
FOCUS ON OVERWEIGHT,
OBESITY AND DIABETES

Canadians have become accustomed to 
healthier lives and ever-increasing lifespans as a
consequence of better prevention and treatment
of disease. But a growing threat could reverse
these gains. Obesity is a rapidly increasing
problem across Canada and around the world,
and Peel is no exception. This chapter will
describe the increase in obesity and its
consequences, especially diabetes, and will
discuss its relationship with physical activity 
and nutrition.

Measured obesity increased from 14% to 23%
between 1978 and 2004 in Canada

How is obesity measured?

The body mass index (BMI), which is based on
height and weight measurements, has been used
for many years in self-reported surveys about
body weight. However, self-reported BMI can
give an inaccurate reading of average body
weight in a population because survey
respondents tend to overestimate height and
underestimate weight, leading to underestimates
of overweight and obesity. In Canada, for
example, the prevalence of obesity was 15% 
by self-report in 2003 compared to 23% by
measurement in 2004.1

For more details about how overweight and
obesity are measured, please see the Risk 
Factors chapter.
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Nearly half of Peel adults (410,000 people) are
overweight or obese. These adults are carrying
around an excess of nearly 12 million pounds!

In Canada over the last 30 years, the rates of
overweight and obesity for both males and
females have increased significantly. Between
1985 and 2004, self-reported obesity increased
from 6% to 15%, whereas measured obesity
increased from 14% to 23% between 1978 
and 2004.1

Across the country, the rate of increase varies
from province to province, with the greatest
increases found in Newfoundland, Saskatchewan
and New Brunswick.2

In Peel, males are more likely than females 
to be overweight or obese 

In 2005, 35% of Peel residents aged 18 years 
and older were classified as overweight and an
additional 12% were classified as obese.C Men
aged 25 to 44 years were more likely to be
overweight or obese than their female counterparts
(Figure 15.1 on next page). In Ontario, men were
more likely than women to be overweight or
obese in every age group.

Overweight adolescents are likely to become
overweight adults

In Canada from 1978 to 2004, the rates of
overweight and obesity rose dramatically among
children aged six to 11 years (from 13%* to
26%) and 12 to 17 years (from 14%* to 29%).3

This trend is worrisome because overweight
adolescents are likely to become overweight
adults, putting them at increased health risk,
especially for diabetes.

In 2005, Peel Public Health took BMI
measurements of more than 7,000 school
children in grades 7 to 12.D An alarming 31% of

the boys and 26% of the girls were classified as
overweight or obese. Males were more likely
than females (15% vs. 9%) to be classified as
being obese. The proportion of overweight and
obesity was highest in the younger grades.D

Those with higher incomes are generally less
likely to have risk factors for chronic diseases,
however, Figure 15.2 (next page) shows the
opposite to be true when it comes to high-
earning Canadian males and obesity. In 2004, the
prevalence of obesity among males increased
with rising income levels. This appears to be a
recent phenomenon as a previous assessment,
spanning 1986 to 1992, showed obesity among
males decreasing with rising income levels.
Among females, both surveys showed the
prevalence of obesity decreasing with rising
income levels. Why are Canadian men in the
highest income categories, who have all the
advantages of nutritious food and exercise
facilities, increasingly likely to be obese? And why
do they differ from their high-income female
counterparts? 

“You can never be too rich or too thin.” 
Wallis Simpson, Duchess of Windsor
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Figure 15.1
Overweight and Obesity by Age Group and Sex,
Peel, 2004, 2005

