proportion of Children Aged 1 and 2 Years that Wear Bicycle
Helmets when Riding on Bicycles, Tricycles or in Wagons,
Region of Peel, 2002
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Source: Survey of Parents of Children
0–2 Years, Region of Peel, 2002.
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Food Insecurity
“Food insecurity” is a term used to define hunger in developed countries.51
It is the inability to acquire or consume an adequate quality or quantity of
food in a socially acceptable way, or the uncertainty that one will be able
to do so.
According to data from the National Population Health Survey, 10% of
Canadians, or about three million people, were living in food-insecure
households in 1998/1999.52 Households having low incomes, those depending
on social assistance, those led by female lone-parents or those living in rental
accommodation had a higher likelihood of experiencing food insecurity.
This condition was found to be associated with poor health, multiple
chronic illnesses, obesity, distress and depression.
The Survey of Parents of Children 0 to 2 Years—2002 asked whether, in the past
12 months, they or someone in their household: worried that there would
not be enough food for the family to eat; did not eat the desired quality or
variety of foods; or did not have enough food for the family to eat, because
of a lack of money.2 Five per cent of respondents indicated that they worried
about insufficient quantity of food (see Table 5.9). Nine per cent said that
they or someone in the household did not eat the quality or variety of foods
they wanted to and 4% said that someone did not have enough food to eat
because of a lack of money at some point in the past 12 months.2

Table 5.9: Food Insecurity by Selected Demographic Characteristics of the Mother,
Region of Peel, 2002
..worry there would ..not eat the quality ..not have enough
Selected Demographic
Characteristics of the Mother

Overall
Mother’s
age

15–19 years
20 years or more

52

food for family to
eat because of a
lack of money?

5.1%

8.9%

3.5%

23.5%

29.4%

23.5%

4.8%

8.6%

3.2%

Separated

31.8%

40.9%

22.7%

Single

14.6%

20.7%

14.6%

3.6%

6.9%

2.0%

Education

High school or
less

10.1%

15.9%

7.4%

Some college or
university

2.9%

8.0%

3.6%

Completed college
or university

Source: Survey of Parents of Children
0–2 Years, Region of Peel, 2002.

or variety of food
because of a
lack of money?

Marital
status

Married

Note: Respondents were asked “In the
past 12 months, did you or anyone else
in your household…?”

not be enough food
because of a
lack of money?

Household
income

3.6%

6.7%

2.2%

13.2%

23.4%

8.8%

$40,000–$69,999

4.2%

11.4%

3.4%

> $70,000

1.0%

1.9%

0.6%

< $40,000
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Mothers who were single or separated, those with a high school education
or less, and those in the lowest income category were more likely to report
worrying about there not being enough food for their family due to a lack
of money (see Table 5.9 on previous page). These groups were also more likely
to report that they or someone in their household did not eat the variety or
quality of food they wanted, or have enough food at some point in the
preceding 12 months.2

Dental Health Practices
Oral health is an area which is often over-looked, but plays an important
role in general well-being. In children, dental disease can cause abscesses in
the mouth and undue pain, which can affect eating, sleeping and growth
and development.53 While oral diseases are seldom life-threatening, there is
increasing evidence that some oral conditions such as gum infections can be
associated with systemic diseases such as diabetes, heart disease and stroke.53
The Canadian Dental Association (CDA) recommends that babies and
young children not be given bottles in bed; if bottles must be given, the CDA
suggests using plain water.54 This is because formula, cow’s milk, breast milk
and fruit juice all contain sugars. Prolonged exposure of the teeth to these
sugars can increase the risk of dental caries.55 To date, there have been no
dental health assessments of the pre-school aged child population in Peel.
The Survey of Parents of Children 0 to 2 Years—2002, found that 32% of
mothers reported that their children had taken a drink in a bottle to bed at
some point in their lives.2 Mothers from Caledon were less likely to report
that their children had taken a bottle to bed (19%) compared to mothers
from Mississauga (32%) and Brampton (34%). The proportion of mothers
reporting that their children had ever taken a bottle to bed decreased with
increasing age of the mother, increasing levels of education and increasing
levels of household income. Single mothers and mothers who were new
immigrants were more likely to report that their children had taken a
bottle to bed.2
Of those mothers who reported that their children had taken a bottle to
bed, 81% reported that this practice still continued. Most of these mothers
(82%) reported that their children were taking a bottle to bed every night
(see Figure 5.4 on following page). The most commonly reported contents
of the bottles included milk (75%), water (14%), formula (12%) and juice
(8%), followed by other contents such as cereal mixtures, diluted juice or
breast milk.2
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Figure 5.4: Frequency of Children Currently Being Given Bottles in Bed,
Region of Peel, 2002
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Among mothers who reported that their children had teeth to brush, 75%
said that they either brushed their children’s teeth or supervised when they
were brushing their teeth all of the time (see Figure 5.5).2 However, 15%
reported that they rarely or never brushed or supervised the brushing of
their children’s teeth.2
Figure 5.5: Frequency of Toothbrushing or Supervision of Toothbrushing
for Children with Teeth,
Region of Peel, 2002
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The Canadian Dental Association (CDA) recommends that children be taken
for their first visit to the dentist within six months of the eruption of their
first tooth, or around age one.56 Among mothers whose children had teeth,
90% reported having a family dentist but only 9% had actually taken their
youngest child for a visit to the dentist.

