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We would like to acknowledge that the land on which the
Region of Peel operates is part of the Treaty Lands and
Territory of the Mississaugas of the Credit. For thousands of
years, Indigenous peoples inhabited and cared for this land.
In particular we acknowledge the territory of the Anishinabek,
Huron-Wendat, Haudenosaunee and Ojibway/Chippewa
peoples; the land that is home to the Metis; and most
recently, the territory of the Mississaugas of the Credit First
Nation who are direct descendants of the Mississaugas of
the Credit.

We are grateful to have the opportunity to work on this land,
and by doing so, give our respect to its first inhabitants.
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CORE
SUMMARY

This report presents findings from community engagement activities carried out in the Peel Region of Ontario in 20182019 by the Family and Child Health Initiative (FCHI) project team, at the Institute for Better Health (IBH) at Trillium
Health Partners (THP). Launched in 2018, the FCHI is focused on improving the health of families and children in the
Peel Region through a community-based approach to research and evidence-informed program development.
In the first phase of a longer-term commitment to a collaborative program of work, we initiated discussions with
organizations from across Peel whose work supports the health and well-being of families in our region. The purpose of

this outreach was to familiarize ourselves with the community, learn about existing resources, priorities, and aspirations,
and explore opportunities to work together on shared goals. The project is guided by the belief that child, family, and
community health are interconnected, and that the pursuit of helping families live their best health requires a communitywide approach. Our hope is that this engagement has opened what will be an ongoing dialogue from which future
research, innovation, and vision will grow.
Our engagement activities included 26 focus groups and 36 interviews with representatives from 61 local organizations
(n=155 participants) across public, private, and non-profit sectors. Participants included front-line service providers
and leadership who work in the areas of education, healthcare, childcare, public health, social services, advocacy,
and arts and culture. A preliminary draft of the findings was sent to all participants for an opportunity to edit and
provide comment. The FCHI hosted a Community Networking Event on November 14th, 2019 for participants to meet
each other, reflect on the enagement findings, and discuss next steps. Attendees included 45 participants from 35
organizations across Peel.

Summary of Key Learnings

Mental health and well-being are
key issues facing children and
families in Peel today

Stigma and biases are prevalent and
layered barriers to health, particularly
in relation to mental health, poverty,
and weight

There is an unmet need locally for
more culturally diverse, inclusive, and
equitable health resources, guidelines,
and practices

Poverty, insecurity, systemic
racism, social isolation, built environment, heritage, and culture
are key factors needing attention
in health initiatives

Stakeholders in Peel want to
collaborate and coordinate their
work to serve families better

There is a need for family-centered support with focus on the
emotional and relational health
of care-givers and children

How to Cite this Report: Martel S, D’Silva C, Fierheller D, Heidebrecht C, Singh N, and Zenlea I, on behalf of the FCHI.
Family and Child Health Initiative (FCHI) 2019 Community Engagement Report. Mississauga ON: Institute for Better
Health, June 2020.
Contact for Inquiries: FCHI@thp.ca / 905-848- 7580 x1673
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SECTION 1:
INTRODUCTION

1.1 Who is the Family and Child Health Initiative
(FCHI)?
The Family and Child Health Initiative (FCHI) is based at the
Institute for Better Health (IBH) at Trillium Health Partners
(THP), Mississauga. The FCHI has been formed to conduct
research and develop programming and innovative
solutions to support the health of families and children of
all ages in the Region of Peel. The FCHI’s focus on family
and child health emerged from clinical work and research
within the KidFit Health and Wellness Clinic (a paediatric
weight management clinic at THP), particularly co-design
and program development with families and community
partners.
1.2 What was the Purpose of this Community
Engagement?
We believe that health research, programming, and
innovations should be designed and developed with the
people in the communities they are intended to benefit.
This community-based and participatory approach is key
for relevancy, sustainability, equity, and empowerment.
The engagement activities discussed in this report were
our first step in understanding family and child health
beyond the hospital. We will continue to include ongoing
community engagement within our future work, including
more direct engagement with families and community
members. We started by reaching out to local organizations
already supporting family and child health in Peel to help
us understand current work, priorities, and challenges
they perceive in their communities. When we use the term
‘child’ or ‘children’ in this report we are referring to anyone
from 0-18 years old. We also did not impose a definition of
‘family’, but rather, refer generally to ‘family’ as including
any caregivers and the children they care for.

Engagement Objectives:
1.

Continue building relationships and collaborative networks with community stakeholders that represent the
diversity of Peel

2.

Engage in dialogue about what family and child health
means to stakeholders and their priorities in this area

3.

Learn about community services, programming, and
resources currently delivered

4.

Identify the major health issues stakeholders perceive
families to be facing in the region

5.

Inform next steps towards engaging caregivers,
children, youth, and community members in Peel and
ongoing engagement with organizations
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1.3 What did the Community Egagement Involve?
Step 1. Stakeholder Identification: Stakeholders were
defined broadly to include anyone whose work is directly
or indirectly committed to supporting the health and
wellbeing of families and children in Peel. Through
a diversity, equity and inclusion lens, an extensive
environmental scan was conducted to compile a list of
key stakeholders to contact from organizations across
sectors (public, private, non-profit), institutions, and
municipalities. Participants were also identified through
previous community engagement
and partnerships with FCHI team
members. Participants were
also asked to identify other
stakeholders in Peel who they
thought we should connect with.
Although the final sample was
not comprehensive, we aimed
to have the sample reflect the
demographic make-up of Peel,
a diversity of organizations, and
a cross-section of services that
directly and indirectly support
families and children locally.
Step 2. Engagement Interviews:
Key representatives from the final list
of organizations were emailed an invitation to participate
in an interview or focus group discussion with their
colleagues. The interviews were typically 45-minutes
long and focus groups were approximately 1-hour. The
questions used to guide the discussions focused on three
main topic areas: i) what health means to the participants
in relation to their work with local families; ii) the main
health challenges facing families and children in Peel; iii)
needs and opportunities for future work and change. The
discussions were audio-recorded with permission, then
transcribed for analysis.