12–17 18–24 25–44 45–64 65+

* Use estimate with caution
Notes: Excludes pregnant women  
Data for 12-17 year-olds are based on measured height and weight, and are for 2004.  Data for those aged 18 years and older are
self-reported and are for 2005.  
Sources: Canadian Community Health Survey 2005, Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care
Student Health Survey 2004, Peel Public Health
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Figure 15.2
Prevalence of Obesity by Sex and Household Income,
Canada, excluding territories, 1986–92 and 2004
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† Significantly higher than estimate for 1986-92 (p<0.05). Note:  For each sex/household income group, the estimate based on the
Canadian Heart Health Surveys was age-standardized using the distribution of the corresponding 2004 CCHS population.
Source: Canadian Heart Health Surveys 1986-92; Canadian Community Health Survey 2004:  Nutrition.
Adapted from: Shields M, Tjepkema M.  Trends in Adult Obesity.  Health Reports, 2006: 17(3): 57.
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In addition to income, the prevalence of
overweight and obesity varies by ethnic origin.
Figure 15.3 shows that 57% of Ontario residents
of Latin American origin are overweight or obese
compared to just 23% of residents of East/
Southeast Asian origins.

Differences among ethnic groups in the
prevalence of overweight and obesity are
observable by birthplace and time lived in

Canada. Long-term immigrants (immigrated 
11 years ago or more) had a higher prevalence 
of overweight and obesity than more recent
immigrants (immigrated 10 years ago or less)
(Figure 15.4). These differences suggest that
although the prevalence of overweight is
relatively low among some immigrant groups, 
it is likely to rise as time passes. The increases 
in BMI may relate to adoption of more western
diets and/or sedentary lifestyles.4
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Figure 15.3
Overweight and Obese Adults by Ethnic Origin,
Ontario, 2005

Per cent of adults aged 18 years and older

Ethnic Origin

Note:  Excludes pregnant women
Source: Canadian Community Health Survey 2005, Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care
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Figure 15.4
Overweight and Obesity by Immigrant Status,
Ontario, 2005

Per cent of population aged 18 years and older

Immigrant Status
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Note: Excludes pregnant women
Source: Canadian Community Health Survey 2005, Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care

0

10

20

30

40

50

60

34.1

17.5

37.4

13.2

28.1

7.3

MOH-0004.qxd:Layout 1  12/11/08  4:08 PM  Page 152



Obesity and Health Outcomes

There is a strong link between obesity and health.
The following list shows various medical
problems associated with obesity.5

Medical Complications of Obesity
• Diabetes
• Coronary heart disease
• Stroke
• Dyslipidemia
• Hypertension
• Several forms of cancer
• Gall bladder disease
• Back pain
• Osteoarthritis
• Cirrhosis
• Phlebitis
• Abnormal pulmonary function
• Obstructive sleep apnea
• Abnormal menses
• Infertility
• Gout
• Venous thromboembolism
• Thyroid disorders
• Pancreatitis

Although individuals who are obese can also 
be healthy, an increase in the number of obese
people in a population will lead to an increase in
the incidence of disease. The strong relationship
between obesity and diabetes is particularly
troubling.

Figure 15.5 shows the close relationship between
BMI, heart disease and diabetes among Ontario
residents. Note the dramatic rise in diabetes as
BMI increases, and the doubling of heart disease
as BMI changes from normal (BMI of 18.5 to
24.9) to Class 3 obese (BMI greater than 40). 

Similarly the proportion of Peel’s population
suffering from hypertension increases as BMI
rises. In Ontario, the prevalence of osteoarthritis
also increases as BMI increases. This finding
makes intuitive sense since joints are placed
under greater pressure as body weight increases
(Figure 15.6 on next page).

Why the epidemic of obesity?

At one level, the answer is easy. To maintain
stable weight, a person should take in an amount
of energy equal to that expended. It is generally
accepted that changes in physical activity levels
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Figure 15.5
Prevalence of Diabetes† or Heart Disease† by Body Mass Index,
Ontario, 2005

Underweight Normal weight Overweight Obese - Class 1 Obese - Class 2 Obese - Class 3

† Diagnosed by a health professional
* Use estimate with caution
Note:  Excludes pregnant women
Source: Canadian Community Health Survey 2005,  Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care
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have led to a decrease in energy expenditure. In
addition, caloric intake from food has gone up. 