Access to Dental Care in Children Aged 5 Years
A survey of school-aged children was conducted in 2001/2002 to assess the
oral health status of children in the Region of Peel. Senior kindergarten
students were included in the sample and thus data in this section are only
applicable to five year-olds and will address their access to dental care. For
more information about Children’s Dental Health in the Region of Peel,
refer to the Region of Peel Health Department’s Children’s Dental Health
2003 report.56
“Regular visits to dental care providers allow early identification and
intervention to prevent deterioration and consequences of untreated
conditions. Dental diseases are progressive and when left untreated may
lead to severe pain, dental abscesses and facial swelling which could result
in various limitations including problems with eating, sleeping, learning and
socializing. Some of the conditions may be considered as urgent depending
on the extent of the disease. The tendency for dental diseases to progress to
urgent conditions is lower in areas where access to oral health care is good.” 56
Sealants, appropriately placed soon after the molar teeth erupt, are almost
100% effective in the prevention of dental caries. Despite their effectiveness,
use of pit and fissure sealants is not widespread. In Peel, only 2% of five
year-olds had one or more sealants placed on their teeth.56
The presence of urgent dental conditions indicates a delay in seeking
necessary dental care. It may also indicate barriers to accessing dental
treatment. Overall, 18% of five year-olds in Peel had urgent dental
conditions. The prevalence of urgent conditions among five year-old
children in Caledon was less than half that of children of the same age
in Brampton and Mississauga.56
“Dental caries may be observed in its treated form as fillings or extractions,
and in its untreated form as cavities. The proportion of children who have
had all their teeth with dental caries restored (filled) without losing any can
be used to assess relative access to caries treatment.” Among five year-olds
in Peel who have had dental caries, 27% had all the cavities filled.56

Exposure to Second-Hand Smoke
Smoking is a leading cause of premature death and preventable illness, both
among smokers and non-smokers.57 Among young children, exposure to
second-hand smoke has been associated with the development of pneumonia,
bronchitis and other lung diseases, and is a suspected cause of Sudden
Infant Death Syndrome (SIDS).58
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The findings from the Survey of Parents of Children 0 to 2 Years—2002 showed
that 5% of mothers reported that someone in the household smoked regularly
inside the home. A description of the rules around people smoking inside
their homes including visitors when their children are home was collected,
as well as smoking in the vehicle they drive in most, or are a passenger in
with their children.2
The majority of mothers reported that smoking was not allowed in the home
at all (94%) or in vehicles (94%) (see Table 5.10).2 Although not shown, a total
of 90% of mothers reported that smoking was not allowed in their homes
nor in their vehicles. These results suggest that approximately 10% of
children aged 0 to 2 years are exposed to some degree of second-hand
smoke in either their home or vehicle.
Table 5.10: Reported Rules and Understandings about Smoking in Homes and
Vehicles with Children, Region of Peel, 2002

Source: Survey of Parents of Children
0–2 Years, Region of Peel, 2002.

