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Since 2001, some progress has been made in improving both the determinants of Aboriginal health status and
health outcomes. Nonetheless, signiﬁcant gaps in health status continue to exist. Evidence shows that health
status, economic and educational advances can be made by Aboriginal communities through the application
of best practices and the removal of barriers and discrimination. Continuing the foundational work in the
Transformative Change Accord and working with Aboriginal political entities to address the challenges should
result in continuous improvements in both determinants and outcomes.

The 2007 Provincial Health Ofﬁcer’s Annual Report, Pathways
to Health and Healing: 2nd Report on the Health and Wellbeing of Aboriginal People in British Columbia, provides an
update to the 2001 Provincial Health Ofﬁcer’s report on the
health and well-being of Aboriginal people in BC. This report
was made possible with the support of: The First Nations
Leadership Council represented by Grand Chief Edward
John, Grand Chief Doug Kelly and Dave Porter (First Nations
Summit), Grand Chief Stewart Phillip, Chief Robert Shintah,
Chief Mike Retasket (Union of BC Indian Chiefs) and Regional
Chief A-in-Chut (Shawn Atleo) (BC Assembly of First Nations);
First Nations Health Council and many other Aboriginal
individuals, groups, and organizations in the province. In
addition, in 2008, on behalf of the Provincial Health Ofﬁcer,
the First Nations Health Council (FNHC) hosted a series of
consultations on the content and recommendations in the
report with many Aboriginal representatives from different
regions of the province. The result of the discussions and
feedback are reﬂected in the report.

In 2007, under a special agreement between the BC Ministry
of Health, Indian and Northern Affairs Canada, and Health
Canada, and with special support from the First Nations
Leadership Council, an extract of the Status Veriﬁcation File
(SVF) was provided to the BC Ministry of Health to be linked
with their databases for the sole purpose of providing the
most comprehensive data on the Status Indian population
in British Columbia for this report. Through these linkages,
data have been provided for 167,782 registered Status Indians
in British Columbia. While these data do not include other
Aboriginal groups such as non-Status individuals, Inuit, or
Métis, the beneﬁt of analysing information for Status Indians
is that this is a consistently identiﬁable group. This affords
the opportunity for statistically rigorous trend analysis and
monitoring of health-related performance indicators and
targets outlined in the Transformative Change Accord: First
Nations Health Plan. Efforts are underway to include data on
other speciﬁc groups such as the Métis population in the near
future.

The 2007 report, Pathways to Health and Healing: 2nd
Report on the Health and Well-being of Aboriginal People
in British Columbia, contains eight chapters encompassing
discussions on determinants of health, pregnancy, infants and
children, diseases and injuries, physical environment, and
health services, with a chapter devoted to recommendations
on improving the health of the Aboriginal population in BC.
In addition, with the availability of the 2006 Métis Nation BC
Survey, a chapter is also provided on the health and wellbeing of the Métis population in the province. The report also
includes examples of best practices, programs, and success
stories in various Aboriginal communities in the province.

Overall, 64 indicators have been analyzed and are included in
this report. For 57 of these indicators, we are able to report
the progress since 2001. Of these 57 indicators, 18 have
shown improvement, and 10 have worsened, and 8 have
shown increasing rates of chronic disease conditions. The
remaining indicators have shown either not much change
or a ﬂuctuation in data with no trend. The improvements
have generally been seen in the decline in overall mortality
and increasing life expectancy due to a decline in external
causes of death such as motor vehicle accidents, accidental
poisoning, and drug-induced and alcohol-related deaths.
However, more effort is still necessary in these areas as the
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rates for the Aboriginal population were 2 to 4 times higher
than the rates for other residents based on the latest data
available in 2006. Cancer mortality was lower among the
Status Indian population compared to other BC residents.
Overall, prevalence of chronic disease is increasing and
remains higher for the Status Indian population compared
to other residents. The most concerning outlier is the
widening gap between Status Indians and other residents
for HIV/AIDS disease, which is clearly reﬂective of both
increased vulnerability and a lack of access to Highly Active
Antiretroviral Therapy (HAART).
Compared to other British Columbians, the Status Indian
population is also twice as likely as other residents to be
hospitalized for diseases of the digestive system and external
causes such as injuries, and ﬁve times more likely to be
hospitalized for mental and behavioural disorders due to
psychoactive substance use. The Status Indian population is
also more likely to be hospitalized for medically preventable

YYYJJ

conditions, which is likely a corollary of their lower utilization
of MSP services. Based on data from the Ministry of Health
Services, in 2006/2007, over twice as many Status Indians
received a hospital discharge relating to a mental health
condition than other residents.
The 2001 Provincial Health Ofﬁcer’s report suggested that
Aboriginal people on average scored considerably lower
on socio-economic ranking compared to other residents.
This gap still persists, although for some communities it has
narrowed considerably.
Evidence has shown that economic self-determination and
educational achievements are critical determinants of health;
therefore, the removal of structural impediments to First
Nations community economic development and educational
attainment should be a priority.
The following table is a summary of the 64 indicators and the
progress to date:
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1

May be underreported due to non-participation.

2

The Status Indian infant mortality rate is subject to ﬂuctuation from year to year because it is derived from small numbers. Statistical testing shows that the recent decline in infant
mortality in the Status Indian population was not statistically signiﬁcant. During the last 11-year period, indicators of risk to infant health in the Status Indian population have
not improved: preterm birth rates have been increasing, as well as low birth weight rates. Furthermore, the adequacy and timeliness of prenatal care for Status Indian mothers is
much worse compared to other residents. For these reasons, it is believed that the decline in the Status Indian infant mortality rate in 2006, as in 1998, is merely another random
ﬂuctuation of an indicator that is prone to such year-to-year ﬂuctuations.
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Prevalence of chronic disease has been increasing for both Status Indians and other residents.

4

No signiﬁcant trend was seen in the types of cancers analyzed (lung, female breast, colorectal, cervical, and prostate) for the Status Indian population. Mortality rates for these
cancers were generally higher for other residents.
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For many years, research has supported the inﬂuence of
socio-economic factors on health.
The Aboriginal population in BC has a much higher
unemployment rate, and for those who are employed,
the jobs are generally lower paying and more hazardous
compared to the rest of the BC population. Aboriginal
students have a lower ﬁrst-time graduation rate from high
school compared to non-Aboriginal students. Data from
Indian and Northern Affairs Canada showed that from
1994/1995 to 2005/2006, the percentage of Aboriginal housing
units in need of major renovations in BC increased by 121
per cent. Survey results showed that many Aboriginal people
experience a disproportionate level of food insecurity due to
poverty. Those living on remote reserves also face additional
challenges in obtaining fresh and healthy food that must be
transported long distances. Food insecurity is a precursor
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to many health problems including malnutrition, low birth
weight babies, unhealthy pregnancies, sub-optimal child
development, poorer health in seniors, and greater rates
of chronic disease. For infants and children, poor health is
often associated with parental low income and low levels of
education. Several studies have shown a strong link between a
mother’s income and education and her infant’s health.
Many factors are responsible for the lower socio-economic
status and the consequent lower health status of the
Aboriginal population. A long history of colonization, systemic
discrimination, the degrading experience of residential
schools, and other experiences have led to adverse, multigenerational health effects on Aboriginal families. These
experiences have been the root of inequities in the health and
well-being of the Aboriginal population, and these inequities
have continued through the generations. Colonization
and cultural deprivation have created an environment that
has negatively impacted the social structures, personal
psychology, and coping strategies of many of the Aboriginal
population.
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As in other reports from the Provincial Health Ofﬁcer, this
report concludes that simply providing more money or more
hospitals is not the answer. In fact, many Aboriginal groups
and researchers have argued that the key to improving the
health of Aboriginal people lies in programs that involve the
full participation of Aboriginal communities in their design,
delivery, and evaluation. Efforts are being made to improve
services for Aboriginal people and address some of these
longstanding concerns. In 2006, the bilateral First Nations
Health Plan was signed to ensure that First Nations are
integral partners in the design and delivery of health services.
In 2007, the Tripartite First Nations Health Plan was signed.
The intention of this plan is to deliver First Nations health
services through a new governance structure that will lead to
improved accountability and control of these health services
by First Nations.
Under the 2007 Tripartite First Nations Health Plan, a new
First Nations Health Governing Body will be established
to provide for the effective participation of First Nations
in enacting policies, setting targets, allocating resources,
establishing service standards, implementing ongoing
reciprocal accountability requirements, and other key
functions of governance. Upcoming health governance
negotiations between the province, First Nations, and the
federal government will focus on the transfer of programs,
services, and funding from First Nations and Inuit Health, BC
Region, to the First Nations Health Governing Body. These
negotiations will culminate in BC First Nations assuming
control over the design, delivery, day-to-day management,
and accountability of health programs and services for First
Nations in BC.
The Ministry of Healthy Living and Sport, Aboriginal Healthy
Living Branch, in partnership with the health authorities,
has secured funding of approximately $8.5 million through
the federal government’s Aboriginal Health Transition Fund:
Adaptation Envelope. This funding is available over a 3-year
period to support adaptation of existing health programs
to the unique needs of Aboriginal people. Initiatives vary
between regions and include cultural competency curriculum
development, circles of practice, Aboriginal patient navigators,
and improved client transition strategies.

