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Abstract 
 
This report identifies five domains representing population health outcomes (life expectancy, 
personal well-being, functional health, physical health and mental health) and three domains 
representing important proximal influences on health (lifestyle/behaviour, health care, public 
health). Ten core indicators and six secondary indicators were selected to capture important 
trends in Canadians’ health and well-being. Parts 1 and 2 introduce basic concepts of health, 
wellbeing and our methods for indicator selection. Part 3 examines trends in health status and 
mortality, finding that, since the 1990s, we are living longer but in fewer years of peak health. 
Part 4 explores trends in physical health and finds consistent increases in diabetes and obesity 
rates. Part 5, on mental health, notes that depression rates peaked in 2000/2001, declined in 
2005, but began rising again in 2007/2008. Part 6 finds positive health change in lifestyles, 
particularly a rapid decline in teen smoking rates and an increase in regular physical activity. Part 
7, on health care, shows consistently high levels of satisfaction with the quality of care 
Canadians receive but difficulties for Canadians in their child-rearing years in having a regular 
family doctor. Part 8 touches on Aboriginal health, noting that the life expectancy gap with non-
Aboriginal Canadians is slowly closing but that chronic disease rates remain (unacceptably) 
much higher. Our findings reinforce the growing body of research on the ‘social determinants 
of health,’ many of which are topics of other CIW domains. The persistence of significant health 
gaps noted in our report suggests the need for health interventions tailored to socially excluded 
groups and the potential health benefits of initiatives targeting these social determinants.
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Executive Summary 
 
The relatively high standard of living enjoyed by Canadians is matched by life expectancy rates 
that are among the best in the world.1 A closer look at additional health indicators, however, 
reveals a more mixed picture. While Canadians generally have high levels of health, whether 
measured by objective or subjective indicators, there are discrepancies in health according to 
social groupings.2 But are health gaps narrowing or widening? Can they be associated with the 
increased income inequality observed in the companion Canadian Index of Wellbeing Living 
Standards report? In this report, we take some preliminary steps to address these questions. 
We first describe the Healthy Populations Domain of the new Canadian Index of Wellbeing 
(CIW), which is composed of eight health subdomains that are, in turn, composed of 13 health 
indicators. We then present Canadian health patterns on these selected indicators. This is 
primarily a descriptive report mapping trends in these indicators for purposes of establishing an 
Index; as such, we leave hypothetical explanations for our findings and the investigation of 
causal associations to future work. 
 
The report is divided into ten sections:  
 

1. Introduction 
2. Health as a Component of Wellbeing 
3. Overall Health Status and Mortality: Diverging Trends? 
4. Physical Health Conditions: Enduring and Emerging Concerns 
5. Mental Health: The Silent Epidemic  
6. Lifestyle and Behaviour: Gains Have Been Made, But More Can Be Done 
7. Health Care Services: High Level of Satisfaction 
8. Aboriginal Peoples’ Health: Some Progress, Many Challenges   
9. Summary: Health Trends, Linkages and Gaps 
10. Conclusions 

 
The Healthy Populations Domain indicators are defined as “core” (essential) or “secondary” 
(important, but not essential) measures (Figure 1). Indicators in the first five subdomains—
personal wellbeing, life expectancy/mortality, physical health conditions, functional health and 
mental health—measure different aspects of health status. These health status outcomes are 
influenced by many of the factors measured in other CIW Domains. In turn, these health status 
outcomes influence other aspects of wellbeing, including those reflected in measures of income, 
learning and community participation. The final three subdomains—lifestyle and behaviour, 
health care and public health—include indicators of health determinants that are not directly 
addressed in other CIW Domains. An individual’s lifestyle and behaviour clearly affects his or 
her health. Good dietary practices, regular physical activity and refraining from smoking are all 
linked to better health. But here, too, there is a close tie with community-level factors 
addressed in other Domains of the Canadian Index of Wellbeing. There is a growing 

                                                 
1 World Health Organization. (2006). The world health report 2006: Working together for health. Geneva: WHO 
Press. Retrieved from: http://www.who.int/whr/2006/whr06_en.pdf 
2 Statistics Canada CANSIM Table 102-0121. 
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recognition that individual choices and behaviour are constrained and shaped by broader social 
factors including how food is distributed and priced, where houses are constructed and located, 
how urban transportation is designed, and how carefully humans interact with the planetary 
ecosystem. While the Healthy Populations Domain report focuses on several health status and 
health determinants indicators, the conditions and outcomes these indicators tap into do not 
exist in isolation but in complex interdependence with other conditions that are the foci of 
companion CIW reports.  
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Figure 1. Subdomains of the Healthy Populations Domain and associated core and secondary indicators. 
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Emerging Trends 
 
Indicators from our subdomains—personal wellbeing, life expectancy/mortality, physical health 
conditions, functional health, mental health, lifestyle and behaviour, health care and public 
health—were selected and analyzed for trends and disparities. Trends in indicators for each 
subdomain were examined at the provincial/territorial levels, and stratified by age, sex, income, 
and education. After analyzing both core and secondary indicators, several patterns and trends 
were identified:  

 the persistence of substantial health gaps despite the availability of universal health 
services;  

 notable income and education gradients for virtually all indicators measured;  
 gender disparities for life expectancy, health adjusted life expectancy, diabetes, and 

depression, some of which are modified by income and educational levels (life 
expectancy, depression);  

 a decline in self-rated health across the Canadian population since 1998/1999, but has 
stabilized in more recent years; and 

 a worrisome downward trend since 1998/1999 in health outcomes for Canada’s youth, 
12 to 19 years, but one which appears to be stabilizing in more recent years. 

At the same time, and surprising given the endless flow of media stories about wait lists and 
other problems, the majority of Canadians rate the quality of their health care system as high 
and most are satisfied with the health care services that they receive.   
 
 
Main Messages 
 
Each subdomain is measured with a core indicator and one or more secondary indicators. 
National and provincial/territorial level trends are reviewed for each indicator. Differences by 
sex, age, income, and education are plotted for core indicators in each subdomain. Although 
important, information on Aboriginal status was not available consistently in the data sources 
used for the current analysis and therefore has been included only in a limited way.  
 
 
What We Know 
 
A number of main messages emerge from this work:  

 The relatively high standard of living enjoyed by Canadians is matched by life expectancy 
rates that are among the best in the world. A closer look at health indicators, however, 
reveals a more mixed picture. 

 Although Canadians are living longer, these additional gains in years of life are not 
necessarily lived in the fullest health possible. When taking into account functional 
limitations brought on by disease and disability, the number of years lived in full health 
for Canadian women is not substantially different in 2005 compared to 1991; Canadian 
men, however, made slightly more gains during this period. Notably, gains in health-
adjusted life expectancy for Canadian men and women made in the early 1990s peaked in 
1996 (59.7 and 55.7 years of expected good health for women and men respectively) and 
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have since started to decline. Canadians are also increasingly likely to develop a chronic 
disease or mental illness during their lifetime.  

 For more than a decade, a majority of Canadians (three out of five) have declared that 
their overall health is very good or excellent. However, the proportion of Canadians 
who considered themselves as having very good or excellent health peaked in 1998 at 
65.2% and decreased dramatically in 2003 to 58.4%.  Self-rated health rebounded slightly 
in 2005 (and has since remained the same), but is still considerably lower than it was ten 
years previously.  

 The decline in the share of the population that considers itself in excellent or very good 
health is most marked among Canadian teenagers—a drop of 12.5 percentage points 
between 1998/1999 and 2009. This is matched by a steadily increasing share of teenagers 
who report problems with everyday functions; amongst 12-19 year olds, reports of 
moderate to severe functional health problems increased from 7.4% in 1996/97 to 16.2% 
in 2005—a trend that augurs poorly for their health as this generation advances in age. 

 On the positive side, the likelihood of depression has decreased and stabilized among 
Canadians of all ages in recent years after rates peaked in 2000/2001, and self-rated 
mental health appears to be stabilizing as well. The number of Canadians who use 
tobacco continues to decline among all age groups, and most notably among the youth. 
The portion of Canadians reporting that they are ‘active’ or ‘moderately active’ has been 
steadily climbing in the latter half of this decade and in 2009 a slight majority said they 
are active or moderately active. 

 Despite the overall and longer-term rise in physical activity, the number of Canadians 
who are obese or overweight continues to increase. The greatest rise is in the 
prevalence of obesity, which jumped from a low of 11.9% in 1997 to a high of 17.9% in 
2009. Furthermore, more Canadians are now living with chronic diseases such as 
diabetes, the prevalence of which has doubled over the past 15 years (about 3% in 1994 
to 6% in 2009). 

 Higher incomes and higher levels of education are associated with longer life expectancy 
and better self-reported health. The positive impact of income and education is most 
marked among women. At higher levels of income women are as likely or more likely to 
consider themselves in very good or excellent health compared to men. Notably, income 
increases in the lower income brackets have the greatest impact in reducing the 
prevalence of diabetes, as well as depression (particularly among men).  

 On a number of indicators there were interesting differences between physical and 
mental health at the provincial and territorial level. For instance, Newfoundlanders have 
lower life expectancies and generally higher rates of diabetes and other adverse health 
conditions; however, they also reported very low levels of depression in 2003 and were 
most likely to consider themselves as having excellent or very good health. On the other 
hand, British Columbians and Albertans enjoy among the longest life expectancies and 
lowest levels of obesity and diabetes, but they are also more likely than 
Newfoundlanders to report high levels of depression and less likely to say they are 
satisfied with the quality of their health services. The reasons for these intriguing 
geographic differences are not known, although Newfoundlanders since 2005 have 
reported declining levels of excellent or very good health.  

 The prevalence of diabetes among Aboriginal Canadians is several times the Canadian 
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average. Rates of other chronic disease are also higher among Aboriginal Canadians. 
These measures capture just a small portion of the long-known health disparities 
between Aboriginal and non-Aboriginal Canadians, a health gap that in recent years has 
narrowed somewhat but which still remains unacceptably large. 

 Various analyses of health indicators suggest the potential for our collective capacity to 
improve the health of all Canadians. Income and other socio-economic conditions that 
influence health are shaped by both private economic practices (“the market”) and public 
policies (regulation, taxes and transfers). The effects of these conditions on health can be 
further mitigated by government programs and services, and by belonging to a cohesive 
community.  

 Despite the availability of universal health care services, with which a large majority of 
Canadians are satisfied, the persistence of significant health gaps suggests both the need 
for health interventions tailored to socially excluded groups and the potential health 
benefits of initiatives outside the health field. This latter point was emphasized most 
strongly in the August 2008 Report of the World Health Organization Commission on 
Social Determinants of Health, Closing the gap in a generation: Health equity through action 
on the social determinants of health,3 to which many Canadian public health researchers 
and policy analysts made substantial contributions. 

 
 
What We Would Like to Know 
 
While it is recognized that significant gaps in health exist between Canadians of lower and 
higher socioeconomic status, it is not known conclusively if this gap is growing or receding 
consistently across important health measures. Further research, stratifying indicators that have 
been measured in a consistent manner over the years by socioeconomic groupings over time, is 
required to fully explore this question. The Living Standards Domain report describes increasing 
income inequality between Canadian families, which poses important questions about how 
health status might mimic this trend into the future. Living standards, and more specifically, 
income levels, are a well known health determinant, and notable and enduring negative changes 
in this determinant may foreshadow corresponding changes in health.  
 
More generally, the Healthy Populations Domain would be strengthened by improved access to 
population data stratified by the almost universal predictors of health:4 sex, income, and 
education. Through the work of Statistics Canada, governments, non-profit organizations and 
individual researchers, notable progress has been made in the past few decades in developing 
new data sources and methodologies. Still, for several of the indicators, data were not readily 

                                                 
3 Commission on Social Determinants of Health. (2008). Closing the gap in a generation: Health equity through action 
on the social determinants of health. Final Report of the Commission on Social Determinants of Health. Geneva: World 
Health Organization. Retrieved from: 
http://www.who.int/social_determinants/final_report/csdh_finalreport_2008.pdf 
4 Johnson, S., Abonyi. S., Jeffery, B., Hackett, P., Hampton, M., McIntosh, T., . . . Nazmi, Sari. (2008). 
Recommendations for action on the social determinants of health––a Canadian perspective. The Lancet, 
372(9650),1690–1693. doi:10.1016/S0140-6736(08)61694-3 
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available to enable stratification by income or education. Even when data were available for 
indicators they were not always compatible over time, which would allow for clear and 
accurate interpretations of trends. 
 
The goal of the Canadian Index of Wellbeing project is to enable Canadians to share in the best 
possible health and wellbeing by identifying, developing and publicizing measures that offer clear, 
valid and regular reporting on progress toward achieving this goal. By linking findings from the 
Healthy Populations Domain to other Domains, we are better equipped to identify and explain 
notable trends, health gaps, and ways of possibly addressing them. The interweaving of domains 
has significant implications for understanding the lives and health of Canadians in a fuller sense, 
with the ultimate goal of measurably improving their health and wellbeing. 
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1.  Introduction 
 
This report discusses trends and patterns in 13 selected indicators that make up the Healthy 
Populations Domain of the Canadian Index of Wellbeing. The indicators are primarily measures 
of health status but also include certain determinants of health. They are grouped in eight 
subdomains: 
 

1. Personal Wellbeing 
2. Life Expectancy/Mortality 
3. Physical Health Conditions 
4. Functional Health 
5. Mental Health 
6. Lifestyle and Behaviour 
7. Health Care 
8. Public Health 

 
Each subdomain is measured with a core indicator and several secondary indicators. National 
and provincial/territorial trends are reviewed for each indicator. Differences by sex, age, 
income, and education are reviewed for core indicators in each subdomain. Although 
important, information on Aboriginal status was not available consistently in the data sources 
used for the current analysis and therefore has been included only in a limited way.  
 
 
Highlights 

 
 The relatively high standard of living enjoyed by Canadians is matched by life expectancy 

rates that are among the best in the world. A closer look at health indicators, however, 
reveals a more mixed picture. 

 Although Canadians are living longer, these additional gains in years of life are not 
necessarily lived in the fullest health possible. When taking into account functional 
limitations brought on by disease and disability, the number of years lived in full health 
for Canadian women is not substantially different in 2005 compared to 1991; Canadian 
men, however, made slightly more gains during this period. Notably, gains in health-
adjusted life expectancy for Canadian men and women made in the early 1990s peaked in 
1996 (59.7 and 55.7 years of expected good health for women and men respectively) and 
have since started to decline. Canadians are also increasingly likely to develop a chronic 
disease or mental illness during their lifetime.  

 For more than a decade, a majority of Canadians (three out of five) have declared that 
their overall health is very good or excellent. However, the proportion of Canadians 
who considered themselves as having very good or excellent health peaked in 1998 at 
65.2% and decreased dramatically in 2003 to 58.4%.  Self-rated health rebounded slightly 
in 2005 (and has since remained the same), but is still considerably lower than it was ten 
years previously.   

 The decline in the share of the population that considers itself in excellent or very good 
health is most marked among Canadian teenagers—a drop of 12.5 percentage points 
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between 1998/1999 and 2009. This is matched by a steadily increasing share of teenagers 
who report problems with everyday functions; amongst 12-19 year olds, reports of 
moderate to severe functional health problems increased from 7.4% in 1996/97 to 16.2% 
in 2005—a trend that augurs poorly for their health as this generation advances in age. 

 On the positive side, the likelihood of depression has decreased and stabilized among 
Canadians of all ages in recent years after rates peaked in 2000/2001, and self-rated 
mental health appears to be stabilizing as well. The number of Canadians who use 
tobacco continues to decline among all age groups, and most notably among the youth. 
The portion of Canadians reporting that they are ‘active’ or ‘moderately active’ has been 
steadily climbing in the latter half of this decade and in 2009 a slight majority said they 
are active or moderately active. 

 Despite the overall and longer-term rise in physical activity, the number of Canadians 
who are obese or overweight continues to increase. The greatest rise is in the 
prevalence of obesity, which jumped from a low of 11.9% in 1997 to a high of 17.9% in 
2009. Furthermore, more Canadians are now living with chronic diseases such as 
diabetes, the prevalence of which has doubled over the past 15 years (about 3% in 1994 
to 6% in 2009). 

 Higher incomes and higher levels of education are associated with longer life expectancy 
and better self-reported health. The positive impact of income and education is most 
marked among women. At higher levels of income women are as likely or more likely to 
consider themselves in very good or excellent health compared to men. Notably, income 
increases in the lower income brackets have the greatest impact in reducing the 
prevalence of diabetes, as well as depression (particularly among men).  

 On a number of indicators there were interesting differences between physical and 
mental health at the provincial and territorial level. For instance, Newfoundlanders have 
lower life expectancies and generally higher rates of diabetes and other adverse health 
conditions; however, they also reported very low levels of depression in 2003 and were 
most likely to consider themselves as having excellent or very good health. On the other 
hand, British Columbians and Albertans enjoy among the longest life expectancies and 
lowest levels of obesity and diabetes, but they are also more likely than 
Newfoundlanders to report high levels of depression and less likely to say they are 
satisfied with the quality of their health services. The reasons for these intriguing 
geographic differences are not known, although Newfoundlanders since 2005 have 
reported declining levels of excellent or very good health. 

 The prevalence of diabetes among Aboriginal Canadians is several times the Canadian 
average. Rates of other chronic disease are also higher among Aboriginal Canadians. 
These measures capture just a small portion of the long-known health disparities 
between Aboriginal and non-Aboriginal Canadians, a health gap that in recent years has 
narrowed somewhat but which still remains unacceptably large. 

 Various analyses of health indicators suggest the potential for our collective capacity to 
improve the health of all Canadians. Income and other socio-economic conditions that 
influence health are shaped by both private economic practices (“the market”) and public 
policies (regulation, taxes and transfers). The effects of these conditions on health can be 
further mitigated by government programs and services, and by belonging to a cohesive 
community.  
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 Despite the availability of universal health care services, with which a large majority of 
Canadians are satisfied, the persistence of significant health gaps suggests both the need 
for health interventions tailored to socially excluded groups and the potential health 
benefits of initiatives outside the health field. This latter point was emphasized most 
strongly in the August 2008 Report of the World Health Organization Commission on 
Social Determinants of Health, Closing the gap in a generation: Health equity through action 
on the social determinants of health,5 to which many Canadian public health researchers 
and policy analysts made substantial contributions. 

 
 
Equity: The Driving Value 
 
Equity is the core value that drives the CIW project. Health equity similarly informs the work 
undertaken in the Healthy Populations Domain. Health equity refers to the absence of unfair and 
avoidable or remediable differences in health among populations or groups defined socially, 
economically, demographically or geographically.6 Health equity is not the same as health 
equality, since some health inequalities cannot reasonably be described as socially unfair 
(example, single gene inherited diseases such as Tay-Sachs), and some are currently neither 
preventable nor remediable (example, Cystic Fibrosis, most neurodegenerative diseases). 
Societies create health inequities (unfair inequalities) in at least four different ways: social 
stratification (where one sits in hierarchies of stratification such as wealth, authority or privilege 
that differentially affect health), exposure to risks (how one’s social position influences 
exposure to unhealthy conditions in the workplace or living environments), vulnerabilities (how 
both of the above, over the lifespan or even intergenerationally, affect one’s biological 
susceptibility to disease), and consequences (differential access to or benefits from health 
services or other ameliorating social programs, not always equal to need).7   
 
There are many models of equity. The one adopted by the Healthy Populations Domain 
distinguishes the need for both horizontal and vertical equity. Horizontal equity means that 
equals are treated the same. As citizens with equal entitlements, all Canadians have the right to 
access publicly insured health services without financial barriers. They also share equality before 
the law, and the right to cast one, and only one, ballot in an election. Vertical equity adds to this 
basic form of equity by stating that unequals are treated differently. Poorer Canadians suffer 
poorer health; therefore their average use of effective health services, particularly treatment 
services, should be proportionately greater (unequal) than for wealthier Canadians, although 
this presently is not the case (Canada still has a slight pro-rich bias in visits to physicians and 

                                                 
5 Commission on Social Determinants Health. (2008). Closing the gap in a generation: health equity through action 
on the social determinants of health. Final Report of the Commission on Social Determinants of Health. Geneva: 
World Health Organization. Available at: 
http://www.who.int/social_determinants/final_report/csdh_finalreport_2008.pdf 
6 Solar O, & Irwin A. (2007). Towards a conceptual framework for analysis and action on the social determinants of 
health: Discussion paper for the Commission on Social Determinants of Health. Geneva: World Health Organization. 
Retrieved from: http://www.who.int/social_determinants/resources/csdh_framework_action_05_07 
7 Adapted from, Diderichsen, F., Evans, T., & Whitehead, M. (2001). The social basis of disparities in health. In M. 
Whitehead, T. Evans, F. Diderichsen, A. Bhuiya & M. Wirth (Eds.), Challenging inequities in health: From ethics to 
action (pp.12–23). New York, NY: Oxford University Press. 
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specialists when assessed by estimates of need, but a pro-poor bias when considering simply 
number of visits to physicians8). An example of combined horizontal and vertical equity exists in 
the cross-subsidization principles of fairness in health care financing as outlined by the World 
Health Organization: the rich and the healthy, through taxes or premiums, disproportionately 
subsidize the poor and the sick.9  
 
We operationalize this equity value principally in our concern with how different descriptive 
measures of social stratification (income, occupation, education, geographic place) give rise to 
differences in health outcomes at point in time and over the years.10,11 

 
 
2.  Health as a Component of Wellbeing 
 
Health is fundamental to wellbeing. In English, French and many other languages, the word for 
health shares a common root with customary social greetings (hello, salut), reflecting a deep 
cultural understanding of the social nature of health. It is what we wish for one another when 
we meet and greet. 
 
In its broadest conception, health refers not only to people’s 
biomedical, psychological, and social condition, but also to 
their capacities for acting on their physical and social 
environments. The World Health Organization in its 1948 
defined health as: 
  

“A state of complete physical, mental and social wellbeing and not merely the absence 
of disease or infirmity”.12  

                                                 
8 van Doorslaer, E., Masseria, C., & Koolman, X. for the OECD Health Equity Research Group. (2006). Inequalities 
in access to medical care by income in developed countries. Canadian Medical Association Journal, 174(2),177–83. 
doi:10.1503/cmaj.050584 
9 Musgrove, P., Creese, A., Preker, A., Baeza, C., Anell, A., & Prentice, T. (2000). The World health report 2000: 
Health systems: Improving performance. Geneva: World Health Organization. Retrieved from: 
http://www.who.int/whr/2000/en/whr00_en.pdf 
10 It is important to note that our income-stratified analysis is incomplete due to its inability to account for the 
number of people living in each household, their relationship to one another (example, roommates or family), and 
differences in the cost of living for each household. For instance, living in the lowest income category has different 
implications depending on family composition: the experience of a family of four living on $20,000/year or less 
would be much different than a student attending university. Data from the Canadian Community Health Survey 
(CCHS) 4.1 (2007/2008) shows that 26% of people in the lowest income category (total household income 
<$20,000) had three or more persons living in their households. The total household income category therefore is 
a crude measure and should be interpreted with caution. Future work should make use of Statistic Canada’s 
income adequacy measure or low-income cut-off.  
11 The CCHS 4.1 (2007/2008) Public Use Microdata File was used for most of the income- and education-stratified 
analyses because it was the most recently available data. Where available, 2009 CCHS data was used for provincial, 
age and sex-stratified analyses, although we await the release of the Public Use Microdata File to add another 
important data point to the income- and education- stratified analyses in this Domain report. 
12 Preamble to the Constitution of the World Health Organization as adopted by the International Health 
Conference, New York, 19–22 June, 1946; signed on 22 July 1946 by the representatives of 61 States (Official 

Health is what we wish 
for one another when 
we meet and greet. 
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Although the WHO has never altered this foundational definition, its reference to a ‘complete’ 
state, rather than a more dynamic process, has long been seen as problematic; and a more 
recent definition from the European office of the WHO refines somewhat the meaning of 
health by describing it as: 
 
 

…the extent to which an individual or group is able, on the one hand, to realize 
aspiration and satisfy needs and, on the other hand, to change or cope with the 
environment.13 
    

Taken together, these definitions of health come close to the breadth of the measurement task 
being undertaken by the Canadian Index of Wellbeing.  
 
The health of individuals and populations, in turn, is the product of a vast range of influences, 
from cell- and gene-level attributes to global forces and conditions. A widely adopted Canadian 
framework identifies the following sets of determinants of health: 

 gender 
 culture 
 living and working conditions (socioeconomic environment) 
 physical environment 
 health services 
 early childhood development 
 social support 
 personal health practices and coping skills; and 
 biology and genetic endowment.14 

 
Many of these determinants of health are included among the indicators in other domains of the 
Canadian Index of Wellbeing, including Democratic Engagement, Living Standards, Time Use, 
Leisure and Culture and Community Vitality, as well as Education and Education and 
Environment, which will be released in the fall of 2010. Research has advanced our 
understanding of how these multiple factors combine and interact to influence the health of 
populations, although many gaps in knowledge remain. Conceptual insights and empirical 
evidence from this health research will be helpful in developing a framework that integrates the 
different domains of the Canadian Index of Wellbeing. 
 
The Healthy Populations Domain does not attempt to measure health in its full breadth of 
expression and complexity. Rather, it is concerned primarily with measuring health outcomes. 

                                                                                                                                                             
Records of the World Health Organization, no. 2, p. 100), and entered into force on 7 April 1948. Retrieved from: 
http://www.who.int/about/definition/en/print.html 
13 Health Promotion: A discussion document on the concept and principles. Health Promotion International, 1(1), 73–
76. doi:10.1093/heapro/1.1.7 
14 Federal, Provincial and Territorial Advisory Committee on Population Health. (1999, September). Toward a 
healthy future: Second report on the health of Canadians. Ottawa, ON: Health Canada. Retrieved from: 
http://www.phac-aspc.gc.ca/ph-sp/report-rapport/toward/pdf/toward_a_healthy_english.PDF 
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The indicators in the first five subdomains—personal wellbeing, life expectancy/mortality, 
physical health conditions, functional health and mental health—measure different aspects of 
health status.15 These outcomes are influenced by many of the factors measured in other 
Canadian Index of Wellbeing domains. Health status, in turn, influences other aspects of 
wellbeing, including those reflected in measures of income and living standards, learning and 
community participation.16   
 
The final three subdomains—lifestyle and behaviour, health care and public health—include 
indicators of health determinants that are not addressed in other domains. An individual’s 
lifestyle and behaviour clearly affects his or her health. Good dietary practices, regular physical 
activity and refraining from smoking are all linked to better health. But here, too, there is a 
close tie to community-level factors addressed in other domains of Canadian Index of 
Wellbeing. There is a growing recognition that individual choices and behaviour are constrained 
and shaped by broader social factors, such as how food is distributed and priced, where houses 
are constructed and located, and how urban transportation is designed.  
 
Health care and public health services are also important determinants of health, the former 
providing therapeutic care and restoration of health for people who are sick and injured, and 
the latter preventing disease and injury through a range of interventions aimed at individuals and 
the public in the context of their environments. Health systems measures often focus on critical 
care (e.g. emergency response time), secondary care (e.g. wait times for a major surgery) and 
diagnostic services (e.g. access to Magnetic Resonance Imaging). While these are important, we 
have selected indicators of satisfaction with health care generally, and with health protection 
services. Health protection services directly affect more Canadians than do acute care services 
and, when well provided, can arguably relieve demand on other more invasive health services. 
 
Indicator Selection 
The indicators included in each Healthy Populations subdomain were selected based on the 
following criteria: 

 Quality of data: indicators are clearly defined, measurable, transparent and verifiable. 
 Adequacy of data: indicators support benchmarking and monitoring over time; that is, 

longitudinal or repeated data are available for at least three points in time, allowing trend 
analyses. 

 Relevance of data: indicators are commonly used, understandable, credible, meaningful, 
and policy relevant (that is, can change as a result of policy interventions). 

