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RISK FACTORS 

Chronic diseases are among the most common
and costly health problems in Canada – and also
the most preventable. Some risk factors for
chronic conditions, including genetic
predisposition, sex and age, cannot be modified.1

Behavioural risk factors which can be modified
include eating nutritious foods, regular physical
activity, avoiding tobacco, using alcohol wisely,
engaging in safer-sex behaviours and avoiding
drug use. Other risk factors are biological
conditions known to increase the risk of
developing diseases. 

For example, hypertension increases the risk of
stroke, and high cholesterol increases the risk of
heart disease. Each risk factor has an
independent effect on health, but risk factors can
also work together to affect health, either
positively or negatively. Another example
includes smoking and obesity, which can have a
combined effect on respiratory disease that is
greater than the effect of either in isolation.
Likewise, maintaining a healthy weight and
eating nutritious foods will have a combined
health benefit greater than either factor on 
its own.
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TOBACCO 

Smoking affects many organs in the body. Non-
smokers, particularly children, are also affected
by second-hand smoke (Figure 3.1). Smoking
tobacco remains the leading cause of preventable
death in Canada and is harmful to the health of
people in all age groups.2

Fewer people are smoking

In 1966, more than half of males and slightly less
than one third of females were smokers. Smoking
among males has declined substantially since 1966.
Smoking has also declined among females, but not
to the same extent (Figure 3.2) .
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Figure 3.1
Selected Health Consequences of Smoking in Adults and Exposure to
Second-hand Smoke in Children
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† Chronic obstructive pulmonary disease
Sources: Centers for Disease Control and Prevention. 2004 Surgeon General’s Report – The Health Consequences of Smoking, 2004

Stomach ulcers

Note:  Data for 1966 to 1986 based on population aged 15 years and older who are regular smokers
Data for 1994/1995 to 2007 based on population aged 12 years and older who are current smokers (daily or occasional)
Sources:  Ferrence RG.  Trends in Tobacco Consumption in Canada 1900-1987, Prepared for the Tobacco Products Unit, Health and Welfare Canada, 1989
National Population Health Survey 1994/1995, 1996/1997 and 1998/1999, Statistics Canada, Health Indicators, 2001
Canadian Community Health Survey 2000/2001, 2003, 2005 and 2007, Statistics Canada, Health Indicators, CANSIM Tables

Figure 3.2
Smoking Rate by Sex,
Canada, 1966–2007
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In 2005 in Peel, 19% of residents, or about
191,600 people, were current smokers – this 
figure has fallen since 2000/2001. During the
same year in Ontario (2005), 21% of residents
were current smokers (Figure 3.3). Peel’s 
lower rate of smoking could reflect its large
population of immigrants who tend to have 
lower smoking rates.

In both Peel and Ontario, males have higher
current smoking rates than females. The current
smoking rates for Peel females declined from
18% in 2001 to 15% in 2005. A similar decline
was observed among Ontario females. The
smoking rate for Peel males has not changed
since 2000/2001 and was 23% in 2005.C In Peel,
young males have the highest smoking rate
(Figure 3.4 on next page).

Sex, age, education and immigrant status all have
an influence on smoking rates. There is no
obvious association between household income
level and current smoking for Peel.C

About half of all smokers die of 
smoking-related causes.3 In Peel, at
least 500 people die each year as a
direct result of smoking-related 
diseases. 

!
Tobacco control measures in Canada
include:

• Restrictions on tobacco sales to
minors

• Taxes on tobacco products
• Restrictions on product advertising

and display
• Prohibitions on smoking in public

places
• Warning label regulations on 

cigarette packaging
• Public health messaging and health

promotion strategies
• Cessation programs and initiatives
• Tobacco product regulation 

?
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Figure 3.3
Current Smoking Rate by Year,
Peel and Ontario, 2000/2001, 2003 and 2005

Per cent of population aged 12 years and older
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Peel Ontario

Source: Canadian Community Health Survey, 2000/2001, 2003 and 2005,  Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care
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In Peel in 2004, most students who currently
smoked reported they were usually given
cigarettes by their friends or someone else (49%)
or they bought them from convenience/variety
stores (39%). Twenty-seven per cent had asked
someone to buy cigarettes for them. Females
were significantly more likely than males to 
have been given cigarettes by a friend or
someone else.D

Figure 3.5 (next page) shows Peel’s smoking
rates by ethnic origin. The ethnicity categories
correspond to survey responses to a question
about cultural and racial backgrounds. In Peel,

current smoking rates are lowest for residents 
of South Asian ethnicity (see Data Methods
chapter in the web version for a description of
ethnicity categories). 