1. Stakeholder
Identification

2. Engagement Activites

Step 3. Analysis and Interpretation: The analysis and
interpretation of the data were carried out as a mixedmethods content analysis. Multiple research team
members read, coded, and categorized the interview and
focus group transcripts, meeting frequently to discuss
and reach consensus. Qualitative interpretation included
organizing the codes conceptually and determining
relationships between the categories. Quantitative
interpretation included counting the frequencies of
certain categories accordingly.
Step 4. Sharing Results:
A draft of this report
was shared with
all participants
for validation.
The findings were
further discussed
at a Community
Networking Event
hosted by the FCHI
in November 2019
and attended by 45
representatives who
had participated in
the engagement. This
report has been made
publicly available on
the FCHI website (https://familyandchildhealth.ca/) and
will be presented in other publications and professional
conferences.

3. Analysis &
Interpretation

FOUR KEY ELEMENTS OF OUR ENGAGEMENT PROCESS

4. Sharing Results
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SECTION 2:
RESULTS

2.1 List of Engaged Organizations Categorized by Services Offered

Participants by Organization Type
7%

Other

11%

4%

Immigration and Settlement
10%

10%

Arts/Culture/Diversity

5%

Government

Food Security

6%

5%

Education

Social Services &
Supports

10%

Mental Health &
Counselling

19%

Child & Youth
Services

10%

Health Care

13%

Parenting Support
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2.2 What Does Health Mean to You?
Health is a complex term that can be understood in many different ways. Despite the diversity of organizations represented
in our sample, many shared a similar perspective on what health is, how it is negatively impacted, and how it is best
supported. Below are three major themes that emerged in relation to how participants conceptualized health.
Holistic Health
In this report, the term ‘holistic,’ refers to how participants called for an approach to health and wellness that
looked at the whole sum of the various aspects of a person’s life rather than separating out health as a distinct
medical matter. Participants defined health not only as the absence of illness or disease, but as a quality of life
incorporating active living, mental, social, and emotional health and wellbeing, secure socioeconomic conditions,
and respected cultural values and beliefs. Importantly, many participants also pointed out that families themselves
need to define their own objectives for their pursuit of a quality of life, rather than have it imposed on them. This
connected to a call for community empowerment and engagement that was linked to action and change. Many
participants discussed how their work supports family health—even if not directly related to healthcare—through
initiatives focusing on poverty reduction, anti-racism, social inclusion, settlement, resiliency, health promotion, selfcare, education, and empowerment.
Family Health as Child Health
A significant finding that further connects to the theme of holistic health was the focus on the inseparability of
family health and children’s health at any age. Based on this understanding, there was a call for family-centred
approaches versus targeting individual behaviour change or support for children independent of their care
environment. Positive and secure family relationships and open communication were highlighted as key ingredients
needed for children to thrive physically, mentally, and socially. Participants also felt that ‘family’ should be defined
in an inclusive way to ensure services and resources are not designed exclusively around the assumption of
biological parenting or same-household caregiving.
Health Equity
Health equity—meaning unjust and modifiable differences in health status, access to health resources and social conditions
among individuals and groups—was seen as foundational to health, not just as a discrete impact on health. Health
inequality and inequity were central concerns among almost all participants across sectors, organizations, and services.
Participants mentioned the impact of social determinants on family and child health in the region, with particular focus on
income, employment, social support, access, culture, and racism. Responses highlighted how health inequities are not only
created through social determinants, but can also be reproduced through health messaging and guidelines when social,
cultural, and economic factors are not accounted for in content, design, or accessibility.

2.3 What Are the Major Health Issues Facing Families in Peel Today?

The project team asked participants to identify the top 2 or 3 health issues facing families in Peel today. The table below presents the frequency of
responses:

PRIORITY AREA						

				

FREQUENCY

Mental health and wellness
• Stress and anxiety (20) – daily stress, particularly around settlement and poverty, and for parents 		
of children with special needs
• Stigmatization (14)
• Childhood trauma/intergenerational trauma (8)
• Relational health and emotional intelligence and resiliency (7)
• Substance abuse and addiction (3) – included technology and food addiction
• Domestic abuse (3)
• Technology (3)
• Sleep (2)
• Focus on illness and disease instead of wellness and prevention (2)
• Perception and issue of neighbourhood safety (2)

Socioeconomic insecurity / poverty
• Food insecurity – access to fresh and affordable healthy foods (15)
• Transportation – to activities or food markets in food deserts or to health services (10)
• Housing (9)
• Poverty (9)
• Unemployment / job insecurity – youth unemployment mentioned (6)

Lack of physical activity / sedentary lifestyle
• Affordability of activities (9)
• Lack of time for parents (8)
• Cold winters (5) – and lack of education on winter activities
• Access to activities limited due to insufficient resources (5)
• Over-use of screen time and technology (5)
• Culturally appropriate sports and activities (5)
• Not enough physical activity in schools (4)
• Built environment (4) – not walkable
• Fear of letting kids play outside – both parents’ perception and issue of neighbourhood safety (2)

Lack of time for parents to get kids active, make healthy meals, manage their stress – most often
related to lack of time to cook meals so kids eating fast food
• Work/life balance (7)
• Daily commute times (5)
• Over-programmed parents (4) – especially kids with special needs
• Settlement (3)
• ‘Sandwich generation’ between elder care and child care duties (1)
• Perception and issue of neighbourhood safety (2)