Food intake surveys in the U.S. showed an
increase in energy consumed of 268 calories for
men and 143 for women between 1977–1978 and
1994–1996. Increased energy available from the
food supply amounted to 418 calories between

1978 and 1999.6 Similar Canadian data are
shown in Figure 15.7.

Caloric intakes of this magnitude, coupled with 
a decrease in physical activity are compatible
with the increases in body mass which have 
been observed.
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Figure 15.6
Prevalence of Osteoarthritis† and High Blood Pressure† by Body Mass Index,
Peel, 2005

Per cent of population aged 18 years and older

Body Mass Index
Underweight / Normal weight Overweight Obese

Osteoarthritis High blood pressure

† Diagnosed by a health professional
* Use estimate with caution
Note: Excludes pregnant women
Source: Canadian Community Health Survey 2005, Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care
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Figure 15.7
Energy Intake,
Canada, 1976–2002
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But why are people eating more and
exercising less?

Although it is tempting to blame personal
lifestyle choices, closer analysis reveals the
presence of powerful global trends – beyond the
control of the individual – that are changing the
food supply and reducing physical activity levels.
Around the world, societies have been creating
“obesogenic” environments – environments that
work against individuals as they try to maintain a
healthy weight.7

Physical activity levels drop sharply 
in the teen years

Greater mechanization in the workplace, the shift
from farming and manufacturing to service
sector jobs, the increased use of cars for traveling
short distances and the availability of passive
entertainment have all contributed to a decrease
in energy expenditure.

In general, human physical activity is either
utilitarian – done to get somewhere or get
something accomplished – or recreational –

undertaken purely for pleasure or exercise. Most
of our activity falls into the first category. As a
result, this is where significant change must
occur to increase our levels of energy
expenditure for the benefit of our health. 

For children and youth, regular physical activity
is essential for healthy growth and development.
Children active at an early age are more likely to
maintain an active lifestyle later in life.8 Good
parental role modeling can get young people on
the right track. Children of parents who are
physically active are five to six times more 
likely than those with inactive parents to be
active themselves.9

In 2005 in Peel, adults who were physically
inactive were more likely to be obese than those
who were physically active (Figure 15.8). There
is some good news, however – research shows
that physically active adults, even those who are
overweight, have better health outcomes.10
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Figure 15.8
Obese Adults by Physical Activity Level,
Peel and Ontario, 2005

Per cent of population aged 18 years and older

Physical Activity Level
Active Moderate Inactive

Peel Ontario
* Use estimate with caution
Note:  Excludes pregnant women
Source: Canadian Community Health Survey 2005, Statistics Canada, Share File, Ministry of Health and Long-Term Care
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Canada’s Physical Activity Guides for Children
and Youth recommends accumulating 90 minutes
of physical activity per day, of which 30 minutes
are vigorous activity. This can be accomplished
in small bouts of 10 minutes or more throughout
the day and can include both unorganized sport
and unstructured activities like free play.11,12

The Canadian Paediatric Society recommends
limiting TV watching to less than two hours per
day for school-aged children.13 Physical activity
levels drop sharply in the teen years as youth
become more independent, opt out of physical
education at school and start to rely more on cars
and buses for transportation.14

In Peel in 2004, students were asked how often
they participated in vigorous physical activity
during and outside of school hours. Vigorous
physical activity outside of school hours could
include both non-school activities and school-
related activities such as playing sports on school
teams. The students said that, on average, they
participated in vigorous physical activity on 3.7
days per week. Females were significantly more
likely than males (15% vs. 7%) to report not
exercising at all during the previous seven days,
and they were significantly less likely than males
(11% vs. 26%) to report exercising every day. 