An analysis of the smoking habits of Peel
residents suggests that there is a higher
prevalence of smoking in the Polish-speaking
population.C

2% of Canadian youth reported having tried
smokeless tobacco6 

Smokeless tobacco carries with it several health
risks, including oral cancer and gum recession.7

Adolescents who use smokeless tobacco are
more likely to become cigarette smokers.8

Smoking and Pregnancy

In Peel in 2002, 15% of women reported
smoking during pregnancy. Of these women,
more than two thirds (68%) quit smoking during
their pregnancies.E The highest rate of smoking
during pregnancy is among teens (Figure 3.6 on
next page).E

In 2007 in Peel, 8% of women who smoked
during pregnancy had a low-birth-weight infant,
compared to just 5% of non-smokers.F

The younger people are when they
begin smoking cigarettes, the more
likely they are to become heavy 
smokers.2 Eighty per cent of the 
people who begin smoking in their
teens continue to smoke as adults.4

Youth can become addicted to 
smoking within a few weeks of having
their first cigarette.5 Almost 70% of
Peel students who reported ever
smoking had their first cigarette by
grade 9 or earlier.D

?
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Figure 3.4
Current Smoking Rate by Age Group and Sex,
Peel, 2000/2001, 2003 and 2005 Combined
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* Use estimate with caution
Source: Canadian Community Health Survey, 2000/2001, 2003 and 2005,  Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care
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Second-hand smoke contains more than 4,000
chemicals, 50 of which are known or suspected to

cause cancer9

Second-hand smoke, also referred to as
environmental tobacco smoke, is the smoke
exhaled by smokers and the smoke from the
burning end of a cigarette, pipe or cigar.10

Exposure to second-hand smoke is estimated to
double the risk of infection and death among
children.11 About 5% of Ontario children under
age 12 are regularly exposed to second-hand
smoke at home.12 This figure has decreased 
over time.12,13

In 2005 in Peel, of the non-smoking population,
7% reported that at least one person smoked
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Figure 3.5
Current Smoking Rate by Ethnic Origin,
Peel, 2000/2001, 2003, and 2005 Combined

Per cent of population aged 12 years and older

Ethnic Origin

* Use estimate with caution
Source: Canadian Community Health Survey 2000/2001, 2003 and 2005, Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care
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Figure 3.6
Per cent of Smokers† During Pregnancy by Selected Characteristics,
Peel, May–June 2002

† Smoker is defined as smoking daily or almost every day (excludes occasionally)
†† Includes women who completed some or all of their college education
Source: Smoking and Pregnancy Survey, September 2003, Peel Public Health
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inside their home every day or almost every day,
and 17% reported being exposed to second-hand
smoke in public places every day or almost 
every day.C

One in 10 non-smokers were exposed to second-
hand smoke in a car or private vehicle every day
or almost every day in Peel in 2005.C This figure
was similar to that for Ontario. 

In 2005, the most commonly reported 
restriction on smoking in the home in Peel (75%)
and Ontario (71%) was that smokers were asked
to refrain from doing so. Allowing smoking in
certain rooms only was reported by 4% of
respondents. Allowing smoking in the 
presence of young children was reported by
approximately 1%.*C

Quitting Smoking

About 30% of Peel residents are former smokers.
Two in three of these had smoked 100 or more
cigarettes in their lives. The average length of time
since former smokers (who had smoked 100 or
more cigarettes in their lives) had quit smoking
completely was 14 years. About 7%* of these
former smokers, representing about 12,800
people, quit smoking completely in the past year.C