Healthcare issues
• Wait lists/access (12)
• System navigation/access to healthcare/no continuity of care – especially around special needs (9)
• Lack of support for transition from paediatric to adult services especially for those with complex needs (2)
• Lack of tools and time for family physicians to help with behaviour change (2)
• Lack of culturally appropriate care (2)
• Doctors using damaging language around weight (2)

38

32

26

20

19

Cultural gaps/challenges
• Lack of awareness of mental illness and general health – ties in to stigma (9)
• Conflict between parents and children or grandparents and parents on health and wellness (7)
• Lack of culturally appropriate health and food guidelines and body-image – know what’s healthy but
don’t want to eat it (6)

Stigmatization
• Mental health (10)
• Children with special needs (4) – health and wellness gets ignored, cultural component
• Death and illness and avoiding healthcare and screening (2)
• Newcomers and ethnic food (2) – peer pressure around cultural assimilation

14

11

Social isolation
• Parents with children with special needs (5)
• Newcomers (2)

Lack of information
• Parent education or confidence (6) – positive parenting
• On resources in Peel like parks, where to get affordable winter gear, farmers markets (3)
• Lack of knowledge on cooking – cultural component and SES component (3)

Language barriers

14

11

10

Type 2 diabetes

6

Systemic racism and marginalization

3

Lack of sleep

2

Obesity

1
Below we provide further context to the three most
frequently cited health issues facing families today:
1. Mental Health and Wellbeing
The term ‘mental health’ was not used solely to refer to
‘mental illness’ (e.g. mood disorders, addictions), but
more commonly was described as ‘mental well-being’
(e.g. emotional health, social health, resiliency), which
was seen as vital to preventing more acute mental or
physical illnesses. Most participants spoke about the
impact of mental health in the home, focusing on how
issues such as parental stress, anxiety, depression,
domestic abuse, substance abuse, and addiction
can challenge the healthy development of children.
Participants also described some mental health
issues children and adolescents face themselves,
such as childhood trauma, bullying, poor self-image,
disordered eating, anxiety, depression, substance
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abuse, and addictions. In addition to alcohol and drugs,
other types of addictions mentioned were technology
addictions (particularly amongst teenagers) and food
addictions.
Participants perceived many families to be struggling
to establish positive relationships between parents,
children, and elders, resulting from a lack of
communication, lack of role modelling in terms of
healthy coping mechanisms, and lack of resiliency.
Families were perceived as struggling to cope while
navigating increasing pressures of work-life balance,
social isolation, and cultural assimilation. Poverty,
insecurity, and marginalization were highlighted as
social factors greatly influencing the mental health of
local individuals, families, and communities.
2. Poverty and Insecurity
Poverty and insecurity were identified as health issues
needing to be addressed at both an individual and
population level. The struggles families experienced to
meet basic needs such as housing, food, employment, and
goods was a topic woven throughout almost all discussions
with participants from across the Region. Socioeconomic
conditions were seen as psychological stressors as well as
barriers to access to things such as recreational activities
and nutrition. Stigmatization of poverty was mentioned
as a concern for both parents and children; one example
provided was kids not wanting to access food banks due
to bullying by peers. There were concerns that health and
wellness guidelines and recommendations that fail to
account for poverty and insecurity might further stigmatize
certain health behaviours and bodies and compound
health issues by being unattainable. Some examples of the
specific issues connecting health and poverty included:
•

Cost of enrollment and equipment required for
particular sports and recreation programs (e.g.
the outerwear and equipment required for winter
sports), which negatively impacts families’ abilities
to stay active all year-round.

•

Inability to travel to programs or services due
to prohibitive transportation costs (i.e. inability
to own a car and/or transit costs), as Peel is
a geographically large area and access often
requires travel. This was particularly concerning
for residents of Caledon where there is no public
transportation.

•

Lack of access to fresh and nutritious foods,
either due to the cost of these foods (e.g. high
cost of fruits and vegetables compared to
processed foods) or due to a lack of availability in
disadvantaged neighbourhoods where fast food is
more readily available.

•

Lack of access to facilities that help support health and
well-being (e.g. community kitchens, pools, etc.), which
are often restricted based on income, transportation
options, or individual-level criteria, such as body mass
index (BMI), which make it inaccessible for people who
do not meet those criteria, but could still benefit from
the service.