In addition, in British Columbia, a number of Aboriginal
communities have revived their cultural and spiritual
traditions, to aid in the healing of community members.
The following general recommendations were provided in the
2001 report. Many of these recommendations are still valid
and are therefore summarized below:

'PSNBM$PNNJUNFOUT
Establish provincial and regional targets for achieving
comparable health status between the Aboriginal population
and other British Columbians or speciﬁc Aboriginal targets,
where appropriate. Hold ministries and health authorities
accountable for progress toward those targets and for
coordination with agencies that serve the same populations.

*NQSPWFE4UBOEBSEPG-JWJOH
Work collaboratively to improve housing conditions and
economic and educational opportunities for Aboriginal people.

.PSF3FDPHOJUJPOBOE3FTQFDU
Increase awareness of the health status of Aboriginal people
and the health issues and challenges that Aboriginal people
face.

.PSF)PMJTUJD"QQSPBDI
a) Pay more attention to the non-medical, cultural, and
spiritual determinants of health.
b) Encourage participatory research to gain a more
clear understanding as to why some aboriginal
communities are “healthier” than others.
c) Identify and collect indicators that are meaningful and
useful to Aboriginal communities. Perceived progress
in a return to traditional ways, personal commitment to
healing, housing quality, and employment opportunities
are some examples from the BC First Nations Regional
Health Survey that could be used as a starting point.

.PSF"VUPOPNZ
Support efforts by Aboriginal people to achieve selfdetermination and a collective sense of control over their
futures, in both on- and off-reserve communities.
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.PSF3FQSFTFOUBUJPO
Encourage greater Aboriginal participation in health
governance and in the design and delivery of culturallyappropriate health services.

8IBUIBTCFFOEPOFTJODF
In March 2005, the Province of British Columbia and First
Nations leaders agreed to enter into a New Relationship
guided by principles of trust, recognition, and respect for
Aboriginal rights and title.
In November 2005, the Province of British Columbia, the
First Nations Leadership Council, and the Government of
Canada signed the Transformative Change Accord, which
identiﬁed general actions to close the gaps in education,
health, housing, and economic opportunities for First Nations
peoples over the next ten years. Building on the Accord, a
bilateral First Nations Health Plan was developed and released
in November 2006. This plan identiﬁed 29 speciﬁc actions
in 4 areas, with 7 key targets, to close the gap and improve
the health of the First Nations population in BC. In June
2007, the Province, the First Nations Leadership Council,
and the Government of Canada signed the Tripartite First
Nations Health Plan, formally committing Health Canada
to the bilateral Plan and adding new tripartite governance
requirements.

YYYWJJJ

The Tripartite Plan is an enabling document that allows the
federal, provincial, and First Nations partners to develop,
test, and implement new priorities, structures, and processes
over time. It recognizes the fundamental importance of
community solutions and approaches and that cultural
knowledge and traditional health practices and medicines will
be respected as integral to the well-being of First Nations. The
Tripartite Plan is based on the four key principles: respect and
recognition; commitment to action; nurture the relationship;
and transparency. The implementation of the commitments
is ongoing and is being coordinated in partnership with the
province, the First Nations Health Council, Health Canada,
and health authorities. Upcoming negotiations between the
province, First Nations, and the federal government will focus
on the transfer of First Nations and Inuit Health programs and
services to the First Nations Health Governing Body.
On May 12, 2006, the Province of British Columbia and
the Métis Nation British Columbia signed the Métis Nation
Relationship Accord. The Accord complements an existing
2003 agreement, signed between the Province of BC, the
Government of Canada, and the Métis Provincial Council, to
address Métis socio-economic challenges.
The following table lists the indicators, targets, and interim
measures of progress for the First Nations Health Plan:
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'JSTU/BUJPOT)FBMUI1MBO1FSGPSNBODF*OEJDBUPST
*OEJDBUPSBOE#BTFMJOF 
.FBTVSFJO
-JGF&YQFDUBODZ
4UBUVT*OEJBOTOFBSMZZST
0UIFS3FTJEFOUTZST





"HF4UBOEBSEJ[FE.PSUBMJUZ3BUF
EFBUITEVFUPBMMDBVTFT 
"4.3UJNFTHSFBUFSGPS
4UBUVT*OEJBOTUIBOGPSPUIFS
SFTJEFOUT


4UBUVT*OEJBO:PVUI4VJDJEF3BUF
4UBUVT*OEJBOZPVUITVJDJEFT
BQQSPYJNBUFMZUJNFTIJHIFS
UIBOGPSPUIFSZPVUI

*OGBOU.PSUBMJUZ3BUF
4UBUVT*OEJBOT 
0UIFS3FTJEFOUT 
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5BSHFUCZ

#BTFMJOF.FBTVSF  

3FEVDUJPOJO(BQ
4JODF
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8IBUNPSFOFFETUPCFEPOF
• Commit to making self-determination for the Aboriginal
population in the province a reality.
• Examine and review systemic barriers to economic
development and make it a priority.
• Continue to improve the socio-economic status of the
Aboriginal population by creating more educational and
job opportunities.
• Focus on implementing demonstrated best practices so
that Aboriginal children can fully beneﬁt from educational
opportunities.
• Improve housing and the physical environment for the
Aboriginal population.
• Continue to work on Aboriginal health plans for health
authorities.

1SPWJODJBM)FBMUI0öDFST3FQPSUT
4JODF UIF1SPWJODJBM)FBMUI0öDFSIBTCFFOSFRVJSFE
CZUIF)FBMUI"DUUPSFQPSUBOOVBMMZUP#SJUJTI$PMVNCJBOTPO
UIFJSIFBMUITUBUVTBOEPOUIFOFFEGPSQPMJDJFTBOEQSPHSBNT
UIBUXJMMJNQSPWFUIFJSIFBMUI4PNFPGUIFSFQPSUTQSPEVDFE
UPEBUFIBWFHJWFOBCSPBEPWFSWJFXPGIFBMUITUBUVTXIJMF
PUIFSTIBWFGPDVTFEPOQBSUJDVMBSUPQJDTTVDIBTGPPE BJS
RVBMJUZ ESJOLJOHXBUFSRVBMJUZ JNNVOJ[BUJPO JOKFDUJPO
ESVHT 'JSTU/BUJPOTIFBMUI JOKVSZQSFWFOUJPO TDIPPMIFBMUI 
BOEQVCMJDIFBMUIBQQSPBDIUPBMDPIPMQPMJDZ3FQPSUTCZ
UIF1SPWJODJBM)FBMUI0öDFSBSFPOFNFBOTGPSSFQPSUJOH
POQSPHSFTTUPXBSEUIFQSPWJODJBMIFBMUIHPBMT XIJDIXFSF
BEPQUFECZUIFQSPWJODFJO
$PQJFTPGUIF1SPWJODJBM)FBMUI0öDFSTSFQPSUBSFBWBJMBCMF
GSFFPGDIBSHFGSPNUIF0öDFPGUIF1SPWJODJBM)FBMUI0öDFS
CZDBMMJOH  PSBUXXXIMTHPWCDDBQIP

• Recommit to achieving stated goals.
• Make issues underlying HIV/AIDS a priority.
• Create a provincial Aboriginal Mental Health and Wellness
Plan.