ALCOHOL

Excessive and chronic use of alcohol can lead to
liver cirrhosis, alcoholic psychosis, heart disease,
stroke and high blood pressure. Impaired
judgement and behaviours due to heavy alcohol
use can contribute to suicide, homicide,
automobile crashes, fatal injuries and sexual

assaults.15 There is also evidence that light to
moderate drinking might have protective effects
on cardiovascular health in older age groups.16

In 2005 in Peel, 69% of residents aged 12 years
and older consumed alcohol in the past year.C

In 2005 in Peel, 77% of the population aged 19
years and older adhered to the low-risk drinking
guidelines. More females than males (90% vs.
72%) adhere to the guidelines.C Among residents
aged 65 years and older, 94% were low-risk
drinkers. Younger age groups were less likely to
be low-risk drinkers. Among 19-to-24 year olds,
just 76% are low-risk drinkers; among 25-to-44
year olds, the number is similar at 77%.C

A lower proportion of people with higher
incomes adhere to the low-risk drinking
guidelines than those with lower incomes 
(Figure 3.7 next page). The high-income group is
more likely to drink heavily, binge drink and
drink and drive. In both Peel and Ontario, recent
and long-term immigrants are more likely than
their non-immigrant counterparts to be low-risk
drinkers. There is no association between
education and low-risk drinking in Peel.C

“Low Risk Drinkers” were defined as
people aged 19 years and older who
if male drank 14 or fewer drinks per
week and if female drank nine or
fewer drinks per week, with neither
males nor females drinking more than
two drinks on any day in the previous
week. Pregnant or lactating women
were not included in the analysis. 

A standard drink contains 13.6 grams
of alcohol. This is the amount of alco-
hol found in 142 ml of wine, 43 ml of
spirits or 341 ml of regular strength
beer. 

In 2008, an act was passed to protect
children under the age of 16 years
from exposure to second-hand smoke
in vehicles in Ontario.14 

?
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One in five drinkers binge drink

In Peel in 2005, 20% of drinkers were binge
drinkers. Males are significantly more likely than
females (28% vs. 10%) to report episodes of
binge drinking. People of both sexes aged 19 to
24 years are more likely than those in older age
groups to be binge drinkers. People in the highest
income category are also more likely to report

episodes of binge drinking (Figure 3.8 on 
next page).C

In Peel and Ontario, non-immigrants were more
likely than recent or long-term immigrants to
have reported episodes of binge drinking.
Residents of Peel and Ontario self-reporting 
as Aboriginal were more likely than Whites, 
Blacks or people of East, South-east or South
Asian origin to have reported episodes of 
binge drinking.C

In Peel in 2004, among all respondents in a study
of students in grades 7 to 12, 7% drank once a
week or more. Males were more likely than
females (9% vs. 6%) to report drinking at least
once a week. The proportion of respondents who
drank alcohol at least once a week increased by
grade level from 1% in grade 7 to 15% in 
grade 12 (Figure 3.9 on next page).D

The term binge drinking refers to the
proportion of current drinkers aged
12 years or older who reported con-
suming five or more drinks on one
occasion, once a month or more often
during the previous year.
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Figure 3.7
Low-Risk Drinking by Income,
Peel and Ontario, 2005

Source: Canadian Community Health Survey 2005,  Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care
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Five per cent of Peel drinkers drove after 
two or more drinks

The national rate of impaired driving incidents
has declined substantially over the past two
decades, after peaking in 1981.17 In Ontario in
2006, the rate of impaired operation incidents
was 139 per 100,000 population, which was the

lowest rate of any province or territory in
Canada.18 Young drivers aged 19 to 24 years
continue to have the highest rates of 
impaired driving.17

In Peel in 2003, among current drinkers who 
had driven a motor vehicle or motorcycle in 
the previous year, 5% had driven after having
consumed two or more drinks in the hour before
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Figure 3.8
Binge Drinking among Current Drinkers by Income,
Peel and Ontario, 2005