Rules and Understandings About Smoking in Homes
When their Children are Home
Smoking in the home is not allowed at all
Smoking in the home is allowed some of the time
Smoking in the home is allowed in certain areas
Smoking in the home is allowed except if children are present
Smokers do whatever they want when in the home
Rules and Understandings About Smoking in Vehicles
with their Children
Smoking in the vehicle is not allowed at all
Smoking in the vehicle is allowed some of the time
Smoking in the vehicle is allowed except if children are present
Smokers do whatever they want when in the vehicle

Per Cent of Mothers
93.7%
0.8%
3.8%
0.7%
1.0%
Per Cent of Mothers
94.4%
1.7%
2.6%
0.8%

Childhood Immunization
Many important childhood diseases can be prevented by immunization. The
level of immunization of the child population is an important determinant
of the incidence of vaccine-preventable disease. Immunization against
diphtheria, tetanus, polio, measles, mumps, rubella, pertussis, Haemophilus
influenzae type b, hepatitis B and influenza is currently provided to Ontario
children free of charge, although hepatitis B is not provided to children in
early childhood. By January 1, 2005, three new publicly funded vaccines
will be added to the recommended schedule of routine childhood
immunizations—vaccines for chicken pox, meningococcal type C disease
and pneumococcal disease.59, 60
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The Immunization of School Pupils Act requires that all school-aged children
be vaccinated against measles, mumps, rubella, diphtheria, tetanus and polio,
or have a record of medical exemption or statement of conscience or religious
belief on file with the local Medical Officer of Health. 61 Immunization
records for school children are maintained by Peel Health on the provincial
Immunization Records Information System (IRIS). Since 2000, all Peel
children aged 2 to 4 years attending licensed day care centres have been
added to this system,62, 63 and their immunization status is now being
monitored.
“Immunization coverage” is determined by comparing the number of
children whose immunization status is known to be up-to-date for their
age with the number of children enrolled in schools or day cares. The
immunization schedule for Ontario specifies the number of required
doses of each vaccine by the age of the child.61,63
While immunization programs have been extremely successful in reducing
the incidence of vaccine preventable diseases and their effects, cases of these
diseases are still reported in Ontario and Peel each year. Some of these cases
occur because the population is not fully immunized, while others occur
because vaccines are not 100% effective.

Immunization Coverage—Measles, Mumps, Rubella, Diphtheria, Pertussis,
Tetanus and Polio
Table 5.11 presents data from IRIS for two combined vaccines: DPT-Polio
(diphtheria, pertussis, tetanus and polio) and MMR (measles, mumps and
rubella). For Peel, the proportion of the 4 to 6 year-old, school-aged
population known to be fully immunized ranged from 71 to 85% in 2003. In
general, these coverage rates increased with age in any given year; however,
they decreased within each age group from 2000 to 2003. Known coverage
rates were lowest for children aged four years.
Table 5.11: Proportion of Children Aged 4–6 Years Fully Immunized Against
DPT-Polio and MMR, by Age of Child,
Region of Peel, 2001–2003

% fully immunized in 2000
% fully immunized in 2001
% fully immunized in 2002
% fully immunized in 2003

4
80.8
80.9
74.0
71.4

The Regional Municipality of Peel

Age (Years)
5
85.4
84.7
83.4
77.0

6
85.9
86.9
84.2
84.7

Source: Immunization Records
Information System (IRIS), Region of Peel
Health Department, 10/15/2004.
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Immunization Coverage—Haemophilus Influenzae Type B
Haemophilus influenzae type b vaccine is recommended for children under
the age of five years, but is not required in the Region of Peel unless the child
is registered in a licensed day care centre. Table 5.12 presents coverage rates
among children attending licensed day care centres in Peel. These rates
ranged from 57 to 96% in 2003. In general, immunization coverage increased
with increasing age of children. However, with the exception of those less
than two years old, coverage rates were lower in 2003 than in 2001 and 2002.
Although not described in this report, immunization coverage rates among
Peel children in early childhood were below the national goals.64
Table 5.12: Proportion of Children Aged 4 Years and Younger in Day Care Facilities
Fully Immunized Against Haemophilus Influenzae Type B, by Age of Child,
Region of Peel, 2001–2003

Source: Immunization Records
Information System (IRIS), Region of Peel
Health Department, 10/19/2004.