YM
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Aboriginal people1 have occupied the area that is now British
Columbia for at least 12,000 years. Prior to 11,000 years ago,
most of what is now BC was under ice; however, by about
10,000 years ago glaciers had retreated, allowing for the
establishment of a wide variety of plants and animals (Muckle,
2007).
Before Europeans arrived, British Columbia had an estimated
population of 200,000 to 300,000 people (Muckle, 2007).
Nowhere north of Mexico were there greater numbers or
denser concentrations of people (Tennant, 1990). At the time
of contact, some habitation sites had been occupied for well
over 4,000 years (Indian and Northern Affairs Canada [INAC],
1996) and some up to 9,000 years (Muckle, 2007). There
were 30 separate peoples, each with its own name, language,
culture, politics, and territory, and each was composed of a
number of local communities (Tennant, 1996). The Aboriginal
groups were as distinct from one another as were the various
European nations of the time (Tennant, 1990).
BC has three of the ten general culture areas2 identiﬁed for
First Nations in North America: Northwest Coast, Interior
Plateau, and the Subarctic.

The Northwest Coast culture area extends from Alaska to
northern California: the environment is coastal rainforest
with abundant marine and terrestrial resources. Major
BC ethnic groups include Comox, Gitxsan, Haida, Haisla,
Halq’emeylem, Heiltsuk, Homalco, Hul’qumi’num,
Klahoose, Kwakwaka’wakw’, Nisga’a, Nuu’chah’nulth,
Nuxalk, Oweekeno, Sechelt, Sliammon, Squamish, Straits
Salish, Tsimshian, and Tsleil Waututh. The Taku Tlingit
are sometimes included in the Northwest Coast area and
sometimes in the Subarctic.
The Interior Plateau culture area includes the southern
interior of BC, as well as the interior portion of the Paciﬁc
Northwest States. The climate is arid and the terrain is
diverse. Major ethnic groups include Ktunaxa,3 Nlaka’pamux,
Okanagan, Secwepemc, Stl’atl’imx, and Tsilhqot’in. The
Dekalh are sometimes included in this group.
The Subarctic culture area includes territory from the central
interior, north to the boundary with the Yukon and west to
the coast range (excluding the coastal area). The environment
includes forests, lakes, rivers, and muskeg with long, cold
winters and short summers. Major ethnic groups in this area
include the Dene-thah, Dunne-zah, Kaska, Nat’oot’en, Sekani,
Tahltan, and Wet’suwet’en (Muckle, 2007).

1

The terms used in this report to describe the Aboriginal population will vary according to the data and the sources used. For consistency, material presented
from a published study quote the exact terms and deﬁnitions used in that study.

2

A culture area is a term used to identify a geographic area in which separate societies have similar cultures.

3

The Ktunaxa are sometimes considered part of the Plains culture area because they lived in tipis and hunted bison .
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The Northwest Coast, Interior Plateau, and Subarctic groups
were distinguished by their unique settlement types: their
type of dwellings and the permanence or impermanence
of their settlements. Between 5,000 and 3,000 years ago,
the Northwest Coast nations developed highly structured
societies with permanent positions of political leadership,
which was unique not only in BC, but also in Canada. Their
use of the cedar tree helped make coastal First Nations
distinct. From the cedar, the coastal people made the world’s
largest dugout canoes and large plank houses. Canoes allowed
for the full use of the coastal environment, giving access to
areas inaccessible by land (Tennant, 1990). The abundance
from the sea and the development of more effective means of
preserving salmon supported larger populations and created
great wealth through trade (Muckle, 2007).
The coastal nations travelled during the summer, ﬁshing
and gathering food. In winter, they returned to permanent
villages consisting of plank houses facing the ocean that
housed separate extended family groups. Winter village
populations ranged from 200 to 1,000 people (Muckle,
2007). The leader of each house was the chief, a hereditary
position. The house often had rights to speciﬁc resource
harvesting locations, including ﬁshing, hunting, and gathering
areas, as well as certain songs, dances, and stories. The chief
organized hunting and food-gathering activities and regulated
relations with other groups. Traditions varied but in many
communities, there was no single authority for decisionmaking for the entire village, and the chiefs of each house
made decisions by consensus.
Interior peoples travelled in small family groups during
summer, hunting game and gathering berries and other
plants, but returned each winter to permanent villages, which
were groups of pithouses located in major river valleys.
Approximately 30 to 40 people from related kinship groups
would typically occupy a pithouse, with 3 or 4 pithouses
to a village; thus, the village population was approximately
100–150 people. Ktunaxa lived in villages of tipis, a pole
framework covered in animal hides, similar to those used by
plains peoples.



The Interior Plateau and Subarctic groups were generally
composed of smaller communities with less need for a
complex social organization similar to the coastal tribes; thus,
they had a more egalitarian type of society (Tennant, 1996). In
some nations, such as the Okanagan, population density was
sufﬁcient to require permanent chieftaincies.
The Subarctic nations were nomadic hunter-gatherers who
travelled in smaller groups of up to 100, living in temporary
or portable structures. Shelters were built around a pole
framework, covered in hides, bark, or brush. Salmon was a
food source in some areas, but the majority of the population
relied on moose, caribou, and Dall sheep for their staple diet.
Subarctic groups had a much more egalitarian society than
the other two cultural groups, with no formal chiefs and a
greater emphasis on self-reliance and personal autonomy
(Muckle, 2007).

.BOBHJOH3FTPVSDFT
BC First Nations used highly sophisticated methods to harvest
their food from a diverse range of sources, and there is
considerable evidence to suggest that they did manage their
resources and environment to maximize harvests. Harvesting
was managed in a way that allowed a plant or tree to continue
to produce, and even included moving ﬁsh spawn from one
stream to another stream with depleted stocks. Controlled
ﬁres were set to maintain open habitat to allow certain plants
to continue to thrive, and to enhance the food supply for
animals they hunted (Muckle, 2007).
Coastal groups used the inner bark of the cedar for basketry
and clothing. Cedar canoes ranged in length from 4–20
metres, with a carrying capacity of up to 40 people in addition
to cargo. Interior and subarctic groups used birch, spruce,
or other trees for canoes and baskets. They also used animal
hides in their clothing and housing more often than coastal
First Nations.
Although most comparable cultures made pottery, Aboriginal
people in BC did not. However, their extremely intricate
basket work provided containers that combined all the
beneﬁts of pottery—inexpensive, watertight, and good for
storage—without being heavy or fragile (Muckle, 2007).
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Art was a key element in the life of Aboriginal communities
pre-contact. Basket weaving, carving, sculpture, and
painting, as well as songs, music, drumming, and dancing
were all part of cultural activities. Dances (sometimes with
elaborate costumes), drumming, and storytelling were
important parts of feasts and celebrations. Certain stories
and dances belonged to speciﬁc clans. The status of clans
was demonstrated through displays of jewellery; clothing
decorated with porcupine quills, bone, and feathers; and large
houses, as well as the giving away of possessions in potlatch
ceremonies.
The potlatch, an elaborate feast or celebration, was an
essential institution that served to legitimize political rank.
Potlatches were the primary means of validating political
succession, maintaining authority, and demonstrating
prestige. Chiefs held periodic potlatches to demonstrate their
rank and wealth by giving away large amounts of personal
goods, including food, tools, and clothing. This ensured a
circulation of wealth. Unlike European society, the prestige
and rank of the chiefs was maintained by giving away wealth
rather than accumulating it. The coastal peoples came as
close as human societies ever have to resolving the perennial
political problem of misuse of power for personal gain
(Tennant, 1990).