The proportion of students who did not
participate in vigorous physical activity on any
day during the previous five days in school 
(e.g. in physical education class) increased from
13% in grade 7 to 73% in grade 9 (Figure 15.9).
Physical inactivity outside of school also
increased by grade.D

Students were also asked to indicate the number
of hours they spent per week doing a variety of
selected activities, including walking, bicycling,
working on the computer, playing video games,
reading and watching television, videos or DVDs:

• Twenty-two per cent spent 11 or more hours per
week watching television, videos or DVDs.

• Twenty-five per cent spent 11 or more hours per
week using a computer outside of school hours,
including during part-time work.

• Five per cent spent 11 or more hours per week
playing video games.

• Twenty per cent spent six or more hours per week
reading. A much higher proportion of females
than males (23% vs. 16%) reported reading six
or more hours per week. The proportion of
students who reported reading for six hours or
more per week increased by grade from 16% in
grade 7 to 24% in grade 12.D
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Figure 15.9
Physical Inactivity Inside School† by Grade,
Peel, 2004

Per cent of all students

Grade Level
Grade 7 Grade 8 Grade 9 Grade 10 Grade 11 Grade 12

† Not having participated in vigorous physical activity during physical education class on any of the last five school days (0 days) and
includes those not enrolled in physical education class at the time of the survey.    
Source: Student Health Survey 2004, Peel Public Health
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Studies have shown that, there is a strong
association between overweight and obesity and
screen time. A stunning 35% of Canadian youth
spending 30 or more hours per week in front of a
screen are overweight or obese compared to 23%
of those who spend fewer than 10 hours per week
in front of a screen.3 

For additional details about the risks associated
with physical inactivity and the benefits of
staying active, please see the Risk Factors chapter. 

The form of our cities and suburbs has 
created an obesogenic environment

The biological drive to eat was formerly balanced
by the greater challenge of obtaining food and
the lower caloric content of the foods consumed.
At the same time, humans possess complex
hormonal loops that allow them, if threatened by
starvation, to conserve energy and thus maintain
weight.15 Since long-term weight-loss efforts are
a form of starvation, the body responds by
reducing its energy use. The combination of 
the increased availability of high calorie foods
and the body’s conservation of energy during
long-term dieting makes it extremely difficult 
for people to lose weight and keep it off.
Prevention of weight gain throughout the life
cycle appears to offer the best chance of
reversing the obesity epidemic.15

Why are we eating more? Obviously, not because
of a conscious decision. A range of factors,
including availability, price, habit, advertising
and convenience, influence our choice of food
and levels of food consumption. These factors,
together with the social, economic and
commercial causes underlying them, form 
what is called the “food environment.”

The final three decades of the 20th century
produced many major shifts in diet and food-
related activities across the globe. These include: 

• An increase in the consumption of edible oils,
meat and sugar which has led to a rise in the
energy density of our diets.16 The average
Canadian diet derives 52% of its calories from
carbohydrates, 36% from fats (compared to a

recommended maximum of 35%) and 12% 
from protein.17

• The form of our cities and suburbs which has
created an obesogenic environment. In such an
environment, barriers to physical activity make 
it normal for people to get insufficient exercise. 

• Food distribution channels that lead people to
make poor food choices. Fast-food outlets
generally provide meals that are calorie dense.
Typical meals, including those aimed at children,
provide many more calories, more fat and fewer
nutrients than the recommended amounts. In
Peel, lower income areas tend to have a higher
proportion of fast-food outlets. In Map 15.1 
(next page) the largest dots, representing the 
most fast food outlets, are more often located in
neighbourhoods with low median incomes. In
some cities, there is a tendency for low-income
areas to have more convenience stores and fewer
grocery stores,18 although this pattern is not seen
in Peel.

Fruit and vegetables are our dietary friends

One measure of calorie density is the level of
consumption of fruit and vegetables – foods 
low in calories and high in nutrients. (Daily
consumption of at least five servings of fruit 
and vegetables is part of our recommended diet.)
New research shows that when given small and
large amounts of food, people eat more when
given the larger amount. This tendency to eat
more if given more, independent of caloric
content or even taste, makes a strong case for
controlling the food environment.19 Consuming
fruit and vegetables is an easy way to maintain 
a healthy weight.