% fully immunized in 2001
% fully immunized in 2002
% fully immunized in 2003

<1
86.1
82.6
76.2

1
86.3
79.1
56.6

Age (Years)
2
95.5
86.4
74.1

3
98.8
95.8
88.4

4
98.5
98.6
95.9

Sun Safety
The risk of skin cancer, one of the most frequent of all types of cancer,
increases with over-exposure to ultraviolet (UV) rays from the sun.65
Children are even more vulnerable than adults because their skin is thinner
and more sensitive, thus the UV rays can penetrate more easily. In infants,
even a short exposure to summer sun (less than 15 minutes) between 11 a.m.
and 4 p.m. might result in serious burns.65 Protecting young children from
the sun may greatly reduce their risk of developing skin cancer later on
in life.66
Several diseases of the eye can also result from exposure to UV radiation,
and the damaging effects are cumulative, building up steadily over a person’s
life.67 For this reason, it is recommended that people of all ages wear
sunglasses that block out harmful UV rays.
Mothers in the Survey of Parents of Children 0 to 2 Years—2002 were asked
whether any part of their children’s bodies had ever been sunburned and
with what frequency they used specific sun-protection strategies for their
children. Only 5% of mothers reported that their children had been sunburned
at some point in their lives. These results were consistent across all
demographic groups examined.2
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The most commonly used strategy to protect children from the sun was the
wearing of protective clothing; 88% of mothers reported their children wore
protective clothing “always” or “often” (see Figure 5.6). The use of sunscreen
with a sun-protection factor (SPF) of 15 or higher was the second most
frequently mentioned strategy, with 72% of mothers using sunscreen on
their children either “always” or “often”.2
Avoiding sun exposure between the hours of 11 a.m. and 4 p.m. was a
strategy “always” or “often” employed by 64% of mothers. Nearly half (49%)
of all mothers said their children never wore sunglasses with UV protection
when in the sun.2
Some of these results were found to vary by demographic group. For example,
those mothers who were foreign-born and especially those who were new
immigrants were not as likely to have their children always wear protective
clothing, sunscreen or sunglasses; however, they were more likely to have
their children avoid sun exposure during peak hours (see Table 5.13 on
following page). Although not shown, mothers from lower-income groups
were also less likely to have their children always wear protective clothing
or sunscreen compared to mothers with higher incomes.

Figure 5.6: Proportion of Mothers Reporting Use of Sun-Protection
Strategies with their Children,
Region of Peel, 2002
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Table 5.13: Proportion of Mothers Reporting Use of Sun-Protection Strategies
with their Children, by Selected Demographic Characteristics,
Region of Peel, 2002

Source: Survey of Parents of Children
0–2 Years, Region of Peel, 2002.

Selected Demographic
Characteristics
Overall
Canadian-born
Foreign-born
New immigrant

Always Wears
Protective
Clothing
79.7%
84.4%
72.7%
63.0%

Always
Wears
Sunscreen
63.4%
73.5%
48.0%
36.2%

Always
Avoids Sun
11 a.m.– 4 p.m.
30.7%
25.2%
38.9%
44.1%

Always
Wears
Sunglasses
8.0%
9.9%
5.2%
3.1%

Summary
Leading Causes of Child Mortality and Hospitalization
Between 1989 and 1999, the top three causes of death for children aged
1 to 6 years in Peel and Ontario were injuries and poisoning, cancer and
congenital anomalies.
In Peel in 2001, the top three causes of hospitalization for males aged 1 to 6
years were respiratory system diseases, infectious and parasitic diseases;
and digestive system diseases. Similarly, the top three causes for females
in the same age group were respiratory system diseases, infectious and
parasitic diseases; and endocrine, nutritional and metabolic diseases and
immunity disorders.
Hospitalization rates for males and females aged 1 to 6 years in Peel were
higher than for Ontario.

Injuries
In 2001, rates of unintentional injury-related hospital separations in children
aged 0 to 6 years in Peel were lower (482.4 per 100,000) than in Ontario
(557.6 per 100,000). Child rates of unintentional injury were higher in males
(525.8 per 100,000) compared to females (436.6 per 100,000) in Peel and
higher in the less than one year age group. Accidental falls were the leading
cause of hospitalization due to unintentional injuries among children aged
0 to 6 years.
Between 1991 and 2000 there were nine deaths among children aged 0 to 9
years from intentional injuries in Peel. Mortality rates were highest for children
aged less than 1 year.
In 2002, 9% of mothers reported that their child 0 to 2 years old had
sustained at least one injury in the past 12 months serious enough to require
a medical visit. Cuts, scrapes and bruises were the most commonly reported
type of injury (43%) followed by broken or fractured bones (11%). The
head and neck were reported as the most common body parts affected by
injuries (31%). Injuries most often occurred either inside the child’s own
home or apartment (66%) or just outside the home or apartment (13%).
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Car Seat Safety
According to the Survey of Parents of Children 0 to 2 Years—2002, an estimated
78% of children were restrained in car seats appropriate to their age and
weight. However, observations of whether the child’s car seat was installed
correctly and used properly could not be obtained.

