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“FOLIC ACID. IT’S NEVER TOO EARLY.”
THE EFFECTIVENESS OF A PRECONCEP-
TION HEALTH EDUCATION CAMPAIGN

Introduction

Thisyear, anestimated 300 Canadian childrenwill bebornwith
aneural tube birth defect.* Neural tube defects (NTDs), birth
defectsthat affect the brain and/or spinal cord, occur early in
pregnancy (betweenthe 17" and 30" day after conception). This
isoftenbeforemost women evenknow that they arepregnant. A
systematic review by Lumley, Watson, Watson and Bower
(2001) suggeststhat periconceptional fol atesuppl ementationhas
astrong protectiveeffect against neura tubedefects.? Sincemany
pregnanciesinCanadaareunpl anned, HedthCanadarecommends
that all women of childbearing age take adaily multivitamin
containingaminimumof 0.4mgof folicacid.®

In 2002, the Folic Acid Alliance of Ontario developed and
implemented a public awareness and education campaign to
provide concise, consstent, relevant information regarding folic
acid inthe prevention of NTDs, to women of childbearing age
and health care professionalsacrossthe province.




Background

The Folic Acid Alliance of Ontario is made up of
representativesfrom The Fetal Centreat TheHospital for
Sick Children, SpinaBifidaand Hydrocephaus Association
of Ontario, The Easter Seal Society of Ontario, Ontario
Society of Nutrition Professiond sin Public Health and Best
Start: Ontario’s Maternal, Newborn and Early Child
Devel opment Resource Centre.

The2002 Provincia Folic Acid Campaign wasfunded by
the Ontario Early Years Challenge Fund fromthe Ministry
of Community and Socid Services, thePublicHedth Branch
of theMinistry of Health and Long-Term Care, the Easter
Seal Society of Ontario, the Centrum Foundationand in
part by Health Canada.

The extensive province-wide public awareness and
education campai gn targeted women of childbearing age
(18—45yearsold) and Ontario health care professionals.
It wasamulti-collateral and multi-channel campaign that
involvedthreekey initiatives:

1. aconsumer (women of childbearing age) public
awarenessand educationinitiative,

2. agrassrootscommunity outreachinitiative, and

3. aphysician and health care professional education
component.

Through broad-based education, TheFolic Acid campaign
sought to measurably impact the number of women of
childbearing agewho areaware of thecritical connection
between proper folic acid consumption (including timing
and doseof folic acid, and food sources of folate) and birth
defects. The campaign also aimed to measurably impact
the number of women of childbearing agetaking adaily
vitamin supplement containing asufficient amount of folic
acid. Another objective of the campaignwasto ensurethat
all health care professionasarerecommending adequate
consumption of folic acid and that they are providing
consigtent informationto patients.

Thethemefor the2002 campaignwas* Folicacid. It'snever
tooearly.” Thismessagewasdisplayed onabold, colourful
background, with agraphicimage of spermmoving toward
an egg. Thiscreativelook and message wasfocus group
tested and applied to all campaign material (posters,
brochures, website, magazineand trangit ads).

Methodology

TheFAAO deve oped campaign collatera materid that was
distributed and used in each of thethreekey initiatives.
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1. Consumer Awareness

Pogtersand brochureswere produced in both Englishand
French and distributed to public health unitsand health
careprofessionasacrossOntario. Theintent of theposters
and brochureswasto encouragewomentotakefolic acid
before becoming pregnant, consult withtheir physicianand
vigt thefolic acid websitefor moreinformation. Magnets
were also produced and sent to public health unitsfor
digtribution. TheFolic Acid Alliance of Ontario’shilingua
website (www.folicacid.ca) isan onlineresourcefor the
public, health care providers and community health
agencies. Thecampaign dsoincluded magazineandtrangit
advertisng, aswell asmediarelations.

2. Community Outreach

TheAlliance also developed aCommunity Action Guide
for local community groups. ThisGuide provided astep-
by-step processfor creating andimplementingalocd level
community outreach campaign. The Guidewasaccom-
panied with copies of the campaign poster (availablein
Englishand French), thebrochure (availablein Englishand
French), magnets, samplemediamaterial, and sample 30-
second script for radio public serviceannouncements. These
community groupswereencouraged to host exhibits/dis-
playsat shopping malls, doctor’soffices, clinics, pharma-
cies, hospitals, public health care offices, etc. and to de-
liver presentationstowomenin their respective communi-
ties.

3. Health Care Professionals

A 2-colour, 6-page newsletter was developed and
distributed to approximately 9,600 health care providers
induding family physcians, obstetriciansand gynecologists,
midwives and pharmacists across Ontario, along with
copiesof the campaign poster and brochures. TheFAAO
a so distributed Hedl th Canada s* Pre-conception Hedlth:
Folic Acid for the Primary Prevention of Neural Tube
DefectsReport”.

Campaign Results

The2002FolicAcid Awarenessand EducationCampaign
successfully reachedwomenof childbearingageandhedlth
careproviderswithkey informationabout theconnection
betweenfolicacidandneural tubedefects.

1. Consumer Awareness

TheFolic Acid Alliance of Ontario commissioned
I psos-Reid to conduct pre- and post-campaign sur-
veysof Ontario women to measuretheir understand-
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Thepre-campaignsurvey wasconductedin September
2001 with telephone interviews conducted using a
random sample of 377 Ontario women between the
ages of 18 and 40 years of age. Of the 377 Ontario
women surveyed, 301 responded affirmativeto the
question“Haveyouheardof folicacid?’ Theremainder

The post-campaign survey also measured the
effectivenessof thecampaignadvertisingandfound
that, whiletherecall of theappearanceand sponsorship
of theadwaslow, recal | of themainmessagewashigh.
RefertoTable3.

of thetelephonesurvey wasconducted usingthese 301
women.

Thepost-campaign survey wascompletedin August

Table3

The effectiveness and recall of the Folic Acid campaign advertisng

2002 with anew sample of Ontario women. Using

random digit dialing, telephone interviews were

conducted with asampleof 308 women betweenthe

agesof 18 and 40 yearsof age. Resultsfor the post-
campaign survey are based on the 242 respondents

Heard about falic acid through advertising 49% (n=242 aware of folic acid)

Did not recall the main message of the 28% (n=119 aware of advertisement)
advertisement

Recall “Take folic acid before you get pregnant” as | 19% (all mentions)

the main message

Recall “Folic acid reducestherisk of birth defects’ | 14% (all mentions)

as the main message

Recall “Take adaily multivitamin containing folic | 5% (all mentions)

acid” asthe main message

whohadresponded affirmativetothequestion“Have

youheardof folicacid?’ 2. Community Outreach

Post-campaign survey resultsreveal ed that women
understoodthatinorder forfolicacidtoreducetherisk
of birth defects, awoman must begin planning for
adequatefolicacid consumption beforeconception.
Thiswouldinclude dietary sources of folate and/or
consumptionof adaily multivitamincontainingfolic
acid. Tablelhighlightstheincreaseinawarenessand
understanding of folicacidamongwomen surveyed
followingthecampaign.