3. Sedentary Lifestyles and Lack of Daily Physical Activity
While some participants referred to ‘physical activity’ as
participation in organized sports or exercise, most referred
to physical activity more broadly as active living and daily
movement. In contrast, they identified ‘sedentary living’ as
the norm not only in Peel but in contemporary society. Few
mentioned specific health outcomes related to sedentary
living (e.g. diabetes and obesity), though most discussed the
lack of daily movement in terms of a lower quality of life in
general. Many participants drew on both their work in the
community as well as personal experience to suggest that
daily routines typically consist of sitting or standing at work,
followed by sitting in their car on long daily commutes,
and then being too exhausted and/or busy at home at the
end of the day to pursue activity. Children were seen as
sitting all day at school with little movement built into the
classroom curriculum, then coming home to sit in front of
screens. Video games were highlighted both in association
with inactivity and as a tension point between parents
and children. Sedentary living was seen as pervasive and
contradictory to people achieving a high quality of life
and their best mental and physical health. Contributing
factors included the built environment (i.e. unsafe and unwalkable neighbourhoods) and the natural environment (i.e.
inclement weather in winter months).
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2.4 Barriers and Challenges to Health for Families in
Peel
Daily Stress and Time Pressures
Participants repeatedly described the families they
work with as stressed and overwhelmed, due to long
commute times, long work hours and/or multiple jobs,
balancing caregiving for elderly parents and children,
and traveling across the city for various programs
or services. These daily structures were seen as
leaving little to no time for self-care or the ability to
meet established recommendations for family health.
Respondents indicated that overwhelming stress and
daily structure negatively impacted the capacity to
provide nutritional, home-cooked meals, pursue active
living, or enjoy unstructured, quality time together as
a family. Pervasive use of technologies at work and
in leisure (i.e. smart phones, computers, video game
systems) was also seen as impacting daily rhythms,
movement, and interactions. Many mentioned tensions
in the home around appropriate technology use and
screen time. Participants who work with families
of children identified with developmental delays or
disabilities articulated the distinctive challenges facing
service-users on a daily basis in terms of the stress
of intensive caregiving, lack of respite, and increased
feelings of being overwhelmed with the coordination
required to attend multiple appointments and
programs.
Lack of Culturally Diverse Resources and Knowledges
A common theme throughout the conversations
was the need to recognize and design for the
cultural dimensions of health and wellness. Culture
was articulated in a variety of ways, such as one’s
heritage, language, customary beliefs, faith, and social
practices. Participants understood these dimensions
of human life and activity to actively impact how
people make meaning of ‘health’ and ‘illness’ and how
they will act on health-related information. Multiple
participants also acknowledged—and challenged—
how health is approached by the dominant western
culture. There was a sense that physicians disregard
people’s belief in alternative medicines and focused
too much on medicalization (i.e. defining health as
the absence of disease and focusing on medical
intervention instead of prevention). Culture-related
issues were also framed as being produced by a lack
of diversity in institutional leadership, which excludes
lived experience from the design and decision-making
around guidelines, information sources, and other
resources.

“So just the demands around schedules, and
having quality family time together, which
includes sitting down to dinner together,
making healthy, nutritious meals rather than
picking something up, or processed foods.
...it’s just that demand on the family time, and
then what that means in terms of the health
and well-being of the whole family, the impact
on if you’re not eating a proper meal, how is
it impacting your overall health, how is impacting your sleep, right. Because for kids, if
you’re not eating properly, then it’s going to
impact – even the wellbeing of Mom or Dad,
right…And maintaining positive relationships
within the family, and that quality family time
together. And then just getting out as a family
and being active”

Some examples of the specific issues connecting culture
and health included:
•
•

•
•

Current nutrition guidelines fail to offer relevant
information for non-North American diets
Clinical standards and measurements are
universalized based on North American ideals,
which stigmatizes certain bodies and behaviours
(e.g. the common use of the measure BMI in
healthcare settings to classify body weight denies
body diversity across different social groups)
Language barriers are a major issue for people
trying to access services or information
predominantly offered in English
Many families in Peel have recently immigrated
from warmer climates and face challenges to
stay active during winter months due to lack of
accessibility and/or knowledge of indoor options or
appropriate outdoor gear

Intergenerational Conflict
Participants pointed out a specific tension they saw
newcomer families experiencing, in which children
want to adapt to Western lifestyles, languages, and
parenting styles while their caregivers want to maintain
more traditional roles and expectations. One example
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mentioned multiple times was the peer pressure and
bullying around children eating traditional ethnic foods
prepared at home rather than popular North American
fast foods. Other examples included expectations that
parents place on their children based on their own
beliefs around discipline, learning, or achievement that
aligns with other school systems internationally but
conflicts with the North American education system.
Intergenerational conflicts were seen as challenging
positive relationships in the home, impacting overall
well-being, open communication, and emotional
health. Participants also mentioned they sometimes
see children learning English proficiently in school,
while adult family members are not given the same
opportunities to learn through daily conversation
as they are more socially isolated. This can result
in different first languages being used by different
generations in the household, challenging effective
family communication and creating a tension between
expectations around cultural assimilation.
Systemic Racism and Marginalization
We use the term ‘systemic racism’ in reference to
racism inherent in institutional policies and practices
that privilege some social groups and disadvantage
others based on the racialization of social identities.
Participants saw systemic racism in their communities
as barriers to inclusion and equity rooted in current and
historical racial prejudices. Specifically, participants
spoke of the lasting effects of slavery on Peel’s Black
communities and the effects of colonialism on Peel’s
Indigenous communities, such as intergenerational
trauma, forced cultural assimilation, and family
separation. We use the term ‘marginalization’ in
reference to participants’ mention of how certain
social groups are excluded from active participation
in their community; for example, groups—particularly
low income and/or racialized identities—are left out
of local decision-making around policy, planning,
and programming. In addition to issues mentioned
above, systemic racism and marginalization impacts
family health through effects such as the stress of
experiencing racism, social exclusion, and violence in

“It’s one thing to be able to print material in
various languages, but it’s a whole other thing
to be able to deliver the services, and have an
individual who actually looks like you, to be
able to provide services…Particular[ly] around
mental health. There’s a huge stigma in newcomer populations around even accessing
mental health services. So how do we even [...]

[...] work toward breaking down that stigma
in populations? And sometimes it needs to
be someone who looks like you, who speaks
the language, etcetera, to be able to get into
those grass-roots situations and have people
access services, because there are a lot of
individuals who aren’t accessing services, or
who are accessing it through their primary
care provider, and it sometimes doesn’t go
much further.”
“The emotional part that I say is the cultural gap between the kids born here and the
parents… With the younger children they kind
of submit to the parents, but as the kids grow
older, when they have their thinking, the most
serious problem I talk to, the kids don’t even
want to be children of their parents because
of the marked difference from what they have
seen in the mainstream.”
Stigmatization
Stigmatization—meaning the devaluation of people
based on negative perceptions and biases—was
discussed frequently by participants in relation
to a number of health issues. Stigmatization was
understood as a barrier to people seeking or accepting
diagnoses as well as to accessing services and
support. It was understood as particularly widespread
in relation to mental health issues such as mood
disorder, substance abuse, addiction, domestic abuse,
and trauma. There was also concern that health
messaging and resources failing to acknowledge social
barriers to health and wellness can stigmatize certain
bodies and behaviours. Most discussions pertaining
to weight were focused on the potential for weightfocused messaging and weight-based interventions to
stigmatize larger bodies. This was of particular concern
regarding children and youth in relation to weightbased bullying, body image, and disordered eating,
with which they saw many young people struggling.