Bicycle Helmet Use among Children 1 to 2 Years Old
Almost half (45%) of mothers surveyed reported that their children aged
1 and 2 years old rode bicycles, tricycles or rode in wagons; however, only
60% of these children always wore a helmet.

Food Insecurity
In 2002, 5% of mothers with children aged 0 to 2 years reported that in the
12 months prior to being surveyed, someone in the household worried that
there would not be enough food to feed the family due to a lack of money.
Nine per cent reported that someone in the household did not eat the
quality or variety of food they wanted because of a lack of money and 4%
reported that the family actually did not have enough food to eat due to a
lack of money.

Dental Health
The Canadian Dental Association (CDA) recommends that babies and
young children not be given bottles in bed; if bottles must be given, the
CDA suggests using plain water.54 This is because formula, cow’s milk, breast
milk and fruit juice all contain sugars. Prolonged exposure of the teeth to
these sugars can increase the risk of dental caries.55
Thirty-two per cent of mothers reported that their children had taken a drink
in a bottle to bed at some point in their lives. The proportion of mothers
reporting that their children had ever taken a bottle to bed decreased with
increasing age of the mother, increasing levels of education and increasing
levels of household income. Single mothers and mothers who were new
immigrants were more likely to report that their children had taken a
bottle to bed.
The most commonly reported contents of the bottles included milk (75%),
water (14%), formula (12%) and juice (8%), followed by other contents
such as cereal mixtures, diluted juice or breast milk.

Exposure to Second-Hand Smoke
In 2002, an estimated 10% of children aged 0 to 2 years were exposed to
second-hand smoke in either their home or vehicles.
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Childhood Immunization
Immunization coverage rates among Peel children aged 0 to 6 years were
below national goals. For Peel, the proportion of the 4 to 6 year-old, schoolaged population known to be fully immunized for DPT-Polio (diphtheria,
pertussis, tetanus and polio) and MMR (measles, mumps and rubella)
ranged from 71 to 85% in 2003. In general, these coverage rates increased
with age in any given year, however, they decreased within each age group
from 2000 to 2003. Known coverage rates were lowest for children aged four
years.
Haemophilus influenzae type b vaccine is recommended for children under
the age of five years, but is not required in the Region of Peel unless the child
is registered in a licensed day care centre. Coverage rates for Haemophilus
influenzae type b vaccine among children attending licensed day care centres
in Peel ranged from 57 to 96% in 2003. In general, immunization coverage
increased with increasing age of children.

Sun Safety
Five per cent of mothers reported that their children aged 0 to 2 years had
been sunburned at some point in their lives. The most commonly used
strategy to protect children from the sun was the use of protective clothing.
Eighty-eight per cent of mothers reported that their children wore protective
clothing ‘always’ or ‘often’.
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Data Sources, Methods and
Limitations
The main data sources, methods and limitations of the data used in this
report are described below:

Local Surveys
The Survey of Parents of Children 0 to 2 Years—2002; the Prenatal Education
Classes: Survey of Mothers—2003; and the 2002 and 2003 Rapid Risk Factor
Surveillance System surveys were all telephone surveys conducted at the
Region of Peel level. Data from these surveys are all based on self-reports
from survey respondents or their proxy. Self-reported data may be subject
to errors in recall, over or under-reporting because of social desirability, or
errors from proxy reporting. These surveys were administered in English
only. Additional information about each of these surveys follows.
Survey of Parents of Children 0 to 2 Years—2002
The Survey of Parents of Children 0 to 2 Years—2002 was conducted by the
Region of Peel Health department (Peel Health) in 2002. The sampling
frame for this survey was drawn from the Healthy Babies/Healthy Children
(HBHC) Database, also referred to as the Integrated Services for Children
Information System (ISCIS). Survey respondents consisted of mothers who
resided in Peel, delivered a baby in 2000 or 2001, consented to participate in
the survey and spoke English. Data were collected between May 6th and
October 4th, 2002.
Prenatal Education Classes: Survey of Mothers—2003
The Prenatal Education Classes: Survey of Mothers—2003 was conducted by
Peel Health in 2003. The telephone survey was administered to new mothers
from the HBHC Program who resided in Peel, delivered a baby between the
months of May and October 2003, consented to participate in the survey
and spoke English. Data were collected between June and November of 2003.
2002 and 2003 Rapid Risk Factor Surveillance System Survey
The Rapid Risk Factor Surveillance System (RRFSS) is an on-going telephone
survey occurring in various public health units across Ontario. On a monthly
basis, a random sample of 100 Peel residents, aged 18 years and older, is
interviewed regarding risk behaviours, knowledge, attitudes and awareness
about health-related topics of importance to public health. The survey
content varies from year to year.
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Hospitalization
Hospitalization data in this report are collected by the Canadian Institute for
Health Information (CIHI). Data for Peel from 1986 to 1994 were obtained
from the Ontario Ministry of Health and Long-Term Care, while data for
1995 through 1998 were distributed to Peel Health from the Central East
Health Information Partnership (CEHIP). For 1999 and 2001, data were
obtained through the Provincial Health Planning Database (PHPDB)
initiative at the Ontario Ministry of Health and Long-Term Care.
CIHI data for the years 1986 to 2001 were coded based on the International
Classification of Diseases, 9th Revision (ICD-9) system of classifying causes
of death and hospital stay.
Limitations of the hospital separation data are as follows:

