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Executive Summary
The Seniors’ Health Report 2006 provides an overview of the health of
seniors aged 65 years and older. It includes information from a variety of
sources on the senior population, general health, mental health, health
barriers, health-care services and utilization, lifestyle and health behaviours,
sexual health and causes of morbidity and mortality. Since multiple data
sources are used in this report, the years for which data are reported may
vary from source to source depending on data availability.
The appendices for this report contain several tables which describe the
leading causes (and external causes) of emergency department visits,
hospitalizations, and deaths among Peel and Ontario seniors.
The Seniors’ Health Report 2006 is intended to be a resource for individuals
and organizations concerned with the health and welfare of Peel’s seniors
aged 65 years and older. Further information on the health of seniors in
Peel may be obtained by contacting the Region of Peel, Public Health.
The key findings of each chapter of the report are summarized below.

Peel’s Seniors
The Senior Population
The proportion of seniors in Peel is projected to increase from
approximately 8% in 2001 to 13% in 2021 (78,800 seniors to 213,500
seniors). The proportion of seniors in Ontario is projected to increase
from 13% to 18% during the same time period.
Life expectancy at birth has been increasing in Canada. In 2001 in Peel and
Ontario, life expectancy at age 65 was 18.4 years and 17.1 years respectively for
males and 20.9 years and 20.3 years respectively for females. Life expectancy
at age 65 in 2001 was slightly higher in Peel than for Ontario or Canada.
Socio-Demographics of the Senior Population
In 2001 in Peel, 79% of male seniors living in Peel compared to 44% of
female seniors were legally married. Forty-five per cent of female seniors
were widowed compared to 12% of male seniors in Peel.
In 2000, Peel’s senior population as a whole had a somewhat higher
prevalence of low income compared to the general population (12% for
general population, 13% for seniors aged 65 to 74 years, and 19% for
seniors aged 75 years and older).
In 2000, unattached female seniors were particularly vulnerable to low
income in Peel and Ontario. The prevalence of low income among
unattached female seniors in Peel was 50% compared to 35% for
unattached male seniors.
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Two-thirds of Peel’s seniors (65%) immigrated to Canada at some point in
their lives. The majority of seniors (54%) immigrated to Canada prior to
1971, while 6% of seniors immigrated between 1996 and 2001.
English was the most commonly reported language spoken most often at
home among Peel seniors in 2001 (71%), while 29% reported speaking a
non-official language. Although there were many non-official languages
spoken at home, Punjabi, Italian and Portuguese were the three most
common languages spoken by Peel seniors at home.
Seniors tended to have less formal education than the general population.
In 2001, more than half of seniors in Peel (54%) reported that they had less
than a high school education compared to 19% in the general population
aged 20 years and older.
Living Arrangements and Transportation
In 2001, the proportion of seniors living alone increased by age group for
both women and men living in Peel, although the proportion was much
higher among women compared to men across all age groups.
In 2003, most seniors in Peel reported that they lived in a single detached
house (60%) followed by an apartment (26%). The proportion of seniors
living in Peel who reported that they lived in an apartment increased by age.
In 2003, more than three quarters of seniors in Peel reported that they used a
car to get around most of the time. Using a car, however, declined with age
from 85% of 65- to 69-year-olds to just over one-half (55%) of seniors aged
80 years and older.

General Health
In 2003, 73% of Canadian seniors reported their health as good, very good or
excellent. This finding was similar for seniors in Ontario (73%) and Peel (74%).
In Ontario, in 2003, 10% of seniors reported having a hearing problem.
In 2003, 23% of Peel seniors reported being diagnosed with cataracts
according to the 2003 Canadian Community Health Survey (CCHS).
Access to dental care may be dependent on the ability to pay for dental
services through dental insurance. More than one-third of seniors in Peel
(36%) and Ontario (35%) reported that they had dental insurance in 2003.

Mental Health
In the 2003 CCHS, two-thirds of seniors in Peel and Ontario rated their
mental health as excellent or very good (65%).
In 2001, the prevalence of depression was estimated to be approximately 5%
among Canadian adults aged 65 years and older and 6% among Ontario seniors.
The rates of depression were higher among Canadian females (7%) compared to
males (4%).
ii
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According to the 2003 CCHS, about 2% of Ontario’s population reported
that they had Alzheimer’s or some other dementia. Alzheimer’s and other
dementia increased by age from 1% of seniors aged 65 to 79 years to 5%
among seniors aged 80 years and older.
In 2003, the rates of emergency department visits for dementia and
Alzheimer’s disease increased by age group among Peel seniors.
Hospitalization rates for Alzheimer’s disease (excluding other types of
dementia) increased between 1995 and 2003 among seniors in both Peel
and Ontario.
There was an increase in the mortality rates for dementia and Alzheimer’s disease
among seniors in both Peel and Ontario from 1986 to 2001. In 2001, the mortality
rates for dementia and Alzheimer’s disease increased by age group in Peel.
Very few seniors report contemplating suicide. The mortality rate for suicide
among seniors decreased in both Peel and Ontario between 1986 and 2001.

Barriers to Health
In 2003, female seniors in Peel (57%) were more likely to report that they
sometimes or often experienced any activity limitation than their male
counterparts (46%). In addition, Peel seniors aged 65 to 74 years were less
likely to report having any activity limitation compared to those aged
75 years and older.
Forty-eight per cent of female seniors in Peel reported that they needed
some type of assistance with daily tasks compared to 25% of male seniors.
Twenty-seven per cent of seniors aged 65 to 74 years needed some help with
daily activities compared to 52% of those aged 75 years and older in Peel.
Abuse of seniors does occur, although it can be a hidden problem for which
data in Peel is not available. In most cases, the abuse is perpetrated by someone
the senior knows. In cases of family violence against Canadian seniors, adult
children and spouses accounted for two-thirds (66%) of abusers in 2003.
Some seniors are at higher risk of abuse than others such as older seniors;
women; those socially isolated; those with reduced cognitive capacity; those
with disabilities who are dependent; or seniors cared by someone with an
alcohol or drug problem. Isolation and risk of abuse can also be the result of
poverty, illiteracy, not speaking French or English or coming from a culture
with different notions of abuse and neglect. Given the large proportion of
seniors in Peel who belong to different cultures or who cannot speak English
or French, abuse may be a problem which needs to be addressed.

Health-Care Services Utilization
In 2003, 11% of seniors in Peel and 9% of seniors in Ontario received
home-care services for which the cost was not covered by government. In
most instances, seniors in Ontario (6%) relied on a family member to provide
home-care services for which the cost was not covered by government.
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Almost one-quarter (23%) of Peel female seniors and one in five Peel male
seniors (21%) provided some time for unpaid child care to either their own
children or the children of a family member, friend or neighbour in the week
prior to the 2001 census.
In the 2003 Canadian Community Health Survey, the majority of seniors
in Peel (99%) and Ontario (97%) reported that they had a regular medical
doctor. More than half (58%) of Peel seniors reported that they had seen or
talked to a dentist or orthodontist at least once in the past 12 months.
While over three-quarters of seniors in Peel and Ontario had coverage
for medications, a lower proportion of seniors reported having insurance
coverage (private, government, or employer-paid plans) for other health
related expenses such as dental expenses, eye glasses or contact lenses,
and hospital charges for a private or semi-private room.

Lifestyle and Health Behaviour
In the 2003 CCHS, more than half of seniors in Peel (53%) ate fruits and
vegetables five or more times per day (the recommended amount).
According to the CCHS in 2003, more than half (58%) of Peel seniors
reported being physically inactive compared to 53% of Ontario seniors.
Female seniors (64%) were more likely to report being physically inactive
compared to male seniors (50%) in Peel.
In 2003, half of seniors in Peel (50%) and Ontario (54%) were overweight or obese.
In addition to the 6% of seniors who smoked daily in Peel, 54% of Peel
seniors were former smokers (daily and occasional). Forty per cent of seniors
in Peel never smoked.
In the 2003 CCHS the proportion of regular drinkers decreased by age group
in Peel from 70% of 19- to 24-year-olds to 49% of seniors.
The proportion of low-risk drinking was higher among Peel seniors (90%)
than in the general population aged 19 years and older (80%). Approximately
one in 11 Ontario seniors reported they drank five or more drinks on one
occasion at least once in the previous 12 months.
In the 2001 CCHS, pain relievers (62%) were the type of drug used most
often in the previous month among seniors in Peel followed by blood
pressure medication (44%) and heart medication (20%).

Sexual Health
Sexual health is affected by chronic conditions such as diabetes, ischemic
heart disease, prostate cancer and cervical cancer.
The number and rates of sexually-transmitted and bloodborne infections
such as AIDS/HIV, chlamydia, gonorrhea and syphilis among Peel seniors
were very low while Hepatitis B and C were higher.

iv
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Combined, there were 28 cases of AIDS/HIV, chlamydia, gonorrhea,
infectious syphilis and acute hepatitis B reported among Peel seniors
between 1995 and 2004.
The incidence of new hepatitis B carriers among seniors in Peel has been
approximately 30 to 40 per 100,000 seniors between 1998 and 2004. These
rates were lower than the 10-year high of 69 per 100,000 in 1995.
The incidence rates of hepatitis C have increased between 2002 and 2004
among Peel seniors.

Communicable Disease
Tuberculosis
Seniors have the highest incidence rates of tuberculosis compared to other
age groups. The incidence rates for TB have been higher among Peel seniors
compared to Ontario seniors between 1995 and 2004.
Invasive Pneumococcal Disease (IPD)
Incidence rates for IPD ranged from 22 and 30 per 100,000 seniors between
2002 and 2004.
Influenza
The proportion of seniors in Peel immunized against influenza was higher
in 2005 (82%) than in 2001 (72%).
In long-term care facilities in Peel, over 93% of residents were immunized
against influenza each season between the 1998/1999 and the 2003/2004
influenza season.
The incidence rates for influenza have been high among seniors in Peel the
last few influenza seasons (2003/2004 and 2004/2005) compared to other
influenza seasons, despite higher immunization rates among this age group.
The rates of emergency department visits and hospitalizations for pneumonia
and influenza increased by age for both males and females in Peel.
Pneumonia and influenza were among the top 10 causes of death among
Peel seniors in 2001.

Cardiovascular Disease
Ischemic heart disease (IHD) and cerebrovascular disease (stroke) are
leading causes of death among seniors in Canada. IHD and stroke accounted
for 21% and 8% respectively of all deaths among Canadian seniors in 2001.
High blood pressure is a risk factor for cardiovascular disease in the
community. In 2003, 45% of seniors living in Peel reported that they had
high blood pressure as diagnosed by a physician. A higher proportion of
females reported high blood pressure (55%) compared to males (32%).
The proportion of seniors who reported high blood pressure increased
by age.
The Regional Municipality of Peel
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Ischemic Heart Disease (IHD)
In 2003, ischemic heart disease was the second leading cause of emergency
department visits for males and third leading cause for females among
seniors living in Peel. In 2003, ischemic heart disease was the leading cause
of hospitalization among seniors in Peel and Ontario.
In Peel and Ontario, ischemic heart disease (IHD) remains the leading cause
of death among males and females 65 years and older. Mortality rates for
IHD declined between 1986 and 2001 in both Peel and Ontario by 45%
and 38% respectively.
In 2001, the mortality rates from IHD were higher for males compared to
females for most age groups with the exception of seniors aged 85 years
and older.
Stroke (Cerebrovascular Disease)
In 2003, the rates of emergency department visits for stroke increased by age
group for both males and females in Peel, with higher rates among males.
The hospitalization rates due to stroke among seniors decreased in both
Peel and Ontario between 1995 and 2003.
The mortality rates for stroke decreased among seniors in both Peel and
Ontario between 1986 and 2001 by 27% and 18% respectively. In 2001,
stroke was the second leading cause of death among female seniors
and the third leading cause of death among male seniors in Peel.

Cancer
Prostate, colorectal, and lung cancers accounted for almost half of all newly
diagnosed cancers among Peel seniors in 2002.
Lung Cancer
The incidence rates of lung cancer in Peel and Ontario have decreased
for males and increased for females between 1979 and 2002.
In Peel, lung cancer was the second most commonly diagnosed cancer
among men aged 65 years and older and the third most commonly
diagnosed cancer among women in the same age group in 2002.
The hospitalization rates for lung cancer among seniors decreased in Ontario
between 1995 and 2003. Although hospitalization rates have decreased in Peel
between 1995 and 2001, they have increased between 2001 and 2003.
In 2001, lung cancer was the second leading cause of death for male seniors
in Peel and the fourth leading cause of death for female seniors.
Colorectal Cancer
Colorectal cancer was the second most commonly diagnosed type of cancer
among women 65 years of age and older and the third most commonly
vi
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diagnosed type of cancer among men of the same age group in Peel and
Ontario. The incidence rates of colorectal cancer among Peel seniors have
been erratic from year to year, but the rates were lower in the early 2000s
compared to the early 1980s.
In 2001, colorectal cancer was among the top 10 causes of death among
seniors for both women and men in Peel and Ontario.
Breast Cancer
Breast cancer was the most commonly diagnosed type of cancer among Peel
and Ontario female seniors.
Breast cancer mortality among women aged 65 and older in Peel, decreased
from 144.1 per 100,000 women in 1995 to 87.3 per 100,000 women in 2001.
In 2001, breast cancer was the tenth leading cause of mortality among female
seniors in Peel.
Prostate Cancer
Prostate cancer was the most commonly diagnosed type of cancer among
Peel and Ontario male seniors.
The incidence rates for prostate cancer increased among Ontario male
seniors between the late 1970s and early 2000s. The increase in rates may
be due to an increase in the use of screening through PSA tests.
Death from prostate cancer was the sixth leading cause of death among Peel
male seniors in 2001.
Cervical Cancer
Compared to other types of cancer presented in this report, there were very
few cervical cancer cases reported among Peel and Ontario female seniors.

Chronic Obstructive Lung Disease (COLD)
Chronic Obstructive Lung Disease (COLD) refers to a number of chronic
lung disorders that obstruct the airways. Although Chronic Obstructive
Lung Disease and Chronic Obstructive Pulmonary Disease (COPD) are
often used interchangeably, COLD includes asthma, bronchiectasis, and
extrinsic allergic alveolitis, whereas COPD does not. COPD consists only
of bronchitis, emphysema, and chronic airways obstruction not elsewhere
classified.
In 2003, one out of every 10 seniors living in Peel reported that they had
asthma, as diagnosed by a health-care professional.
In 2003, COLD was the third leading cause of emergency department visits
among Peel seniors for males and fifth leading cause for females.
COLD was the third leading cause of death for female seniors in Peel and
the fifth leading cause of death for male seniors in 2001.
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Diabetes
In 2003, 14% of seniors living in Peel reported that they had diabetes, as
diagnosed by a health-care professional.
Hospitalization rates for diabetes increased by age up to 79 years of age for
both females and males in Peel, although the highest age-specific rate was
among males 85 years of age and older.
In Peel, diabetes was the fourth leading cause of death among male seniors
and fifth leading cause among female seniors in 2001. The mortality rates for
diabetes increased by age for males and females.

Arthritis or Rheumatism
In 2003, almost half (45%) of seniors living in Peel reported that they had
arthritis or rheumatism as diagnosed by a health-care professional. In Peel,
females were more likely (55%) than males (33%) to report that they had
been diagnosed with arthritis or rheumatism.
Arthritis or rheumatism was the second leading cause of emergency
department visits for females, and fourth leading cause for males. The
hospitalization rates for arthritis or rheumatism among seniors remained
relatively stable at around 1,000 hospitalizations per 100,000 population
65 years and older between 1995 and 2003 in both Peel and Ontario.

Injury
Injuries are a major public health issue for seniors in Peel. Many injuries lead
to an irreversible decline in function, institutionalization and even death.
According to the Canadian Community Health Survey 2003, 8% of Ontario
seniors reported that they had suffered an injury during the past 12 months.
Injury was the main cause of emergency department visits among Peel men
and women aged 65 years and older in 2003. The rates of emergency
department visits for injury increased by age among males and females, with
higher rates for females compared to males across all age groups.
In 2003, injury was the third leading cause of hospitalization among female
seniors and seventh leading cause among male seniors in Peel.
Hospitalization rates for injury among seniors decreased between 1995 and
2003 in both Peel and Ontario, although the rates were relatively stable in
Ontario between 2000 and 2003.
Mortality rates due to injury in Peel were highest among both males and
females 85 years of age and older.
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External Causes of Emergency Department Visits,
Morbidity and Mortality
Falls were the leading external cause for emergency department visits,
hospitalizations and deaths among Peel seniors.
In 2003, falls were the leading external cause for emergency department
visits among both Peel men and women aged 65 years and older. In 2003
falls accounted for 2,294 emergency department visits among female
seniors in Peel (63% of all external causes among females) and 1,085
emergency department visits among male seniors (45% of all external
causes among males).
In Peel, the rates for emergency department visits due to falls increased by
age for both males and females. The rates were higher for females compared
to males across all age groups.
In Peel, falls accounted for one in three hospitalizations due to external
causes among Peel female seniors and one in five hospitalizations for
external causes among Peel male seniors. In 2003, the hospitalization rates
due to falls increased by age in Peel for both females and males. Similar to
injury, females had higher hospitalization rates for falls compared to males
across all age groups.
There were 39 deaths due to falls among Peel seniors in 2001.
The mortality rate among seniors due to falls peaked in 1996 for both
Peel and Ontario (97.4 per 100,000 and 77.3 per 100,000 respectively). The
mortality rates for falls were highest for persons 85 years of age and older.

Recommendations
There is only one provincial requirement specifically targeted for seniors.
It currently addresses falls in the elderly. Peel Public Health also addresses
medication use through a campaign that relates to risk factors for falls and
related strategies for prevention. The other injury prevention requirements
address all age groups and not the senior population specifically. The
provincial public health mandatory program requirements are currently
under development by the Ontario Ministry of Health and Long-Term Care
and Ministry of Health Promotion. The addition of a more comprehensive
seniors’ component within the new provincial requirements would be
beneficial to the improvement of seniors’ health.
The following are recommendations to help public health better address
seniors’ health.
• Investigating and designing program initiatives to promote healthy
eating and physical activity for Peel seniors and to improve general
health, decrease obesity and its related health consequences.
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• Investigating and designing program initiatives to promote safe
environments for Peel seniors, surveying the community yearly to
identify other injury prevention issues for seniors in Peel and advocating
for increased vision testing for seniors to reduce injuries.
• Partnering with pharmacists, drug retailers and other health
professionals to address the issue of poly-pharmacy and reduce the
adverse effects of substance use on seniors.
• Advocating that dental health be accessible to all seniors as well as
educating and raising awareness of the importance of good oral health
care and its relation to good overall health.
• Joining a multi-sector collaboration: health, community and social
programs, as well as urban planning to develop healthy community
urban planning.

x

Seniors’ Health Report—

The Regional Municipality of Peel

xi

xii

Seniors’ Health Report—

Seniors’

health
Report



Introduction

The Seniors’ Health Report 2006 is one of an ongoing series of
health status reports published by Region of Peel, Public Health
to describe the health of the region’s population.
The profile of seniors in Canadian society has changed compared to
previous decades. Today’s seniors are living longer, are in better physical and
mental shape, are better educated, have an improved economic situation, and
are more diverse.
This report provides an overview of seniors aged 65 years and older using
the most recent data for the following:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Peel’s seniors
General health
Mental health
Barriers to health
Health-care services and utilization
Lifestyle and health behaviours
Sexual health
Communicable disease
Cardiovascular disease
Cancer
Chronic obstructive lung disease
Diabetes
Arthritis and rheumatism
Injury
External causes (e.g., falls) of morbidity and mortality
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The Seniors’ Health Report 2006 also contains data on many interventions to
promote and protect health.
The Seniors’ Health Report 2006 is intended to be a resource for Peel Public
Health and Long Term Care, community groups, health and social services
agencies, elected officials, planners and residents to assist in the planning of
programs and services for seniors.
For the purposes of this report, the term seniors refers to the population
aged 65 years and older. However, as this is not a homogenous population,
some of the data refer to more specific age groups within the senior
population. Differences in age groups will be discussed throughout the
report.
The data in this report on chronic conditions such as cancer, cardiovascular
disease, and arthritis are presented as individual illnesses or conditions. It is
common for seniors to have more than one condition at a time (also known
as co-morbidity). According to the 2003 Canadian Community Health
Survey (CCHS) for example, one-third (33%) of all Canadian seniors
reported that they had three or more chronic conditions (as diagnosed by
a health-care professional), compared with 12% of younger adults. In
addition, the average number of conditions increased by age group, from
almost two chronic conditions for 65- to 74-year-olds to almost three
chronic conditions for those aged 85 years or older.2
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Peel’s Seniors
HIGHLIGHTS
• The number of seniors in Peel is projected to increase from approximately
78,800 in 2001 to 213,500 by 2021 (8% to 13%). The proportion of seniors
in Ontario is projected to increase from 13% to 18% during the same time
period.
• In 2001, life expectancy at age 65 was 18.4 years and 17.1 years respectively
for males and 20.9 years and 20.3 years respectively for females in Peel and
Ontario.
• In 2000, Peel’s senior population as a whole had a somewhat higher prevalence of
low income compared to the general population (12% for general population, 13%
for seniors aged 65 to 74 years, and 19% for seniors aged 75 years and older).
• In 2000, unattached female seniors were particularly vulnerable to low income in
Peel and Ontario. The prevalence of low income among unattached female seniors
in Peel was 50% compared to 35% for unattached male seniors.
• Only 6% of Peel seniors immigrated to Canada between 1996 and 2001.
• Twenty-nine per cent of Peel seniors reported speaking a non-official language at
home in 2001. Punjabi, Italian and Portuguese were the three most common
languages spoken by Peel seniors at home.
• Seniors tended to have less formal education than the general population. In 2001,
the proportion of seniors who reported having less than a high school education
(54%) was much higher compared to the general population aged 20 years and
older (19%).
• The proportion of seniors living alone increased by age group for both women and
men living in Peel, although the proportion was much higher among women
compared to men across all age groups.

Introduction
Aging is a natural process of life. How well a person ages is a result of
various factors such as genetics, lifestyle, education, income and the society
in which he or she lives. In Canada, the ratio of seniors has increased from
one in 20 in 1921 to one in eight by 2001. It is estimated that the growth of
the senior population in Canada will account for close to half of the growth
of the overall Canadian population in the next four decades.1 There are
several factors which affect this growth including the declining fertility rate
(i.e., fewer children being born each year) and an increase in life expectancy.
This chapter describes the senior population by socio-demographics, as well
as by living arrangements and transportation for Peel seniors.

The Senior Population
Senior Population
In 2001, there were an estimated 78,805 seniors living in the Region of Peel.
This accounted for about 8% of the total population in Peel. Peel has a
lower proportion of seniors (8%) compared to Ontario (13%).
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Figure 1.1 is a population pyramid, which shows the age and sex
distribution of Peel’s and Ontario’s population in 2001. The population
pyramid shows the relative proportion of males and females in each age
group and highlights the following issues:
• The age structures of Peel and Ontario populations differ. Although
the shape of the population pyramid is similar for Peel and Ontario;
in 2001, there were lower proportions of older adults (aged 45 years
and older) in Peel compared to Ontario.
• In Peel, the higher proportion of adults aged 25 to 44 years and children aged
0 to 14 years may be explained by high numbers of new immigrants and
younger families choosing to live in the Region, who are typically within this
age category.

Figure 1.1: Population by Age Group and Sex,
Region of Peel and Ontario, 2001
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Table 1.1 shows the distribution of seniors by sex and municipality of
residence within the Region of Peel in 2001. The proportion of Mississauga’s
population who were seniors was higher than the proportion of Peel’s
population who were seniors for both males and females. Brampton had lower
proportions of seniors than Peel while Caledon had similar proportions.
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Table 1.1:

Number and Proportion of Population Aged 65 Years and Older
by Municipality and Sex,
Region of Peel, 2001

Age Group

Mississauga
Male Female
22,920 29,215
(7.6%) (9.4%)

65 years
and older
Total
Population

Brampton
Male Female
9,905 12,765
(6.1%) (7.8%)

302,195 310,730 161,585 163,840

Caledon
Male
Female
1,855
2,145
(7.3%) (8.5%)
25,275

Peel
Male
Female
34,680 44,125
(7.1%) (8.8%)

25,320 489,055 499,895

Source: Statistics Canada, 2001 Census.

Map 1.1 found at the end of this chapter, displays the proportion of seniors by
census tract in the Region of Peel in 2001. Census tracts in Mississauga,
particularly in the southern and eastern parts of the municipality have the
highest densities of seniors living in Peel as does the central section of Brampton.
The number of seniors in Peel is projected to increase from approximately
78,800 in 2001 to 213,500 by 2021 (8% to 13%). The number of seniors in
Ontario is projected to increase from approximately 1.5 million in 2001 to
2.6 million by 2021 (13% to 18%). The growth rate in the senior population
from 2001 to 2021 is projected to be higher in Peel (171%) compared to
Ontario (80%). In Peel, the growth rate from 2001 to 2021 is projected to
increase by age group by 161% among those 65 to 74 years of age and 277%
among those aged 85 years and older (see Table 1.2).

Table 1.2:

Number and Proportion of Population by Age Group and Year,
Region of Peel and Ontario, 2001, 2011 and 2021

Age Group
65–74 years
75–84 years
85+ years
Total 65 years
and older
Total Population

2001

Peel
2011

2021

48,725
(4.9%)
23,780
(2.4%)
6,300
(0.6%)
78,805
(8.0%)

78,856
(5.7%)
41,656
(3.0%)
14,547
(1.1%)
135,059
(9.8%)

127,466
818,165 1,012,511 1,547,002
(7.8%)
(7.2%)
(7.5%)
(10.3%)
62,305
503,935
626,673
798,901
(3.8%)
(4.4%)
(4.6%)
(5.3%)
23,766
150,080
240,065
306,763
(1.5%)
(1.3%)
(1.8%)
(2.0%)
213,537 1,472,180 1,879,249 2,652,666
(13.0%)
(12.9%)
(13.9%)
(17.6%)

988,950

1,379,973

1,636,988 11,410,050 13,519,043 15,076,382

2001

Ontario
2011

2021

Note: The proportion of expected growth
for seniors for the Region of Peel differs
from Table 1.3 as a different denominator
was used. Population estimates from the
Knowledge Management and Reporting
Branch, Ontario Ministry of Health and
Long-Term Care are used for Table 1.2
because Peel is compared to Ontario, and
the methodology behind the projections
should be the same.
Source: Statistics Canada, 2001 Census.
Population Projections 2004–2031,
Provincial Health Planning Database
(PHPDB) Extracted: [May 2005],
Knowledge Management and Reporting
Branch, Ontario Ministry of Health and
Long-Term Care.

As shown in Table 1.3, most of the growth from 2001 to 2021 in the Peel
senior population is expected to occur in Mississauga and Brampton. In order
to understand the geographic differences in growth rates, population
projections from the Peel Planning Department were used as it takes into
account Peel-specific factors such as geographic boundaries, land supply and
land use. These projections tend to be more conservative than projections
from the Ministry of Health and Long-Term Care (153,000 seniors in 2021
compared to 213,500). Since population projection data by municipality
(Brampton, Caledon and Mississauga) for seniors in 2021 were available only
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Table 1.3:
* Population projections are a way to
estimate the number of people at a
given year in the future, if a given set of
assumptions (i.e., 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.
† 2021 population forecast includes
unallocated portion of the forecast which
represents growth that is expected to
occur between 2021–2031 within Peel
based on current trends, but outside
settlement areas currently designated in
the Regional and local Official Plans.
Note: Per cent calculations based on
total population.
Sources: Statistics Canada, 2001
Census.
Region of Peel Population Forecasts,
* Region of Peel Planning Department.