Tablel

Increasein awareness and under standing of folic acid among women 18 — 40 years old

2001 2002
Ontario women between the ages of 18 — 40 years of age who areaware of | N=301 N=242
folic acid
Understand that in order for folic acid to prevent birth defects awoman 65% 78%
should start taking it before conception
Understand that they need to add a multivitamin with folic acid to their diet | 67% 79%
Indicate that they are ‘very’ or ‘somewhat’ likely to take folic acid 65% 81%
supplementsif they were planning to have a child

Table2illustratesthat womenwhoareplanningtohave
children in the next three years have a greater
understandingof folicacidthanthosewhodonot plan
tohavechildren.
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TheAllianceincluded afax-back survey inthe Com-
munity Action Guidethat was sent to 37 public heath
unitsand 119 other community health agenciesacross
Ontario. Of the 156 participating community groups,
theFolic Acid Alliance of Ontario received 57 fax-back
surveys. At thetimeof the survey, many of thecommu-
nity health agencieswerestill inthe process of imple-
menting their community campaignsand thereforedid
not completethesurvey.

Of therespondents (n=57) who did completethefax-
back survey:

e 98% sadthey used the Community Action Guide
to promotethe consumption of folicacidintheir
communities

e Overadl, recipients felt that the Guide and the
campaignresource material wereeffective.

e 77% said the presentation and quality of
information in the Guidewas easy to understand
andfollow, and 89% said theamount of information
wasabout right.

* 56%saditwasther firgt timepromoting folicacid.
PHERO



3. Health Care Professionals

TheFolic Acid Alliance of Ontario conducted apre-
campaign fax-back survey to benchmark understanding
and practices of health care professionalsaround the
folic acid issue. The survey was sent to a random
sample of 3,373 Ontario health care professionals
(HCPs) (provided by the Fetal Centre at the Hospital
for Sick Children), including family physicians,
obstetricians and gynecologists, midwives and
pharmacists in the Fall of 2001. Responses were
received from 539 family physicians, 181 obgtetricians
and gynecol ogists, 45 midwives, 373 pharmacistsfor
atotal responserate of 34 percent. A post-campaign
fax-back survey, targeted to the same group, was
conducted in August 2002 and responseswerereceived
from 352 family physciang/pediatricians, 10 midwives,
35 pharmacists, 40 obstetricians/gynecol ogistsand 9
geneticscounselors. Therewasasignificantly lower
responserateto thefollow-up survey likely because
due to budgetary and time constraints. Regular
remindersto ensure return of surveys, based on the
Dillman method (2000), werenot implemented aswas
previously donewith the pre-campaign survey. 4

The 2002 Provincid Folic Acid campaign effectively
reached Ontario health care professionalswith key
information about folic acid, asseenin Table4. Asa
result of the campaign, morethan half of health care
professional sare discussing the connection between
folic acid and neural tube defectswith their patients
and canidentify womenwho areat higher risk of having
apregnancy affected by NTDs. Asaresult of thecam-
paign, most of the health care professional sthat recall
recelving theFolic Acid campaign brochuresand pogers
(279 of 309), madethem availabletotheir patients.

Table4

Under standing and practice of Health Care Professionalsre: folic acid

2001 (n=1138)
Agree strongly that pre-conceptional folic acid can 75%

help reduce the risk of NTDs

Always or often discuss the connection between folic
acid and NTDs with their patients

Strongly agree that the risk of NTDs can be reduced
by consuming afolate-rich diet and amultivitamin
supplement that containsfolic acid

When asked if they counsel patients at high risk
differently, said yes

2002 (n=446)
90%

33% 70%

51% 3%

69% 87%

Conclusion
Despitethesignificantimpact thefolicacidcampaignhas
madeonknowledgeof folicacid, especialy anongwomen
PHERO
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whoareplanningtohavechildreninthenextthreeyears,
thereremainssomeareasthat requirefurther education
based on campaignsurvey results:

*  Manywomenarestill notawareof thedaily dosageof
folic acid recommended to reduce the risk of birth
defects.

* Maternal ageismistakenly believed to be the most
commonrisk factor for spinabifida

e Many womenof childbearing ageare unableto accu-
rately identify foods sourcesof folate.

*  Only 35%o0f womeninterviewedwerecurrently taking
amultivitamincontainingfolicacid. Survey results
suggest that womenrequirefurther educationinthe
followingaress.

e Thecorrect daily dosage of folic acid requiredto

help reducetherisk of NTDs.

e Theneedforincreased dosagefor women at higher
rsk.

»  Theneedfor periconceptiona planningfor folic
acidintake.

*  Food sourcesof folate.

*  Theimportance of taking adaily multivitamin
containingfolicacid.

Accordingtosurvey results, understanding andbehaviour
among health careprofessionals(HCPs) haschangedin
someareasregarding thepracticeof recommendingfolic
acid; however, theredtill remainsafew areasthat require
continued education. Areas for further education and
communicationinclude:

*  Improving HCPsability to recommend aspecific dose
of folic acid supplementation for low and high risk
groups of women. (Survey resultsrevealed that only
63% of HCPsrecommend 0.4 mg of folicacid daily
forwomenat low risk of NTDs))

* Improving consistency among HCPsregarding the
timing of initiation of folateconsumption. (Survey results
revedled that more than half of HCPsrecommend that
patients begintaking folic acid before conception, but
wereinconsistent in the timing required for patient
initiationand duration of folate consumption.)

* Improving HCPsability to accurately identify food
sourcescontaining folate.

Continued education and communication for women of
childbearing age, and their HCPs, isrequired, to ensure
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that they areddivering correct and consstent information
totheir patientsof childbearing age.

Next steps

TheFolicAcidAllianceof Ontariodesirestoleverageits
learning from the 2002 campai gn and hasidentified the
above-mentionedareasfor continued communicationand
education. However, currently theFolicAcid Allianceof
Ontariodoesnot havethefinancial resourcesrequiredto
executeafollow-upcampaign. Itiscurrentlyinvestigating
fundingopportunitiesand strategicpartnershipsinorder to
implement follow-upactivitiesand shareresources.
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THE GINI COEFFICIENT OF INCOME
DISPARITY OF ONTARIO BY CENSUS

DIVISIONS IN 1996 AND 2001

Introduction

TheGini Coefficient of Income Disparity (alsoknownas
the Gini Concentration Ratio) (Lorenz, 1905) isawidely
accepted numeric measurement of theinequdity of income
didiributioninacommunity. It can bederived from household
incomedistributionthat isonemgor dataitem collectedin
both the 1996 and 2001 Population Census of Canada.

