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The Changing Health Status 
of Canada’s Children
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RÉSUMÉ ❿�Au XXe siècle au Canada, on a assisté à un recul spectaculaire de la mortalité infantile à l’échelle nationale, ainsi qu’à une

atténuation des disparités régionales. Les écarts entre les taux de mortalité liés au revenu ont diminué considérablement; cependant, en

1996, les taux observés pour les quartiers les plus pauvres continuaient d’excéder de deux tiers les taux observés pour les quartiers les plus

riches. Aujourd’hui, la mortalité infantile dans les quartiers les plus pauvres du Canada est significativement plus faible que le taux national

enregistré aux États-Unis. Cependant, la mortalité infantile dans les quartiers les plus riches du Canada est, à l’heure actuelle, à peine plus

basse que la moyenne nationale enregistrée en Suède. Ces dernières années, au Canada, les écarts entre les taux de mortalité infantile liés

au revenu ont cessé de diminuer, alors que les écarts régionaux ont continué de s’amenuiser. Depuis 1971, la mortalité juvénile due à la

plupart des causes externes de décès (accidents, empoisonnements et actes de violence) a diminué considérablement au Canada.

Néanmoins, le taux de suicide a augmenté chez les enfants. La plupart des enfants canadiens se portent très bien. Cependant, on observe

des différences d’origine socio-économiques dès le plus jeune âge. Les enfants dont les parents n’ont atteint qu’un faible niveau de scolarité

sont plus susceptible que les autres d’être considérés en mauvaise santé et moins susceptibles d’être constamment en bonne santé.

ABSTRACT ❿�The 20th century has seen a dramatic decline in infant mortality in Canada and an accompanying decline in regional disparities

in infant mortality. Income-related differences in infant mortality have diminished substantially, although by 1996 rates in the poorest

neighbourhoods were still two-thirds higher than those in the richest neighbourhoods. Nevertheless, infant mortality in Canada's poorest

neighbourhoods is now significantly lower than the national rate for the United States. However, infant mortality in Canada's richest

neighbourhoods is currently only about as low as the national rate for Sweden. In recent years in Canada, income-related disparities in infant

mortality have ceased to diminish, although regional disparities have continued to decline. Since 1971, Canada has seen dramatic reductions

in child mortality due to most external causes of death (accidents, poisoning and violence). These changes attest to the overwhelming

success of a host of regulatory, policy, educational and product-safety improvements during this period. Nevertheless, there has been an

increase in suicide deaths among children. While most children in Canada are in very good health, the children of parents with a low level of

education are more likely to have poorer perceived health and are less likely to enjoy unbroken good health. IL
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This century has seen a dramatic decline in infant
mortality in Canada. In 1901, the infant mortality
rate in Canada was 134 per 1000 live births, mean-

ing that about one in seven newborns died before their first
birthday.1 By 1997, the infant mortality rate in Canada had
fallen to 5.5 per 1000, meaning that only one in 182 new-
borns failed to survive their first year.2

Declining infant mortality in Canada
The decline in infant mortality in Canada as a whole has
been accompanied by a decline in regional disparities in in-
fant mortality (where regions are defined as the Atlantic
provinces, Quebec, Ontario, the Prairie provinces and
British Columbia). This can be measured by the absolute
difference between the rate for Canada as a whole and the
rate for the region with the lowest infant mortality. The
difference has fallen from 10 per 1000 in 1951, to six in
1956, to less than three in 1966 and to less than one in
1981. By 1996, the difference was only 0.5 per 1000–about
a 20th of what it had been 45 years earlier.

Looked at in another way, in 1951 there would have
been about 3,700 fewer infant deaths if infant mortality in
all regions of Canada had been as low as the rate in British
Columbia (the lowest regional rate at that time). In 1996
there would have been about 180 fewer infant deaths if in-
fant mortality in all regions of Canada had been as low as
the rate in Quebec (the lowest regional rate at that time).

Fewer infant deaths due to perinatal conditions,
congenital anomalies and external causes
In 1971, the principal causes of death among infants in
Canada, as grouped by chapters of the World Health
Organization’s International Classification of Diseases,
were perinatal conditions (occurring during the period just
before or just after birth), congenital anomalies (defects
present at birth), ill-defined conditions (including sudden
infant death syndrome or sids) and external causes (all ac-
cidents, poisoning and violence). From 1971 to 1996, death
rates declined markedly for each of the principal causes of
death among infants except for ill-defined conditions, which
first rose sharply and then declined.