Number and Proportion of Population Aged 65 Years and Older
by Municipality,
Region of Peel, 2001 and 2021

Year
2001
Peel
Mississauga
Brampton
Caledon

65 years and older
Number
Per cent

Total population

78,805
52,135
22,670
4,000

8.0
8.5
7.0
7.9

988,950
612,925
325,430
50,595

153,000
86,000
61,000
6,000

10.7
12.0
9.8
7.1

1,425,000†
715,000
625,000
84,000

2021
Peel
Mississauga
Brampton
Caledon

through the Planning department, Table 1.3 uses this data source. The
remainder of this report references the Ministry of Health and Long-Term
Care population projections in order to be able to make comparisons with
the Ontario data using provincial population projections.
Aged Dependency Ratio
The aged dependency ratio is defined as the number of people aged 65
years and older relative to the total number of people aged 15 to 64 years.
Dependency ratios are economic indicators that are often used in
international comparisons. Areas with high dependency ratios are
economically stressed because they have a higher number of people who are
economically dependent relative to those aged 15 to 64 years who are likely
to be earning a wage. The indicator does not consider the unemployed or
those on social assistance who are also economically dependent. As baby
boomers enter retirement age, the dependency ratio in Canada will likely
increase because there will be fewer people to financially support this
large segment of the population.3
In Peel, the aged dependency ratio is expected to increase from 11.4 in 2001
to 19.0 in 2021. This means that fewer people will be supporting people
who have stopped working or are too old to work. In Ontario the dependency
ratio is expected to increase from 19.1 in 2001 to 26.5 in 2021 (see Figure 1.2).
The aged dependency ratio will likely remain lower in Peel compared to
Ontario over the next 20 years.
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Figure 1.2: Aged Dependency Ratio,
Region of Peel and Ontario, 2001 and 2021
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Sources: Statistics Canada, 2001 Census.
Population Projections 2004–2031,
Provincial Health Planning Database
(PHPDB) Extracted: [May 2005],
Knowledge Management and Reporting
Branch, Ontario Ministry of Health and
Long-Term Care.
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Life Expectancy
Life expectancy is the average length of time that an individual will live if
subjected to the mortality experience for the specified population and time
period. Life expectancy has generally been increasing in Canada.1 Life
expectancy at age 65 has increased in Canada for both males and females
(see Figure 1.3). Life expectancy for males at age 65 increased by 1.6 years
from 1991 to 2003 and increased for females by 0.9 years from 1991 to 2003.
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Figure 1.3: Life Expectancy at 65 Years of Age* by Sex,
Canada, 1991–2003
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Additional years of life
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* This refers to the expected additional
years of life for someone aged 65 years in
each calendar year.
Source: Statistics Canada, Canadian Vital
Statistics, Birth and Death Databases and
Demography Division (population
estimates), 1991–2003.
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In 2001, life expectancy at birth was 79.5 years and 77.4 years respectively
for males, and 83.3 years and 82.0 years respectively for females in Peel and
Ontario (data not shown). Life expectancy at birth in 2001 was higher in
Peel than for Ontario or Canada.
In 2001, life expectancy at age 65 was 18.4 years and 17.1 years respectively
for males and 20.9 years and 20.3 years respectively for females in Peel and
Ontario. Life expectancy at age 65 in 2001 was slightly higher in Peel than
for Ontario or Canada.

Socio-Demographics of the Senior Population
Marital Status
The marital status of seniors tends to differ for men and women. In 2001,
79% of male seniors living in Peel compared to 44% of female seniors
were legally married. Forty-five per cent of female seniors were widowed
compared to 12% of male seniors in Peel (see Figure 1.4). The difference
between men and women is mostly attributable to the longer life
expectancy of women.
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Figure 1.4: Marital Status of Seniors by Sex,
Region of Peel, 2001
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The proportion of seniors who were legally married in Peel decreased
with age in 2001 while those who were not married increased with age
(see Figure 1.5).

Figure 1.5: Proportion of Seniors by Age Group and Marital Status,
Region of Peel, 2001
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Income
There has been a clear improvement in the economic situation of Canadian
seniors since the 1980s, but a substantial number of seniors continue to live
under very difficult economic conditions.4 Poverty among seniors is most
common among those living alone, women over the age of 80 years, visible
minorities and immigrants.4 In Canada, the majority of seniors’ income
(almost three-quarters) comes from Old Age Security, Canada/Quebec
pension plans and private retirement pensions.1
The following describes the income status of seniors living in Peel and
Ontario. Individuals living in institutions such as homes for the aged, a
hospital or prison for six months or longer were not included in the
census and therefore were not assessed as part of this issue.
In the Region of Peel, the average individual income* in 2000 was
dramatically higher for male seniors ($33,100) than for female seniors
($19,400). Forty-five per cent of seniors’ income in 2000 was derived from
government transfers (e.g., pensions, guaranteed income supplements)
while 17% was derived from employment and the remaining 38% was
from other sources.
The majority (55%) of seniors in both Peel and Ontario earned between
$10,000 and $25,000 in 2000 (see Figure 1.6).

* Income is calculated from all sources, including employment income, income from government programs, pension income,
investment income and any other income.
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Figure 1.6: Distribution of Individual Income Among Seniors,
Region of Peel and Ontario, 2000
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Household Income
Household income is an important indicator of the economic status of
seniors, particularly those households where a senior is the primary
household maintainer.
In 2000, more than one in every five households (21%) headed by a senior
in Peel earned $80,000 or more while one in 10 households (10%) headed
by a senior in Peel earned less than $15,000 (see Figure 1.7). The average
household income for a household headed by a senior in Peel was $56,100.
Data for Ontario were not available.
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Figure 1.7: Distribution of Household Income in Households with a Senior as the
Primary Household Maintainer,
Region of Peel, 2000
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Low Income
Although the overall rate of low income has declined over time in Canada
from 21% in 1980 to 7% by 2003, certain groups such as unattached seniors
(particularly women), are at higher risk.4 Women tend to have higher rates of
low income as their wages when employed were typically lower than males
and because of their longer life expectancy they tend to use up their savings.4
In the 2001 census, the prevalence of low income was defined as the
percentage of economic families or unattached individuals who spend 20%
or more of their total income above the 35% spent by the average economic
family or unattached individual on food, shelter and clothing (i.e., with an
income below the low-income cut-off). This means that if the average
family spends 35% of their total income on food, shelter and clothing, a
family of the same size with low income would spend 55% or more of their
total income on these basic necessities. The low-income cut-off for the 2001
census 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 lowincome if their income level for the year 2000 was $29,653 or less.
In 2000, the senior population as a whole in Peel had a somewhat higher
prevalence of low income compared to the general population (12% for
general population, 13% for seniors aged 65 to 74 years, and 19% for seniors
aged 75 years and older) as shown in Table 1.4. The prevalence of low
income in Ontario was 14% for the general population, 12% for
seniors aged 65 to 74 and 18% for seniors aged 75 and older.
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Table 1.4:

Number and Proportion of Low Income Among Seniors and the
General Population (Total and Unattached Individuals),
Region of Peel and Ontario, 2000

Population Group

Peel
Number
Per cent

General Population

Ontario
Number
Per cent

114,505

11.6

1,611,505

14.3

Seniors, aged 65-74 years

6,370

13.1

99,635

12.4

Seniors, 75 years and older

5,270

19.1

101,865

17.7

18,615

28.5

180,295

29.9

Unattached Seniors
Aged 65+ (total)

6,295

45.9

149,750

36.3

Unattached Seniors
Aged 65+ (males)

1,265

34.9

29,130

28.7

Unattached Seniors
Aged 65+ (females)

5,030

49.8

112,620

39.0

General Population, Unattached

Note: The term “unattached” refers to
household members who are not members
of an economic family. An economic family
refers to two or more household members
who are related by blood, marriage,
common-law or adoption. A person living
alone is always an unattached individual
Source: Statistics Canada, 2001 Census.

In 2000, unattached female seniors were particularly vulnerable to low
income in Peel and Ontario (see Figure 1.8). The prevalence of low income
among unattached female seniors in Peel was 50% compared to 35% for
unattached male seniors. The prevalence of low income among unattached
seniors in Peel was higher than in Ontario for both sexes.

Figure 1.8: Prevalence of Low Income Among Unattached Seniors by Sex,
Region of Peel and Ontario, 2000
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Based on municipality, Caledon had the lowest prevalence of low-income
seniors (4%) compared to Brampton (16%) and Mississauga (16%).
However, the variation of low prevalence within each municipality,
particularly Brampton and Mississauga was quite different. Map 1.2 at the
end of this chapter shows the distribution in the prevalence of low income
among Peel seniors in 2000 by census tract. There were four census tracts
in Peel (two in Brampton and two in Mississauga) where the prevalence
of low-income seniors ranged between 37% and 46%.
The economic situation for older immigrants, especially those who have
recently arrived, is less secure than the immigrant population in general.
Accessing sources of income for this population is challenging because
these older immigrants have little or no work history in Canada – a
necessity to qualify for Canada or Quebec pension plans and lack the 10year residency requirement to qualify for the Old Age Security benefit. Even
after 10 years, they are only eligible for partial benefits and do not qualify
for full benefits until they have lived in Canada for 40 years. This latter
scenario is not possible given their age.5
Although income data among Peel seniors who were recent immigrants
(between 1991 and 2001) are not available, income data from recent
immigrants of all ages compared to the general population (immigrant and
non-immigrant) reveal that the average total income in 2000 for males and
females in Peel was $42,550 and $26,447 respectively. The average income
among recent male and female immigrants in 2000 was much lower
($29,442 and $17,774 respectively).
Ethnic Diversity
In 2001, 28% of Canadian seniors were immigrants to Canada, 15% of
whom arrived between 1981 and 1996.5 It is estimated that 4% of seniors
in Canada cannot speak either of the official languages.1 Important issues
affecting seniors of different ethnic backgrounds include barriers to health
care and other services because of language and cultural differences, lack of
access to income resources, physical health disparities, mental health issues
and health care use.5
Peel’s population is ethnically diverse as is its population of seniors. In 2001,
two-thirds of Peel’s seniors (65%) immigrated to Canada at some point in
their lives. Just over half (54%) of seniors immigrated to Canada prior to
1971. Only 6% of seniors immigrated between 1996 and 2001, representing
3,130 people.
The top five countries of origin for Peel seniors who immigrated were
United Kingdom (10%), India (8%), Italy (7%), Portugal (4%) and China
(3%). The five most common ethnic origins (based on single responses)
reported by Peel seniors were English (15%), East Indian (10%), Italian
(9%), Canadian (7%) and Scottish (6%). A further 20% of Peel seniors
reported belonging to multiple ethnic origins.
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Language
Knowledge of official languages in Canada (English and French) was
reported by 86% of seniors living in Peel in 2001, while 14% reported
not having knowledge of either English or French (see Figure 1.9).

Figure 1.9: Knowledge of Official Languages in Canada,
Region of Peel, 2001
Per
cent
of seniors
100
90

81.7

80
70
60
50
40
30
20

14.0

10
0

4.1

0.2

English only

Source: Statistics Canada, 2001 Census.
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Having knowledge of one or more of Canada’s official languages is
different than what language is spoken in one’s home. English was the
most commonly reported language spoken at home among Peel seniors in
2001 (71%), while 29% reported speaking a non-official language. Among
Ontario seniors, 84% reported speaking English at home, while 14%
reported speaking a non-official language (data not shown).
The top 10 languages spoken at home (other than English) by Peel and
Ontario seniors are shown in Figure 1.10. Although there were many nonofficial languages spoken at home, Punjabi, Italian and Portuguese were
the three most common languages spoken by Peel seniors at home. The
proportion of each top 10 language was much higher in Peel compared
to Ontario.
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Figure 1.10: Top Ten Languages* other than English, Spoken at Home,†
Region of Peel and Ontario, 2001
Peel
Ontario

Home language
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1.4
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* Based on single responses only.
† Home language is the language
spoken most often at home by the
individual at the time of the census.
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NOS: Not otherwise specified
(e.g., Mandarin).
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Education
Seniors tended to have less formal education than the general population.
In 1996, six out of 10 seniors in Canada never completed high school. This
highlights issues of limited literacy skills among the senior population;
however, this trend should improve in the future.1 Please note that
educational attainment does not reflect income status.
In 2001, more than half (54%) of seniors in Peel reported that they had less
than a high school diploma, while 13% reported that they only had a high
school diploma (see Figure 1.11). Approximately 9% of seniors reported they
had a university education. The proportion of seniors who reported having
less than a high school education (54%) was much higher compared to the
general population aged 20 years and older (19%). The proportions were
similar among Ontario seniors (data not shown).
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Figure 1.11: Highest Level of Schooling Completed Among Seniors and General Population,
Region of Peel, 2001
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Living Arrangements and Transportation
Living Arrangements in the Community
In 1996, 93% of seniors in Canada lived in private residences. Twenty-six
per cent lived alone. In Canada, the proportion of seniors who lived in
collective dwellings such as nursing homes and hospitals increased with age
from 2% of 65- to 74-year-olds to 32% of those aged 85 years and older. The
proportion of seniors who live at home has increased over time due to more
home-care programs and community supports.6
A Canadian study which looked at factors related to seniors living in an
institutional home found that health related factors such as Alzheimer’s
disease, urinary incontinence and the effects of stroke were strongly
associated with whether or not a senior lives in a long-term care facility.7
In addition to health related factors, other factors such as age (older age),
marital status (lack of a spouse) and income (few sources of income) were
also related to institutionalization.
In 2001, there were 76,200 seniors living in private households in Peel.
Individuals living in institutions such as homes for the aged, a hospital or
prison for six months or longer were not included in the census and
therefore were not assessed as part of this question. Two-thirds of seniors
in Peel (68%) were living as part of a family (i.e., head of a household),
17% were living alone, 14% were living with family, and 2% were living
with non-relatives only (see Figure 1.12). Ontario seniors were more likely
to be living alone (27%) compared to Peel seniors (17%), whereas Peel
seniors were more likely to be living with relatives (14%) compared to
Ontario seniors (6%).
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Figure 1.12: Living Arrangements for Seniors,
Region of Peel and Ontario, 2001
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Female seniors (20%) living in Peel were also more likely than their male
counterparts (6%) to live with relatives (data not shown). The proportion of
seniors living alone increased by age for both women and men living in
Peel, although the proportion was much higher among women compared to
men across all age groups (see Figure 1.13).

Figure 1.13: Proportion of Seniors Living Alone by Age Group and Sex,
Region of Peel, 2001
Male

40

Per cent of seniors

34.8

Female

33.2

35
30
26.3

25
20

19.0

17.6
15.2

15
11.1

10

7.1

5
Source: Statistics Canada, 2001 Census.

0

65–74

75–79

80–84

85+

Age group (years)



Seniors’ Health Report—

In a Peel Region Study of Older Adults from 2003, most seniors living in
Peel reported that they owned their own home (79%) while 21% reported
that they rented. Home ownership generally declined with age from 81%
of 65- to 69-year-olds to 69% of seniors aged 80 years and older.7
In 2003, most seniors in Peel reported that they lived in a single detached
house (60%) followed by an apartment (26%) as shown in Figure 1.14.
The proportion of seniors who reported that they lived in an apartment
increased with age (data not shown).8

Figure 1.14: Dwelling Type Among Seniors Living in the Community,
Region of Peel, 2003
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Cost of Housing
Based on the same 2003 study of older adults in Peel (aged 55 years and
older), the average monthly housing costs for older adult owners in Peel was
$841 in 2003. These costs include the mortgage, utilities, property taxes and
condominium fees (if applicable). The highest home ownership costs were
in Caledon ($880 per month) and Mississauga ($852 per month) with
slightly lower costs in Brampton ($810 per month).8
In 2003, one-third of seniors in Peel considered their housing costs to be
too high, while the remaining two-thirds reported their housing costs to be
reasonable or very reasonable. Tenants were more likely to report that their
housing costs were too high (45%) compared to homeowners (31%).8
The average monthly rent (including utilities) for an older adult in Peel as
surveyed in 2003 was $786. Higher rental costs were reported in Brampton
($805 per month) and Mississauga ($781 per month) compared to Caledon
($716 per month).8
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For comparison, the average monthly rent for a one-bedroom apartment
in October 2002 reported by the Canadian Mortgage and Housing
Corporation (CMHC) was $903 in Mississauga and $872 in Brampton.
The average monthly rent for a two-bedroom apartment was $1,045 in
Mississauga and $1,206 in Brampton. More recent data from CMHC in
2004 show that the average monthly rent for a one and two-bedroom
apartment in Brampton and Mississauga has stayed the same or
decreased slightly.9
Living Arrangements in Long-Term Care Facilities
A long-term care (LTC) facility is one that provides room and board, onsite health services, and support for residents’ care needs. Generally, roundthe-clock professional nursing services are available for matters such as
controlling medications, taking care of physical ailments and monitoring
residents who use ventilated breathing devices. Trained staff assist with
personal care to ensure that residents are eating, dressed, clean and getting
the help they need with other activities of daily living. Other health
professionals, such as dietitians, physiotherapists, psychologists, and
respiratory therapists, are similarly accessible. Each resident of a LTC facility
also has an attending physician – either the resident’s own family physician,
or a doctor who is associated with the facility.10
Improved community support enables many seniors, with or without
disability, to live out their lives in their own homes, or with relatives or
other persons. However, with increasing age and/or illness, some seniors
may eventually need to move into long-term care facilities.10
Long-term care facilities serve a range of ages, but the largest group are
people over 85 years of age. According to the 2001 census, only 14% of
Canadians aged 75 years and older were living in such institutions, down
from 17% in 1981. The decrease is attributed to the improved health
enjoyed by seniors today, and to the care that is available in the
community.10
As of January 2001, there were a total of 1,691 LTC beds in the Region of
Peel which translated into 56.2 beds per 1,000 population aged 75 years and
older. In response to significant projected demographic change and the
need to increase the local bed supply to the provincial average (the Health
Services Restructuring Commission recommended a supply of 99.1 beds
per 1,000 population 75 years of age and older), approximately 2,498 more
LTC facility beds were awarded to the Region of Peel to be phased in over a
three-year period (4,189 beds by July 2004). This increase is shown in
Figure 1.12 as of January and July of each year. The LTC bed ratio doubled
in Peel from 56.2 beds per 1,000 population aged 75 years and older in 2001
to 110 per 1,000 seniors aged 75 years and older in 2004.11 The occupancy
rate among the five LTC centres operated by the Region of Peel was
approximately 92% as of December 2005.
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Figure 1.15: Number of Long-Term Care Beds,
Region of Peel, 2001–2004
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Transportation
Based on a 2003 study of older adults in Peel, more than three quarters of
seniors in Peel reported that they used a car to get around most of the time.
Using a car, however, declined with age from 85% among 65- to 69-yearolds to just over one-half (55%) of those aged 80 years and older
(see Figure 1.16).8

Figure 1.16: Proportion of Seniors Who Used a Car Most of the Time as a Mode of
Transporation by Age Group,
Region of Peel, 2003
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Summary
The Senior Population
In 2001, Peel had a lower proportion of seniors (8%) compared to
Ontario (13%).
The proportion of Mississauga’s population who were seniors was higher
than for Peel. Brampton had lower proportions of seniors than Peel, while
Caledon had similar proportions.
The proportion of seniors in Peel is projected to increase from
approximately 78,800 (8% of the total population) in 2001 to 213,500
(13% of the total population) in 2021. The proportion of seniors in Ontario
is projected to increase from approximately 1.5 million (13% of the total
population) in 2001 to 2.6 million (18% of the total population) by 2021.
Most of the growth in the senior population from 2001 to 2021 is expected
to occur in Mississauga and Brampton.
The aged dependency ratio in Peel is expected to increase from 11.4 in 2001
to 19.0 by the year 2021. An increase will also be expected in Ontario.
Life expectancy at birth has been increasing in Canada. In 2001, life
expectancy at age 65 was 18.4 years and 17.1 years respectively for males
and 20.9 years and 20.3 years respectively for females in Peel and Ontario.
Life expectancy at age 65 in 2001 was slightly higher in Peel than for
Ontario or Canada.
Socio-Demographics of the Senior Population
In 2001, 79% of male seniors living in Peel compared to 44% of female
seniors in Peel were legally married. Forty-five per cent of female seniors
were widowed compared to 12% of male seniors in Peel.
In 2000, the senior population in Peel had a somewhat higher prevalence
of low income compared to the general population. The prevalence of low
income among unattached female seniors in Peel was 50% compared to 35%
for unattached male seniors. The prevalence of low income among
unattached seniors in Peel was higher than for Ontario.
Two-thirds of Peel’s seniors (65%) immigrated to Canada. Only 6% of
seniors immigrated between 1996 and 2001.
Knowledge of official languages in Canada (English and French) was
reported by 86% of seniors living in Peel in 2001, while 14% reported
knowledge of neither English nor French.
English was the most commonly reported language spoken most often at
home among Peel seniors in 2001 (71%), while 29% reported speaking a
non-official language. Although there were many non-official languages
spoken at home, Punjabi, Italian and Portuguese were the three most
common languages spoken by Peel seniors at home.
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In Peel, seniors tended to have less formal education than the general
population. In 2001, more than half of seniors (54%) reported that they had
less than a high school education compared to 19% of those aged 20 years
and older.
Living Arrangements and Transportation
Ontario seniors were more likely to be living alone (27%) compared to Peel
seniors (17%). Female seniors living in Peel were more likely to live alone
(23%) compared to males (9%); female seniors were also more likely to live
with relatives (20%) than were males (6%).
In 2003, most seniors in Peel reported living in a single detached house
(60%); followed by an apartment (26%).
In 2003, one-third of seniors in Peel considered their housing costs to be
too high, while the remaining two-thirds reported their housing costs to
be reasonable or very reasonable.
As of January 2001, there were 1,691 long-term care beds in the Region of
Peel which translated into 56.2 beds per 1,000 population aged 75 years and
older. The long-term care bed ratio increased to 110 per 1,000 seniors aged
75 years and older in 2004.
In 2003, more than three quarters of seniors in Peel reported that they used a
car to get around most of the time. Using a car, however, declined with age
from 85% of 65- to 69-year-olds to just over one-half (55%) of seniors aged
80 years and older.
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Map 1.1:

Proportion of Seniors by Census Tract,
Region of Peel, 2001

N

Per Cent Population Aged 65 Years and Older
Percentage Range

Number of Census Tracts

2.61 to 6.62
6.63 to 10.63
10.64 to 14.64
14.65 to 18.64
18.65 to 22.67

(75)
(55)
(29)
(13)
(5)

Source: Statistics Canada, 2001 Census.
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Map 1.2:

Proportion of Seniors with Low Income by Census Tract,
Region of Peel, 2000

N

Per Cent of Low-Income Seniors
Percentage Range

Number of Census Tracts

0.00 to 9.17
9.18 to 18.35
18.36 to 27.53
27.54 to 36.71
36.72 to 45.90

(56)
(68)
(38)
(11)
(4)

Source: Statistics Canada, 2001 Census.
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General Health
HIGHLIGHTS
• According to the 2003 Canadian Community Health Survey (CCHS), 73% of
Canadian seniors reported their health as being good, very good or excellent.
In Peel, 65- to 74-year-olds were more likely (76%) than seniors aged 75
years and older (72%) to report their health as being good, very good or
excellent.
• In 2003, 10% of seniors in Ontario reported having a hearing problem.
• In 2003, 23% of Peel seniors reported being diagnosed with cataracts according
to the 2003 CCHS.
• Access to dental care may be dependent on the ability to pay for dental services
through dental insurance. More than one-third of seniors in Peel (36%) and Ontario
(35%) reported that they had dental insurance in 2003.

Introduction
Life expectancy has increased for seniors and many have the perception that
their general health is good or better than good. Despite this, many seniors
suffer from sensory impairments. As individuals grow older, the sharpness of
their senses diminishes. This can affect their ability to live independently in
the community. Sensory loss can have serious consequences on several
aspects of daily living such as reading a bottle of medication or hearing the
voice of a loved one. While seniors generally describe their health as being
good, they still face issues such as vision, hearing and dental health.
According to the 2003 Canadian Community Health Survey (CCHS), 73%
of Canadian seniors reported their health as being good, very good or
excellent.12 This finding was similar for seniors in Ontario (73%) and Peel
(74%). In Peel, seniors aged 65 to 74 years were slightly more likely (76%)
than seniors aged 75 years and older (72%) to report their health as being
good, very good or excellent. The difference in age groups in Ontario was
greater than in Peel (77% of 65- to 74-year-olds and 67% of seniors aged
75 years and older). Regardless of their high rating of self-reported health,
seniors still face other health issues and health barriers which are described
in further detail in this report.

Hearing Loss
In 2003, 11% of Canadian seniors reported that they had a hearing
problem. Self-reported hearing problems among seniors increased with age
from 5% of 65- to 69-year-olds to 23% of those aged 80 years and older.
Hearing problems were more prevalent among male seniors (12%) than
females (9%).13 In 2003, 10% of seniors in Ontario reported having a
hearing problem. Data were not available for hearing problems among
seniors living in Peel.
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Vision Loss
By 50 years of age, people begin to notice vision changes such as:
•
•
•
•
•

A decline in the ability to see small print or focus on close objects;
A decrease in the sharpness of vision;
A need for more light in certain activities;
Trouble distinguishing subtle colour differences; and
Double vision or haloes around bright lights.14

In 2003, 82% of Canadian seniors reported having a vision problem.
A similar proportion was reported for Ontario. Although 78% of Canadian
seniors with vision problems reported that their difficulties had been
corrected (e.g., with glasses or contact lenses), 4% had “uncorrected”
problems, which include those not amenable to correction. Having a vision
problem was reported by a higher proportion of Canadian female seniors
(84%) than male seniors (79%).15 Data were not available for Peel.
Twenty-five per cent of falls causing injury among seniors are attributed to
vision problems.16
As we age, our eyes are also at greater risk for other health problems such as
dry eyes, excessive tearing and other problems (e.g., cataracts, glaucoma
and macular degeneration).14
Cataracts are caused by a clouding of the eye lens leading to visual
impairment. The prevalence of cataracts increases with age and has
increased over time in Canada. In 2003, 20% of Canadian seniors reported
being diagnosed with cataracts by a physician.15 Twenty-three per cent of
Peel seniors also reported being diagnosed with cataracts according to the
2003 Canadian Community Health Survey.
Glaucoma is another condition which is caused by changes in eye pressure
which can cause vision loss or blindness. It is more common among women
than men. In 2003, 6% of Canadian seniors reported being diagnosed with
glaucoma by a physician.15 The prevalence of glaucoma increases with age.
Data were not available for Peel.
Macular degeneration is the most common cause of blindness in Canada.
According to the Canadian National Institute for the Blind (CNIB)
statistics for 2002, more than 74% of new CNIB clients were aged 70 years
and older.17 The most common diagnosis of vision loss among these clients
was macular degeneration (65% of all those aged 70 years and older).17
This vision loss may occur in one eye or both eyes and is caused by
damage or breakdown of the macula, the part of the retina that provides
clear, sharp central vision.18
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Dental Health
Oral health plays an important role in general health and quality of life.
Canadians are entering old age with more of their natural teeth than
previous generations due to improved access to dental care and increased
fluoridation of the water supply. Untreated tooth and gum problems may
lead to other health conditions such as heart attack and strokes, lung
problems, diabetes complications, oral cancer and poor diet. Individuals
who have missing teeth may also experience loneliness or isolation because
they are embarrassed by how their teeth look.19
According to the CCHS, in 2003, more than half (55%) of seniors in Peel
reported that they had visited a dentist within the past year. More than half
(54%) of seniors in Peel also reported that they wore dentures or false
teeth. A slightly higher proportion of female seniors reported wearing
dentures (55%) compared to males (53%). Comparable data for Ontario
were not available.
Access to dental care may be dependent on the ability to pay for dental
services through dental insurance. Only one-third of seniors in Peel (36%)
and Ontario (35%) reported that they had dental insurance in 2003. This
included any private, government or employer paid plans.

Summary
A similar proportion of seniors in Peel (74%) and Ontario (73%) reported
their health as being good, very good or excellent.
In 2003, self-reported hearing problems among Canadian seniors increased
with age from 5% 65- to 69-year-olds to 23% of those aged 80 years and older.
Ten per cent of seniors in Ontario reported having a hearing problem. Data
were not available for hearing problems among seniors living in Peel.
In 2003, 82% of Canadian seniors reported a vision problem. A similar
proportion was reported for Ontario. In 2003, 23% of Peel seniors also
reported being diagnosed with cataracts according to the 2003 Canadian
Community Health Survey.
According to the CCHS, in 2003, more than half (55%) of seniors in Peel
reported that they had visited a dentist within the past year. More than half
(54%) of seniors in Peel also reported that they wore dentures or false teeth.
A slightly higher proportion of female seniors (55%) compared to male
seniors (53%) reported wearing dentures.
Access to dental care may be dependent on the ability to pay for dental
services through dental insurance. Only approximately one-third of seniors
in Peel (36%) and Ontario (35%) reported that they had dental insurance
in 2003.
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Mental Health
HIGHLIGHTS
• In the 2003 Canadian Community Health Survey, two-thirds of seniors in Peel
and Ontario rated their mental health as excellent or very good (65%).
• In 2001, the prevalence of depression was estimated to be approximately 5%
among Canadian seniors and 6% among Ontario seniors. The rates of depression
were higher among females (7%) compared to males (4%).
• Hospitalization rates for Alzheimer’s disease increased between 1995 and 2002
among seniors in both Peel and Ontario. In 2003, hospitalization rates for
Alzheimer’s disease in Peel increased by age group for males and peaked for
females 75 to 84 years of age.
• There was a general increase in the mortality rates for dementia and Alzheimer’s
disease among seniors in both Peel and Ontario from 1986 to 2001. In 2001, the
mortality rates for dementia and Alzheimer’s disease increased by age group in Peel.
• Very few seniors contemplated suicide. The mortality rate for suicide among seniors
decreased in both Peel and Ontario between 1986 and 2001.