TheGini Coefficient isusually associated with the use of
theLorenz Curve(Figure 1) whichvisudly displaysdisparity
indistribution. The L orenz Curve showsthe percentage of
income received (y-axis) by the cumulative per cent of
households(x-axis). If incomesareequally distributed and
every household had the sameincome, the Lorenz Curve
will follow the reference diagonal line exactly and the
corresponding Gini Coefficient of Income Digparity will be
zero (y=x). Theextent towhich theLorenz curvediverges
from the diagonal illustratesthe degree of inequality of
incomedigtribution.

Thispaper studiesand comparesthe Gini Coefficients of
Income Disparity of Ontario and the 49 censusdivisions
between 1996 and 2001, based on the popul ation census
data. It also explores the correlation between Gini
Coefficients of Income Disparity and six other socio-
economicindicators:. (1) average household income, (2)
unemployment rate, (3) percentage of lone parent
households, (4) percentage of low income households, (5)
percentage of low education adults, and (6) percentage of
non-officid languageshouseholds. The Gini Coefficientsof
Income Disparity of the 37 health unitsin Ontarioin 2001
areal so calculated and presented in this paper.

Lorenz Curves of Income Distribution

Figure (1) shows that the Lorenz Curve of Income
distribution of Ontarioin 2001 isvery closetothat in 1996,
both curves show adight disparity of household income.
Only onemarked differenceisobserved. 1n 1996, thetop
11% of the high-income private househol dsearned 30% of
thetota incomeearned by al private households; in 2001,
the corresponding percentages are 11% and 25%. This
result suggeststhat thedegreeof incomeinequality in Ontario
has been reduced between 1996 and 2001.

Gini Coefficient of Income disparity
TheGini Coefficient of Income Disparity isbased onthe
PHERO
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Figure 1
Lorenz Curve of Income Distribution, Ontario 1996 and 2001
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areabetween the diagonal lineand theLorenz Curve. If
household incomes were equally distributed between
households (totally equal distribution, or zero income
disparity), the Gini Coefficient would equal to zero; if al
the income owned by one household (totally unequal
distribution, or maximum income disparity), the Gini
Coefficient would equal to one. Accordingly, thelarger
theGini Coefficient of Income Disparity, thehhigher extent
of incomedisparity.

Using available data on household income, the Gini
Coefficient of Income Disparity isca culated by theuse of
thefollowingformula:

S - Py ]
Gi =l ::-1 »
Z':"Tfnl_ﬁz':'*Z':}hl_}z:'

iml iml

Where G isthe Gini Coefficient of Income Disparity.

X, isthe tumulative percentage of households.

Y, isthe cumulative percentage of total household income.

The numerator represents the area under the Lorenz curve.

The denominator represents the area under the diagonal .
The above formulawas applied to the 1996 and 2001
Census data on household income distribution. Gini
Coefficients of Income Disparity were calculated for
Ontario and each of the 49 censusdivisionin both 1996
and 2001, and for the 37 health unitsin 2001 withtheuse
of a SPSS syntax program which can be shared with
readers upon written request. Table (1) below illustrates
the application of 1996 and 2001 Censusdataof Ontario
totheformula.

Table(1) Gini Coefficient of Income Disparity of Ontario,
1996 and 2001.

- Anillugtration of theuse of theformula
09/30/03



Table 1
Computation of Gini Coefficient of Income Disparity
A Hypothetical Model
Ontario 1996 Census Data
yi Xi
Number of Percent of Estimated Cumulative % Cumulative % Xi*Yi+1 Xi+1*Yi
Household Income Households  Households Total Income  of Householdss  of Total Income
Under $10,000 251385 6.41% 1256925000 6.41% 0.59% 0.00120 0.00285
$ 10,000 - $19,999 553265 14.10% 8298975000 20.50% 4.45% 0.01452 0.02048
$ 20,000 - $29,999 475580 12.12% 11889500000 32.62% 9.99% 0.04413 0.05671
$ 30,000 - $39,999 453685 11.56% 15878975000 44.18% 17.39% 0.09568 0.11625
$ 40,000 - $49,999 425920 10.85% 19166400000 55.03% 26.31% 0.17067 0.19918
$ 50,000 - $59,999 385650 9.83% 21210750000 64.86% 36.19% 0.26561 0.30047
$ 60,000 - $69,999 334690 8.53% 21754850000 73.39% 46.33% 0.37148 0.40841
$ 70,000 - $79,999 266925 6.80% 20019375000 80.19% 55.65% 0.47521 0.51109
$ 80,000 - $89,999 204200 5.20% 17357000000 85.39% 63.73% 0.56824 0.60007
$ 90,000 - $99,999 147715 3.76% 14032925000 89.16% 70.27% 0.70271 0.89158
$100,000 and over 425510 10.84% 63826500000 100.00% 100.00% 0.00000 0.00000
Sum 3924525 100.00% 214692175000 2.7095 3.1071
Gini Coefficient (Difference of Sums) 0.3976
Ontario 2001 Census Data
yi Xi
Number of Percent of Estimated Cumulative % Cumulative % Xi*Yi+1 Xi+1*Yi
Household Income Households ~ Households Total Income  of Householdss of Total Income
Under $10,000 218215 517% 1091075000 517% 0.40% 0.00063 0.00148
$ 10,000 - $19,999 451345 10.70% 6770175000 15.87% 2.86% 0.00747 0.01079
$ 20,000 - $29,999 433495 10.27% 10837375000 26.14% 6.80% 0.02485 0.03238
$ 30,000 - $39,999 438770 10.40% 15356950000 36.54% 12.39% 0.05748 0.07016
$ 40,000 - $49,999 416275 9.87% 18732375000 46.41% 19.20% 0.10643 0.12446
$ 50,000 - $59,999 380900 9.03% 20949500000 55.43% 26.82% 0.17138 0.19550
$ 60,000 - $69,999 357320 8.47% 23225800000 63.90% 35.27% 0.25075 0.27830
$ 70,000 - $79,999 303725 7.20% 22779375000 71.10% 43.55% 0.33572 0.36517
$ 80,000 - $89,999 252550 5.99% 21466750000 77.09% 51.36% 0.42088 0.45055
$ 90,000 - $99,999 205145 4.86% 19488775000 81.95% 58.45% 0.58447 0.81948
$100,000 and over 761660 18.05% 114249000000 100.00% 100.00% 0.00000 0.00000
Sum 4219410 100.00% 274947150000 1.9601 2.3483
Gini Coefficient (Difference of Sums) 0.3882

Table (1) showsthat only asmall changewas detectedin
the Gini Coefficientsof IncomeDisparity of Ontarioin 1996
and 2001, being 0.3976 and 0.3882 respectively. Ontario
hasasmadler Gini Coefficient of IncomeDisparity in 2001
than in 1996, showing a2.4 percentage point difference
(1-0.3976/0.3882 = 1-1.02421 = -0.024). It is noted
that the number of householdswith income over $100,000
in 2001 (761,660, accounting for 18% of al househol ds)
is amost double that of 1996 (425,510 households,
accounting for 11% of all households). Thismeansthat
more householdswere enjoying highincome ($100,000
and over) in 2001 thanin 1996, thusreducestheinequality
of incomedisparity andresultsinasmdler Gini Coefficient
of Income Digparity.