 Variety of data: indicators capture both subjective and objective aspects of health 
                                                 
15 The first four of these subdomains correspond to the health status categories of the health indicators framework 
used by the Canadian Institute of Health Information and Statistics Canada. Mental health was added as a separate 
subdomain in recognition of the often-overlooked burden of disease caused by depression and other mental 
illnesses. For Statistics Canada's health indicator framework, see, Statistics Canada. (2004, June). Health indicators 
(Cat. no. 82-221-XIE). Health Indicators, 1, 1–2. Retrieved from: http://www.statcan.ca/english/freepub/82-221-
XIE/2005001/about.htm#framework  
16 This reflects the well-understood notion that good health is a necessary resource for a good life, in that poor 
health could lead to reduced earning potential, educational opportunities and social isolation. Most research on 
these relationships, however, finds that low income and educational status are stronger predictors of poor health 
than is poor health as a predictor of low income and educational status. 
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outcomes, and represent both positive (desired) and negative (undesired) outcomes. 
 Spatial sensitivity of data: indicators are available at national, provincial and municipal or 

lower levels of aggregation, allowing comparisons by geographic scale. 
 Sociodemographic sensitivity of data: indicators allow for analyses by socio-economic and 

demographic differences; that is, data can be stratified by important socioeconomic and 
demographic variables (gender, age group, income, cultural identity, geographic place). 

 
Based on these criteria, the authors first compiled a list of candidate indicators. A number of 
external experts were then consulted to choose both the “core” and “secondary” indicators 
for each subdomain. Appendix A lists the full list of candidate indicators and experts 
contributing to the indicator selection process. Appendix B describes the outcome of the 
selection process and indicates which indicators were selected or rejected. Appendix C has a 
description of the databases used. Table 1 below summarizes the selected indicators and data 
sources. 
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Table 1: Healthy Populations Domain Indicators 

Personal wellbeing: 
 Self-rated health (core)  

 

Lifestyle and Behaviour: 
 Smoking rate (core)  
 Physical activity  

Life Expectancy/Mortality: 
 Life expectancy at birth (core)  
 Infant mortality rate (core) 
 Mortality due to unintentional injury  

Mental Health: 
 Probable risk of depression (core)  
 Self-rated mental health 

 

Physical Health Conditions:17 
 Diabetes prevalence (core)  
 Obesity prevalence  
 Low Birth Weight   
 Asthma prevalence  

Health Care: 
 Patient satisfaction with overall health 

services (core) 
 Proportion of population with a 

regular family doctor (core)  

Functional Health: 
 Health adjusted life expectancy (core) 

Public Health: 
 Influenza immunization rate (65 years 

and over) (core) 

Data sources (Statistics Canada surveys and databases unless otherwise noted):18 
CCHS - Canadian Community Health Survey (cycles 1.1, 2.1, 3.1, 4.1) and the National 
Population Health Survey for earlier years. 
CCHS/MHW – CCHS Mental Health and Wellbeing (cycle 1.2) 
CCHS/HSAS – Health Services Access Survey introduced in 2001 and thereafter a component 
of the CCHS  
CIHI-HMD – Canadian Institute for Health Information, Hospital Morbidity Database 

 
Not only was indicator selection based upon specific criteria and expert consultation, to 
increase the policy relevancy of the domain, the final selection was “mapped” against the Health 
Indicators Framework (HIF) used by Statistics Canada and the Canadian Institute for Health 
Information indicator framework.19 All told, the indicators included in the Healthy Populations 
Domain overlap fully with the “health status” category and partially with other categories of the 
HIF. (See Table 2; areas of overlap are shaded.)  We highlight these similarities to show that the 
indicators of the Healthy Populations Domain reflect existing health categories of public policy 
and data-gathering importance. 

                                                 
17 The omission of cancer is noteworthy and requires justification. While cancer prevalence is an important 
indicator of health and wellbeing, there are many types of cancer with varying prognoses. As a result, cancer as a 
singular indicator is complex to trace. Importantly, there are other organizations such as the Canadian Cancer 
Society that devote ample resources to tracing cancer trends over time. For Canadian cancer statistics, see, 
Canadian Cancer Society. (2010, May 19). Cancer statistics. Retrieved from: http://www.cancer.ca/Canada-
wide/About%20cancer/Cancer%20statistics.aspx?sc_lang=en 
18 Detailed descriptions of each database are provided in Appendix C. 
19 For Statistics Canada's health indicator framework, see, Statistics Canada. (2004, June). Health indicators (Cat. 
no. 82-221-XIE). Health Indicators, 1, 1–2. Retrieved from: http://www.statcan.ca/english/freepub/82-221-
XIE/2005001/about.htm#framework 
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Table 2: Summary of Health Indicator Framework (Statistics Canada, CIHI) 
Health Status 
Wellbeing Health Conditions Health Function Deaths 
Non-medical Determinants of Health 
Health Behaviours Living and Working 

Conditions 
Personal Resources Environmental 

Factors 
Health System Performance 
Acceptability Accessibility Appropriateness Competence 
Continuity Effectiveness Efficiency Safety 
Community and Health System Characteristics 
Community Health System Resources 

 
Note: Shaded areas indicate overlap with CIW Healthy Populations Domain.  
 
The rest of this report discusses what the selected indicators tell us about the overall health 
status and mortality of Canadians, focusing on physical health conditions, mental health, lifestyle 
and behaviours, and access to health services. Each section examines differences and changes in 
these indicators by sex and age group at the national and provincial/territorial levels. Variations 
at the national level by income and education, and in one case by Aboriginal status, are also 
considered for the core indicators. The stratification of health outcomes by important socio-
demographic groups is a necessary and important aspect of the current descriptive evidence 
offered in our report. Due to time and data constraints, the stratified analysis was limited 
primarily to the core indicators. By breaking down these indicators by sex, age, income and 
education groups, we are able to discern potentially important differences in health status 
across groups. Identification of notable health disparities is a useful tool for policy creation: 
tailoring health interventions to certain groups within the larger population and examining more 
rigorously what may be the social and environmental determinants of such intra-population 
health differences. A final section comments on the most notable trends and health gaps and 
their implications for improving the health profile of Canadians in ways that translate into 
changes measurable at the population level. The discussion in this report is purely descriptive in 
its focus rather than analytical or driven by a focus on etiological reasoning. However, it 
suggests linkages with other Canadian Index of Wellbeing domains, and inferences that 
necessarily need be drawn between findings in the Healthy Populations Domain and those of 
other domains. 
 
 
3. Overall Health Status and Mortality: Diverging Trends? 
 
Canadians overall have high levels of health, whether measured by objective or subjective 
indicators of general health status. However, while objective measures show a steady long-term 
increase in longevity and reductions in early mortality, Canadians’ rating of their own overall 
level of health status fell notably between 2000/2001 and 2003, and only recently rebounded 
slightly. The 2003 decline was observed consistently for men and women, all age groups and in 



11 
 

many regions, suggesting that this is a robust trend. This decline, however, was most marked 
among teenagers and is a notable concern since this age group is generally considered healthier 
than most.  
 
There is also an income and education gradient: those with 
higher incomes and education live longer and report better 
levels of health. This is not surprising, since such social 
gradient differences have been well known within Canada and 
internationally for many decades. Interestingly, higher 
education closes the gender gap in self-reported health. While 
women with lower levels of education were more likely than their male counterparts to report 
lower levels of health, this is not true at higher levels of education. 
 
The following two sub-sections present more detailed information on both objective and 
subjective indicators, which together provide a fuller understanding of the overall health of 
Canadians. 
 
 
Life Expectancy, Unintentional Injury, Infant Mortality, and Health-adjusted Life 
Expectancy 
 
The Healthy Populations Domain is comprised of several objective measures20 including life 
expectancy (Figure 2), death due to unintentional injury (Figure 3), infant mortality rates (Figure 
4) and health-adjusted life expectancy (Figures 5–9). Based on these data, Canadians are living 
longer, but not necessarily healthier, lives. Moreover, health-adjusted life expectancy—a 
measure of one’s “healthy” future years—peaked in 1996/1997, and has since fluctuated at 
lower levels.  
 
Canadians have made consistent gains in life expectancy over 
the past decades. On average, a Canadian born in 2006 could 
expect to live to 80.8 years, one of the longest life 
expectancies of any nation in the world and up from 74.9 
years in 1979 (Figure 2). There nonetheless remains room for 
improvement. Internationally, based on provisional data, 
Canada ranked 7th in 2010 in overall life expectancy at birth21 and our rate of improvement is 
now lagging behind other similarly wealthy countries, such as Japan, Singapore, Hong Kong and 
Australia.22 Longevity is influenced both by extending years of life in old age and, importantly, by 
                                                 
20 An objective health measure is not necessarily one that is more scientific or valid than a subjective measure. It 
merely means a measure that is not based on individual perceptions but on some agreed-upon outcome/condition 
or way of measuring it. In the context of this report, it does not include measures taken directly from individuals 
or biological specimens however.   
21 Based on 2010 estimates gathered by the US Government’s CIA World Factbook. This is an improvement over 
Canada’s 12th place ranking in 2006.  For the CIA World Factbook, see, United States. Central Intelligence Agency. 
(2010). The world factbook: Canada: People: Life expectancy at birth: Country comparison to the world. Retrieved from: 
https://www.cia.gov/library/publications/the-world-factbook/geos/ca  
22  Public Health Agency of Canada. (2008). Chief Public Health Officer’s report on the state of public health in Canada 

Canadians with higher 
incomes and education 
live longer and report 
better health. 

Life expectancy 
continues to increase 
and infant mortality to 
fall, but there is still 
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the prevention of premature deaths. Therefore reductions in death due to unintentional injury 
and deaths during infancy are key contributors to lowering premature deaths. Deaths due to 
unintentional injury (including motor vehicle accidents, falls and unintentional poisoning) 
remained relatively stable from 2000 to 2006 (Figure 3). There was some decline in the infant 
mortality rate up until the late 1990s, but no further gains have been made in the recent 
decade. In 2007, approximately 5 infants died per 1,000 live births in Canada, a level maintained 
since 1998/1999 after declining steadily from 10.9 per 1,000 live births in 1979 (Figure 4).23 
Some infant deaths are medically unavoidable at this time, and so further declines in Canada’s 
already low infant mortality rate are particularly difficult to achieve. Again, however, there is 
room for improvement; provisional 2010 data find that some 34 countries have lower infant 
mortality rates than Canada.24 Although the differences are not great, Canada’s provisional rate 
of 5.04 infant deaths per 1,000 live births falls considerably behind Japan’s (2.79), Sweden’s 
(2.75), and even behind countries such as Bermuda (2.46) and Hong Kong (2.31).25 
 

                                                                                                                                                             
(Cat. no. HP2-10/2008E). (2008). Ottawa, ON: Minister of Health. Retrieved from: 
http://publications.gc.ca/site/eng/329566/publication.html 
23 Statistics Canada CANSIM Table 102-0504.  
24 Based on 2010 estimates gathered by the US Government’s CIA World Factbook. Several of these countries also 
have lower poverty rates, notably lower child poverty rates, which could account for some of the difference. An 
important policy consideration is determining the balance between investing in more expensive medical 
interventions to save severely premature or ill infants, and investing in programs that reduce poverty, in particular 
poverty among Aboriginal children, and to provide healthier environments for people who are considering having a 
family. See, United States. Central Intelligence Agency. (2010). The world factbook: Canada: People: Infant mortality 
rate: Country comparison to the world. Retrieved from: https://www.cia.gov/library/publications/the-world-
factbook/geos/ca.html  
25Ibid. 
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Figure 2. Life expectancy by sex, Canada, 1979–2006 

 
 
Sources: Statistics Canada CANSIM Tables 102-0025 and 102-0511. 
 
 
Figure 3. Mortality due to unintentional injury by sex, age-standardized, Canada, 
2000–2006 

 
 
Source: Statistics Canada CANSIM Table 105-0552.  
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Figure 4. Infant mortality rate by sex, Canada, 1979–2007 

 
 
Sources: Statistics Canada CANSIM Tables 102-0030 and 102-0504. 
 
 
Women continue to live longer than men—a three-year 
average of 83 years compared to a three-year average of 78.3 
years (2005 to 2007). However, the gain in life expectancy has 
been greater for men. From 1979 to 2006, it has increased by 
7 years, compared to 4.2 years for women. This gender 
convergence reflects in part steeper declines for males in 
infant mortality and mortality due to unintentional injuries, dating back to 1979. While infant 
mortality rates remain lower for females than for males—4.7 compared to 5.5 deaths per 1,000 
live births in 2007—they have declined somewhat less than for males since 1979. Men also had 
a substantially higher risk of death from unintentional injury than did women—34.5 compared 
to 16.7 deaths per 100,000 population in 2006. 

Women still outlive 
men but the gender 
gap is shrinking. 
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 Figure 5. Life expectancy at birth by province and territory, 1994-2006. 

 
 
Source: Statistics Canada CANSIM Table 102-0511. 
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Modest regional differences in life expectancy can be seen among the provinces. Canadians in 
the Maritimes, Manitoba and Saskatchewan experience slightly shorter lives than the Canadian 
average, while British Columbians live longer. In 2006, the province with the shortest life 
expectancy was Newfoundland (78.2 years); the longest was British Columbia (81.4 years). Life 
expectancy of people living in Ontario, Quebec, and Alberta has consistently been close to the 
national average. This east-west gap has evolved since 1979, when Newfoundlanders and Prince 
Edward Islanders had virtually the same life expectancy as Albertans and British Columbians, 
and the highest was in Saskatchewan.  
 
There is a much larger gap when the Territories are 
considered, although data are less stable because of the 
smaller populations.26 Life expectancies are substantially 
shorter in all three northern Territories (only 75.9 years) 
compared to the national average of 80.8 in 2006. Life 
expectancy was shockingly shorter in Nunavut, where a child 
born in 2004 could expect to live only 70.4 years—more than ten years less than the national 
average. In 2004, life expectancy was higher in the Northwest Territories and the Yukon—79.1 
and 76.4 years respectively—though still below the national Canadian average. Equally worrying, 
life expectancy declined in Nunavut between 1999 and 2003 by more than three years 
(although year to year changes should be interpreted with caution due to the small population 
size). Estimates for 2004 showed an increase that may suggest a reversal of this downward 
trend. These differences roughly mirror the proportion of the population in these three 
northern Territories that is Aboriginal (Nunavut: 85%; Northwest Territories: 51%; Yukon: 
23%) and the poorer health status and life expectancy of Aboriginal peoples when compared to 
that of non-Aboriginal Canadians (see Section 8 on Aboriginal Peoples’ Health).  
 
Higher household incomes are associated with increased life 
expectancy, especially for males (Figure 6). In 2001, males 
children in the top third households by income could expect 
to live three years longer than those in the bottom third. For 
females the comparable difference was one year.27 It is 
interesting to note that while higher income improves men’s 
life expectancy, women in the lowest income tercile still live longer than males in the highest. 
By the time women and men reach age 65, the effect of income on any additional life 
expectancy is considerably reduced. The lower average life expectancy for lower income 
Canadians—particularly for males—is due largely to earlier deaths in childhood through middle 
age, rather than in old age. 
 

                                                 
26 Likely, in part, to this issue of small populations, CANSIM has ceased reporting data for individual territories 
since 2004.  
27 Terciles (thirds) are a less fine level of income groupings; however, tercile income levels are associated with 
health inequalities as are other finer categorizations of income, e.g., quintiles (fifths) or deciles (tenths). It is 
expected that the gradients observed for life expectancy would be much steeper if finer categories of income 
levels were used.   

Aboriginal life 
expectancy continues 
to lag well behind that 
of non-Aboriginal 

The rich/poor gap in 
Canadian life 
expectancy is due to 
higher rates of death 
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Figure 6. Life expectancy at birth by sex and income terciles, Canada, 200128 

 
 

Source: Statistics Canada CANSIM Table 102-0121. 
 
 
Health Adjusted Life Expectancy (HALE) 
 
While life expectancy measures the number of years one would typically be expected to live, it 
does not express the quality of life lived. Health-adjusted life expectancy (HALE) takes into 
account both the number of years one would expect to live and some measure of its health 
quality.29 HALE may be expressed in two ways. As most commonly seen, HALE is expressed in 
number of years lived reasonably free of health limiting disease and disability. HALE can also be 
expressed as a proportion (i.e., the percentage of one’s life that one may expect to live in full 

                                                 
28 Based on previous work by Wilkins et al (2002), life tables by income terciles were constructed using an 
ecological approach. Average income for each enumeration area (EA) was calculated and then EAs were assigned 
to the bottom, middle, or highest income tercile. Deaths were coded to the EA based on postal codes. The life 
tables were then constructed using deaths assigned to each income tercile. The 1996 percentage of deaths in each 
income tercile were applied to the 2000/2001 life tables. For further description of the approach used by Wilkins, 
see, Statistics Canada. Comparable health indicators 2004: Considerations for data production: Healthy Canadians (HLT): 
36b-HLT life expectancy by income (Cat. no. 82-401-XIE). Retrieved from: http://www.statcan.ca/english/freepub/82-
401-XIE/2002000/considerations/hlt/36bhlt.htm 
29 HALE is a summary measure of population health that combines information on morbidity (i.e., health status) 
with mortality rates. Health status information was obtained from the Health Utilities Index Mark 3 (HUI3) 
instrument used in the General Social Survey (GSS), NPHS and CCHS. To estimate HALE, average HUI3 scores 
were first tabulated for the Canadian population by sex and age group. Second, using intercensal life tables, the 
total years of life lived in each age group were multiplied (weighted) by the corresponding mean HUI3 score. 
Third, the resulting health-adjusted years of life were summed and divided by the total number of survivors in each 
age group to provide the HALE estimates. 
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health), which has the advantage of accounting for differences in life expectancy between the 
sexes.  
 
Like life expectancy, clear gender differences are apparent among Canadians when looking at 
HALE over the fifteen-year time period from 1991–2005. In absolute terms, females still have 
longer health adjusted life expectancies than males, but when expressed as a proportion of each 
sex’s total life expectancy, women are at a disadvantage. While women tend to live longer, 
proportionally more of their lives are lived in poor health. For instance, the highest gap in 
HALE can be seen in 1996, where females in the 15–24 year age group30 could expect to live 
59.7 years in good health and males only 55.7 years—a difference of four years (Figure 7). Yet, 
for that same year, males could expect to live 91.1% of remaining life in good health, whereas 
for females only 89.4% of their remaining life years would be in good health (Figure 8).31 Unlike 
life expectancy, which has consistently increased over time, HALE has fluctuated from year to 
year. The years of life lived in optimal health increased notably from 1991 through 1996/1997, 
then experienced a drop in 1998/1999 and 2000/2001, increased in 2003, then declined again 
slightly in 2005. The same pattern could be seen for both sexes. Without detailed new studies, 
it is difficult to ascertain why these fluctuations occur, although it is interesting to note that the 
gender gap appears to be narrowing in absolute (Figure 7), though not in proportional (Figure 
8), terms.  
 

                                                 
30 Here we have selected to comment on HALE patterns evident for females and males aged 15–24 years, the 
youngest age group for whom we have data used in this report. Subsequently, in this report, we comment on 
HALE patterns for all age groups of Canadians. 
31 It is important to understand that HALE calculations for Canadians aged 15–24 are what have happened on 
average at the population level, not necessarily what has happened to each individual 15–24 year old Canadian man 
and woman.  

Women live longer but 
in poorer health. 
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Figure 7.  Health adjusted life expectancy (in years) for 15–24 age group by sex, 
Canada, 1991–2005 

 
 
Sources: Statistics Canada General Social Survey (1991), National Population Health Survey 
(1994/1995-1998/1999), Canadian Community Health Survey (2000/2001-2005) and 
Demography Division.  
 
 
Figure 8.  Health adjusted life expectancy (as a percentage of remaining life 
expectancy) for 15–24 year age group by sex, Canada, 1991–2005 

 
 
Sources: Statistics Canada General Social Survey (1991), National Population Health Survey 
(1994/1995-1998/1999), Canadian Community Health Survey (2000/2001-2005) and 
Demography Division. 
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Health adjusted life expectancy can also highlight important 
trends in the healthy years lived by different age groups, 
indicating which groups are experiencing greater or lesser 
health limiting conditions. Increases in HALE can be seen 
across all age groups from 1991 to 1996/1997.  While HALE is 
higher today than in 1991, it has dropped since 1996/1997. 
This decline has been more notable for women than for men. In particular, the most dramatic 
drop in HALE was for women aged 85 and older, which suggests that this group has 
experienced an increase in health limiting conditions. 
 
Figure 9. Health adjusted life expectancy (as a percentage of remaining life 
expectancy), all age groups, males, Canada, 1991–2005 

 
 
Sources: Statistics Canada General Social Survey (1991), National Population Health Survey 
(1994/1995-1998/1999), Canadian Community Health Survey (2000/2001-2005) and 
Demography Division.  

Canadians’ health-
adjusted life 
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Figure 10.  Health adjusted life expectancy (as a percentage of remaining life 
expectancy), all age groups, females, Canada, 1991–2005 

 
 
Sources: Statistics Canada General Social Survey (1991), National Population Health Survey 
(1994/1995-1998/1999), Canadian Community Health Survey (2000/2001-2005) and 
Demography Division.  
 
Still, between 1991 and 2005, seniors have proportionately 
experienced greater improvements in HALE compared to 
Canadians in other age groups. For instance, Canadian males 
85 years or more could expect to live 70% of their remaining 
years in full health in 2005, up from 57% for this same measure 
in 1991 (Figure 9). The 85 years or older age group of women 
also experienced improvements, although not as dramatic, from 49% in 1991 to 57% in 2005 
(Figure 10). By comparison, Canadians in the 15–24 year age group saw an increase of less than 
1% for men and women over the same period. However, the picture is not as rosy if 1994/1995 
or 1996/1997 is used as the reference points for measuring change over time. Men and women 
at all age groups have seen notable, and sometimes dramatic, declines in HALE since this time. 
The youngest age group experienced a slight drop of expected life years lived in full health from 
1994/1995 to 2005; men saw a two percentage point decline and women a decline of three. 
The drop in expected life years lived in full health from 1994/1995 to 2005 was much higher for 
the oldest age group, especially for women: 3.7 percentage points for men and a surprising 16.5 
percentage points for women. Similar to the gradient associated with income levels observed 
for life expectancy, HALE improves as household income increases. This gradient can be seen in 
at least one provincial study, although data at the national level are not currently available.32   
 
The HALE figures reported here have some limitations that must be noted. For our purposes 

                                                 
32 For 2001 Alberta HALE by income terciles, see, Alberta Health and Wellness. (2004, Fall). Keeping Albertans 
healthy. Retrieved from: http://www.health.alberta.ca/documents/Comparable-Keep-Healthy-2004.pdf 
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HALE was computed using the Health Utility Index Mark III (HUI3) to measure the health 
status of Canadians. We know that there are inconsistencies in measuring HUI over time. The 
HUI module used in the General Social Survey in 1991 is not identical to the modules used in 
more recent surveys (for example, NPHS and CCHS). This may have resulted in the generally 
lower HALE figures observed for 1991. In addition, Canadians living in institutions (e.g., long-
term care facilities such as nursing homes) and First Nations populations living on reserves 
were not included in the more recent CCHS surveys; however, there was an institutional 
component to the NPHS. HALE figures reported here are thus considered a “best case 
scenario,” in that our estimates of HALE are likely to be overly generous compared to what we 
would see if populations not typically included in national surveys were in fact counted.  
 
 
How Canadians View Their Own Health 
 
An individual’s risk of illness or mortality is intimately linked to his or her sense of wellbeing. 
Studies repeatedly show a close correspondence between how people rate their own health—a 
subjective measure—and objective outcomes such as morbidity,33,34 mortality,35 and the use of 
health services.36,37 However, although self-rated health is valid for comparing the same 
population at different times, it may not be valid for comparing different populations at the 
same time. For example, one population may have a different perception of what constitutes 
good health compared to other populations. It has also been shown that “self-reported health 
measures are often better in places where people are sicker, and presumably more used to 
being sick.”38  
   
Overall, Canadians view their health in favourable terms (Figure 11). In 2009, 60.5% of 
Canadians reported “excellent” or “very good” overall health, while just 11% rated their 
general health as “fair” or “poor.” Women were slightly less likely to report high levels of 
health than were men. Not surprisingly, age is an important factor of the degree to which 
Canadians report positive overall health. Over two-thirds of teenagers and young adults report 
excellent or very good health, compared to just over one-third of Canadians 65 years and 
older. The share of Canadians reporting positive health declines as they progress through 

                                                 
33 van den Brink, C. L., Tijhuis, M,, van den Bos, G. A., Giampaoli, S., Nissinen, A., & Kromhout, D. (2005). The 
contribution of self-rated health and depressive symptoms to disability severity as a predictor of ten year mortality 
in European elderly men. American Journal of Public Health, 95(11), 2029–2034. doi: 10.2105/AJPH.2004.050914 
34 Ferraro KF, Farmer MM & Wybraniec JA. (1997). Health trajectories: Long-term dynamics among black and 
white adults. Journal of Health and Social Behavior, 38(1), 38–54. Retrieved from: http://www.jstor.org 
35 Heistaro S, Jousilahti P, Lahelma E, Vartiainen E & Puska P. (2001). Self rated health and mortality: A long term 
prospective atudy in eastern Finland. Journal of Epidemiology and Community Health, 55(4), 227–232. doi: 
10.1136/jech.55.4.227 
36 Wolinsky, F. D., Stump, T. E., & Johnson, R.  J. (1995). Hospital utilization profiles among older adults over time: 
Consistency and volume among survivors and decedents. Journal of Gerontology, Series B: Psychological Sciences, 50(2), 
S88–S100. doi: 10.1093/geronb/50B.2.S88 
37 Dening, T., Chi, L. Y., Brayne, C., Huppert, F. A., Paykel, E. S., & O’Connor, D. W. (1998). Changes in self-rated 
health, disability and contact with services in a very elderly cohort: A 6 year follow-up study. Age and Ageing, 27(1), 
23–33. doi: 10.1093/ageing/27.1.23 
38 Deaton A. (2008). Income, aging, health and wellbeing around the world: Evidence from the Gallup World Poll. 
Journal of Economic Perspectives, 22(2), 53–72. doi: 10.1257/jep.22.2.53 
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middle age (Figure 12). 
 
How Canadians view their health has changed dramatically over the years. The proportion of 
Canadians who view their health as excellent or very good declined steadily between 
1998/1999 and 2003, and increased slightly in 2005 and beyond. The same trend could be seen 
for both sexes, although the share of men reporting high levels of health declined more over 
this period than it did for women, contributing to a diminishing gender gap in self-rated health.  
 
Gender and age patterns are also evident when considering “functional” measures of health; in 
other words, measures that take into account how well one could carry out the necessary 
tasks of daily life. The Health Utility Index (HUI) is a measure that summarizes how well people 
are able to carry out their daily tasks given their performance or abilities in eight key areas: 
vision, hearing, speech, mobility (ability to get around), dexterity (use of hands and fingers), 
emotion (feelings), cognition (memory and thinking), and pain and discomfort. The HUI was 
developed at McMaster University’s Centre for Health Economics and Policy Analysis and is 
based on the Comprehensive Health Status Measurement System (CHSMS).39 In 2005, more 
women than men (19.1% compared to 16.2%) reported scores in the Healthy Utility Index that 
indicate moderate to severe limitations in carrying out their daily tasks independently. Just as 
self-rated health drops with age, more adults report functional health problems as they get 
older. Canadians 65 years and older were more than twice as likely as young adults to report 
moderate to severe limitations in functional health (Figure 13).  
 
After a drop in positive expressions of self-reported health in 
2000/2001 and 2003, self-rated health bounced back slightly in 
2005, with some small improvements again in 2009. In 2009, 
however, fewer Canadians rated their health as being high 
than during the 1990s. Canadian men in 2009 were almost 7% 
less likely to report very good or excellent health than were 
men in 1998; for Canadian women the difference was about 3%.  It is not known what caused 
the drop in the early part of this decade, although the Time Use Domain Report of the CIW 
noted an increase between 1992 and 2009 in non-standard work (which is known to be 
associated with increased stress and poorer health and wellbeing) and, between 1992 and 2005, 
increased ‘time-crunch’, again associated with stress and negative health outcomes. 
 