In 2005 in Peel, about 44% of residents ate fruit
and vegetables five times or more per day. The
proportion for Ontario was similar at 43%.C

In Peel, males were less likely than females 
(37% vs. 52%) to report eating fruit and
vegetables five or more times per day. In
addition, in both Peel and Ontario, fruit and
vegetable consumption was higher among
residents aged 65 years and older than among
other age groups.C
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Map 15.1
Fast Food Outlets by Household Income
and Census Tract, Peel, 2006

Sources: 2006 Census, Statistics Canada
Hedgehog 2008, Peel Public Health
Projection: NAD 1983 UTM Zone 17N
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Dietary patterns are changing, with younger
people tending to consume more prepared food,
fast food and restaurant food. These foods tend to
have higher fat and sodium content, less fibre
and lower fruit and vegetable content. 

In Peel in 2004, residents were surveyed about
their eating habits during the previous week.K

Fifty-three per cent of respondents had eaten a
restaurant meal, 58% had eaten fast food and
33% had eaten ready-to-eat food from a grocery
store. Younger respondents were more likely than
their older counterparts to have eaten foods
prepared outside the home (such as fast food or
restaurant meals). About 71% of the adults
surveyed reported eating at a restaurant or eating
fast food in the previous week.

The percentage of Peel residents who think it is
important to eat nutritiously when eating out
increases with age.K A point of concern is that
Peel’s youngest adults eat out the most often, but
care the least about nutritious food choices.

Balancing calories, nutrients and cost

Price changes for foodstuffs have a powerful
influence on consumption patterns. A recent 
U.S. study showed that prices of low-caloric
foods, including fruit and vegetables, increased
by almost 20% over two years, whereas the price
of calorie-dense foods fell by 2%.20 Generally,
fruit and vegetables offer more nutrients per unit
cost, but are also many times more expensive
than calorie-dense foods. It is possible, however,
to find fruit and vegetables with an appropriate
balance of nutrients and calories that are
moderately priced.

Price changes and availability of foods are
influenced by advances in food technology,
preferences for convenience foods, structural
changes in the agriculture sector, marketing 
and advertising and government controls 
and subsidies.7

In the past 50 years, agricultural practices around
the world have changed dramatically. These
changes have had a profound impact on the diet

of all nations and have contributed to the global
obesity epidemic.7

Chemical fertilizers and pesticides have
supported large-scale, industrial agricultural
production, particularly of corn and soy beans.
These two versatile grains are widely used in
animal feeds and have fuelled a tremendous
increase in the production of meat worldwide. 
As well, food processors have adopted them for
use in a vast array of processed foods. Both
developments have contributed substantially to
changes in our diets.20

The 1960s and 1970s introduced many advances
in food processing. Examples include the
production of edible oils from oilseeds and the
fractionation of corn. Fractionation ushered in an
array of new products useful as processed-food
ingredients, including citric and lactic acid,
glucose, fructose, maltodextrin, ethanol, 
sorbitol, mannitol, xanthum gum, modified and
unmodified starches, dextrins, cyclodextrins and
monosodium glutamate (MSG).20

Prominent among these advances was the
development of high-fructose corn syrup, which
tastes as sweet as sugar. Today, high-fructose
corn syrup is the most valuable food product
refined from corn and the leading source of
sweetness in our diet. It, together with other new
sweeteners that have entered the diets of nations
around the world, has increased overall food
calorie density and contributed significantly to
the rise in obesity.20

Processed foods are more stable and easier to
transport over long distances, have a longer shelf
life and are cheaper to produce than their raw and
less-processed counterparts.7