Gini Coefficient of Income Disparity by Cen-
sus Division, 1996 and 2001

Table(2) presentsthe Gini Coefficientsof Ontario and the
49 censusdivisionsin 1996 and 2001.
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In 1996, the highest four Gini Coefficients of Income
Disparity were:

Toronto Division - 0.4258

Timiskaming Digtrict - 0.4140

Sudbury Division - 0.4081

AlgomaDistrict - 0.4078

Thelowest four Gini Coefficientsof IncomeDisparity were:

Halton Regiona Municipality - 0.3511
Dufferin County - 0.3511

York Regiona Municipdlity - 0.3535
Peel Regiona Municipality - 0.3540

Therangeliesbetween 0.3511 and 0.4258.

In 2001, the highest four Gini Coefficients of Income
Disparity were:

Timiskaming Didtrict - 0.4152

Sudbury Division - 0.4120
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*  ManitoulinDidtrict - 0.4091
+ TorontoDivision - 0.4089

Thelowest four Gini Coefficientsof IncomeDisparity were:

* York Regiona Municipadity -0.3228

» HatonRegiona Municipdity - 0.3250
* Ped Regiond Municipality - 0.3360

e DurhamRegiona Municipality - 0.3436

Therangeliesbetween 0.3228 and 0.4152.

In both 1996 and 2001, therange of Gini Coefficients of
Income Disparity among the49 censusdivisonswassmall,
it liesbetween 0.35 and 0.43 in 1996, and between 0.32
and 0.42in 2001. This suggests the following: (i) the
differencesof household income disparity among the 47
censusdivisonsin Ontario aresmall, and (ii) the changes
of Gini Coefficientsof Income Digparity between 1996 and
2001 aredight both at the provincia and censusdivision
levd.

It isinteresting to note that the census divisionswith the
highest four Gini Coefficientsof Income Disparity in 1996
areidenticd withthat in 2001 athoughwithdifferent ranking.
Whereas, three out of four censusdivisonswiththelowest
four Gini Coefficientsof IncomeDisparityareidentical in
1996 and 2001. Thisfurther supportsthe observation that
the Gini Coefficientsof Income Disparity at both provincid
and censusdivisionlevel do not change markedly between
1996 and 2001.

In 2001, of the49 censusdivisions, 21 (43%) have higher
Gini Coefficientsof Income Disparity than the provincial
total and 26 (57%) havelower. Thispatternisvery different
from that observed in 1996 when therewereonly 7 census
divisions(14%) with higher, 41 (84%) withlower, and 1
(2%) equa to the provincia Gini Coefficientsof Income
Digparity.

Income disparity, measured by the Gini Coefficients of
Income Disparity, does not reflect remoteness or urban
location of the censusdivisionsin 1996 and 2001.

In 1996, 2 of the 7 census divisions with higher Gini
Coefficientsof Income Disparity than the provincial total
wereinlargeurban cities: Toronto and Hamilton, both are
located in the central east part of Ontario. The other 5
censusdivisionswith higher Gini Coefficientsof Income
Digparity thantheprovincial tota wereinremoteareasin
the northern part of Ontario. On the other hand, the 41
censusdivisonswith Gini Coefficient of Income Disparity
lower than the provincial averagewerespread dl over the
province, in both urban and rural areas.
PHERO
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In 2001, compared to the provincial total, the 21 census
divisonswith higher Gini Coefficientsof IncomeDisparity
and the 25 censusdivisionswith lower Gini Coefficients
werespread al over Ontario. Thesefindings suggest that
thegeographiclocation of acensusdivisonin Ontario does
not correlatewith thevaue of Gini Coefficient of Income
Digparity.

It should be noted that household incomeisonly one of
the three magjor socio-economic indicators (income,
education and occupation); it doesnot indicatethelevel of
education, occupation, and the number of people who
contributeto the household income. Sincethe calculation
of Gini coefficientissolely based thedistribution of income,
itisby no mean acomprehensiveindicator of the socio-
economic status of a community. A whole series of
demographic, social and economicindicators should be
used to show the socio-economic status of acommunity.

Correlation between Gini Coefficients of In-
come Disparity and other socio-economic in-
dicators derived from the Census 2001 data

Six socio-economicindicators, namely average household
income, unemployment rate, percentage of lone parent
households, percentage of low income households,
percentage of low education adults, and percentage of non-
officia languageshouseholdsfor the 49 censusdivisions
were also derived from census 2001 data. A correlation
coefficientsmatrix among the Gini Coefficient of Income
Digparity and these six indicators, was cal culated for the
49 censusdivisonswithin Ontario (Table 3).

Table3 showsthat the Gini Coefficient of Income Disparity
ishighly corrdlated with:

1. Unemployment rateamong peopleage 15 and over (r
=0.657),

2. Incidencerate of low income among all economic
families(r = 0.640),

3. Low education (below Grade 9) rate among people
age 20 and over (r = 0.550), and

4. Averagehouseholdincomeof dl private households(
r =-0.736).
All the four correlation coefficients quoted above are
ggnificant at the0.01levd (i.e. only oneincorrect conclusion
may befound out of 100 conclusionsmade). Theseresults
indicatethat the Gini Coefficient of IncomeDisparity varies
inthe samedirection asunemployment rate, low-income
incidencerateand per cent of low education. The higher

09/30/03



Table 3

Correlation Matrix among Gini coefficient of Income disparity and Six Socio-economic Indicators