The greatest progress has been made in preventing death
due to perinatal conditions, congenital anomalies and ex-
ternal causes. When the average annual mortality rate for
the years 1995 to 1997 is compared with the average an-
nual rate for the years 1970 to 1972, there were fewer than
one third as many deaths due to perinatal conditions and
congenital anomalies, and only a tenth as many deaths due
to external causes. Perinatal and congenital conditions to-
gether accounted for about two thirds of infant deaths from
1995 to 1997, followed by “all other” causes and ill-de-
fined conditions. External causes accounted for less than
two percent of infant deaths from 1995 to 1997.
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CHART 1

International trends in infant mortality, 1970 to 1996
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How does Canada compare internationally?
Other industrialized countries have also seen a decline in
their infant mortality rates (Chart 1). In 1970, the rates
ranged from a low of 11 per 1000 in Sweden to a high of
20 per 1000 in the United States. By 1996, the rates had
fallen to a low of four in Sweden and a high of eight in the
United States. Canada’s rate declined from 19 per 1000 in
1970 to less than six per 1000 in 1996.

In the period from 1970 to 1975, which followed the in-
troduction of universal medicare in Canada, Canada
recorded the greatest decrease in infant mortality of all five
countries in each of the five-year periods from 1970 to
1995. In recent years, however, the rate of improvement
has slowed in Canada compared with the United States,
the United Kingdom, France and Sweden. Canada recorded
the smallest decrease in infant mortality of the five countries
in the 1990-to-1995 period.

Persistent income-related disparities in infant mortality
Since 1971, the gains made against infant mortality in
Canada have been greatest in the poorest urban neigh-
bourhoods (census tracts with the highest percentage of the
population with income below the Statistics Canada low-in-
come cut-offs). However, infant mortality rates in Canada
are still highest in the poorest urban neighbourhoods, and
lowest in the richest urban neighbourhoods (census tracts
with the lowest percentage of the population below the
Statistics Canada low-income cut-offs) (Chart 2). In 1996,
the infant mortality rate in Canada’s poorest neighbour-
hoods (6.5 per 1000) was two thirds higher than that of
the richest neighbourhoods (3.9 per 1000). If the rate for all
Canada had been as low as that of the richest neighbour-

CHART 2 
Infant mortality by income quintile, 

urban Canada, 1996

hoods, there would have been about 500 fewer infant
deaths in 1996.

The difference between the infant mortality rate for
Canada as a whole and the rate for the richest urban neigh-
bourhoods fell sharply from 1971 to 1986, and declined
further from 1986 to 1991. But progress in reducing this
disparity in Canada has slowed in recent years (Table 1).
From 1991 to 1996 there was little change in those rate
differences.

From 1971 to 1996, income-related
disparities in infant mortality rates did
not decline as much as regional dispari-
ties (Chart 3). In 1971, 1986 and 1991,
income-related disparities were at least
twice as large as regional disparities.
However, from 1991 to 1996, income-
related differences in infant mortality re-
mained constant at 1.3 per 1000, while
regional differences diminished to 0.5
per 1000, so that income-related dispar-
ities are now three times as large as re-
gional disparities.

Infant mortality rates of rich and poor
neighbourhoods in Canada may be com-
pared with national infant mortality
rates of other industrialized countries.
Infant mortality rates for Canada’s rich-
est neighbourhoods were very close to
the Swedish national rates in 1971, 1986
and again in 1996, while the rates for

Q5 vs Q1 Total vs Q1Rates (x1000) by income quintile

Year Total Q1 Q2 Q3 Q4 Q5
Rate
diff.

Rate
ratio

Rate
diff.

Rate
ratio

Excess
deaths

1971 15.0 10.2 12.4 15.2 16.6 20.0 9.8 1.97 4.8 1.47 2028

1986 7.5 5.8 5.7 7.7 8.0 10.5 4.8 1.82 1.7 1.29 666

1991 5.8 4.5 5.1 5.0 6.7 7.5 2.9 1.64 1.3 1.29 577

1996 5.2 3.9 4.7 5.1 5.2 6.5 2.6 1.67 1.3 1.33 513

Source: For 1971 to 1986, from Wilkins et al., 1998. For 1991, from Wilkins, 1995. For 1996, from preliminary tabula-
tions from the 1996 mortality by income study (in progress).

Note: Quintile 1 (Q1) defined as neighbourhoods with lowest percentage of population below the Statistics Canada low-
income cut-offs. Quintile 5 (Q5) defined as neighbourhoods with highest percentage of population below the cut-offs.