5SBEJUJPOBM)FBMUIBOE)FBMJOH
The survival of Aboriginal people in a challenging
environment depended on their skill in hunting and ﬁshing,
and their knowledge of native plants and techniques for
preserving food. Plant and animal life were considered
sacred and were never wasted or taken unnecessarily (Health
Canada, 1995). The Aboriginal diet was based on wild game,
ﬁsh and shellﬁsh, roots, berries, and plants, which were lower
in fat and higher in nutrients than modern, farmed food
(Provincial Health Ofﬁcer [PHO], 2006).
In pre-contact times, First Nations in BC were well-nourished
and relatively free from high-mortality epidemic diseases.
Important factors in maintaining good health were the
relatively small size of their settlements (aside from
winter); a hygienic, physically active lifestyle; a varied diet;
and knowledge of natural medicines and holistic health

practices. Ill health
was considered either
“Obesity, diabetes
physical or spiritual
and heart disease
in nature. Physical
among Aboriginal
ailments could be
people were unknown
treated by anyone with
until very recently. No
sufﬁcient knowledge and
aboriginal language
experience—including
has a word for
using plant medicines,
diabetes.”
setting bones with
splints, and treating
– Dr. Jay Wortman
infected gums and teeth
(CBC, 2009)
using cauterization.
On the other hand,
spiritual conditions
were generally treated
by shamans (Muckle, 2007). Sweat baths enhanced the
effectiveness of plant medicines, but were also used for
puriﬁcation rights before hunting, ﬁshing, and warring
expeditions. All First Nations had midwives to assist with
birthing and infant care. As midwifery was linked to the
Creator and the bringing of life, this position was highly
respected and valued (Carroll & Benoit, 2001).
It is not presently
understood how
)JTUPSJDBMSFDPSETBOEUIF
Aboriginal peoples
mOEJOHTPGNPEFSOQBMFP
acquired their
CJPMPHZTVHHFTUUIBUNBOZPG
knowledge of herbal
UIFJMMOFTTFTDPNNPOUPEBZ
medicines, but their
XFSFOFBSMZOPOFYJTUFOU
effectiveness is not
BNPOHUIF"CPSJHJOBM
in doubt. More than
QPQVMBUJPO5IFSFXBTOP
500 drugs used in the
QMBHVF DIPMFSB UZQIVT TNBMM
medical pharmacopoeia
QPY PSNFBTMFT$BODFSXBT
today were originally
SBSFBOEFWFOGSBDUVSFTXFSF
JOGSFRVFOU 7PHFM BTDJUFE
used by First Nations
JO*/"$  
peoples (Dickason, 1992,
as cited INAC, 1996).
In contrast, European
settlers were often sickly from diseases they brought with
them or from the effects of conditions they endured on the
voyage. Those who accepted the unfamiliar cures prescribed
by Aboriginal healers—such as bathing, fasting, and sweating—
were the most likely to recover (INAC, 1996).
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&VSPQFBO"SSJWBMo%JTFBTF 
%FWBTUBUJPO BOE1PQVMBUJPO%FDMJOF
With the arrival of Europeans, the traditional way of life was
signiﬁcantly changed. Sources of food and clothing from the
land became scarce and traditional economies collapsed.
Aboriginal people were now conﬁned to small plots of land
with limited resources and poor sanitation. In addition, the
population was devastated by diseases brought by Europeans
to North America, including smallpox, tuberculosis, scarlet
fever, inﬂuenza, and measles. The Aboriginal people had no
acquired immunity to these diseases, and with no access to
vaccinations, these diseases nearly eradicated the population.
Europeans also introduced First Nations people to alcohol
and ﬁrearms, both of which contributed to socio-economic
problems and eventual population loss (Muckle, 2007).
In addition, ancient traditions, cultural practices, norms,
values, social systems, and spiritual practices were
undermined or outlawed (Tennant, 1996). The Aboriginal
population in BC, which was once estimated to be
approximately 250,000 during the mid-1700s, declined to
about 100,000 by 1835, and to 28,000 by 1885. By 1929, the
population had dropped to about 23,000 (Table 1.1) (Muckle,
2007).

5BCMF
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4NBMMQPY&QJEFNJDo
5IFTNBMMQPYFQJEFNJDPGoXBTPOFPGUIFNPTU
EFWBTUBUJOHFQJEFNJDTGPS"CPSJHJOBMQFPQMFJO#$5IPVTBOETPG
"CPSJHJOBMQFPQMFXFSFLJMMFE FTUJNBUFTBSFBTIJHIBT  
%Võ  BTDJUFEJO#PZE  
5IFFQJEFNJDCFHBOJO.BSDIJO7JDUPSJB XJUIUIFBSSJWBMPG
BOJOGFDUFEQBTTFOHFSPOBTIJQGSPN4BO'SBODJTDP5IFEJTFBTF
TQSFBERVJDLMZ QBSUJDVMBSMZBNPOHUIFOPSUIDPBTUBM'JSTU/BUJPOT
FODBNQFEKVTUPVUTJEFPG7JDUPSJB4JODFUIFHPMESVTIPG 
NBOZOPSUIDPBTUBM'JSTU/BUJPOT JODMVEJOH5TJNTIJBO )BJEB 
4UJLJOF5MJOHJU )FJMUTVL BOE,XBLXBLBXBLX IBEDPNFUP7JDUPSJB
MPPLJOHGPSUSBEFBOEFNQMPZNFOU0OUIFXIPMF UIFSFXBTOP
IJTUPSZPGQSFWJPVTWBDDJOBUJPOBNPOHUIFTFHSPVQT XIJDIMFGU
UIFNQBSUJDVMBSMZWVMOFSBCMFUPUIFTQSFBEPGTNBMMQPY #PZE 
 
5IF4POHIFFT'JSTU/BUJPOTPG7JDUPSJBEJEOPUTVõFSBTNVDIBT
UIFWJTJUJOHOPSUIDPBTUBMUSJCFT EVFUPJNNVOJ[BUJPOBOEBTFMG
JNQPTFERVBSBOUJOFUIF4POHIFFTMFGUUIFJSWJMMBHFTBOENPWFE
UFNQPSBSJMZUP%JTDPWFSZ*TMBOE TPPOBGUFSTNBMMQPYBQQFBSFEJO
UIFOPSUIFSOFSTDBNQT.BOZPGUIF4POHIFFTXFSFJNNVOJ[FECZ
%S+PIO)FMNDLFO SFQPSUFEMZPWFSCZNJE"QSJM XIPTF
BTTJTUBODFIBECFFOFOMJTUFECZ(PWFSOPS+BNFT%PVHMBT
*O.BZ UIFOPSUIDPBTUBM'JSTU/BUJPOTXFSFGPSDFEPVUPGUIF
DJUZCZMPDBMBVUIPSJUJFT EVFUPUIFGFBSTPGXIJUFTFUUMFSTUIBUUIF
FQJEFNJDXPVMETQSFBEUPUIFN8IJMFUIJTTMPXFEUIFTQSFBEJO
7JDUPSJB JUJODSFBTFEUIFSFBDIPGUIFFQJEFNJDJO#$ BTSFUVSOJOH
'JSTU/BUJPOTCSPVHIUTNBMMQPYCBDLUPUIFJSWJMMBHFT8IJMFTPNF
'JSTU/BUJPOTMBSHFMZFTDBQFEUIFFQJEFNJD FJUIFSEVFUPWBDDJOBUJPO
DBSSJFEPVUNPTUMZCZWJTJUJOHNJTTJPOBSJFT PSBDRVJSFEJNNVOJUZ
GSPNFBSMJFSFQJEFNJDT PUIFSTXFSFOPUBTGPSUVOBUF#Z+VOF 
SFQPSUTPGUIFEFWBTUBUJPODBVTFECZUIFFQJEFNJDDBNFUP7JDUPSJB
GSPNUIFOPSUI"SFQPSUJOUIF%BJMZ#SJUJTI$PMPOJTUGSPN+VOF 
 SFQPSUFEUIBUIVOESFETPG'JSTU/BUJPOTJO'PSU4JNQTPOBOE
1SJODF3VQFSUXFSFEZJOHBOENBOZCPEJFTSFNBJOFEVOCVSJFE