Unemploy Incidence Per cent of Per cent of lone
Per cent of low Total private  ment rate rate of low non-official  parent families
education (below households: among income languages  among all
Gini Coefficient Grade 9) among Awerage population among all among census families
of Income population age  household 15years  economic single in private
Disparity 20 and over income and over  families response households
Gini Coefficient of Income Disparity r 1.000
N 49
Per cent of low education (below G9) among population age 20 and over r 0.550 1.000
N 49 49
Total private households: Average household income r -0.736 -0.544 1.000
N 49 49 49
Unemployment rate among population 15 years and over r 0.657 0.616 -0.491 1.000
N 49 49 49 49
Incidence rate of low income among all economic families r 0.640 0.396 -0.255 0.584 1.000
N 48 48 48 48 48
Per cent of non-official languages among single response r -0.232 -0.043 0.625 -0.118 0.340 1.000
N 49 49 49 49 48 49
Per cent of lone parent families among all census families in private households r -0.058 0.183 0.015 0.226 0.015 0.070 1.000
N 49 49 49 49 48 49 49

Notes:
(1) ris Pearsons correlation coefficient which ranges from -1.0 to +1.0 .
(2) Correlation which is significant at the 0.01 level (2-tailed) is indicated by the shaded areas.

the unemployment rate, low incomeincidencerate, or per
cent of low education, the higher the extent of income
disparity inacommunity. Ontheother hand, ahighnegative
correlation isobserved between average householdincome
andthe Gini Coefficient of Income Disparity; thisindicates
that astheaverage househol dincome decreases, theextent
of incomedisparity increases.

Two socio-economicindicatorshavelow and very low
correlationwiththe Gini Coefficient of Income Disparity.
Theseare

1. per cent of non-official languages among single
responses (r =0.232), and
2. percentof loneparent familiesamong dl censusfamilies

(r =-0.058).

Based on the correlation matrix explored above,
communitieswithlow “average householdincome”, high
“unemployment rate”, high“low incomeincidencerate”,
or high*low educationrate’ can predict ahigher “income
disparity” or higher Gini Coefficient. Censusdivisonssuch
09/30/03
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as Toronto, Timiskaming, and Sudbury District belong to
thiscategory. Onthe contrary, censusdivisionssuch as
Halton Regional Municipdity, York Region, and Dufferin
County which havehigh* averagehouseholdincome” and
low * unemploymentrate’, low “lowincomeincidencerate’,
or low “low educationrate” tend to havealower “income
disparity” or lower Gini Coefficient.

Gini Coefficients of Income Disparity by health
units of Ontario in 2001

Theanalysis presented in the preceding sectionsisbased
on censusdivision data (not the health unit data) of Gini
Coefficient of Income Disparity and other socio-economic
indicators. The rationale for choosing the 49 census
divisions, over the 37 health unit data, wasto providea
more reliable statistical result when computing the
correlation matrix. However, for theconvenienceof hedlth
unit aff, the Gini Coefficientsof Income Disparity of the
37 health unitsin 2001 are al so cal cul ated and presented
inTable4.
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Table 4
Coefficient of Income Disparity by Health Unit, Ontario
Based on Income of All Private Household
2001 Census Data

Total no. of private

households - 20%  Gini Coefficient of
Health unit identification code Sample Data Income Disparity
2226 The Algoma District Health Unit 47530 0.4036
2227 Brant County HU 44905 0.3872
2230 Durham Regional HU 171695 0.3435
2231 Elgin-St. Thomas HU 30180 0.3745
2233 Grey-Bruce HU 60055 0.3905
2234 Haldimand-Norfolk HU 38490 0.3733
2235 Haliburton, Kawartha, Pine Ridge District HU 62925 0.3777
2236 Halton Regional HU 133660 0.3250
2237 City of Hamilton HU 188155 0.4047
2238 Hastings and Prince Edward Counties HU 60140 0.3861
2239 Huron County HU 22405 0.3700
2240 Chatham-Kent HU 42085 0.3892
2241 Kingston, Frontenac and Lennox and Addington HU 70445 0.3964
2242 Lambton HU 49215 0.3930
2243 Leeds, Grenville and Lanark District HU 62235 0.3770
2244 Middlesex-London HU 160965 0.3992
2245 Muskoka-Parry Sound HU 31880 0.3820
2246 Niagara Regional Area HU 162420 0.3884
2247 North Bay and District HU 37040 0.4079
2249 Northwestern HU 27375 0.3876
2251 City of Ottawa HU 301765 0.3708
2252 Oxford County HU 37270 0.3675
2253 Peel Regional HU 308845 0.3359
2254 Perth District HU 27440 0.3682
2255 Peterborough County-City HU 49640 0.3886
2256 Porcupine HU 33010 0.4058
2257 Renfrew County and District HU 37565 0.3796
2258 The Eastern Ontario HU 70455 0.3923
2260 Simcoe County District HU 137145 0.3679
2261 Sudbury and District HU 76100 0.4123
2262 Thunder Bay District HU 60235 0.3916
2263 Timiskaming HU 14320 0.4155
2265 Waterloo HU 161115 0.3706
2266 Wellington-Dufferin-Guelph HU 85445 0.3623
2268 Windsor-Essex County HU 141195 0.3897
2270 York Regional HU 223080 0.3227
3895 City of Toronto HU 943080 0.4089
Ontario total 4219410 0.3882

Teble(4) Gini Coefficient of Income Disparity by Hedlth - Asexpected, health unitswith high Gini Coefficientsof
UnitinOntario Income Disparity indude Timiskaming Health Unit, Sudbury
- Based on the 2001 Census Data and Digtrict Health Unit, and City of Toronto Health Unit
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which are consistent with census divisionswith ahigh-
incomedisparity. Similarly, health unitswith low Gini
Coefficients of Income Disparity include York Region
Hedth Unit, Halton Regiond Hed th Unit, and Ped Regiond
Hedth Unit which ared so cong stent with censusdivisions
which havelow-incomedisparity.

Use of Gini Coefficient of Income Disparity in
Public Health

TheGini Coefficient of IncomeDigparity presentedinthis
article is one possible income-related indicator to be
considered for the General Standard of Equal Access,
whichisoneof thethreegenerd sandardsof the Mandatory
Hedlth Program and Services Guiddlines (1998). Knowing
that acommunity hasahigh extent of incomedisparity may
be helpful in setting policiesand prioritiesfor program
planningand evauation.

When devising equity-adjusted or needs-adjusted funding
models for different health programs, income-related
indicatorshave been consdered. Theseinclude: “incidence
rateof low incomepersons’ and “low incomeincidence of
householdswith children aged under Sx” which havebeen
adopted in the 1996 Public Health Funding Allocation
Model and the Healthy Babies Headlthy Children Funding
Allocation Modelsrespectively. Theaddition of the Gini
Coefficient of Income Disparity asanew indicator for the
public hedth funding dl ocation model sisencouraging due
to therecent availability of the 2001 Popul ation Census
datafor the cal culation of thiscoefficientin 2001.