Introduction
Mental health, which refers to an individual’s sense of well-being, control
over their life and ability to interact positively with others, has been shown
to affect physical health and the utilization of health-care services. Research
also indicates that promoting and maintaining mental health among seniors
has a positive impact on their overall health and well-being and significantly
affects their quality of life. Rather than only treating poor mental health,
promoting good mental health is increasingly recognized as a priority in
policy development and caring for seniors.20
Seniors’ mental health issues also affect family members, many of whom
experience caregiver stress, sometimes resulting in serious physical and mental
health problems of their own. In Canada, an estimated 2.1 million people
provide family or informal care to seniors with long-term health problems.21
Among Canadian seniors living in the community, approximately 10 to
15% exhibit depressive symptoms. For seniors living in long-term care
institutions, the prevalence rate is estimated to be as high as 50%.20
This chapter of the report focuses on issues for seniors related to mental
health such as general mental health, mood disorders (e.g., depression
and bipolar disorder), dementia and Alzheimer’s disease, schizophrenia,
and suicide.
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General Mental Health
In the 2003 Canadian Community Health Survey, two-thirds of seniors in
Peel and Ontario rated their mental health as excellent or very good (65%).12
In Peel, men were more likely to rate their mental health as excellent or very
good (68%) than women (62%). Seniors aged 65 to 74 years old were more
likely to rate their mental health as excellent or very good (66%) compared
to seniors aged 75 years and older (63%).

Mood Disorders
Mood disorders include a variety of mental illnesses such as depression and
bipolar disorder.22 Depression is a mental state characterized by feelings of
sadness, despair and discouragement. Depression ranges from normal
feelings of “the blues” to major depression.23 Some of the symptoms of
depression include changes in behaviour (e.g., loss of interest and pleasure
in activities that previously provided some pleasure), emotional changes
(e.g., anxiety or acute sadness), mental changes (e.g., suicidal thoughts) and
physical changes (e.g., sleep disorders, chronic fatigue or lack of energy).
In 2001, the prevalence of depression in Canada was estimated to be
approximately 5% among seniors.24 The rates of depression were higher
among Canadian females (7%) compared to males (4%). The prevalence of
depression among Ontario seniors in 2001 (6%) was slightly higher than
Canada (5%). Data for Peel seniors were not releasable due to small numbers.
Morbidity and mortality data for depression and bipolar disorder are
included in a category named “mood disorders” because the numbers are
larger for this group of illnesses. People with these disorders may experience
depressive episodes (feeling very “low”) or manic episodes (feeling very
“high”), or both. Mood disorders are among the most common mental
disorders – approximately one in 10 people experiences a mood disorder.22
Emergency Department Visits for Mood Disorders
In 2003, there were 90 emergency department visits among Peel seniors for
mood disorders.
The emergency department visit rates for mood disorders were highest for
males aged 70 to 74 years and females aged 65 to 69 years (see Figure 3.1).
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Figure 3.1: Emergency Department Visits for Mood Disorders by Age Group and Sex,
Region of Peel, 2003
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Hospitalization for Mood Disorders
Hospitalization rates for mood disorders among seniors have decreased in
both Peel and Ontario since 1995 (see Figure 3.2).

Figure 3.2: Hospitalization for Mood Disorders by Year,
Region of Peel and Ontario, 1995–2003
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In 2003, hospitalization rates for mood disorders decreased by age group
among Peel females, while rates remained unchanged for males across both
age groups available for comparison (see Figure 3.3). In 2003, seniors
hospitalized for mood disorders stayed in hospital an average of 23.5 days
(data not shown).

Figure 3.3: Hospitalization for Mood Disorders by Age Group and Sex,
Region of Peel, 2003
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Mortality from Mood Disorders
There were 21 deaths from mood disorders among Peel seniors from 1986
to 2001. Trend data by year were not releasable due to the small number of
deaths attributable to mood disorder each year.

Bipolar Disorder
Bipolar disorder is characterized by opposing moods which accompany the
illness. People with bipolar disorder experience great highs (manic stage)
and great lows (depressive stage). Bipolar illness often begins with a
depression in adolescence or early adulthood, although the first manic
episode may not occur until several years later. Bipolar disorder affects 1%
of the population.25
Hospitalization for Bipolar Disorder
Hospitalization data for bipolar disorder were available through ICD-10-CA
starting in 2003. There were 22 hospital admissions for bipolar disorder
among Peel seniors in 2003 (11 each for male and female).
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Mortality from Bipolar Disorder
There were no deaths from bipolar disorder among Peel seniors in 2001
and five deaths from bipolar disorder among Ontario seniors.

Dementia and Alzheimer’s Disease
Dementia refers to a group of diseases characterized by a progressive and
usually irreversible decline of mental functions. The symptoms are memory
loss, disorientation, cognitive decline and inappropriate social behaviour.
Although there are many types of dementia such as vascular dementia,
alcohol dementia and Parkinson’s disease, the most common type is
Alzheimer’s disease.
The prevalence of dementia among Canadian seniors in 1991 was 8%.
Alzheimer’s disease is the most common form of dementia; it accounts for
64% of all dementias.26 Based on the assumption that prevalence estimates
remain constant, it is estimated that in 2005 there would be 420,600
Canadian seniors who have Alzheimer’s disease and related dementias
(280,000 of whom have Alzheimer’s disease).27 Similarly in Ontario, the
projected numbers of seniors with dementia and Alzheimer’s in 2005
would be 157,850 and 104,240 respectively. While these calculations are
only estimates, they indicate that with the increase in the size of the senior
population, the number of seniors with Alzheimer’s and other forms of
dementia are expected to increase.27
In 1991, the prevalence of dementia in Canada increased with age group
from 2% of 65- to 74-year-olds, to 11% of 75- to 84-year-olds and 35% of
those aged 85 years and older.28 The rates of dementia are higher for females
than males across age groups.29 The greater number of women with
dementia is mainly due to the greater number of women in older age
groups where the likelihood of dementia is higher.
In Canada, Alzheimer’s disease is most common in seniors and its
prevalence increases with age group from 1% among 65- to 74- year-olds
to 7% among 74- to 84-year-olds and 26% among those aged 85 years and
older. The causes of Alzheimer’s are relatively unknown; however, known
risk factors include age, genetics/family history, education, previous head
injury, strokes/depression, mild cognitive impairment and smoking.30 There
is no way to stop its progression although several medications are available
that can help with some symptoms. These medications can slow down the
decline of memory, language and thinking abilities.
According to the 2003 Canadian Community Health Survey (CCHS),
about 2% of Ontario’s senior population reported that they had
Alzheimer’s or some other form of dementia. Alzheimer’s and other
dementia increased by age from 1% of 65- to 74-year-olds to 3% of
seniors aged 75 years and older. Data for Peel were not releasable due to
small numbers. The low proportion of reported dementia may be due to
the data relying on self reports and failing to capture those seniors who
are no longer living at home.
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Although Alzheimer’s disease is the most common type of dementia, the
following section on morbidity and mortality will present dementia and
Alzheimer’s disease data as separate diseases. The dementia data, therefore,
exclude Alzheimer’s disease (see ICD-9/ICD-10-CA coding table in data
methods section).
Emergency Department Visits for Dementia and Alzheimer’s Disease
In 2003, there were 88 emergency department visits among Peel seniors for
dementia. The rates of emergency department visits for dementia increased
by age for both males and females (see Figure 3.4). The rates were higher for
males compared to females across all age groups.

Figure 3.4: Emergency Department Visits for Dementia by Age Group and Sex,
Region of Peel, 2003
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There were 34 emergency department visits among Peel seniors for
Alzheimer’s disease. The rates of emergency department visits for
Alzheimer’s disease increased by age (see Figure 3.5).
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Figure 3.5: Emergency Department Visits for Alzheimer's Disease by Age Group,
Region of Peel, 2003
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Hospitalization for Dementia and Alzheimer’s Disease
Although hospitalization rates for dementia among seniors have declined
since 1995, there was a slight increase in rates between 2001 and 2003 for
both Peel and Ontario (see Figure 3.6).
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Figure 3.6: Hospitalization for Dementia by Year,
Region of Peel and Ontario, 1995–2003
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In 2003, hospitalization rates for dementia in Peel increased by age
and were higher for males compared to females across all age groups
(see Figure 3.7). The average length of stay for dementia among seniors
was 22.9 days in 2003.



Seniors’ Health Report—

Figure 3.7: Hospitalization for Dementia by Age Group and Sex,
Region of Peel, 2003
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Hospitalization rates for Alzheimer’s disease increased between 1995 and
2002 among seniors in both Peel and Ontario (see Figure 3.8).

Figure 3.8: Hospitalization for Alzheimer's Disease by Year,
Region of Peel and Ontario, 1995–2003
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In 2003, hospitalization rates for Alzheimer’s disease in Peel increased by age
group for males and peaked for females 75 to 84 years of age (see Figure 3.9).
In 2003, the average length of stay for Alzheimer’s disease was 33.5 days.

Figure 3.9: Hospitalization for Alzheimer's Disease by Age Group and Sex,
Region of Peel, 2003
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Mortality from Dementia and Alzheimer’s Disease
There was a general increase in the mortality rates for dementia and
Alzheimer’s disease among seniors in both Peel and Ontario between 1986
and 2001 (see Figures 3.10 and 3.11). The changes in the mortality rates
between 1999 and 2000 was due to a coding change from ICD-9 to
ICD-10-CA. In ICD-9 many deaths classified as pre-senile dementia are
now classified in ICD-10-CA as Alzheimer’s disease. This coding change is
described more fully in the Data Methods section at the end of this report.
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Figure 3.10: Mortality from Dementia by Year,
Region of Peel and Ontario, 1986–2001
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Figure 3.11: Mortality from Alzheimer's Disease by Year,
Region of Peel and Ontario, 1986–2001
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In 2001, the mortality rates for dementia and Alzheimer’s disease increased
by age group in Peel (see Figure 3.12).

Dementia
Alzheimer’s Disease

Figure 3.12: Mortality from Dementia and Alzheimer's Disease by Age Group,
Region of Peel, 2001
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Schizophrenia
Schizophrenia is a complex brain disorder characterized by delusions,
hallucinations, social withdrawal, and bizarre behaviour. These symptoms
often develop slowly between the ages of 16 to 30 years. Schizophrenia is
estimated to affect one in every hundred Canadians.31
Emergency Department Visits for Schizophrenia
In 2003, there were eight emergency department visits for schizophrenia
among Peel seniors 65 to 69 years of age.
Hospitalization for Schizophrenia
The hospitalization rates for schizophrenia among seniors fluctuated in Peel
between 1995 and 2003 due to small numbers, but have been stable among
Ontario seniors (between 20 and 25 per 100,000) as shown in Figure 3.13.
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Figure 3.13: Hospitalization for Schizophrenia by Year,
Region of Peel and Ontario, 1995–2003
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In 2003, more than half of the 18 hospitalizations for schizophrenia occurred
among Peel seniors 65 to 69 years of age. Schizophrenia caused the highest
average length of hospital stay compared to all other causes among seniors in
Peel (37.3 days).
Mortality from Schizophrenia
There were 10 deaths from schizophrenia among Peel seniors between 1986 and
2001. In Ontario there were between one and two deaths per 100,000 seniors
from schizophrenia every year between 1986 and 2001 (data not shown).

Suicide
Suicide is defined as “the intentional self-infliction of death.”32 Suicidal
behaviour is an important and preventable public health problem in Canada.
While not in itself a mental illness, suicidal behaviour is highly correlated
with mental illness and raises many similar issues. Suicide includes: suicidal
thoughts, suicide attempts and completed suicides, also referred to as
“committed suicides” or “suicide deaths.”
Suicide is often thought of as a threat primarily to young people, yet the
reality is that men over the age of 80 years have the highest suicide mortality
rate among Canadians.33 There are unique risk factors and stressors in the
lives of seniors which may lead to thoughts of suicide. However, as with all
other age groups, recognition of the warning signs and risk factors can lead to
successful interventions to help people survive difficult periods of their life.
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Some common warning signs for suicide are repeated expressions of
hopelessness, helplessness or desperation, signs of depression, loss of interest
in previously enjoyed activities or relationships, and giving away personal
possessions or putting personal affairs in order.33 Specific risk factors for
seniors can include social isolation, depression, and loss of their health
and social roles.34 A previous attempt at suicide is one of the strongest
risk factors for a future completed suicide.32
In 2002, less than 2% of Canadian seniors reported suicidal thoughts in
the past 12 months.*35
Emergency Department Visits for Suicide
In 2003, suicide attempts were the tenth leading external cause for emergency
department visits among Peel seniors. There were 20 emergency department
visits for suicide attempts among Peel seniors. Three-quarters of emergency
department visits for suicide attempts were among 65- to 74-year-olds.
Hospitalization for Suicide
In Peel, the hospitalization rate for suicide attempts among seniors peaked
in 1999, and decreased between 1999 and 2003 (see Figure 3.14). There were
14 hospitalizations for suicide attempts among Peel seniors in 2003. Due to
small numbers in 2003 for Peel, data cannot be provided by age group.

Figure 3.14: Hospitalization for Suicide or Self-Inflicted Injury by Year,
Region of Peel and Ontario, 1995–2003
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Mortality from Suicide
The mortality rate for suicide among seniors decreased in both Peel and
Ontario between 1986 and 2001 (see Figure 3.15). There were eight deaths
from suicide among Peel seniors in 2001. Due to small numbers in 2001
for Peel, data cannot be provided by age group.

Figure 3.15: Mortality from Suicide by Year,
Region of Peel and Ontario, 1986–2001
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Summary
General Mental Health
According to the 2003 Canadian Community Health Survey (CCHS),
two-thirds (65%) of seniors in Peel rated their mental health as excellent
or very good. A similar proportion of seniors in Ontario rated their mental
health as excellent or very good.
Mood Disorders
The prevalence of depression among Ontario seniors in 2001 (6%) was
slightly higher than Canada (5%). Data for Peel seniors were not releasable
due to small numbers.
Hospitalization rates for mood disorders among seniors have decreased
since 1995 in both Peel and Ontario, although rates have been relatively
stable in Ontario between 1998 and 2003. The hospitalization rates for
mood disorders were higher for female seniors than male seniors across all
age groups. There were 21 deaths from mood disorders among Peel seniors
between 1986 and 2001.
Bipolar Disorders
Data for bipolar disorders were available starting in 2003. There were
22 hospital admissions for bipolar disorder among Peel seniors in 2003
(11 each for male and female).
Dementia and Alzheimer’s Disease
According to the 2003 CCHS, about 2% of Ontario’s population reported
that they had Alzheimer’s or some other dementia. Self-reported Alzheimer’s
and other dementia increased by age from 1% of 65- to 79-year-olds to 5% of
those aged 80 years and older.
In 2003, the rates of emergency department visits for dementia and
Alzheimer’s disease increased by age group among Peel seniors.
Although hospitalization rates for dementia among seniors in 2003 have
declined since 1995, there was a slight increase in rates between 2000 and
2003 for both Peel and Ontario. In 2003, hospitalization rates for dementia
in Peel increased by age and were higher for male seniors compared to
female seniors across all age groups.
The average length of hospital stay for dementia among Peel seniors in 2003
was 22.9 days in 2003.
Hospitalization rates for Alzheimer’s disease increased between 1995 and
2003 among seniors in both Peel and Ontario. In 2003, hospitalization rates
for Alzheimer’s disease in Peel increased by age for males and peaked for
females 75 to 84 years of age. In 2003, the average length of hospital stay
for Alzheimer’s disease was 33.5 days.
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There was an increase in the mortality rates for dementia and Alzheimer’s
disease among seniors in both Peel and Ontario between 1986 and 2001.
This increase in 2001 is due to coding changes in mortality data. In 2001,
the mortality rates for dementia and Alzheimer’s disease increased by age
group in Peel.
Schizophrenia
The hospitalization rates for schizophrenia among seniors fluctuated in Peel
between 1995 and 2003, but have remained stable among Ontario seniors.
In 2003, schizophrenia had the highest average length of hospital stay
compared to all other causes among seniors in Peel (37.3 days).
There were 10 deaths from schizophrenia among Peel seniors between 1986
and 2001.
Suicide
In 2002, less than 2% of Canadian seniors reported suicidal thoughts in the
past 12 months.
In 2003, suicide attempts were the tenth leading external cause for
emergency department visits among Peel seniors. There were 20 emergency
department visits for suicide attempts among Peel seniors. Three-quarters of
emergency department visits for suicide attempts were among 65- to
74-year-olds.
In Peel, the hospitalization rate for suicide attempts among seniors peaked
in 1999, and decreased between 1999 and 2003.
The mortality rate for suicide among seniors decreased in both Peel and
Ontario between 1986 and 2001.
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Barriers to Health
HIGHLIGHTS
• In Peel in 2003, female seniors (57%) were more likely than male seniors (46%)
to report that they sometimes or often experienced any activity limitation.
In addition, Peel seniors aged 65 to 74 years were less likely to report having
any activity limitation compared to those aged 75 years and older.
• Forty-eight per cent of female seniors in Peel reported that they needed some
type of assistance with daily tasks compared to 25% of male seniors.
Twenty-seven per cent of 65- to 74-year-olds needed some help with daily
activities compared to 52% of those aged 75 years and older in Peel.
• Abuse of seniors does occur, although it can be a hidden problem for which data
in Peel is not available. In most cases, the abuse is perpetrated by someone the
senior knows. In cases of family violence against Canadian seniors, adult children
and spouses accounted for two-thirds (66%) of abusers in 2003.
• Some seniors are at higher risk of abuse than others such as older seniors; women;
those socially isolated; those with reduced cognitive capacity; those with disabilities
who are dependent; or seniors cared by someone with an alcohol or drug problem.
Isolation and risk of abuse can also be the result of poverty, illiteracy, not speaking
French or English or coming from a culture with different notions of abuse and
neglect. Given the large proportion of seniors in Peel who belong to different
cultures or who cannot speak English or French, abuse may be a problem which
needs to be addressed.

Introduction
Older adults are more likely than younger individuals to suffer from chronic
conditions, to have activity limitations and to be dependent on others for
assistance with common activities of daily living (ADL) such as housework, heavy
chores, shopping, meal preparation, personal care, paying bills and moving about
inside their home. Information about these activity limitations, disability, and ADL
were collected from the 2003 Canadian Community Health Survey (CCHS).
Please note that data for Peel were not always available due to small numbers.

Activity Limitations
An activity limitation is defined as a reduction in the ability to perform certain
functions either at home, school, work or in other activities because of a physical
condition, mental condition or health problem which is expected to last or has
already lasted six months or longer.12
In 2003, data from the CCHS showed that more than half (52%) of seniors in Peel
reported that they sometimes or often experienced any activity limitation. This is
similar to the proportion in Ontario (57%). The proportion of seniors who reported
any activity limitation differed by sex and age group. In Peel, females (57%) were
more likely than males (46%) to report that they sometimes or often experienced
any activity limitation (see Figure 4.1 on following page). The difference between
males and females in Ontario was less pronounced (59% and 55% respectively).
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Figure 4.1: Proportion of Seniors with an Activity Limitation by Sex,
Region of Peel and Ontario, 2003
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In addition, Peel seniors aged 65 to 74 years were less likely to report they
sometimes or often experienced an activity limitation compared to those
aged 75 years and older. Females were more likely to report having any
activity limitation compared to males among both age groups of seniors
in Peel (see Figure 4.2).

Figure 4.2: Proportion of Seniors with an Activity Limitation by Age Group and Sex,
Region of Peel, 2003
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Assistance with Activities of Daily Living
Assistance with activities of daily living involves a person’s need for help
(for health reasons) with instrumental activities of daily living such as
preparing meals, shopping for groceries or other necessities, doing everyday
housework, doing heavy household chores and personal care such as
washing, dressing or eating, moving about inside one’s house or paying bills.
According to the 2003 Canadian Community Health Survey, approximately
38% of seniors in Peel reported some need for assistance with one or more
activities of daily living in the home. This is consistent with the reported
need for assistance among Ontario seniors (39%). Similar to reporting an
activity limitation, there was a difference between male and female seniors.
Forty-eight per cent of females in Peel and Ontario reported that they
needed some type of assistance with daily tasks compared to 25% of
males in Peel and 26% of males in Ontario.
The proportion of seniors who required some type of assistance with activities
of daily living in 2003 increased by age group in Peel. Twenty-seven per cent
of 65- to 74-year-olds needed some help with daily activities compared to
52% of those aged 75 years and older in Peel (data not shown). A similar
increase by age group occurred among Ontario seniors.

Disability
Disability days indicate the number of days in the previous two weeks that a
person stayed in bed or cut down their activities because of illness or injury.
In the 2003 Canadian Community Health Survey, 14% of seniors in Peel
reported having one or more disability days in the previous two week period.
This proportion was similar to Ontario (15%). In Ontario, women were
more likely than men to report one or more disability days (18% and 12%
respectively). Data by sex for Peel were not releasable due to small numbers.
There was no difference in reported disability days between Ontario seniors
65 to 74 years of age and those 75 years of age and older (data not shown).

Abuse of Seniors
Elder abuse is any harm done to an older person caused by a relative, friend,
caregiver or person on whom the older person relies for their basic needs.
Abuse can take one or many forms such as physical abuse, neglect, financial
abuse or psychological abuse.36
In most cases, the abuse is perpetrated by someone the senior knows.
In cases of family violence against Canadian seniors, adult children and
spouses accounted for two-thirds (66%) of abusers in 2003.37
In 2003, Canadian seniors were by far the least likely of all age groups to
be victims of violent crime reported to police. In 2003, male seniors were
victimized at a rate of 184 per 100,000 population compared to 119 per
100,000 female seniors.37 These rates were significantly lower among seniors
than among males and females 18 to 24 years of age (2,053 per 100,000
males and 2,254 per 100,000 females).37
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Some seniors are more at risk of abuse than others such as: older seniors;
women; those socially isolated; those with reduced cognitive capacity; those
with disabilities who are dependent; or seniors cared by someone with an
alcohol or drug problem. Isolation and risk of abuse can also be the result of
poverty, illiteracy, not speaking French or English or coming from a culture
with different notions of abuse and neglect.38 Given the large proportion of
seniors in Peel who belong to different cultures or who cannot speak English
or French, abuse may be a problem which needs to be addressed.
As with most forms of family violence, abuse and neglect of older adults
is largely a hidden problem. Abuse and neglect are thought to be seriously
under-reported, since surveys capture only what abuse victims are willing to
reveal and police data reveal only the abuse that comes to their attention.
Low public awareness and the fact that many service providers may not be
trained to recognize this form of abuse add to the problem.37, 38
Abuse in institutions such as long-term care facilities has received less
attention, perhaps because a low proportion of Canadians lived there (7%) in
2001. However, anecdotal evidence reveals theft, physical and psychological
abuse does occur.37, 38
This problem will be compounded by the aging population as a larger
number of seniors will be living with family members, receiving home care
or possibly be living in a long-term care facility.

Summary
According to 2003 data from the Canadian Community Health Survey
(CCHS) more than half (53%) of seniors in Peel reported that they
sometimes or often experience an activity limitation. In Peel, males (46%)
were less likely than females (57%) to report that they sometimes or often
experienced any activity limitation. In Peel, 65- to 74-year-olds were less
likely to report having any activity limitation (38%) compared to those
aged 75 years and older (71%).
Forty-eight per cent of females in Peel and Ontario reported that they
needed some type of assistance with daily tasks compared to 25% of males
in Peel and 26% of males in Ontario. The proportion of seniors who
required some type of assistance with activities of daily living in 2003
increased by age in Peel. Twenty-seven per cent of 65- to 74-year-olds
needed some help with daily activities compared to 52% of those aged
75 years and older in Peel.
In the 2003 Canadian Community Health Survey, 14% of seniors in Peel
reported one or more disability days in the previous two week period. This
proportion was similar to Ontario (15%). In Ontario, women were more
likely than men to report one or more disability days (18% and 12%
respectively). Data by sex for Peel were not releasable due to small numbers.
There was no difference in reported disability days between Ontario seniors
65 to 74 years of age and those 75 years of age and older.
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In most cases, elder abuse is perpetrated by someone the seniors know. In
cases of family violence against Canadian seniors, adult children and spouses
accounted for almost 70% of abusers in 2002.
In 2003, Canadian seniors were by far the least likely of all age groups to
be victims of violent crime reported to police. In 2003, male seniors were
victimized at a rate of 184 per 100,000 population compared to 119 per
100,000 female seniors. These rates were significantly lower among seniors
than among males and females 18 to 24 years of age (2,053 per 100,000
males and 2,254 per 100,000 females).
Abuse in institutions such as long-term care facilities has received less
attention, perhaps because a low proportion of Canadian lived there (7%)
in 2001. However, anecdotal evidence reveals theft, physical and psychological
abuse does occur.
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Health-Care Services
and Utilization
HIGHLIGHTS
• In 2003, 11% of seniors in Peel and 9% of seniors in Ontario received
home-care services for which the cost was not covered by government. In
most instances, seniors in Ontario (6%) relied on a family member to provide
home-care services for which the cost was not covered by government.
• Almost one-quarter (23%) of female seniors and one in five male seniors (21%)
spent some time providing unpaid child care to either their own children or the children
of a family member, friend or neighbour in the week prior to the 2001 census.
• In the 2003 Canadian Community Health Survey, 99% of Peel seniors reported that
they had a regular medical doctor. This is slightly higher than in Ontario where 97%
of seniors reported that they had a regular medical doctor.
• More than half (58%) of Peel seniors reported that they had seen or talked to a
dentist or orthodontist at least once in the past 12 months.
• While over three-quarters of seniors in Peel and Ontario had coverage for
medications, a lower proportion of seniors reported having insurance coverage
(private, government, or employer-paid plans) for other health related expenses such
as dental expenses, eye glasses or contact lenses, and hospital charges for a private
or semi-private room.
• In Peel, a higher proportion of 65- to 74-year-olds reported having insurance
coverage for items such as dental services, eye glasses or contact lenses and private
or semi-private hospital rooms compared to persons aged 75 years and older. Male
seniors reported a higher proportion of insurance coverage than females for these
same items.

Introduction
Seniors require access to a regular family physician and the support of other
health-care services as needed. Seniors may also require assistance with their
daily activities through home care. These services can be provided by
government funded agencies or through private agencies paid by the senior
or their family. In some instances this care is provided by a family member,
friend or neighbour. The ability to pay for various health-care services such
as dental care or eye glasses and contact lenses may be dependent on having
private insurance. Some seniors do not have the financial resources to pay
for these services or are not covered by any insurance plan.39
Some data on health-care services, insurance coverage and home care for
seniors were collected from the 2003 Canadian Community Health Survey.
Please note that data for Peel were not always available due to small numbers.
This chapter will describe access to home-care and health-care services by
seniors in the Region of Peel and Ontario. Insurance coverage for health-care
services will also be discussed as this can affect a senior’s ability to access
health-care services.
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Home-Care Services
Sometimes, seniors require assistance with their daily activities through
home care. These services can be provided by government agencies or
through private agencies paid by the senior or the senior’s family. In some
instances, this care is provided by a family member, friend or neighbour.
There are several types of home-care services that seniors can access.
These include:
• Health- or home-care services received at home and provided to seniors
as well as individuals with disabilities either through government or
private agencies. Home-care services can include nursing care, help with
bathing or housework, respite care (i.e., temporary relief for caregivers)
and meal delivery.
• Home-care services that are not covered by government, such as care
provided by a family member, neighbour or friends.
According to the 2003 Canadian Community Health Survey (CCHS), 15% of
non-institutionalized Canadian seniors reported they received home care in
the past 12 months. The proportion of seniors who received home care
increased by age group from 8% of 65- to 74-year-olds to 42% of persons
aged 85 years or older. A higher proportion of women compared to men
across all age groups reported they received home care.40 A similar finding
occurred in Ontario.
Home-care services are either funded by the government (fully or partially)
or not covered at all (private or provided by informal sources such as family,
friends or neighbours). In the 2003 Canadian Community Health Survey,
approximately 9% of Ontario seniors reported that they received some type
of home-care service either fully or partially funded by government in the
past 12 months. Data for Peel were not releasable due to small numbers.
In addition, in 2003, 11% of seniors in Peel and 9% of seniors in Ontario
received home-care services for which the cost was not covered by government.
Figure 5.1 shows the breakdown of type of home-care services received by
type of funding. Personal care, nursing care and housework were the three
most common home-care services covered entirely or partially by the
government and provided to Ontario seniors. Housework, shopping and
meal preparation were the three most common home-care services not
covered by any government funding.
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Figure 5.1: Proportion of Seniors Who Received Home-Care Services by
Type of Funding,
Ontario, 2003
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Figure 5.2 shows who most often provided home-care services to seniors
who received services not covered by government. In most instances, seniors
in Ontario (6%) relied on a family member to provide such services. Much
fewer seniors had used a private nurse (0.3%) or volunteer (0.2%) in the past
12 months. The breakdown of private home-care service providers was not
releasable for Peel due to small numbers.