4PVSDFT.VDLMF 4UBUJTUJDT$BOBEB 

5IFFTUJNBUFE "CPSJHJOBMQFPQMFLJMMFEJOUIFFQJEFNJDEFBMU
BDSVTIJOHCMPXUPNBOZ'JSTU/BUJPOTHSPVQTJO#$ BOENBEFJU
IBSEFSGPSUIFNUPBWPJEDVMUVSBM FDPOPNJD BOETPDJBMBTTJNJMBUJPO
4PVSDFT#PZE )JTUPSZMJOLPSH ,FEEJF 
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1SF$POUBDU&EVDBUJPO4ZTUFN
Before Europeans came, Aboriginal peoples in North America
had systems of education that reﬂected their community’s
values and helped develop vocational skills necessary for
survival. The emphasis was on the 3 Ls: looking, listening, and
learning. In contrast to European educational techniques,
proper behaviour was instilled through indirect and noncoercive means. Strategies for shaping behaviour included
positive behaviour modeling, subtle guidance towards desired
behaviours through games and play, and the use of stories
for presenting life lessons. According to tradition, it was
imperative to avoid imposing one’s will on another individual,
and this approach allowed children much more scope for
self-expression. In adolescence, there was a distinct shift to
imparting lessons through more formal and ritualized rite-ofpassage ceremonies. The learning process was such a natural
part of growing up that in later life people were often unaware
that they had been educated and trained by adult society
(Miller, 1996).

&TUBCMJTINFOUPG3FTJEFOUJBM4DIPPMT
The residential school system, in which Aboriginal children
were separated from their families, was part of a concerted
effort by government to assimilate Aboriginal people into nonAboriginal society. In 1879, the Davin Report recommended
the adoption of the American model of residential schools
focusing on industrial training, to be operated by various
religious organizations with a commitment to “Christianizing
and civilizing” First Nations (Assembly of First Nations [AFN],
1994).
The ﬁrst residential school in BC—St. Mary’s—opened in
1863, and was the last to close in 1984. British Columbia had
the most residential schools in the country, with as many

as 22 (Indian Residential Schools Survivors Society, n.d.).
It is estimated that approximately 80,000 people are alive
today who attended residential schools across Canada, with
approximately 35,000 survivors in BC (Indian Residential
Schools Resolution Canada, n.d.; Provincial Residential School
Project, 2001).
Residential school attendees were prohibited from speaking
their own languages at any time, a rule that was strictly and
severely enforced. At ﬁrst, only boys were allowed to attend.
Mornings were spent on reading, writing, and arithmetic,
while afternoons were spent on training in various trades
such as blacksmithing, carpentry, shoemaking, ranching,
and farming. Later, enrolment was extended to girls. The
girls received the same basic literacy education as well as
instruction in cooking, cleaning, sewing, and practical nursing
(Miller, 1996). From the beginning, education for First Nations
was separate from and of poorer quality than that provided to
Euro-Canadian children (Barman, Hebert, & McCaskill, 1986).
In 1920, the Indian Act was amended to make residential
school attendance compulsory for all First Nations children
between the ages of 7 and 15. Children could be and often
were forcibly taken from their parents by members of the
clergy, Indian agents, and RCMP ofﬁcers. By the 1940s,
attendance had risen to approximately 8,000 children (York,
1990 as cited in AFN, 1994).
There is an abundance of documentation, including the
1996 Royal Commission on Aboriginal Peoples, detailing
how children in residential schools lost their culture, family,
identity, and language, and suffered abuse (physical, sexual,
psychological, and spiritual). Many who attended residential
school show symptoms similar to post-traumatic stress
disorder: nightmares, ﬂashbacks, detachment from others,
difﬁculty in relationships, sleep and anger management
difﬁculties. Some clinicians have coined a new term—

We are First Nations people who had everything intact when we were yanked away from our
families and assimilated into another culture. We have to take that same step and totally
immerse our children and grandchildren in the language and culture and begin raising them in
the traditional way….”
– Anonymous
(Secwepemc Cultural Education Society, 2000, p. 168)
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residential school syndrome—to describe the symptoms of
survivors (Brasﬁeld, 2001). The lingering effects of residential
schools—including high levels of substance abuse, suicide,
and family violence—have been far-reaching, not only for
survivors, but for their families as well.
There has been a move towards using traditional healing
methods to help survivors, as a way to restore the balance
between the four aspects of humanity: mental, emotional,
physical, and spiritual. The Western medical method of
counselling is combined with traditional healing methods
such as prayer/meditation, sweat lodges, naming ceremonies,
and smudge ceremonies. The Aboriginal Healing Foundation,
a national, non-proﬁt organization, was set up in 1998 with
a $350 million fund to support community healing projects
across Canada. Since 1998, the Foundation has supported a
number of projects in BC, totalling over $75 million as of ﬁscal
2004/2005 (Aboriginal Healing Foundation, 2006).

4U&VHFOF.JTTJPOo3FDMBJNJOH)JTUPSZ
5IF,UVOBYB/BUJPOIBTUBLFOBSFNJOEFSPGBEBSLUJNFJO
UIFJSIJTUPSZBOEUVSOFEJUJOUPBTZNCPMPGIPQFGPSBCSJHIUFS
GVUVSF5IF4U&VHFOF.JTTJPO3FTPSU MPDBUFEPO4U.BSZT
3FTFSWF JO$SBOCSPPL XBTEFWFMPQFEGSPNUIFTJUFPGUIF
GPSNFS,PPUFOBZ*OEJBO3FTJEFOUJBM4DIPPM XIJDISBOGSPN
UP
"HPMGDPVSTFPQFOFEPOUIFTJUFJO BOEBIPUFMBOE
DBTJOPJO XJUIUIFIFMQPGNJMMJPOJOGVOEJOH
BTTJTUBODFGSPNUIFGFEFSBMHPWFSONFOU$IJFG4PQIJF1JFSSF
IJHIMJHIUFEUIFJNQPSUBODFPGUIFSFEFWFMPQNFOUQSPKFDU
"TXFXPSLFEUPmOBMJ[FUIJTQSPKFDU XFXFSF
DPOUJOVBMMZHVJEFECZUIFWJTJPOPGPOFPGPVS

Another way of healing has been the move to reclaim
Aboriginal culture and language. Some First Nations bands
offer language courses (eg., Sto:lo Nation http://www.
stolonation.bc.ca/Miramar/Education/Index.html); others
have partnered with post-secondary institutions (e.g.,
Certiﬁcate in Nisga’a Studies at the University of Northern
British Columbia http://www.unbc.ca/calendar/certiﬁcates/
ﬁrst_nations.html#ns); or have provided translations and
voice clips on their websites, to help people learn their
language (e.g., Nuu’ chah’ nulth http://nuuchahnulth.org/
language/language.html). The FirstVoices project, run by
the First Peoples’ Cultural Foundation, is a set of web-based
tools that helps to preserve Aboriginal languages. There
is a database of various languages, including an alphabet,
dictionary, and phrase book, and there are audio clips, text,
images, and video ﬁles to assist with language acquisition
(First Peoples’ Cultural Foundation, 2003) (See information
box “FirstVoices” on page 12).