It is also suggested that the Public Health Indicators
Working Group (PHIWG) considers the possibility of
adding the Gini Coefficient of IncomeDisparity asahedth
determinantintheir list of public hedthindicators.
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PARENTAL INTERACTION WITH
CHILDREN

RESULTS FROM THE 2001 CITY OF
OTTAWA PARENTING SURVEY

Thehealthand well being of children 0-5yearsisof great
interest to the community. Recent researchtellsusthat in-
vestingin preventionand early interventionfor childrenfrom
the prenatal period to agesix increasesreadinessfor school
and ultimately |eadsto hedlthier and more productivelives,
This has been the subj ect of abroad-based multi-sector
community initiativein Ottawacalled Successby Six. A
key strategy isinfluencing the knowledge attitudes and
behaviour of parentsof children 0-5. Random telephone
surveys, such asthe Rapid Risk Factor Surveillance Sys-
tem (RRFSS), do not generate enough responsesfromthis
group to evauatetheimpact of theseinitiatives.

To addressthisneed, in 2001, the City of Ottawa, Com-
munity ServicesBranch commissioned thiscross-sectiona
survey to provideinformation about:

» awarenessof, accessto, and use of servicesin the
community;

e parentingbehaviours,

 family functioning and available support;

« school readiness;

+ heathimpactsonchildren;

e parenta stressand coping;

« preventivebehaviours;

» neighbourhood characterigtics; and

*  socio-demographic characterigtics.
PHERO
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The paper will discusstheresultson parenting behaviours
such ashow parentsinteract withtheir childrenand where
parentsget information and advice on parenting.

METHODS

Thissurvey was conducted in June of 2001 by telephone
interviewswith arandom sampleof 1,205 parentsof chil-
dren under the age of six. Tobeéligibleto participatein
the survey, ahousehold had to have achild under theage
of six. Survey respondentswere asked at the beginning of
thesurvey if they had achild under theageof six livingin
thehousehold.

Thesamplingframefor thesurvey targeted neighbourhoods
withalarge proportion of familieswith children. Compu-
ter sampling methodsidentified 19,675 residential num-
bers, of which 15,710 househol dswere asked to partici-
pate in the survey. There were 14,450 househol ds that
weredisqualified becausethey did not have achild under
theageof sixinther household. Of theremaining 1,260
eligiblehouseholds, therewere55 refusas. A tota of 1,205
questionnaireswere completed for aresponserate of 96%.

Questionnaire design

An advisory committee comprised of representation from
the City of OttawaCommunity Servicesand PublicHedlth
Branches, Univergity of Ottawa, and Successby Six guided
thequestionnairedesign. Tofacilitate comparability of in-
formation over time and with other communities, adeci-
sionwasmadeto use, where appropriate, standard ques-
tions devel oped and tested by Statistics Canadafor the
National Longitudinal Survey of Childrenand Youth. A
twenty-minutetel ephonesurvey insrument wasdeve oped.

Theresults presented in this paper focus on how parents
interact with their children and parenting support. These
results are based mainly on adescriptive analysis of the
datathat examined how parentsresponded to these ques-
tions. In some cases, the analysis considered whether or
not therewere significant differencesintheway respond-
entswith different socio-economic or other characteris-
ticsresponded to aparticular question or set of questions.
Intheseingtances standard Satistical differencetests(chi-
sguare) wereemployed. Only those differencesthat were
foundto be statistically significant at the 0.05 level are
reported.

POPULATION DESCRIPTION

Most respondents (67%) were female (mothers). Re-
sponding parentscamefrom al areas of thecity. Briefly,
respondentsto the Parenting Survey were between the
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agesof 30-39 (65% of respondents), and married (81%).
The samplewashighly educated, with half of thesample
reporting having completed an undergraduate or post-
graduate degree. Forty-one per cent reported an annual
income in excess of $80,000. One-third of the sample
(35%) reported their main activity as caring for achild,
and another third (32%) reported that they worked and
cared for achild. Seventy-five per cent of the samplere-
ported their homelanguage asEnglish.

When demographic factorswere examined according to
oneand two parent families, it wasfound that in compari-
sontotheir sngle-parent counterparts, parentsin two-par-
ent householdsaregenerdly older, and have higher income
and educationlevels.

HOW OTTAWA PARENTS INTERACT WITH
THEIR CHILDREN

Respondentsto the 2001 parenting survey were asked a
number of questionsrelated to parental involvement in-
cluding how much timethey spend doing different activi-
tieswiththeir child, how often they read or tell astory to
their child, what typesof early childhood activitiestheir
child participatesin, their own participationin activitiesor
programswiththeir child, and wherethey get most of their
information pertaining to parenting.

Frequency and Type of Interaction with
Children

Table 1 showsthat many Ottawaparentsenjoy their young
children andinteract positively withthemonadaily basis.
Infact, themgority (69% 10 82%) indicatethat they praise,
talk or play, and laugh together with their child many times
aday.

For themost part therewas no significant rel ationship be-
tween the soci o-economic characteristics of parentsand
how oftenthey interacted withtheir child. Theonly excep-
tion wasin termsof who praised their child most often. In
that case, language seemsto makeadifference. Compared

ablel

Freguency and Type of Interaction Between Parentsand Children
Ottawa Par enting Survey, 2001

Activity/Frequency | Many times| Oneor two L ess Often
aday timesa day

Praise their child 78% 18% 4%

Talk/play 69% 27% 4%

Laugh together 82% 15% 3%
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to parentsin general, parentswho report alanguage other
than English or French arelesslikely to indicatethat they
praisetheir child many timesaday (71% versus 78%) and
aremore likely to report that this does not happen on a
daily basis (9% versus4%).

Reading and Literacy

When parentswere asked how oftenin an average week
they read or told astory to their child, two thirds of the
respondentsreported that they do thisactivity morethan
fivetimesper week (Table2). Parentsof children age2-3
and4-5weremorelikely toread totheir childamost daily
than thosewith younger children. Regardlessof age, there
isonly asmall percentage of parentswho rarely or never
read totheir children.

Table2

Frequency of Reading/Storytelling per week by Age of Child
Ottawa Par enting Survey, 2001

Freguency Age<2 | Age2-3 | Age4-5 | All Ages
> 5 times per week 61% 69% 68% 66%
3-5 times per week 17% 17% 19% 18%
1-2 times per week 17% 12% 11% 13%
Never 5% 2% 2% 3%

Animportant component to early literacy isnot only read-
ing to one’'schild but to also encourage the child to tell
storiesand read (if age-appropriate). Resultsfrom the sur-
vey showed that the mgjority (61%) of parentsalso en-
couragetheir childtoread or tell astory tothem at |east
threetimes per week. Parentswith children under theage
of four arelesslikely to havetheir child read or tell astory
to them than thosewith older children. It should be noted
that the mgjority of parentswith children under the age of
two and amost half of thosewith children age2-3 did not
respond to thisquestion.