 
 

                                                 
39 For more a detailed description of the HUI tool, see, MacMaster University. (2006, February 6). Health Utilities 
Group/Health Utilities Index and quality-of-life. Retrieved from: http://www.fhs.mcmaster.ca/hug/ 

After several years of 
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Figure 11. Canadians who report their health as excellent or very good by sex, 
1994/1995–2009 

 
 
Sources: Statistics Canada CANSIM Tables 105-4022 and 105-0501.  
 
Concerns exist about sustained negative trends in both self-
rated and functional health of Canadian youth. Whereas over 
80.5% of 12–19 year olds reported excellent or very good 
health in 1998, only 68% did so in 2009—a lower share than 
young adults, aged 20–34 years (Figure 12). This trend is 
consistent with the patterns seen in the Health Utility Index, 
which shows a steadily increasing share of teenagers reporting moderate to severe functional 
health problems since 1996/1997. By 2005, 16.2% of 12–19 year old Canadian youth reported 
functional health problems, a figure that has more than doubled from 7.4% reporting functional 
health problems a decade prior. In recent years, Canadian teenagers have surpassed adults in 
the 20–44 age groups in terms of functional health problems (Figure 13).40 However, it is 
encouraging to note that 2005 data did not show a worsening of self-rated health or an increase 
in functional health problems for this age group; this suggests the health status of this 
population may be stabilizing, although it is too soon to know with any certainty.   
 
Looking more closely at the components of the HUI, there were two areas that showed 
important declines recently in the 12–19 age group (data not shown here, see data tables).41 
First, there was a notable drop in cognition (memory and thinking), where the percentage of 

                                                 
40 Trends in the HUI should be interpreted with caution as this indicator is highly variable between reporting 
periods and between provinces. 
41 Statistics Canada, National Population Health Survey (1994/1995–1998/1999) and Canadian Community Health 
Survey Public Use Microdata Files (2000/2001–2003).  
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youth with difficulties increased by 46% over a five year period (1996/1997-2000/2001). In 
1996/1997, 20.3% of youth reported one or more problems with cognition—a figure that 
increased to 29.6% in 2000/2001.42 The 2003 and 2005 CCHS cycles showed further declines in 
cognition for this age group, but it is unclear if the data for these years is nationally 
representative.43 Looking back to 1994/1995 data, however, 38% of teens reported troubles 
with cognition, which is about the same as the (historic low) rate reported in 2005. It is difficult 
to surmise what has caused these fluctuations. Second, fewer youth are rating their emotional 
wellbeing positively.44 In 2005, 79% of youth said they were “happy and interested in life,” down 
from 83% in 1996: a finding consistent with the higher rates of depression reported by this age 
group over the same time period (refer to “Mental Health” section). However this still marks 
an improvement from the (historic low) rate of 71% reported in 1994/1995. Overall, the 
proportion of youth reporting optimal hearing, speech, mobility, and dexterity remained 
remarkably stable from 1994/1995 to 2003. There were small increases and decreases in vision 
troubles and pain and discomfort reported by Canadians 12–19 across this time period. 
 
There is no clear explanation for the drop in self-rated health among teenagers and the rise in 
functional health problems, but the literature does point to some potential factors. Studies have 
reported that adolescent perceptions of health are framed not only by their physical health 
status, but also by personal, socio-environmental, behavioural and psychological factors. Specifically, 
health problems, disability, low self-confidence, body image, female status, lower income, smoking, and 
higher BMI were associated with lower self-rated health. 45,46 In contrast, youth who feel nurtured by 
their parents and engaged in their school and in their community report better health outcomes (higher 
self-rated health and self-worth, and lower anxiety levels.47 However, it is important to also consider 

                                                 
42 Respondents were categorized as having: no cognitive problems; a little difficulty thinking; being somewhat 
forgetful; being somewhat forgetful and having difficulties thinking; being very forgetful and great difficulty thinking; 
or being unable to remember or to think. One possible explanation is that over the same time period there has 
been an increase in awareness and diagnosis of ADHD (attention deficit and hyperactivity disorder) amongst 
children. Scheffler et al. (2007) found that the global use of ADHD medications increased 274% from 1993 to 
2003; Canada was among the highest users. (Scheffler, R. M., Hinshaw, S. P., Modrek, S., & Levine, P. (2007). The 
global market for ADHD medications. Health Affairs 26(2), 450–457. doi: 10.1377/hlthaff.26.2.450). We caution that 
this is only one possible explanation. 
43 31.1% of youth aged 12–19 reported problems with cognition in 2003 and 38.8% reported the same in 2005. 
However, a major limitation of the 2003 HUI data is that the index became an optional module in CCHS 2.1 
(2003) and only five provinces “opted-in.” These included Newfoundland/Labrador, Prince Edward Island, Nova 
Scotia, New Brunswick, and Quebec. Nonetheless, the 2003 figure is consistent with the upward trend observed 
since 1998/1999 for moderate-to-severe functional health problems in the 12–19 age group. HUI data from CCHS 
3.1 (2005) is even less generalizable since British Columbia was the only region to participate in this optional 
module. 
44 Respondents were asked if they were: happy and interested in life; somewhat happy; somewhat unhappy; very 
unhappy; or so unhappy that life is not worthwhile. 
45 King, A. J. C., Boyce, W. F., & King, M. A. (1999). Trends in the health of Canadian youth. Ottawa: Health Canada. 
Retrieved from: http://www.phac-aspc.gc.ca/dca-dea/7-18yrs-ans/trends_e.html 
46 Vingilis, E. R., Wade, T. J., & Seeley, J. S. (2002). Predictors of adolescent self-rated health: analysis of the 
National Population Health Survey. Canadian Journal of Public Health, 93(3), 193─197. Retrieved from: 
http://proquest.umi.com/pqdweb 
47 Canadian Population Health Initiative. (2005). Improving the health of young Canadians. Ottawa: Canadian Institute 
for Health Information. Retrieved from: 
http://www.cihi.ca/cihiweb/dispPage.jsp?cw_page=PG_380_E&cw_topic=380&cw_rel=AR_1217_E#full 
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the broader determinants of health. Findings in the Living Standards Domain point to greater 
economic insecurity among young Canadians (aged 15–24) resulting from a combination of 
more low-paid jobs and growing student loan debt. At the same time, the number of lone-
parent families in Canada has steadily grown, and these families are at much higher risk for 
poverty. In 2007, one in ten Canadian children lived in poverty, only a slight improvement since 
the government’s call in 1989 to eliminate child poverty by 2000.48 Risk factors for child poverty 
include: living in a female lone-parent family; being Aboriginal; having recently immigrated to 
Canada; or having a child with a disability in the family. Poorer health outcomes may be linked 
to this economic insecurity. Figure 14 illustrates how self-rated health increases by income level 
for youth as well as adults. Youth living in higher income households also fared better on a 
number of indicators than those living in households with low incomes. High-income youth had 
lower diabetes and asthma rates, were more likely to be physically active and to have a regular 
medical doctor, and were more often satisfied with health care services received. 
 

                                                 
48 Campaign 2000. (2009). 2009 Report card on child and family poverty in Canada: 1989–2009. Retrieved from: 
http://www.campaign2000.ca/reportCards/national/2009EnglishC2000NationalReportCard.pdf 
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Figure 12. Canadians who report their health as excellent or very good by age 
group, 1994/1995–2009 

 
 
Sources: Statistics Canada CANSIM Tables 104-0022, 105-0022 and 105-0501.  
 
 
Figure 13.  Percent with moderate or severe functional health problems by age 
group, Canada, 1994/1995–2005 

 
 
Sources: Statistics Canada CANSIM Tables 104-0013, 105-0013 and 105-0501. 
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A substantial income and education gradient can be observed 
for self-rated health, similar to those observed for mortality, 
health-adjusted life expectancy, and other objective health 
measures.49 Canadians with higher levels of education and 
more income are consistently more likely to report excellent 
or very good health. One Canadian study following individuals 
from 1994/1995 to 1998/1999 found a consistent and strong association between self-rated 
health and household income, even after controlling for baseline health status and other 
confounders.50 Moreover, with the exception of baseline health status, household income was 
the best predictor of future health status. The relationship between self-rated health and 
household income can be seen for both men and women and for all age groups (Figure 14). The 
gradient between income and self-rated health is steepest for the middle-aged Canadians. 
Canadians aged 45–64 in the highest income group are twice as likely as their counterparts in 
the lowest income bracket to report high levels of health. 
   
Figure 14. Canadians who report their health as excellent or very good by income 
(household) and age group, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
 
In the highest earning households (over $80,000 annually), 69.4% of men and 72.0% of women 
reported excellent or very good health in 2007/2008 (Figure 14). This compared to 39.3% of 
men and 40.3% of women in the lowest earning households (less than $20,000 annually). 
                                                 
49 Data on HALE by income tercile is available in CANSIM Table 102-0121 or in the data files prepared for this 
Report available on request from the Canadian Index of Wellbeing. 
50 McLeod, C. B., Lavis, J. N., Mustard, C. A., & Stoddart, G. L. (2003). Income inequality, household income, and 
health status in Canada: a prospective cohort study. American Journal of Public Health, 93(8), 1287–93. doi: 
10.2105/AJPH.93.8.1287  
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Although differences between men and women are not large, women are more likely than men 
to report better health as household income rises above $40,000. In the highest earning 
households, the share of women reporting very good or excellent health is more than three 
percentage points greater than for men. Education levels show more pronounced gender 
effects. Figure 16 shows that at lower levels of education a larger percent of men rate their 
health as excellent or very good, but that among post-secondary graduates more women rate 
their health as excellent or very good. 
 
Figure 15. Canadians who report their health as excellent or very good by income 
(household) and sex, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
 
As with income, a higher level of education helps close the gap 
between Canadian males and females reporting their health as 
excellent or very good (Figure 16). When compared to men, 
fewer women at the lowest education levels report positive 
self-rated health. This difference, however, disappears among 
post-secondary graduates. Over 64% of men and women 
graduating from post-secondary school reported excellent or very good health, compared to 
51.6% of men and 47.8% of women with less than high school graduation.  
 

A pattern is clearly evident between education and self-rated health and for all age groups. 
While more education (graduating from post-secondary school level) clearly confers positive 
self-rated health for all age groups above 20 years, the greatest benefit on positive self-rated 
health is seen for the age group 45-64 years (Figure 17).  

The gender gap in self-
reported health closes 
as women’s education 
rises and their 



30 
 

Figure 16. Canadians who report their health as excellent or very good by 
education level and sex, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
 
Figure 17. Canadians who report their health as excellent or very good by 
education level and age group, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
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The national decline in positive health ratings in 2000/2001 and 2003 was shared across all 
provinces (Figure 18). While rebounding somewhat for some provinces and territories in 2005, 
and with notable fluctuations in areas with small samples such as Yukon, the Northwest 
Territories and Nunavut, the overall trend for all parts of Canada has been for a slow decline in 
self-rated health since a peak in the late 1990s.51 
 
Provincial patterns in Canadians’ perceptions of their health 
differ somewhat from the provincial patterns seen for 
mortality rates. Until 2003, Newfoundlanders and Prince 
Edward Islanders were the most likely to report perceptions 
of positive health of any Canadians, despite having amongst the 
lowest life expectancies of all the provinces as well as 
relatively high infant mortality rates. In fact, in 2003 fully two-thirds of Newfoundlanders 
declared themselves in excellent or very good health—the highest of all provinces and almost 
six percentage points greater than that reported by British Columbians, who have the longest 
life expectancy and lowest infant mortality rates. This positive perception is not shared by the 
other two Atlantic provinces suggesting an explanation that perhaps relates to the unique 
cultures and social structures of the two island provinces. In New Brunswick, by contrast, 
barely half of respondents reported positive health in 2003—the lowest share of all the 
provinces. Those who declare positive health in New Brunswick have jumped about five 
percentage points since 2005 however, whereas the share of Newfoundlanders who report 
positive health continued to slide since 2005. People in Prince Edward Island still topped the 
self-rated health charts for Canada, followed by Alberta, Ontario and Quebec. British 
Columbians are still in the bottom half of the pack.  

                                                 
51 A 2006 report from Saskatchewan (Saskatchewan Health. Population Health Branch. Winquist, B., & Osei, W. 
(2006, November). Global health indicators for Saskatchewan Regional Health Authorities, 2006. Regina, SK: Population 
Health Branch, Saskatchewan Health. Retrieved from: http://www.health.gov.sk.ca/health-indicators-saskatchewan-
rhas) found that self-rated health as “excellent or very good” ranged from 47.6 to 63.7 across health regions in 
2003, illustrating how one indicator can vary quite dramatically even within one province. The challenge is trying to 
explain these variations with some degree of confidence, and is one that lies beyond the remit of this descriptive 
Report. 
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Figure 18. Canadians who report their health as excellent or very good by province and territory, age-standardized, 
1994/1995–2009 

 
 
Sources: Statistics Canada CANSIM Tables 105-4022 and 105-0502. 
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Spiritual Health52 
 
Spirituality as it relates to health and wellbeing has received renewed interest in recent years. 
The WHO added “spiritual wellbeing” to its definition of health in 1998, and an emergent 
interest in spiritual health or spirituality can be seen in the health literature. The importance  of 
spiritual health is  seen in the nursing literature as it relates to healing or caring for the ill, and, 
more broadly, a growing body of evidence supports a link between spirituality and health-
related physiological processes, including cardiovascular, neuroendocrine, and immune 
function.53 Spiritual meditation, for instance, has been shown to be an effective way of reducing 
stress, lowering blood pressure, improving pain tolerance, and fostering relaxation over-and-
above secular meditation techniques.54 In daily life, spiritual practices may aid people through 
promoting a positive effect, coping with stress, creating a sense of meaning,  and influencing 
positive lifestyle choices.55 In general, spirituality is believed to enhance wellbeing and health 
outcomes through the body-mind interaction, a recognition that has supported national health 
policies in some countries, such as Sri Lanka’s inclusion of spiritual wellbeing in their national 
“Strategy for a healthier nation—2003” and made spiritual health a research priority for the 
National Health Research Council of Sri Lanka.56 Accordingly, spirituality, and specifically 
religious involvement, may be associated with better mental health outcomes.  
 
Defining and operationalizing the concept of spirituality, 
however, is extremely complex. Spirituality can be defined as 
an “inner sense of something greater than oneself”57 or “a 
personal quest for understanding answers to ultimate 
questions about life, about meaning, and about relationship 
with the sacred.”58 Spirit may be seen as one aspect of a whole 
person: mind/body/spirit. Religion, meanwhile, may be only one of many potential ways of 
understanding and expressing the personal experience of spirituality; not all people with a 
spiritual nature will necessarily claim to be religious. Thus, while the Healthy Populations Domain 
                                                 
52 Members of the CIW’s past management and scientific committees recommended inclusion of this subdomain, 
though not with complete consensus. Some, though by no means all, of the external reviewers of the Healthy 
Populations Domain recommended that it be deleted. We include it in this version of the Report, and believe this 
should be a Board decision. 
53Seeman, T. E., Dubin,  L. F., & Seeman, M. (2003). Religiosity/spirituality and health. A critical review of the 
evidence for biological pathways.  American Psychologist, 58(1), 53–63. Retrieved from: http://ovidsp.ovid.com 
54 Wachholtz, A. B., & Pargament, K. I. (2005). Is spirituality a critical ingredient of meditation? Comparing the 
effects of spiritual meditation, secular meditation, and relaxation of spiritual, psychological, cardiac and pain 
outcomes. Journal of Behavioral Medicine, 28(4), 369–384. doi: 10.1007/s10865-005-9008-5  
55 Holt, C. L., Lewellyn,  L. A., & Rathweg, M. J.  (2005). Exploring religion-health mediators among African 
American parishioners.  Journal of Health Psychology, 10(4):511–527. doi: 10.1177/1359105305053416   
56 Epa, S. S. (2003). Spiritual health. Ceylon Medical Journal, 48(4), 112–113. Retrieved from: 
http://www.cmj.slma.lk/cmj4804/cmj4804.pdf 
57 Goldrosen, M. H. & Straus, S. E. (2004, November). Complementary and alternative medicine: Assessing the 
evidence for immunological benefits. Nature Reviews Immunology. 4, 912–921. Retrieved from: 
http://www.nature.com/nri/journal/v4/n11/pdf/nri1486.pdf  
58 Moreira-Almeida, A., & Koenig, H. G. (2006). Retaining the meaning of the words religiousness and spirituality: A 
commentary on the WHOQOL SRPB group cross-cultural study of spirituality, religion, and personal beliefs as 
components of quality of life (2005;62:1486–1487). Social Science and Medicine, 63(4), 843–845. 
doi:10.1016/j.socscimed.2006.03.001 

While the Population 
Health Domain 
recognizes spiritual 
health as a potentially 
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recognizes spiritual health as a potentially important indicator, it also cautions that 
understandings of the link between spirituality and health and wellbeing are not only in the early 
stages,59 but will likely remain in secularized Western nations such as Canada.   
 
Canada’s national health surveys have made some attempts to include questions pertaining to 
spirituality and religiosity (although inconsistently). The NPHS included questions about 
religious attendance in the common content in 1994/1995, and it asked about both spirituality 
and religious attendance in 1996/1997. The CCHS included spiritual values60 as an optional 
content module in 2000/2001, however only six health service areas within Saskatchewan 
participated. No provinces or territories selected this optional module in the 2003 or 2005 
cycle of the CCHS. In 2007/2008, both Saskatchewan and Nunavut selected this optional 
module. 
 
While the lack of participation (in the CCHS) limits the generalizability of information relating 
to spiritual values, there were some interesting findings. The CCHS (2000/2001) found 
noticeable gender differences in reported spirituality. Females, on average, were much more 
likely than males to rate spirituality as being important in their lives (75.4% and 59.5%, 
respectively) and to say they attended a religious ceremony at least once per month (45.7% as 
compared to 39.6%, respectively). Spirituality did not necessarily translate into religious 
attendance. While 67.6% of respondents in Saskatchewan said that spirituality played an 
important role in their lives, a smaller percentage (42.9%) reported regular attendance (at least 
once per month) at religious ceremonies. The importance of spiritual values and regular 
attendance at religious services generally increased with age, with the exception of the youngest 
age group where religious ceremonial attendance was second only to the age group 65 years 
and older (Figures 18 and 19).  
 

                                                 
59 One of the Domain authors (RL), for example, is not certain how the quest to include spirituality within the 
conceptual mapping of health differs from an understanding of individuals’ self-appraisal of how meaningful or 
purposeful they find their lives.  
60 Questions regarding the role of spirituality in the respondent’s life included: religious service attendance in past 
12 months (aside from special occasions, such as weddings); role of spirituality in life; and self-perception of 
religious and spiritual identity.   



35 
 

Figure 19.  Percent of people who attended regular religious ceremonies once per 
month or more by age group, Saskatchewan, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
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Figure 20.  Percent of people (select provinces and territories) who said that 
spiritual values are important in their life by age group, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
 
Going back to national data from the 1996 NPHS, 68% of Canadians agreed that spiritual values 
and faith played an important role in their life and 66% saw themselves as being very or 
moderately religious/spiritual. In terms of organizational spirituality, 34% of Canadians attended 
religious services at least once per month (slightly lower than the Saskatchewan rate of 42.9% 
in 2007). Provincial differences were also observed in the 1996 NPHS, with 58% of BC 
respondents saying that spiritual values and faith played an important role in their lives and 73% 
of Prince Edward Islanders saying the same; these two provinces consistently marked the lows 
and highs for all questions relating to spiritual values and religious attendance. Although being 
involved with a religious organization is not necessarily the same as expressing importance in 
spiritual values, the Community Vitality Domain Report noted that voluntary participation in 
charitable service (one of the positive indicators of community vitality) was more likely with 
people who were active in religious organizations. 
 
 
 

4.  Physical Health Conditions: Enduring and Emerging Concerns  
 
Among the most widespread of personal risks to Canadians’ physical health are chronic 
conditions related to lifestyle and diet. Diabetes was selected as a core indicator of physical 
health because it is closely linked to other conditions, including obesity, high blood pressure 
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and cardiovascular disease. Birth weight and asthma are also considered here, the former a key 
indicator of subsequent health problems and the latter a key indicator linked to environmental 
and indoor air quality.  
 
 
Diabetes 
 
Diabetes is a serious health condition that increases the risk of acquiring other health problems 
such as heart disease, blindness and kidney failure. Of great importance is the fact that type-2 
diabetes is largely preventable. Data from the Nurses’ Health Study suggest that 90% of 
diabetes can be prevented by improved nutrition, exercise and a healthy weight.61 Excess 
weight, however, is the single most important causal factor for diabetes.62 Therefore observed 
increases in obesity rates in Canada (described below) will have a critical impact on the 
incidence of diabetes and related diseases.     
 
Among both sexes, the prevalence of diabetes has steadily 
increased (Figure 21). In 2009, an estimated one in 20 
Canadians (6%) over the age of 12 reported that they have 
diabetes.63,64 Slightly fewer women had diabetes than men, 
5.3% and 6.6% respectively. The largest proportional increases 
in diabetes occurred in the 35 and over age groups (Figure 
22), although rates in persons under 65 years declined slightly between 2008 and 2009. 
Whether this marks the beginning of a new trend remains to be seen. The share of Canadians 
with diabetes increases steadily with age. Among Canadians over 65 years, 18.1% have diabetes, 
compared to just 2.4% in the 35 to 44 age group and 0.7% or less in the 20 to 34 age group. 
(These prevalence figures overstate the age-effect, because older Canadians may have 
developed the disease at an earlier stage in life.) 

                                                 
61 Hu, F. B., Manson, J. E., Stampfer, M. J., Colditz, G., Liu, S., Solomon, C. G, . . . Willett, W. C. (2001). Diet, 
lifestyle, and the risk of type 2 diabetes mellitus in women. New England Journal of Medicine, 345(11), 790–797. 
Retrieved from: http://www.nejm.org/doi/full/10.1056/NEJMoa010492  
62 For a review of research to date, see, Harvard School of Public Health. Department of Nutrition. (2010). The 
nutrition source: Preventing diabetes. Retrieved from: http://www.hsph.harvard.edu/nutritionsource/more/type-2-
diabetes/  
63 Prevalence rates reported here are likely underestimates due to the exclusion of Aboriginal and institutional 
populations from the surveys from which data were extracted for the report, both of which have higher rates of 
diabetes. In addition, there is an unknown proportion of Canadians with undiagnosed diabetes.   
64 Diabetes data here does not distinguish between type-1 and type-2 diabetes.   

Diabetes prevalence 
continues to rise, with 
the greatest increase 
in the 35 and over age 
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Figure 21.  Percent of Canadians having diabetes by sex, 1994/1995–2009 

 
 
Sources: Statistics Canada CANSIM Tables 104-0011, 105-0011 and 105-0501. 
 
 
Figure 22.  Percent of Canadians having diabetes by age group, 1994/1995–2009 

 
 
Sources: Statistics Canada CANSIM Tables 104-0011, 105-0011 and 105-0501. 
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Income and education, even at relatively low levels, have a 
marked protective effect for diabetes (Figures 23 to 26). 
While this is true for both sexes, the effect is greater for 
women. A larger share of Canadian women (8.3%) than men 
(7.6%) with less than high school completion were diabetic in 
2007, but among those who had completed high school, the 
same percentage of women and men had the condition (5.7% and 5.6% respectively). Whereas 
graduating with a post-secondary degree further reduced the share of women with diabetes to 
3.9%, for men the prevalence of diabetes increased to 6%. Similarly, diabetes was reported by a 
far smaller proportion of women and men in households with high incomes than with low 
incomes. In households with over $80,000 in earnings, the share of women with diabetes was 
less than a quarter of that in households with incomes less than $20,000. For men it was about 
a third.65 Even amongst the population over 65 years of age (which has the highest prevalence 
of all age groups) those in households earning over $80,000 had only half the prevalence of 
those in households with incomes less than $20,000 (Figure 25).  
 
Figure 23. Percent of Canadians having diabetes by income (household) and sex, 
2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
 
 
 

                                                 
65 There are many plausible and evidence-informed reasons for why income and education have a health-protective 
effect. These include: better health knowledge; more access to resources aiding healthier choices (especially 
regarding food) or effective management and treatment of health risks; greater perceived control; financial 
security; stronger social networks; and less exposure to environmental or occupation hazards. 

Increase in diabetes 
prevalence has been 
greatest in the 35 and 
over age groups. 
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Figure 24. Percent of Canadians having diabetes by education level and sex, 
2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
 
 
Figure 25. Percent of Canadians having diabetes by income (household) and age 
group, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
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Figure 26. Percent of Canadians having diabetes by education level and age group, 
2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
   
Diabetes is far more prevalent among Aboriginal people than 
in the general population. In 2001, 11% of adults on selected 
reserves reported diabetes—more than three times the level 
among the general population with the same age distribution.66 
Among First Nations peoples living off-reserve, the prevalence 
of diabetes was over 8%.   
 
Turning to the provincial distribution, in 2009, diabetes prevalence ranged between 8.1% in 
Newfoundland and 4.2% in the Yukon.67 These two provinces have consistently marked the high 
and low extremes within Canada. Diabetes prevalence has increased in all provinces since the 
late 1990s (Figure 27). The greatest proportionate increase was New Brunswick, where 
diabetes increased by 57% percent from 2.8% in 1994/1995 to 6.6% in 2009. The other 
Maritime provinces, with the exception of Prince Edward Island, were also above the Canadian 
average, as was Ontario in the last two periods (2007 and 2009). Although levels of diabetes 
remain under the national average in the Territories, they have increased faster there than 
elsewhere—by more than two-fold since 1998 in the Northwest Territories.   

                                                 
66 Statistics Canada. (2004, November). Aboriginal Peoples Survey 2001. In, A Profile of Canada’s North American 
Indian population with legal Indian status. Retrieved from:  http://www.aboriginalroundtable.ca/sect/hlth/index_e.html. 
Note that not all reserves participated in the Aboriginal Peoples Survey.  
67 Age-standardized data was not available for diabetes rates.   

Diabetes is far more 
prevalent among 
Aboriginal people than 
in the general 
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Figure 27. Percent of Canadians having diabetes by province and territory, 1994/1995–200968 

 
 
Sources: Statistics Canada CANSIM Tables 104-0011, 104-5011, 105-0011 and 105-0501. 

                                                 
68 Data were not available for Nunavut (except for in 2000/2001 and 2009). 
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Obesity 
 
Obesity is a growing health concern for Canadians of all ages. As its prevalence rises, so do the 
health challenges it poses. Obesity is linked to a number of chronic health conditions including 
diabetes, high blood pressure, asthma, heart disease and cancer. The Framingham Heart Study 
found that being obese or overweight can lead to dramatic reductions in life expectancy—
between three and seven years for non-smokers and more than 13 years for obese smokers as 
compared to normal-weight smokers.69 A Canadian study revealed that the population-
attributable risk of death in 20 to 64 year olds associated with obesity and being overweight 
increased from 5.1% in 1985 to 9.3% in 2000.70 
 
The share of Canadians considered obese has increased 
steadily over the past decade, from 12.7% in 1994/1995 to 
17.9% in 2009 (Figure 28).71 Going back further in time, self-
reported data from the Health Promotion Survey found that 
5.6% of Canadians had a body mass index greater than 30 
(threshold at which obesity is usually defined) in 1985 and 
9.2% in 1990.72 Overall, this represents close to a threefold increase in the prevalence of 
obesity over the past two decades. Obesity is currently more common among men than 
women, and has increased more rapidly among men since 1994/1995, when women and men 
were equally likely to be obese.  
 