“And I also think that there’s a huge piece of
– when [talking] about family and child health,
that families themselves, that parents themselves are dealing with their own issues and
their own mental health concerns, and health
and wellness, that they don’t have anything
left.”
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“Families are struggling and families of newcomers are struggling even more because one,
they do not have equitable employment. They
are therefore not making equitable income and
therefore their families are having to give up
more and more. And if you are going to give up
more, well, something is going to impact pretty
significantly. And mental health and well-being and health is what hits. And research has
shown, newcomers when they come, their
health drops a few years. And the reason it
drops is because of all of these challenges. And
kids are no different. Kids are part of the family.”
Stigmatization was also mentioned in terms of cultural
taboos around illness and death, which translates to
the avoidance of social conversations about topics
such one’s health, illnesses, or end-of-life wishes. This
taboo was seen as a barrier to certain communities
pursuing health screening or other preventative
healthcare services.

(Un)Healthy Neighbourhoods and Built Environments
Participants identified a need to incorporate health and
wellness into the planning and design stages of new
developments and communities. Public transportation
was seen as necessary for accessing many resources
(e.g. community centers for social connection,
recreational activities) in both rural and urban areas yet
sparse or disconnected in many neighbourhoods. Poor
design and access to outdoor space was mentioned
as a barrier to daily movement and outdoor time,
while issues such as gun violence and road safety
were also identified as risks that prevented caregivers
from allowing their children to play or walk outside.
Participants also perceived many of the families they
work with as living in food deserts, meaning areas
in which grocery stores are not available, but fast
and processed foods are accessible via fast food
restaurants, vending machines in schools, corner
stores, and gas stations.
Social Isolation
Multiple participants perceived social connectedness
as missing in many of their communities. This concern
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“Income for families is a big issue, so income
security, basic income security for some
families who are risk for homelessness or are
homeless or just experiencing living or just
trying to make ends meet and let alone put
their kids in extracurricular activities because
they’re just trying to pay for shelter or food to
feed their families.”
“Job, employment for sure. That is huge,
huge, huge. I mean I think if people are secure financially so many things fall in place.
You can pay for supports, you can pay for
daycare, you can pay for respite if you require
it. So financial stability is a huge one and I
cannot stress that enough and immigrants
just don’t have that, right?”
“Cost is a factor our families tell us, right?
You know, I’m going to buy the thing that’s on
sale, it’s not often the fruits and vegetables
are, only processed stuff and that’s going to
last. I mean even if I buy the fruits and vegetables I’m going to buy just this amount is
what I can afford and so, you know, they’re
not getting enough of it.”

was highlighted particularly by those who work with
newcomer and refugee families. Families who are
new to Canada face language and cultural barriers
to connecting with their new communities and this
social isolation compounded other present challenges,
such as the general stress of settlement. Mothers who
are new to Canada were seen here as being unduly
impacted by settlement, as they are often at home
alone while children are at school and their spouses are
out of the home working or looking for work. Families
of children identified with developmental disabilities
also experience specific challenges in relation to social
isolation, as they often don’t have time or resources to
build networks with other parents in their community
and/or feel like they could relate to parents of children
who were not identified as having special needs
because their caregiving circumstances were unique.
Immigration and Settlement Processes
Participants who work with families who have recently
immigrated to Canada or been granted refugee status
also mentioned the high level of stress associated

with the settlement process. This is a time in which
families search for employment and housing, learn
new languages and cultures, separate from family and
friends abroad, and, as is often in the case of refugees,
process trauma. Participants perceived families
undergoing such major transitions as having little
time or resources to dedicate to health and wellness.
Unemployment and underemployment were both
underscored as barriers to health in newcomer families
because restricted income limits access to support or
resources and places stress on mental and emotional
health.
Lack of Community Engagement
Despite the potential benefits, families can be reluctant
to sign up for and engage with community programs
and services. Participants attributed this lack of
engagement to a range of factors: language barriers,
lack of time, lack of interest, lack of transportation,
lack of outreach, lack of responsiveness (particularly
to the needs of marginalized groups), and fear of
stigmatization. Participants voiced a strong call for
programs, services, and supports to be informed and
driven by communities’ unique needs, and emphasized
the importance of ensuring that all voices are heard,
especially those of marginalized groups. A few
participants gave examples of programming or services
they had offered that had low uptake because they
were not designed around the community’s specific
needs or knowledges. Some participants spoke to the
importance of obtaining client feedback so that they

“It’s all sitting down. I’ve already been sitting
down [at school] all day and then let’s do some
more sitting down homework and really, that
family would be so much better off if they just
went out for a bike ride. The kid would come
to school prepared tomorrow, having expelled
some energy the day before, spent some time
with their family, got the blood pumping…And
it’s for parents too. They’ve done the whole
work all day, done the commute, try to put…
most parents, I think want to put a healthy
meal on the table if they can and when they
can and now, I’ve got to sit down and do
homework”
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“So a lot of people talk about that, that they
came [to Canada] with certain credentials and
then once they arrive they need to go back
and go to school and it’s a huge affordability
[issue] because it really puts the family on hold
and who will be paying the bills, etc. So a lot of
times they’re underemployed because of that
and the stress of that brings on a lot of health
issues.”