T A B L E  1

Infant mortality by neighbourhood income quintile, 
urban Canada, 1971 to 1996
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Canada’s poorest neighbourhoods resembled the national
rates for the United States in both 1971 and 1986 (com-
pare Chart 1 and Table 1). However, by 1991 and again in
1996, the rates for Canada’s poorest neighbourhoods were
considerably lower than the corresponding national rates
for the United States.

Trends in low birth weight
Low birth weight (less than 2500 grams or about 5.5
pounds) is a major risk factor for perinatal and infant mor-
tality, as well as childhood disability and other health prob-
lems.3 The percentage of low birth-weight births in Canada
rose from 7.2 percent in 1961 to 7.8 percent in 1966, and
then fell to 5.6 percent in 1986. It remained at 5.6 percent in
1991, and then rose back to 5.8 percent in 1996 and 1997.

The initial rise in low birth-weight rates from 1961 to
1966 has been linked to the practice of severely limiting
maternal weight gain during pregnancy–a practice recom-
mended by physicians at the time, but since modified to
prevent adverse effects on birth weights. Studies suggest
that the recent increase in low birth-weight rates may partly
be associated with an increasing proportion of multiple
births (which are usually born smaller and earlier) and an
increase in the reporting of very small and premature babies
as live births rather than stillbirths.4

Regional and income-related disparities
The difference between the percentage of low birth-weight
births in Canada as a whole and the percentage in the re-

gion with the lowest rate fell from 0.9 in 1961 to 0.5 in
1971, then rose to 0.8 in 1981 and 1986, and thereafter
fell again to a low of 0.5 in 1997. Thus, regional disparities
in low birth weight were about as large in 1997 as they had
been in the early 1970s.

On the other hand, income-related disparities in low
birth weight have increased somewhat in recent years. In
1986, the rates per quintile varied from a low of 4.9 percent
in the richest urban neighbourhoods to a high of 6.9 per-
cent in the poorest urban neighbourhoods (Table 2). By
1996, the rate in the richest urban neighbourhoods was
again at 4.9 percent, while the rates had increased in all
but one of the other quintiles. The disparity between the
rate for the richest neighbourhoods and the rate for Canada
as a whole increased from 0.8 in 1986 to 0.9 in 1996 (an in-
crease of 13 percent). The average birth weight of babies
born in Canada’s poorest urban neighbourhoods is cur-
rently about 120 grams (one-quarter pound) less than that
of babies born in the richest neighbourhoods.

Overall, there was little change in low birth weight by in-
come quintile from 1986 to 1996, whereas there were con-
tinuing reductions in infant mortality by income quintile in
the same period. Nevertheless, income-related disparities
persist for both these measures of health in infancy. The
lower the neighbourhood income, the higher the rates of low
birth weight and infant mortality (Chart 2 and Chart 4).

Characteristics of mothers
From 1971 to 1991, there was a decline in the proportion
of low birth-weight births among unmarried mothers (never
married, separated, divorced or widowed), mothers under
the age of 20 and mothers giving birth to their first child
(Chart 5). However, from 1991 to 1996, the rate of low
birth-weight births increased among teenage mothers from
6.6 percent to 7.1 percent, so that now it exceeds that of
unmarried mothers who, historically, have had the highest
rates of low birth-weight births.

The decline in low birth-weight rates for unmarried
mothers was influenced by the fact that the majority of chil-
dren in Quebec are now born to mothers who are not
legally married, although they are usually living in a com-
mon-law relationship with the child’s father. So unmarried
motherhood has become the norm, and it no longer car-
ries the high degree of excess risk often associated with
marginal characteristics. 

The increase in low birth-weight rates for teenage moth-
ers occurred at the same time as smoking prevalence rates
among teenagers increased significantly, from 22.6 percent
to 29.1 percent.5 Simulations show that such an increase in
smoking prevalence could account for half to two thirds of
the observed increase in low birth-weight rates among
teenage mothers from 1991 to 1996. That is because smok-
ing a pack of cigarettes per day is known to lower average
birth weights by about 150 to 200 grams (one-third pound).6

Decreasing child mortality in Canada
Mortality among children aged one to 14 is now excep-
tionally rare in Canada. For children who survived infancy
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CHART 3  

Trends in regional and income-related disparities 
in infant mortality, Canada, 1956 to 1996
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in 1996, only one in 366 is expected to die before their 15th

birthday.7 By comparison, in 1901, the risk of dying among
children aged one to 14 was one in seven.8

From 1971 to 1996, the average number of deaths per
year among children aged one to 14 decreased from 541
per million to 204 per million (Chart 6). In absolute num-
bers, there were about 2,150 fewer deaths per year, on av-
erage, in this age group in the years 1995 to 1997 than in
the years 1970 to 1972. (There were between 5 and 6 mil-
lion children of that age in Canada throughout this period;
the number of deaths and deaths per million per year are
averaged over three-year intervals.) 

