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1. Toronto is getting older

Our population increased by 205,740 or 9%
from 1991 to 2001. By 2011, the population
is projected to increase by a further 299,445
or 12%. The overall population is ageing
with the median age at 36.9 years in 2001,
up from 35.5 years five years ago. Seniors
65 years and older increased by 16% since
1991 and are projected to increase by 21%
by 2011. People who are eligible to retire
have also increased relative to the rest of
the population. This is projected to increase
dramatically in the next 10 years.

Our ageing population has major implications
for the labour force, our economy, social
services and heath care systems. The federal
government is therefore considering
increasing immigration levels. Toronto is
the most popular destination for immigrants
to Canada so we can expect continuing
increases in new immigrants to the city.
Public health program planning must
continue to consider these demographic
changes in order to ensure that our programs
are effective and efficient in the future.

2. Just over half of Toronto's adults
have acceptable weights

The Body Mass Index (BMI), is a method of
determining if an individual’s weight is in a
healthy range based on their height. It is
commonly used as a measure of health
status. Rates for illness and premature
death are generally higher among
underweight, overweight, and obese
people. Excess weight is associated with
many health problems including heart
disease, type Il diabetes, high blood
pressure, stroke and cancer’.

Results from the 2001 Canadian Community
Health Survey indicate that the proportion
of Toronto residents with an acceptable
weight was 52% among males and 57%
among females. For both sexes, the proportion
of older adults (age 45 — 64) with an
acceptable weight was higher in 2001 than
1990. Among younger adults (age 20 — 44),
the proportion with acceptable weight was
lower in 2001 than 1990. The Ministry of
Health and Long-Term Care has set a
target of slowing the decrease in the
proportion of adults (20 — 64) with healthy
weight status (BMI 20 - 27) by the year
2010. The International Standard for BMI
is: under 18.5 (underweight), 18.5 — 24.9
(acceptable weight), 25.0 — 29.9 (overweight)
and 30 or higher (obese).
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Figure 1 - Total Population Change (%), Toronto, 1991 - 2011

Age 1991 - 2001 - 1991 -
2001 2011 2011

0-4 4.23 -6.64 -2.69
5-9 22.29 5.20 28.65
10-14 20.16 25.33 50.60
15-19 8.50 30.61 41.71
20-24 -11.68 2.09 -9.83
25-29 -19.19 -24.51 -38.99
30-34 -1.25 -29.67 -30.54
35 -39 22.42 -10.36 9.74
40-44 21.60 25.10 52.12
45 - 49 36.55 39.80 90.90
50 - 54 37.13 32.83 82.15
55 - 59 3.04 47.70 52.20
60 — 64 -8.53 50.04 37.24
65-74 6.60 11.67 19.04
75+ 30.05 32.87 72.81
65+ 16.06 21.25 40.73
Total
Change 9.04 12.07 22.20

Figure 2 - Body Mass Index* - Acceptable Weight,
Toronto, 1990, 1996, 2001
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1990 1996 2001
Male 20-44 58.3 54.2 55.0
Male 45-64 39.1 38.6 44.8
Female 20-44 65.3 68.9 61.2
Female 45-64 45.7 53.9 50.5
—— Male 20 - 44 —— Male 45 - 64 =Pé= Female 2044 == Female 45 - 64

*International Standard

Sources: Ontario Health Survey 1990, Ontario Ministry of Health and Long-Term Care (MOHLTC) ; Ontario
Health Survey 1996/97, Statistics Canada, Share File, Health Planning Branch, Ontario MOHLTC; Canadian
Community Health Survey 2001, Statistics Canada, Share File, Health Planning Branch, Ontario MOHLTC.
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3. Fertility rates dropping Figure 3 - General Fertility Rate*, Toronto, 1990 - 1999
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Source: Live Birth Database, Health Planning System (HELPS), Ontario Ministry of Health and Long-Term Care
As a result of these and other factors, and Statistics Canada and Central East Health Information Partnership Population Data Cubes, July 2002.

Toronto’s GFR declined by about 9% from
1990 to 1999.