Reports of obesity prevalence customarily are likely to be affected by biases in the self-
reporting of height and weight. In general, people tend to under-report their weight and BMI, 
and over-report their height, although the magnitude of the trend varies by age and sex.73 Self-
reports from older people are less reliable,74 and men are more likely to over-report their 
height than women.75 Surveys that directly measures height and weight, rather than rely on self-
reports, gets around these biases, but these direct measures surveys at the population level are 
not common. The recent Canadian Health Measures Survey – a representative survey 
conducted from March 2007 to February 2009 – found that 24% of Canadian adults were 

                                                 
69 Peeters, A., Barendregt, J. J., Willekens, F., Mackenbach, J. P., Mamum, A. A., & Bonneux, L. (2003). Obesity in 
adulthood and its consequences for life expectancy: A life-table analysis. Annals of Internal Medicine, 138(1), 24–33. 
Retrieved from: http://www.annals.org/content/138/1/24.full 
70Katzmarzyk, P. T., & Ardern, C. I. (2004). Overweight and obesity mortality trends in Canada, 1985–2000. 
Canadian Journal of Public Health, 95(1), 16–20. Retrieved from: http://proquest.umi.com/pqdweb   
71 Excluding pregnant women.   
72 Katzmarzyk, P. T. (2002). The Canadian obesity epidemic, 1985–1998. Canadian Medical Association Journal, 166 
(8), 1039–1040. Retrieved from: http://www.canadianmedicaljournal.ca/cgi/content/full/166/8/1039  
73 Gorber, S. C., Tremblay, M., Moher, D. & Gorber, B. (2007). A comparison of direct vs. self-report measures for 
assessing height, weight and body mass index: a systematic review. Obesity Reviews, 8(4), 307–326. doi: 
10.1111/j.1467-789X.2007.00347.x 
74 Kuczmarski, M. F., Muczmarski, R. J., & Najjar, M. (2001). Effects of age on validity of self-reported high, weight, 
and body mass index: findings from the third National Health and Nutritional Examination Survey, 1988–1994. 
Journal of the American Dietetic Association, 101(1), 28–34. doi: 10.1016/S0002-8223(01)00008-6 
75DelPrete, L. R., Caldwell, M., English, C., Banspach, S. W. & Lefebvre, C. (1992). Self-reported and measured 
weights and heights of participants in community-based weight loss programs. Journal of the American Dietetic 
Association, 92(12), 1483–1486. Retrieved from: http://find.galegroup.com/gps 

Obesity rates have 
increased threefold in 
the past two decades; 
the rise has been 
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obese. This is consistent a study that found that the obesity rate in 2005 was 7.4% greater when 
based on measured height and weight (as opposed to self-reported height and weight).76  
 
Figure 28. Canadians (18 years and older) with a body mass index 30 or higher by 
sex, 1994/1995–200977 

 
 
Sources: Statistics Canada CANSIM Tables 105-4009 and 205-0502. 
 
The relationship between obesity and gender is complex. Research looking at the relationship 
between socioeconomic status and obesity has shown that obesity prevalence increases as 
socioeconomic status decreases among women, whereas no consistent relationships have been 
identified for men and children.78 Alternatively, one study found that the rate of overweight and 
obesity among men increased with income.79 One possible explanation is that men of lower 

                                                 
76 Shields, M., Gorber, S. C., & Tremblay, M. (2008, June). Estimates of obesity based on self-report versus direct 
measures. Health Reports, 19(2), 61–76.  Retrieved from: http://www.statcan.gc.ca/bsolc/olc-cel/olc-
cel?lang=eng&catno=82-003-X200800210569 
77 Note that CANSIM Table 104-0007 provided data for age group 18-34 year olds, while Table 105-0501 provided 
data for 20-34 year olds. The difference in the lower age cut-off is not great, and when trends are commented 
upon that combine both data groups, the age category is referred to simply as 18/20-34. 
78 See, Raine, K. D. (2004, August). Overweight and obesity in Canada: A population health perspective. Ottawa, ON: 
Canadian Institute of Health Information. Retrieved from: 
http://www.cihi.ca/cihiweb/dispPage.jsp?cw_page=GR_1130_E. Moreover, a recent study using five cycles of data 
from the Canadian National Longitudinal Survey of Children and Youth found that there appear to be 
neighbourhood level effects that predict overweight or obesity independently of family income or education. Most 
“poor” neighbourhoods were associated with increasing body mass index percentiles over time, compared to 
“middle” income neighbourhoods, suggesting that ecological factors of disadvantage contribute to 
overweight/obesity. See, Oliver, L. N. & Hayes, M. (2008). Effects of neighbourhood income on reported body 
mass index: An eight year longitudinal study of Canadian children. BMC Public Health, 8(16). doi: 10.1186/1471-
2458-8-16 
79 Tjepkema, M., & Shields, M. (2005, July 6). Adult obesity in Canada: Measured height and weight. Nutrition: 
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income levels work in more physically demanding jobs that may offset their risk for obesity. 
Socioeconomic gradients are also visible in the data presented below.  
 
Both males and females who had graduated from a post-
secondary institution had lower rates of obesity compared to 
those who had not graduated from high school. Obesity rates 
were about two percentage points higher for those not 
graduating from high school compared to those graduating 
from college or university. In terms of obesity and income, 
rates fall noticeably in women as the household income increases, but this positive effect of 
higher income was not visible for men (Figure 30). Interestingly, the proportion of men who are 
overweight increased with income; the opposite was seen for women (Figures 31 and 32). The 
proportion of overweight males was approximately 12% greater in the highest income bracket 
than in the lowest. The proportion of Canadian males who are overweight also increased 
slightly with education (Figure 33). In women, on the other hand, the occurrence of obesity or 
being overweight tended to fall as education rose (Figure 34). 
 
Figure 29. Canadians with a body mass index 30 or higher by education level and 
sex, 2007/2008  

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 

                                                                                                                                                             
Findings from the Canadian Community Health Survey, 1(Cat. no. 82-620-MWE2005001). Retrieved from: 
http://www.statcan.gc.ca/bsolc/olc-cel/olc-cel?catno=82-620-M&CHROPG=1&lang=eng 

Obesity rates fall as 
education rises; for 
women, rates also fall 
as household income 
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Figure 30. Canadians with a body mass index 30 or higher by income (household) 
and sex, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
 
 
Figure 31. Canadians who are overweight or obese by income (household), males, 
2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
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Figure 32. Canadians who are overweight or obese by income (household), females, 
2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
 
 
Figure 33. Canadians who are overweight or obese by education level, males, 
2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
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Figure 34. Canadians who are overweight or obese by education level, females, 
2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
 
Since 1994/1995, levels of obesity have increased among all 
age groups and in all provinces and territories. Obesity is most 
prevalent among middle-aged Canadians (45–64 years of age) 
and least prevalent in the youngest age group (Figure 34). 
British Columbia has consistently had the lowest rates of 
obesity. Nunavut, the Northwest Territories, New Brunswick 
and Newfoundland have had the highest obesity rates in the country in recent years, 
representing a dramatic change for Nunavut, which had the lowest rates in 1996/1997 and 
1998/1999 (Figure 36). The equally dramatic drop in rates in Nunavut and surge in rates in the 
Yukon in 2007, together with the high year to year variance in all three northern territories, is 
likely due to the smaller population and sample size. Thus, it is not possible to determine with 
any certainty if their generally high and upwards obesity trends are stable or episodic. 

Obesity is most 
prevalent among 
middle-aged 
Canadians. 
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Figure 35. Canadians (18 year and older) with a body mass index of 30 or higher by 
age group, 1994/1995–2009 

 
 
Sources: Statistics Canada CANSIM Tables 104-0007, 105-0007 and 105-0501. 
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Figure 36. Canadians (18 years and older) with a body mass index of 30 or higher by province and territory, age-
standardized, 1994/1995–2009 

 
 
Sources: Statistics Canada CANSIM Tables 104-4009 and 105-0501. 
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Despite the increases in diabetes and obesity—both good markers of poor dietary patterns and 
physical inactivity, and all four being risk factors for heart disease and some cancers—
proportionately fewer Canadians are developing, and fewer deaths are attributed to, heart 
disease. Hospitalization rates declined for all major cardiovascular diseases between 1994 and 
2003 (age-standardized).80 The number of hospitalized cases due to cardiovascular diseases as 
well as the rate has declined, except for heart attacks (acute myocardial infarction), which 
increased in number during this period. Although cardiovascular disease continues to be one of 
the leading causes of hospitalization among Canadians, accounting for 17% of hospitalizations in 
2003-200481, improved treatment as well as prevention has reduced mortality rates. Deaths due 
to heart disease have fallen steadily for men and women, with a decline of 25% over the past 10 
years and 50% over the past 20 years.82 Modern cardiological treatments have contributed 
between 25% and 50% to this reduction, with 50% to 75% due to prevention efforts to reduce 
population risk factors (smoking, hypertension and cholesterol).83 Advances in these areas are 
so far offsetting increased risk factors for heart disease arising from diabetes, but US data 
suggest much smaller declines in heart disease mortality for diabetic men and increased 
mortality rates for diabetic women over the past 30 years.84 These treatment and prevention 
advances are also not without costs to the public health care system, and can represent 
opportunity costs (i.e. money not spent) elsewhere in public health, or in important health 
determinants that are the subject of other Canadian Index of Wellbeing Domain reports. 
 
 
Low Birth Weight 
 
A healthy birth weight is a key determinant of infant survival, health, and development. Low 
birth weight infants (less than 2500 grams) are much more likely to die during their first month 
of life than are infants of normal birth weight. Low birth weight is therefore linked to infant 
mortality—another key population health indicator.85 
 

                                                 
80 Heart and Stroke Foundation of Canada. 2006. Tipping the scales of progress: heart and stroke disease in Canada 
2006. Ottawa: Heart and Stroke Foundation of Canada. Retreived from: 
http://www.heartandstroke.com/atf/cf/%7B99452D8B-E7F1-4BD6-A57D-
B136CE6C95BF%7D/Tipping_the_Scales_new.pdf 
81 Ibid. 
82 Heart and Stroke Foundation of Canada. (2010). Home: News: Statistics: Heart disease: Decline of cardiovascular 
disease. Retrieved from: http://www.heartandstroke.com/site/c.ikIQLcMWJtE/b.3483991/k.34A8/Statistics.htm 
83 Unal, B., Critchley, A., & Capewell, S. (2005). Modelling the decline in coronary heart disease deaths in England 
and Wales, 1981–2000: Comparing contributions from primary and secondary prevention. British Medical Journal, 
331(7517), 614–617. doi: 10.1136/bmj.38561.633345.8F 
84 Gu, K., Cowi,e C., Harris, M. (1999). Diabetes and decline in heart disease mortality in US adults. Journal of the 
American Medical Association, 281(14),1291–1297. Retrieved from: http://jama.ama-
assn.org/cgi/content/full/281/14/1291 
85 Infant mortality rates are also affected by prenatal screening and pregnancy termination to an unknown extent.  
The potential magnitude of this impact will vary depending on the region.  Due to difficulties in standardizing this 
measure, a decision was made to omit infant mortality as a Healthy Populations Domain indicator.   
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In 2007, slightly over one in 20 infants (6%) were born weighing less than 2500 grams, the 
threshold commonly used to denote low birth weight.86 Girls are more likely to be born low-
weight than boys, although the difference in 2007 was not great (6.4% compared to 5.6%).  
 
The rate of low-weight births in Canada has varied between 5.5% and 6.0% since 1979, with no 
discernible trend. Similarly, there was no consistent pattern of variation among the provinces.87 
In 2007, Alberta had the highest rate of low-weight births (6.2%), and the Northwest 
Territories had the lowest, but this was not consistent over time. Nunavut had an unusually 
high rate of low-weight births in 2000/2001 (9.1%) and 2003 (8.0%), but in other years it was 
much closer to the Canadian average. Although rates of low birth weight babies were similar 
between First Nations and Canadian populations in 2000, there were almost twice as many 
First Nations babies who had high birth weights. 
 
 
Asthma 
 
The World Health Organization recognizes asthma as a serious public health concern affecting 
between 100 and 150 million people worldwide.88 In 2008, 8% of Canadians 12 and older had 
asthma, a rate that has been stable since 2001.89 
 
Asthma continues to be a major cause of hospitalization, particularly for Canadian children.90 In 
terms of its economic impact, one cost analysis by Krahn et al. (1996) estimated that between 
500 and 650 million dollars was spent on asthma in Canada in 1990.91 A more recent study of 
the total economic burden of asthma in Canada in 1998 estimated the total cost at over $1.1 
billion, including $101 million (hospitalization), $301 million (drug treatment), $69 million 
(mortality costs of asthma-caused fatal lung disease) and $680 million (morbidity costs of 
asthma-caused illness).92 
 

                                                 
86 Statistics Canada CANSIM Table 102-4509. 
87 Low birth weight as a population health indicator may be even more meaningful when it is disaggregated to 
smaller population and social groupings.   
88 Asthma Society of Canada. (2005, April). Asthma facts and statistics: Fact sheet N°1. Retrieved from: 
http://www.asthma.ca/corp/newsroom/pdf/asthmastats.pdf  
89 Statistics Canada. (2009, June 26). Canadian Community Health Survey. The Daily. Retrieved from: 
http://www.statcan.gc.ca/daily-quotidien/090626/dq090626b-eng.htm 
90 Millar, W. J., & Gerry, B. H. (1998). Childhood asthma. Statistics Canada Health Reports, 10(3), 9–21. Retrieved 
from: http://www.statcan.gc.ca/studies-etudes/82-003/archive/1998/4137-eng.pdf  
91 Krahn, M. D., Berka, C., Langlois, P., & Detsky, A. S. (1996). Direct and indirect costs of asthma in Canada, 1990. 
Canadian Medical Association Journal, 154(6), 821–831. Retrieved from: 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1487808/pdf/cmaj00090-0079.pdf 
92 Health Canada. (1998) Economic Burden of Illness in Canada, 1998 (Cat. No. H21-136/1998E). Ottawa, ON: 
Minister of Public Works and Government Services Canada. Retrieved from: http://www.phac-
aspc.gc.ca/publicat/ebic-femc98/pdf/ebic1998.pdf. This is the most recent year for such a study was conducted.  
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One in 12 Canadians over the age of 12 reported having been 
diagnosed with asthma in 2009, more commonly among 
women (9.4%) than among men (6.7%)  (Figure 37). Since 
1994/1995, the prevalence of asthma increased by 43% among 
women before leveling off in 2003, while the increase has been 
less notable (11%) for men.93 
 
Figure 37. Percent of Canadians with asthma by sex, 1994/1995–2009 

 
 
Sources: Statistics Canada CANSIM Tables 104-0001, 105-0001 and 105-0501. 
 
Although asthma rates are higher among youth as compared to adults, the increase over the 
past decade has been entirely among adults (Figure 38). In 2009, almost 12% of teenagers 
reported having asthma—a proportion that has changed little since 1994/1995. In contrast, 
rates of asthma have risen steadily among adults aged 35 and over. Among those over 44, there 
has been an estimated nearly 50% increase in asthma prevalence from 1994 to 2009. 

                                                 
93 Asthma trends must be interpreted with caution as the CCHS relies on self-reported physician-diagnosed 
asthma, where diagnoses may have varied as new information became available over time.  Furthermore, the use of 
prevalence rates, not incidence rates, limits interpretations about whether or not asthma is occurring more 
frequently.   

Asthma rates have 
increased significantly 
for women and for 
those over 44 years of 
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Figure 38. Percent of Canadians with asthma by age group, 1994/1995–2009 

 
 
Sources: Statistics Canada CANSIM Tables 104-0001, 105-0001 and 105-0501. 
 
Variation in asthma rates among provinces was not great, although subtle differences could be 
seen. Asthma rates in Newfoundland and PEI were among the lowest through the late 1990s, 
but rose to among the highest in 2005.94 In contrast, the rate in British Columbia was among 
the highest in 1994/1995, but it changed little over the decade, and by 2003 had the lowest of 
the provincial rates. Asthma rates in Nunavut were consistently below the national average 
throughout this period, declining after 1998/1999, while in the Northwest Territories the rates 
followed the national trend more closely. 
 
Asthma prevalence was inversely correlated to income95 across all age groups and for both 
sexes. The gradient was steepest for the 45–64 age group, with the average rate in the highest 
income category about half the rate of the lowest (Figure 39). There was no income gradient 
for the 12–19 age group, and the income gradient was gentlest for those in the 20–34 age 
group. Asthma rates were slightly higher for those in the lowest income category. 

                                                 
94 Asthma rates are not age-standardized. 
95 Meaning that rates fall as income rises. 
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Figure 39. Percent of Canadians with asthma by income (household) and age 
group, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
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5.  Mental Health: The Silent Epidemic  
 
 
Depression 
 
Mental health is a crucial aspect of a population’s health status, with depression and other 
mental illnesses accounting for significant disease burden. Depression is now the fourth leading 
contributor to the global burden of disease (as measured by disability adjusted life years), and it 
is expected to reach second place by 2020.96  
  
The overall prevalence of probable depression97 in Canada 
increased from 5.3% in 1994/1195 to 7.2% in 2000/2001.98 This 
is the last year for which National Population Health data on 
depression is available for all provinces and most territories. In 
2003, only eight provinces and territories selected the 
optional Canadian Community Health Survey depression 
module,99 six provinces did so in 2005,100 and six provinces and territories did so in 
2007/2008.101 It is not possible to determine whether the average taken from the changing 
sample of participating provinces reflects a national trend, so caution is called for in the 
interpretation of these results..  Through the late 1990s, the proportion of Canadians 
experiencing depression did not change in a discernible direction, but then the prevalence of 
depression peaked at the start of the new millennium (Figure 40). More recently, in 2003 and 
2005, depression rates (based on a smaller sample of participating provinces and territories) 
returned to levels seen in the mid-1990s before rising again in 2007/2008. Throughout this 
period, the prevalence of depression has been consistently higher among women than in men. 
At their peak in 2000/2001, depression rates in women were nearly doubled that of men (9.4% 
and 5% respectively). While this difference has diminished slightly in recent years, more women 
are still affected by depression than men.  

 

                                                 
96 World Health Organization. (2001). The world health report 2001−Mental health: New understanding, new hope. 
Geneva: World Health Organization.  Retrieved from: http://www.who.int/whr/2001/en/  
97 Based on responses to the short-form Composite International Diagnostic Interview (CIDI). Respondents are 
classified according to the probability that they would have been diagnosed as having experienced a major 
depressive episode in the past 12 months if they had completed the long-form CIDI. 
98 The depression module used in CCHS and NPHS is based on a long form of the Composite International 
Diagnostic Interview (CIDI) scale, which was developed in the late 1980s/early 1990s.   
99 In 2003, Newfoundland, Prince Edward Island, New Brunswick, Ontario (selected regions) Alberta and all three 
territories selected the depression module.  
100 In 2005, Nova Scotia, Prince Edward Island, Quebec, Saskatchewan, Alberta and British Columbia selected the 
depression module. 
101 In 2007/2008, Nova Scotia, New Brunswick, Quebec, Alberta, the Yukon and Nunavut selected the depression 
module. 

Depression rates 
increased dramatically 
in 2000. 
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Figure 40. Probable depression prevalence by sex, Canada, 1994–2000/2001 and 
participating provinces and territories, 2003-2007/2008102 

 
 
Sources: Statistics Canada CANSIM Table 105-4005, and Canadian Community Health Survey 
2.1, 3.1 and 4.1 Public Use Microdata Files.  
 
In Canada, the prevalence of depression was consistently 
highest among those in the 20 to 44 age group (Figure 41). It is 
interesting to note that while the prevalence of depression 
among middle aged Canadians (aged 45–64) was appreciably 
lower than among younger groups in the mid-1990s, it 
increased to match teenage rates by 2000. Despite falling slightly over the next five years, it 
now exceeds teen depression rates. Canadians 65 years and older had substantially lower 
depression rates throughout the years studied than those under the age 65. 

                                                 
102 Since age-standardized data were not available for 2003, 2005 or 2007/2008 at the national level, data in this 
chart are non-age-standardized. A comparison using standardized and non-standardized data for earlier years 
indicate that they are very close; hence the interpretation of the trends is the same for both. Also, the provinces 
and territories that selected the optional CCHS depression module varied by year (see footnotes 100, 101 and 
102). As a result, depression rates presented for these years may not be representative of the national picture, and 
the observed declines must be interpreted with caution.   

 

Depression is 
consistently highest 
among those in the 20 
to 44 age group.  
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Figure 41. Probable depression prevalence by age group, Canada, 1994/1995–
2000/2001 and participating provinces and territories 2003–2007/2008103 

 
 
Sources: Statistics Canada CANSIM Tables 105-4005 and 105-0005, and Canadian Community 
Health Survey 2.1, 3.1 and 4.1 Public Use Microdata Files. 
 
Low income increases the likelihood that both men and women will suffer from depression 
(Figure 42). This effect is most marked among Canadians in the 35-44 age bracket, with those in 
the lowest income group being nearly four times more likely to have a 90% probability of 
depression compared to those in the highest income group. These extremely high prevalence 
rates do not represent a large share of the middle aged population because less than 6% of 
adults aged 35 to 64 earn less than $20,000 annually. However, the probability of depression 
continues to decline steadily with each increase in income level. A similar gradient is evident 
among seniors, although with a notable difference; that is a higher proportion of seniors fall into 
the low income brackets (17.3%) and are affected by relatively high rates of depression (Figure 
43). Prevalence of depression among teenagers, on the other hand, is more evenly distributed 
among income groups.104 

                                                 
103 The provinces and territories that selected the optional CCHS depression module varied by year (see footnotes 
100, 101and 102). As a result, depression rates presented for these years may not be representative of the 
national picture and the observed declines must be interpreted with caution.   
104 It is important to re-state that these findings are based on the 2007/2008 CCHS, which collected data on 
depression (as an optional module) only for Nova Scotia, New Brunswick, Quebec and Alberta, as well as the 
Yukon and Nunavut.  
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Figure 42. Probable depression prevalence (participating provinces and territories 
only) by income (household) and sex, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
 
 
Figure 43. Probable depression prevalence (participating provinces and territories 
only) by income (household) and age group, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
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The impact of education is also evident, though the trends are 
less discernible (Figure 44). Education appears to confer some 
mitigation from the risk of depression and this trend was 
clearest among the 20 to 44 years old age groups. However, 
gender differences in the experience of depression are clear 
regardless of the education level attained. Women consistently 
report a higher rate of depression than men, regardless of their educational level. The 
difference between women and men is greatest (women experiencing depression at a rate over 
twice that of men) in higher education levels (some post-secondary and post-secondary) than in 
lower education levels (Figure 45). 
 
Figure 44. Probable depression prevalence (participating provinces and territories 
only) by education level and age group, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 

The risk of depression 
falls as education levels 
increase. 
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Figure 45. Probable depression prevalence (participating provinces and territories 
only) by education level and sex, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
 
In some respects, but not all, regional variations in depression 
mirror those in physical health conditions. However, despite 
their relatively high levels of diabetes and chronic health 
conditions, Newfoundland and PEI had a consistently lower 
than average occurrence of depression from 1994/1995 
through 2000/2001 (Figure 46).105 In contrast, British Columbia 
had a consistently higher than average occurrence of depression despite its relatively low 
prevalence of diabetes and other chronic conditions. Depression in Quebec was also 
consistently lower than the national average during this period. Depression peaked in 
2000/2001 for almost all regions, resulting in the highest national prevalence of depression 
observed over this time period. As noted earlier, a smaller number of provinces and territories 
opted to complete the depression module in the 2003, 2005 and 2007/2008 CCHS, thereby 
limiting further analysis of trends at the regional level and preventing an accurate national 
estimate. Still, the prevalence of depression was lower in 2003 and 2005 for all participating 
regions, before increasing slightly in 2007/2008. . At this point, there is no up to date 
discernible trend in depression, in part due to the vagaries of national data collected in this 
topic in recent years. 

                                                 
105 2000/2001 is the most recent year for which data on depression is available for all provinces and most 
territories. In the 2003 and 2005 CCHS, the depression module became optional; a major limitation in tracking 
national trends over time. 

The lack of consistent 
reporting on 
depression means it is 
not possible to say 
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Self-rated Mental Health 
 
Self-rated mental health provides a general indication of the population suffering some form of 
mental disorder, mental or emotional problems, or distress, not necessarily reflected in self-
reported physical health. We conducted equity analyses using the 2007 CCHS data.  
 
Figure 47 shows the correspondence between those who reported “excellent” or “very good” 
in the general self-rated mental health measure and the probability of depression as measured 
by short-form Composite International Diagnostic Interview (CIDI). As shown, these two 
measures are closely related, yet they tap into different aspects or scopes of mental health. Self-
rated mental health taps into a person’s emotional, psychological wellbeing more generally. 
Probable depression measures a specific affective or mood component of it. When most people 
are asked to evaluate their mental health in general they might be reflecting on their general 
wellbeing, of which mental health is a component. This is why we see a close correspondence 
between patterns of response to self-rated mental health and self-rated health (Figures 11 and 
12).  
 
Probable depression is likely a component of the construct measured by self-rated mental 
health: the probability of depression increases for both men and women, and for all age groups, 
as their likelihood of reporting excellent or very good mental health decreases (Figure 47). Yet 
patterning of self-rated mental health with other variables, such as sex and age, show that it is 
not identical to the measure of depression (Figures 48 and 49). This difference helps explain 
what might otherwise seem a contrary finding: while older Canadians (65+) report the lowest 
rates of depression (Figure 41), they are also least likely to report themselves in excellent or 
very good mental health (Figure 49). The age group reporting the highest rate of depression 
(20-34 years) is also one of the most likely to report themselves in excellent or very good 
mental health (Figures 41 and 49). 
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Figure 46. Probability of depression by self-rated mental health and sex, Canada, 
2007/2008 

 
 
Source: Statistics Canada Canadians Community Health Survey 4.1 Public Use Microdata File. 
 
There was some improvement in self-reported mental health rates between 2003 and 2007, 
though with a small decline in 2009: 73.4% in 2003, increasing to 74.4% in 2005 and 74.8% in 
2007, and dropping slightly to 73.9% in 2009 (Figure 47).  
 
Figure 47. Self-rated mental health by sex, Canada, 2003–2009 

 
 
Source: Statistics Canada CANSIM Table 105-0501. 
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Figure 48. Self-rated mental health by age, Canada, 2003–2009 

 
 
Source: Statistics Canada CANSIM Table 105-0501. 
 
The same social gradients as we have seen throughout the report exist for self-rated mental 
health: better educated and higher income people are more likely to report excellent or very 
good mental health. Males with post-secondary graduation reported rates of 78.9% compared 
to 68.4% for those having less than secondary school education; similarly, females with post-
secondary graduation reported excellent or good mental health rates of 77.2%, while those 
with less than secondary school reported excellent or good mental health rates of 67.2% 
(Figure 50). However, the gradient is steeper and more defined by income than it is by 
education, especially for older age groups (45–64 years and 65+) (Figures 52 and 53). Males and 
females with earnings less than $20,000 reported rates of 57.9% and 60.9%, respectively, 
compared to 81.9% and 80.8% for those with incomes of $80,000+ (Figure 51). Canadians in 
the in the 45–64 age range report rates of 52.5% at income levels below $20,000, and rates of 
81.6% at income levels of $80,000 and higher. For those in the 65+ age range, rates are 62.8% 
at incomes below $20,000, rising to 80.2% at incomes of $80,000+ (Figure 53). 
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Figure 49. Self-rated mental health by education level and sex, Canada, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
 
 
Figure 50. Self-rated mental health by income (household) and sex, Canada, 
2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
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Figure 51. Self-rated mental health by education level and age, Canada, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
 
 
Figure 52. Self-rated mental health by income (household) and age, Canada, 
2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
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6.  Lifestyle and Behaviour: Gains Have Been Made, But More Can Be 
Done 

 
 
Smoking 
 
Smoking, diet and physical activity levels are behavioural determinants of health, distinct from 
the health outcome measures considered above. Canadians have made significant gains in the 
past decade in lowering smoking prevalence and in increasing the proportion of Canadians who 
are physically active. We would have liked to include nutrition as an indicator, but national 
measures of nutrition were not available until 2005. However, nutritional patterns are reflected 
in diabetes and overweight and obesity outcomes. 
 