can continue to adapt/design their programming in
accordance with community needs.
Complex System Navigation and Lack of Information
The combination of complex system navigation
and a lack of information about existing resources
compounded the issue of accessibility even where
services were ample. Several participants explained
how intake and referral pathways can be complex,
convoluted and thus time-consuming, often leading
to duplication of efforts. Finally, many participants
highlighted a lack of awareness of the many resources
that are available across the region, among both
community members as well as service providers.
These resources include services and programs as well
as those that represent more informal opportunities
for individual and family health and well-being (e.g.
outdoor recreation spaces, farmers’ markets, positive
parenting coaching, etc.).
Gaps in Mental Health Services
Participants described a general lack of social and
healthcare services to meet the needs of families
and children in the region, particularly in relation to
mental health and during transition times through
different ages or into early adulthood. They described
a shortage of appropriately trained mental health
professionals particularly in school environments, as
well as a lack of culturally and linguistically diverse
services. Wait lists for mental health services were
identified by several participants as a barrier to timely
access. Many mentioned the importance of early
intervention, seeing lengthy wait times as causing
individuals to require more complex interventions or
care later. Lastly, multiple participants emphasized a
desire to expand existing services that are offered over
a relatively short period of time to make continued,

long-term support available. This is currently a
challenge due to the relatively short funding cycles and
the parameters within which organizations are required
to operate.
Medicalization Over Wellness
Participants felt contemporary healthcare was
overly focused on medicalization versus a more
holistic approach. They perceived medicalization as
the prioritization of treatment over prevention and
identifying acute symptoms over understanding the
contexts of people’s lives. This was seen as an issue
with how healthcare is structured (e.g. fee-for-service
appointments with limited time to address multiple
issues) as well as a broader issue of how the dominant
North American culture approaches health and wellbeing. Many participants from within healthcare felt
they lacked the tools to support behaviour change or
to address the broader mental, emotional, or social
issues that might be underlying their patients’ health or
illness. Participants from primary care desired ways to
support prevention and broader community health in
their practices.
Lack of Collaboration and Integration
The idea of collaboration between organizations and
integration across services and sectors was mentioned
frequently throughout the discussions as an ideal that
was not being met in the region. The social services,
public health, and healthcare sectors in the region
were perceived as not working well together or of
having a good sense of what other organizations are
doing. Even within sectors, organizations were seen
as being often unaware of other existing programs
and services, resulting in unnecessary duplication
of services, inefficient use of resources, and missed
opportunities to collaborate to improve access and
system navigability for families. A common practical
proposal made was the establishment of community
support centres—or hubs—in which multiple services
or programs could be grouped together. A central
telephone entry or access point for multiple services
was a related desire described by multiple participants.

“I think as soon as we started to move society into that world of gym memberships and,
you know, exercise videos, we actually put
brackets around physical activity, in a way
that made it isolated. Versus saying, I’m going to get out, be social and be active, as just
part of living…Exercise is seen as a task, like,
it’s something I need to make time for, as op-
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posed to just embedded within your world as
something you don’t think about, like breathing and sleeping. Like, it’s just something
that our bodies are designed to do, that we
should just do. And again, how do we start to
resend that messaging?”

“Busyness, so the busyness of families, I
think is very… it’s important to address, I
think. Now, most moms and dads are working, kids are scheduled, the day is fast,
there’s no downtime. There’s no time to get
to know each other in a more intimate way
through casual conversations rather than,
“Okay, let’s go to McDonald’s and get dinner
tonight. Jump in the car.” We know all the
issues that are related to how we eat and
how we move, which I think is increasing the
general stress of everybody.”

“To even get to, you know, come to [family]
services is sometimes difficult for these families. There are financial hardships and some
of these families are dealing with challenges
of their own around mental health issues.
Sometimes domestic violence, you know,
those things that are - I’m sure that’s in every
community but those things compound the
issue.”

“Most of the times the parents share with
me - who come from different cultural backgrounds than being born Canadian - that
their eating habits are different, their understanding of how their eating habits or their
life choices are going to impact their being
well and healthy is seen differently. I think that
basically sometimes my clients are given the
Canadian Health Guide and are told, “Here
you can look at how we look at the healthy
eating habits”, for example. I actually had a
client who couldn’t find any of the [items] in
that list that would give her the calories consumption from what she eats, you know?...
So that’s again a different aspect of that, that
people have to be understood better by the
system as well.”

2.5 Identified Needs and Opportunities for Change
Below are the services and/or broader social and systemic
changes participants wanted to see when asked what they
would “wish for” to support family and child health in Peel if
resources and funding were not barriers.
Social equity and inclusivity
•
Elimination of food insecurity
•
Universal access to secure housing, stable
employment, a living wage
•
Address systemic racism in multiple ways including
policy change, recognition of privilege, availability
of culturally diverse programs and services
•
De-stigmatization of mental health
•
Increased availability and affordability of
transportation options
Better access to programs and services that meet
families’ needs
•
Elimination or reduction of wait times
•
Centralized intake and referral systems
•
Greater availability of programs and services,
including those that are culturally and linguistically
diverse and offer long-term support
•
Greater availability of skilled service providers
•
Leveraging existing resources and facilities (e.g.
service providers operating within schools would
be highly accessible to children and parents;
school gymnasiums could be used by families and
community members outside of school hours)