Thesurvey aso asked parentshow ofteninamonth they
usedthelibrary withtheir child. Almost haf of therespond-
ing parents (47%) reported that they never usethelibrary.
Thisresponsevaried with age as parentswith children un-
der theage of twowereleast likely to usethelibrary (58%
reported never use) compared with children age4-5 (40%
reported never use).

Participation in Early Childhood Programs

Morethan half (54%) of the responding parentsreported
that their child participatesinanursery school, play group
or other early childhood program. The number of hours
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the child attends one or more programs, according to par-
ents, rangesfrom aslow asone hour to asmany as50 hour
per week. However, most children (70%) who participate
inearly childhood activitiesdo sofor lessthan 20 hoursper
week. Figure 1 showsthat participationinearly childhood
programsvariesby ageof child with older children spend-
ingmoretimein early childhood programs:
About onefifth (21%) of the responding parentsindicated
that they had experienced difficultiesaccessing oneor more
of theearly childhood programsavailableinthecity. The
main reason given for their difficulty was cost (42%) fol-
lowed by transportation (25%), hours of operation (21%),
and location (15%). Parentswho are most likely to indi-
catethat they havehad difficulty ng early childhood
programsfor their children arethose who:

» aresingleparents(32%);

» haveachild age 2-3 (26%);

» gpesk alanguageother than English or French at home

(29%);

* havedementary or high school education (27%);

report househol dincomesof lessthan $25,000 (35%).

Figure 1
Participation in Early Childhood Programs By
Age of Child Ottawa Parenting Survey, 2001
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For those parentswho gave cost asareason (N=96), 35%
reported that they had applied for asubsidy fromthe City
of Ottawa. Of those who had not applied for asubsidy,
thereweretwo main reasonsgiven—*"didn’t think | would
qualify” (43%), or “ never heard of the subsidy” (43%).

Community Involvement

Respondentswere asked whether or not they wereinvolved
inanumber of child-related community activities. Almost
half (48%) of the parents surveyed werenot involvedin
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any of theactivitieslisted. Of those parentswho indicated
someinvolvement, 55% wereinvolved in one program,
26% in two programs, and 19% in three or more pro-
grams. Inorder of frequency, the activitiesand programs
responding parentsaremost involvedin are:

1. volunteering at day care/preschool/school (30%);
church-related activities (19%);

coach or assistant for child’ s sport team (12%);
nei ghbourhood associ ation (9%);

Beaversor Sparks (5%);

Playground or recreation associ ation/group (5%);
Block Parent (3%).

Parentswho aremost likely tobeinvolvedin activitiesor
programsarethosewho:

*  report having 3 or more children (69%);
* haveachildage4-5 (67%);
»  speak Englishintheir home (55%);

* arepart of atwo-parent household (54%) or larger,
extended family (53%);

» haveahouseholdincomeof $80,000 or more (59%);

* have a university degree (mother=57%; fa-
ther=56%);

* report their main activity ascaringfor their children
at home (56%).

PARENTING SUPPORT

Respondentswere asked in the survey wherethey usualy
went for parenting advice or information. Sourcesmen-
tioned most often werefamily (67%) and friends (56%).
Other sourcesin order of frequency are:

* Magazines 35%

* Doctor 32%

* Internet 22%

e Library 12%

* PublicHealthDept. 12%
» Teacher or

e careprovider 8%

» Parent resource centre 7%

N o o koD

A small percentage (3%) of responding parentsreported
that they were participating in aparenting program.

Themajority (87%) of respondentsto the 2001 Ottawa
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Parenting Survey reported that whenit comesto parenting
information, they are getting the support they need most
(50%) or all of thetime (37%). However, it isclear that
some parentsfeel they need more support. Parentswho
indicatethey sometimes, hardly ever, or never get the sup-
port they need are thosewho:

* havechildrentwo yearsof age or older (35%);

»  gpesk alanguageother than English or Frenchintheir
home (23%);

» havealargeor extended family (23%);

* aresingleparents(21%);

» haveahouseholdincomeof lessthan $25,000 (25%);

* haveonly an elementary or high school education
(mother=18%; father=18%).

When asked about their preferred information sourcefor
parenting adviceif theright information wasmade avail-
able. Inorder of preference, thefollowing sourcesarethose
that parentsreport they would very likely use.

1. Doctor’soffice (60%)

Internet (57%)

School s (40%)

Parenting magazine (38%)
Library (33%)

Specidty televison channd (28%)
Newspaper (27%)

Parent Resource Centre (22%)
Community centre (18%)

10. Mall Kiosks(8%)
DISCUSSION

The 2001 City of Ottawa Parenting Survey provided a
pictureof parenting practicesasthey relateto hedlthy child
development. The 1,205 households who responded to
thesurvey were spread acrossthe City geographicaly, and
had anincome and education distribution dightly higher
than that of therest of the City. Two-parent and single-
parent households were included, as were households
where alanguage other than English or French was spo-
keninthehome. Most young childreninthesurvey livedin
today’stypical smal household with two parents, either as
anonly child or with onesibling, with parentsintheir 30s.
The Parenting Survey resultscan therefore be reasonably
indicative of common parenting practicesin Ottawa.

© 0 N o g bk wbd
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It was encouraging to find that parentsin all households
report interacting positively with their young children, prais-
ing them, and talking and playing with them many timesa
day. Although parentsreport reading to their children, chil-
dren are less frequently asked to read or tell astory to
their parents, and dmost half of the surveyed familiesnever
usethelibrary. Of those parentswho do taketheir children
to the library, those with children aged 4 or 5 are most
likely togo.

Morethan half of thechildreninthesurvey areinvolvedin
somekind of early childhood program such asanursery
school, playgroup, or recreation activity such assvimming.
Programsthat involve primarily physical activity areless
popular. Parentswith higher incomes and education are
morelikely to engagetheir childin apre-school program.
About afifth of parent respondentsface obstaclessuch as
cost or transportation in accessing programsfor their chil-
dren.