The agricultural sector has also seen considerable
consolidation of producers. Fewer, larger
transnational companies participate in all aspects
of the process, ranging from fertilizer
manufacturing to retail sales. Researchers
tracking the U.S. agricultural sector between 1988
and 2004 found increasing concentration, with
the top four companies controlling significant
share proportions in the various food segments:
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beef packing (80%), flour milling (60%), pork
packing (60%), turkey (50%) and supermarkets
(45%).21,22 Consolidation in the agri-food sector is
occurring in Canada, too. One third of Canadian
farms account for 87% of production and 75% of
agricultural program payments.23

Television is the main medium used by food
marketers to reach children. In-school marketing
has been identified as a particularly useful
channel for marketing foods to children. Public
opinion polls show substantial support for
curtailing food marketing aimed at children.

For more information on advertising food to
children see the statement by the Chronic
Disease Prevention Alliance of Canada (CDPAC)
at: http://www.cdpac.ca/.

For additional details about nutrition, please see
the Risk Factors chapter.

Marketing food to children 

Research into the extent and nature
of food promotion shows that:

• Most of the advertising which is 
targeted at children promotes food
products

• Advertising targeting children 
is dominated by five product 
categories – soft drinks, pre-
sugared cereals, confectionary,
snacks and fast-food restaurants

• The advertised diet contrasts 
dramatically with the recommended
diet

• Children engage with and enjoy
“unhealthy” advertising

• Food promotion influences 
children’s nutritional knowledge,
food preferences, purchasing and
purchase-related behaviour, con-
sumption and diet and health status

• Children make purchasing requests
for energy-dense, low-nutrient
foods and beverages

• Food promotion affects both total
category sales and brand 
switching24

?

The Region of Peel supports local
food:

See http://www.growninpeel.ca
for more information.
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DIABETES

Diabetes in Peel – rates are high and rising

Diabetes is a chronic condition that affects the
body’s ability to produce sufficient amounts of
insulin and/or properly use insulin. Type 1
diabetes cannot be prevented and requires
treatment with insulin. Type 2 diabetes, which
accounts for more than 90% of diagnosed cases
of diabetes, can be prevented or delayed through
healthy eating, regular physical activity and
maintaining a healthy body weight.25 Type 2
diabetes is increasingly being diagnosed in
children and youth, coinciding with the rise of
obesity in these population groups.

Across the country, diabetes is the leading cause
of blindness26 and kidney failure27 and a major
cause of lower-limb amputations28, neurological
problems and cardiovascular illness.

People with diabetes have a higher risk of
developing cardiovascular disease. In 2003 
in Ontario, 30% to 40% of all hospital
admissions for heart attack, stroke and heart
failure involved people with diabetes.29 About
80% of people with diabetes will die as a result
of heart disease or stroke.30

In Canada in 2005, 1.3 million Canadians, or 5%
of the population aged 12 and older, reported
having diabetes. The prevalence of diabetes tends
to be marginally higher among males than
females, particularly in middle- and older-age
groups.31 The prevalence of diabetes increases
with age, with 15% of residents 65 years and
older reported to have diabetes.32 However, the
true prevalence of diabetes is substantially
underestimated, since as many as one third of
cases may be undiagnosed.33

The prevalence of diabetes in Peel and Ontario
has risen rapidly over the past decade and in Peel
prevalence rates exceed those for Ontario (Figure
15.10 on next page). This increase is projected to
continue due to an aging population, rising
obesity rates and the influx of high-risk
immigrant populations.34,35 It is estimated that
almost 80% of new Canadians come from
populations at high risk for type 2 diabetes.30

Diabetes is more common in places with low
income, high unemployment, more visible
minorities and more immigrants, as well as in
suburban areas with lower access to healthy 
food within walking distance. 36

Canadians with diabetes are twice as likely as
those without the disease to die prematurely

Direct costs for diabetes-related medications 
and supplies can range from $1,000 to $15,000
annually.30

Canadians with diabetes:

• Are twice as likely as those without
the disease to die prematurely30

• Live an average of 13 fewer years37

• Incur medical costs two to three
times higher than those without the
disease 

?