Trends in teen smoking are of interest for public health 
because regular smoking habits are typically acquired by age 
18. In 2009, 11% of Canadian teenagers (ages 12 to 19) 
smoked on a daily or occasional basis, compared to 26.5% of 
adults aged 20 to 34, which had the highest rate of all age 
groups. A fairly dramatic decline in teen smoking rates can be 
seen—rates dropped by 47% between 1994/1995 and 2009—but important decreases occurred 
in all age groups (Figure 55). In addition, in 2003, the gender gap in teen smoking rates closed 
after several years where more female than male teenagers smoked (Figure 54). Indeed, by 
2009 a new gender gap emerged, in which only 9.8% of female teenagers smoked compared 
with 12.2% of male teenagers. With increasing numbers of teenagers not starting to smoke, 
there will likely be further declines in overall smoking rates as they move into adulthood. Much 
of the success in recent years in preventing smoking initiation among young Canadians may be 
linked to concerted public policy initiatives taken in many jurisdictional levels (federal, provincial 
and regional). It is premature, however, to conclusively attribute smoking rates among teens to 
specific public policies. There are few examples of successful interventions of note. One such 
example is Nova Scotia’s Smoke-Free Act, which was associated with a 14% drop in smoking 
prevalence and 25% drop in consumption. Increases in cigarette prices in Nova Scotia were also 
shown to reduce overall consumption, with the greatest impact being on those in the younger 
age groups. Specifically, a 1% increase in the price of cigarettes resulted in a decline in 
consumption of 0.83% for those aged 15–17, but a decline of only 0.1% for those aged 27–29.106 

                                                 
106 Colman, R., & GPIAtlantic. (2000, October). The cost of tobacco in Nova Scotia. Halifax: Cancer Care Nova Scotia. 
Retrieved from: http://www.gpiatlantic.org/pdf/health/tobacco/costoftobacco-ns.pdf  

Teen smoking rates 
have fallen and the 
gender gap has closed. 
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Figure 53. Smoking prevalence (daily or occasional) among Canadians aged 12–19 
years by sex, 1994/1995–2009 

 
 
Sources: Statistics Canada CANSIM Tables 104-0027, 105-0027 and 105-0501.  
 
 
Figure 54. Smoking (daily or occasional smokers) prevalence by age group, Canada, 
1994/1995–2009 

 
 
Sources: Statistics Canada CANSIM Tables 104-0027, 105-0027 and 105-0501. 
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While the downward trend in teen smoking is encouraging, 
inequalities in this trend are not: teenagers, both male and 
female, from higher income households are less likely to take 
up smoking (Figure 56). In 2007/2008, around one in five teens 
in the lowest income families (under $20,000) smoked, 
compared to around one in twelve teens in the highest income 
families (above $80,000). 
 
Figure 55. Smoking prevalence (daily or occasional) among Canadians aged 12–19 
years by income (household) and sex, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
 
In 2007/2008, provincial teen smoking rates varied from just 7.2% in Nova Scotia to around 
16% in Newfoundland and Quebec, with other provinces much closer to the national average 
(Figure 57). In 2009, provincial teen smoking rates varied from just 8.3% in Ontario to around 
20% in Newfoundland, with other provinces much closer to the national average (Figure 57). 
Most provinces have seen sharp declines in teen smoking since the mid- to late-1990s. Teen 
smoking rates remain far higher than average in the NWT and Nunavut. In fact, Nunavut’s rate 
increased sharply in 2003 to 56%, the highest in the past decade, while 2007/2008 data found 
that just over one in four teens (27%) in the Territories smokes.107

                                                 
107 CCHS 4.1 (2007/2008) Public Use Microdata File combines the Yukon, the Northwest Territories and Nunavut.  

Teen smoking rates 
are higher in low-
income households. 
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Figure 56. Smoking prevalence (daily or occasional) among Canadians aged 12–19 years by province and territory, 
1994/1995–2009 

 
 
Sources: Statistics Canada CANSIM Tables 104-0027, 104-5027, 105-0027 and 105-0501. 
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Physical Activity  
 
Notable increases in the proportion of Canadians engaging in 
physical activity have also occurred in recent years. The 
proportion of Canadians who were physically active has 
increased steadily over the past decade (Figure 58), except for 
a moderate decline in 2000/2001 followed by a rebound in 2003. Since 2005 however, physical 
activity has decreased slightly among all age groups and both sexes, before increasing in 2009. 
Canadians are more physically active now than they were a decade ago. In 1994/1995, 39.3% of 
Canadians were at least “moderately active.”108 This proportion inched upward at an average 
rate of two to three percentage points throughout the 1990s. Between 2000/2001 and 2003, 
the proportion of Canadians who were at least moderately active increased sharply from 43% 
to 51.8%, then stabilized in 2005. Rates were higher for men than women through this period, 
reaching 55.1% in 2003. While teens and young adults are most likely to be physically active, 
physical activity levels increased across all age groups during the past decade. (Figure 59) The 
continuing rise in obesity rates across all age groups since 1998/1999 noted earlier in this 
report appears somewhat incongruent given the increased physical activity levels reported here. 
Increased physical activity, however, likely only mitigated what would have been an even larger 
increase in obesity rates. And since these counterintuitive findings are aggregates, what they 
could portend are growing differences between a greater number of Canadians who are more 
physical activity and not obese, and an increasing number of Canadians who are obese and do 
not exercise, with little middle ground between them.109 It is worth noting that obesity rates in 
the 18–34 age group stabilized in 2003 and 2005 at the same time as physical activity levels 
increased in young adults in the same age group. 
 

 
 

 
 
 

                                                 
108 In the CCHS, the physical activity index uses a series of questions about daily activities over the past three 
months, and length of time participating in these activities, to create three categories—active, moderately active or 
inactive. “Physically active” is defined as having an average daily energy expenditure of 3.0+ kilocalories per 
kilogram of bodyweight (KKD).  Moderately active respondents averaged between 1.5 and 2.9 KKD.  It is worth 
noting that this is the minimum amount of activity needed for some cardiovascular benefit.  Health Canada 
recommends four times this level of activity for maintaining a healthy lifestyle. However, the index only counts 
leisure-time physical activity, not work-related activity.  
109 Data on directly measured physical activity (from the Canadian Health Measures Survey) is slated to be released 
in 2010/2011.  

More Canadians are 
physically active now 
than a decade ago. 
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Figure 57. Physical activity prevalence (active or moderately active) by sex, 
Canada, 1994/1995–2009 

 
 
Sources: Statistics Canada CANSIM Tables 105-4033 and 105-0501. 
 
 
Figure 58. Physical activity prevalence (active or moderately active) by age group, 
1994/1995–2009 

 
 
Source: Statistics Canada CANSIM Tables 104-0033, 105-0033 and 105-0501.  
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Physical activity levels increase with education and income 
(Figures 61 and 62). The income gradient was slightly steeper 
for women than for men. A socioeconomic gradient could also 
be seen across all age groups. Take for instance the 65 and 
over age group, where 35.1% of the lowest income group was 
physically active as compared to 49.5% of the highest income 
group (Figure 62). Similarly, 59.7% of the most affluent in the 20-34 age group were physically 
active, compared to 46.2% of the least affluent. Educational attainment had a more moderate 
influence on women’s physical activity and little effect on men’s (Figure 62).  
 
Figure 59. Physical activity prevalence (active or moderately active) by income 
(household) and sex, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 

Physical activity levels 
increase with income 
and education. 
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Figure 60. Physical activity prevalence (active or moderately active) by education 
level and age group, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
 
 
Figure 61. Physical activity prevalence (active or moderately active) by income 
(household) and age group, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
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Figure 62. Physical activity prevalence (active or moderately active) by education 
level and sex, 2007/2008 

 
 
Source: Statistics Canada Canadian Community Health Survey 4.1 Public Use Microdata File. 
 
Physical activity shows a marked east-west pattern in Canada. Between 1994/1995 and 
2007/2008, the proportion of Canadians who were physically active was consistently higher in 
the western provinces than in the east. All provinces saw increasing physical activity until 2005, 
after which physical activity levels decreased in seven of the ten Canadian provinces. Only 
Newfoundland, Prince Edward Island, and Manitoba had an increase in reported physical activity 
in 2007/2008. All provinces showed increased activity in 2009, except for Newfoundland and 
Manitoba, which stayed the same. The overall level of physical activity of residents of the 
western provinces remains higher than that of residents of the eastern provinces. In the 
Territories, physical activity levels peaked in 1998/1999 before either leveling out or declining. 
To some extent obesity rates mirror this east-west pattern of physical activity, with BC 
consistently showing some of the lowest rates of obesity in the country and the Atlantic 
provinces showing the highest, except for Prince Edward Island which, until recently, had 
relatively low rates of obesity.  
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Figure 63. Physical activity prevalence (active or moderately active) by province and territory, Canada, 1994/1995–
2009 

 
 
Sources: Statistics Canada CANSIM Tables 105-4033 and 105-0501. 
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7.  Health Care Services: High Level of Satisfaction 
 
While health care is neither the most critical determinant of population health status nor a 
measure of health status in and of itself, Canadians have indicated repeatedly that they place 
great value on a universal, publicly funded and publicly administered health care system.110 
Accordingly, in 2000, the First Ministers renewed their governments’ commitments to health 
care reform aimed at improving health care quality, accessibility and sustainability. Patient 
satisfaction with overall health care services and having a regular medical doctor are two 
indicators being used to track improvements in health care quality and access. Data from the 
CCHS has shown that Canadians report a high level of satisfaction with health care services 
provided to them.  
 
 
Quality of Health Care 
 
In 2007/2008, when Canadians were asked about the quality of health care in their province or 
territory, nearly 87% rated care as being excellent or good.111 This percentage is an 
improvement from 2005 satisfaction, and is similar to previous levels of satisfaction reported in 
2003. Overall, satisfaction levels are increasing from those reported in 2000/2001 (Figure 65). 
Both sexes rated the quality of health care similarly. Canadian seniors consistently express the 
highest level of overall satisfaction with the health care system, with nine out of ten seniors 
declaring that they are very or somewhat satisfied, regardless of their income or educational 
levels. This is an important finding since this age group makes greatest use of health care 
services.   
 

                                                 
110 How health care is financed plays an important role with respect to redistribution of income and hence access 
to resources for wellbeing discussed in other domains. Universally funded, progressively financed health systems 
are generally redistributive by dent of the value of foregone expenditures for medical and hospital services lower-
income families do not have to pay or privately insure. See for example, McGrail, K. (2007). Medicare financing and 
redistribution in British Columbia, 1992 and 2002. Healthcare Policy, 2(4), 123–137. Retrieved from: 
http://www.longwoods.com/product.php?productid=18863&cat=488. For a more general discussion, see van 
Doorslaer, E., & Wagstaff, A. (1999). The redistributive effect of health care finance in twelve OECD countries. 
Journal of Health Economics, 18(3), 291–313; and Gilson, L., Doherty, J., Loewenson, R., & Francis, V. (2007). 
Challenging Inequity through Health Systems: Final report: Knowledge network on health systems. Geneva: World Health 
Organization Commission on Social Determinants of Health. Retrieved from: 
http://www.who.int/social_determinants/resources/csdh_media/hskn_final_2007_en.pdf 
111 In the Canadian Community Health Survey, quality of care is rated according to four categories: excellent; good; 
fair; and poor.  
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Figure 64. Canadians who rate quality of health care services received in past 12 
months as excellent or good, household population aged 15 and over by sex, 
2000/2001–2007 

 
 
Source: Statistics Canada CANSIM Table 105-4080.  
 
When level of overall satisfaction with the health care system is stratified by income and 
education, in 2003, Canadians with higher levels of education (higher than secondary school) 
were slightly less satisfied than Canadians with less than high school (Figure 66). In 2003, 85.6% 
of women who had graduated from post-secondary school rated their quality of care excellent 
or good, while 90.4% of women who had not graduated from high school rated their quality of 
care as excellent or good. Similarly, 85.8% of women who had graduated from a post-secondary 
school rated their quality of care excellent or good, while 89.6% of women who had not 
graduated from high school rated their quality of care as excellent or good. However, 
Canadians with higher incomes were more satisfied (Figure 67), a finding consistent across all 
age groups (Figure 68).    
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Figure 65. Satisfaction with health care services received by education level and 
sex, Canada, 2003 

 
 
Source: Statistics Canada Canadian Community Health Survey 2.1 Public Use Microdata File. 
 
 
Figure 66. Satisfaction with health care services received in the last 12 months by 
income (household) and sex, Canada, 2003 

 
 
Source: Statistics Canada Canadian Community Health Survey 2.1 Public Use Microdata File. 
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Figure 67. Satisfaction with health care services received in the last 12 months by 
income (household) and age group, Canada, 2003 

 
 
Source: Statistics Canada Canadian Community Health Survey. 
 
The ratings were equally high when Canadians indicated their level of satisfaction with 
community-based health care and access to a regular family physician.112 In terms of accessibility, 
a clear majority of Canadians reported that they did not experience difficulty obtaining either 
immediate care (three out of four Canadians) or ongoing/routine care (six out seven 
Canadians). These findings are similar to those for another question used as an indicator of 
health care access: self-perceive unmet health needs. Data from the NPHS and the CCHS show 
an increase in persons reporting unmet health needs from 4.2% of respondents in 1994/1995, 
to 12.5% in 2000/2001, before dropping back to 11.3% in 2005.113 An analysis of Canadians 
reporting unmet health needs in 2005 found that the most common reason given was ‘too long 
of a wait time’ (35.2% compared to only 4.1% among all respondents to the 2005 CCHS Sub-
sample 3: Patient Satisfaction, Access to Health Care Services, and Waiting Times).114 These 
findings are somewhat contrary to other polls that show Canadians’ confidence in the overall 
health system eroding,115 which can probably be explained by the nature of the questions: the 
CCHS questions ask about personal experiences (largely positive, even with the wait time issue) 
while another asks for an opinion about the system as a whole (increasingly negative). The 
latter question is likely conditioned by negative media reports about waiting lists, increasing 

                                                 
112 Statistics Canada CANSIM Tables 105-0358 (regular family doctor) and 105-0283 (satisfaction with community-
based care).  
113 Sibley, L., & Glazier, R. (2010). Many Canadians feel healthcare needs are not being met. Healthcare Quarterly, 
13(3), 19–22. Retrieved from: http://www.longwoods.com/content/21808 
114 Ibid. 
115 See for example, Evans, R. G., & Barer, M. L. (2001, June). Health care in Canada: Organization, financing and 
access. Vancouver: Centre for Health Services and Policy Research. Retrieved from:  
http://www.chspr.ubc.ca/node/251 
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costs or health worker shortages, and the increased portion of out-of-pocket or privately 
insured health care services. 
 
Provincial variations in perceived quality of health care services exist (Figure 68). In 2007/2008, 
between 81.2% and 90.5% of Canadians, depending on their home province or territory, said 
the quality of health care they received in the past year was excellent or good. Northwest 
Territories, British Columbia and Alberta had the lowest proportions of respondents who 
indicated that the quality of health care services received was excellent or good (a value for 
Nunavut in 2007 was not available). Between 2000/2001 and 2007/2008, the highest increase in 
those who indicated that the quality of health care services was excellent or good was found 
among respondents from the Yukon, Manitoba and Nova Scotia.  
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Figure 68. Canadians who rate quality of health care services received in past 12 months as excellent or good, 
household population aged 15 and over by province and territory, 2000/2001–2007 

 
 
Source: Statistics Canada CANSIM table 105-4080.  
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Accessing a Medical Doctor 
 
Accessing a medical doctor presents a slightly different picture 
(Figure 69).Trends in having a regular medical doctor have 
been relatively stable among different age groups over the past 
decade. Exceptions to this are the 20 to 34 and the 35 to 44 
age groups, both of which showed small declines between 2005 and 2009 but no substantial 
difference from 2000/2001. For all age groups, the number reporting having a regular doctor in 
2009 is at, or exceeds, the number reporting having a regular doctor a decade earlier. Excluding 
the youth age group (12 to 19 years), the proportion of Canadians having a regular medical 
doctor increases with age. Roughly 89% of women versus 81% of men report having a regular 
medical doctor (Figure 70). In contrast to the media alarms about a worsening shortage of 
regular medical doctors, these figures have been stable over the past eight years. Nonetheless, 
there is an income gradient in having a regular medical doctor across all age groups, which likely 
explains the needs-based pro-rich bias in physician and specialist access noted earlier. 
 
Figure 69. Canadians who had a regular medical doctor by age, 2000/2001–2009. 

 
 
Sources: Statistics Canada Canadian Community Health Survey 1.1 Public Use Microdata File 
and CANSIM Table 105-0501. 

Younger people and 
lower income 
households are less 
likely to have a regular 
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Figure 70. Canadians who had a regular medical doctor by sex, 2000/2001–2009. 

 
 
Sources: Statistics Canada Canadian Community Health Survey 1.1 Public Use Microdata File 
and CANSIM Table 105-0501. 
 
For Canadians in the younger age groups, 12 to 19 years, there is up to a 13 percentage point 
difference between the lowest and highest income groups in having regular access to a medical 
doctor. The differences narrow as the age groups get older. 
 
Figure 71. Canadians who had a regular medical doctor by income (household) and 
age, 2005 

 
 
Source: Statistics Canada Canadian Community Health Survey 3.1 Public Use Microdata File. 
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The proportion of residents of the ten provinces who have a regular medical doctor has also 
been stable over the past eight years. Quebec consistently has the lowest proportion of 
residents with a regular medical doctor (less than 74%), while Nova Scotia has the highest 
proportion (almost 93%). The proportion of residents of the Yukon and Nunavut Territories 
with a regular family physician is markedly lower than other Canadian provinces, although the 
small sample size indicates caution in interpretation of this finding. Nonetheless, the proportion 
of residents in Yukon and Nunavut with a regular family physician has decreased compared to 
five years ago, indicating the generally agreed upon need for more health care providers in 
northern Canada.
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Figure 72. Canadians who have a regular medical doctor by province and territory, 2000/2001–2009. 

 
 
Sources: Statistics Canada CANSIM Tables 105-3024 and 105-0501. 
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Immunization Rates 
 
A measure of the public health system’s ability to prevent disease is indicated by immunization 
rates.116 The influenza virus is one such preventable illness that is responsible for between 2,000 
and 8,000 deaths in Canada each year117 and 250,000 to 500,000 deaths worldwide (depending 
on severity).118 Many Canadians (10-25%) are sick with “the flu” annually; however, most flu-
related deaths occur in the elderly and in those with other chronic conditions. Influenza 
immunization is the cornerstone of most countries’ public health initiatives to prevent illness 
and death. It is estimated that influenza vaccines may reduce hospitalization by 25-39% and 
overall mortality by 39-75% in non-institutionalized elderly people. Consequently, the World 
Health Assembly recommends that Member States aim to immunize at least 50% of elderly 
people by 2006 and 75% by 2010, as well as increasing coverage of all people at high risk.119 In 
Canada, in 2007, 64.3% of people aged 65 years or over reported that they had been 
immunized against influenza in the previous year (Figure 73). The 2006 target has therefore 
been reached, but more will need to be done to achieve 75% coverage by 2010. Rates were 
highest in the Yukon (75%) and lowest in Newfoundland and Labrador (48%). (The value was 
not available for Nunavut because it was unreliable due to small sample size.) 
  

                                                 
116 Bos, E, & Batson, A. 2000. Using immunization coverage rates for monitoring health sector performance: Measurement 
and interpretation issues. Health, Nutrition and Population (HNP) Discussion Paper. Washington, DC: The 
International Bank for Reconstruction and Development / The World Bank. Retrieved from: 
http://siteresources.worldbank.org/HEALTHNUTRITIONANDPOPULATION/Resources/281627-
1095698140167/Bos-UsingImmunization-whole.pdf 
117 Public Health Agency of Canada. (2008, December 30). Immunization and vaccines: Influenza immunization−The 
flu shot. Retrieved from: http://www.phac-aspc.gc.ca/im/iif-vcg/index-eng.php  
118 World Health Organization. (2009, April). Fact sheet N°211: Influenza (seasonal). Retrieved from: 
http://www.who.int/mediacentre/factsheets/fs211/en/ 
119 World Health Organization. (2005, August 19). Influenza vaccines: WHO position paper. Weekly Epidemiological 
Record, 33, 279−287. Retrieved from: http://www.who.int/wer/2005/wer8033.pdf  
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Figure 73. Percent of Canadians aged 65 and older receiving influenza 
immunization in the past year by province and territory, 2007/2008 

 
 
Source: Statistics Canada CANSIM Table 105-0501. 
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8.  Aboriginal Peoples’ Health: Some Progress, Many Challenges   
 
Considerable progress has been made in terms of Aboriginal 
health and wellbeing in Canada, but challenges remain.120 In 
recent years Aboriginal people have experienced longer life 
expectancies and reduced mortality rates, although the gap in 
these rates between Aboriginal and non-Aboriginal Canadians 
remain unacceptably high. Life expectancy at birth in 2000 for 
the Registered Indian population was 68.9 for males and 76.6 for females—a full 7.4 years lower 
than the comparable figures for Canadian men and 5.2 years for Canadian women. The infant 
mortality rate for First Nations has fallen dramatically, from 27.6 deaths per 1,000 live births in 
1979 to 6.4 death per 1,000 live births in 2000. Still, the infant mortality rate was 16% higher 
than the comparable Canadian rate for that same year. Unintentional injury and suicide remain 
key challenges for First Nations people. The leading causes of death for people ages 44 and 
under were suicide and self-injury. Potential years of life lost from injury were almost 3.5 times 
higher than the national rate, with motor vehicle accidents being a primary cause of death for all 
age groups. Infectious diseases are also an important concern for the First Nations population. 
In 2003, First Nations on-reserve had higher rates of hypertension, diabetes, asthma and 
tuberculosis than the general Canadian population; the diabetes and tuberculosis rates were 
almost 4 times greater than the Canadian average.121 Aboriginal persons are also over-
represented in the HIV epidemic, accounting for 3.5% of the Canadian population but 7.5% of 
HIV infections in 2005 (predominantly spread through intravenous drug use and heterosexual 
contact). 
 

                                                 
120 The Healthy Domain report relied on findings from Health Canada’s report, A Statistical Profile on the Health of 
First Nations in Canada for the Year 2000, First Nations & Inuit Health Branch, Health Canada; and the 2001 Census, 
for the estimates of life expectancy among Aboriginal peoples. An updated report on life expectancy amongst First 
Nations is expected in 2011. Health Canada. (2005). A Statistical Profile on the Health of First Nations in Canada for the 
Year 2000 (Cat. no. H35-4/30-2000E-PDF). Ottawa: First Nations and Inuit Health Branch, Health Canada. 
Retrieved from: http://www.hc-publication-sc.hc-sc.gc.ca/paccb-dgapcc/cmcd-
dcmc/webpubs.nsf/7?ReadForm&cat=00004&lang=eng&; 
121 Health Canada. (2009). A statistical profile on the health of First Nations in Canada: Self-rated health and selected 
conditions, 2002 to 2005. Retrieved from: http://www.hc-sc.gc.ca/fniah-spnia/pubs/aborig-autoch/index-eng.php 

Despite a dramatic 
drop in Aboriginal 
infant mortality, the 
gap in life expectancy 
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Figure 74. Life expectancy at birth by race and sex, Canada, 2000.   

 
 
Source: A Statistical Profile on the Health of First Nations in Canada for the Year 2000, First 
Nations & Inuit Health Branch, Health Canada. 
 
Risk factors for poor health are notably high in the Aboriginal 
population. The 2001 Census found that on-reserve 
Registered Indians had lower educational attainment, a factor 
that has been shown in this report to afford Canadians many 
protective benefits. The smoking rate in 1997 was 62% for 
status Indians as compared to just over 25% for the whole of 
Canada. Finally, on-reserve housing is largely inadequate, with only 56% of homes considered 
adequate in 2000/2001, although this estimate is up 12 percentage points from 1990. An 
astounding 98% of houses on First Nations reserves did not have adequate water supplies. 
 
The health of the non-reserve Aboriginal population is similarly improving, particularly for 
youth. Results from the 2001 Aboriginal Peoples Survey (APS) found that 69% of Aboriginal 
people aged 15–24 living in non-reserve areas rated their health as excellent or very good; a 
small difference from the 71% in the general Canadian population of the same age group.122 
Taking all age groups together, 56% of non-reserve Aboriginal people, as compared to 65% of 
the total Canadian population, rated their health as excellent or very good (age-standardized). 
Still, disparities in self-rated health between the two populations grew wider as age increased. 
More Aboriginal males of all age groups reported high self-rated health as compared to females, 
but differences were greatest in the youngest age group, where 74% of males and 65% of 

                                                 

122 Statistics Canada. (2003, September 24). Aboriginal Peoples Survey: Well-being of the non-reserve Aboriginal 
population. The Daily. Retrieved from: http://www.statcan.ca/Daily/English/030924/d030924b.htm 

In 2001, 98% of houses 
on First Nations 
reserves did not have 
adequate water 
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females reported excellent or very good health. A similar gender gap can be seen for the 
general Canadian population. 
 
Arthritis, high blood pressure and asthma are the most common conditions affecting the non-
reserve Aboriginal population. The occurrence of high blood pressure and arthritis are notably 
higher in this group as compared to the general Canadian population; however, asthma rates 
are only slightly greater. Diabetes rates have also risen substantially in Aboriginal people not 
living on reserve, making diabetes a condition of concern. From 1991–2001 diabetes rates rose 
almost 60% from 5.3% to 8.3%. However, diabetes rates for Métis and Inuit people remained 
stable.        
 
In terms of demographic characteristics, the concentrations of Aboriginal people are highest in 
the Prairie provinces and in the Territories. Aboriginal people make up about 85% of Nunavut’s 
population; 51% of the Northwest Territories; 23% of the Yukon; and 14% of both Manitoba 
and Saskatchewan, but only 5% of Alberta. When reporting health indicators at the provincial 
level, we must be mindful of the particular health challenges and disadvantages that persist for 
Aboriginal peoples, and how these might affect average provincial and territorial statistics. The 
age distribution of the Aboriginal population is also notably younger than the general Canadian 
population, which often necessitates age-standardized statistics for comparison purposes. For 
instance, in the year 2000, 61% of the First Nations population was under 30 years of age, 
compared to 39% of the Canadian population. 
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9.  Summary: health trends, linkages and gaps 
 
The Canadian Index of Wellbeing set out to develop indicators to measure Canadian trends in 
wellbeing. One of seven domains of the Canadian Index of Wellbeing, the Healthy Populations 
Domain, focuses on health outcomes and the variation in these outcomes across space 
(geography), time and population groups. 
 
Indicators from eight subdomains—personal wellbeing, life expectancy/mortality, physical health 
conditions, functional health, mental health, lifestyle and behaviour, health care and public 
health—were selected and analyzed for trends and disparities. Trends in indicators for each 
domain were examined at the provincial/territorial levels, and stratified by age, sex, income, and 
education. After analyzing both core and secondary indicators, several emerging trends were 
identified: the persistence of significant health gaps despite the availability of universal health 
services; notable income and education gradients for virtually all indicators measured; gender 
disparities for life expectancy, health adjusted life expectancy, diabetes, and depression, some of 
which are modified by income and educational levels (life expectancy, depression); and a 
worrisome downward trend in health outcomes for Canada’s youth, 12 to 19 years. At the 
same time, the majority of Canadians rate the quality of their health care system as high and 
most are satisfied with the health care services that they receive.   
 
 
Trends 
 
While Canadians generally have high levels of health, whether measured by objective or 
subjective indicators, there are discrepancies in health according to social groupings. But are 
health gaps narrowing or widening? Can they be associated with the increased income 
inequality observed in the Canadian Index of Wellbeing report on the Living Standards Domain? 
We do not answer these questions here, but point to several gradients in our indicators that 
show persisting inequities in health, many of which have their origin in the social conditions of 
peoples’ lives that are being captured by indicators in other CIW Domains. 
 