•

•

•
•

Initiatives that are client- and community-driven,
and that value families as a whole unit (e.g.
providing the support that families need to enjoy
activities together as a group)
Increased supports for newly settled Canadians in
order to address social isolation (especially among
women, who may be at home alone or with small
children) and provide practical information about
life in Canada, including how to navigate our
education, employment, and healthcare systems
Increased availability of youth programming (e.g.
job skills training, youth centres)
Awareness among community members, service,
and care providers about all of the available
resources in the region
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Increased opportunities for physical activity and
nutrition
•
Opportunities for movement that fit into existing
routines (e.g. incorporated into daycare or before
and after school programming; opportunities for
adults to exercise when children are at sports
practice; bike share programs for more active
modes of transportation)
•
Subsidized or free recreation
•
Mandatory daily physical activity within schools
•
Opportunities for inclusive, non-competitive
sports/activities to which everyone is welcome,
regardless of ability
•
Government policies mandating that community
design incorporate elements that contribute to
health (including opportunities for movement)
•
Initiatives that allow clinicians and service
providers to model physical activity
recommendations
•
Make food and physical literacy programs and
resources accessible from a young age to children
and their families –within and outside of the formal
education system
•
Increased availability of local, affordable, nutritious
food

“I would say that [one of the top issues is] the
fact, like families are busy and that language
is - it’s like you ask “How are you?” “I’m busy.”
Families are stretched in every which direction
to, you know, they might be holding multiple jobs, they, you know, are sitting in traffic,
they’re trying to get their child to childcare, then
to programming. So I think busyness is just
interfering with actually just being.”
“Recognition first, that’s one of the biggest
issues, you know - people not being able to
or not wanting to admit certain things, right,
because of the taboo in every, I think every
culture, it’s not, you know, just one culture. I
think in every culture, you know, the fact that
you talk about mental health, it’s very difficult
for people to admit that they need help…So,
recognising that you know, we need the help,
sometimes that’s the big, the biggest barrier
and issue that people have.”

“And, then, we have kids, who come here. And,
of course, kids are assimilated and, adjusted to
the new environment, much faster than adults.
And, of course, they’re like a sponge, getting
a lot of things. Parents…they usually hold their
traditional kind of behaviours, yeah, and, beliefs
and, whatever, approaches. And, there’s always
a conflict, or, most of the time. Because, kids
they don’t look at the parents as the main character in their life anymore, because they know
that they are different from their host community. So, it could be problematic, the kids could
be problematic, the relationship between parents and, kids could be problematic for parents
themselves. So, if you know, in my culture, we
don’t eat pizza and, fries and, then this, you
know, they hear that in schools, everybody eats
fries and pizzas. You know, of course they want
to fit [in]. You know, they want to be part of that
and, of course, they want pizza and fries more
than even anybody else.”

Broader societal and system changes
•
Increased partnership and collaboration across
organizations
•
Ideological harmonization: organizations in agreement
about priorities and goals, committed to working
toward those goals, and communicating consistent
messages about health and wellness
•
Community support centres—or hubs—in which
multiple services or programs could be grouped
together to centralize intake and access
•
Making policies consistent with resourcing and/
or existing structures (e.g. create policies that
address work-life balance rather than provide tips
to individuals on how to maintain balance despite
unrealistic workloads)
•
A shift in how we create wellness in our institutions,
which will require leadership and a common vision
•
Prioritization of upstream (preventive) over
downstream (reactive) action, at an individual as well
as a systems level
•
A higher value placed on family, relationships,
emotional well-being, and resiliency as part of health
and well-being
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SECTION 3:
KEY INSIGHTS AND NEXT STEPS
3.1 Key Insights to Inform Future FCHI Development
This engagement work has presented critical
perspectives on the priority areas, concerns, and
aspirations for family and child health in the diverse
communities of Peel Region. Some of the key insights
the FCHI will take forward in our work include:
•

•

•
•

•

•

Mental health is a priority concern that
requires increased services/resources and
an understanding of the impact of pervasive
stigmatization
There is an unmet need for diversity of many kinds
to be recognized and addressed within health
messaging, guidelines, and resources—a lack
of inclusivity risks reproducing stigmatization of
bodies and behaviours
There is a need to understand and address the
complexities of newcomer experiences in relation
to family health and wellbeing in Peel
Programs/resources need to fundamentally
address social, economic, and cultural barriers
to daily movement, mental health, and nutrition—
particularly the impact of poverty and insecurity
locally
Communities are experiencing ‘consultation
fatigue’—they want to be engaged and
empowered in meaningful ways that connect
consultation and research to action and change
There is a desire for collaboration across
organizations and sectors to better support
families through a holistic and integrated approach
to health and wellness—a new paradigm of
collaboration will require vision from leadership,
trust, complementary policies, and organizational
environments committed to change

3.2 Next Steps: Building a Community-Based
Approach
Given the findings from the engagement activities,
we see great value in developing a community-based
approach to any research, programming, or innovation
work we take on moving forward. The principles of
what is often termed community-based participatory
research (CBPR) align with our participant perspectives
on how best to support family and child health, such
as in its focus on social change, relationship-building,
and respectful and equal partnership in knowledge
production. The CBPR approach largely draws on local
strengths, assets, and expertise, bringing a diversity
of perspectives together towards common goals.
We hope to work with our communities to identify
problems relevant to them and to design possible
1. Accessed July 31, 2019: http://www.povertyinpeel.ca/about/why-we-are-involved.asp

solutions that make sense in their world. We see
ourselves as co-learners in this process and commit
to exchanging knowledge with our communities. One
of the most important steps the FCHI will take next
is to engage directly with caregivers, children, and
other community members. We see engagement as an
ongoing process of building long-term and meaningful
relationships within our community.
Some of our ongoing activities informed by the initial
engagement findings presented in this report have
included:
Community Networking Event
The FCHI hosted an invitational Community
Networking event in November 2019 for engagement
participants. 45 representatives from local
organizations attended this interactive day, designed
to help participants meet each other and continue to
build collaborative relationships. The day began with
a panel of community leaders from mental health,
recreation programming, and poverty reduction
responding to key findings from the engagement,
followed by break-out sessions for further discussion.
Community Response Tables and Networks
Throughout the engagement activities participants
spoke to the various community response tables
(CRT) that were convening across the region in priority
areas. These networks provide the opportunity for
organizations to work collaboratively and problem
solve as an integrated system across sectors. We
are grateful to the community for inviting the FCHI
to join various community response tables including:
The Regional Diversity Roundtable, The Peel Poverty
Reduction Strategy1, The COVID-19 CRT, and the
Parent/Family Support Team.
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Participant Recommendations from the 2019 Community Networking Event
•
•
•
•
•
•
•
•