• Only cases serious enough to require hospital admission are captured;
• Codes presented in the hospital separation data set reflect the cause of
stay upon discharge, not admission;

• People admitted to hospital more than once in a year for the same cause
are counted for each hospital stay, not as an individual case;

• Other reasons, such as factors related to physician referral, screening and
admission practices, may explain changes in the data over time.

Births
Birth data for this report were from the Ontario Live Birth Database,
1986–2000 and were distributed to Peel Health through the Health Planning
System (HELPS) initiative of the Ontario Ministry of Health and Long-Term
Care. At the time this report was prepared, final data were available up to
2000. Birth data included live and still births.
Limitations of the birth data are as follows:

• Out-of-province births to Ontario mothers were excluded from analyses to
ensure consistent comparisons over time;

• Approximately 3% of live births are not recorded in the live birth database.68
Additional limitations of birth data are documented on the Association of
Public Health Epidemiologists of Ontario Core Indicators Web site68 at:
http://www.apheo.ca/indicators/pages/resources/data%20sources/live_birth_data.htm
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Congenital Anomalies
Congenital anomalies data for this report were from the Canadian Congenital
Anomaly Surveillance System (CCASS), 1986–2000. At the time this report
was prepared, data were available up to 2000. Data are captured in CCASS
through hospital separation information for infants less than one year of age.
Limitations of the congenital anomalies data are as follows:

• Possible over-counting;
• Exclusion of Ontario residents treated outside the province;
• Under-counting for some congenital anomalies due to (a) lack of
diagnosis at birth or prior to one year of age, (b) therapeutic abortion
due to screening for condition, (c) no hospital separation of infant required
for condition, (d) availability or accessibility of care for condition, or (e)
administrative policies and procedures. This under-counting may vary
over place and time and is more likely for less severe anomalies, e.g., mild
forms of spina bifida. In general, the number of reported cases of neural
tube defects in births is thought to be accurate because the severity of the
anomaly makes it easily diagnosed at birth;69

• An underestimate of the true number of neural tube defects (NTDs)
because there is no reporting of the number of therapeutic abortions
performed due to screening for NTDs. An estimate of hospital-based
abortions may be calculated using ICD-9 codes 635+636+637 (abortions)
combined with 655.0 (known or suspected central nervous system
malformation in fetus);69

• The rate of NTDs may change over time and place due to the availability
of genetic screening and resultant therapeutic abortion, and the use of folic
acid supplementation.69

Mortality
Mortality data for this report were from the Mortality Data File, collected
by the Ontario Office of the Registrar General and distributed to Peel Health
through the Health Planning System (HELPS) initiative of the Ontario
Ministry of Health and Long-Term Care. Mortality data for the years
1986–1999 are coded based on the International Classification of Diseases,
9th Revision (ICD-9) system of classifying causes of death and hospital stay.
Mortality data for 2000 are defined using the International Classification
of Diseases, 10th Revision (ICD-10).
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Immunization data
Immunization data in this report were from the Immunization Records
Information System (IRIS), 2000–2003.
Limitations of IRIS data are as follows:

• Immunization of diphtheria, tetanus, polio, measles, mumps and rubella is
covered by the Immunization of School Pupils Act. Private schools are not
covered by this legislation;70

• Data collected through this system reflects information from children
who have been screened and therefore may not accurately reflect the true
vaccination rate in the community. Data collected for children aged in day
cares is limited to licensed day care centres and does not include children
who are at home or in unlicensed day care.70
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