Per cent of population aged 12 years and older

Peel Ontario
* Use estimate with caution
NR = Not releasable due to small numbers
Source: Canadian Community Health Survey 2005,  Statistics Canada, Share File, Knowledge Management and Reporting Branch,
Ontario Ministry of Health and Long-Term Care

Household Income
I1

(Lowest)
I2 I3 I4

(Highest)

NR

22.5

7.3*

16.7
18.7

20.3
22.3

24.4

0

10

20

30

40

50

Figure 3.9
Weekly Drinking among Students by Grade,
Peel, 2004

Per cent of respondents who drink at least once per week

Source: Student Health Survey, 2004, Peel Public Health
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they drove. This translates to 35,600 people. 
A much lower proportion of females than males
(2% vs. 8%) reported drinking and then driving 
a motor vehicle.C

In Ontario, self-reported drinking and driving
prevalence among current drinkers who drove
motor vehicles was significantly lower among
those in the lowest income category compared 
to the highest two income categories.C

Immigrants in Peel (3%) and Ontario (4%) 
were less likely to drink and drive than non-
immigrants in Peel and Ontario (7% in 
each case).C

ILLICIT DRUGS

In 2002, the leading causes of death in Canada
linked to illegal drug use were overdose, drug-
attributable suicide, hepatitis C and HIV infec-
tion.19 Use of illicit drugs typically begins during
adolescence. Risk periods for drug abuse among
youth are highest during major transitions.20 Drug
use varies over time, and patterns of drug use are
influenced by availability.21

In 2005, the most commonly used substances
among Peel and Ontario adolescents were

alcohol, cannabis and tobacco. More recently in
Ontario, the non-medical use of opioid analgesics
(including Percocet) has become common.
Twenty-one per cent of youth reported using an
opioid pain reliever for a non-medical purpose in
the last year.22

For the remainder of this section, data are
presented on cannabis use only. Although the
other mentioned illicit drugs are of great
concern, little information is available.

In Peel in 2003, 30% of residents had used or
tried cannabis at least once in their lifetime, and
9% had used it in the past year. Males were more
likely to report having used cannabis more than
once. However, people aged 20 to 44 years and
higher income earners were more likely than
respondents in other groups to have used
cannabis in the past year. There was no
difference in cannabis use by education level.C

Peel residents who are Canadian born, or who
identify an ethnicity of “white” have higher rates
of cannabis use (Figure 3.11 on next page).

In Peel in 2004, about 26% of students in grades 
7 to 12 reported they had tried cannabis. The
proportion of respondents who had tried cannabis
increased by grade (Figure 3.12 on next page).
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Figure 3.10
Use of Selected Illicit Drugs,
Peel, 2003

Per cent of population aged 12 years and older

* Use estimate with caution
NR = Not releasable due to small numbers.
Source: Canadian Community Health Survey 2003,  Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care
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BODY WEIGHT

Excess body weight is a common condition
carrying with it a strong risk of ill health.
Increased abdominal (upper body) fat increases
the risk of developing heart disease, diabetes,
high blood pressure, gallbladder disease, stroke
and certain cancers. Body fat concentrated in the

lower body (around the hips, for example) might
be less harmful in terms of the likelihood of
disease and death.23,24

This section will briefly discuss body weight as a
risk factor. For more about the obesity epidemic,
please see the Focus on Overweight, Obesity and
Diabetes chapter.
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Figure 3.11
Cannabis Use by Immigrant Status and Ethnic Origin,
Peel, 2003

Immigrant Status Ethnic Origin
Non Immigrant Immigrant White All Others

Source: Canadian Community Health Survey 2003,  Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care
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Figure 3.12
Students who Ever Tried Cannabis or who used Cannabis at Least
Once Per Week by Grade,
Peel, 2004

Source: Student Health Survey 2004, Peel Public Health
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Measurement of Body Mass Index

Overweight refers to an excess of body weight
compared to set standards. Excess weight can
come from muscle, bone, fat and/or body water.
The term obesity usually refers to extreme
overweight, but can also refer to an abnormally
high proportion of body fat. In practice, we use
height and weight to calculate rates of overweight
and obesity. This works well for dealing with
large numbers of people and following
population trends. Assessment of individuals,
however, requires a more complete approach to
determine whether the person is heavy as a result
of factors such as a higher-than-average level of
muscle development.