Figure 5.2: Provider of Home-Care Services Not Covered by Government,
Ontario, 2003
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Four per cent of Ontario seniors reported that there was a time in the past
12 months when they needed home-care services but could not receive
them. The reasons that they could not access these services are described in
Figure 5.3. Most of these seniors reported not accessing home-care services
because they were not available in their area.

Figure 5.3: Barriers to Accessing Home-Care Services for Seniors,
Ontario, 2003
Reason for no access
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Unpaid Work Provided by Seniors
According to the 2001 census, in addition to unpaid housework, Peel seniors
had provided some hours of unpaid care or assistance to children or other
seniors in the week prior to the census survey.
One in five female seniors (21%) and 13% of male seniors in Peel had
contributed 30 hours or more of unpaid housework during the week before
the census. This was defined as: hours spent doing unpaid housework (such
as meal preparation, cleaning the house, yard work) for members of one’s
own household, for other family members outside the household, and for
friends or neighbours.
Almost one-quarter (23%) of female seniors and one in five male seniors
(21%) in Peel spent some time providing unpaid child care to either their
own children or the children of a family member, friend or neighbour in the
week prior to the census. Seven per cent of seniors spent 15 hours or more
providing unpaid child care during the week prior to the census.
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Fourteen per cent of female seniors and 13% of male seniors spent some
time providing unpaid care or assistance such as personal care or grocery
shopping to another senior family member, friend or neighbour, either
inside or outside of their home. Four per cent of seniors provided 10 or
more hours of unpaid senior assistance during the week prior to the census.
Unpaid housework, child care or senior care and assistance did not include
volunteer work for a non-profit organization, a religious organization, a
charity or community group, or work without pay in the operation of a
family farm, business or professional practice.
According to the 2001 Canadian General Social Survey (GSS), nearly 4%
of Canadians live in a multi-generational household, which is defined as,
households with at least three generations including grandparents, parents,
and grandchildren.41 Immigrants were twice as likely as those Canadian-born
to live in a multi-generational household. The GSS data showed that less
than 3% of people who were Canadian-born lived in multi-generational
households in 2001, compared with 7% of those born outside Canada.
The higher share of multi-generational households in British Columbia and
Ontario may reflect these provinces’ larger immigrant populations.41 Given
the large immigrant population in Peel, it is possible that there would be
many multi-generational households in Peel. Although exact data are
unknown, seniors living in these households could be a provider of unpaid
child and senior care in these households.

Health-Care Utilization
In the 2003 Canadian Community Health Survey, 99% of Peel seniors
reported that they had a regular medical doctor. This is slightly higher
than in Ontario where 97% of seniors reported that they had a regular
medical doctor.
The proportion of seniors who reported that they had been an overnight
patient in a hospital, nursing home or convalescent home in the past
12 months was similar in both Peel (14%) and Ontario (13%).
A high proportion of seniors in Peel (91%) and Ontario (90%) reported they
had seen or talked to their family doctor once or more during the past 12
months compared to any other health professional (see Figure 5.4). A higher
proportion of seniors in Peel (51%) reported that they had seen or talked to
some other type of medical doctor such as a surgeon, allergist, orthopaedist,
gynaecologist or psychiatrist at least once or more in the past 12 months
compared to Ontario (37%). More than half (58%) of Peel seniors reported
that they had seen or talked to a dentist or orthodontist at least once in the
past 12 months. This proportion was similar among Ontario seniors (57%).
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Figure 5.4: Proportion of Seniors Who Have Seen or Talked to the Following Health Professionals
Once or More During the Past 12 Months,
Region of Peel and Ontario, 2003
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Insurance Coverage
The inability to pay for health-care services such as prescriptions, dental
care, eye glasses or contact lenses, and hospital costs not covered by
government can be a barrier to health for seniors. Some seniors do not
have the financial resources to pay for these services or are not covered
by any insurance plan.
Although seniors have coverage for prescription medications in Ontario
(provided by the provincial government through the Ontario Drug Benefit
Program with a partial co-payment),42 in 2003 approximately 79% of seniors
in Peel reported that they had insurance that covered all or part of the cost
of their prescription medications (see Figure 5.5). It should be noted that
under-reporting of prescription coverage has been noted as a limitation of
survey data according to a Canadian study.43
While over three-quarters of seniors had coverage for medications,
a lower proportion of seniors reported having insurance coverage
(private, government, or employer-paid plans) for other health related
expenses such as dental, eye glasses or contact lenses, and hospital charges
for a private or semi-private room (see Figure 5.5). The proportion of
seniors in Peel who reported having insurance coverage was similar
to Ontario for all of these health-care services.
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Figure 5.5: Insurance Coverage Among Seniors for Various Health-Care
Expenditures,
Region of Peel and Ontario, 2003
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In Peel, a higher proportion of 65- to 74-year-olds reported having
insurance coverage for items such as dental services, eye glasses or contact
lenses and private or semi-private hospital rooms compared to persons aged
75 years and older (see Figure 5.6). A higher proportion of male than female
seniors in Peel have insurance coverage for these items such as dental (40%
compared to 33%), eye glasses or contact lenses (44% compared to 38%)
and private or semi-private hospital rooms (55% compared to 38%)
(data not shown).
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Figure 5.6: Insurance Coverage Among Seniors for Various Health-Care
Expenditures by Age Group,
Region of Peel, 2003
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With the increasing number and proportion of seniors in the Region of Peel
over the next 20 years, more home-care services, both private and public,
will be required to meet the needs of the senior population.

Summary
According to the 2003 CCHS, approximately 9% of Ontario seniors reported
that they received some type of home-care service either fully or partially
funded by government in the past 12 months. Eleven per cent of seniors in
Peel and 9% of seniors in Ontario received home-care services for which
the cost was not covered by government.
Personal care, nursing care and housework were the three most common
home-care services covered entirely or partially by the government and
provided to Ontario seniors. Housework, shopping and meal preparation
were the three most common home-care services not covered by any
government funding. Six per cent of seniors in Ontario relied on a family
member to provide home-care services not funded by the government.
Four per cent of Ontario seniors reported that there was a time in the past
12 months when they needed home-care services but could not receive them.
One in five female seniors (21%) and 13% of male seniors living in Peel had
contributed 30 hours or more of unpaid housework during the week before
the 2001 census. This was defined as hours spent doing unpaid housework
(such as meal preparation, cleaning the house, yard work) for members of
one’s own household, for other family members outside the household,
and for friends or neighbours.
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Almost one-quarter (23%) of female seniors and one in five male seniors
(21%) spent some time providing unpaid child care to either their own
children or the children of a family member, friend or neighbour in the
week prior to the census. Seven per cent of seniors spent 15 hours or more
providing unpaid child care during the week prior to the census.
Fourteen per cent of female seniors and 13% of male seniors spent some
time providing unpaid care or assistance such as personal care, grocery
shopping, for another senior family member, friend or neighbour, either
inside or outside of their home. Four per cent of seniors provided 10 or
more hours of unpaid senior assistance during the week prior to the census.
In the 2003 CCHS, the majority of seniors in Peel (99%) and Ontario (97%)
reported that they had a regular medical doctor. The proportion of seniors
who reported that they had been an overnight patient in a hospital, nursing
home or convalescent home in the past 12 months was similar for Peel (14%)
and Ontario (13%).
In the 2003 CCHS, 91% and 90% of seniors in Peel and Ontario respectively,
reported that they had seen or talked to their family doctor once or more
during the past 12 months. A higher proportion of seniors in Peel (51%)
reported that they had seen or talked to some other type of medical doctor
such as a surgeon, allergist, orthopaedist, gynaecologist or psychiatrist at least
once or more in the past 12 months compared to Ontario seniors (37%).
In Peel, 58% of seniors reported that they had seen or talked to a dentist or
orthodontist in the past 12 months compared to 57% of Ontario seniors.
In 2003, approximately 79% of seniors in Peel reported that they had
insurance that covered all or part of the cost of their prescription
medications. While over three-quarters (79%) of Peel seniors had coverage
for medications, a lower proportion of seniors reported having insurance
coverage (private, government, or employer-paid plans) for other health
related expenses such as dental expenses, eye glasses or contact lenses,
and hospital charges for a private or semi-private room.
Among seniors, males were more likely than females to have insurance
coverage for other health related expenses such as dental, eye glasses or
contact lenses, and hospital charges for a private or semi-private room.
Seniors aged 65 to 74 years were more likely than seniors aged 75 years
and older to have insurance coverage for the same items.
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Lifestyle and
Health Behaviour
HIGHLIGHTS
• According to the 2003 Canadian Community Health Survey (CCHS), more
than half of seniors in Peel (53%) ate fruits and vegetables five or more
times per day (the recommended amount).
• According to the CCHS in 2003, more than half (58%) of Peel seniors
reported being physically inactive compared to 53% of Ontario seniors. Female
seniors (64%) were more likely to report being physically inactive compared to
male seniors (50%) in Peel.
• In 2003, half of seniors in Peel (50%) and Ontario (54%) were overweight or obese.
• In addition to the 6% of seniors who smoked daily in Peel, 54% of Peel seniors
were former smokers (daily and occasional), while 40% never smoked.
• In the 2003 CCHS the proportion of regular drinkers decreased by age group in Peel
from 70% of 19- to 24-year-olds to 49% of seniors.
• The proportion of low-risk drinking was higher among Peel seniors (90%) than in
the general population aged 19 years and older (80%). Approximately one in 11
Ontario seniors reported they drank five or more drinks on one occasion at least
once in the previous 12 months.
• In the 2001 CCHS, pain relievers (62%) were the type of drug used most often in
the previous month as reported by seniors in Peel followed by blood pressure
medication (44%) and heart medication (20%).

Introduction
A healthy lifestyle is an important determinant of good health and how
well we age. This chapter of the report describes eating habits, physical
activity, body mass index, smoking habits, alcohol use and medication use.
Cancer screening behaviours and immunization practices among seniors are
discussed in the Cancer and Communicable Disease chapters respectively.

Eating Habits
Healthy eating is important for people of all ages. Healthy eating is defined
as consuming the amount and variety of safe foods that provide the body
with all required nutrients and are available in adequate proportions.44 The
consumption of a variety of healthy foods in appropriate portion sizes is
important in achieving and maintaining a healthy weight.45 The amount of
food an individual needs each day from the four food groups depends on a
person’s age, sex, body size, activity level and whether a person is pregnant
or breastfeeding.44
A healthy diet includes a variety of foods and emphasizes cereals, breads
and other grain products, vegetables and fruit, and low-fat products. It is
the total of all food choices made over time and is not determined by any
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one food, meal or day’s meals. This concept is modelled on Canada’s Food
Guide to Healthy Eating, an educational tool to help Canadians four years
of age and over to establish healthy eating habits and meet their nutritional
needs.46 The principle behind healthy eating habits is fulfillment of the
minimum requirements of the four food groups in Canada’s Food Guide
to Healthy Eating: Grain Products, Milk Products, Vegetables and Fruit,
and Meat and Alternatives.
Canada’s Food Guide to Healthy Eating recommends five to 10 servings of
fruits and vegetables per day. Hence, one indicator of healthy eating is fruit
and vegetable consumption. This section of the report will focus on seniors’
consumption of fruits and vegetables.
According to the 2003 Canadian Community Health Survey (CCHS), more
than half of seniors in Peel (53%) ate fruits and vegetables five or more times
per day (the recommended amount). This proportion was lower in Ontario
(44%). Female seniors were more likely than male seniors to consume fruits
and vegetables five or more times per day in both Peel and Ontario, although
this proportion was higher in Peel compared to Ontario (see Table 6.1).

Table 6.1:

Proportion of Seniors by Sex and Frequency of Fruit and
Vegetable Consumption,
Region of Peel and Ontario, 2003

Frequency of Fruit and
Vegetable Consumption
Source: Canadian Community Health
Survey 2003, Statistics Canada, Share File,
Knowledge Management and Reporting
Branch, Ontario Ministry of Health and
Long-Term Care.

Male
Peel

Ontario

Female
Peel
Ontario

Less than 5 times per day

36.8%

48.8%

29.9%

41.2%

5 or more times per day

50.5%

39.1%

55.0%

48.2%

Not stated

12.7%

12.1%

15.0%

10.5%

In Peel, 65- to 74-year-old seniors were more likely than seniors aged
75 years and older to report eating fruits and vegetables five or more times
per day (see Figure 6.1). It should be noted that the proportion of seniors
aged 75 years and older that did not state their frequency of fruit and
vegetable consumption was quite high (24%) and results should be
interpreted with caution.
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Figure 6.1: Proportion of Seniors by Age Group and Frequency of Fruit and
Vegetable Consumption,
Region of Peel, 2003
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Long-Term Care.
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Frequency of fruit and vegetable consumption

Physical Activity
Regular physical activity is good for overall health. Physical activity
decreases the risk for colon cancer, diabetes and high blood pressure. It also
helps to control weight; contributes to healthy bones, muscles and joints;
reduces falls among the elderly; and helps to relieve the pain of arthritis.
Physical activity does not have to be strenuous to be beneficial. Moderate
physical activity, such as 30 minutes of brisk walking five or more times a
week, also has health benefits.
Canada’s Physical Activity Guide to Healthy Active Living recommends
that individuals accumulate 30 to 60 minutes of moderate activity on most
days of the week. One indicator of physical activity in the 2003 CCHS is
the Physical Activity Index. This index categorizes an individual as being
“active,” “moderate,” or “inactive” based on their total daily energy
expenditure values.47
According to the CCHS in 2003, more than half (58%) of Peel seniors
reported being physically inactive compared to 53% of Ontario seniors
(see Figure 6.2).
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Figure 6.2: Physical Activity Level Among Seniors,
Region of Peel and Ontario, 2003
Peel

70

Per cent of seniors

Ontario

57.6

60

53.4

50
40
30
21.3
* This percentage should be interpreted
with caution due to high sampling
variability.

20

Source: Canadian Community Health
Survey 2003, Statistics Canada, Share File,
Knowledge Management and Reporting
Branch, Ontario Ministry of Health and
Long-Term Care.

10

16.4

17.8

15.7
10.3*

0

Active

Moderate
Inactive
Physical activity level

7.5

Not stated

In 2003, physical inactivity increased across age groups in both Peel and
Ontario (data not shown). The proportion of adults who were physically
inactive was higher in Peel compared to Ontario across all age groups.
Female seniors (64%) were more likely to report being physically inactive
compared to male seniors (50%) in Peel (see Figure 6.3). The proportion of
inactive female seniors (60%) and male seniors (46%) in Ontario was slightly
lower than in Peel (data not shown).
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Figure 6.3: Physical Activity Level Among Seniors by Sex,
Region of Peel, 2003
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Body Mass Index
Overweight and obesity are based on body mass index (BMI), which is
calculated by dividing weight in kilograms by height in metres squared.
The International Standard for BMI is: <18.5 (underweight), 18.5 – 24.9
(acceptable weight), 25 –29.9 (overweight), and 30 or higher (obese).
The index is calculated for those aged 18 years and older, excluding
pregnant and lactating women when possible.
Overweight and obese individuals are also at increased risk of a number of
health conditions, such as:
•
•
•
•
•
•

type 2 diabetes mellitus,
coronary heart disease,
stroke,
osteoarthritis,
high blood pressure and
high blood cholesterol.48

In addition, obese individuals are also at increased risk of:
•
•
•
•

gallbladder disease,
sleep apnea,
respiratory problems,
specific cancers (including endometrial, breast, prostate and colon
cancers),
• psychosocial problems and
• impaired fertility.48

The Regional Municipality of Peel



In 2003, the proportion of overweight and obese adults aged 18 years and
older increased by age in Peel. Half of seniors in Peel (50%) and Ontario
(54%) were overweight or obese. Although the proportion of overweight
seniors in Peel (39%) was similar for Ontario (39%), the proportion of
seniors classified as obese was lower in Peel (11%) compared to Ontario
(14%) as shown in Figure 6.4. It is important to note that these data were
based on self-reported heights and weights from the Canadian Community
Health Survey (CCHS). It is possible that the overweight and obesity
proportions calculated could be higher as people could underestimate
their weight and overestimate their height.

Figure 6.4: Proportion of Seniors Who Are Overweight and Obese,
Region of Peel and Ontario, 2003
Overweight (BMI 25–29.9)
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Tobacco Use
Smoking tobacco and/or being exposed to second-hand smoke causes many
serious respiratory illnesses in children and adults, apart from lung cancer.
Among adults, diseases resulting from exposure to tobacco include lower
respiratory tract infections, reduced lung function and acute irritation of
the upper respiratory tract.
In 2001, lung cancer was the second leading cause of death for male
seniors in Peel and the fourth leading cause of death for female seniors
(see Appendix 3). Similar to lung cancer, chronic obstructive lung disease
(COLD) was a significant cause of death among seniors in Peel, especially
among men. COLD was the fifth leading cause of death for male seniors in
Peel and the third leading cause of death for female seniors in 2001. Chronic
obstructive pulmonary disease (COPD), also known as chronic bronchitis or
emphysema, is among the most common categories of COLD. COPD is the
most serious adult respiratory disease impacted by smoking, where tobacco
use is responsible for between 83 to 90 per cent of all cases.49 These diseases
are described in more detail later in this report.
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In the 2003 Canadian Community Health Survey, the proportion of daily
smokers decreased by age group in Peel from 21% of 18- to 24-year-olds to
6% of seniors. A similar decline by age group occurred in Ontario (data not
shown). In addition to the 6% of seniors who smoked daily in Peel, 54% of
Peel seniors were former smokers (daily and occasional), and 40% never
smoked. Peel had a higher proportion of seniors who never smoked or
were former daily smokers compared to Ontario (see Figure 6.5).

Figure 6.5: Smoking Status for Seniors,
Region of Peel and Ontario, 2003
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Alcohol Use
Although alcohol use typically declines with age, some seniors may be at risk
for alcohol-related problems. Seniors generally take more medications than
other adults. Mixing alcohol with either prescription or over-the-counter
drugs is unwise and can be dangerous. The development of age-related
health problems can cause anxiety and drinking may help some people feel
more relaxed. At the same time, chronic conditions such as heart disease
or decreased mobility can be aggravated by alcohol use. Loss of a spouse,
friends, home, or career often occurs in later years. Alcohol may be used
to deal with these and other emotional stresses. Retirement brings long
stretches of leisure time which may result in feelings of loneliness and
depression. Alcohol may assume a role in helping pass the time.50
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In the 2003 Canadian Community Health Survey, the proportion of regular
drinkers decreased by age group in Peel from 66% of 18- to 24-year-olds to
49% of seniors. A regular drinker is defined as someone who has consumed
alcohol once a month or more frequently in the last 12 months. An occasional
drinker is someone who has consumed alcohol less than once a month.
A similar decline was reported in Ontario. Approximately half of seniors in
Peel and Ontario reported that they were a regular drinker in 2003 (49% and
51% respectively) as shown in Figure 6.6. One in five seniors (21%) reported
that they were a former drinker.
The proportion of Peel seniors who reported they were regular drinkers
decreased by age group from 54% of 65- to 74-year-olds to 41% of persons
75 years of age and older.

Figure 6.6: Alcohol Use Among Seniors,
Region of Peel and Ontario, 2003
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Low-risk drinking is defined as men who drank 14 or fewer drinks per week
and women who drank nine or fewer drinks per week, with both men and
women drinking no more than two drinks on any day in the previous week.
The proportion of low-risk drinkers among seniors in Peel was 90%, slightly
lower than the 92% of seniors in Ontario who were defined as being low-risk
drinkers. The proportion of low-risk drinking was higher among Peel seniors
(90%) than in the general population aged 19 years and older (80%). These
proportions were similar to Ontario. Approximately one in 11 Ontario seniors
reported they drank five or more drinks on one occasion at least once in the
previous 12 months. Data for Peel were not releasable due to small numbers.
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Medication Use
Prescription drug use is much more common among seniors than among
younger people. While seniors represent about 12% of the Canadian
population, they consume as much as 40% of all prescribed drugs.51
Medication use is age-related.52
According to the 2003 Canadian Community Health Survey (CCHS), nine
out of 10 Canadian seniors reported that they had taken at least one type
of medication in the previous month. On average, they took three different
types. Female seniors tended to take a wider variety of medications than male
seniors. More than one-quarter (27%) of female seniors reported taking at
least five types of medication, compared with only 16% of male seniors.
The drugs most commonly used were non-narcotic pain relievers, blood
pressure medication, heart medication, diuretics and stomach remedies.
The variety of medications taken was strongly related to illness. Seniors with at
least five chronic conditions reported having taken an average of five types
of medication, while those with no chronic illnesses averaged one.
Although drugs have clear benefits for many seniors, taking more than one
drug, as many seniors do, multiplies the chances of incorrect medication use,
interactions and adverse effects that can have extremely serious
consequences.52
Peel data for medications were not available in 2003. However, in the 2001
CCHS, pain relievers (62%) were the type of drug used most often in the
previous month as reported among seniors in Peel followed by blood pressure
medication (44%) and heart medication (20%) as shown in Figure 6.7.

Figure 6.7: Proportion of Seniors by Medication Used in the Past Month,
Region of Peel, 2001
Type of medication

62.4

Pain relievers
Blood pressure
medication

44.2

20.1

Heart medication

16.0

Diuretics

Note: The proportions do not add up to
100% as some seniors take more than one
type of medication.

14.4

Sleeping pills

Source: Canadian Community Health
Survey 2001, Statistics Canada, Share File,
Knowledge Management and Reporting
Branch, Ontario Ministry of Health and
Long-Term Care.

26.9

Other medications

0

10

20

30

40

50

60

70

Per cent of seniors

The Regional Municipality of Peel



Summary
According to the 2003 Canadian Community Health Survey (CCHS),
more than half of seniors in Peel (53%) ate fruits and vegetables five or
more times per day (the recommended amount). This proportion was
lower in Ontario (44%).
According to the CCHS, in 2003, more than half (58%) of Peel seniors
reported being physically inactive compared to 53% of Ontario seniors.
In 2003, half of seniors in Peel (50%) and Ontario (54%) were overweight or
obese. Although, the proportion of overweight seniors in Peel was similar for
Ontario (39%), the proportion of seniors classified as obese was lower in
Peel (11%) compared to Ontario (14%).
In the 2003 CCHS, the proportion of daily smokers was 6% among Peel
seniors, 54% indicated that they had been former daily or former occasional
smokers, and 40% never smoked.
In the 2003 CCHS, the proportion of regular drinkers among Peel seniors
was 49%. The proportion of low-risk drinkers among seniors in Peel was
90%, slightly higher than the 92% of seniors in Ontario who were defined
as being low-risk drinkers. The proportion of low-risk drinking was higher
among Peel seniors (90%) than in the general population aged 19 years and
older (80%). Almost one in 11 Ontario seniors reported they drank five or
more drinks on one occasion at least once in the previous 12 months.
In the 2001 CCHS, pain relievers (62%) were the type of drug used most
often in the previous month as reported among seniors in Peel followed
by blood pressure medication (44%) and heart medication (20%).
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Sexual Health
HIGHLIGHTS
• Sexual health is affected by chronic conditions such as diabetes, ischemic heart
disease, prostate cancer and cervical cancer.
• The number and rates of sexually transmitted and bloodborne infections such
as AIDS/HIV, chlamydia, gonorrhea and syphilis among Peel seniors were very
low while hepatitis B and C were higher.
• Combined, there were 28 cases of AIDS/HIV, chlamydia, gonorrhea, infectious
syphilis and acute hepatitis B reported among Peel seniors between 1995
and 2004.
• The incidence of new hepatitis B carriers among seniors in Peel has been approximately
30 to 40 per 100,000 seniors from 1998 to 2004. These rates were lower than the
10-year high of 69 per 100,000 in 1995.
• The incidence rates of hepatitis C have increased between 2002 and 2004 among
Peel seniors.

Introduction
Sexual health evolves with age and is expressed differently in different stages
of one’s life. Sexual activity in older age groups is dependent on the overall
physical health of the individual and on the presence, health, and interest of
a partner.
Even with the availability of a willing partner, most people notice the
gradual changes that aging brings to sexual response. These changes are a
part of normal aging and include: more time required to become aroused,
decreased stamina, and more time required to reach the same level of
satisfaction once enjoyed.
For women, the most common changes relating to sexual desire are vaginal
discomfort or pain during intercourse, usually due to hormonal changes
following menopause. Men take longer to achieve an erection, the erection
may not be as large or as firm as before, and orgasm may not be as intense.
Changes in sexual desire or ability can also be due to health-related
conditions such as diabetes, high blood pressure, depression, and prostate
problems which can affect sexual desire and performance. Heart disease,
osteoporosis, arthritis, incontinence and emphysema can also affect sexual
ability and enjoyment. Prescription drugs used to treat conditions such as
depression and high blood pressure can dampen libido and performance.53
Some of these diseases will be discussed in other chapters of this report.
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Sexually Transmitted and Bloodborne Infections
Sexually transmitted infections (STIs) and bloodborne infections are
caused by a variety of bacteria and viruses found in blood and body fluids
(semen, vaginal fluids and sometimes saliva). STIs are spread by sexual
contact, although they can also be spread by another route such as an
injection or a cut in the skin.54 STIs are rarely spread through such activities
as touching, hugging, shaking hands or non-sexual kissing. Gonorrhea and
chlamydia are almost exclusively sexually transmitted, while hepatitis C is
transmitted almost exclusively through blood. Syphilis is acquired mainly
through sexual transmission, while human immunodeficiency virus (HIV)
and hepatitis B, can be transmitted by both blood and sexual activity.
The number and rates of STIs and bloodborne infections such as AIDS/HIV,
chlamydia, gonorrhea and syphilis among Peel seniors were very low while
hepatitis B and C were higher.
Human Immunodeficiency Virus (HIV) and Acquired Immunodeficiency
Syndrome (AIDS)
HIV is the virus that causes AIDS. 54, 55, 56 The progression from HIV infection
to the development of AIDS varies greatly from person-to-person and depends
largely on the extent to which the immune system has been damaged. About
half of people with HIV will develop AIDS within 10 years after becoming
infected. However, the introduction of powerful anti-retroviral therapies in
1996 has dramatically increased the time between HIV infection and the
development of AIDS.54, 57, 58
In Peel there were less than five reports of new HIV infections among seniors
between 1995 and 2004. No AIDS cases were reported among Peel seniors
during the same time period. In Ontario, there were 51 AIDS cases among
seniors between 1995 and 2004 (HIV data were not available for Ontario).
Chlamydia
Chlamydia is the most common sexually transmitted infection in Canada
and is a bacterial infection caused by Chlamydia trachomatis. The most
common symptoms are urinary pain and genital discharge. If left untreated,
chlamydia can cause a chronic infection (pelvic inflammatory disease),
infertility and tubal pregnancy. Most males and females infected have no
symptoms and are unaware of their condition, making diagnosis and
treatment of chlamydia difficult.56, 59
Between 1995 and 2004, there were a total of 11 cases of chlamydia reported
among Peel seniors.
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Gonorrhea
Gonorrhea is a bacterial infection caused by Neisseria gonorrhea. The
symptoms for gonorrhea are similar to those of chlamydia (urinary pain and
genital discharge) and can cause long-term complications such as chronic
infection, infertility and tubal pregnancy. Like chlamydia, gonorrhea can be
asymptomatic and go undiagnosed. 56, 60, 61
There were less than five cases of gonorrhea reported among Peel seniors
between 1995 and 2004.
Syphilis
Syphilis is a complex sexually transmitted infection caused by the bacteria
Treponema pallidum. Syphilis moves through five stages if left untreated
and is infectious mostly during the early stages (less than one year after
becoming infected). It is during the later stages of the disease that syphilis
can do the most damage to the body, affecting the brain, blood vessels,
heart and bones. It can eventually lead to death. 56, 62
Similar to the low number of chlamydia and gonorrhea cases, syphilis is rare
among Peel seniors. There were less than five reported cases of infectious
syphilis among seniors between 1995 and 2004. In 2004, there were five
reported cases of syphilis beyond the first infectious stage among Peel seniors.
Hepatitis B
Hepatitis B is a viral infection that attacks the liver. There is a wide spectrum
of illness caused by hepatitis B, ranging from no symptoms, to mild illness
(such as loss of appetite, nausea and tiredness) to severe liver involvement
such as jaundice (yellow eyes and skin) and liver failure. Most people with
hepatitis B recover completely. After recovery they cannot spread the virus to
others and are protected from future infections of hepatitis B. However, 6%
to 10% of people with hepatitis B become carriers who continue to carry the
virus in their blood and body fluids for life and can pass the infection to
others. Carriers look healthy but many may develop cirrhosis (liver scarring)
or cancer of the liver later in life. 56, 63
There were 11 newly diagnosed cases of acute hepatitis B among seniors living
in Peel between 1995 and 2004. There were 37 newly reported hepatitis B
carriers aged 65 years and older in 2004. The incidence of reported hepatitis B
carriers among seniors in Peel has been approximately 30 to 40 per 100,000
seniors from 1998 to 2004 (see Figure 7.1). These rates were lower than the
10-year high of 69 per 100,000 in 1995. It is not possible to know the true
prevalence of hepatitis B carriers in the community as the data reflect Peel
seniors tested by physicians for a particular year.
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Figure 7.1: Incidence of Hepatitis B Carriers by Year,
Region of Peel, 1995–2004
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The incidence of reported hepatitis B carriers decreased by age group among
older adults for both males and females in Peel (see Figure 7.2).