Fewer deaths due to external causes
Throughout this period, the most common causes of death
among children aged one to 14, as grouped by chapters of
the International Classification of Diseases, were external
causes (all accidents, poisoning and violence), followed dis-
tantly by neoplasms (cancer and other tumours), congeni-
tal anomalies (defects present at birth) and nervous system
diseases (affecting the brain, spinal cord and sense organs).
Each of these major causes declined by at least 50 percent
between 1971 and 1996, but external causes declined the
most, from 274 per million to 86 per million–a decrease of
70 percent (Chart 6).

The extent of decline in mortality rates due to external
causes has varied for different causes (Table 3). The mor-
tality rates for child pedestrians hit by motor vehicles fell by
almost 90 percent, from 76 per million in 1971 to just nine
per million in 1996. The rate of accidental drownings fell
by 77 percent, from 48 per million in 1971 to 11 per mil-
lion in 1996. Death rates due to accidental fires also fell by
77 percent, from 31 per million in 1971 to seven per million
in 1996. Deaths to child passengers in motor vehicle crashes
fell by 50 percent, from 52 per million in 1971 to 26 per

million in 1996. Deaths due to poisoning, relatively less
common than the preceding causes, fell from five per mil-
lion in 1971 to one per million in 1996.

Increase in suicides among children
While deaths among children due to most external causes
and diseases have declined considerably since 1971, the
mortality rate due to suicide increased over 2.5 times, from
three per million in 1971 to eight per million in 1996. Since
few, if any, suicide deaths occur among children aged one
to nine, the suicide death rate would be approximately
three times as high if the calculations were restricted to the
10-to-14 age group.

The mortality rate due to homicide also increased mar-
ginally from six per million in 1971 to seven per million in
1996.

Factors associated with poorer perceived health
The analysis of infant mortality rates and low birth-weight
rates in Canada indicates that income-related disparities
persist in these measures of health. Is there any evidence of
an association between socio-economic status and measures
of the health of children as they grow older?

The National Longitudinal Survey of Children and
Youth (nlscy) sheds some light on this question. Data are
available from two waves of the nlscy, conducted in 1994-
95 and 1996-97. According to special tabulations from the
nlscy, the vast majority of children–88 percent in 1996-
97– are in excellent or very good health as perceived by
their parents. For those whose health is poorer – whose
health is perceived to be good, fair or poor– several factors
appear to be significant. One is chronic illness. Children
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Grounds for concern as well as 
reasons for a sense of accomplishment
The 20th century in Canada has been a time of tremendous
progress against infant mortality. What was once a rela-
tively common occurrence has become a rare event.
Regional differences in infant mortality are now quite small
in absolute terms, and only a very small fraction of what
they had been in the early 1950s. Income-related differences
in infant mortality have also diminished substantially, al-
though by 1996 they were still nearly three times as large as
regional differences. Nevertheless, infant mortality in
Canada’s poorest neighbourhoods is now significantly lower
than the national rate for the United States. 

The single most important modifiable risk factor for low
birth weight is maternal smoking.9 Thus, future reductions
in rates of low birth weight may depend, in large part, on
the success or failure of programs and policies to prevent
young women from becoming smokers and to encourage
smokers to quit. Also, since smoking is most common
among the least-well educated women, it is the children of
such women who would have the most to gain.

Although Canada’s progress against infant mortality
looks good from a North American perspective, it is less
impressive than what has been attained in parts of Europe,
such as France and Sweden. The infant mortality rate in
Canada’s richest neighbourhoods is currently only about
as low as the national rate for Sweden. International com-
parisons also indicate that during the 1990s the decline in
infant mortality in Canada has clearly not kept pace with
that of France, Sweden or Britain. Thus, the evolution of in-
fant mortality in Canada raises grounds for concern as well
as reasons for a sense of accomplishment.

Similarly, the dramatic reductions in child mortality due
to external causes of death attest to the overwhelming suc-
cess of a host of regulatory, policy, educational and prod-
uct-safety improvements over time. While it was not

with a chronic condition have over three times the odds
(3.6) of poorer perceived health, and the disappearance of
a chronic condition is the most important factor con-
tributing to an improvement in perceived health. 