Consistent with what we know about the impact of socioeconomic status on health and 
wellbeing, health disparities were identified across all measures. The equity analysis yielded 
some notable findings about the differences between the health of men and women, people of 
lower and higher income, and Canadians not completing high school and those graduating from 
postsecondary school. A significant income and education gradient exists: those with higher 
incomes and education live longer, are less likely to have diabetes and other chronic conditions, 
are more likely to be physically active, and report better levels of health overall. Other studies 
similarly find that those with higher incomes and education have fewer activity limitations and 
disabilities, and use treatment-oriented health care services less than those with lower incomes 
and education.123,124 Interestingly, higher incomes and education close the gender gap in self-

                                                 
123  For a more detailed review of the literature on health outcomes by income group read Chapter 2 of the 
Canadian Institute for Health Information publication Improving the health of Canadians (see, Canadian Institute for 
Health Information. (2004, February 25). Improving the health of Canadians. Retrieved from: 
http://www.cihi.ca/cihiweb/dispPage.jsp?cw_page=PG_39_E&cw_topic=39&cw_rel=AR_322_E#full).   
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reported health. This finding may indicate a more detrimental effect of poverty on women’s 
health, or it may be that women in the lowest-income group are living in greater depths of 
poverty than men (variance within the lowest income group). Overall, there was a consistent 
pattern of poorer health outcomes for those with lower incomes and less education across all 
age groups.  
 
Disparities in health status point to the need for policy and 
programmatic interventions that are tailored to closing these 
gaps. There is wide consensus that reducing health disparities 
is key to improving Canadians’ overall health and wellbeing.125 
This suggests both the need for health interventions tailored 
to socially excluded groups and the potential health benefits of initiatives outside the health 
field. However, drawing from the population health approach, the greatest overall impact would 
require focusing simultaneously on raising the overall health status of Canadians while 
reducing/eliminating inequities (preventable disparities) that exist between population groups.   
 
 
Linkages 
 
While it is recognized that significant gaps in health exist between Canadians of lower and 
higher socioeconomic status, it is not known conclusively if this gap is growing or receding 
consistently across important health measures. Further research, stratifying indicators by 
socioeconomic groupings over time, is required to fully explore this question. The Living 
Standards Domain has found increasing income inequality between Canadian families, which 
poses important questions about how health status might mimic this trend. As another example 
of the interweaving of the Domains, “sustainability” is another core value that, like equity, is 
driving the work of the CIW. With respect to the Healthy Populations Domain, work on 
incorporating sustainability measures would include “cradle to grave” analyses of, and efficiency 
measures to reduce: (1) the natural resource consumption and toxic emissions that arise in the 
production of health care technologies, tools and therapeutics; (2) the “ecological footprint” of 
health care facilities themselves with respect to energy, water and other natural resources use; 
and (3) the potentially damaging spread of health technology byproducts, such as the 
widespread low-level contamination of ground water with antibiotics and estrogen hormones 
and their uptake into the human food chain. 
 
Gaps  
 
The use of large, nationally representative longitudinal datasets is one of the greatest strengths 

                                                                                                                                                             
124  For a more detailed review of the differences in health service utilization by income group, read, Federal, 
Provincial and Territorial Advisory Committee on Population Health. (1999, September). Toward a healthy future: 
Second report on the health of Canadians. Ottawa, ON: Health Canada. Retrieved from: http://www.phac-
aspc.gc.ca/ph-sp/report-rapport/toward/pdf/toward_a_healthy_english.PDF 
125 Advisory Committee on Population Health and Health Security (2005, October). Reducing health disparities: 
Role of the Health Sector (Discussion paper). Retrieved from: http://www.phac-aspc.gc.ca/ph-sp/disparities/ddp-
eng.php  

Canadians with higher 
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likely to have diabetes 
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of this project. However, we were limited to information contained in the databases and thus 
were not able to explore certain indicators of interest. For example, we were interested in 
investigating the incidence of specific diseases, but only prevalence data were available. 
Furthermore, data were not available on potential sub-groupings of interest, such as rural 
versus urban residence, or disabled versus non-disabled persons. We were also limited in the 
number of data points collected over time. In some cases, only three time points were available, 
making it difficult to discern true trends over time from irregular “blips” in the data. These 
limitations may be overcome in the future by continued improvements in the availability and 
quality of population health data. 
 
In general, the Healthy Populations Domain would be strengthened by improved access to 
population health data stratified by the almost universal predictors of health: sex, income, and 
education. Through the work of Statistics Canada, governments, non-profit organizations and 
individual researchers, notable progress has been made in the past few decades in developing 
new data sources and methodologies. Still, for several of the indicators, data were not readily 
available to enable stratification by income or education. Stratification is more easily done when 
using survey data, although comparable health indicators using survey data are only available for 
the most recent decade in Canada (1990s). Alternatively, data may be available through federal 
agencies such as Statistics Canada or the Canadian Institutes of Health Information (CIHI), or 
through provincial health departments for those indicators where analyses must be done using 
Vital Statistics data not available through national surveys. Stratification of indicators such as 
infant mortality, low birth weight, life expectancy, health adjusted life expectancy, and mortality 
due to unintentional injury would be an asset for future work. Specific suggestions for future 
development of the Healthy Populations Domain include: (1) a stratified time series analysis of 
all indicators (both core and secondary) in order to ascertain whether or not the health gap is 
widening between key population sub-groups over time; (2) inclusion of Aboriginal status as a 
stratifier; and (3) use of health regions or peer groups to conduct finer regional analysis.   
 
Another challenge is obtaining complete and relevant data/statistics in a timely manner. For 
instance, the Canadian Community Health Survey is a valuable source of health data, yet key 
outcomes such as depression, the health utility index, health care system satisfaction, and food 
security are optional modules. Several provinces opted out of each module during the CCHS 
2.1 (2003) and 3.1 (2005), which limits opportunities to explore regional variations. Readily 
available information on indicators contained in this report, stratified by policy relevant groups 
and at the national and provincial/territorial levels, is a necessary first step to achieving the goals 
of the Canadian Index of Wellbeing.   
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International Comparisons 
 
While the health of Canadians is among the best in the world, there are areas in which we need 
to improve. The vast majority of Canadians report they are in good health (88%), and Canada 
tops the list of OECD countries with good self-rated health, along with New Zealand (90%) and 
the United States (89%), and far above the OECD countries’ average of 69%. Citizens of rich 
countries have better life-satisfaction than citizens of poor countries. It appears that national 
income attenuates the effect of age on self-rated health,126 possibly by the increased resources a 
person with a higher income can access to cope with developing disability. 
 
Like other developed countries, Canada has seen a substantial decline in infant mortality over 
the past 30 years. Infant mortality used to differ considerably between developed countries. In 
1980, there was a spread of 9.1 deaths per 1,000 live births between such countries, but this 
spread narrowed to less than 4.5 deaths per 1,000 live births in recent years.127 Currently 
Canada’s infant mortality rate (5.04 per 1,000 live births) lags far behind such countries as 
Japan’s (2.79) and Sweden’s (2.75) that  have infant mortality rates of 2.79 and 2.75 deaths per 
1,000 live births respectively.128 Clearly there is room for inprovement. 
 
A particularly worrying finding is the growing prevalence of overweight and obesity among 
Canadians. Among the OECD countries, Canada has one of the fastest growing overweight and 
obese populations, , in 2007 ranking 9th of 26 OECD member nations.129 As a result, Canada is 
now one of the fattest developed countries in the world, with an estimated 15.4% of our 
population identified as obese. Far fewer Canadians are obese than Americans, for whom 34.3% 
of the population are considered obese,  but we continue to be well above the prevalence rate 
of obesity in most European countries. Given the strong link between obesity and chronic 
disease, the obesity epidemic is a looming crisis for the Canadian health care system. The good 
news is that despite the growing obesity of Canadians, other health-promoting behavious are 
improving. Canada has one of the lowest rates of tobacco consumption of all the OECD 
countries, in 2007 in 5th place after New Zealand, Australia, the United States and Sweden.130 
The OECD estimates 18.4% of Canadians over the age of 15 smoke daily, well below the 
OECD country average of 23.6%. The greatest occurrence of smoking is in European  
countries, which have a prevalence of daily smoking among adults ranging from 20.0% in 
Portugal and Switzerland to  40% in Greece. The notable exception is Sweden, which has a 
smoking prevalence of 14.5%. 
 

                                                 
126 Deaton A. (2008). Income, aging, health and wellbeing around the world: Evidence from the Gallup World Poll. 
Journal of Economic Perspectives, 22(2), 53–72. doi: 10.1257/jep.22.2.53 
127 National Audit Office. (2003, February 1). International Health Comparisons: A compendium of published information 
on healthcare and health achievement in 10 countries. Retrieved from: 
http://www.nao.org.uk/publications/0203/international_health_compariso.aspx 
128Ibid. 
129 Organization for Economic Co-operation and Development. (2009, December 8). Health at a glance 2009: 
OECD indicators. doi: 10.1787/health_glance-2009-en 

130 Organization for Economic Co-operation and Development. (2007, November 13). Health at a glance 2007: 
OECD indicators. doi: 10.1787/health_glance-2007-en  
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All told, Canadians enjoy a high quality of life and good health when compared to other 
countries, although this report highlights important areas of potential improvement and 
developing trends that must be addressed. 
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10. Conclusions 
 
The analysis presented in the Health Populations Domain report has identified some important 
trends in the health of Canadians and highlighted the need to track change over time. Our 
capacity to initiate change is strengthened when we are able to accurately identify both health 
trends overall and health disparities between groups.  
 
The goal of the Canadian Index of Wellbeing project is to enable Canadians to share equitably 
in the best possible wellbeing by identifying, developing and publicizing measures that offer 
clear, valid and regular reporting on progress toward achieving this goal as a nation. Disparities 
in health by social groupings speak to the need for stronger policy and program emphasis on 
social justice and equity-oriented measures, a point strongly reinforced by the recently released 
Final Report of the World Health Organization’s Commission on Social Determinants of 
Health. By linking findings from the Healthy Populations Domain to other Canadian Index of 
Wellbeing Domains, we are better equipped to identify and explain notable trends and health 
gaps. The interweaving of domains has significant implications for understanding the lives and 
health of Canadians in a fuller sense, with the ultimate goal of measurably improving their health 
and wellbeing.   
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Appendix A: List of Potential Indicators and Experts Contributing to 
Indicator Selection 
 
 
List of Potential Indicators 
 
This appendix provides details on the data available for a number of potential health indicators 
in order to assist in the selection of indicators for the Healthy Populations Domain of the 
Canadian Index of Wellbeing. For each of the indicators, information is provided on the 
definition of the indicator, rationale, source, data availability, technical consideration and other 
areas. Only currently existing data sources are included. CIHI and Statistics Canada are 
developing new health indicators, but as these data are not yet available, information on these 
has not been included. 
 
The first-order indicators are considered to be priority indicators for the particular subdomain, 
while the second order indicators could be considered supplementary indicators for the 
subdomain.  As a group we will be selecting both the core (“headliners”) and secondary 
indicators that will be reported on in the Healthy Populations Domain. The indicators are 
hyperlinked to the relevant page for each indicator. 
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SubDomain First order Indicator(s) Second-order Indicator(s) 

Personal 
wellbeing 

Self-Rated Health Life Stress 
Happiness 
Life Satisfaction 

Life 
expectancy/ 

Mortality 

Life Expectancy 
Health-Adjusted Life 

Expectancy (HALE) 
Infant Mortality Rate 

Mortality rates for cancers 
Mortality rate for AMI 
Mortality rate for stroke 
PYLL due to unintentional injury 

Physical health 
conditions 

Diabetes prevalence 
Low Birth Weight 
 

Prevalence of obesity 
Incidence rate for measles 
Incidence rate for TB 
Incidence rate for chlamydia 

Functional 
health 

Health Utility Index (HUI) 
 

Short term (2 week) disability 
Long-term (6 month) disability 

Mental health Prevalence of depression Self-rated mental health 
Potential Years of Life Lost (PYLL) due 

to suicide 

Lifestyle and 
behavior 

Teen smoking rate 
Physical activity 

Exposure to second hand smoke rate 

Health Care Patient satisfaction with 
overall health services 

Proportion of population 
with a regular family 
doctor 

Hospitalization rate for 
ambulatory care 
sensitive conditions 

Difficulty obtaining routine or ongoing 
health services 

Difficulty obtaining immediate care 
Patient satisfaction with community-

based care 
Waiting times for various surgeries and 

self-reported wait times for surgery 

Public Health Immunization rate 
 

Pre and perinatal care 
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Domain Healthy Populations 
SubDomain  Personal wellbeing 
Indicator Self-rated health (also called Perceived health) 
Definition Population aged 12 and over who reported perceiving their own health 

status as being excellent or very good. 
Related Details  
Rationale Self-rated health is a subjective and general indicator of overall health 

status. It can reflect a broad measure of overall health, including 
many aspects not captured in other measures.  It is a useful measure 
of the overall health aspect for quality of life, complementing life 
expectancy measures. 

While self-rated health is a subjective measure, studies have found it to 
be a good predictor of disease incidence and mortality.  Because of 
underreporting and over-reporting of various epidemiological 
conditions and lack of data on condition severity, this indicator is a 
not only a good general indicator of overall health status, but is also 
good complement to more specific indicators. 

Source Statistics Canada, Canadian Community Health Survey and National 
Population Health Survey  

http://www.statcan.ca/english/freepub/82-221-
XIE/2004002/hlthstatus/wellbeing1.htm 

http://www.statcan.gc.ca/pub/82-221-
x/2010001/tblstructure/1hs/1wb/wb1phx-eng.htm 

Data Availability Data available for 2003, 2005, 2007 and 2009 for Canada, provinces, 
territories, health regions and peer groups. Data available for 
1994/1995, 1996/1997, 1998/1999 and 2000/2001 for Canada and 
provinces. 

Level of 
Disaggregation 

Data available by age group and sex (number, percent and confidence 
interval, as well as age-standardized rate for 1994/1995, 1996/1997, 
1998/1999 and 2000/2001). 

Equity Analysis By special run for SES (income and education). 
Technical Specs Excludes non-residents, residents of institutions, persons living on First 

Nations reserves and on Crown land, members of the Canadian 
Forces, as well as residents of certain remote regions. 

Self-rated health is reported on a five point scale from poor to 
excellent. 

Considerations  
Other related 

Indicators 
Self-esteem, happiness, life satisfaction. Changes in self-rated health. 
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Domain Healthy Populations 
SubDomain  Personal wellbeing 
Indicator Life stress (also called Perceived life stress) 
Definition Population aged 15 and over (18 and over for 1994/1995, 1996/1997, 

1998/1999 and 2000/2001) who reported perceiving that most days 
in their life were quite a bit or extremely stressful. Perceived life 
stress refers to the amount of stress in the person’s life, on most 
days, as perceived by the person or, in the case of proxy response, 
by the person responding. 

Related Details Questions asked on source of stress and how respondents deal with 
stress (smoking, drinking, drugs, exercise, relaxing, talking and 
spiritual). 

Rationale Stress has been linked to a variety of ailments, including cardiovascular 
disease, musculoskeletal disorders and psychological disorders. 

Source Statistics Canada, Canadian Community Health Survey and National 
Population Health Survey 

http://www.statcan.ca:80/english/freepub/82-221-
XIE/2004002/nonmed/personal3.htm  

http://www.statcan.gc.ca/pub/82-221-
x/2010001/tblstructure/1hs/1wb/wb1pls-eng.htm 

Data Availability Data available for 2000/2001, 2003, 2005, 2007 and 2009 for Canada, 
provinces, territories, health regions and peer groups. Data available 
for 1994/1995, 1996/1997, 1998/1999 and 2000/2001 for Canada and 
provinces.  

Level of 
Disaggregation 

Data available by age group and sex (number, percent and confidence 
interval). 

Equity Analysis By special run for SES (income and education). 
Technical Specs Excludes non-residents, residents of institutions, persons living on First 

Nations reserves and on Crown land, members of the Canadian 
Forces, as well as residents of certain remote regions. 

Life stress is reported on a scale from “not at all”, “some” and “quite a 
lot” (in 1994/5, it was classed as “low”, “moderate” and “high”).  
Questions used to derive the scales were different in the 1994/5 and 
2000/1 and 2003 surveys. 

Considerations The CCHS also had questions on Work Stress. Questions on levels of 
stress have also been included in the General Social Survey, most 
recently in Cycle 17 in 2003. 

Other related 
Indicators 

Work stress. 
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Domain Healthy Populations 
SubDomain  Personal wellbeing 
Indicator Happiness 
Definition People who responded “very happy” to the question of “Presently, 

would you describe yourself as very happy, somewhat happy, 
somewhat unhappy, very unhappy or no opinion.” 

Related Details No further details on this module in 2003 General Social Survey. 
Rationale  
Source Statistics Canada, General Social Survey (GSS) and Canadian 

Community Health Survey (CCHS) 
Data not available through CANSIM or online. 

Data Availability Data available 1985, 1986, 1998 and 2003 (and perhaps some other 
years) for Canada and provinces. 

Level of 
Disaggregation 

 

Equity Analysis By special run for SES (variables in the GSS). 
Technical Specs Excludes non-residents, residents of institutions, persons living on First 

Nations reserves and on Crown land, members of the Canadian 
Forces, as well as residents of certain remote regions.  

Considerations Questions on levels of happiness were included in the 2000/2001 
CCHS as optional content, but only selected by Manitoba and some 
Saskatchewan health regions 
(http://www.statcan.ca:80/english/freepub/82-577-
XIE/00203/tables/html/500726.htm). 

There have been a number of international surveys of happiness, but it 
is unclear how comparable the data from these surveys are with the 
GSS data as the questionnaires used are not readily available. 

Other related 
Indicators 

Work stress. 
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Domain Healthy Populations 
SubDomain  Personal wellbeing 
Indicator Life satisfaction 
Definition Population aged 12 and over who reported being satisfied or very 

satisfied with their life in general. 
Related Details General question with no further details. 
Rationale  
Source Statistics Canada, Canadian Community Health Survey 

http://www.statcan.gc.ca/pub/82-221-
x/2010001/tblstructure/2nm/2pr/pr2lsx-eng.htm 

Data Availability Data available for 2000/2001, 2003, 2005, 2007 and 2009 for Canada, 
provinces, territories, health regions and peer groups.  

Level of 
Disaggregation 

Data available by age group and sex (number, percent and confidence 
interval). 

Equity Analysis By special run for SES variables (income and education).  
Technical Specs Excludes non-residents, residents of institutions, persons living on First 

Nations reserves and on Crown land, members of the Canadian 
Forces, as well as residents of certain remote regions. 

In 2009, survey respondents were asked to rate, on a scale from 0 to 
10, from ‘very dissatisfied’ to ‘very satisfied,’ how they felt about 
their life as a whole. From 2003 to 2008, respondents were asked to 
choose from five categories: ‘very satisfied’, ‘satisfied’, ‘neither 
satisfied nor dissatisfied’, ‘dissatisfied’ or ‘very dissatisfied.’ Very 
dissatisfied (2003, 2005, 2007 and 2008) is equivalent to 0 or 1 
(2009), and dissatisfied (2003, 2005, 2007 and 2008) is equivalent to 
2, 3 or 4 (2009). Neither satisfied nor dissatisfied (2003, 2005, 2007 
and 2008) is equivalent to 5 (2009), and satisfied (2003, 2005, 2007 
and 2008) is equivalent to 6, 7 or 8 (2009). Finally, very satisfied 
(2003, 2005, 2007 and 2008) is equivalent to 9 or 10 (2009). 

Considerations The 2003 General Social Survey had a series of questions about life 
satisfaction, with more detail solicited, but the data from the GSS are 
not as readily available, the sample size is smaller and it is less 
compatible with much of the other health indicator data. 

Other related 
Indicators 
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Domain Healthy Populations 
SubDomain  Life expectancy/mortality 
Indicator Life expectancy 
Definition Life expectancy is the number of years a person would be 

expected to live, starting from birth (for life expectancy at 
birth) or at age 65 (for life expectancy at age 65), on the basis 
of the mortality statistics for a given observation period. 

Related Details Calculated for both birth and for age 65. 
Rationale Life expectancy is a direct measure of the quantity of a person’s 

life, but is also an indirect indicator of quality through health 
status. At the same time, prolongment of life with debilitating 
diseases does not necessarily represent an increase in 
wellbeing.  Health-adjusted life expectancy may be a better 
measure in such circumstances. 

Relationship to 
other Domains 

Life expectancy is closely correlated with positive levels of well-
being in other domains, in particular living standards, 
education, and environmental factors. 

Use in other 
Frameworks 

Life expectancy is a widely used priority indicator of the health 
of a population, is widely available and used on a comparative 
basis in the UN Human Development Report. 

Source Statistics Canada, Vital Statistics, Death Database, and 
Demography Division (population estimates) 

http://www.statcan.gc.ca/pub/82-221-
x/2010001/tblstructure/1hs/1de/de1lex-eng.htm 

Data Availability Data available for 1979 to 2007 (annual) for Canada, provinces 
and territories. Data is also available for 1997 to 2001 for 
health regions, and back to 1921 on a more aggregate basis. 

Level of 
Disaggregation 

Data available by age group and sex.  

Equity Analysis Life expectancy has been estimated using the ecological 
approach by gender and tercile income group for Canada and 
the provinces for the 2001 year. 

Technical Specs Excludes non-residents of Canada.  
The data are highly accurate for current life expectancies and 

has a low error rate.   
Considerations Mortality rates are based on current averages and do not 

represent the length of life that newborns or those at 
particular ages are expected to live. This indicator should be 
presented by sex since the life expectancy of women and 
men differs so much. 

Other Indicators Life expectancy at age 65, health adjusted life expectancy, infant 
and perinatal mortality, premature mortality, mortality by 
selected causes, PYLL potential years of life lost 

Domain Healthy Populations 
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SubDomain  Life expectancy/mortality 
Indicator Health-adjusted life expectancy (HALE) 
Definition Health-adjusted life expectancy is the number of years a person would 

be expected to live, starting from birth (for life expectancy at birth) 
or at age 65 (for life expectancy at age 65), on the basis of the 
mortality statistics for a given observation period. 

Related Details  
Rationale HALE is an important indicator because it provides some indication of 

the degree to which increased life expectancy also reflects increased 
years of life spent in good health. In this way, HALE is a measure of 
both the quantity and quality of life. 

Source Statistics Canada, Canadian Vital Statistics, Death Database; Canadian 
Community Health Survey, 2000/2001; National Population Health 
Survey, 1996/1997, cross sectional sample, Institutions component 
and 2001 Census 

http://www.statcan.gc.ca/pub/82-401-x/2002000/4064312-eng.htm 
http://www.statcan.gc.ca/pub/82-221-

x/2010001/tblstructure/1hs/1hf/hf1hal-eng.htm 
Data Availability Data available for 1990 to 1992 and 2001 for Canada, provinces. Data 

not available for territories. 
 

Level of 
Disaggregation 

Data available by sex and income group.   

Equity Analysis 2001 HALE estimates available by tercile income groups. 
Technical Specs HALE is a summary measure of population health that combines 

information on morbidity (i.e., health status) with mortality rates. 
Health status information was obtained from the Health Utilities 
Index Mark 3 (HUI3) instrument used in the General Social Survey 
(GSS), NPHS and CCHS. To estimate HALE, average HUI3 scores 
were first tabulated for the Canadian population by sex and age 
group. Second, using intercensal life tables, the total years of life 
lived in each age group were multiplied (weighted) by the 
corresponding mean HUI3 score. Third, the resulting health-
adjusted years of life lived were summed and divided by the total 
number of survivors in each age group to provide the HALE 
estimates.   

Considerations The indicator should be presented by gender because the HALE of men 
and women differs considerably. 

Other related 
Indicators 

Disability-adjusted life expectancy (DALE), Activity limitations, disability 
days. 
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Domain Healthy Populations 
SubDomain  Life expectancy/mortality 
Indicator Infant mortality 
Definition Infants who die in the first year of life, expressed as a count and 

a rate per 1,000 live births. 
Related Details  
Rationale The infant mortality rate is a widely used measure of child 

health as well as the well-being of a society. It reflects health 
status and health care, the effectiveness of preventive care, 
maternal and child health, as well as maternal education, 
smoking and relative deprivation. 

Source Statistics Canada, Vital Statistics, Births and Deaths databases 
http://www.statcan.ca:80/english/freepub/82-221-

XIE/2004002/hlthstatus/deaths1.htm 
http://www.statcan.gc.ca/pub/82-221-

x/2010001/tblstructure/1hs/1de/de1imx-eng.htm  
Data Availability Data available for 1974 to 2007 (annual) for Canada, provinces 

and territories (except Newfoundland, where data is available 
from 1992). Data available for 1997 to 2001 for health 
regions.  

Level of 
Disaggregation 

Data available by age at time of death.  

Equity Analysis Some studies have been done looking at neighbourhood SES and 
have found IMRs to be higher in low SES regions. This type of 
analysis is not done routinely. 

Technical Specs Excludes births to mothers not resident in Canada and infant 
deaths to non-residents of Canada.  Excludes live births of 
less than 500 grams for both infant deaths and births. 

Considerations Pre-term births account for approximately 75-85% of all 
perinatal mortality in Canada. Infant mortality rates are 
affected by prenatal screening and pregnancy termination, to 
an unknown extent.  The potential magnitude of this impact 
will vary depending on the region.   

Other Indicators Perinatal mortality rate 
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Domain Healthy Populations 
SubDomain  Life expectancy/mortality 
Indicator Mortality rates for lung, breast, prostate and colorectal 

cancers 
Definition Number of deaths caused by these cancers per 100,000 

population that would be observed if the population had the 
same age composition as the reference population. 

Related Details  
Rationale Indicator of success in reducing deaths from these diseases from 

prevention, detection and treatment. 
Source Statistics Canada, Vital Statistics, Death Database, and 

Demography Division (population estimates) 
http://www.statcan.ca/english/freepub/82-401-

XIE/2002000/healthycan.htm#5  
http://www.statcan.gc.ca/pub/82-221-

x/2010001/tblstructure/1hs/1de/de1mbs-eng.htm 
Data Availability Data available for 1979 to 2004 (annual) for Canada, provinces 

and territories (age-standardized rate only). Data available for 
2001 for health regions 
(http://www.statcan.ca:80/english/freepub/82-221-
XIE/2004002/hlthstatus/deaths3.htm#cancer). 

Level of 
Disaggregation 

Data available by sex.  

Equity Analysis  
Technical Specs Excludes non-residents of Canada.  
Considerations Classification change in 2000 had an impact on the incidence of 

specific types of cancer.  Estimated impact of this 
classification change is provided at: 

http://www.statcan.ca/english/freepub/82-401-
XIE/2002000/considerations/hlt/40hlt.htm 

Other Indicators Cancer incidence and five-year survival rates are also available 
for the 1976 to 2004 period (2001 to 2004 are estimates), 
with incidence by detailed health region for 2000. 
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Domain Healthy Populations 
SubDomain  Life expectancy/mortality 
Indicator Mortality rates for AMI – Acute Myocardial Infarction 
Definition Number of deaths caused by AMI per 100,000 population that 

would be observed if the population had the same age 
composition as the reference population. 

Related Details  
Rationale AMI is the leading cause of death in many industrialized nations. 

This indicator of success in reducing deaths from this disease 
from prevention, detection and treatment. 

Source Statistics Canada, Vital Statistics, Death Database, and 
Demography Division (population estimates) 

http://www.statcan.ca/english/freepub/82-401-
XIE/2002000/healthycan.htm#9 

http://www.statcan.gc.ca/pub/82-221-
x/2010001/tblstructure/1hs/1de/de1mbs-eng.htm   

Data Availability Data available for 1979 to 2004 (annual) for Canada, provinces 
and territories (age-standardized rate only). 

Level of 
Disaggregation 

Data available by sex. 