Figure 7.2: Incidence of Hepatitis B Carriers by Age Group and Sex,
Region of Peel, 1995–2004 Combined
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Hepatitis C
Hepatitis C is a viral infection of the liver. The symptoms of hepatitis C
are similar to those for hepatitis B (loss of appetite, nausea, tiredness and
jaundice) but tend to be milder and more subtle. Most people diagnosed
with hepatitis C are chronically infected. Complications of hepatitis C include
cirrhosis (i.e., liver scarring), liver cancer and liver failure.56, 64 Reporting of
hepatitis C became mandatory in 1995. Injection drug use is the primary risk
factor and has been documented in 60% of newly infected cases of hepatitis C
between 1999 and 2001.65
The incidence rates of hepatitis C have decreased among Ontario and Peel
seniors between 1995 and 2002. However, the incidence rates have been
higher among Peel seniors than Ontario seniors and have increased
between 2002 and 2004 (see Figure 7.3).

Figure 7.3: Incidence of Hepatitis C by Year,
Region of Peel and Ontario, 1995–2004
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The incidence rates of hepatitis C in Peel decreased by age group among male
seniors across all age groups. Rates decreased by age group for female seniors
up to 84 years of age (see Figure 7.4).

Figure 7.4: Incidence of Hepatitis C by Age Group and Sex,
Region of Peel, 1995–2004 Combined
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Summary
Sexual health is affected by chronic conditions such as diabetes, ischemic
heart disease, prostate cancer and cervical cancer, which will be discussed
later in this report.
The number and rates of sexually transmitted and bloodborne infections
such as AIDS/HIV, chlamydia, gonorrhea and syphilis among Peel seniors
were very low while incidence rates of hepatitis B and C were higher.
In Peel, there were less than five reports of new HIV infections among Peel
seniors between 1995 and 2004. No AIDS cases were reported among seniors
during the same time period.
There were 11 cases of chlamydia reported among Peel seniors between 1995
and 2004.
There were less than five cases of gonorrhea reported among seniors in Peel
between 1995 and 2004.
Syphilis is rare among Peel seniors. There were less than five reported cases of
infectious syphilis among seniors between 1995 and 2004, and there were five
reported cases of syphilis (all stages beyond the infectious first stage) in 2004.
There were 11 newly diagnosed cases of acute hepatitis B among seniors
living in Peel between 1995 and 2004. There were 37 newly reported hepatitis
B carriers aged 65 years and older in 2004. The incidence of hepatitis B
carriers among seniors in Peel has been approximately 30 to 40 per 100,000
seniors between 1998 and 2004. These rates were lower than the 10-year high
of 69 per 100,000 in 1995.
The incidence rates of hepatitis C have decreased among Ontario and Peel
seniors between 1995 and 2004. However, the incidence rates have been
higher among Peel seniors than Ontario seniors and have increased between
2002 and 2004. The incidence rates of hepatitis C in Peel decreased by age
group among both males and females.
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Communicable Disease
HIGHLIGHTS
• Seniors have the highest incidence rates of tuberculosis compared to other
age groups. The incidence rates for TB have been higher among Peel seniors
compared to Ontario seniors between 1995 and 2004.
• In 2005, more than one-third (36%) of Peel seniors reported that they
ever received pneumococcal vaccinations. Incidence rates for invasive
pneumoccocal disease ranged from 22 and 30 per 100,000 seniors
between 2002 and 2004.
• The proportion of seniors in Peel immunized against influenza was higher in 2005
(82%) than in 2001 (72%).
• The incidence rates for influenza have been high among seniors in Peel during the
last few influenza seasons (2003/2004 and 2004/2005) compared to other influenza
seasons, despite higher immunization rates.
• In 2003, there were 878 emergency department visits made by seniors in Peel due
to pneumonia and influenza. The rates of emergency department visits for
pneumonia and influenza increased by age group for both males and females in Peel.
• Pneumonia and influenza were among the top 10 causes of death among Peel
seniors in 2001.

Introduction
Communicable diseases are illnesses caused by organisms or the toxins
they produce. They are spread directly from an infected person, animal
or environmental source. Sometimes transmission occurs indirectly by
contaminated animals and objects. The leading communicable diseases
among seniors living in Peel in 2004 are shown in Table 8.1. Some of the
top communicable diseases include sexually transmitted and bloodborne
infections (i.e., hepatitis C and B) which were discussed in the previous
chapter on sexual health. This chapter of the report will focus on tuberculosis,
invasive pneumococcal disease and influenza and assess the impact these
diseases have on Peel’s seniors.

Table 8.1:
Rank

Leading Communicable Diseases Among Seniors,
Region of Peel, 2004
Communicable disease

Number of cases

1

Hepatitis C

55

2

Campylobacteriosis

39

3

Hepatitis B carrier

37

4

Tuberculosis

35

5

Invasive pneumococcal disease

21

6

Influenza

16

The Regional Municipality of Peel

Source: Reportable Disease Information
System (RDIS), Peel Public Health, as of
04/11/2005.



Tuberculosis
Tuberculosis (TB) is a disease caused by bacteria called Mycobacterium
tuberculosis. It mainly affects the lungs but can affect other parts of the body
as well. TB is spread from person-to-person when someone with infectious
TB disease in their lungs or larynx coughs or sneezes. Tuberculosis found in
other parts of the body cannot be spread to other people.66, 67
Incidence of Tuberculosis
Seniors have the highest incidence rates of tuberculosis compared to other
age groups. In 2004, there were 117 cases of TB in Peel and 30% occurred
among seniors. The incidence rates for TB have been higher among Peel
seniors compared to Ontario seniors between 1995 and 2004 (see Figure 8.1).
The higher rates in Peel may be due to the higher proportion of immigrants
in Peel compared to Ontario and the higher proportion of recent immigrants
in Peel from TB-endemic countries.67 The TB rates have decreased in Ontario
between 1995 and 2004, but have been more erratic in Peel from year-to-year.

Figure 8.1: Incidence of Tuberculosis by Year,
Region of Peel and Ontario, 1995–2004
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Almost two-thirds (72%) of tuberculosis cases between 1995 and 2004 among
seniors in Peel were pulmonary, most of these were reactivated TB cases. Of
most importance to public health are the active pulmonary cases of TB as
these types of TB cases can be transmitted from person-to-person.
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The incidence rates of tuberculosis increased by age for male seniors in
Peel and were higher than the rates for female seniors among all age groups
(see Figure 8.2).

Figure 8.2: Incidence of Tuberculosis by Age Group and Sex,
Region of Peel, 1995–2004 Combined
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Emergency Department Visits for Tuberculosis
There were fewer than five emergency department visits for tuberculosis
among Peel seniors in 2003.
Hospitalizations from Tuberculosis
In 2003, there were seven hospitalizations for tuberculosis among Peel
seniors. The average length of hospital stay from tuberculosis among Peel
seniors was 36 days.
Mortality from Tuberculosis
There were approximately 11 deaths among seniors due to tuberculosis in
Peel between 1997 and 2001.

Invasive Pneumococcal Disease (IPD)
IPD is a bacterial infection caused by a type of bacteria called streptococcus
pneumoniae (or pneumococcus). This type of bacteria can cause any of the
following: pneumonia (lung infection), bacteraemia (infection of the blood)
or meningitis (infection of the lining of the brain and spinal cord).68
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Pneumonia, bacteraemia and meningitis can sometimes cause death or long
lasting complications such as deafness, especially in people with a high-risk
medical condition,68 such as:
• chronic heart, kidney and lung disease;
• diabetes mellitus;
• Human Immunodeficiency Virus (HIV) and Acquired Immune
Deficiency Syndrome (AIDS) or any other disease that suppresses
the immune system.
Pneumococcal Immunizations
The pneumococcal vaccine can prevent pneumonia and other infections
caused by 23 types of the Streptococcus pneumoniae bacteria. These 23 types
account for approximately 90% of cases of pneumococcal disease. The vaccine
is recommended for people 65 years of age and older and for people with
high-risk medical conditions.
About 80% of cases occur in these high-risk groups. The vaccine protects
between 50 to 80 per cent of people against pneumococcal infection.
Vaccination also makes the disease milder for those who may catch it.
The pneumococcal vaccine has been in use in Canada since 1983.68
As seen in Figure 8.3, very few seniors living in the community in Peel
reported that they have received pneumococcal vaccinations (slightly more
than one-third of seniors in 2005). However, the proportion of seniors who
ever received a pneumococcal vaccination was much higher than in the
proportion reported in the general population aged 18 years and older.

Figure 8.3: Proportion of Population Who Ever Had a Pneumococcal Vaccination,
Region of Peel, 2001–2005
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The incidence rates for IPD in Peel have remained between 22 and 30 per
100,000 seniors between 2002 and 2004 (see Figure 8.4). The sharp increase
in the incidence rate for IPD between 2001 and 2002 is likely due to a
change in the case definition in 2001. The reporting case definition became
broader which resulted in an increased number of cases as more people met
the case definition.

Figure 8.4: Incidence of Invasive Pneumococcal Disease by Year,
Region of Peel, 2001–2004
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The incidence rates for invasive pneumococcal disease in Peel seniors
increased by age group among females and males (see Figure 8.5).

The Regional Municipality of Peel



Figure 8.5: Incidence of Invasive Pneumococcal Disease by Age Group and Sex,
Region of Peel, 1995–2004 Combined
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Influenza and Pneumonia
Influenza is a highly infectious respiratory illness caused by the influenza
virus. Although influenza symptoms such as fever, headache, cough and
muscle ache are similar to the symptoms of the common cold, they are more
sudden and severe. In addition, influenza is more likely to result in severe
complications such as pneumonia. Seniors are a high-risk group for
developing these severe complications.56, 69
Influenza Immunizations
Immunization against influenza every fall is important for seniors who are
most vulnerable to this communicable disease. Free influenza vaccine has been
made available annually to all Ontario residents aged six months and older
since 2000.70
According to 2005 data from the Rapid Risk Factor Surveillance System
for Peel, 82% of seniors had a flu shot since September of the previous year.
The proportion of seniors in Peel immunized against influenza in 2005
was higher than in 2001 (72%) as shown in Figure 8.6. In long-term care
facilities in Peel, 93% or more of residents were immunized against
influenza in each influenza season between the 1998/1999 and the
2003/2004 influenza seasons.69
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Figure 8.6: Proportion of Population Immunized with Influenza Vaccine Since
September of the Previous Year by Age Group,
Region of Peel, 2001–2005
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Incidence of Influenza
During the 2004/2005 influenza season, which typically runs from September
to April each year, there were 336 influenza cases reported in Peel. More
than one-quarter (28%) of these cases were among those aged 65 and older.
The incidence rates for seniors from the 1995/1996 influenza season to the
2004/2005 influenza season are shown in Figure 8.7. The incidence rates
fluctuate from season-to-season. The incidence rates for influenza have been
high among seniors in Peel during the last few influenza seasons (2003/2004
and 2004/2005) compared to other influenza seasons, despite high
immunization rates in the senior population. This increase in incidence
during more recent influenza seasons may be due to increased use of newly
developed rapid tests for influenza. In addition, heightened awareness and
testing of respiratory illnesses may be a result of the outbreak of Severe
Acute Respiratory Syndrome (SARS) which occurred in southern Ontario
in the spring of 2003.69

The Regional Municipality of Peel



Figure 8.7: Incidence of Influenza by Seasonal Year,*
Region of Peel and Ontario, 1995/1996–2004/2005
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The incidence rates of reported influenza increased by age group for both
males and females in Peel (see Figure 8.8). The rates between males and
females were similar for most age groups, except among seniors aged
85 years and older, among whom females had higher rates than males.
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Figure 8.8: Incidence of Influenza by Age Group and Sex,
Region of Peel, 1995–2004 Combined
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Emergency Department Visits for Pneumonia and Influenza
In 2003, there were 878 emergency department visits due to pneumonia
and influenza made by seniors in Peel.
The rates of emergency department visits for pneumonia and influenza
increased by age group for both males and females in Peel (see Figure 8.9).
Rates were higher for males compared to females across all age groups,
particularly for those aged 90 years and older.
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Figure 8.9: Emergency Department Visits for Pneumonia and Influenza by
Age Group and Sex,
Region of Peel, 2003
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Hospitalization for Pneumonia and Influenza
The hospitalization rates for pneumonia and influenza among seniors were
higher in Ontario compared to Peel between 1995 and 2003 (see Figure 8.10).
Hospitalization rates were relatively stable between 1995 and 1999 in both
Peel and Ontario; however, hospitalization rates decreased between 1999
and 2003. This decline between 2002 and 2003 is due in part to the change
in hospitalization data coding for pneumonia in 2003 from ICD-9 to
ICD-10-CA (see data methods section for more details).
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Figure 8.10: Hospitalization for Pneumonia and Influenza by Year,
Region of Peel and Ontario, 1995–2003
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Hospitalization rates for pneumonia and influenza increased by age in Peel
for both males and females (see Figure 8.11).

Figure 8.11: Hospitalization for Pneumonia and Influenza by Age Group and Sex,
Region of Peel, 2003
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Mortality from Pneumonia and Influenza
Pneumonia and influenza were among the top 10 causes of death
among Peel seniors (see Appendix 3). The mortality rate for pneumonia
and influenza fluctuated in Peel and Ontario between 1986 and 2001
(see Figure 8.12). The sudden drop in mortality rates in 2001 and 2002
in both Peel and Ontario is due to mainly the coding change in mortality
data from ICD-9 to ICD-10-CA (see data methods section for more details).

Figure 8.12: Mortality from Pneumonia and Influenza by Year,
Region of Peel and Ontario, 1986–2001
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Mortality rates for pneumonia and influenza increased by age in Peel and were
higher for males compared to females up to 79 years of age, but then higher
for females compared to males 80 years of age and older (see Figure 8.13).
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Figure 8.13: Mortality from Pneumonia and Influenza by Age Group and Sex,
Region of Peel, 2001
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Summary
Tuberculosis
The incidence rates for TB were higher among Peel seniors compared
to Ontario seniors between 1995 and 2004. The rates have decreased in
Ontario between 1995 and 2004. Rates have been more erratic in Peel
from year-to-year likely due to immigration patterns.
Almost two-thirds (72%) of tuberculosis cases between 1995 and 2004
among seniors in Peel were pulmonary. The incidence rates of tuberculosis
increased by age group for male seniors in Peel and were higher than the
rates for female seniors among all age groups.
In 2003, there were seven hospitalizations for tuberculosis among Peel
seniors. The average length of hospital stay from tuberculosis among Peel
seniors was 36 days. There were approximately 11 deaths among seniors
due to tuberculosis in Peel between 1997 and 2001.
Invasive Pneumococcal Disease (IPD)
Very few seniors in Peel living in the community reported that they ever
received pneumococcal vaccinations (slightly more than one-third of senior
respondents) in 2005. However, the proportion of seniors who ever received
a pneumococcal vaccination was much higher than the proportion in the
general population aged 18 years and older.
The incidence rates for IPD in Peel have remained between 22 and 30 per
100,000 seniors between 2002 and 2004. The incidence rates for IPD in Peel
increased by age group for females and up to 84 years of age for males.
Influenza and Pneumonia
According to the Rapid Risk Factor Surveillance System for Peel (2005),
82% of seniors had a flu shot since September of the previous year.
This represents a 10% increase from the 72% of Peel seniors who were
immunized against influenza in 2001. In long-term care facilities in Peel,
over 93% of residents were immunized against influenza each season
between the 1998/1999 and the 2003/2004 influenza seasons.
The incidence rates for influenza have been high among seniors in Peel the last
few influenza seasons (2003/2004 and 2004/2005) compared to other influenza
seasons, despite high immunization rates among this age group. This may be
due in part to increased use of newly developed rapid tests for influenza. In
addition, heightened awareness and testing of respiratory illnesses may be a
result of the outbreak of Severe Acute Respiratory Syndrome (SARS) which
occurred in southern Ontario in the spring of 2003.
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The incidence rates of influenza increased by age group for both males and
females in Peel. The rates between males and females were similar for most
age groups, except for seniors aged 85 years and older among whom females
had higher rates than males.
In 2003, there were 878 emergency department visits made by seniors in Peel
due to pneumonia and influenza. The rates of emergency department visits
for pneumonia and influenza increased by age for both males and females in
Peel. Rates were higher for males compared to females across all age groups,
particularly for those 90 years and older.
The hospitalization rates for pneumonia and influenza were relatively
stable between 1995 and 1999 in both Peel and Ontario; however,
hospitalization rates decreased between 1999 and 2003. Hospitalization
rates for seniors with pneumonia and influenza increased by age in Peel
for both males and females.
Pneumonia and influenza were among the top 10 causes of death among
Peel seniors in 2001. Mortality rates for seniors with pneumonia and
influenza increased by age in Peel and were higher for males compared
to females up to 79 years of age, but then higher for females compared
to males for the age groups 80 years of age and older.
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Cardiovascular Disease
HIGHLIGHTS
• Ischemic heart disease (IHD) and stroke (cerebrovascular disease) are leading
causes of death among seniors in Canada. IHD and stroke accounted for
21% and 8% respectively of all deaths among Canadian seniors in 2001.
• In 2003, ischemic heart disease was the second leading cause of emergency
department visits for males and third leading cause for females among
seniors living in Peel. In 2003, Ischemic heart disease was the leading cause of
hospitalization among seniors in Peel and Ontario.
• In Peel and Ontario, ischemic heart disease remains the leading cause of death
among male and female seniors. Mortality rates for IHD declined between 1986
and 2001 in both Peel and Ontario by 45% and 38% respectively.
• The hospitalization rates due to stroke among seniors decreased in both Peel
and Ontario between 1995 and 2003.
• The mortality rate for stroke decreased among seniors in both Peel and Ontario
between 1986 and 2001 (27% and 18% respectively). In 2001, stroke was the
second leading cause of death among female seniors and the third leading cause
of death among male seniors in Peel.

Introduction
Cardiovascular diseases are defined as diseases and injuries of the
cardiovascular system including the heart, the blood vessels of the heart,
and the system of blood vessels (veins and arteries) throughout the body
and within the brain. Cerebrovascular disease (stroke) is the result of a
blood flow problem in the brain. It is considered a form of cardiovascular
disease. While cardiovascular disease includes a number of diseases, the
following analysis will discuss the two most common – ischemic heart
disease and stroke.71
Ischemic heart disease (coronary artery disease) occurs when the heart
muscle is damaged or works inefficiently due to a decrease in blood supply.
Ischemic heart disease (IHD) is most often caused by atherosclerosis
(i.e., a fatty build up in the coronary arteries, which decreases the blood
supply).72 A stroke is caused by the interruption of the flow of blood to
the brain (an ischemic stroke) or the rupture of blood vessels in the brain
(a hemorrhagic stroke). The interruption of the blood flow or the rupture
of blood vessels causes brain cells (neurons) in the affected area to die.
The effects of a stroke depend upon where the brain was injured as well
as how much damage occurred. 71
As the brain controls everything we say, do and think, a stroke can have
a wide variety of effects. A stroke can affect:
• the ability to move and co-ordinate movement;
• the ability to feel touch, temperature, pain and movement;
• the ability to see or to interpret what you see;
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• the ability to think, remember, understand, plan, reason or
problem-solve;
• the ability to communicate (i.e., speaking and understanding speech, as
well as reading, writing and the ability to do mathematics);
• personality;
• emotions, and
• behaviour.71
The risk of developing cardiovascular disease is related to age, sex and family
history; however, the growing burden of cardiovascular diseases remains a
consequence of lifestyle choices that include smoking, being physically
inactive and having a poor diet that leads to being overweight or obese.72
Ischemic heart disease and stroke are leading causes of death among seniors
in Canada. IHD and stroke accounted for 21% and 8% respectively of deaths
among Canadian seniors in 2001.73 In Canada, a higher proportion of male
deaths (22%) compared to female deaths (20%) were attributable to IHD
while a higher proportion of female deaths (10%) compared to male deaths
(7%) were attributable to stroke.73
The prevalence of heart disease is an indicator of ischemic heart disease in
the community. According to the 2003 Canadian Community Health Survey
(CCHS), 17% of seniors reported having heart disease as diagnosed by their
physician. Similar findings were reported in Ontario. High blood pressure is
a risk factor for cardiovascular disease in the community. Forty-five per cent
of seniors living in Peel reported that they had high blood pressure. In Peel,
a higher proportion of females (55%) reported high blood pressure compared
to males (32%). The proportion of seniors who reported high blood pressure
increased with age (data not shown).
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Ischemic Heart Disease
Emergency Department Visits for Ischemic Heart Disease
In 2003, ischemic heart disease (IHD) was the second leading cause of
emergency department visits for males and third leading cause for females
among seniors living in Peel (see leading causes in Appendix 1). Emergency
department visits for IHD were higher for men compared to women, and
increased with age (see Figure 9.1).

Figure 9.1: Emergency Department Visits for Ischemic Heart Disease by
Age Group and Sex,
Region of Peel, 2003
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Hospitalization for Ischemic Heart Disease
Ischemic heart disease is the leading cause of hospitalization among seniors
in Peel and Ontario (see Appendix 2). Approximately 2,000 or more seniors
per 100,000 are hospitalized each year due to ischemic heart disease in Peel
and Ontario. Hospitalizations due to IHD have decreased steadily among
Peel and Ontario seniors since the late 1990s (see Figure 9.2). Improved
treatment, including the introduction of new drugs, may have decreased the
need for hospitalization. The actual number of procedures is actually much
higher, since many procedures are being performed on an outpatient basis
and are, therefore, not included in hospitalization data. In fact, this increased
use of outpatient facilities for procedures that were previously performed in
hospital may, in part, account for the decrease in hospitalization rates for
cardiovascular diseases.72

Figure 9.2: Hospitalization for Ischemic Heart Disease by Year,
Region of Peel and Ontario, 1995–2003
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The hospitalization rates for IHD were higher among males compared to
females across all age groups in Peel in 2003 (see Figure 9.3).
The hospitalization rate for IHD peaked for men between the ages of 75 to
79 years old (3,739 per 100,000) and for women between the ages of 80 to
84 years old (2,405 per 100,000).

Figure 9.3: Hospitalization for Ischemic Heart Disease by Age Group and Sex,
Region of Peel, 2003
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Mortality from Ischemic Heart Disease
In Peel and Ontario, ischemic heart disease remains the leading cause of
death among male and female seniors. Mortality rates for IHD declined
between 1986 and 2001 in both Peel and Ontario by 45% and 38%
respectively (see Figure 9.4). The mortality rates for IHD have decreased in
Peel between 1986 and 2001 for both males and females (data not shown).
Males in Peel have higher rates of IHD mortality than females. The difference
in mortality rate due to IHD between males and females was lowest in 2001.

Figure 9.4: Mortality from Ischemic Heart Disease by Year,
Region of Peel and Ontario, 1986–2001
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In Peel, the mortality rates due to IHD increased by age group in 2001 for
both males and females (see Figure 9.5). IHD mortality rates were higher for
males compared to females for most age groups with the exception of male
seniors aged 85 years and older for whom rates were lower.
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Figure 9.5: Mortality from Ischemic Heart Disease by Age Group and Sex,
Region of Peel, 2001
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Stroke (Cerebrovascular Disease)
Emergency Department Visits for Stroke
In 2003, the rate of emergency department visits for stroke increased by age
group for both males and females in Peel. Males had higher emergency
department visit rates compared to females (see Figure 9.6).

Figure 9.6: Emergency Department Visits for Stroke by Age Group and Sex,
Region of Peel, 2003
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Hospitalization for Stroke
The hospitalization rates due to stroke among seniors decreased in both Peel
and Ontario between 1995 and 2003 (see Figure 9.7).

Figure 9.7: Hospitalization for Stroke by Year,
Region of Peel and Ontario, 1995–2003
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In 2003, hospitalization rates for seniors due to stroke were higher for males
compared to females across all age groups in Peel (see Figure 9.8). These rates
increased by age group up to 84 years of age for both males and females.

Figure 9.8: Hospitalization for Stroke by Age Group and Sex,
Region of Peel, 2003
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Mortality from Stroke
The mortality rate for stroke decreased among seniors in both Peel and Ontario
between 1986 and 2001 (27% and 18% respectively) as shown in Figure 9.9.
In 2001, stroke was the second leading cause of death among female
seniors and the third leading cause of death among male seniors in Peel
(see Appendix 3). Mortality rates from stroke were slightly higher for
females compared to males between 1986 and 2001 (data not shown).

Figure 9.9: Mortality from Stroke by Year,
Region of Peel and Ontario, 1986–2001
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The mortality rates from stroke increased by age for both males and females
(see Figure 9.10).

Figure 9.10: Mortality from Stroke by Age Group and Sex,
Region of Peel, 2001
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Summary
Ischemic heart disease (IHD) and stroke (cerebrovascular disease) are
leading causes of death among seniors in Canada. IHD and stroke accounted
for 21% and 8% respectively of all deaths among Canadian seniors in 2001.
High blood pressure is a risk factor for cardiovascular disease in the
community. Forty-five per cent of seniors living in Peel reported that they
had high blood pressure as diagnosed by their physician. In Peel, a higher
proportion of females reported high blood pressure (55%) compared to
males (32%). The proportion of seniors who reported high blood pressure
increased by age group.
Ischemic Heart Disease
In 2003, ischemic heart disease was the second leading cause of emergency
department visits for males and third leading cause for females among
seniors living in Peel. Emergency department visits for IHD increased by
age and were higher for male seniors compared to female seniors.
Ischemic heart disease is the leading cause of hospitalization among seniors
in Peel and Ontario. Approximately 2,000 or more seniors per 100,000 are
hospitalized each year due to ischemic heart disease in Peel and Ontario.
Hospitalizations due to IHD have decreased steadily among Peel and Ontario
seniors since the late 1990s. The hospitalization rates for IHD were higher
among males compared to females across all age groups in Peel in 2003.
In Peel and Ontario, ischemic heart disease (IHD) remains the leading cause
of death among male and female seniors. Mortality rates for IHD declined
between 1986 and 2001 in both Peel and Ontario by 45% and 38%
respectively. The mortality rates for IHD have decreased in Peel between
1986 and 2001 for both males and females. The difference in mortality rates
due to IHD between males and females was lowest in 2001. In Peel, the
mortality rates due to IHD increased by age group in 2001 for both males
and females. The mortality rates from IHD were higher for males compared
to females for most age groups with the exception of seniors aged 85 years
and older.
Stroke (Cerebrovascular Disease)
In 2003, the rates of emergency department visits for stroke increased by age
group for both males and females in Peel, with higher rates among males.
The hospitalization rates due to stroke among seniors decreased in both Peel
and Ontario between 1995 and 2003. In 2003, hospitalization rates for stroke
were higher for males compared to females across all age groups in Peel.
Hospitalization rates for stroke increased by age group for both males and
females up to 84 years of age.
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The mortality rate for stroke decreased among seniors in both Peel and
Ontario between 1986 and 2001 by 27% and 18% respectively. In 2001,
stroke was the second leading cause of death among female seniors and the
third leading cause of death among male seniors in Peel. Females had
slightly higher rates of stroke mortality than males between 1986 and 2001.
The mortality rates from stroke increased by age for both males and females.
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Cancer
HIGHLIGHTS
• Prostate, colorectal, and lung cancers accounted for almost half of all newly
diagnosed cancers among Peel seniors in 2002.
• The incidence rates of lung cancer in Ontario and Peel have decreased for
males and increased for females between 1979 and 2002.
• In 2001, lung cancer was the second leading cause of death for male seniors
in Peel and the fourth leading cause of death for female seniors.
• The incidence rates of colorectal cancer among Peel seniors have been erratic
from year-to-year, but the rates were lower in the early 2000s compared to the early
1980s.
• Breast cancer was the most commonly diagnosed type of cancer among Peel and
Ontario female seniors in 2002.
• Breast cancer mortality among female seniors in Peel has decreased between 1995
and 2001. In 2001, the mortality rates for breast cancer increased by age group
among female seniors in Peel.
• Prostate cancer was the most commonly diagnosed type of cancer among Peel and
Ontario male seniors in 2002.
• The incidence rates for prostate cancer increased among Peel and Ontario male
seniors between the late 1970s and early 2000s. In Peel, the incidence rates for
prostate cancer were highest for 80- to 84-year-old men.
• The hospitalization rates for prostate cancer among senior males decreased between
1995 and 2003 in both Peel and Ontario.
• Compared to other types of cancer presented in this report, there were very few
cervical cancer cases reported among Peel and Ontario female seniors.
• The incidence rates of cervical cancer among female seniors in Peel have fluctuated
over time as there were fewer than 12 cases per year since the early 1990s.