Body Mass Index (BMI) is the usual method
used to measure both overweight and obesity in
adults. The formula is: BMI = weight (kilos) /
height (metres) squared. The health risk
classification is described in Table 3.1.

In children and teens, body fat levels vary with
age and sex, making it difficult to classify a
young person’s weight status based on their 
BMI. For two-to-20 year olds, BMI is plotted 
on growth charts (one for each sex), developed
by the US Centers for Disease Control and
Prevention in 2000 and subsequently adopted 
in Canada (Table 3.2).

Other measures for overweight and obesity
include skin-fold thickness, waist/height ratio 
and waist circumference.

Waist circumference provides a method for
measuring abdominal fat and is an independent
indicator of health problems associated with
abdominal obesity.25 A woman whose waist
measures more than 88 centimetres (35 inches)
or a man whose waist measures more than 102
centimetres (40 inches) could be at risk for
developing health problems such as heart disease,
high blood pressure and diabetes. People of
Chinese and South Asian descent are at increased
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Table 3.1
Health Risk Classification According to Body Mass Index (BMI) 

Source: Health Canada. Canadian Guidelines for Body Weight Classification in Adults, 2003.

Classification BMI Category Risk of Developing
 (kg/m2) Health Problems

Underweight < 18.5 Increased

Healthy Weight 18.5–24.9 Least

Overweight 25.0–29.9 Increased

Obese Class 1 30.0–34.9 High

 Class 2 35.0–39.9 Very high

 Class 3 ≥ 40.0 Extremely high

Table 3.2
Body Mass Index (BMI) Categories for Children and Youth 

Source: Dietitians of Canada, Canadian Paediatric Society, the College of Family Physicians of Canada and Community Health Nurses of Canada.

BMI Category BMI-For-Age Percentile

Underweight < 5th percentile

Healthy Weight ≥ 5th percentile to < 85th percentile

Overweight ≥ 85th percentile to < 95th percentile

Obese ≥ 95th percentile



risk if their waists are more than 90 centimetres
(35 inches) for men or 80 centimetres (32 inches)
for women. Data for waist circumference are not
presented in this report.

Almost half of Peel adults are 
overweight or obese

In 2005, 35% of Peel adults aged 18 years and
older were classified as overweight and another
12% were classified as obese (Figure 3.13). 
This represents almost half of Peel adults, or
409,900 people.

In Peel in 2005, male adults were more likely
than female adults (53% vs. 41%) to be
overweight or obese. Overweight and obesity 
are less common in adults aged 18 to 24 years
than in older age groups.C

In 2004 in Peel, based on measured height and
weight, about 17% of 12-to-17 year olds were
overweight, and another 11% were obese.D

PHYSICAL INACTIVITY

This section will briefly discuss physical
inactivity as a risk factor. For more about
physical inactivity, please see the Focus on
Overweight, Obesity and Diabetes chapter.

Physical activity plays a role in the prevention 
of many diseases, including heart disease, stroke,
high blood pressure, diabetes and osteoporosis. 

Physical activity positively affects conditions
such as cardiovascular disease through its impact
on body weight. It also has a direct impact on
health: a physically active person has a lower risk
of disease than a person of the same body mass
index who is not physically active.

Canada’s Physical Activity Guide to
Healthy Active Living recommends
that adults, including seniors and
those with physical limitations, accu-
mulate 30 to 60 minutes of moderate
activity on most days of the week.26,27

This can be achieved in a variety of
settings and in bouts of 10 minutes or
more throughout the day.26,27 

?
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Figure 3.13
Distribution of Body Mass Index,
Peel and Ontario, 2005

Source: Canadian Community Health Survey 2005, Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care.
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For seniors, weight-bearing physical activity
maintains strength, flexibility, balance and
coordination, reduces the risk of falls, prolongs
independence, and protects against osteoporosis.28

Much of the decline in activity between the age
of 30 and 70 years is due to an inactive lifestyle,
not aging itself.28

Too many residents of Peel are physically inactive

In 2005 in Peel and Ontario, about half of
residents reported being physically inactive.
Females are more likely than males (56% vs.
44%) to be physically inactive.C Physical
inactivity varies with age (Figure 3.14).