FMEFST .BSZ1BVM XIPTBJEJOUIBUJUXBT
XJUIJOUIF4U&VHFOF.JTTJPOUIBUUIFDVMUVSF
PGUIF,PPUFOBZ*OEJBOXBTUBLFOBXBZ BOEJU
TIPVMECFXJUIJOUIBUCVJMEJOHUIBUJUTSFUVSOFE
*/"$ OE 
5IF,UVOBYB/BUJPO$PVODJMPQFSBUFTBOJOUFSQSFUJWFDFOUSF
XJUIJOUIFSFTPSU XIJDIEJTQMBZTBSUJGBDUTBOEEFUBJMTPGUIF
IJTUPSZBOENZUIPMPHZPGUIFJSQFPQMF5IFSFTPSUJTDVSSFOUMZ
PXOFEBOEPQFSBUFECZ4&.3FTPSU-JNJUFE1BSUOFSTIJQ 
NBEFVQPGUIF,UVOBYB/BUJPO 4BNTPO$SFF/BUJPO BOE
.OKJLBOJOH'JSTU/BUJPO*UFNQMPZTQFPQMF PGXIJDI
BQQSPYJNBUFMZQFSDFOUBSFGSPN'JSTU/BUJPOT BOEJUIBT
CFFOBCPPTUUPUIFMPDBMFDPOPNZ 4U&VHFOF.JTTJPO3FTPSU 
OE 
4PVSDFT*OEJBOBOE/PSUIFSO"õBJST$BOBEB OE4U&VHFOF.JTTJPO3FTPSU OE

Other groups have dealt with the history of the residential
school system by taking control of the physical legacy, such as
the Ktunaxa Nation, who built the St. Eugene Mission Resort
on the site of the former residential school.
In May 2006, a Settlement Agreement was approved between
the federal government, Aboriginal groups, and various
religious groups (the nine provincial/territorial jurisdictions
involved in the Agreement gave their approval in March
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#FIJOE$MPTFE%PPST4UPSJFTGSPNUIF,BNMPPQT
*OEJBO3FTJEFOUJBM4DIPPM
5IJTCPPLJTBTFSJFTPGTUPSJFTGSPNJOEJWJEVBMTXIP
BUUFOEFEUIF,BNMPPQT*OEJBO3FTJEFOUJBM4DIPPM
*UDPOUBJOTTUPSJFTPGBCVTF USBVNB MPOFMJOFTT BOE
DPOGVTJPO BOEBMTPUIFCFHJOOJOHTPGIFBMJOHBOE
GPSHJWFOFTT
,BNMPPQT*OEJBO3FTJEFOUJBM4DIPPMPQFSBUFEGSPNUP
BTQBSUPGUIFGFEFSBMHPWFSONFOUTSFTJEFOUJBMTDIPPM
TZTUFN5IJTCPPLXBTEFWFMPQFECZUIF4FDXFQFND
$VMUVSBM&EVDBUJPO4PDJFUZ VOEFSUIFEJSFDUJPOPGBO
BEWJTPSZHSPVQ5IJTQSPKFDUTVQQPSUFEJOEJWJEVBMTXIP
FYQFSJFODFEPSXJUOFTTFEBCVTFJOUIFTDIPPMUPUFMMUIFJS
TUPSJFT BTBXBZUPCFHJOPSDPOUJOVFUPIFBM*OWPMWFNFOU
JOUIFQSPKFDUXBTWPMVOUBSZi"MMTUPSZUFMMFSTDBNFGPSXBSE
UPTIBSFUIFJSTUPSJFT OPUUPmOECMBNF CVUTPUIBUUIFSF
XPVMECFBCFUUFSGVUVSFGPSUIFJSDIJMESFO BOEUIFJS
DIJMESFOTDIJMESFOw Q 
4UPSZUFMMJOHJTBQPXFSGVMUPPMUIBUDBOIFMQUIFIFBMJOH
QSPDFTTi-JLFJOUSBEJUJPOBMUJNFT UIFQFPQMFBSFVTJOH
TUPSZUFMMJOHUPFEVDBUFBOEUPIFBM5IFSFBMTUSFOHUIPGUIF
TVSWJWPSTPGUIFSFTJEFOUJBMTDIPPMTDBOCFGPVOEJOUIFJS
TUPSJFTw Q 
4PVSDF4FDXFQFND$VMUVSBM&EVDBUJPO4PDJFUZ 

2007). The Agreement provides a ﬁnancial settlement to
former students, and money for programs for survivors
and their families for healing, truth, reconciliation, and
commemoration. In exchange, former students and family
members would give up their right to sue the federal
government, the churches that joined the Agreement, or any
other defendants, in class actions over residential schools
(Residential Schools Settlement, n.d.).

(PWFSONFOU"DUJPOTo4UFQT5PXBSET
)FBMUIBOE)FBMJOHGPS"CPSJHJOBM
1FPQMF
'FEFSBM(PWFSONFOUT"QPMPHZGPS3FTJEFOUJBM
4DIPPMT
On Wednesday June 11, 2008, Prime Minister Stephen Harper
made a long-anticipated ofﬁcial apology (in Ojibwa, Cree,
Inuktutuk, French, and English) to thousands of Aboriginal
people for a century of abuse under the residential school
system. Several churches had already apologized for their
roles in residential schools. The apology was made in the
House of Commons, with Aboriginal leaders seated on the
ﬂoor of the House. In anticipation of the emotional impact of
the apology, the Assembly of First Nations had health-support
workers on hand both on Parliament Hill and stafﬁng a 24hour toll-free distress line (Fitzpatrick & Nguyen, 2008).
The Prime Minister condemned the effort to wipe out
Aboriginal culture, stating that “this policy of assimilation
was wrong, has caused great harm, and has no place in our
country.”
The Government of Canada sincerely apologizes
and asks the forgiveness of the Aboriginal peoples
of this country for failing them so profoundly. …
You have been working on recovering from this
experience for a long time and in a very real sense,
we are now joining you on this journey.…The
government recognizes that the absence of an
apology has been an impediment to healing and
reconciliation. … The burden of this experience
has been on your shoulders for far too long. The
burden is properly ours as a government and a
country.
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Prime Minister Harper acknowledged that the legacy of Indian
residential schools has contributed to social problems that
continue to exist in many communities today, and that it has
taken extraordinary courage for the thousands of survivors
that have come forward to speak publicly about the abuse
they suffered. He expressed regret that many former students
have died never having received a full apology from the
Government of Canada.4
Making parliamentary history by speaking on the ﬂoor of the
House of Commons, representatives of First Nations, Inuit,
and Métis peoples welcomed the apology and hailed it as a
turning point in the history of relations between Aboriginal
peoples and other Canadians.
Phil Fontaine, National Chief, Assembly of First Nations,
who was one of the ﬁrst to come forward and disclose his
experiences in the residential school system, said the apology
marked a new dawn in race relations and called it “the
achievement of the impossible.” His words were greeted with
thunderous applause and the pounding of drums from the
gallery.
Métis leader Clement Chartier declared the apology to be
“deep and real.” Inuit leader Mary Simon echoed earlier
comments that a “new day has dawned” and said that she
considered the apology a sincere one, not just theatrics
(O’Neill & Dalrylmple, 2008).
In BC, A-in-Chut (Shawn Atleo), BC Assembly of First Nations
Regional Chief, felt that the apology was a very high-level
political recognition. Grand Chief Stewart Phillip, President of
the Union of BC Indian Chiefs, hoped that with the apology,
all Canadians would learn from the past and ensure that such
genocide would never be carried out again. Grand Chief
Edward John pointed out that the responses to the apology
were both individual and collective and emphasized that
it was extremely important to respect the many survivors
who, in their own time, would consider the Prime Minister’s
apology and determine in their own interest, how each of
them would deal with it (First Nations Leadership Council,
2008).

4



“The residential school took my culture,
language and my freedom. I know my
language and culture and I am still
scared to use it to this day. It hurts
deep inside.”
– Anonymous
(Secwepemc Cultural Education Society,
2000, p. 66)

“We bear witness in this House that our
survival as First Nations peoples in this
land is afﬁrmed forever.”
– Phil Fontaine
National Chief, Assembly of First Nations
(Martin, 2008).