Introduction
Cancer is a general term for more than 200 diseases. It is the uncontrolled,
abnormal growth of cells that can invade and destroy healthy tissues. Most
cancers can also spread to other parts of the body.74
According to Canadian Cancer Statistics, 44% of new cancer cases and 60%
of deaths due to cancer occur among those who are at least 70 years old.75
On the basis of current incidence rates, the probability of developing cancer
increases by age (see Table 10.1). For example, one out of every five males
aged 70 years (22%) would probably develop some type of cancer before they
turn 80 years of age, compared to 6% of males aged 50 years before they turn
60 years of age. Males have a higher probability than females of developing
specific types of cancer in the older age groups.
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The number of new cancers diagnosed each year is expected to increase by
more than 50% from 2001 to 2015. Population aging, population growth,
and rising cancer risk all contribute to the projected increase. The increasing
proportion of elderly people accounts for more than half of the projected
increase because older people are more likely to develop cancer.76

Table 10.1: Proportion of Population Likely to Develop Cancer in Next 10 Years
by Age Group and Sex,
Canada, 2005
Note: The probability of developing cancer is
calculated based on age- and sex-specific
cancer incidence and mortality rates for
Canada in 2001 and on life tables based on
1999-2001 all-cause mortality rates. The
probability of dying from cancer represents the
proportion of persons dying from
cancer in a cohort subjected to the mortality
conditions prevailing in the population at large
in 2001.
Source: Canadian Cancer Society/National
Cancer Institute of Canada: Canadian Cancer
Statistics 2005, Toronto, Canada, 2005.

Age group (years)

Per cent of males

Per cent of females

30–39

0.6

1.2

40–49

1.7

3.0

50–59

6.1

6.3

60–69

15.5

10.1

70–79

21.9

13.6

80–89

20.3

13.5

The most frequently diagnosed cancers overall for men and women in
Ontario are colorectal and lung cancer.75
In Peel, 1,390 seniors were newly diagnosed with some type of cancer in
2002, for an incidence rate of 1,624 per 100,000 seniors. Prostate, colorectal,
and lung cancers accounted for almost half of all newly diagnosed cancers
among Peel seniors in 2002 (see Table 10.2).

Table 10.2: Leading Causes of Newly Diagnosed Cancer Among Seniors,
Region of Peel and Ontario, 2002
Rank

Peel #

Peel %

1

Prostate

Cancer site

272

19.6

17.6

2

Colorectal

212

15.3

15.5

3

Lung, trachea, bronchus

206

14.8

15.4

4

Female breast

140

10.1

10.1

5

Bladder

57

4.1

3.9

6

Stomach

43

3.1

2.2

7

Other lymphoid and histiocytic tissue

41

2.9

3.9

8

Uterus

37

2.7

2.2

9

Kidney/other/unspecified urinary organs

35

2.5

2.8

10

Pancreas

31

2.2

2.6

316

22.7

23.7

1,390

100.0

100.0

Other sites
Source: Cancer incidence 2002. Cancer Care
Ontario, Extracted: [November 17, 2005].
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Ontario %

Seniors’ Health Report—

Tobacco use is responsible for approximately one-third of cancers as it
is directly related to cancer of the lung, mouth, throat, larynx, bladder,
kidney and pancreas. The incidence of cancers of the bowel, mouth and
throat, stomach, breast, uterus, kidney and prostate could be lowered by
lifestyle modifications. These include consuming more grains, fruits and
vegetables; consuming less alcohol; maintaining a healthy body weight;
and being physically active.77
Cancers of the lung, colon and rectum, breast, prostate and cervix will be
described in further detail in this chapter.

Lung Cancer
Lung cancer is the most commonly diagnosed cancer in Canada with an
estimated 22,000 new cases diagnosed in 2005.78 The most important risk
factor for developing lung cancer is smoking (including exposure to secondhand smoke). Other factors which can also increase the likelihood of
developing lung cancer include working with toxic materials (e.g., asbestos,
arsenic, nickel and petroleum products), especially if a person is a smoker
or has been exposed to radon gas.78
Incidence of Lung Cancer
In Peel, lung cancer was the second most commonly diagnosed cancer
among male seniors and the third most commonly diagnosed cancer among
women in the same age group in 2002. A similar ranking was reported in
Ontario.
The incidence of lung cancer among Ontario seniors increased slightly
between the late 1970s to late 1980s, although it remained stable between
1988 and 2002 (approximately 300 per 100,000 population). The total
incidence rates in Peel have been more erratic from year-to-year. In Ontario,
the incidence rates of lung cancer increased for women while they decreased
for men between 1979 and 2002. Once again, while rates in Peel were more
erratic from year-to-year, age-specific rates showed a similar trend to Ontario
(data not shown). The difference in lung cancer incidence trends by sex is
due to the greater decline in the smoking prevalence among men compared
to women between 1965 and 2001. Although the smoking prevalence for
males aged 15 years and older decreased from 61% in 1965 to 24% in 2001,
the smoking prevalence among females aged 15 years and older only
decreased from 38% in 1965 to 21% in 2001.79
In 2002, lung cancer rates increased by age in Peel for men up to 79 years of
age and for women up to 84 years of age (see Figure 10.1). The incidence
rates were higher for males compared to females for all age groups, although
the difference was less pronounced for 80- to 84-year-old men and women.
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Figure 10.1: Incidence of Lung Cancer by Age Group and Sex,
Region of Peel, 2002
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Emergency Department Visits for Lung Cancer
In 2003, there were 132 emergency department visits due to lung cancer
among Peel seniors.
The rate of emergency department visits was higher for male seniors compared
to female seniors across all age groups except for 80- to 84-year-old males
(see Figure 10.2).

Figure 10.2: Emergency Department Visits for Lung Cancer by Age Group and Sex,
Region of Peel, 2003
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Hospitalization for Lung Cancer
The hospitalization rates for seniors with lung cancer decreased in Ontario
between 1995 and 2003. In Peel, hospitalization rates decreased between
1995 and 2001, but have increased between 2001 and 2003 (see Figure 10.3).

Figure 10.3: Hospitalization for Lung Cancer by Year,
Region of Peel and Ontario, 1995–2003
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In 2003, hospitalization rates for seniors with lung cancer were higher for
males compared to females across all age groups (see Figure 10.4).
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Figure 10.4: Hospitalization for Lung Cancer by Age Group and Sex,
Region of Peel, 2003
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Mortality from Lung Cancer
Lung cancer is a significant cause of death among seniors in Peel, particularly
among men. In 2001, lung cancer was the second leading cause of death for
male seniors in Peel and the fourth leading cause of death for female seniors
(see Appendix 3). The mortality rates for lung cancer have been higher in
Ontario compared to Peel since 1993 (see Figure 10.5).
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Figure 10.5: Mortality from Lung Cancer by Year,
Region of Peel and Ontario, 1986–2001
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In Peel, male death rates from lung cancer have decreased since 1989, with
periods of minor fluctuation (data not shown). Between 1989 and 2001 there
was a 32% decrease in the overall death rates due to lung cancer among men.
Although female seniors experienced lower death rates due to lung cancer
than their male counterparts, the difference in mortality rate between males
and females has been lower in recent years (1997 to 2001) compared to the
late 1980s/early 1990s (data not shown). The death rates for lung cancer
among female seniors in Ontario have steadily increased from 124.2 per
100,000 women in 1986 to 209.3 per 100,000 women in 2001.
In 2001, the mortality rates for seniors with lung cancer increased by age
group among males in Peel; rates were higher for males compared to
females across all age groups (see Figure 10.6).
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Figure 10.6: Mortality from Lung Cancer by Age Group and Sex,
Region of Peel, 2001
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Much of the lung cancer morbidity and mortality is a result of being a
former smoker. As reviewed in the section on tobacco use (see page 70), in
2003, 42% of Peel seniors were former daily smokers and a further 12% were
former occasional smokers. Six per cent of seniors continued to smoke daily.

Colorectal Cancer
Most colorectal cancer starts in the cells of the colon or the rectum which
are part of the digestive system.80 Colorectal cancer is the third most common
cancer for both men and women in Canada with an estimated 19,600 newly
diagnosed cases in 2005.75
There is no single cause of colorectal cancer, but several factors appear to
increase the risk of developing it such as: age (particularly after 50 years of
age); the presence of polyps – which are small growths on the inner wall
of the colon and rectum; family history; diet; obesity; physical inactivity;
heavy alcohol consumption; and smoking.77
Screening for Colorectal Cancer
Screening for colorectal cancer on a regular basis has been shown to
decrease deaths from colorectal cancer. Cancer Care Ontario, the Canadian
Cancer Society, the Canadian Task Force on Preventive Health Care,
the Public Health Agency of Canada, and the Canadian Association of
Gastroenterologists recommends that men and women age 50 years and
older have a fecal occult blood test (FOBT) at least once every two years.
Having an FOBT helps identify polyps early before they become cancerous.75
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Follow-up for a positive test could include a colonoscopy, double contrast
barium enema (i.e., an x-ray of the large intestine) and sigmoidoscopy.
There were no data on FOBT from the Canadian Community Health Survey
2003 for Peel or Ontario since these questions were optional.
Incidence of Colorectal Cancer
Colorectal cancer was the second most commonly diagnosed type of
cancer among women 65 years of age and older and the third most commonly
diagnosed type of cancer among men of the same age group in Peel and
Ontario. The incidence rates of colorectal cancer in Ontario have been
stable between 1979 and 2002 (approximately 300 per 100,000 seniors).
The incidence rates of colorectal cancer among Peel seniors have been
more erratic year-to-year, but the rates were lower in the early 2000s
compared to the early 1980s (data not shown).
In Peel, the incidence rates of colorectal cancer increased by age group
among men. Incidence rates increased by age group among women up to
79 years of age after which rates declined (see Figure 10.7).

Figure 10.7: Incidence of Colorectal Cancer by Age Group and Sex,
Region of Peel, 2002
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Emergency Department Visits for Colorectal Cancer
In 2003, there were 42 emergency department visits for colorectal cancer
among Peel seniors. In 2003, the rates of visits were highest among Peel
seniors 75 to 79 years of age (see Figure 10.8).
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Figure 10.8: Emergency Department Visits for Colorectal Cancer by Age Group,
Region of Peel, 2003
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Hospitalization for Colorectal Cancer
The hospitalization rates for colorectal cancer among seniors were relatively
stable in both Peel and Ontario between 1995 and 2003, although rates were
higher in Ontario compared to Peel (see Figure 10.9).
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Figure 10.9: Hospitalization for Colorectal Cancer by Year,
Region of Peel and Ontario, 1995–2003
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In 2003, hospitalization rates for colorectal cancer were higher for male
seniors compared to female seniors among all age groups and peaked among
those 75 to 79 years of age for both sexes (see Figure 10.10).
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Figure 10.10: Hospitalization for Colorectal Cancer by Age Group and Sex,
Region of Peel, 2003
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Mortality from Colorectal Cancer
Colorectal cancer was among the top 10 causes of death among seniors for
both women and men in Peel and Ontario (see Appendix 3).
The mortality rates among seniors in Peel and Ontario fluctuated between
1986 and 2001, although the rates in Ontario have been relatively stable
between 1998 and 2001 (see Figure 10.11).
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Figure 10.11: Mortality from Colorectal Cancer by Year,
Region of Peel and Ontario, 1986–2001
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Mortality rates for colorectal cancer increased by age group for both males
and females in Peel (see Figure 10.12).

Figure 10.12: Mortality from Colorectal Cancer by Age Group and Sex,
Region of Peel, 2001
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Breast Cancer
Breast cancer starts in the cells of the breast. Breast tissue covers a larger area
than just the breast.81 It extends up to the collarbone and from the armpit to
the breastbone. Breast cancer is the most common cancer in Canadian women
with an estimated 21,800 newly diagnosed cases in 2005.75 Some of the factors
which seem to increase the risk of breast cancer include: age; a family history
of breast cancer (particularly a mother, sister or daughter); a family history
of other types of cancers such as uterine, colorectal or ovarian cancers; no
pregnancies or having a first pregnancy after age 30; and hormone replacement
therapy (estrogen plus progestin).81 Although breast cancer can occur in men,
the data in this section are based on female breast cancer.
Screening for Breast Cancer
Mammograms are recommended for 50- to 74-year-old women in order
to detect breast cancer in the early stages.82 According to the 2003 Canadian
Community Health Survey (CCHS), 91% of all 65- to 74-year-old women in
Peel had ever had a mammogram. This represents 23,900 Peel women. This
proportion was slightly higher than the 87% of 65- to 74-year-old women in
Ontario who reported ever having a mammogram. Two-thirds of Ontario
women aged 65 to 74 years reported they had a mammogram within the
previous two years (see Figure 10.13). Data were not releasable for Peel
women in the same age group.

Figure 10.13: Proportion of Women Aged 65 to 74 Years Old by Length of Time
Since Last Mammogram,
Ontario, 2003
80
70

Per cent of female seniors

66.7

60
50
40
30
20.1

20
Source: Canadian Community Health
Survey 2003, Statistics Canada, Share File,
Knowledge Management and Reporting
Branch, Ontario Ministry of Health and
Long-Term Care.

10
0

Within last 2 years

2 years or more

Length of time since last mammogram



Seniors’ Health Report—

The three main reasons female seniors in Ontario did not get a
mammogram within the previous two years were: they themselves did not
think it was necessary (6%), their doctor did not think it was necessary (3%),
and/or they did not get around to getting one (3%). Data for Peel seniors
were not releasable due to small numbers.
Incidence of Breast Cancer
Breast cancer was the most commonly diagnosed type of cancer among
female seniors in Peel and Ontario. The incidence rates for breast cancer
among female seniors in Ontario were relatively stable between 1993 and
2002 (350 to 360 per 100,000 female seniors). The breast cancer rates between
1993 and 2002 were higher than the rates in the early 1980s (approximately
300 per 100,000 female seniors). The trend among female seniors in Peel was
similar to Ontario, although the breast cancer rates among female seniors in
Peel were more erratic year-to-year (data not shown). The incidence of
breast cancer was highest among Peel women 70 to 74 years of age
(see Figure 10.14).

Figure 10.14: Incidence of Breast Cancer Among Women by Age Group,
Region of Peel, 2002
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Emergency Department Visits for Breast Cancer
In 2003, there were 17 emergency department visits for breast cancer among
Peel women 65 years of age or older. Most of these women (82%) were
between 65 and 79 years of age.
Hospitalization for Breast Cancer
The hospitalization rates for breast cancer decreased between 1995 and 2003
among women in Peel and Ontario (see Figure 10.15).
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Figure 10.15: Hospitalization for Breast Cancer by Year,
Region of Peel and Ontario, 1995–2003
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In 2003, the hospitalization rates were highest among Peel women 85 years
and older followed by women 70 to 74 years of age (see Figure 10.16).

Figure 10.16: Hospitalization for Breast Cancer by Age Group,
Region of Peel, 2003
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Mortality from Breast Cancer
Breast cancer mortality among female seniors in Peel decreased from
144.1 per 100,000 women in 1995 to 87.3 per 100,000 women in 2001
(see Figure 10.17). In 2001, breast cancer was the tenth leading cause
of mortality among female seniors in Peel (see Appendix 3).

Figure 10.17: Mortality from Breast Cancer by Year,
Region of Peel and Ontario, 1986–2001
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In 2001, the mortality rates for breast cancer increased by age group among
females in Peel (see Figure 10.18).
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Figure 10.18: Mortality from Breast Cancer by Age Group,
Region of Peel, 2001
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Prostate Cancer
Prostate cancer starts in the prostate gland.83 The prostate is part of the
male reproductive system. Cancerous growth of the prostate is now the
most common type of cancer in Canadian men over 50 years of age with
an estimated 20,500 newly diagnosed cases in 2005.75 There is no single cause
of prostate cancer, but some factors which appear to increase the risk of
developing it include: age, particularly after age 65; family history of prostate
cancer; and high levels of testosterone.83 Cigarette smoking may be a potential
risk factor although there is not a lot of supporting evidence.84
Screening for Prostate Cancer
Prostate Specific Antigen (PSA), a protein produced by prostate cells, can be
diagnosed using a simple blood test in addition to a digital rectal examination
with abnormal findings. The use of PSA testing in men who do not have
symptoms is still under study since results can be inconclusive for the
following reasons:
• PSA can be elevated in prostate problems other than cancer;
• PSA can be normal in the presence of prostate cancer;
• For some men, PSA testing may help identify a slow growing prostate
cancer that would not cause symptoms, but great anxiety once its
presence is known, and
• For others, PSA testing may help to find a fast growing prostate cancer,
for which early treatment saves lives.85
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According to the 2003 Canadian Community Health Survey (CCHS), 71% of
male seniors in Peel reported they had the PSA test, representing 28,000
men. Seventy-three per cent of male seniors had a digital rectal examination,
representing 29,200 men. Comparable data for Ontario were not available.
Incidence of Prostate Cancer
Prostate cancer was the most commonly reported cancer among male
seniors in both Peel and Ontario. The incidence rates for prostate cancer
were highest for men 80 to 84 years of age (see Figure 10.19).
The incidence rates for prostate cancer increased among Peel and Ontario
seniors between the late 1970s and early 2000s (data not shown). The increase
in rates may be due to an increase in the use of screening through PSA tests
in Ontario.84

Figure 10.19: Incidence of Prostate Cancer by Age Group,
Region of Peel, 2002
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Emergency Department Visits for Prostate Cancer
In 2003, there were 33 emergency department visits due to prostate cancer in
Peel. Most of these visits (85%) were among seniors 65 to 79 years of age
(data not shown).
Hospitalization for Prostate Cancer
The hospitalization rates for prostate cancer among seniors decreased
between 1995 and 2003 in both Peel and Ontario (see Figure 10.20).
Hospitalization rates for prostate cancer were highest among men 65 to
69 years of age (see Figure 10.21).
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Figure 10.20: Hospitalization for Prostate Cancer by Year,
Region of Peel and Ontario, 1995–2003
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Figure 10.21: Hospitalization for Prostate Cancer by Age Group,
Region of Peel, 2003
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Mortality from Prostate Cancer
Prostate cancer was the sixth leading cause of death among Peel male
seniors in 2001. The mortality rate for prostate cancer in Ontario men has
decreased since hitting a peak of 227.6 per 100,000 in 1993, although the
rate has been stable between 1999 and 2001 (199 deaths per 100,000) as
shown in Figure 10.22.

Figure 10.22: Mortality from Prostate Cancer by Year,
Region of Peel and Ontario, 1986–2001
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In 2001, the mortality rate for prostate cancer in Peel increased by age up to
84 years of age (see Figure 10.23).
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Figure 10.23: Mortality from Prostate Cancer by Age Group,
Region of Peel, 2001
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Cervical Cancer
Cervical cancer starts in the cells of the cervix. The most important risk
factor for developing cervical cancer is thought to be infection of the cervix
with human papillomavirus (HPV). Other factors that appear to increase
the risk of cervical cancer include: becoming sexually active at a young age,
having multiple sex partners or a partner who has had multiple partners,
smoking or suppressing the immune system due to medication or a condition
such as AIDS. However, some women develop cervical cancer without any
of these risk factors.86
Screening for Cervical Cancer
The Papanicolaou (Pap) smear test shows any precancerous changes in the
cells of the cervix, long before actual invasive cancer develops. A regular Pap
test is the key to cervical health. The current Ontario guidelines indicate that
all women should receive a Pap test every two to three years. Screening may
be discontinued after the age of 70 if there is an adequate negative screening
history in the previous 10 years (i.e., three or more negative tests). Women
who have had a hysterectomy (an operation to remove part of or the whole
uterus) should consult with their doctor if they still need a Pap test.87
In the 2003 Canadian Community Health Survey, 81% of female seniors in
Peel and Ontario reported that they had a Pap smear test at some point in
their life. Twenty-three per cent of female seniors in Peel had their last Pap
smear within the previous year (20% in Ontario) while 34% had their last
pap smear five or more years ago (31% in Ontario) as shown in Figure 10.24.
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Figure 10.24: Proportion of Female Seniors by Length of Time Since Last
Pap Smear Test,
Region of Peel and Ontario, 2003
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Incidence of Cervical Cancer
Compared to other types of cancer presented in this report, there were very
few cervical cancer cases reported among Ontario seniors in 2002 (87 cases
or 9.5 per 100,000 women aged 65 years and older). Data for Peel were not
releasable due to small numbers.
The incidence rates for cervical cancer among female seniors in Ontario
decreased between the early 1980s (25 to 27 per 100,000 women) and the
early 2000s (10 to 13 per 100,000 women). The incidence rates among
female seniors in Peel were more erratic year-to-year as there have been
12 cases or less per year since the early 1990s (data not shown).
Emergency Department Visits for Cervical Cancer
In 2003, there were no emergency department visits for female seniors in
Peel due to cervical cancer.
Hospitalization for Cervical Cancer
The hospitalization rates for cervical cancer decreased in Ontario and
Peel between 1995 and 2003, although the rates were more erratic in Peel
due to small numbers (see Figure 10.25).
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Figure 10.25: Hospitalization for Cervical Cancer by Year,
Region of Peel and Ontario, 1995–2003
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Mortality from Cervical Cancer
In Peel, between 1986 and 2001 there were 35 deaths due to cervical cancer
(less than five deaths per year between 1997 and 2001). Peel data were not
plotted due to the small number of deaths per year. In Ontario, the mortality
rates for cervical cancer decreased between 1986 and 2001 (see Figure 10.26).
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Figure 10.26: Mortality from Cervical Cancer by Year,
Ontario, 1986–2001
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Summary
According to Canadian Cancer Statistics, 44% of new cancer cases and 60%
of deaths due to cancer occur among those who are at least 70 years old.
Lung, prostate and colorectal cancers accounted for almost half of all newly
diagnosed cancers among Peel seniors in 2002.
Lung Cancer
In Peel, lung cancer was the second most commonly diagnosed cancer among
men aged 65 years and older and the third most commonly diagnosed cancer
among women in the same age group in 2002. A similar ranking was reported
in Ontario.
Although lung cancer rates in Ontario have been stable since 1988, the
incidence rate for females increased between 1979 and 2002 while the rates
decreased for males between 1979 and 2002. In 2002, the incidence rate for
lung cancer increased by age in Peel for men up to 79 years of age and for
women up to 84 years of age.
In 2003, the rates of emergency department visits for lung cancer were
higher for male seniors compared to female seniors among all age groups.
The hospitalization rates for lung cancer among seniors decreased in Ontario
between 1995 and 2003. Although hospitalization rates have decreased in Peel
between 1995 and 2001, they have increased between 2001 and 2003. In 2003,
hospitalization rates among Peel seniors were higher for males compared to
females across all age groups.
In 2001, lung cancer was the second leading cause of death for male
seniors in Peel and the fourth leading cause of death for female seniors.
The mortality rates for lung cancer have been higher in Ontario compared
to Peel since 1993.
Colorectal Cancer
Cancer Care Ontario, the Canadian Cancer Society, the Canadian Task
Force on Preventive Health Care, the Public Health Agency of Canada, and
the Canadian Association of Gastroenterologists recommend that men and
women age 50 years and older have a fecal occult blood test (FOBT) at least
once every two years. The FOBT helps identify polyps early before they
become cancerous. There were no data for Peel on FOBT from the Canadian
Community Health Survey (CCHS) 2003 since these questions were optional.
Colorectal cancer was the second most commonly diagnosed type of
cancer among women 65 years of age and older and the third most
commonly diagnosed type of cancer among men in the same age group
in Peel and Ontario.
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The incidence rates of colorectal cancer in Ontario have been stable between
1979 and 2002 (approximately 300 per 100,000 seniors). The incidence rates
of colorectal cancer among Peel seniors have been more erratic year-to-year,
but the rates were lower in the early 2000s compared to the early 1980s.
In Peel, the incidence rates of colorectal cancer increased by age group
among men and women up to 79 years of age.
The hospitalization rates for colorectal cancer among seniors were relatively
stable in both Peel and Ontario from 1995 to 2003, although rates were
higher in Ontario compared to Peel. In 2003, hospitalization rates for
colorectal cancer were higher for male seniors compared to female seniors
among all age groups and peaked among those 75 to 79 years of age for
both sexes.
In 2001, colorectal cancer was among the top 10 causes of death among
seniors for both women and men in Peel and Ontario. The mortality rates
among seniors in Peel and Ontario fluctuated between 1986 and 2001,
although the rates in Ontario have been relatively stable between 1998 and
2001. Mortality rates for colorectal cancer increased by age for both males
and females in Peel.
Breast Cancer
According to the 2003 CCHS, nine out of every 10 Peel women (91%) aged
65 to 74 years old reported that they had ever had a mammogram.
Breast cancer was the most commonly diagnosed type of cancer among
female seniors in Peel and Ontario. The incidence rates for breast cancer
among female seniors in Ontario were relatively stable between 1993 and
2002 (350 to 360 per 100,000 female seniors). The breast cancer rates between
1993 and 2002 were higher than the rates in the early 1980s (approximately
300 per 100,000 female seniors). The trend among female seniors in Peel was
similar to Ontario, although the breast cancer rates in this group have been
more erratic from year-to-year in Peel. In 2002, the incidence of breast
cancer was highest among Peel women 70 to 74 years of age.
Hospitalization rates for breast cancer decreased between 1995 and 2003
among women in Peel and Ontario.
Breast cancer mortality among female seniors in Peel decreased from 144.1
per 100,000 women in 1995 to 87.3 per 100,000 women in 2001. In 2001,
breast cancer was the tenth leading cause of mortality among female
seniors in Peel.
Prostate Cancer
According to the 2003 CCHS, 71% of male seniors in Peel reported they
had a Prostate Specific Antigen (PSA) test, representing 28,000 men.
Seventy-three per cent of male seniors had a digital rectal examination,
representing 29,200 men. Comparable data for Ontario were not available.
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Prostate cancer was the most commonly reported cancer among male
seniors in both Peel and Ontario. The incidence rates for prostate cancer
increased among Peel and Ontario male seniors between the late 1970s and
early 2000s. The increase in rates may be due to an increase in the use of
screening through PSA tests. In Peel, the incidence rates for prostate cancer
were highest among 80- to 84-year-old men.
Hospitalization rates for prostate cancer among seniors decreased between
1995 and 2003 in both Peel and Ontario. Hospitalization rates were highest
among men 65 to 69 years of age.
Prostate cancer was the sixth leading cause of death among Peel senior males
in 2001. The mortality rate for prostate cancer in Ontario men has decreased
since hitting a peak of 227.6 per 100,000 in 1993, although the rate has been
stable between 1999 and 2001 (199 deaths per 100,000).
Cervical Cancer
In the 2003 CCHS, 81% of female seniors in Peel and Ontario reported that
they had a Pap smear test at some point in their life. Twenty-three per cent
of female seniors in Peel had their last Pap smear within the previous year
(20% in Ontario) while 34% had their last pap smear five or more years ago
(31% in Ontario).
Compared to other types of cancer presented in this report, there were very
few cervical cancer cases reported among Ontario seniors in 2002 (87 cases
or 9.5 per 100,000 women aged 65 years and older). The incidence rates for
cervical cancer among female seniors in Ontario decreased between the
early 1980s (25 to 27 per 100,000 women) and the early 2000s (10 to 13 per
100,000 women). Data for Peel were not releasable due to small numbers.
In Peel, between 1986 and 2001 there were 35 deaths due to cervical cancer
(less than five deaths per year between 1997 and 2001). In Ontario, the
mortality rates for cervical cancer decreased between 1986 and 2001.
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Chronic Obstructive
Lung Disease
HIGHLIGHTS
• According to the 2003 Canadian Community Health Survey (CCHS), one out
of every 10 seniors living in Peel reported that they had asthma, as diagnosed
by a health-care professional.
• In 2003, Chronic Obstructive Lung Disease (COLD) was the third leading cause
of emergency department visits among Peel seniors for males and fifth leading
cause for females.
• COLD was the third leading cause of death for female seniors in Peel and the fifth
leading cause of death for male seniors in 2001.