There are three types of diabetes: 

• Type 1 occurs when the pancreas
no longer produces insulin, usually
before the person reaches age 30

• Type 2 occurs when the pancreas
does not make enough insulin
and/or does not respond well to
the insulin it makes. Although type
2 is usually diagnosed after age 40,
it is found increasingly in children
and youth. 

• Gestational diabetes develops 
during pregnancy and usually 
disappears after delivery25

?
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In 2000, diabetes cost Canadians $884 million in
direct health care expenditures, plus an additional
$1.7 billion in indirect expenditures like lost
productivity and premature death.25 These figures
are based on the costs associated with diabetes as
the primary reason for hospitalization. 

Between 1986 and 2004, diabetes mortality rates
increased in Ontario, while fluctuating in Peel
(Figure 15.11 on next page). Mortality rates tend
to be higher for males than females.

These data fail to show the full impact of
mortality due to diabetes because the cause of
death on the death certificate could be that of a
complication of diabetes like cardiovascular
disease, not diabetes itself.

The main drivers of the increase in diabetes are
the aging of the population and the increase in
body mass index. It is not unreasonable to
assume these may continue for the next two
decades and so a straight line estimate has been
used to show the projected diabetes rates to
2025/2026 (Figure 15.12 on next page). 

In Canada the cost of healthcare per person with
diabetes has been estimated to be approximately
$3,000 to $4,000 per year.38 Applying this
estimate (the midpoint of $3,500) to the
projected estimates of the prevalence of diabetes
for Peel residents aged 20 years and over, and
assuming that there will be no significant
changes in the treatment costs for diabetes,
suggests that the cost of diabetes in Peel will
increase from $271,400,000 in 2004/2005 to
$714,400,000 in 2025/2026 – a 2.6-fold increase
(in constant dollars).

Diabetes leads to such significant adverse health
outcomes that all risk factors for its development
must be addressed. Obesity is the leading
modifiable risk factor for diabetes.

If a 10% increase in walkability resulted in an
average decrease in BMI of 0.5 in adults aged 20
years and older then we would expect 2,460
fewer cases of diabetes which would be attributed
to overweight and obesity. This would translate to
a savings of over 8.6 million dollars in 2005.
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Figure 15.10
Diabetes Prevalence Rate†,
Peel and Ontario, 1995/1996–2004/2005

Number of cases‡ per 100 population aged 20 years and older

Fiscal Year

1995/96

† Age- and sex- adjusted prevalence rate
‡ Number of cases of diabetes include new and existing - identified using the Ontario Diabetes Database in a specified population for a given year.
Fiscal year: extends from April 1st of one calendar year to March 31st of the next calendar year.
Source: Institute for Clinical Evaluative Sciences, in-Tool.
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Figure 15.11
Mortality from Diabetes,
Peel and Ontario, 1986–2004

Age-standardized number of deaths per 100,000 population

Year

1986

Sources: Ontario Mortality Database 1986-2004, HELPS (Health Planning System), Ministry of Health Promotion
Population Estimates 1986-2004, Provincial Health Planning Database (PHPDB), Ontario Ministry of Health and Long-Term Care
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Figure 15.12
Projected Diabetes Prevalence Rate†,
Peel, 1995/1996–2025/2026

Number of cases per 100 population aged 20 years and older

Fiscal Year

† Projected rates for 2005/2006 onwards are based on straight line projection of age-adjusted prevalence rates for 1995/1996 to 2004/2005 from
the Institute for Clinical Evaluative Sciences, in-Tool
‡ Age- and sex-adjusted
 Fiscal year: extends from April 1st of one calendar year to March 31st of the next calendar year.
Source: Institute for Clinical Evaluative Sciences, in-Tool

Adjusted Rate‡ Projected Rate
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