In Peel, residents reporting their ethnicity as
“White” and those reporting they belonged to
“Other” ethnic groups, had the lowest levels of
physical inactivity (Figure 3.15).
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Figure 3.14
Physical Inactivity by Age Group,
Peel and Ontario, 2005

Per cent of population aged 12 years and older

Age Group (Years)
12-19 20-29 30-39 40-49 50-59 60-69 70-79 80+

Peel Ontario

Source: Canadian Community Health Survey 2005. Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care
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Figure 3.15
Physical Inactivity by Ethnic Origin,
Peel and Ontario, 2005
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NUTRITION

Healthy eating is necessary for achieving and
maintaining optimal health and well-being

This section will briefly discuss some aspects of
nutrition as a risk factor. For more about
nutrition, please see the Focus on Overweight,
Obesity and Diabetes chapter.

In Canada, the food groups “milk and
alternatives” and “vegetables and fruit” are the
most under-consumed food groups.29 The foods
that accounted for the greatest amount of fat
consumption are pizza, sandwiches, subs,
hamburgers and hot dogs. These foods often
contain higher amounts of unhealthy fats than
many other food options. The majority of people
in all age groups are not eating the recommended
amounts of fibre and calcium and are consuming
too much sodium.29

In the last several years, significant attention has
been directed to artificial trans fats. Food
processors create trans fats by partially
hydrogenating plant-based fats to make them
solid or semi-solid at room temperature.
Typically, plant-based fats are liquid at room

temperature. Trans fats are used often in a wide
range of processed foods, including margarines,
cookies and crackers, and deep-fried foods from
fast-food outlets.30 It is recommended that adults
limit consumption of artificial trans fats to two
grams or less per day. However, many Canadians
might be eating between three and nine grams
daily.31,32 An estimated 22% of the trans fats eaten
by Canadian adults comes from foods consumed
away from home.32

Food products with claims on their
labels, such as “cholesterol free,”
“zero trans fats” and “free of saturated
fats,” must be low in such fats.
However, consumers should keep in
mind that the food item could contain
other kinds of fats – and might have a
significant amount of total fat. It is
important not to be misled by health-
related claims as they might not
reflect the overall nutritional value of
foods, particularly for products such
as potato chips, crackers and cookies.
Also, keep in mind that the claim “low
in fat” doesn’t necessarily mean low
in calories.

?

Eating Well with Canada’s Food Guide
is a tool for Canadians aged two years
and older to use in determining the
amount of food they need and the
types of foods and beverages they
should choose. The guide’s recom-
mended number of servings varies by
age and sex. The guide is available at:
http://www.hc-sc.gc.ca/fn-an/food-
guide-aliment/index-eng.php

?
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In 2005 in Peel, 42% of residents ate fruit and
vegetables five times or more per day, which was
the recommended amount at that time. The
proportion for Ontario was similar at 41%.C The
proportion of Peel residents consuming five or
more servings increases with age (Figure 3.16).

Figure 3.17 shows that, in Ontario, the rate of
consumption of fruits and vegetables varies by

ethnic origin. We would expect to see a similar
consumption pattern in Peel.

In 1990 in Ontario, immigrants from Asia, East
Asia and South East Asia were less likely than
non-immigrants to consume at least 75% of the
minimum recommended servings of “milk
products” (now called “milk and milk
alternatives”). While concerning, these findings
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Figure 3.16
Consumption of Fruit and Vegetables Five or More Times per Day by Age Group,
Peel and Ontario, 2005

Source: Canadian Community Health Survey 2005, Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care
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Figure 3.17
Consumption of Fruit and Vegetables Five or More Times per Day by Ethnic Origin,
Ontario, 2005
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might not indicate calcium inadequacy, since the
populations could be getting calcium from other
diet sources.33 Compared with non-immigrants,
residents born in Asia, East Asia, South East Asia
and Poland consumed more grain products. The
typical Asian diet is known to be rich in cereals
and grains.33