Introduction
Chronic Obstructive Lung Disease (COLD) refers to a number of chronic
lung disorders that obstruct the airways. Although Chronic Obstructive Lung
Disease and Chronic Obstructive Pulmonary Disease (COPD) are often used
interchangeably, COLD includes asthma, bronchiectasis, and extrinsic allergic
alveolitis, whereas COPD does not. COPD consists only of bronchitis,
emphysema, and chronic airways obstruction not elsewhere classified.88
Prevalence of Chronic Obstructive Lung Disease
The only releasable prevalence data available for COLD in Peel seniors are
for asthma. Asthma is a chronic disorder characterized by symptoms of
cough, shortness of breath, chest tightness and wheeze. According to the
2003 Canadian Community Health Survey (CCHS), one out of every
10 seniors living in Peel reported that they had asthma, as diagnosed by
a health-care professional.* The proportion in Ontario was lower (7%).
In 2003, the reported prevalence of chronic bronchitis among Ontario seniors
was 5%, while the reported prevalence of emphysema and other chronic
obstructive pulmonary disease was 4%. The prevalence of chronic bronchitis
was higher among females than males in the age group 65 to 74 years old
while the prevalence of emphysema and other COLD was slightly higher
among males, especially among seniors aged 75 years and older.
Emergency Department Visits for Chronic Obstructive Lung Disease
In 2003, COLD was the third leading cause of emergency department visits
among Peel seniors for males and fifth leading cause for females.
The rates for emergency department visits increased by age for males up to
89 years of age and peaked for women 90 years and older (see Figure 11.1).

* Data should be interpreted with caution due to high sampling variability.
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Figure 11.1: Emergency Department Visits for Chronic Obstructive Lung Disease
by Age Group and Sex,
Region of Peel, 2003
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Health Planning Database (PHPDB), release
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Hospitalization for Chronic Obstructive Lung Disease
Hospitalization rates for COLD among seniors peaked in 1999 in both Peel
and Ontario (see Figure 11.2).
In 2003, the hospitalization rates for COLD in Peel increased by age group
among males and peaked for females 80 to 84 years of age (see Figure 11.3).
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Figure 11.2: Hospitalization for Chronic Obstructive Lung Disease by Year,
Region of Peel and Ontario, 1995–2003
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Figure 11.3: Hospitalization for Chronic Obstructive Lung Disease by Age Group and Sex,
Region of Peel, 2003
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Mortality from Chronic Obstructive Lung Disease
Similar to lung cancer, chronic obstructive lung disease (COLD) was a
significant cause of death among seniors in Peel. COLD was the third leading
cause of death for female seniors in Peel and the fifth leading cause of death
for male seniors in 2001. The mortality rate due to COLD was relatively stable
in Ontario (approximately 200 per 100,000 seniors) between 1986 and 2001
(see Figure 11.4). Mortality rates due to COLD among seniors in Peel were
lower compared to Ontario and declined between 1998 and 2001.

Figure 11.4: Mortality from Chronic Obstructive Lung Disease by Year,
Region of Peel and Ontario, 1986–2001
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In Peel, there was a decline in male death rates for COLD between 1998
and 2001, while the female death rate remained relatively stable (data not
shown). The difference in the mortality rates for COLD between males and
females has been narrower in more recent years (2000 and 2001) compared
to the mid-1980s.
In 2001, the mortality rate for COLD increased by age group in Peel for
both males and females, and was higher among males across all age groups
(see Figure 11.5).
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Figure 11.5: Mortality from Chronic Obstructive Lung Disease by Age Group and Sex,
Region of Peel, 2001
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Summary
Asthma was the only releasable prevalence data available for COLD among
Peel seniors. In 2003, one out of every 10 seniors living in Peel reported that
they had asthma as diagnosed by a health-care professional. The proportion
in Ontario was lower (7%).
In 2003, COLD was the third leading cause of emergency department visits
among Peel seniors for males and fifth leading cause for females. The rates
for visits increased by age for males up to 89 years of age and peaked for
women 90 years and older.
Hospitalization rates for COLD among seniors peaked in 1999 in both Peel
and Ontario. In 2003, the hospitalization rates for COLD increased by age
group among males and peaked for females 80 to 84 years of age.
COLD was the third leading cause of death for female seniors in Peel and
the fifth leading cause of death for male seniors in 2001. The mortality
rates due to COLD among seniors in Peel were lower compared to Ontario
and declined in Peel between 1998 and 2001. In 2001, the mortality rate for
COLD increased by age group in Peel for both males and females, and was
higher among males across all age groups.
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Diabetes
HIGHLIGHTS
• In 2003, 14% of seniors living in Peel reported that they had diabetes, as
diagnosed by a health-care professional.
• Hospitalization rates for diabetes increased by age up to 79 years of age for
both females and males in Peel, although the highest age-specific rate was
among males 85 years of age and older.
• In Peel, diabetes was the fourth leading cause of death among male seniors
and the fifth leading cause of death among female seniors in 2001.

Introduction
Diabetes is a chronic condition that has no cure and is a leading cause of
death in Canada. There are three types of diabetes (type 1, type 2 and
gestational); however, type 2 is the most common. Type 2 diabetes occurs
when the pancreas does not produce enough insulin or when the body does
not effectively use the insulin that is produced. Nine out of 10 people with
diabetes have type 2 Diabetes.89
If left untreated or improperly managed, diabetes can result in a variety of
complications, including:
•
•
•
•
•

heart disease,
kidney disease,
eye disease,
problems with erection (impotence), and
nerve damage.89

The first step in avoiding the onset of these complications is recognizing the
risk factors, as well as signs and symptoms that may indicate a person has
diabetes. Careful management of diabetes, for those living with it, can delay
or even prevent complications.89
Age (specifically 40 years and older), in addition to obesity, having a parent
or sibling with diabetes, and high blood pressure are all risk factors for
developing diabetes. Of all these risk factors, obesity is modifiable through
diet and exercise.89
The diabetes data presented in this chapter are based on the broad definition
of diabetes (i.e., diabetes mellitus).
Prevalence of Diabetes
In 2003, 14% of seniors living in Peel reported that they had diabetes* as
diagnosed by a health-care professional. This result is similar to Ontario.

* Data should be interpreted with caution due to high sampling variability.
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Emergency Department Visits for Diabetes
In 2003, there were 266 emergency department visits among Peel seniors
for diabetes. The rates for emergency department visits increased by age up to
89 years of age for males and up to 84 years of age for females (see Figure 12.1).

Figure 12.1: Emergency Department Visits for Diabetes by Age Group and Sex,
Region of Peel, 2003
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Hospitalization for Diabetes
Hospitalization rates for diabetes decreased among seniors between 1995
and 2000 in both Peel and Ontario; however, the rates have been relatively
stable between 2000 and 2003 (see Figure 12.2).
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Figure 12.2: Hospitalization for Diabetes by Year,
Region of Peel and Ontario, 1995–2003
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Hospitalization rates for diabetes generally increased by age up to 79 years of
age for both females and males in Peel, although the highest age-specific rate
was among males 85 years of age and older (see Figure 12.3).

Figure 12.3: Hospitalization for Diabetes by Age Group and Sex,
Region of Peel, 2003
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Mortality from Diabetes
Throughout the province of Ontario, mortality rates for diabetes have
increased among seniors since 1989. Mortality rates for Peel have fluctuated
over time (see Figure 12.4). In Peel, diabetes was the fourth leading cause of
death among male seniors and the fifth leading cause of death among female
seniors in 2001 (see Appendix 3).

Figure 12.4: Mortality from Diabetes by Year,
Region of Peel and Ontario, 1986–2001
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In 2001, the mortality rates for diabetes increased by age for male and
female seniors in Peel (see Figure 12.5).
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Figure 12.5: Mortality from Diabetes by Age Group and Sex,
Region of Peel, 2001
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Summary
In 2003, 14% of seniors living in Peel reported that they had diabetes
as diagnosed by a health-care professional. A similar finding occurred
in Ontario.
The rates of emergency department visits for diabetes increased by age
up to 89 years of age for males and up to 84 years of age for females.
Hospitalization rates for diabetes decreased among seniors between 1995
and 2000 in both Peel and Ontario; however, the rates have been relatively
stable since the year 2000. Hospitalization rates for diabetes increased by
age up to 79 years of age for both females and males in Peel, although the
highest age-specific rate was among males 85 years of age and older.
Throughout the province of Ontario, mortality rates for diabetes have
increased among seniors since 1989. Mortality rates for Peel have
fluctuated over time.
In Peel, diabetes was the fourth leading cause of death among male
seniors and the fifth leading cause of death among female seniors in 2001.
The mortality rates for diabetes increased by age for males and females.
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Arthritis or Rheumatism
HIGHLIGHTS
• In 2003, almost half (45%) of seniors living in Peel reported that they had
arthritis or rheumatism, as diagnosed by a health-care professional. In Peel,
females were more likely (55%) than males (33%) to report that they had
been diagnosed with arthritis or rheumatism.
• Arthritis or rheumatism was the second leading cause of emergency
department visits for females, and fourth leading cause for males.
• The hospitalization rates for arthritis or rheumatism among seniors remained
relatively stable at around 1,000 hospitalizations per 100,000 population 65 years
and older from 1995 to 2003 in both Peel and Ontario.

Introduction
Arthritis (‘arth’ meaning joint, ‘itis’ meaning inflammation) consists of
more than 100 different conditions. These can be anything from relatively
mild forms of tendinitis (as in ‘tennis elbow’) and bursitis to crippling
general forms, such as rheumatoid arthritis. There are pain syndromes
like fibromyalgia and arthritis-related disorders, such as systemic lupus
erythematosus, that involve every part of the body. There are forms of the
disease, such as gout, which almost nobody connects with arthritis and
there are other conditions–like osteoarthritis, the misnamed ‘wear and tear’
arthritis–that many people think is the only form of the disease.90
A related term, used less often by doctors now, is rheumatism. This nonspecific term refers to any persistent condition of pain and stiffness related
to joints, tendons, ligaments, or bursas, which are small ‘cushions’ that lie
under a tendon to protect it from injury.
Joint and musculoskeletal pain are common to all these conditions, which
is why they are grouped together as ‘arthritis.’ Often that pain is a result of
inflammation of the joint lining.90
Inflammation is involved in many forms of arthritis. It is the body’s natural
response to injury. The warning signs that inflammation presents are redness,
swelling, heat and pain. These are the same kinds of reaction the body has to
a sliver in the hand, for example. When a joint becomes inflamed, it may get
any or all of these symptoms. This can prevent the normal use of the joint
and therefore cause the loss of function of that joint.90
The joints most commonly affected by arthritis are weight-bearing joints,
such as feet, knees, hips and spine. Other joints, such as finger and thumb
joints, may also be affected.90
It is estimated that 85% of Canadians are affected by osteoarthritis (the most
common type of arthritis) by age 70.91
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The key risk factors for the development of arthritis are age, excess weight,
injury and complications from other conditions, heredity and lack of
physical activity.92
While some of the factors which make one susceptible to arthritis, such
as age, sex and heredity are unchangeable, it is possible to reduce the
likelihood of developing this disease by adopting a healthy lifestyle that
includes exercises (such as walking, biking and swimming) to strengthen
supporting muscles and maintain joint mobility. Weight control can also
help reduce stress on the joints and spine.92
Prevalence of Arthritis and Rheumatism
In 2003, almost half (45%) of seniors living in Peel reported that they had
arthritis or rheumatism, as diagnosed by a health-care professional. This
proportion was higher among Ontario seniors (50%). In Peel, females were
more likely (55%) than males (33%) to report that they had been diagnosed
with arthritis or rheumatism.
Emergency Department Visits for Arthritis or Rheumatism
There were 1,316 emergency department visits for arthritis or rheumatism
among Peel seniors in 2003. Arthritis or rheumatism was the second leading
cause of visits for females, and fourth leading cause for males.
Emergency department visits due to arthritis or rheumatism generally
increased by age for both females and males, except for 85- to 89-year-old
males (see Figure 13.1).

Figure 13.1: Emergency Department Visits for Arthritis or Rheumatism by
Age Group and Sex,
Region of Peel, 2003
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Hospitalization for Arthritis or Rheumatism
The hospitalization rates for arthritis or rheumatism among seniors
remained relatively stable at approximately 1,000 hospitalizations per
100,000 population 65 years and older from 1995 to 2003 in both Peel and
Ontario (see Figure 13.2).

Figure 13.2: Hospitalization for Arthritis or Rheumatism by Year,
Region of Peel and Ontario, 1995–2003
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In 2003, the hospitalization rates in Peel peaked among 75- to 79-year-old
men and women (see Figure 13.3).
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Figure 13.3: Hospitalization for Arthritis or Rheumatism by Age Group and Sex,
Region of Peel, 2003
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Mortality from Arthritis or Rheumatism
The death rate from arthritis or rheumatism fluctuated among Peel seniors
between 1986 and 2001, while it increased in Ontario between 1990 and
2000 (see Figure 13.4).
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Figure 13.4: Mortality from Arthritis or Rheumatism by Year,
Region of Peel and Ontario, 1986–2001
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Mortality data for arthritis for Peel seniors were not releasable by age group
in 2001 due to small numbers.
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Summary
In 2003, almost half (45%) of seniors living in Peel reported that they had
arthritis or rheumatism, as diagnosed by a health-care professional. This
proportion was higher among Ontario seniors (50%). In Peel, females were
more likely (55%) than males (33%) to report that they had been diagnosed
with arthritis or rheumatism.
There were 1,316 emergency department visits for arthritis or rheumatism
among Peel seniors in 2003. Arthritis or rheumatism was the second leading
cause of visits for females, and fourth leading cause for males. Emergency
department visits due to arthritis or rheumatism generally increased by
age for both females and males, except for 85-to 89-year-old males.
The hospitalization rates for arthritis or rheumatism among seniors
remained stable at around 1,000 hospitalizations per 100,000 population
65 years and older between 1995 and 2003 in both Peel and Ontario.
In 2003, the hospitalization rates in Peel peaked among 75- to 79-year-old
men and women.
The death rate from arthritis or rheumatism fluctuated among Peel seniors
between 1986 and 2001, while the death rate increased in Ontario between
1990 and 2000.
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Injury
HIGHLIGHTS
• In Peel, injury was the main cause of emergency department visits among
male and female seniors in 2003.
• In 2003, the rates of emergency department visits for injury increased by age
among men and women, with higher rates for women compared to men
across all age groups.
• In 2003, injury was the third leading cause of hospitalization among female
seniors and seventh leading cause among male seniors in Peel. Hospitalization
rates for injury among seniors decreased between 1995 and 2003 in both Peel and
Ontario, although the rates were stable in Ontario between 2000 and 2003.
• In 2003, hospitalization rates for injury increased by age group in Peel for both
males and females. Hospitalization rates were higher for females compared to males
across all age groups.
• Mortality rates due to injury in Peel were highest among males and females 85
years of age and older.

Introduction
Injuries, both intentional and unintentional are a major public health issue
for seniors. Many injuries lead to an irreversible decline in function,
institutionalization and even death.
Intentional injuries refer to those that are self-inflicted, such as suicide, or
those purposely inflicted by another person including abuse, family violence
and assault. Unintentional injuries include those that occur as a result of
motor vehicle collisions, falls, drownings, burns and poisonings.
Unintentional injuries are often referred to as accidents, implying they happen
at random and are not easily preventable. In fact, many are predictable, have
identifiable risk factors and have interventions that are able to prevent and
minimize their impact.
In 2001/2002, seniors accounted for 35% of the 231,930 hospitalizations
due to injury in Canada. More than half (53%) of these hospitalizations were
among seniors aged 80 years and older. In 2000, seniors accounted for 33%
of the 13,080 injury-related deaths in Canada. Similar to hospitalizations,
more than half (59%) of injury-related deaths occurred among seniors
80 years of age and older.93
Prevalence of Injury
According to the Canadian Community Health Survey 2003, 8% of Ontario
seniors reported that they had suffered an injury during the past 12 months.
Of those seniors who reported an injury in 2003, almost one-third (32%)
reported that their most serious injury was a sprain or strain, while 29%
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reported breaking bones in the past 12 months. Females (31%) were more
likely than males (25%) to report breaking bones as their most serious
injury, while males (33%) were more likely than females (31%) to report
a sprain or strain as their most serious injury.
Ontario seniors aged 75 years and older were more likely to report breaking
bones (33%) compared to 65- to 74-year-olds (25%). However, 65- to
74-year-old were more likely to report a sprain or strain (37%) compared
to persons aged 75 years and older (25%).
Data for Peel were not releasable due to small numbers.
Emergency Department Visits for Injury
In Peel, injury was the main cause of emergency department visits among
male and female seniors in 2003 (see Appendix 1). Injury accounted for more
than twice the number of visits than any other cause for male seniors and
almost quadruple the number of emergency department visits than any
other cause for female seniors.
In 2003, the rates of emergency department visits for injury increased by age
among males and females, with higher rates for females compared to males
across all age groups (see Figure 14.1).

Figure 14.1: Emergency Department Visits for Injury by Age Group and Sex,
Region of Peel, 2003
Male
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Hospitalization for Injury
In 2003, injury was the third leading cause of hospitalization among female
seniors and seventh leading cause among male seniors in Peel (see Appendix
2). Hospitalization rates for injury among seniors decreased between 1995
and 2003 in both Peel and Ontario, although the rates were stable in Ontario
between 2002 and 2003 (see Figure 14.2).

Figure 14.2: Hospitalization for Injury by Year,
Region of Peel and Ontario, 1995–2003
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In 2003, hospitalization rates for injury increased by age group in Peel for
both males and females (see Figure 14.3). Hospitalization rates were higher
for females compared to males across all age groups.

Figure 14.3: Hospitalization for Injury by Age Group and Sex,
Region of Peel, 2003
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Mortality from Injury
Although the mortality rates for injury among Peel seniors fluctuated from
year-to-year, the mortality rates for injury among Ontario seniors were stable
between 1986 and 1999 (approximately 90 deaths per 100,000 seniors)
as shown in Figure 14.4.
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Figure 14.4: Mortality from Injury* by Year,
Region of Peel and Ontario, 1986–1999
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Mortality rates due to injury in Peel were highest among both males and
females 85 years of age and older (see Figure 14.5).

Figure 14.5: Mortality from Injury* by Age Group and Sex,
Region of Peel, 1999
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Summary
According to the Canadian Community Health Survey 2003, 8% of Ontario
seniors reported that they had suffered an injury during the past 12 months.
Of those seniors who reported an injury in 2003, almost one-third (32%)
reported that their most serious injury was a sprain or strain, while 29%
reported breaking bones in the past 12 months. Females (31%) were more
likely than males (25%) to report breaking bones as their most serious
injury while males (33%) were more likely than females (31%) to report
a sprain or strain as their most serious injury.
Ontario seniors aged 75 years and older were more likely to report breaking
bones (33%) compared to 65- to 74- year-olds (25%). However, 65- to
74-year-olds were more likely to report a sprain or strain (37%) compared
to persons aged 75 years and older (25%).
In Peel, injury was the main cause of emergency department visits among
male and female seniors in 2003. Injury accounted for more than twice
the number of emergency department visits than any other cause for male
seniors and almost quadruple the number of emergency department visits
than any other cause for female seniors. The rates of emergency department
visits for injury increased by age among males and females, with higher rates
for females compared to males across all age groups.
Hospitalization rates for injury among seniors decreased between 1995
and 2003 in both Peel and Ontario, although the rates were relatively stable
in Ontario between 2002 and 2003. In 2003, injury was the third leading
cause of hospitalization among female seniors and seventh leading cause
among male seniors in Peel.
Although the mortality rates for injury among Peel seniors fluctuated
from year-to-year, the mortality rates for injury among Ontario seniors
were relatively stable between 1986 and 1999 (approximately 90 deaths per
100,000 seniors). Mortality rates due to injury in Peel were highest among
both males and females 85 years of age and older.
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External Causes of Emergency
Department Visits, Morbidity
and Mortality
HIGHLIGHTS
• Falls were the leading external cause for emergency department visits,
hospitalizations and deaths among Peel seniors.
• In 2003, falls were the leading external cause for emergency department visits
among both Peel men and women aged 65 years and older. In 2003, falls
accounted for 2,294 emergency department visits among female seniors in Peel
(63% of all external causes among females) and 1,085 emergency department visits
among male seniors (45% of all external causes among males).
• In Peel, the rates for emergency department visits due to falls increased by age for
both males and females. The rates were higher for females compared to males
across all age groups.
• In Peel, falls accounted for one in three hospitalizations due to external causes
among Peel women and one in five hospitalizations for external causes among Peel
male seniors. In 2003, the hospitalization rates due to falls increased by age in Peel
for both females and males. Similar to injury rates, females had higher
hospitalization rates for falls compared to males across all age groups.
• There were 39 deaths due to falls among Peel seniors in 2001. The mortality rate
among seniors due to falls peaked in 1996 for both Peel and Ontario (97.4 per
100,000 and 77.3 per 100,000 respectively). The mortality rates for falls were
highest for persons 85 years of age and older.

Introduction
The term “external cause” describes environmental events, circumstances,
and conditions identified as the causes of injuries, poisonings and other
adverse events.
Although it is important to prevent all injuries, since falls were the leading
external cause of emergency department visits, hospital admissions and
deaths, this chapter will examine morbidity and mortality in detail for falls.

External Causes of Emergency Department Visits,
Morbidity and Mortality
External Causes of Emergency Department Visits
The leading external causes for emergency department visits among Peel
men and women aged 65 years and older are shown in Appendix 1.
In 2003, there were a total of 2,405 emergency department visits due to
external causes among male seniors in Peel and a total of 3,670 visits for
female seniors in Peel.
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In 2003, falls were the leading external cause for emergency department
visits among both Peel men and women aged 65 years and older. In 2003,
falls accounted for 2,294 emergency department visits among female seniors
in Peel (63% of all external causes among females) and 1,085 visits among
male seniors (45% of all external causes among males).
External Causes of Hospitalization
In 2003, there were 1,368 hospitalizations among Peel male seniors and
1,570 among female seniors in Peel due to external causes (see Appendix 2).
In Peel, falls accounted for one in three hospitalizations due to external
causes among Peel female seniors and one in five hospitalizations for
external causes among Peel male seniors.
Mortality from External Causes
There were 89 injury-related deaths among Peel seniors in 2001. Falls were
the leading external cause of mortality among Peel seniors (39 deaths) in
2001 (see Appendix 3). Falls accounted for 44% of all causes of injury related
deaths. Although there were other leading external causes of death, the
remainder of this chapter will focus on falls.

Falls
Risk factors associated with falls among seniors include: poorer perception
of health; presence of at least one co-morbid condition; visual impairment;
gait and balance problems; use of psychotropic medication; female gender;
increasing age; history of falls; and household and other environmental
hazards. Some of the most effective means of protecting seniors from fallrelated injuries can be achieved through environmental modification,
medication review, increased physical activity and education.94
Emergency Department Visits for Falls
In Peel, the rates for emergency department visits due to falls increased by
age for both males and females (see Figure 15.1). The rates were higher for
females compared to males across all age groups.
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Figure 15.1: Emergency Department Visits for Falls by Age Group and Sex,
Region of Peel, 2003
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Hospitalization for Falls
Hospitalization rates due to falls among seniors were higher in Ontario than
in Peel between 1995 and 2003 (see Figure 15.2). The rate for falls appears to
have decreased between 2002 and 2003 in both Peel and Ontario; however,
this is due to changes in coding for hospitalization data as of the year 2003
(see data methods section for more details).
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Figure 15.2: Hospitalization for Falls by Year,
Region of Peel and Ontario, 1995–2003
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In 2003, the hospitalization rates due to falls increased by age in Peel for
male seniors across all age groups and increased for female seniors up to
84 years of age. Similar to injury rates, females had higher hospitalization
rates for falls compared to males across all age groups (see Figure 15.3).
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Figure 15.3: Hospitalization for Falls by Age Group and Sex,
Region of Peel, 2003
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Mortality from Falls
There were 39 deaths due to falls among Peel seniors in 2001. The mortality
rate among seniors due to falls peaked in 1996 for both Peel and Ontario
(97.4 per 100,000 and 77.3 per 100,000 respectively) as shown in Figure 15.4.
The apparent decline in the mortality rate from 1999 to 2001 is in part due
to the coding changes for falls (see data methods section for more details).
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Figure 15.4: Mortality from Falls by Year,
Region of Peel and Ontario, 1986–2001
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Mortality rates for falls in Peel were highest for persons 85 years of age and
older (see Figure 15.5).

Figure 15.5: Mortality from Falls by Age Group,
Region of Peel, 2001
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Summary
In 2003, there were a total of 2,405 emergency department visits due to
external causes among male seniors in Peel and a total of 3,670 visits for
female seniors in Peel.
Falls were the leading external cause for emergency department visits,
hospitalizations and deaths among Peel seniors.
In 2003, falls were the leading external cause for emergency department visits
among both Peel men and women aged 65 years and older. In 2003, falls
accounted for 2,294 emergency department visits among female seniors in Peel
(63% of all external causes among females) and 1,085 emergency department
visits among male seniors (45% of all external causes among males).
In Peel, falls accounted for one in three hospitalizations due to external
causes among Peel female seniors and one in five hospitalizations for
external causes among Peel male seniors. Hospitalization rates due to falls
among seniors were higher in Ontario compared to Peel between 1995 and
2003. The rate for falls seems to have decreased from 2002 to 2003 in both
Peel and Ontario; however, this may be due to changes in coding for hospital
admissions data as of the year 2003.
In 2003, the hospitalization rates due to falls increased by age in Peel for
both females and males. Similar to injury, females had higher hospitalization
rates for falls compared to males across all age groups.
There were 39 deaths due to falls among Peel seniors in 2001. The mortality
rate among seniors due to falls peaked in 1996 for both Peel and Ontario
(97.4 per 100,000 and 77.3 per 100,000 respectively). The mortality rates
for falls were highest for persons 85 years of age and older.
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Recommendations
Public Health Mandate
There is only one provincial requirement specifically targeted for seniors.
It currently addresses falls in the elderly. Peel Public Health also addresses
medication use through a campaign that relates to risk factors for falls and
related strategies for prevention. The other injury prevention requirements
address all age groups and not the senior population specifically. The
provincial public health mandatory program requirements are currently
under development by the Ontario Ministry of Health and Long-Term Care
and Ministry of Health Promotion. The addition of a more comprehensive
seniors’ component within the new provincial requirements would be
beneficial to the improvement of seniors’ health.
The following are recommendations to help public health better address
seniors’ health.