Equity Analysis  
Technical Specs Excludes non-residents of Canada.  
Considerations Classification change in 2000 had an impact on the incidence of 

AMI of about 2.7%. 
http://www.statcan.ca/english/freepub/82-401-

XIE/2002000/considerations/hlt/44hlt.htm  
Other Indicators  
  



109 
 

 
Domain Healthy Populations 
SubDomain  Life expectancy/mortality 
Indicator Mortality rates for stroke 
Definition Number of deaths caused by stroke or cerebrovascular 

accidents (CVA) per 100,000 population that would be 
observed if the population had the same age composition as 
the reference population. 

Related Details  
Rationale Indicator of success in reducing deaths from stroke or CVA 

from prevention, detection and treatment. 
Source Statistics Canada, Vital Statistics, Death Database, and 

Demography Division (population estimates) 
http://www.statcan.ca/english/freepub/82-401-

XIE/2002000/healthycan.htm#10 
http://www.statcan.gc.ca/pub/82-221-

x/2010001/tblstructure/1hs/1de/de1mbs-eng.htm 
Data Availability Data available for 1979 to 2004 (annual) for Canada, provinces 

and territories (age-standardized rate only). Data available for 
2001 for health regions 
(http://www.statcan.ca:80/english/freepub/82-221-
XIE/2004002/hlthstatus/deaths3.htm#circulatory). 

Level of 
Disaggregation 

Data available by sex. 

Equity Analysis  
Technical Specs Excludes non-residents of Canada.  
Considerations Classification change in 2000 had an impact on the calculated 

incidence of CVA. 
http://www.statcan.ca/english/freepub/82-401-

XIE/2002000/considerations/hlt/45hlt.htm  
Other Indicators  
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Domain Healthy Populations 
SubDomain  Life expectancy/mortality 
Indicator Potential Years of Life Lost (PYLL)  due to 

unintentional injury 
Definition Potential years of life lost (PYLL) is the number of years of life 

"lost" when a person dies "prematurely" from any cause – 
before age 75. A person dying at age 25, for example, has lost 
50 years of life. 

Related Details  
Rationale PYLLis a complementary indicator to life expectancy focusing on 

mortality among the non-elderly. It reflects the level of 
success in preventing premature loss of life from various 
causes. It is an overall indicator of population health and well 
being, and of the effectiveness of preventive programs. 

Source Statistics Canada, Vital Statistics, Death Data Base and 
Demography Division 

http://www.statcan.ca/english/freepub/82-401-
XIE/2002000/healthycan.htm#20  

http://www.statcan.ca:80/english/freepub/82-221-
XIE/2004002/hlthstatus/deaths4.htm  

http://www.statcan.gc.ca/pub/82-221-
x/2010001/tblstructure/1hs/1de/de1pyo-eng.htm 

Data Availability Data available for 1979 to 2006 (annual) for Canada, provinces 
and territories (number and rate). 

Level of 
Disaggregation 

Data available by sex for population aged 0–74.  

Equity Analysis  
Technical Specs Excludes non-residents of Canada. 

PYLL in Canada is now based on years of life lost before age 75; 
in the 1970s and 1980s, this measure was based on years of 
life lost before age 70.  Years lost are estimated based on 
midpoints for deaths in 5-year age groups. 

Potential years of life lost are calculated by taking the median 
age in each age group, subtracting from 75, and multiplying by 
the number of deaths in that age group disaggregated by sex 
and cause of death. These data are presented as a 
standardized rate per 100,000 population. 

Causes of death are classified according to the International 
Classification of Disease (ICD–9) from 1979 to 1999. The 
year 2000 and subsequent years available are classified 
according to the Tenth Revision of the International 
Statistical Classification of Diseases and Related Health 
Problems (ICD–10). Provincial level PYLL was calculated only 
for suicide and unintentional injuries for the years 2000 and 
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2001 only. Selected causes are defined as follows: colorectal 
cancer (ICD–9 153 to 154), lung cancer (ICD–9 162), female 
breast cancer (ICD–9 174), prostate cancer (ICD–9 185), 
acute myocardial infarction (ICD–9 410), cerebrovascular 
diseases (ICD–9 430 to 438), all stroke (ICD–9 430 to 432, 
434, 436), unintentional injuries (ICD–10 V01 to X59, Y85 to 
Y86 or ICD–9 E800 to E929 excluding E870 to E879), 
suicides (ICD–10 X60 to X84, Y87 or ICD–9 E950 to E959). 
(Should be added?) 

Considerations PYLL also calculated for cancers, acute myocardial infarction, 
cerebrovascular diseases, stroke and suicide. 

Other Indicators  
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Domain Healthy Populations 
SubDomain  Physical health conditions 
Indicator Diabetes prevalence 
Definition Population aged 12 and over who report that they have been 

diagnosed by a health professional as having diabetes. 
Diabetes includes females 15 and over who reported that 
they have been diagnosed with gestational diabetes. 

Related Details The CCHS database collects information on age at which 
diabetes was first diagnosed and whether and how long 
insulin has been taken to treat the diabetes. 

The National Diabetes Surveillance System (NDSS) database has 
prevalence rates by type of diabetes as well, which is not 
available through the CCHS database. 

Rationale Diabetes is a growing public health concern both as an indicator 
of diet and lifestyle factors and in terms of its health impact. 

Source Statistics Canada, Canadian Community Health Survey and 
National Population Health Survey 

http://www.statcan.ca:80/english/freepub/82-221-
XIE/2004002/hlthstatus/conditions2.htm#diabetes 

http://www.statcan.gc.ca/pub/82-221-
x/2010001/tblstructure/1hs/1hc/hc1dxx-eng.htm 

Data Availability Data available for 2003, 2005, 2007 and 2009 for Canada, 
provinces, territories, health regions and peer groups. Data 
available for 1994/1995, 1996/1997, 1998/1999 and 
2000/2001 for Canada and provinces. 

Level of 
Disaggregation 

Data available by age group and sex (number, percent and 
confidence interval). 

Equity Analysis By special run for SES (income and education).  

Technical Specs Excludes non-residents, residents of institutions, persons living 
on First Nations reserves and on Crown land, members of 
the Canadian Forces, as well as residents of certain remote 
regions. 

Considerations Another source for diabetes prevalence is used by Canadian 
governments in their comparable health indicators reports 
through the NDSS. This is reported for those aged 20 years 
and over, excludes New Brunswick and Newfoundland and is 
subject to data quality considerations. It also is used to 
report on diabetes incidence which is not routinely reported 
on using CCHS data. 
http://secure.cihi.ca/cihiweb/en/pub_login_PRTWG_2004_Re
ports_Diabetes_Updated.html 

Other Indicators  
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Domain Healthy Populations 
SubDomain  Physical health conditions 
Indicator Low birth weight 
Definition Live births less than 2,500 grams, expressed as a percentage of 

all live births with known birth weight. 
Related Details Data available for less than 2,500 grams and also for the less 

than 2,500 grams but greater than 500 grams. 
Rationale Low birth weight is a key determinant of infant survival, health, 

and development. Low birth weight infants are at a greater 
risk of having a disability and for diseases such as cerebral 
palsy, visual problems, learning disabilities and respiratory 
problems. 

Source Statistics Canada, Vital Statistics, Birth database 
http://www.statcan.ca:80/english/freepub/82-221-

XIE/2004002/hlthstatus/conditions3.htm   
http://www.statcan.gc.ca/pub/82-221-

x/2010001/tblstructure/1hs/1hc/hc1obr-eng.htm 
Data Availability Data available for 1971 to 2007 (annual) for Canada, provinces 

and territories (except Newfoundland, where data is available 
from 1991). Data available for 2001 for health regions. 

Level of 
Disaggregation 

Data available by sex (number and rate). 

Equity Analysis  
Technical Specs Excludes live births of unknown weight and births of mothers 

not resident in Canada. 
Considerations Low birth weight is also associated with multiple births, pre-

term births as well as poor maternal health, lifestyle and 
economic circumstances.  Different ethnic groups tend to 
have otherwise healthy babies of lower weight and this factor 
confounds the use of these data as an indicator. 

Other Indicators  
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Domain Healthy Populations 
SubDomain  Physical health conditions 
Indicator Prevalence of Obesity 
Definition Percent of adults who report a [computed] body mass index in 

specified categories, ranging from underweight to obese. 
Obesity is classed as a BMI of 30 or more, where BMI is 
calculated as weight (in kilograms) divided by height (in 
meters) squared. 

Related Details The index is: under 18.5 (underweight); 18.5 to 24.9 (normal 
weight); 25.0 to 29.9 (overweight); 30.0 to 34.9 (obese-Class 
I); 35.0 to 39.9 (obese-Class II); 40 or greater (obese - Class 
III). (Should be added?) 

Definition change was implemented in 2004 to conform to 
Health Canada guidelines for body weight classification. 

Rationale Obesity has been identified as a major risk factor contributing to 
a number of chronic illnesses such as diabetes and heart 
disease. BMI is the most common method of determining if 
an individual's weight is in a healthy range.  Body mass index 
(BMI) is a method of classifying body weight according to 
health risk. According to the World Health Organization 
(WHO) and Health Canada guidelines, health risk levels are 
associated with each of the following BMI categories: normal 
weight = least health risk; underweight and overweight = 
increased health risk; obese - class I = high health risk; obese 
- class II = very high health risk; obese - class III = extremely 
high health risk. 

Source Statistics Canada, Canadian Community Health Survey and 
National Population Health Survey 

http://www.statcan.ca:80/english/freepub/82-221-
XIE/2004002/hlthstatus/conditions1.htm  

http://www.statcan.gc.ca/pub/82-221-
x/2010001/tblstructure/1hs/1hc/hc1abm-eng.htm 

Data Availability Data available for 2000/2001, 2003, 2005, 2007, 2008 and 2007 
for Canada, provinces, territories, health regions and peer 
groups. Data available for 1994/1995, 1996/1997 and 
1998/1999 for Canada provinces and territories.  

Level of 
Disaggregation 

Data available by age group and sex (number, percent and 
confidence interval). 

 
Equity Analysis By special run for SES (income and education). 
Technical Specs Excludes those younger than 18, non-residents, residents of 

institutions, persons living on First Nations reserves and on 
Crown land, members of the Canadian Forces, residents of 
certain remote regions, pregnant women and persons either 
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shorter than 3 ft (0.914 metres) or taller than 6 ft 11 inches 
(2.108 metres). 

Considerations Data on height and weight are based on self-report survey 
responses. Individuals may not always report reliably.  Body 
Mass Index may also overestimate obesity rates in individuals 
who are athletic and/or have a muscular build. Body builders 
are often categorized as obese - however body building may 
promote a longer life expectancy. On the other hand, BMI 
may also underestimate body fat in people who have lost 
significant muscle mass such as the elderly.  

Other Indicators  
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Domain Healthy Populations 
SubDomain  Physical health conditions 
Indicator Incidence rate for measles 
Definition The rate of new measles cases reported each year per 100,000 

population. 
Related Details  
Rationale All Canadian provinces and territories have adopted a goal and 

objective of measles elimination (only such national goal that 
has been adopted by all provinces & territories), as has the 
Pan-American Health Organization.  Incidence rate reflects 
success of immunization programs. 

Source Canadian Institute for Health Information (Notifiable Diseases 
Reporting System) 

http://secure.cihi.ca/cihiweb/dispPage.jsp?cw_page=prtwg_HLT_
2004_e 

Data Availability Data available from 1980 to 2002 (annual) for Canada, provinces 
and territories. 

Level of 
Disaggregation 

 

Equity Analysis  
Technical Specs  
Considerations Measles incidence rate can fluctuate from year to year as a 

result of periodic outbreaks; hence may be more useful to 
report moving averages.  Rates have dropped so low in 
recent years that annual data provide little useful trend data 
and incidence rates by province and territory are even more 
variable. 

Other Indicators  
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Domain Healthy Populations 
SubDomain  Physical health conditions 
Indicator Incidence rate for tuberculosis (TB) 
Definition The rate of incident cases of new active and relapsed 

tuberculosis cases reported each year per 100,000. 
Related Details  
Rationale Tuberculosis is one of the leading causes of death from 

infectious diseases worldwide.  It is an important public 
health problem that also remains prominent in Western 
countries. Incidence is linked to high-risk groups including 
recent immigrants, First Nations communities and people 
infected with HIV and is often related to poor and crowded 
housing conditions. 

Source Canadian Institute for Health Information (Statistics Canada, 
Demography Division, Demographic Estimates Section) 

http://secure.cihi.ca/cihiweb/dispPage.jsp?cw_page=prtwg_HLT_
2009_e 

Data Availability Data available for 1990 to 2006 (annual) for Canada and 
provinces. 

World Health Organization also has national data for 1990 to 
2008 (http://www.who.int/tb/en/). 

Level of 
Disaggregation 

 

Equity Analysis Data do not appear to be available by demographic or risk 
group. 

Technical Specs  
Considerations Since 2001, the Canadian Tuberculosis Committee decided to 

report TB cases only for the Atlantic provinces and the 
Northern territories as a whole; however, rates are still 
separately reported for these provinces and territories. 

Other Indicators  
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Domain Healthy Populations 
SubDomain  Physical health conditions 
Indicator Incidence rate for chlamydia 
Definition Incidence rate of confirmed chlamydia genital infections each per 

100,000 population. 
Related Details  
Rationale Chlamydia is a common sexually transmitted infection that is an 

indicator of sexual risk behaviours and the effectiveness of 
primary and secondary prevention.  It can cause infertility and 
ectopic pregnancies.  

Source Canadian Institute for Health Information (Notifiable Diseases 
Reporting System, as well as Sexual Health and Sexually 
Transmitted Infections Section, Community Acquired 
Infections Division, Centre for Infectious Disease Prevention 
and Control, Health Canada) 
http://secure.cihi.ca/cihiweb/en/pub_login_PRTWG_2004_Re
ports_Chlamydia_March_2004.html  

Data Availability Data available for 1995 to 2002 (annual) for Canada, provinces 
and territories. 

Level of 
Disaggregation 

Data available by sex and age group for Canada. Data available 
by sex only for provinces and territories. 

Equity Analysis  
Technical Specs  
Considerations A new test introduced around 1997 initially accounted for some 

of the increase in incidence, but rates have continued to 
increase, suggesting continued increases in infection levels. 

Tables include reported cases only and do not represent the 
total number of people infected with gential chlamydia. 
(Should be added?) 

Other Indicators  
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Domain Healthy Populations 
SubDomain  Functional health 
Indicator Health utility index 
Definition Population aged 12 and over reporting measures of overall functional 

health, based on 8 dimensions of functioning (vision, hearing, speech, 
mobility, dexterity, feelings, cognition and pain). 

Related Details Data collected on the different dimensions of functioning. 
Rationale The HUI provides a broad measure of functional health status with a 

generic index. It provides a compact index of functional health and 
an objective measure of health quality of life. 

While the HUI is used mainly in Canada, it has also been used in about 
twenty other countries. 

Relationship to 
other Domains 

Strongly correlated with income and education status. 

Source Statistics Canada, Canadian Community Health Survey and National 
Population Health Survey 

http://www.statcan.ca/english/freepub/82-221-
XIE/2004002/hlthstatus/function1.htm 

Data Availability Data available for 2000/2001, 2003, 2005 and 2007 for Canada, 
provinces, territories and health regions. Data available for 
1994/1995, 1996/1997 and 1998/1999 for Canada, provinces and 
territories. A major limitation of the 2003 HUI data is that the index 
became an optional module in the CCHS cycle 2.1 (2003) and only 
five provinces “opted-in”. These included Newfoundland/Labrador, 
Prince Edward Island, Nova Scotia, New Brunswick, and Quebec. 
HUI data from CCHS cycles 3.1 and 4.1 are even less generalizable 
since British Columbia was the only province to participate in this 
optional module in 2005, and Quebec and Saskatchewan were the 
only provinces to participate in 2007. 

Level of 
Disaggregation 

Data available by age group and sex.  Available by detailed health region 
for 2000/2001, 2003, 2005 and 2007. Data also available for children 
aged 4 and over for the 1994/1995 to 1998/99 period. 

Equity Analysis By special run for SES (income and education).  
Technical Specs Excludes non-residents, residents of institutions, persons living on First 

Nations reserves and on Crown land, members of the Canadian 
Forces, as well as residents of certain remote regions. 

This index, developed at McMaster University’s Centre for Health 
Economics and Policy Analysis, is based on the Comprehensive 
Health Status Measurement System (CHSMS). 

Background information and studies available through http://www-
fhs.mcmaster.ca/hug/. 

Considerations A score of 0.8 to 1.0 is considered to be very good or perfect health; 
scores below 0.8 are considered to indicate moderate or severe 
functional health problems.  
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Other related 
Indicators 

Disability-adjusted life expectancy (DALE), activity limitations, disability 
days. 
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Domain Healthy Populations 
SubDomain  Functional health 
Indicator Short-term (2 week) disability 
Definition Number or percent of population aged 12 and over who stayed in bed 

or cut down on normal activities because of illness or injury, on one 
or more days in the past two weeks preceding the survey. 

Related Details Respondents in 2003 were asked whether the illness or injury led to 
days spent in bed or hospital, a reduction in activity, or extra effort 
required to perform usual activities and whether the short-term 
disability was caused by emotional or mental state or use of alcohol, 
drugs.  More details of cause of these disability days were not 
solicited. 

Rationale  
Source Statistics Canada, Canadian Community Health Survey and National 

Population Health Survey 
http://www.statcan.ca:80/english/freepub/82-221-

XIE/2004002/hlthstatus/function1.htm#twoweek  
CANSIM Table 105-0415 http://cansim2.statcan.gc.ca/cgi-

win/CNSMCGI.PGM 
Data Availability Data available for 2000/2001, 2003 and 2005 for Canada, provinces, 

territories, health regions and peer groups. Data available for 
1994/1995, 1996/1997 and 1998/1999 for Canada, provinces and 
territories. 

 
Level of 

Disaggregation 
Data available by age group and sex. 

Equity Analysis By special run for SES (income and education).  
Technical Specs Excludes non-residents, residents of institutions, persons living on First 

Nations reserves and on Crown land, members of the Canadian 
Forces, as well as residents of certain remote regions. 

Considerations  
Other related 

Indicators 
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Domain Healthy Populations 
SubDomain  Functional health 
Indicator Long-term (6 month) disability (also called Participation and 

activity limitation) 
Definition Number or percent of population aged 12 and over who reported 

being limited in selected activities because of a physical condition, 
mental condition, or health problem which has lasted or is expected 
to last six months or longer. 

Related Details Respondents were asked a number of detailed questions in this area, 
including: whether the disability caused activity limitations at home, 
school, work or in other activities; the general cause of the disability; 
whether respondents had suffered discrimination or unfair treatment 
as a result of the activity limitation; and whether the problem 
resulted in the need for help in a detailed range of different areas. 

Rationale  
Source Statistics Canada, Canadian Community Health Survey and National 

Population Health Survey 
http://www.statcan.ca:80/english/freepub/82-221-

XIE/2004002/hlthstatus/function1.htm#limitation  
http://www.statcan.gc.ca/pub/82-221-

x/2010001/tblstructure/1hs/1hf/hf1fhx-eng.htm 
Data Availability Data available for 2000/2001, 2003, 2005, 2007, 2008 and 2009 for 

Canada, provinces, territories, health regions and peer groups. Data 
available for 1994/1995, 1996/1997 and 1998/1999 for Canada, 
provinces and territories.  

Level of 
Disaggregation 

Data available by age group and sex (number, percent and confidence 
interval).  

Equity Analysis By special run for SES (income and education). 

Technical Specs Excludes non-residents, residents of institutions, persons living on First 
Nations reserves and on Crown land, members of the Canadian 
Forces, as well as residents of certain remote regions. 

Considerations Canadian Community Health Survey data on activity limitations are not 
comparable with activity limitation data from the National 
Population Health Survey due to differences in questions and 
response categories between the two surveys. 

Other related 
Indicators 
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Domain Healthy Populations 
SubDomain  Lifestyle and behavior 
Indicator Teen smoking rate 
Definition Percentage of population aged 12 to 19 reporting they are 

current cigarette smokers (including daily or occasional). 
 

Related Details Data also available on the number and rate of smokers who are 
daily smokers, occasional smokers, formers smokers and 
those who never smoked.  

CCHS 2003 questionnaire collected detailed information in this 
area, including when respondent first started smoking, how 
much they smoked, when they stopped, whether considering 
quitting, degree nicotine dependence, use of smoking 
cessation aids, counseling by doctors, and source of 
cigarettes for youth smokers. 

Rationale Tobacco use is the leading cause of preventable illness and death 
in Canada. Because of the addictive nature of nicotine, youth 
smoking is of particular concern. 

Source Statistics Canada, Canadian Community Health Survey and 
National Population Health Survey 

http://www.statcan.ca:80/english/freepub/82-221-
XIE/2004002/nonmed/behaviours1.htm#smoke 

http://www.statcan.gc.ca/pub/82-221-
x/2010001/tblstructure/2nm/2hb/hb2tos-eng.htm 

Data Availability Data available for 2000/2001, 2003, 2005, 2007, 2008 and 2009 
for Canada, provinces, territories, health regions and peer 
groups. Data available for 1994/1995, 1996/1997 and 
1998/1999 for Canada, provinces and territories. 

Level of 
Disaggregation 

Data available by age group and sex (number, percent and 
confidence interval). 

Equity Analysis By special run for SES (income and education). 
Technical Specs Excludes non-residents, residents of institutions, persons living 

on First Nations reserves and on Crown land, members of 
the Canadian Forces, as well as residents of certain remote 
regions. 

Occasional smokers include former daily smokers who now 
smoke occasionally. Does not take into account the number 
of cigarettes smoked. (Should be added?) 

Considerations Detailed information is available on rates of cigarette smoking 
for all age groups. This indicator involves data on cigarette 
smoking; much more limited information is collected by the 
CCHS on other tobacco alternatives, such as cigars, chewing 
tobacco, snuff & pipe smoking. 

Other Indicators  
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Domain Healthy Populations 
SubDomain  Lifestyle and behavior 
Indicator Leisure time physical activity 
Definition Percentage of population aged 12 and over who report a 

physical activity index of "active or moderately active," 
calculated according to a physical activity index. 

Related Details Information collected on type of activity, frequency and duration 
of activity over the past 3 months. 

Rationale Maintaining physical activity is associated with a range of health 
benefits, including major heart health benefits. Research also 
shows that physically active individuals are less likely to 
become depressed. 

Source Statistics Canada, Canadian Community Health Survey and 
National Population Health Survey 

http://www.statcan.ca:80/english/freepub/82-221-
XIE/2004002/nonmed/behaviours3.htm  

http://www.statcan.gc.ca/pub/82-221-
x/2010001/tblstructure/2nm/2hb/hb2ltp-eng.htm 

Data Availability Data available for 2000/2001, 2003, 2005, 2007, 2008 and 2009 
for Canada, provinces, territories, health regions and peer 
groups. Data available for 1994/1995, 1996/1997 and 
1998/1999 for Canada, provinces and territories. 

Level of 
Disaggregation 

Data available by age group and sex (number, percent and 
confidence interval). 

Equity Analysis By special run for SES (income and education).  
Technical Specs Excludes non-residents, residents of institutions, persons living 

on First Nations reserves and on Crown land, members of 
the Canadian Forces, as well as residents of certain remote 
regions. 

Activity level based on a physical activity index, based on the 
frequency and duration of physical activity and the metabolic 
value (calculated from weight of respondent). “Active” is 
classed as a daily energy expenditure of 3,000+ calories per 
day, moderate is classed as daily energy expenditure between 
1,500 and 2,900 calories per day. 

Considerations The detailed information in this area (and the physical activity 
index) collected by the CCHS focuses on leisure time 
physical activities, with little information on physical activity 
related to commuting and work or non-leisure-time physical 
activity. Hence this indicator only provides a partial 
perspective on overall levels of physical activity.  

Other Indicators  
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Domain Healthy Populations 
SubDomain  Lifestyle and behavior 
Indicator Rate of exposure to second-hand smoke 
Definition Proportion of the non-smoking population aged 12 and over 

exposed to second-hand tobacco smoke in private vehicles 
and/or public places every day or almost every day during 
the past month.  

Related Details Information collected on whether exposure was at home OR in 
private vehicles and/or public places. 

Rationale Exposure to second-hand tobacco smoke is related to adverse 
health effects, including increased mortality from lung cancer, 
cardiovascular disease and respiratory illness. This indicator 
reflects the effectiveness of the public health system in 
protecting non- smokers against exposure to tobacco smoke 
in public spaces and work places. 

Source Statistics Canada, Canadian Community Health Survey 
http://www.statcan.gc.ca/pub/82-221-

x/2010001/tblstructure/2nm/2ef/ef2esh-eng.htm 
Data Availability Data available for 2003, 2005, 2007, 2008 and 2009 for Canada, 

provinces, territories, health regions and peer groups.  
Level of 

Disaggregation 
Data available by age group and sex (number, percent and 

confidence interval).  
Equity Analysis By special run for SES (income and education). 
Technical Specs Excludes non-residents, residents of institutions, persons living 

on First Nations reserves and on Crown land, members of 
the Canadian Forces, as well as residents of certain remote 
regions. 

Considerations Questions changed from the 2000/2001 to 2003 CCHS 
questionnaire. Therefore, data on this indicator from these 
two surveys are not directly comparable. 

Other Indicators  
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Domain Healthy Populations 
SubDomain  Mental health 
Indicator Prevalence of depression 
Definition Population aged 12 and over who show symptoms of 

depression, based on their responses to a set of questions 
that establishes the probability of suffering a 'major 
depressive episode' is 0.9 or greater. 

Related Details Information collected in CCHS and NPHS questionnaire on 
impact of depressive episode (loss of interest, lack of energy, 
change in weight, sleeping, etc.) but not collected on 
probable cause of episode. Detailed information on mental 
health collected as part of cycle 1.2 and 2.1 of the Canadian 
Community Health Survey mental health and wellbing in 2002 
and 2003. 

Rationale Mental health problems rank among the five highest of illness 
categories in terms of physician, drug and facility costs. 

Source Statistics Canada, Canadian Community Health Survey and 
National Population Health Survey 

http://www.statcan.gc.ca/pub/82-401-x/2002000/4064312-
eng.htm#35 

Public Use Microdata Files for 2005 (cycle 3.1) and 2007 (cycle 
4.1). 

Statistics Canada, Canadian Community Health Survey: Mental 
Health and Well-being 

http://www.statcan.ca:80/english/freepub/82-617-XIE/index.htm  
Data Availability Data available for 1994/1995, 1996/1997, 1998/1999 and 

2000/2001 for Canada, provinces and territories. Data 
available for 2003, 2005 and 2007 for Canada, provinces, 
territories and health regions. However, this set of questions 
became an optional module as of cycle 2.1 of the CCHS 
(2003). In 2003, data was only collected from four provinces 
(Newfoundland, Prince Edward Island, New Brunswick and 
Alberta) and the three territories. Again, it was optional in 
2005, and data was only collected for Prince Edward Island, 
Nova Scotia, Quebec, Saskatchewan, Alberta, and British 
Columbia. In 2007, data was collected for Nova Scotia, New 
Brunswick Quebec, Alberta, the Yukon and Nunavut.  

Level of 
Disaggregation 

Data available by age group and sex. Data available by detailed 
health region for 2000/2001, 2003, 2005 and 2007 (only 
health regions in some provinces/territories). In 2002 and 
2003, much more detailed data was available from CCHS 1.2 
and 2.1 (Mental Health and Wellbeing), but it excluded the 
territories, and was not consistent with other NPHS and 
CCHS surveys. 
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Equity Analysis By special run for SES (income and education).  
Technical Specs Excludes non-residents, residents of institutions, persons living 

on First Nations reserves and on Crown land, members of 
the Canadian Forces, as well as residents of certain remote 
regions. 

The CCHS Mental Health and Well Being questionnaire was 
administered to a representative sample on the Canadian 
Forces in 2002.   