Half of teens drink sugar-sweetened 
beverages daily

Among Peel teens in 2004, males were more
likely than females to consume less nutritious
foods at least daily or more often.D In addition,
52% of students reported drinking sugar-
sweetened beverages at least once a day. The
servings of these beverages are often large in 
size and contribute many empty calories. In
Canada, the rate of consumption of soft drinks
has been rising.34

Male students in grades 7 to 12 were more likely
than their female counterparts to report that they
drank milk twice a day or more (49% vs. 35%)
and sweetened drinks twice a day or more (33%
vs. 24%). At least one-quarter of Peel teens
reported eating candy, chocolate bars or cookies
daily (Figure 3.18).

Older teens are less likely to eat breakfast

Skipping breakfast slows the body’s metabolic
rate. This can increase cravings for energy-dense
foods, such as sweets and potato chips, and lead
to overeating at the end of the day.35 In children,
an inverse relationship exists between breakfast
consumption and the conditions of obesity and
overweight.36

In Peel in 2004, almost half (49%) of all students
reported eating breakfast every day. Significantly
more males than females (57% vs. 43%) reported
they ate breakfast daily.D

In Peel, the proportion of students eating
breakfast every day declined as grade level
increased. A number of factors, including
concern with body weight and a decrease in 
the number of shared family meals, appear to
influence the decline in breakfast consumption 
in adolescents, particularly females (Figure 3.19
on next page).37
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Figure 3.18
Consumption of Less-Nutritious Foods at Least Once per Day by Sex,
Peel, 2004
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HYPERTENSION

High blood pressure is a risk factor for
cardiovascular disease and can lead to other
health consequences, including heart failure,
stroke and kidney failure.

High blood pressure can be treated both 
through lifestyle modifications, usually as the
initial step, and, if required, through medications.
Weight control, exercise, healthy diet and
limiting alcohol use all help to prevent high
blood pressure.

In 2005 in Peel, 14% of residents, or about
145,700 people, had high blood pressure. 
The prevalence of high blood pressure increases
with age.C

In Peel, the highest household income category
reported the lowest prevalence of self-reported
high blood pressure. In Ontario, the prevalence of

Hypertension (high blood pressure) is
generally referred to as a consistent
diastolic blood pressure greater than
or equal to 80 mmHg or systolic
blood pressure greater than or equal
to 120 mmHg. Diastolic pressure, the
lower number, is the pressure when
the heart rests between beats.
Systolic pressure, the higher 
number, is the pressure when the
heart contracts. 

Nutrition programs in Peel and infor-
mation about nutrition can be found
at the following websites: 

www.breakfastforkids.ca 
(Breakfast for Kids) 

www.healthyeatingpeel.ca
(Healthy Eating in Peel) 

chapter 3 • risk factors

35

Figure 3.19
Students who Ate Breakfast Daily by Grade,
Peel, 2004

Per cent of respondents in Grades 7 to 12

Source: Student Health Survey 2004, Peel Public Health
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high blood pressure is similar by sex in each
income category, with the exception of the
second lowest income category, where the gap
between males and females is quite wide 
(Figure 3.20).

In Ontario in 2005, the proportion of adults who
had high blood pressure varied by ethnic origin.
Self-reported prevalence for the condition was
higher among “Blacks” (17%) and “Whites”
(16%) than “Other” ethnic groups (Figure 3.21). 
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Figure 3.21
Prevalence of High Blood Pressure† by Ethnic Origin,
Peel and Ontario, 2005

Ethnic Origin

† Diagnosed by a health professional
*Use estimate with caution
NR=Not releasable due to small numbers
Source: Canadian Community Health Survey 2005,  Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care
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Figure 3.20
Prevalence of High Blood Pressure† by Income and Sex,
Ontario, 2005

† Diagnosed by a health professional
* Use estimate with caution
NR = Not releasable due to small numbers
Source: Canadian Community Health Survey 2005,  Statistics Canada, Share File, Ontario Ministry of Health and Long-Term Care