“I am hopeful today’s apology can
help the survivors in their individual
journeys towards healing and that
tomorrow all Canadians will work
together to ‘turn this heavy page’ of our
dark history.”
– A-in-Chut (Shawn Atleo)
Regional Chief, BC Assembly of First Nations

The full text of the apology can be found at
http://www.ainc-inac.gc.ca/ai/rqpi/apo/pmsh-eng.asp
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5SBOTGPSNBUJWF$IBOHF"DDPSE'JSTU/BUJPOT
)FBMUI1MBO
“For most Canadians, it would be
considered absolutely criminal to think
of children being forcibly removed from
their families, experiencing sexual and
physical abuse, living in substandard
conditions and being stripped of
their cultural identity. By apologizing
publicly for the residential school
atrocities, we hope that all Canadians
will learn from the past and ensure that
no such disgusting genocidal programs
are ever designed, legislated and
carried out in Canada ever again.”
– Grand Chief Stewart Phillip
President, Union of BC Indian Chiefs

“Collectively, we celebrate and stand
on the dignity of who we are and
celebrate our survival. Together we will
build for our individual and collective
well-being. We ask Canadians to join us
in this important historical moment to
talk about and understand the depths
and consequences of the multi-layered
and intergenerational impacts on our
people.”
– Grand Chief Edward John
First Nations Summit

In November 2005, the Province of British Columbia, the
First Nations Leadership Council, and the Government of
Canada signed the Transformative Change Accord, which
identiﬁed general actions to close the gaps in education,
health, housing, and economic opportunities for First Nations
peoples over the next ten years. Building on the Accord, a
bilateral First Nations Health Plan was developed and released
in November 2006. This plan identiﬁed 29 speciﬁc actions
in 4 areas, with 7 key targets, to close the gap and improve
the health of the First Nations population in BC. In June
2007, the Province, the First Nations Leadership Council,
and the Government of Canada signed the Tripartite First
Nations Health Plan, formally committing Health Canada
to the bilateral plan and adding new tripartite governance
requirements.
Implementation of the 29 action items is ongoing and is
being coordinated in partnership with the province, the
First Nations Health Council, Health Canada, and the health
authorities. The seven performance indicators and targets are:
• Life expectancy at birth – The target is to decrease the
gap in life expectancy between Status Indians and other
British Columbians by 35 per cent to less than 3 years
difference by 2015.
• Mortality rates (deaths due to all causes) – The
target is to reduce the gap in mortality rates between
Status Indians and other British Columbians by 35 per
cent by 2015.
• Status Indian youth suicide rates – The target is
to reduce the gap in youth suicide rates between First
Nations and other British Columbians by 50 per cent by
2015.
• Infant mortality rates – The target is to reduce the gap
in infant mortality between First Nations and other British
Columbians by 50 per cent by 2015.
• Diabetes rates – The target is to reduce the gap in the
prevalence of diabetes between First Nations and other
British Columbians by 33 per cent by 2015.
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• Childhood obesity – There is no measure currently
available. A baseline and an ongoing mechanism for
collecting relevant data will be developed.

Census documents), 59,445 Métis, 795 Inuit people, and 6,255
Aboriginal people identifying with multiple or other groups
(Statistics Canada, 2006).5

• Practicing, certiﬁed First Nations health care
professionals – There is no accurate information on the
number of certiﬁed health care professionals in BC who
are First Nations. A baseline and an ongoing mechanism
for collecting relevant data will be developed.

Currently, the Aboriginal population is much younger
than the overall BC population. Around 28 per cent of the
Aboriginal population is under 14 years of age compared to
16 per cent of the non-Aboriginal population. Overall, 46
per cent of the Aboriginal population is under the age of 25,
compared to 29 per cent of the non-Aboriginal population.
In addition, close to 13 per cent of the Aboriginal population
is over 55 years of age, compared to 27 per cent of the nonAboriginal population (Figure 1.1) (Statistics Canada, 2006).

$IBSBDUFSJTUJDTPGUIF"CPSJHJOBM
1PQVMBUJPOJO#$
"HF%JTUSJCVUJPO
According to the 2006 Census, approximately 196,070 people
of Aboriginal “identity” live in British Columbia: 129,575
North American Indian (known as First Nations on previous

The age distribution of the Aboriginal population is changing.
The large group of children and teens from the past decade
is now moving into adulthood. By 2017, over half of the
Aboriginal population will be in their working years, based on
projections for the Registered Indian population (Figure 1.2).

5SVUIBOE3FDPODJMJBUJPO$PNNJTTJPO
5IF5SVUIBOE3FDPODJMJBUJPO$PNNJTTJPO QBSUPGUIF3FTJEFOUJBM4DIPPM4FUUMFNFOU"HSFFNFOU CFHBOJUTXPSLPO+VOF 5IF
$PNNJTTJPOXBTFTUBCMJTIFEUPFYBNJOFUIFMFHBDZPGEFDBEFTPGBCVTFBU$BOBEBTSFTJEFOUJBMTDIPPMTGPS"CPSJHJOBMDIJMESFO5IF
$PNNJTTJPOJTBGPSVNGPSQFPQMFUPTIBSFUIFJSFYQFSJFODFTJOBTBGFBOEDVMUVSBMMZBQQSPQSJBUFNBOOFS JODMVEJOH'JSTU/BUJPOT *OVJU BOE
.ÏUJTGPSNFSSFTJEFOUJBMTDIPPMTUVEFOUTUIFJSGBNJMJFTDPNNVOJUJFTUIF$IVSDIFTGPSNFSTDIPPMFNQMPZFFTHPWFSONFOUBOEPUIFS
$BOBEJBOT5IF$PNNJTTJPOIBTBCVEHFUPGNJMMJPOPWFSmWFZFBSTUPIFMQGVMmMMUIFJSNBOEBUFUPiIFMQUIFDPVOUSZVOEFSTUBOEUIF
SFTJEFOUJBMTDIPPMTFSBBOEJUTJNQBDUPOUIFMJWFTPGSFBMQFPQMF w*OEJBO"õBJST.JOJTUFS+JN1SFOUJDFTBJEJO+VOF
0WFSUIFDPVSTFPGJUTmWFZFBSNBOEBUF UIF$PNNJTTJPOXJMMQSFQBSFBSFDPSEPGUIFQPMJDJFTBOEPQFSBUJPOTPGUIFTDIPPMT BOEEFTDSJCF
XIBUIBQQFOFEUPUIFDIJMESFOXIPBUUFOEFEUIPTFTDIPPMT5IF$PNNJTTJPOXJMMQSFQBSFBSFQPSUUIBUJODMVEFTSFDPNNFOEBUJPOTUPUIF
GFEFSBMHPWFSONFOUPOUIFSFTJEFOUJBMTDIPPMTTZTUFNBOEJUTMFHBDZ*OBEEJUJPO CZUIFFOEPGUIFmWFZFBSNBOEBUF UIF$PNNJTTJPOXJMM
FTUBCMJTIBSFTFBSDIDFOUSFUIBUXJMMCFBQFSNBOFOUSFTPVSDFGPSBMM$BOBEJBOT
+BOF#SFXJO.PSMFZBOE$MBVEFUUF%VNPOU4NJUIXFSFPSJHJOBMMZBQQPJOUFEBT$PNNJTTJPOFST UPHFUIFSXJUIUIF$IBJSPGUIF$PNNJTTJPO 
+VTUJDF)BSSZ-B'PSNF6OGPSUVOBUFMZ QSFQBSBUJPOTGPSUIFQVCMJDIFBSJOHTXFSFTUBMMFECZUIFBCSVQUSFTJHOBUJPOPG+VTUJDF-B'PSNFJO
0DUPCFSEVFUPDPOnJDUTPWFSIJTSPMFBT$IBJS"QBOFMIBTCFFOTUSVDLUPTFMFDUBOFX$IBJSBOEUXPOFXDPNNJTTJPOFSTUPSFQMBDF
.PSMFZBOE%VNPOU4NJUI XIPXJMMTUFQEPXOJO+VOF
4PVSDFT$#$/FXTDB %JFCFM  *OEJBO3FTJEFOUJBM4DIPPMT3FTPMVUJPO$BOBEB B C*OEJBO3FTJEFOUJBM4DIPPMT5SVUI
BOE3FDPODJMJBUJPO$PNNJTTJPO 

5

Census statistics may under-represent the actual numbers due to non-participation and exclusion of those people who, for example, are homeless or
live in rooming houses.
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With higher birth rates, the Aboriginal population is growing
more rapidly than the non-Aboriginal population. Population
projections show that the Registered Indian population is
expected to increase by almost 2 per cent per year, with the
on-reserve population having an annual growth rate of 3 per
cent (INAC, 2000). The annual growth rate for the province
overall is projected to be 1.4 per cent per year (Figure 1.3).