Considerations CCHS and NPHS data are not comparable with data from 
CCHS 1.2 and 2.1 (Mental Health and Well Being). The 
measure of depression is derived from a set of questions on 
mental health that involves thoughts and feelings about 
various subjects. Probability of depression based on episodes 
lasting two weeks or more. CCHS 2003, 2005 and 2007 
indicate the probability of 0.9 or greater of having 
experienced a major depressive episode over the past 12 
months. The measure is based on the short-form Composite 
International Diagnostic Interview.  
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Domain Healthy Populations 
SubDomain  Personal wellbeing 
Indicator Self-rated mental health (also called Perceived mental health) 
Definition Population aged 12 and over who reported perceiving their own mental 

health status as being “excellent or very good”, or “fair or poor”, 
depending on the indicator. 

Related Details  
Rationale Self-rated mental health provides a general indication of the population 

suffering from some form of mental disorder, mental or emotional 
problems, or distress, not necessarily reflected in self-reported 
(physical) health. 

Source Statistics Canada, Canadian Community Health Survey 
http://www.statcan.gc.ca/pub/82-221-
x/2010001/tblstructure/1hs/1wb/wb1pmh-eng.htm 

Data Availability Data available for 2003, 2005, 2007, 2008 and 2009 Canada, provinces, 
territories, health regions and peer groups.  

Level of 
Disaggregation 

Data available by age group and sex (number, percent and confidence 
intervals). 

 
Equity Analysis By special run for SES (income and education). 
Technical Specs Excludes non-residents, residents of institutions, persons living on First 

Nations reserves and on Crown land and members of the Canadian 
Forces.  

Considerations  
Other related 

Indicators 
Probability of depression; PYLL due to suicide 
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Domain Healthy Populations 
SubDomain  Mental health 
Indicator Potential years of life lost (PYLL) due to suicide 
Definition Potential years of life lost (PYLL) due to suicide is the number of 

years of life "lost" when a person dies “prematurely” from any 
cause – before age 75. Rates per 100,000 population. 

Related Details  
Rationale PYLL due to suicide weights the incidence of suicide according 

to the age of the person who commits suicide. 
The most widely used indicator based on mortality rates is life 

expectancy. It measures average expectation of life, and 
therefore reflects both changing lengths of life for the very 
old, and changes in mortality rates for the non-elderly. PYLL 
is a complementary indicator focusing on mortality among the 
non-elderly. It reflects the level of success in preventing 
premature (and therefore presumably preventable or 
postponable) loss of life, with its consequent loss of social and 
economic productivity. It is an overall indicator of population 
health and well being, and effectiveness of preventive 
programs. (Should be added?) 

Source Statistics Canada, Vital Statistics, Death Database, and 
Demography Division (population estimates) 

http://www.statcan.gc.ca/pub/82-221-
x/2010001/tblstructure/1hs/1de/de1pyo-eng.htm 

Data Availability Data available from 1979 to 2006 (annual) for Canada, provinces 
and territories. Data also available for health regions on a 
three year average (2001).  

Level of 
Disaggregation 

Data available by sex (number and rate, and confidence interval 
for three year average).  

Equity Analysis  
Technical Specs Excludes non-residents of Canada. 

PYLL in Canada is now based on years of life lost before age 75; 
in the 1970s and 1980s, this measure was based on years of 
life lost before age 70.  Years lost are estimated based on 
midpoints for deaths in 5-year age groups.  Discontinuity 
introduced into the data from 2000 due to change in 
classification coding. 

Potential years of life lost are calculated by taking the median 
age in each age group, subtracting from 75, and multiplying by 
the number of deaths in that age group disaggregated by sex 
and cause of death. 

Considerations  
Other Indicators Incidence of suicide. 
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Domain Healthy Populations 
SubDomain  Satisfaction with health care 
Indicator Patient satisfaction with overall health services 
Definition Percentage of the population aged 15 and over who rate themselves 

as either very satisfied or somewhat satisfied with the overall 
health care services received in the past 12 months. 

 
Related Details Details also available on satisfaction with types of health care 

received (hospital, doctor, community, tele-health care services) 
and also with perceived quality of these types of care, as well as 
difficulty obtaining types of care. 

Rationale Patient satisfaction with overall health care services provides some 
indicator of the appropriateness and degree of patient-centred 
care that is provided through the primary health care system. 

Relationship to 
other Domains 

The degree and appropriateness of patient-centred care can be 
related in some sense to the governance/community vitality 
domain – helping to represent how well the health system 
accommodates a diversity of needs and involves patients in its 
structure. 

Source Statistics Canada, Canadian Community Health Survey 
http://www.statcan.gc.ca/pub/82-221-x/2004002/performance-

rendement/4062872-eng.htm 
http://www.statcan.gc.ca/pub/82-221-

x/2010001/tblstructure/3sp/3ac/acep3ps-eng.htm 
CANSIM Table 105-4080 

Data Availability Data available for 2000/2001, 2003, 2005 and 2007 for Canada, 
provinces and territories.  

Level of 
Disaggregation 

By sex and age group (number, percent, age-standardized rate and 
confidence interval).   

Equity Analysis By special run for SES (income and education). 
Technical Specs Excludes non-residents, residents of institutions, persons living on 

First Nations reserves and on Crown land, members of the 
Canadian Forces, as well as residents of certain remote regions. 

Question asked of those living in private households, denominator 
includes only those who received any health care services over 
the 12 month reference period.  

Considerations  
Other Indicators CCHS also includes questions on quality and accessibility of health 

care services.  
 



131 
 

 
Domain Healthy Populations 
SubDomain  Satisfaction with health care 
Indicator Difficulty obtaining routine or ongoing health services 
Definition Percent who required routine or on-going health services for 

self or a family member in the past 12 months and 
experienced difficulties obtaining them based on population 
15 years of age and over. 

Related Details Information available about difficulty of obtaining different types 
of health services, including health services from specialists, 
health information or advice and immediate care, also 
information available about whether difficulty was 
experienced during regular office hours, evenings and 
weekends, or in the middle of the night. Details were asked 
in the survey about the specific nature of the difficulties 
experienced, for example, getting a physician, getting an 
appointment, language, transportation, cost, etc. Information 
on waiting times also collected as part of the HSAS survey. 

Rationale The ability to obtain routine care when needed is an important 
indication of whether the health care system is meeting 
patient needs.  It is also important for maintaining health, 
preventing health emergencies and preventing the 
inappropriate use of services. 

Source Statistics Canada, Health Services Access Survey (HSAS) and 
Canadian Community Health Survey 

CANSIM Tables 105-3039 and 105-3041 
http://www.statcan.ca/english/freepub/82-401-

XIE/2002000/primarycare.htm#1 
CANSIM Table 105-3067 

Data Availability Data available for 2001, 2003, 2005, 2007, 2008 and 2009 for 
Canada, provinces and territories.  

Level of 
Disaggregation 

Data available by number, percent age-standardized rate and 
confidence interval. Data not available by age group or sex.  

Equity Analysis The HSAS did not directly collect data on SES variables. It is not 
clear if data from the HSAS can be cross-tabulated with SES 
data collected as part of the CCHS, of which it was a 
supplement. 

By special run for SES (income and education) for 2003, 2005 
and 2007.  

Technical Specs Excludes non-residents, residents of institutions, persons living 
on First Nations reserves and on Crown land, members of 
the Canadian Forces, as well as residents of certain remote 
regions. 

Data from 2001 (HSAS) and 2003 (CCHS) are not comparable. 
Considerations Does not measure the degree of difficulty obtaining health care 
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services. 
Other Indicators  
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Domain Healthy Populations 
SubDomain  Satisfaction with health care 
Indicator Difficulty obtaining immediate care 
Definition Percent who required immediate health care for a minor problem 

for self or a family member in the past 12 months and 
experienced difficulties obtaining them based on population 15 
years of age and over. 

Related Details Information available about difficulty of obtaining different types of 
health services, including health services from specialists, health 
information or advice and ongoing care, also information available 
about whether difficulty was experienced during regular office 
hours, evenings and weekends, or in the middle of the night. 
Details were asked in the survey about the specific nature of the 
difficulties experienced: e.g., getting a physician, getting an 
appointment, language, transportation, cost, etc.  Information on 
waiting times also collected as part of the HSAS survey. 

Rationale The ability to obtain immediate care for emergent but minor health 
care problems when needed is an important indication of 
whether the health care system is meeting patient needs.  It is 
also important for maintaining health, preventing health 
emergencies and preventing the inappropriate use of services. 

Use in other 
Frameworks 

 

Source Statistics Canada, Health Services Access Survey (HSAS) and 
Canadian Community Health Survey 

CANSIM Tables 105-3039 and 105-3041 
http://www.statcan.gc.ca/pub/82-401-x/2002000/4064316-eng.htm#3 
CANSIM Table 105-3069 

Data Availability Data available for 2001, 2003, 2005, 2007, 2008 and 2009 for 
Canada, provinces and territories. 

Level of 
Disaggregation 

Data available by number, percent age-standardized rate and 
confidence interval. Data not available by age group or sex. 

Equity Analysis The HSAS did not directly collect data on SES variables. It is not 
clear if data from the HSAS can be cross-tabulated with SES data 
collected as part of the CCHS, of which it was a supplement.  

By special run for SES (income and education) for 2003, 2005 and 
2007. 

Technical Specs Excludes non-residents, residents of institutions, persons living on 
First Nations reserves and on Crown land, members of the 
Canadian Forces, as well as residents of certain remote regions. 

Data from 2001 (HSAS) and 2003 (CCHS) are not comparable. 
Considerations Does not measure the degree of difficulty obtaining immediate care. 
Other Indicators  
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Domain Healthy Populations 
SubDomain  Satisfaction with health care 
Indicator Patient satisfaction with community-base care 
Definition Percentage of the population aged 15 and over who rate 

themselves as either very satisfied or somewhat satisfied 
with community-based health care services received in the 
past 12 months. 

Related Details Details also available on satisfaction with other types of health 
care received (hospital, doctor, overall health care, tele-
health care services) and also with perceived quality of these 
types of care, as well as difficulty obtaining types of care. 

Rationale Patient satisfaction with community care health care services 
provides some indicator of the appropriateness and degree 
of patient-centred care that is provided through the primary 
health care system. 

Relationship to 
other Domains 

The degree and appropriateness of patient-centred care can be 
related in some sense to the governance/community vitality 
domain – helping to represent how well the health system 
accommodates a diversity of needs and involves patients in 
its structure. 

Source Statistics Canada, Canadian Community Health Survey 
http://www.statcan.gc.ca/pub/82-221-x/2004002/performance-

rendement/4062872-eng.htm#community 
Data Availability Data available for 2000/2001, 2003 and 2005 for Canada, 

provinces and territories. 
Level of 

Disaggregation 
Data available by age group and sex (number, percent age-

standardized rate and confidence interval).  
Equity Analysis By special run for SES (income and education). 
Technical Specs Excludes non-residents, residents of institutions, persons living 

on First Nations reserves and on Crown land and members 
of the Canadian Forces. 

Question asked of those living in private households, 
denominator includes only those who received any health 
care services over the 12 month reference period.  

Considerations Community-based care examples included home nursing care, 
home-based counseling or therapy, personal care and 
community walk-in clinics. Excludes care received through a 
hospital or doctor’s office. 

Other Indicators  
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Domain Healthy Populations 
SubDomain  Health care/public health care 
Indicator Proportion of population reporting having a regular 

family doctor 
Definition Percent of population aged 15 and over who reported yes to 

the question of whether they had a regular family doctor. 
Related Details Few details on this are available from the Health Services Access 

Survey (2001) – e.g., nothing about frequency of visits, etc.  In 
the CCHS, a “no” response to this question is accompanied 
by other questions that probe the reasons why.  

Rationale Having a regular health care provider and continuity of care 
provides some indicator of the level of patient-centered care 
and is generally more effective and less costly than episodic 
care.  It is also a good measure of the capacity and 
appropriateness of the primary health care infrastructure. 

Relationship to 
other Domains 

The degree and appropriateness of patient-centred care can be 
related in some sense to the governance/community vitality 
domain – helping to represent how well the health system 
accommodates a diversity of needs and involves patients in 
its structure. 

Source Statistics Canada, Health Services Access Survey (HSAS) and 
Canadian Community Health Survey 

http://www.statcan.ca/english/freepub/82-401-
XIE/2002000/primarycare.htm#4 

Data Availability Data available for 2000/2001, 2003, 2005, 2007, 2008 and 2009 
for Canada, provinces and territories. 

Level of 
Disaggregation 

Data available by age group and sex (number, percent age-
standardized rate and confidence interval). 

Equity Analysis By special run for SES (income and education).   
Technical Specs Excludes non-residents, residents of institutions, persons living 

on First Nations reserves and on Crown land, members of 
the Canadian Forces, as well as residents of certain remote 
regions. 

Data on this indicator from the HSAS may be different from 
data on a similar question asked as part of the parent CCHS 
as there were different definitions used.  The CCHS aims at 
producing reliable estimates at the health region level, and 
the HSAS at the national and provincial levels. 

Considerations The estimates produced for family physicians from the HSAS 
may vary slightly from those reported by its parent the 
CCHS for several reasons including differences in target 
samples (HSAS includes those 15 years and over; CCHS 
includes those 12 years and over), survey methods and the 
context within which the question was presented. 
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Furthermore, the question about family physicians in the 
HSAS asked about "family doctor" while the CCHS asked for 
"medical doctor" which could be interpreted differently by 
respondents and cause the estimate to be different. The 
concept of "family doctor" was used in the HSAS to have a 
more precise measure of access to primary care. The 
concept of "regular family doctor" was used in the HSAS to 
have a more precise measure of access to primary care. 

Other Indicators  
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Domain Healthy Populations 
SubDomain  Health care/public health care 
Indicator Hospitalization rates for ambulatory care sensitive 

conditions 
Definition Age-standardized inpatient hospitalization rate for conditions 

where appropriate ambulatory care prevents or reduces the 
need for admission to hospital. 

Related Details  
Rationale Hospitalization rates for conditions which may often be cared 

for in the community are one indicator of appropriate access 
to community-based care. These conditions include diabetes, 
asthma, alcohol and drug dependence and abuse, neurosis, 
depression, and hypertensive disease which can often be 
managed with timely and effective treatment in the 
community, without hospitalization.  

Source Canadian Institute for Health Information (CIHI) 
http://secure.cihi.ca/cihiweb/en/PRTWG_12_acsc_live.html 

Data Availability Data available for 19995/1996 to 20001/2002 (annual) for 
Canada, provinces and territories. 

Level of 
Disaggregation 

Data available by sex.  

Equity Analysis  
Technical Specs Excluded patients not treated as inpatients in acute care 

hospitals. 
Coding differences may make data from 2001/2002 not 

comparable with earlier years.  
Considerations The hospitalization rates for these conditions tend to vary from 

place to place; for example, there are large rural/urban 
differences. One factor influencing the variation in rates is 
likely to be the extent to which preventive care and 
management within the community are available and 
accessible.  

Other Indicators May not require hospitalization rates from CIHI (available for 
specific provinces and regions). 
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Domain Healthy Populations 
SubDomain  Health care/public health care 
Indicator Influenza Immunization rate 
Definition Population aged 12 and over (2003, 2005, 2007, 2008 and 2009) 

or population aged 65 and over (1994/1995, 1996/1997, 
1998/1999, 2000/2001, 2003, 2005 and 2007) who reported 
when they had their last influenza immunization (flu shot). 
(Definition ok?) 

Related Details The indicator reports time of last influenza immunization. 
Individuals aged 65 and over who have not been immunized 
in the past year are asked why not and the reasons are 
recorded. 

Rationale Influenza is a largely preventable illness that results in substantial 
morbidity, and higher mortality rates in the elderly and those 
with chronic conditions.  

Source Statistics Canada, Canadian Community Health Surveys and 
National Population Health Survey 

http://www.statcan.ca/english/freepub/82-401-
XIE/2002000/healthycan.htm#34 

http://www.statcan.gc.ca/pub/82-221-
x/2010001/tblstructure/3sp/3ay/aces3ii-eng.htm 

Data Availability Data available for 2003, 2005, 2007, 2008 and 2009 for Canada, 
provinces, territories, health regions and peer groups. Data 
available for 1996/1997, 1998/1999, 2000/2001, 2003, 2005 
and 2007 for Canada, provinces and territories.    

Level of 
Disaggregation 

Data available by age group and sex (number, percent, 
confidence interval) for 2003, 2005, 2007, 2008 and 2009. 
Data available by sex for Canadians 65+ years (number, 
percent age-standardized rate and confidence interval) for 
1996/1997, 1998/1999, 2000/2001, 2003, 2005 and 2007.   

 
Equity Analysis By special run for SES (income and education). 
Technical Specs Excludes non-residents, residents of institutions, persons living 

on First Nations reserves and on Crown land, members of 
the Canadian Forces, as well as residents of certain remote 
regions. 

Considerations The 2009 data on flu shots may include H1N1 vaccines received 
in the Fall of 2009. In 2010, questions were revised in order 
to collect the two types of vaccines separately. 

Other Indicators  
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Domain Healthy Populations 
SubDomain  Health care/public health care 
Indicator Wait times for selected forms of surgery and care 
Definition The number of weeks that patients waited for selected forms of 

surgery between the time that that surgery was required and 
the date of the surgery, and distribution of wait times, for 
adults (aged 18 and older) who received their surgery in the 
period in question – calculated by the Canadian Institute for 
Health Information. Self-reported wait times for non-
emergency surgery from the Health Services Access Survey. 

Related Details Canadian Institute for Health Information data for hip 
replacement, knee replacement, cardiac bypass  

Health Services Access Survey (HSAS) has median and 
distribution of wait times for surgery available.  HSAS survey 
collected information on waiting times for different types of 
surgery and for other procedures, what the respondents 
considered an appropriate waiting time and whether and 
how the waiting affected their lives in different ways. 

Rationale Wait times are commonly used as indicators of the efficiency of 
the system.  

Source Canadian Institute for Health Information (CIHI) for wait times 
for some surgeries 

http://secure.cihi.ca/cihiweb/dispPage.jsp?cw_page=prtwg_OI_2
004_e  

Statistics Canada, Health Services Access Survey (HSAS) and 
Canadian Community Health Survey for self-reported wait 
times. 

http://www.statcan.ca/english/freepub/82-401-
XIE/2002000/otherprogserv.htm#4  

Data Availability CIHI: Data available for 2002/2003 for some but not all 
provinces (depends on type of surgery). No Canadian 
average and no information for territories. 

HSAS and CCHS: Data available for 2000/2001 for Canada and 
select provinces. Data available for 2003, 2005, 2007, 2008 
and 2009 for Canada and provinces.  

Level of 
Disaggregation 

Data by age group and sex (number, median, percent, age-
standardized median, age-standardized rate and confidence 
interval). 

Equity Analysis HSAS did not directly collect data on SES variables.  It is not 
clear if data from the HSAS can be cross-tabulated with SES 
data collected as part of the CCHS, of which it was a 
supplement. 

Technical Specs Excludes non-residents, residents of institutions, persons living 
on First Nations reserves and on Crown land, members of 
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the Canadian Forces, as well as residents of certain remote 
regions. 

HSAS data also excludes persons less than 15 years of age, as 
well as persons living in Nunavut, the Yukon and the 
Northwest Territories.  

Considerations Many technical considerations and qualification involved in 
calculation of the CIHI data. A variety of factors can affect 
wait times, including demographics, treatment patterns, the 
number of emergency surgeries, which have higher priorities 
in use of resources, nurse shortages, or job action. 
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Domain Healthy Populations 
SubDomain  Health Equity 
Main Indicator(s) Average ratio of health outcomes by income group 
Definition Standardized average of the ratios of the main four different 

health outcomes for the bottom decile as a ratio of the top 
decile by income group. Indicator averages to be used 
include: life expectancy, self-rated health, functional health, 
and health conditions (where available). 

Rationale Equity in health outcomes is an important measure that may 
not be captured sufficiently by simple averages. Many other 
indicators of health status are very strongly correlated with 
socio-economic status – e.g., infant mortality, various 
disease incidence measures such as TB and vaccine-
preventable diseases – but these do not provide a more 
comprehensive measure of health equity. 

Relationship to 
other Domains 

Strongly correlated with living standards. 

Source Statistics Canada – various sources. 
Data Availability Some of the indicators are immediately available by income 

class; others may involve a special request for correlation by 
income and other SES variables. 

Technical Specs  
Considerations Gini co-efficients represent a broader measure of inequities 

across the income spectrum, but they do not provide a 
readily understood measure.  The bottom to top ratio has 
the benefit has the advantage of illustrating the gap in health 
outcomes with positive movements representing an 
improvement in wellbeing.  While a single top to bottom 
ratio would provide meaningful interpretation, an average of 
these would be less so.  

Gini coefficients do have the advantage of not having to be 
measured against another variable and can therefore 
represent inequities resulting from a range of different 
determinants. 

Other Indicators  
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Appendix B: Summary of Core and Secondary Indicators  
 

The following table lists the core (“headliner”) and secondary indicators of the Healthy 
Population domain, as well as identifies those indicators that, after consultation with external 
experts, were rejected. Refer to Appendix A for a detailed description of each indicator.  
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Personal wellbeing:   
  

Self-rated health X  
  

Life satisfaction   
 

X 
Data not 
available;  

Happiness   
 

X 
Data not 
available 

Life Stress   
 

X 
Covered by 

another 
indicator 

Life Expectancy/ Mortality:   
  

Life expectancy X  
  

Infant mortality rate X  
 

X 
Covered by 

another 
indicator 

Mortality rate due to unintentional 
injury 

 X 
  

Health Adjusted Life Expectancy 
(HALE) X  

  

Mortality rate for AMI   
 

X 
Covered by 

another 
indicator 
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Subdomains and 
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Cancer five year survival rates   

 
X 

A single 
measure 

not 
available  

Mortality rate for stroke   
 

X 
Covered by 

another 
indicator 

Physical Health Conditions:   
  

Diabetes prevalence X  
  

Low Birth Weight  X 
  

Prevalence of obesity  X 
  

Asthma incidence  X 
  

Hypertension/ high blood pressure   
 

X 
Covered by 

another 
indicator 

Chlamydia incidence   
 

X 
Covered by 

another 
indicator 

Incidence rate for measles   
 

X 
Covered by 

another 
indicator 

Incidence rate for TB   
 

X 
Covered by 

another 
indicator 

Functional Health:   
  

Health Utility Index (HUI)   
 

X 
Covered by 

another 
indicator 
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Subdomains and 
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Activity limitation 
Long-term (6 month) disability 

  
 

X 
Covered by 

another 
indicator 

Short term (2 week) disability   
 

X 
Covered by 

another 
indicator 

Lifestyle and Behaviour   
 
 

 

Teen smoking rate X  
  

Physical activity  X 
  

Exposure to second hand smoke rate   
 

X 
Covered by 

another 
indicator 

Mental Health:   
  

Prevalence of depression X  
  

Self-rated mental health  X 
  

Potential Years of Life Lost (PYLL) due to 
suicide 

  
 

X 
Covered by 

another 
indicator 

Health Care:   
  

Patient satisfaction with overall 
health services 

X  
  

Proportion of population with a 
regular family doctor 

X  
 
 

 

Patient satisfaction with community-based 
care 

  
 

X 
Covered by 

another 
indicator 
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Subdomains and 
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Difficulty obtaining routine or ongoing 
health services 

  
 

X 
Covered by 

another 
indicator 

 
Difficulty obtaining immediate care 

  
 

X 
Covered by 

another 
indicator 

Hospitalization rate for ambulatory care 
sensitive conditions 

  
 

X 
Covered by 

another 
indicator 

Waiting times for various surgeries and 
self-reported wait times for surgery 

  

 
X 

Available 
measure 

not 
consistent 

Unmet health care needs   
 

X 
Covered by 

another 
indicator 

Public Health:   
  

Influenza Immunization rate X  
  

Pre and or perinatal care   
 

X 
Data not 
available 

 
Reason for exclusion of an indicator falls into one or more the following categories: a) no 
comprehensive (ie, national, provincial/territorial) or consistent (time series) data available 
(“data not available”), b) underlying construct covered by another indicator that is included 
(“covered by another indicator”), c) indicator covered by a different CIW Domain (“covered by 
another CIW Domain”), and d) no commonly accepted measure is yet available (“measure not 
available”).   
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Appendix C: Description of Databases 
 
Canadian Community Health Survey (CCHS): The CCHS is a national cross-sectional survey 
that collects information on health status, health care utilization and health determinants for the 
Canadian population at the national, provincial, and sub-provincial (i.e. health region or 
combined health regions) geographical levels. Prior to 2007, data collection occurred every two 
years and data are available for the 2001, 2003 and 2005 periods. In 2007, the survey design 
was changed to collect data annually.131 
 
Canadian Community Health Survey – Mental Health and Wellbeing (CCHS/MHW): The 
CCHS/MHW is a supplemental survey of the CCHS and was conducted as the second cycle of 
the CCHS in 2002. The main objectives of the CCHS/MHW are to determine the prevalence of 
selected mental disorders, assess the burden of these illnesses, gather information on factors 
that can affect mental health, and to asses the use of mental health services including physician 
visits, hospital admissions, and prescription medications.132  
 
Canadian Community Health Survey – Health Services Access Survey (CCHS/HSAS): The 
CCHS/HSAS was designed to collect information on patient experiences with the health care 
system, specifically the waiting time for health services, and access to first contact health 
services. The first cycle of the CCHS/HSAS was completed in 2001 as a supplemental survey of 
the CCHS and the resulting data were merged with the CCHS cycle 2.1. In 2006, the 
CCHS/HSAS was amalgamated with the CCHS cycle 3.1.133 
 
National Public Health Survey (NPHS): The NPHS is an ongoing survey of the health of the 
Canadian population that was started in 1994. The NPHS collects information related to the 
health of the Canadian population and related socio-demographic information. Such topics 
include disability, disease, factors influencing health, health services utilization and performance, 
and mental health and well-being. NPHS data for the time period prior to the implementation 
of the CCHS used in this report include the following two-year periods; 1994/ 1995, 
1996/1997, 1998/1999, and 2000/2001.134 
 

                                                 
131 Statistics Canada. (2010, July 19). Canadian Community Health Survey (CCHS). Retrieved from 
http://www.statcan.ca/cgi-
bin/imdb/p2SV.pl?Function=getSurvey&SDDS=3226&lang=en&db=imdb&dbg=f&adm=8&dis=2 
132 Statistics Canada. (2003, December 18). Canadian Community Health Survey (CCHS) - Mental Health and Well-being 
- Cycle 1.2. Retrieved from: http://www.statcan.ca/english/concepts/health/cycle1_2/index.htm 
133 Statistics Canada. (2002, July 14). Health Services Access Survey (HAS). Retrieved from: 
http://www.statcan.gc.ca/cgi-bin/imdb/p2SV.pl?Function=getSurvey&SDDS=5002&lang=en&db=imdb&adm=8&dis=2  
134 Statistics Canada. (2010, January 7). National Population Health Survey. Retrieved from: 
http://www.statcan.ca/english/Dli/Data/Ftp/nphs.htm 
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Canadian Institute for Health Information, Hospital Morbidity Database (HMDB): The HMDB is 
a national comprehensive dataset that contains information on hospital inpatient events, 
including demographic, clinical, and administrative information, including the date of discharge 
by diagnoses and procedure. Discharge data are collected from hospitals and other acute care 
facilities, rehabilitation and long-term care facilities. However, data on day surgeries and 
emergency department visits are not included. Data from the HMDB is available from 1994 
onwards.135  
 
These datasets were chosen because they contain information for all Canadian provinces and 
territories on most of the outcomes and indicators we were interested in; the data were 
longitudinal, thus enabling us to identify trends over time; and the datasets were easily 
accessible. Provincial databases were excluded as a potential source of data because of the lack 
of homogeneity in both the data collected and the survey methods.  
 
 
 

                                                 
135 Canadian Institute for Health Information. (n.d.). Hospital Morbidity Database. Retrieved from: 
http://secure.cihi.ca/cihiweb/dispPage.jsp?cw_page=services_hmdb_e 
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