Socio-economic status (particularly the education level
of the parents) is also a factor. Children of parents who did
not graduate from high school have almost three times the
odds (2.8) of poorer perceived health than
children of parents with a university
diploma. And among children whose per-
ceived health changed, children of parents
who did not graduate from high school
also had greater odds of perceiving a de-
cline in health than children of parents
with university graduation.

Factors associated with injuries 
and activity limitations
A further analysis was conducted on fac-
tors associated with injuries and activity
limitations among children. There was no
significant association between parents’
level of education and children’s injuries
or activity limitations. However, girls,
younger children (under 10 years old) and
children with two parents at home were
less likely to have had repeated serious in-
juries (injuries reported in 1994-95 and
1996-97) and activity limitations.

T A B L E  2

Low birth weight (LBW) by neighbourhood income 
quintile, urban Canada, 1986 to 1996

1986 5,7 4,9 4,9 5,6 6,1 6,9 2,0 1,41 0,8 1,16 2359

1991 5,7 4,8 5,1 5,4 5,9 6,7 1,9 1,40 0,9 1,19 3620

1996 5,8 4,9 5,4 5,8 6,1 7,0 2,1 1,44 0,9 1,20 3004

Source: For 1986, from R. Wilkins, G.J. Sherman and P.A.F. Best, “Birth outcomes and infant mortality by income in
urban Canada, 1986,” Health Reports, Vol. 3, no. 1, (1991) pp. 7-31. For 1991 and 1996, from preliminary tabulations
of the corresponding births by income data. 

Note: Quintile 1 (Q1) defined as neighbourhoods with the lowest percentage of children < 18 years of age below the
Statistics Canada low-income cut-offs. Quintile 5 (Q5) defined as neighbourhoods with the highest percentage of chil-
dren < 18 years of age below the cut-offs.

LBW rates (%) by income quintile Q5 vs Q1 Total vs Q1

Year Total Q1 Q2 Q3 Q4 Q5
Rate
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C H A R T 6
Deaths from external and other causes among children 

aged 1 to 14 years, Canada, 1971 to 1996

(% of live births with birth weight)



the changing health status of canada’s children

63isuma

possible to apportion the mortality declines to specific in-
terventions, it is likely that the reduction in child deaths in
motor vehicle crashes, for example, was related to changes
in the design and use of seatbelts, infant seats, air bags, im-
provements in tires and brakes, vehicle safety design and
helmets for bicyclists, as well as increased school busing,
improved emergency treatment of trauma, and stricter en-
forcement of laws against speeding and drunk driving.
Analogous regulatory, policy, educational, emergency treat-
ment and product-safety improvements also apply to the
prevention of child deaths due to drownings, fires and poi-
soning. At the same time, the increase in suicide deaths
among children in Canada stands in sharp contrast to the
gains that have been made in reducing childhood deaths
due to fatal unintentional injuries.

In recent years in Canada, income-related disparities in infant
mortality have ceased to diminish, although regional disparities
have continued to decline. At the same time, income-related dis-
parities in low birth weight have increased somewhat. This suggests
that changes in the socio-economic environment in recent years
may have negatively affected prospects for improved health and
survival of our youngest citizens.

Since most children are in very good health, a longer pe-
riod of observation may be necessary to improve the sta-
tistical power of factors associated with illness and
disability among children. However, perceived health sta-
tus and changes in perceived health status show a strong
relationship with socio-economic status as defined by par-
ents’ education level. Children of parents with a low level
of education are more likely to have poorer perceived
health and are less likely to enjoy unbroken good health. 
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T A B L E  3

External causes of death among children aged 1 to 14 years, Canada, 1970-1972 to 1995-1997 

Rate (X 1,000,000)

1970-1972 1666 274 52 76 48 5 3 6 31 53

1975-1977 1338 239 58 45 39 4 5 8 26 55

1980-1982 952 184 50 30 29 2 5 7 24 36

1985-1987 717 140 44 20 18 1 5 8 16 29

1990-1992 587 109 35 14 14 2 6 7 11 20

1995-1997 483 86 26 9 11 1 8 7 7 18

Source: Deaths tabulated from Canadian Mortality Data Base. Population estimates from Statistics Canada catalogue 91-213 (Statistics Canada, 1999).
Note: External causes include all accidents, poisoning and violence.
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of deaths per
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external causes Total
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