Family and friendsarethe chief source of adviceand sup-
port for parents. The mgority of parentsfelt they were
getting the parenting information they needed. Not surpris-
ingly, thosethat feel less supported aremorelikely to be
single parents, speak alanguage other than English or
French, or havelower householdincomesand |lesseduca
tion. Interestingly, parentsrated their doctor’sofficeor the
Internet or schoolsasthetop three placesthey would most
likely seek parenting information. Parent Resource Cen-
tresor Community Centreswereeighthand ninthonalist

of ten sourcesof parenting information.
a
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Summary of Reportable Diseases in Ontario - June, 2003

Population AlIDS Campylo. | Chicken- | Chlamydia Enceph ./ GAS Gonorrhea
Health Units by Region 2001 pox Meningitis
13 2 3

Algoma 117,200 1

North Bay 92,950 67 8

Northwestern 75,085 1 4 15 1

Porcupine 84,755 2 19 10

Sudbury 188,365 3 4 24 1 1

Thunder Bay 152,800 2 29 1

Timiskaming 35,335 1 8 3

Eastern Ontario 185,975 4 2 12 1

Hastings & Prince Edward 150,805 2 2 18

Kingston, Frontenac & Lennox 178,065 2 20

Leeds, Grenville & Lanark 159,100 1

Ottawa 774,070 1 17 74 3 4 9

Renfrew 96,465 2 83 7 1

Durham 506,900 1 12 309 45 1 3 8

Haliburton-Kawartha 161,770 7 5 1

M uskoka-Parry Sound 80,500 2 2 4

Peel 988,950 19 130 5 31

Peterborough 125,860 6 19 13 3

Simcoe 377,030 6 57 29 3

Toronto -total 2,481,495 1 104 222 484 10 6 155
North 24 32 94 2 20
South 1 45 61 178 3 1 79
East 17 40 135 2 28
West 18 89 77 3 28

York 728,980 29 57 54 7 4

R o BT BRI T T S P e

Grey Bruce 152,380 3 9 10 1

Elgin-St. Thomas 81,560

Huron 59,695

Chatham-Kent 107,705 2 11 15 1

Lambton 124,295 1

Middlesex-London 403,180 7 37 1 10

Oxford 99,265

Perth 73,680 6 7 8

W indsor-Essex 374,985 13 18 40 2 1 1

e E-

Brant 118,085 1 72 11 2

Haldimand-Norfolk 104,580 1 6 5 1

Halton 375,230 14 17 1

Hamilton 490,270 8 20 74 1 1 14

Niagara 410,570 11 152 42 1 10

W aterloo 438,515 20 38 1 7

W ellington-Dufferin-Guelph 238,315 1 1

10 3 21
Total - Central West aivsses] | s ass| 0 Joe 0 1] 6f 87
June 2003 11394765 s i

* Total YTD 2002 1896 | 10,85 8,890 1,450

The Toronto City regions above are now defined as: North - former North Y ork; South - former City of Toronto; West - former Etobicoke and City of Y ork;
East - former Scarborough and East York

** Infectious Syphilis cases include 'Primary, Secondary and Early Latent' staging effective January 1, 2003
* Adjusted for deletions and late reports.
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Summary of Reportable Diseases in Ontario - June, 2003

Population |t Hepatitis | Hepatitis Hepatitis Hib Influenza |Measles| Meningo-
Health Units by Region 2001 A B C coccal

Algoma 117,200 4
North Bay 92,950 1
Northwestern 75,085 1
Porcupine 84,755
Sudbury 188,365 3 10
Thunder Bay 152,800 2 10
Timiskaming 35,335
Eastern Ontario 185,975
Hastings & Prince Edward 150,805
Kingston, Frontenac & Lennox 178,065 1
Leeds, Grenville & Lanark 159,100 1 5
Ottawa 774,070 1 20 3
Renfrew 96,465
R L EETTINTT EENNE N R M S G e
Durham 506,900
Haliburton-Kawartha 161,770 12
M uskoka-Parry Sound 80,500
Peel 988,950 29 1
Peterborough 125,860 1 6
Simcoe 377,030 15
Toronto -total 2,481,495 6 107 2 1 4
North 1 26 1
South 4 39 1 4
East 1 24
West 18 1
York 728,980 10
et i D T EERRRREE ERRERR T Y R e e
Grey Bruce 152,380 1 5
Elgin-St. Thomas 81,560 2
Huron 59,695 1 1
Chatham-Kent 107,705 5
Lambton 124,295
Middlesex-London 403,180 16
Oxford 99,265
Perth 73,680
W indsor-Essex 374,985 1 10
E- -
Brant 118,085 3 1
Haldimand-Norfolk 104,580
Halton 375,230 1 8
Hamilton 490,270 31 1
Niagara 410,570 22
W aterloo 438,515 13
W ellington-Dufferin-Guelph 238,315 1

Total - Central West 2,175,565
June 2003 11394 765

The Toronto City regions above are now defined as: North - former North York; South - former City of Toronto; West - former Etobicoke and City of York;
East - former Scarborough and East Y ork

** Infectious Syphilis casesinclude ‘Primary, Secondary and Early L atent' staging effective January 1, 2003
* Adjusted for deletions and late reports.
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Summary of Reportable Diseases in Ontario - June, 2003

Population Mumps | Pertussis Rubella Salmon, Shigellosis Syphilis VIEC
Health Units by Region 2001 Infectious* *

Algoma 117,200

North Bay 92,950

Northwestern 75,085 2

Porcupine 84,755 1

Sudbury 188,365

Thunder Bay 152,800 2

Timiskaming 35,335

Eastern Ontario 185,975 4 2

Hastings & Prince Edward 150,805

Kingston, Frontenac & Lennox 178,065

Leeds, Grenville & Lanark 159,100 2 1

Ottawa 774,070 5 12 1 6 2

Renfrew 96,465 2 1

Durham 506,900 2

Haliburton-Kawartha 161,770 3 1

M uskoka-Parry Sound 80,500

Peel 988,950 1 12 6 2 2

Peterborough 125,860 1

Simcoe 377,030 3 1

Toronto -total 2,481,495 41 4 27 3
North 12 1 1 1
South 13 23
East 8 1 1
West 8 2 3 1

York 728,980 1 13 1 1 1

e SR D S e T R B e

Grey Bruce 152,380 2 1

Elgin-St. Thomas 81,560

Huron 59,695 1 1

Chatham-Kent 107,705 1 1

Lambton 124,295

M iddlesex-London 403,180 1 10

Oxford 99,265 1

Perth 73,680

Windsor-Essex 374,985 1 2 1

.-

Brant 118,085 1

Haldimand-Norfolk 104,580 3 1

Halton 375,230 4 65

Hamilton 490,270 9 1 2

Niagara 410,570 9 1

W aterloo 438,515 2 3

W ellington-Dufferin-Guelph 238,315 5 1 4

Total - Central West

* Total Y10 2002 —-I-- el ol el e

The Toronto City regions above are now defined as: North - former North Y ork; South - former City of Toronto; West - former Etobicoke and City of York;
East - former Scarborough and East Y ork

** |Infectious Syphilis cases include ‘Primary, Secondary and Early L atent' staging effective January 1, 2003
* Adjusted for deletions and late reports.
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