4. Toronto babies more likely to Figure 4 - Low Birthweight Rate*, Toronto, 1990 - 1999
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health and social services cost and stress
on families®. Studies that link births and
infant mortality have consistently shown
extreme differences in survival rates by w1 BW births*  mmmm Total births*  —de= LBW rate (%)
birthweight. The Ministry of Health and
Long Term Care (MOHLTC) has set a

* singleton births

target of reducing the LBW rate to 4% by Source: Live Birth Database, Health Planning System (HELPS), Ontario Ministry of Health and Long-Term Care
20170. In 1999, the province-wide LBW rate
was 4.5%.
5. Cigarette use down for students Figure 5 - Student* Cigarette Use During
the Past 12 Months, Toronto, 1981 - 2001
About 16% of students reported cigarette 80
use in 2001. This figure was the lowest
over 20 years from 1981 — 2001. The 70
Ministry of Health and Long-Term Care has 60

set a target of reducing daily smoking
among 12 to 19 year olds to 10% by 2005.
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The factors that influence smoking include .

personal issues such as low self-esteem and
peer pressure and also include smoking 20

patterns in the family and the accessibility -

of cigarettes’. Decreases in population-wide

smoking are associated with decreases in N Y 1983 1985 1987 1989 1991 1993 1995 1997 1999 2001
the incidence of youth smoking. 26.3 24.7 25.4 19.6 23.3 19.3 216 20.3 24.8 25.2 16.3

mhe== % Cigarette Use

Despite this positive trend, tobacco remains
* Grade 7,9, 11 & 13

the leading cause of preventable ill health
and premature death in Ontario. In Toronto, Source: "Drug Use Among Ontario Students — Findings from the OSDUS 1977 — 2001", E.M. Adlaf
approximately 2,184 people died from and A. Paglia, Addiction Research Foundation, Centre for Addiction and Mental Health, 2001.
smoking-related diseases between 1995

and 1997°. Second-hand smoke is the third

leading cause of preventable death.
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6. Circulatory system diseases the Figure 6a - Hospitalization - Male, Toronto, 2001
leading cause of hospitalization
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Health promotion and disease prevention Lomepue Ces.

programs need to consider specific at-risk . o

groups such as youth and sedentary Figure 6b - Hospitalization - Female, Toronto, 2001
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Source: Provincial Health Planning Database (PHPDB), Version 13.14, Ontario Ministry of Health and

7. Toronto reportable disease rates Long-Term Care.

higher than Ontario

Toronto Public Health investigates Figure 7 - Cases of Reportable Diseases,

approximately 35,000 reports of confirmed Toronto and Ontario, 1999 — 2001
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8. Mortality rates continue to drop

Men die at a higher rate than women after
accounting for differences in age. Mortality
rates for both sexes however, appear to be
steadily declining. During the last decade,
mortality rates decreased by 19% for men
and by 9% for women, thereby narrowing
the gap between male and female
mortality.

9. Heart disease is still the leading
cause of death

Between 1990 and 1999, acute and chronic
heart disease remained the leading cause
of death for both males and females. The
other leading causes of death were stroke,
lung cancer, breast cancer (females only),
prostate cancer (males only), and
pneumonia.

While the mortality rate due to acute and
chronic heart disease experienced a
substantial decrease, mortality rates for the
other leading causes have changed very
little in the past 10 years. Men have higher
mortality rates for acute and chronic heart
disease and lung cancer than women,
while women have a higher mortality rate
from stroke.

The Ministry of Health and Long-Term
Care has set the following related targets:
1) to reduce the mortality from ischemic
heart diseases by 25% by the year 2010.
2) to reduce the mortality from stroke by
10% by the year 2010.

Heart disease has a significant impact on a
person's quality of life including chronic
pain or discomfort, activity limitation,
disability and unemployment®. Behaviours
that increase the risk of cardiovascular
diseases and the underlying
pathophysiologic changes begin early in
life, so prevention should begin in early
childhood. Efforts must be directed at
preventing smoking, obesity and physical
inactivity among children and youth.
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Figure 8 - Age Standardized Mortality Rates*,
Toronto, 1990 - 1999

800

700 A

600 4 M A A

500 o

400 4

300 A

200 A

100 +
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0
1990 1991 1992 1993 1994 1995 1996 1997 1998 1999
Males 708.7 699.9 699.3 690.5 671.3 676.7 657.3 620.8 625.7 577.0
Females 608.0 599.4 579.3 594.0 582.6 584.7 577.6 565.9 581.4 551.4
== |lales == Females

* Rates per 100,000 population, standardized to the 1991 Canadian population.

Source: Health Planning System (HELPS), Ontario Ministry of Health and Long-Term Care .

Figure 9a - Age Standardized Mortality Rates*,
Males, Toronto, 1990 - 1999
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* Rates per 100,000 population, standardized to the 1991 Canadian population.

Source: Health Planning System (HELPS), Ontario Ministry of Health and Long-Term Care.

Figure 9b - Age Standardized Mortality Rates*,
Females, Toronto, 1988 - 1999

200

© N o
o o o

Age Standardized Mortality Rates*
8

e ey

1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999
Years

e ACUTE AND CHRONIC HEART DISEASE s STROKE i@ BREAST CANCER sl | UNG CANCER sl PNEUMONIA
* Rates per 100,000 population, standardized to the 1991 Canadian population.