Build trust in communities and connect consultation
with real change
Continue connecting stakeholders via events or
virtual forums
Create accessible information channels for families
and between organizations
Create open dialogue about barriers to collaboration
Ensure diversity, equity and inclusion of community
voices
Define ‘family’ in inclusive and equitable ways
Focus on mental health as part of overall health
Enable peer-to-peer support and capacity building
amongst communities

Community Programming Collaborations and
Partnerships
A few exciting collaborations and partnerships have
developed from the early FCHI engagement activities,
and we look forward to growing these together in the
coming months and years to promote family health in
the region.
•

Best You: FCHI worked with the City of Brampton’s
Recreation Division to co-design the Build Explore
Support Talk (BEST) YOU Community Outreach
Program. The program includes three 45-minute
modules that are focused on the physical, social
and emotional development of elementary schoolaged children in grades 1- 8.

•

ICE Training: Mental Health and Stigma: The ICE
training has been developed by The Rotman
School of Management at the University of Toronto
and focuses on teaching students the skills of
innovation, creativity and entrepreneurship through
real life challenges that have been designed by
community organizations. In the Region of Peel,
ICE trainings are offered by teaching staff at the
Toronto Regional Conservation Authority (TRCA),
Albion Hills Field Centre, in Caledon, Ontario.
After meeting through the engagement, TRCA
asked FCHI to support the facilitation of two
ICE trainings with 100 students from the Peel
District School Board. For this particular project
the sector challenge question emerged from the
FCHI community engagement activities where
mental health and well-being was described as a
priority area for children, youth and families in the
Peel region, and spoke to the stigma associated
with mental health. The project brought together
collaboration opportunities with the Peel District
School Board, TRCA, FCHI and Peel Children’s
Centre.

•

The Parent/Family Response Team Portal: Family
violence has been recognized as an important
area of focus in the Region of Peel as highlighted
in the Peel Community Safety and Well-Being
Strategy. The impact of COVID-19 on family
violence was identified in early conversations from
the COVID-19 CRT, as home is not a safe place for
many individuals in Peel. A separate working group
was established with organizations that wanted
to collaborate and provide action in this area
with a focus on prevention and support in crisis.
FCHI was invited to join the table and is currently
working with the team to create resources with
organizations and families and evaluate the
process in accessible ways for everyone. The
following topics were identified by the collective
group and will be incorporated into resources
on the portal: Parenting support, mental health
support for the entire family (caregivers, children
and youth), learning disabilities, youth, family
violence, grief, overall family wellness (physical
activity, nutrition, mental health, screen time,
family stress, outdoor wellness), culturally based
supports, newcomers and refugees, abuse and
suicide prevention.

Addressing Stigmatization
The impact of stigmatization and the need to address
it was made clear. In addition to stigma associated
with mental health, the stigmatization of weight—and
particularly how this plays out in healthcare—was a key
insight for us as a team; it resonates with findings from
previous co-design work that had been carried out
with families as part of KidFit’s program development2.
Informed by these findings, as well as the critical work
of fat activists and scholarship, the FCHI is committed
to developing weight-inclusive research priorities
and programming. For example, we are currently
collaborating with critical fat scholars and lived
experience educators--meaning those who identify
as living in larger bodies--on an educational pilot
project to develop podcast content on experiences
and impacts of weight-based discrimination for use

2. Zenlea IS, Thompson B, Fierheller D, et al. Walking in the shoes of caregivers of children with obesity: supporting caregivers in paediatric weight management. Clin Obes. 2017;7(5):300‐306.
doi:10.1111/cob.12202
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in continuing professional development amongst
healthcare staff.
Community-Based Research Projects
We have started working with community partners
on research pertaining to local issues and hope to
continue building in this area in the future:
•

Diabetes interventions for families across the
lifespan in the South Asian community: FCHI is
working with Indus Community Services, Punjabi
Community Health Services, Wise Elephant Family
Health Team, and the Diabetes Management
Centre at THP to explore type 2 diabetes within
the Peel South Asian community and generate
insights to support the design of culturally specific
interventions to support families in managing and
preventing type 2 diabetes.

•

A Community-Based Approach to Population
Health Data and Analytics: FCHI is working with
the Data and Advanced Analytics Team at IBH and
community associations to explore the challenges
and opportunities for building a community-based
approach to population health data and analytics.

Conclusion

It was a privilege to speak with so many organizations
to learn about the important work being done in the
community and to gain insight into local priorities,
challenges, and aspirations around family and child
health and well-being. While participants articulated
many complex obstacles, they also displayed
optimism and vision when describing the collaboration,
initiatives and cognitive shifts that will be needed to
overcome many of these challenges to achieve whole
family health. We are excited to continue learning and
building alongside our community and look forward to
the next steps in our work–we hope you will join us as
we move forward.

Panel discussion at the FCHI Community Engagement Event, November 14th 2019, Mississauga
(From left to right) Sandy Rao, Director of Mental Health & Addictions at the Mississauga Halton LHIN; Adaoma Patterson Poverty Reduction & Community Engagement in Region of Peel; Nafeesa Jalal,
Lead Consultant for N. Jalal Global Consulting; Yvonne Sinniah Manager, Strategic Development and Program Partnerships at City of Brampton’s Recreation Division
_________________________