Per cent of population aged 12 years and older

Male Female

I1 (Lowest) I2

Household Income
I3 I4 (Highest)

18.3 18.9
17.0

21.6

16.5 17.3

12.9
10.6

0

5

10

15

20

25

30



SEXUAL BEHAVIOURS 

Sexually transmitted infections (STIs) are largely
preventable. The increase in STIs is a cause for
concern, and so are the data reflecting the
behaviours and knowledge among young people
about the transmission of STIs. Some examples
of this from a Canadian study are:

• Only 36% of grade 9 students know that there is
no vaccine to prevent HIV 

• Only 56% of grade 9 students know that there
are no drugs that can cure AIDS

• Only 38% of males and 34% of females in
grade 9 know that chlamydia, the most common
STI, can lead to serious complications.38

People’s first decisions about sexual activity are
often made during adolescence. These decisions
are likely to influence sexual health into
adulthood. Considerable pressure exists during
this period to conform to peer values. 

It is clear that education and outreach regarding
sexual health and safer sexual activity should not
only be continued but also enhanced. This
information needs to be provided in places where
youth and young adults interact with media and

education – this includes online, in schools, at
family doctors’ offices and healthy sexuality
clinics and, most importantly, in the home.

In 2004, 26% of Peel students in grades 9 to 12
reported engaging in sexual intercourse in the
past year. Sixty-two per cent of these students
were aged 15 years or younger when they first
had sexual intercourse.D

A high proportion of teens and young adults do
not use birth control 

Older students tend to reduce their use of
condoms and switch to the birth control pill. If
the birth control pill is not used in conjunction
with condoms, the risk of sexually transmitted
infections is high.

Nationally among grade 11 students, 11% of
males and 20% of females reported “birth control
pill use only” as the method of birth control used
for their last sexual encounter.38 In Peel in 2004,
grade 9 students were the least likely to have ever
had sexual intercourse (14%) but the most likely
to have not used any birth control or condoms
during sex (32%).D

Determining why young people do not use
condoms is an important factor in designing
effective condom campaign strategies. In the
2002 Canada Youth and AIDS study, the leading
reason Canadian youth in grade 9 reported they
did not use condoms is they “did not expect to
have sex.” Twenty-eight per cent of males in
grades 9 and 11 reported engaging in unplanned
sexual intercourse. Very few students in the study
indicated that they did not use condoms because
they did not know how to use them.39

In 2005 in Ontario, young people aged 15 to 24
years reported that wearing a condom (used 64%
of the time) was the most common method of
birth control used by either the respondent or
their partner the last time they had sex in the last
year (if birth control was used).C

The HeartMobile is a 42-foot display
vehicle that visits Peel workplaces to
address risk factors for heart disease.
See www.peelregion.ca for more
details. 
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Table 3.3 shows that the type of birth control
method used by high school students changes 
by grade. The substantial proportion of 
students in grade 12 using the withdrawal
method of birth control (21%) is concerning, as
are the proportions across all grades that do not
use condoms.

In Peel in 2004, more than a third (34%) of 
the sexually active students surveyed reported
they had three or more sexual partners in 
their lives.D

Peel Public Health has developed a
series of advertisements highlighting
the ease with which STIs can be trans-
mitted. The ads also encourage viewers
to visit a new interactive website,
www.hardtospell.ca, for additional
information about avoiding contracting
STIs and obtaining treatment if it is
required. 
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Table 3.3
Methods of Birth control used by Grade,
Peel, 2004 

NR - Not releasable due to small numbers
Note – per cents to not add to 100% due to multiple responses
† Sexually active defined as “ever had sex”
Source: Student Health Survey 2004, Peel Public Health

 Per Cent of all sexually active students†

 Grade 9 Grade 10 Grade 11 Grade 12

None 32 23 14 15

Withdrawal 10 15 15 21

Birth Control Pill 8 17 25 32

Condoms 64 75 80 78

Foam/gel NR NR NR NR

Depoprovera injection NR NR NR 2

Natural Family Planning NR NR 2 NR