To Improve General Health, Decrease Obesity and
its Related Health Consequences
Obesity in seniors has been linked to both poor health and inactivity. In 2003,
half of all seniors in Peel were overweight or obese, 58% of seniors reported
being physically inactive. Although research appears to indicate that obesity
does not have an effect on life expectancy for the older population, it does
have a strong impact on the probability of becoming disabled. Overweight
individuals develop an increased risk for several health conditions. Research
shows that seniors will eat a healthy diet when nutritious foods are available.
Strategies which address both an increase in physical activity and access to
inexpensive, easily prepared healthy foods are necessary.
Recommendations
That public health staff:
• Investigate and design program initiatives to promote healthy eating
and physical activity for Peel seniors by
• Collaborating with parks and recreation departments and other
community organizations and agencies to promote senior friendly
recreational facilities and encourage physical activity in seniors.
• Collaborating with community agencies and businesses to improve
access to lower cost healthy eating for seniors who are still living
in the community.
Facts:
• 58% of seniors in Peel reported being physically inactive.95
• 50% of seniors in Peel were overweight or obese.95
• 53% of Peel seniors ate fruits or vegetables five or more times per day
(the recommended amount).95
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• Consumption of a variety of healthy foods in appropriate portions is
important in maintaining a healthy weight.45
• Overweight and obese individuals are at increased risk for several health
conditions including Type 2 diabetes, heart disease, stroke, cancers.48

To Reduce Injuries
Injuries among seniors are a major public health issue for seniors. An
important factor to consider is that injuries in seniors can lead to an
irreversible decline in function, institutionalization and even death. Women
have higher hospitalization rates than men for both injury and falls.
In 2003, falls were the leading external cause of emergency room visits,
hospitalizations and deaths in Peel among individuals aged 65 years and
older. Some of the most effective methods of preventing a fall and its related
injury are through the modification of the environment, review of
medication, and increase in physical activity and education.
Recommendations
That public health staff:
• Investigate and design program initiatives to promote safe environments
for Peel seniors by
• Increasing the reach of fall prevention initiatives;
• Developing multi-disciplinary collaboration among urban
planning, roads and transportation jurisdictions to ensure
safer roads through improved design and increased driver
re-testing and retraining;
• Surveying the community yearly to identify other injury
prevention issues for seniors in Peel;
• Advocating for increased vision testing for seniors.
Facts:
• One in three Canadian seniors will experience a fall.96
• More than 10 Ontarians are hospitalized from falls on stairs or steps
daily. Ontarians 60 years and older account for three-fifths of these falls.97
• Causes of falls are:
• an unsafe environment,94 and
• personal factors (e.g., medication or substance use,
poor vision, balance).94
• Further research is needed on other injuries in seniors.
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To Reduce the Adverse Effects of Substance Use
Alcohol is the drug most often used by seniors. As people age, their bodies
metabolize alcohol more slowly. Even small amounts of alcohol can negatively
effect some older adults’ health. Alcohol adversely interacts with over 150
medications commonly prescribed to seniors. Alcohol-related diseases
reduce a person’s lifespan.
Over the counter or prescription medications can also cause harmful
interactions when used together. Some may cause serious medical
conditions. Many seniors take numerous medications, which increases the
chances of incorrect medication use, harmful interactions between
medications and adverse effects that can have serious health consequences.
Providing education and raising awareness among seniors of the possible
drug interactions is integral to promoting a healthier lifestyle.
Recommendations
That public health staff:
• Partner with pharmacists, drug retailers and other health professionals
to address the issue of poly-pharmacy by surveying local seniors to:
• Better determine the incidence of poly-pharmacy among
Peel seniors;
• Develop harm reduction strategies to raise awareness and
educate seniors about the risks of drug interaction (including
herbal products), correct dosing and expired medications;
• Advocate for a yearly medication review for all seniors;
• Advocate for one-stop shopping for prescription and
over-the-counter medications.
Facts:
• The proportion of low-risk drinkers was higher in seniors (65%) than in
the general population aged 20 and older (51%).95
• Approximately half of Peel seniors reported they were regular drinkers.95
• Although 54% of Peel seniors are former smokers, only 6% currently
smoke tobacco while 40% never smoked.95
• In Canada, more than one quarter of female seniors reported taking at
least five types of medications compared with only 16% of male seniors.98
• Taking more than one drug multiplies the chances of incorrect
medication use, harmful interactions between medications and adverse
effects that can have extremely serious consequences.52
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To Improve Dental Health
Access to dental care is dependent on the ability to pay for dental services
through dental insurance or personal funds. The social determinants of
health also have a significant impact on seniors’ oral health with factors
such as poverty, access to adequate nutrition, and social supports all playing
important roles. With rising dental costs, lack of dental insurance, and
many costs for these services being out of pocket, many seniors on a fixed
income cannot afford appropriate dental care. More than half (58%) of Peel
seniors reported that they had seen or talked to a dentist or orthodontist in
the past 12 months. Seniors face dental health challenges such as dry mouth
and less salivary protection against germs due to medication use, as well as
darker teeth and receding gums. Poor oral health may be linked to general
health conditions such as diabetes, heart diseases, strokes and lung disease.
Compromised dental health can also impact the ability to chew food and
obtain adequate nutrition.
Recommendations
That public health staff:
• Advocate that dental health be accessible to all seniors through the
provision of universal dental insurance, with an interim measure of
funds available to pay dental fees similar to the current Children In
Need of Treatment public health program.
• Educate and raise awareness of the importance of good oral health care
and its relation to good overall health by
• Developing health promotion strategies to promote and raise
awareness of the importance of good oral health for health-care
providers in long-term care as well as the senior population
in general;
• Working collaboratively with Health Canada’s Chief Dental
Officer on local dental health initiatives;
• Developing a community survey to determine the scope
of the problem.
Facts:
• Persons 65 years and older are seven times more likely to be diagnosed
with oral cancer than younger individuals.19
• Oral health is important for seniors. Poor dental health and diabetes can
lead to infections and ultimately heart attacks, strokes, lung disease.19
• Seniors face dental health challenges such as dry mouth and less salivary
protection against germs due to medication use, as well as darker teeth
and receding gums.19
• Poor oral health can lead to loneliness and isolation which can lead to
serious mental health problems.19
• Less than half of Canadian seniors have annual dental checkups.99
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• 60-90% of home-bound seniors report a need for dental services, though
only 26% report visiting a dentist at least once every two years.19
• Only 9-25% of seniors in long-term care facilities have seen a dentist
once a year, 30-78% have not visited a dentist in five years.19
• 58% of seniors in Peel reported that they had seen or talked to a dentist
or orthodontist in the past 12 months.95
• Only 36% of seniors in Peel and Ontario reported they had
dental insurance.95

To Develop Healthy Community Urban Planning
Seventeen per cent of Peel seniors live alone and most live in detached
houses followed by apartments. Almost half of seniors report they have
arthritis or rheumatism diagnosed by a health professional. Forty-eight
per cent of female seniors need assistance with some kind of daily tasks.
The senior population has a somewhat higher prevalence of low income
compared to the general population.
The design of our communities can have a significant impact on the health
and well-being of the senior population. Many seniors spend a good portion
of time in their neighbourhoods where they tend to participate in social and
recreational activities in local facilities such as libraries and parks. Those
without a car need easy access to shopping, medical professionals and other
facilities. Public transportation also needs to be easy to board for people with
decreased movement.
Recommendations
That public health staff:
• Join a multi-sector collaboration: health, community and social
programs and urban planning to advocate for planning, designing
and building communities that
• Are safe and accessible to the senior population;
• Enhance inter- and cross-generational interaction to reduce
social isolation;
• Allow increased pedestrian access to promote physical activity.
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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
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 and attitudes
and awareness about health-related topics of importance to public health.
The survey content varies from year to year.

National Surveys
Canadian Community Health Survey
The 2000/2001 and 2003 Canadian Community Health Surveys were
conducted nationally by Statistics Canada. Data are available provincially and
for specified regions within each province. Responses to these surveys were
limited to respondents aged 12 years and older. Data presented in this report
are for respondents aged 65 years and older. Data were not age-standardized.
Data from national surveys used in this report are all based on self-reports
from survey respondents or their proxies. Self-reported data may be subject
to errors in recall, over- or under-reporting because of social desirability,
or errors from proxy reporting.
Proportions reported within the text were rounded to the nearest whole
percentage. For example, if a proportion was 5.0% to 5.4%, it was rounded down
to 5%, whereas if a proportion was 5.5% to 5.9%, it was rounded up to 6%.
Proportions presented in tables and figures were rounded to one decimal point.
Certain proportions in this report which include the notation, “use with
caution,” reflect estimates that may have high sampling variability.
Canadian Community Health Survey data are not standardized for age or
sex which mean that any comparison between Peel and Ontario or males
and females must be interpreted with caution. Since chronic conditions
tend to increase with age and females generally live longer than males,
the proportion of certain chronic conditions or activity limitations,
for example, would be higher in women compared to men.
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Body mass index (BMI) categories in surveys are based on self-reported
height and weight. Since people tend to underestimate their weight and
overestimate their height, the values of the index are probably low. Exact
weight may also differ from stated weight due to a lack of information
(not weighed recently, poorly adjusted scale in the home, recall bias, etc.).
Studies estimate that obesity would be approximately one and a half times
more prevalent if calculations were based on true measures.

Emergency Department Visits
Emergency department visit data in this report are from the Canadian
Institute of Health Information (CIHI) and collected through the National
Ambulatory Care Reporting System (NACRS). Data for Peel for 2003 were
obtained through the Provincial Health Planning Database (PHPDB)
initiative at the Ontario Ministry of Health and Long-Term Care.
The NACRS collects detailed data on emergency department visits, day
surgeries, medical day and night care, and special high cost clinics (such as
oncology and renal clinics). This report was based on data for the 2003
calendar year and included data for emergency department visits only.
Emergency department data for 2003 were coded based on the International
Classification of Diseases 10th Revision (ICD-10-CA).
Limitations of emergency department data include:
• Only the main problem for the visit is available for analysis. The
“Main Problem” represents the patient’s main problem or diagnosis
as determined by the emergency department. All visits have one main
problem and up to nine other problems, but only the main problem
is available for analysis.
• Ambulatory visit data provide only a crude measure of the prevalence
of a cause since a person may not visit the emergency department, or
may visit several times for the same disease or injury event, or may
visit more than one hospital for the same disease or injury event.
• Ontario residents visiting hospitals outside of the province are
excluded. Areas bordering other provinces may be more affected.

Hospitalization
Hospitalization data in this report are collected by the Canadian Institute for
Health Information (CIHI). Data from 1995 through 1998 were distributed
to Peel Public Health from the Central East Health information Partnership
(CEHIP). For 1999 to 2003, data were obtained through the Provincial
Health Planning Database (PHPDB) initiative at the Ontario Ministry of
Health and Long-Term Care. The hospitalization data in this report were
based on hospital discharge data only and do not include data from hospital
services provided on an outpatient basis.
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Hospitalization data for the years 1986 to 2002 were coded based on the
International Classification of Diseases, 9th Revision (ICD-9) system of
classifying causes of death and hospital stay. Hospitalization data for 2003
were coded based on ICD-10-CA.
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 then 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.

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 Public
Health through the Health Planning System (HELPS) initiative of the Ontario
Ministry of Health and Long-Term Care. Mortality data for the years 1986 to
1999 were 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 and 2001 were coded based on ICD-10-CA.

ICD-9/ICD-10-CA Coding Changes
Coding changes from ICD-9 to ICD-10-CA have caused mortality rates to either
increase or decrease between 1999 and 2000.100 Some of the more prominent
examples in the mortality and hospitalization data presented in this report are
described further in this section.
Alzheimer’s Disease Coding Changes
In ICD-9, a definitive diagnosis was required as a classification for
Alzheimer’s disease (AD). Terms such as “Alzheimer’s-type dementia” or
“Alzheimer’s dementia” were classified as Presenile dementia rather than
Alzheimer’s disease. In addition, if an unspecified chronic organic psychotic
condition was mentioned with Alzheimer’s disease, the two conditions
formed a link under ICD-9 and were classified as Presenile dementia. Under
ICD-10-CA, this linkage does not exist and restrictions were relaxed, thus any
mention of Alzheimer’s is classified as AD. This would explain the increase in
the mortality rates from Alzheimer’s disease between 1999 and 2000.100
Pneumonia Coding Changes
In ICD-9, when pneumonia was listed on the death certificate with another
cause of death, and it was an obvious direct consequence of that other cause,
then the other cause was selected as the underlying cause of death. In ICD-10-CA
this rule is applied more broadly than in ICD-9 and specifies many more
causes for which pneumonia is considered a direct consequence. Thus,
deaths classified as pneumonia in ICD-9 are classified in ICD-10-CA to
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many other causes such as diseases of the heart, cerebrovascular disease,
malignant neoplasms, chronic lower respiratory diseases, septicaemia,
malnutrition and chronic liver disease and cirrhosis. This would explain the
decrease in the mortality rates from pneumonia between 1999 and 2000.100
Falls Coding Changes
The method by which falls are coded using ICD-10-CA compared to ICD-9 is
as follows: In ICD-9, if the term “fracture” was listed without an external cause
it was classified as fracture, cause unspecified and grouped with accidental falls.
In ICD-10-CA, a fall is not assumed to be responsible for the unspecified fracture,
and is classified to exposure to unspecified factor, which while classified as an
unintentional injury, it is not counted as a fall. This would explain the decrease
in the mortality rates from falls between 1999 and 2000.100
Please note coding changes described above for mortality data are likely similar
for hospitalization data; however there is no supporting documentation for
hospitalization changes at this time.
Mortality rates for injury were only available up to 1999, since S and T ICD-10-CA
codes were not provided in the mortality data file for 2000 and 2001.

ICD-9/ICD-10-CA Code Categories
The ICD-9 and ICD-10-CA codes used for the diseases and conditions
included in this report are as follows:
Diseases/Conditions

ICD-10-CA

ICD-9

H00-H59.9

360.0-379.9; 998.8

Mood disorders

F30-F33.9; F34.1-F39;
F41.2; F53.0

296.0-296.9; 298.0;
300.4; 301.1; 311.0

Bipolar disorder

F31-F31.9

Not available

Dementia

F01-F03; F05.1

290.0-290.9

Alzheimer’s disease

G30-G30.9

331.0

Schizophrenia

F20-F20.9

295.0-295.3; 295.6;
295.8-295.9

A15-A19.9

010.0-018.9

General Health
Diseases of the eye and
adnexa
Mental Health

Communicable Disease
Tuberculosis (overall)

Pneumonia and influenza J10-J18.9



480.0-483.8; 485.0487.8; 514.0
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Diseases/Conditions

ICD-10-CA

ICD-9

Ischemic heart disease

I20-I25.9; I51.6

410.0-414.9; 423.0;
423.9; 429.2; 429.5;
429.6; 429.8

Stroke
(cerebrovascular disease)

I60-I69.8

430.0-434.9; 436.0438.0

Trachea, bronchus
and lung cancer

C33-C34.99

162.0-162.9

Prostate cancer

C61

185.0

Cervical cancer

C53-C53.9

180.0-180.9

Breast cancer

C50-C50.99

174.0-175.9

Colorectal cancer

C18-C21.8

153.0-154.9

Chronic Obstructive
Lung Disease

J40-J47

490.0-494.0; 496.0

Diabetes Mellitus

E10-E14.909

250.0-250.9

Cardiovascular Disease

Cancer

Arthritis and Rheumatism M00-M00.99; M02.3M02.4; M02.8-M02.99;
M05-M08.9; M10M10.99; M11.8M13.99; M15-M19.9;
M22-M25.99; M30M35.9; M45-M48.99;
M60-M62.99; M65M67.99; M70-M72.99;
M75-M79.99; M89.4

099.3; 274.0-274.9;
446.0-446.7; 710.0719.5; 719.8-721.9;
725.0-729.9

S00-T14.9

800.0-904.9; 910.0929.9; 950.0-959.9

Cholelithiasis

K80-K80.81

574.0-574.5

Heart failure

I50-I50.9

428.0-428.9

Hernia

K40-K46.9

550.0-553.9

Hyperplasia of prostate

N40

600.0

Injury
Other
Diseases/Conditions

Lymphatic and
C81-C96.9
haematopoietic malignancy

200.0-208.9

Urinary tract infection

599.0

N39.0
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External Causes*

ICD-10-CA

ICD-9

Falls

W00-W19

E880.0-E888.9

Complications of medical
and surgical care

Y40-Y84.9; Y88-Y88.3 E870.0-E876.9; E878.0E879.9; E930.0-E949.9

Environmental and
natural factors

W53-W64; W85-W99; E900.0-E909.9
X10-X39; X50-X59

Other accidents

W20-W43; W45-W52 E916.0-E928.9

Injury undetermined if
accidental or purposeful

Y10-Y20; Y22-Y34;
Y87.2; Y89.9; Y90Y91.9; Y95-Y98

E980.0-E989.9

Accidents caused by
suffocation and foreign
bodies

W44; W75-W84

E911.0-E915.9

Accidental poisoning by
drugs, medicaments and
biologicals/solid, liquid
substances, gases and
vapours

X40-X49

E850.0-E869.9

Late effects of injury

Y85-Y86

E929.0-E929.9

Motor vehicle accidents

V02-V04.9; V09E810.0-E819.9; E820.0V09.9; V12-V14; V19- E825.9
V19.2; V19.4-V19.6;
V20-V79.9; V80.3V80.5; V82.1; V83V83.4; V84-V84.3;
V85-V87.5; V87.7;
V87.8; V89.0; V89.2

Suicide and
self-inflicted injury

X60-X84; Y87.0

E950.0-E959.9

Reportable Disease Information System (RDIS)
The communicable diseases contained in this report are required to be reported
to the local Medical Officer of Health under the Health Protection and
Promotion Act (HPPA). Since 1990, reportable diseases have been monitored
through a public health surveillance system called the Reportable Disease
Information System (RDIS). Data for Peel for the years 1995 to 2004 were
collected by Peel Public Health. Data for Ontario for the same time period were
obtained from the Public Health Branch of the Ontario Ministry of Health and
Long-Term Care. Please refer to the Peel Health Status Report Communicable
Disease 1995-2004: 2005 for more details.

* This is supplementary information to the causes of emergency department visits, hospitalization and/or mortality.
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Life Expectancy
Life expectancy is calculated from birth and death data that exclude the following:
stillbirths; births and deaths of non-residents of Canada and residents of Canada
whose province or territory of residence was unknown; and deaths for which the
age of the decedent was unknown. The difference in life expectancy between men
and women was calculated on unrounded figures.
Life expectancy is the number of years a person would be expected to live,
starting at birth (for life expectancy at birth) if the age- and sex-specific mortality
rates for a given observation period (such as a calendar year) were held constant
over the estimated life span.
Rates used in this figure for the calculation of life expectancy are based on data
tabulated by place of residence.
Further explanation can be found through Statistics Canada.101

Prevalence and Incidence Rates
Crude rates are described throughout this report. The data were not agestandardized because the population was aged 65 years and older. Some of
the rate differences between Peel and Ontario may be due to the difference
in the distribution of the various age groups (e.g., 65 to 69 years of age, 70
to 74 years of age, 75 years and older) within each respective population.
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Appendices
Appendix 
Leading Causes of Emergency Department Visits in Males Aged 65 Years and Older,
Region of Peel and Ontario, 2003
Rank
1
2
3
4
5
6
7
8
9
10

Cause of Emergency Department Visit
Injury
Ischemic heart disease
Chronic obstructive lung disease
Arthritis/rheumatism
Heart failure
Pneumonia and influenza
Stroke
Urinary tract infection
Cellulitis
Eye and adnexa diseases
Other causes of emergency department visits
All cause total

Peel #
1,729
747
550
539
490
435
293
288
244
203
9,317

Peel %
11.7
5.0
3.7
3.6
3.3
2.9
2.0
1.9
1.6
1.4
62.8

Ontario %
12.2
4.2
4.7
4.2
3.2
3.4
1.6
1.7
1.7
1.3
61.8

14,835

100.0

100.0

Source: National Ambulatory Care Reporting System Data 2003. Provincial Health Planning Database (PHPDB) Extracted: [November 2005], Knowledge Management and Reporting
Branch, Ontario Ministry of Health and Long-Term Care.

Leading Causes of Emergency Department Visits in Females Aged 65 Years and Older,
Region of Peel and Ontario, 2003
Rank
1
2
3
4
5
6
7
8
9
10

Cause of Emergency Department Visit
Injury
Arthritis/rheumatism
Ischemic heart disease
Heart failure
Chronic obstructive lung disease
Pneumonia and influenza
Urinary tract infection
Stroke
Eye and adnexa diseases
Hypertensive disease
Other causes of emergency department visits

Peel #
2,960
777
649
622
607
443
443
351
271
200
10,880

Peel %
16.3
4.3
3.6
3.4
3.3
2.4
2.4
1.9
1.5
1.1
59.8

Ontario %
16.1
4.9
3.1
2.8
4.0
2.8
2.8
1.4
1.4
1.2
59.5

All cause total

18,203

100.0

100.0

Source: National Ambulatory Care Reporting System Data 2003. Provincial Health Planning Database (PHPDB) Extracted: [November 2005], Knowledge Management and Reporting
Branch, Ontario Ministry of Health and Long-Term Care.
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Leading External Causes of Emergency Department Visits in Males Aged 65 Years and Older,
Region of Peel and Ontario, 2003
Rank
1
2
3
4
5
6
7
8
9
10

External Cause of Emergency Department Visit
Falls
Complications of medical/surgical care
Environmental and natural factors
Other accidents*
Motor vehicle collisions
Suffocation and foreign bodies
Injury with unknown intent
Accidental poisoning
Other road accidents**
Suicide
All other external causes

Peel #
1,085
358
354
280
143
92
29
21
16
10
17

Peel %
45.1
14.9
14.7
11.6
5.9
3.8
1.2
0.9
0.7
0.4
0.7

Ontario%
40.2
17.2
15.1
13.8
4.7
5.0
0.7
1.2
0.7
0.3
1.1

All external causes†

2,405

100.0

100.0

† All external causes that are not associated with Z-codes as the most responsible diagnosis.
*Other accidents include: those caused by being struck by, against or between objects or persons; those involving machinery, cutting or piercing objects, firearms, explosive materials, hot,
caustic or corrosive materials, electric currents, or radiation; or those resulting from overexertion and strenuous movements or other environmental factors.
** other road accidents exclude railway accidents and motor vehicle accidents.
Source: National Ambulatory Care Reporting System Data 2003. Provincial Health Planning Database (PHPDB) Extracted: [November 2005], Knowledge Management and Reporting
Branch, Ontario Ministry of Health and Long-Term Care.

Leading External Causes of Emergency Department Visits in Females Aged 65 Years and Older,
Region of Peel and Ontario, 2003
Rank
1
2
3
4
5
6
7
8
9
10

External Cause of Emergency Department Visit
Falls
Environmental and natural factors
Complications of medical/surgical care
Other accidents*
Motor vehicle collisions
Suffocation and foreign bodies
Injury with unknown intent
Accidental poisoning
Other road accidents**
Suicide
All other external causes

Peel #
2,294
540
272
243
154
78
31
26
10
10
12

Peel %
62.5
14.7
7.4
6.6
4.2
2.1
0.8
0.7
0.3
0.3
0.3

Ontario%
58.4
15.1
10.4
7.1
3.9
2.3
0.5
1.2
0.2
0.3
0.5

All external causes†

3,670

100.0

100.0

† All external causes that are not associated with Z-codes as the most responsible diagnosis.
*Other accidents include: those caused by being struck by, against or between objects or persons; those involving machinery, cutting or piercing objects, firearms, explosive materials, hot,
caustic or corrosive materials, electric currents, or radiation; or those resulting from overexertion and strenuous movements or other environmental factors.
** other road accidents exclude railway accidents and motor vehicle accidents.
Source: National Ambulatory Care Reporting System Data 2003. Provincial Health Planning Database (PHPDB) Extracted: [November 2005], Knowledge Management and Reporting
Branch, Ontario Ministry of Health and Long-Term Care.



Seniors’ Health Report—

Appendix 
Leading Causes of Hospitalization in Males Aged 65 Years and Older,
Region of Peel and Ontario, 2003
Rank
1
2
3
4
5
6
7
8
9
10

Cause of Hospitalization
Ischemic heart disease
Heart failure
Arthritis/rheumatism
Chronic obstructive lung disease
Stroke (cerebrovascular disease)
Pneumonia and influenza
Injury
Hyperplasia of prostate
Prostate cancer
Hernia
Other causes

Peel #
1,089
439
374
358
347
254
237
223
177
153
4,278

Peel %
13.7
5.5
4.7
4.5
4.4
3.2
3.0
2.8
2.2
1.9
54.0

Ontario %
13.3
5.1
4.5
5.1
4.0
3.8
3.5
2.6
1.7
2.2
54.2

All cause total

7,929

100.0

100.0

Note: Leading causes were based on main causes of hospitalization from ICD-10-CA coding.
Source: Hospital In-Patient Data 2003, Provincial Health Planning Database (PHPDB), Health Planning Branch, Ontario Ministry of Health and Long-Term Care.

Leading Causes of Hospitalization in Females Aged 65 Years and Older,
Region of Peel and Ontario, 2003
Rank
1
2
3
4
5
6
7
8
9
10

Cause of Hospitalization
Ischemic heart disease
Arthritis/rheumatism
Injury
Heart failure
Chronic obstructive lung disease
Stroke (cerebrovascular disease)
Pneumonia and influenza
Colorectal cancer
Cholelithiasis
Diabetes mellitus
Other causes

Peel #
727
591
485
426
367
328
259
128
109
104
4,494

Peel %
9.1
7.4
6.0
5.3
4.6
4.1
3.2
1.6
1.4
1.3
56.0

Ontario %
9.1
6.6
7.4
4.9
4.8
3.7
3.4
1.5
1.2
1.3
56.1

All cause total

8,018

100.0

100.0

Note: Leading causes were based on main causes of hospitalization from ICD-10-CA coding.
Source: Hospital In-Patient Data 2003, Provincial Health Planning Database (PHPDB), Health Planning Branch, Ontario Ministry of Health and Long-Term Care.
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Leading External Causes of Hospitalization in Males Aged 65 Years and Older,
Region of Peel and Ontario, 2003
Rank
1
2
3
4
5
6
7

External Cause of Hospitalization
Falls
Motor vehicle collisions
Environmental and natural factors
Accidents caused by suffocation and foreign bodies
Accidental poisoning by drugs, medicaments
and biologicals/solid, liquid substances, gases and vapours
Suicide and self-inflicted injury
Other accidents*
All other external causes

Peel #
274
32
31
15

Peel %
20.0
2.3
2.3
1.1

Ontario %
21.2
1.8
2.3
0.9

9
7
6
994

0.7
0.5
0.4
72.7

0.9
0.9
1.0
71.4

All external causes†

1,368

100.0

100.0

† All external causes that are not associated with Z-codes as the most responsible diagnosis.
*Other accidents include: those caused by being struck by, against or between objects or persons; those involving machinery, cutting or piercing objects, firearms, explosive materials, hot,
caustic or corrosive materials, electric currents, or radiation; or those resulting from overexertion and strenuous movements or other environmental factors.
Note: Leading causes were based on external causes of hospitalization from ICD-10-CA coding.
Source: Hospital In-Patient Data 2003, Provincial Health Planning Database (PHPDB), Health Planning Branch, Ontario Ministry of Health and Long-Term Care.

Leading External Causes of Hospitalization in Females Aged 65 Years and Older,
Region of Peel and Ontario, 2003
Rank
1
2
3
4
5
6
7

External Cause of Hospitalization
Falls
Environmental and natural factors
Motor vehicle collisions
Accidents caused by suffocation and foreign bodies
Accidental poisoning by drugs, medicaments
and biologicals/solid, liquid substances, gases and vapours
Suicide and self-inflicted injury
Other accidents*
All other external causes

Peel #
534
59
17
12

Peel %
34.0
3.8
1.1
0.8

Ontario %
37.3
3.1
1.6
0.5

12
7
7
922

0.8
0.4
0.4
58.7

1.0
0.6
0.5
55.4

All external causes†

1,570

100.0

100.0

† All external causes that are not associated with Z-codes as the most responsible diagnosis.
*Other accidents include: those caused by being struck by, against or between objects or persons; those involving machinery, cutting or piercing objects, firearms, explosive materials, hot,
caustic or corrosive materials, electric currents, or radiation; or those resulting from overexertion and strenuous movements or other environmental factors.
Note: Leading causes were based on external causes of hospitalization from ICD-10-CA coding.
Source: Hospital In-Patient Data 2003, Provincial Health Planning Database (PHPDB), Health Planning Branch, Ontario Ministry of Health and Long-Term Care.
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Appendix 
Leading Causes of Death in Males Aged 65 Years and Older,
Region of Peel and Ontario, 2001
Rank
1
2
3
4
5
6
7
7
8
9
10

Cause of Death
Ischemic heart disease
Trachea, bronchus and lung cancer
Stroke (cerebrovascular disease)
Diabetes mellitus
Chronic obstructive lung disease
Prostate cancer
Lymphatic and haematopoietic malignancy
Injury, poisoning and other consequences of external causes
Colorectal cancer
Alzheimer’s disease
Dementia
Other causes
All cause total

Peel #
249
120
86
62
61
58
42
42
34
29
27
448

Peel %
19.8
9.5
6.8
4.9
4.8
4.6
3.3
3.3
2.7
2.3
2.1
35.6

Ontario %
23.6
8.2
7.5
3.6
5.4
4.3
3.0
2.6
3.3
1.9
1.7
35.0

1258

100

100

Note: Leading causes of death were based on ICD-10-CA coding.
Source: Ontario Mortality Database 2001, HELPS (Health Planning System), Public Health Branch, Ontario Ministry of Health and Long-Term Care.

Leading Causes of Death in Females Aged 65 Years and Older,
Region of Peel and Ontario, 2001
Rank
1
2
3
4
5
6
7
7
8
9
10

Cause of Death
Ischemic heart disease
Stroke (cerebrovascular disease)
Chronic obstructive lung disease
Trachea, bronchus and lung cancer
Diabetes mellitus
Alzheimer’s disease
Pneumonia and Influenza
Dementia
Injury, poisoning and other consequences of external causes
Colorectal cancer
Breast cancer
Other causes

Peel #
274
132
69
64
60
51
48
48
47
45
39
568

Peel %
19.0
9.1
4.8
4.4
4.2
3.5
3.3
3.3
3.3
3.1
2.7
39.3

Ontario %
21.3
9.9
4.2
5.3
3.9
3.7
2.9
3.4
2.7
2.7
3.3
36.6

All cause total

1,445

100

100.0

Note: Leading causes of death were based on ICD-10-CA coding.
Source: Ontario Mortality Database 2001, HELPS (Health Planning System), Public Health Branch, Ontario Ministry of Health and Long-Term Care.
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Leading External Causes of Deaths in Adults Aged 65 Years and Older,
Region of Peel and Ontario, 2001
Rank
1
2
3
4
5
6

External Cause of Death
Falls
Environmental and natural factors
Motor vehicle collisions
Suicide and self-inflicted injury
Complications of medical and surgical care
All other external causes
All external causes†

Peel #
39
16
11
8
5
10

Peel %
43.8
18.0
12.4
9.0
5.6
11.2

Ontario %
37.3
28.1
9.2
7.5
2.7
15.1

89

100.0

100.0

† All external causes that are not associated with Z-codes as the most responsible diagnosis.
Note: Leading causes of death were based on ICD-10-CA coding.
Source: Ontario Mortality Database 2001, HELPS (Health Planning System), Public Health Branch, Ontario Ministry of Health and Long-Term Care.
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