Source: Health Planning System (HELPS), Ontario Ministry of Health and Long-Term Care.
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Data Comments:

Census population by age and sex

* The Census undercounts some groups such as the homeless, young adults and aboriginal people on reserves.

* Some people are not counted while others are counted more than once. These errors result in a net under-count.

* Comparisons between censuses are affected by changes in question wording and in the definition of the population concerned.

Body Mass Index - International Standard

* Body Mass Index (BMI) = (body weight in kg's) + (height in metres®). The index is calculated for those aged 20 — 64 excluding pregnant
women and persons less than 3 ft. ( 0.914 m) or greater than 6 ft. 11 in. (2.108 m) in height.

* BMI in surveys is based on height and weight as reported by the respondents. Since people tend to underestimate their weight and
overestimate their height, the values of the index are probably low and overestimate the proportion of the population with acceptable weight.

Fertility

* General Fertility Rate (GFR) = (total number of live births to women aged 15 to 49 x 1000) + (total number of women aged 15 to 49).

* Some consider the reproductive age range to be 15 to 45 years so GFR comparisons are not always appropriate. Live births occurring to
women under age 15 are excluded from the GFR.

Births

* Ontario vital statistics data are collected by the Office of the Registrar General using the birth registration form. This form is completed by
the parents. As such, data may be subject to some recall bias.

* A number of live births are not reported in the Ontario vital statistics each year. The last estimate in 1997 showed that 3.2% of Toronto live
births were not reported, an increase from the previous year. The percentage of unregistered births is higher among births to mothers less
than 20 years of age and low birth weight births. Therefore, teen births and low birth weight births are likely to be underestimated.

Tobacco use

* The data source is the Ontario Student Drug Use Survey (OSDUS) which is a province-wide survey of elementary (grades 7 and 8) and
secondary (grades 9 — OAC) school students conducted every 2 years since 1977.

» Cigarette smoking is defined as smoking less than an entire cigarette to any number of cigarettes on a daily basis in the past 12 months. This
excludes trying a cigarette.

Hospitalization

* Hospitalization is defined by the number of separations (i.e. the number of stays in hospital until discharge, transfer or death).

* The main diagnostic code gives the primary reason or "most responsible" diagnosis for the hospital stay. Secondary diagnosis codes are not
as reliable.

* Co-morbidity contributes some uncertainty to classifying the most responsible diagnosis.

* Since a person may not be hospitalized or hospitalized several times for the same disease or injury, or discharged from more than one
hospital (after transfer) for the same event, hospitalization data provide only a crude measure of disease and injury prevalence.

* Data are influenced by factors that are unrelated to health status such as availability and accessibility of hospital care, administrative policies
and procedures. This may influence comparisons between areas and over time.

* Data are collected based on location of hospital but are generally analyzed by the residence of the patient.

Communicable disease

* Reportable Diseases are defined in Ontario Regulations 559/91 and amendments under the Health Protection and Promotion Act.

* "Toronto" refers to the amalgamated City of Toronto. Toronto data for the years between 1990 and 1998 were obtained by combining data
from the former cities of Etobicoke, East York, Toronto, North York, Scarborough and York.

* Cases for Ontario were obtained from the Ontario Ministry of Health and Long Term Care. Data for 2000 and 2001 are preliminary and are
subject to change.

* Vaccine Preventable Diseases (Routine Use) include Haemophilus Influenzae B, Measles, Mumps, Pertussis, Rubella, Rubella Congenital
Syndrome, Polio, Tetanus, and Diphtheria. The National Advisory Committee on Immunization has recommended the routine use of
vaccination to prevent the development of these diseases.

Mortality

Age standardized mortality rate is defined as the number of deaths per population that would occur if the population had the same age

distribution as the 1991 Canadian population.

* The Office of the Registrar General obtains information about mortality from death certificates that are completed by physicians.

* Causes are those that initiated the sequence of morbid events leading to death.

* Co-morbidity contributes some uncertainty to classifying the underlying cause(s) of death.

* Determining true cause of death may be influenced by the social or legal conditions surrounding the death and by the level of medical
investigation.

* Data analysis is based on the deceased's geographic place of residence and not where he/she died.

* Ontario residents who died outside of the province were included in the HELPS database from 1981 to 1992 but have been excluded since
1993. Out-of-province residents who died in Ontario are excluded from HELPS.

 Variation in data collection procedures over time and/or geography may reduce the accuracy of time and/or place-specific comparisons.
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