'JSTU7PJDFT
'JSTU7PJDFTJTBOJOOPWBUJWFJOJUJBUJWFUIBUVTFTUFDIOPMPHZ
UPBTTJTUJOUIFQSFTFSWBUJPOPG"CPSJHJOBMMBOHVBHFT
5IFEJWFSTJUZPG"CPSJHJOBMMBOHVBHFTTQPLFOJO#SJUJTI
$PMVNCJBPWFSIBMGPGUIF"CPSJHJOBMMBOHVBHFTTQPLFOJO
$BOBEBDPNFGSPN#$NFBOUUIBUBOJOOPWBUJWFBQQSPBDI
XBTOFFEFEUPSFWFSTFUIFMBOHVBHFMPTTUIBUXBTPDDVSSJOH
'JSTU7PJDFTQSPWJEFTBOFBTZUPVTF nFYJCMFQMBUGPSNGPS
"CPSJHJOBMDPNNVOJUJFTUPEFWFMPQBOENBOBHFUIFJSPXO
MBOHVBHFSFTPVSDFT

As the population grows and ages, there will be increasing
pressures for employment opportunities, housing, and other
services for people entering the labour force. The needs of
children, youth, young families, and adults in their working
years will be an important focus for health and social services.

'JSTU7PJDFTJTBTFSJFTPGXFCCBTFEUPPMTUIBUBMMPX"CPSJHJOBM
MBOHVBHFTQFBLFSTUPBSDIJWFUFYU TPVOE QJDUVSFT BOEWJEFP
&BDIMBOHVBHFDPMMFDUJPODPOUBJOTBOBMQIBCFU EJDUJPOBSZ 
BOEQISBTFCPPL"MTPBWBJMBCMFBSFJOUFSBDUJWFMBOHVBHF
HBNFT DIJMESFOTBDUJWJUJFT BOEUFBDIFSSFTPVSDFT5IFSFBSF
DVSSFOUMZDPNNVOJUJFTBSDIJWJOHUIFJSMBOHVBHFTXJUI
'JSTU7PJDFT

Based on population numbers alone, services for older
Aboriginal people would seem to be a less urgent issue than
for the general population of British Columbia. However,
given the lower average health status of the Aboriginal
population, it may be that services for older Aboriginal people
are needed at a younger age than in the general population.
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Although the majority of Aboriginal people use English
as their principal language, Aboriginal languages remain
an important element that brings members of Aboriginal
communities together. BC’s landscape, with its numerous
mountain ranges and other physical barriers, was an
important factor in the evolution of the province’s many
languages, each with its own unique culture and group
identity. During the second half of the 19th century,
epidemics of disease decimated the Aboriginal population and
consequently many languages disappeared. The assimilation
of the Aboriginal population through government initiatives
such as residential schools—which outlawed the speaking
of Aboriginal languages in public—further destroyed many
Aboriginal languages (Ignace, 1998). Today, more than 30
languages are spoken in British Columbia, which accounts for
over half of all the Aboriginal languages spoken in Canada.
A recent Assembly of First Nations survey examined the state
of Aboriginal languages in Canada. Overall, most Aboriginal
languages in BC were considered endangered (meaning
that less than 50 per cent of the adult population spoke the
language or that generally no identiﬁed speaker under age 45
was located) or critical (meaning that less than 10 speakers
living in the community spoke the language). Loss of language
can severely affect the transmission of culture to the next
generation (Ignace, 1998).
A recent survey conducted by the Métis Nation British
Columbia (MNBC) reported that in 2006, less than 5 per
cent of the Métis population surveyed spoke Michif, their
traditional language. Almost 15 per cent indicated that
Michif was spoken in their home and over two-thirds of the
respondents indicated that they were interested in learning
the Michif language (MNBC survey, 2006).
The 2001 Aboriginal Peoples Survey reported that close to
half of the Aboriginal population 15 years of age and older in
BC agreed that it is important to keep, learn, or relearn their
Aboriginal languages (Statistics Canada, 2003).

-FHBM%FmOJUJPOTPG"CPSJHJOBM1FPQMF
*O$BOBEB UIF$POTUJUVUJPO"DUSFDPHOJ[FTUISFFHSPVQTPG
"CPSJHJOBMQFPQMFT*OEJBO *OVJU BOE.ÏUJT
6OEFSUIF*OEJBO"DU UIFUFSNi4UBUVT*OEJBOwJTVTFEUP
EJTUJOHVJTIBQFSTPOXIPTFOBNFBQQFBSTPOUIF*OEJBO3FHJTUFS
NBJOUBJOFECZUIFGFEFSBMHPWFSONFOU5IFDSJUFSJBGPSCFJOH
SFDPHOJ[FEBTB4UBUVT*OEJBO BMTPDBMMFE3FHJTUFSFE*OEJBO IBWF
CFFOSFWJTFETFWFSBMUJNFT XJUIFMJHJCJMJUZJODMVEJOHTVDIUIJOHTBT
BODFTUSZ NBSSJBHF FEVDBUJPO BOEPDDVQBUJPO .VDLMF  5IF
NPTUSFDFOUBNFOENFOU JO CSPVHIUUIF*OEJBO"DUJOMJOF
XJUIUIF$BOBEJBO$IBSUFSPG3JHIUTBOE'SFFEPNT5IJTDIBOHF
BQQSPYJNBUFMZEPVCMFEUIF4UBUVT*OEJBOQPQVMBUJPOCFUXFFO
BOE 0OUBSJP'FEFSBUJPOPG*OEJBO'SJFOETIJQ$FOUSFT 
 "OPO4UBUVT*OEJBOJTBQFSTPOPG*OEJBOBODFTUSZXIP
EPFTOPUNFFUUIFDSJUFSJBGPSSFHJTUSBUJPOVOEFSUIF*OEJBO"DUPS
XIPIBTDIPTFOOPUUPCFSFHJTUFSFE .VDLMF  
5IF*OVJUBSFBEJTUJODUQPQVMBUJPOPG"CPSJHJOBMQFPQMFBOEBSF
SFHJTUFSFEVOEFSBSFWJTJPOUPUIF*OEJBO"DU5IF*OVJUMJWF
NPTUMZJOUIFOPSUIFSOQBSUTPG$BOBEB
5IF.ÏUJTBSFQFPQMFPGNJYFE'JSTU/BUJPOBOE&VSPQFBOBODFTUSZ
XIPJEFOUJGZUIFNTFMWFTBTEJTUJODUGSPNPUIFS"CPSJHJOBMQFPQMF
.ÏUJTIJTUPSZEBUFTCBDLUPUIFBSSJWBMPG&VSPQFBOTUPUIF/PSUI
"NFSJDBODPOUJOFOUBQQSPYJNBUFMZZFBSTBHP$VSSFOUMZ UIF
GFEFSBMHPWFSONFOUIBTTVQQPSUFEUIFFTUBCMJTINFOUPG.ÏUJT
DJUJ[FOTIJQSFHJTUSJFTJOUIFQSPWJODFTPG0OUBSJP .BOJUPCB 
4BTLBUDIFXBO "MCFSUB BOE#SJUJTI$PMVNCJB5IF.ÏUJT/BUJPO
JOFBDIPGUIFTFQSPWJODFT LOPXOBTUIF.ÏUJT/BUJPO(PWFSOJOH
.FNCFST IBWFGPSNBMJ[FEBOBUJPOBMDJUJ[FOTIJQEFmOJUJPOUIBUJT
EFmOFEBTBQFSTPOXIPTFMGJEFOUJmFTBT.ÏUJT JTPGIJTUPSJD.ÏUJT
/BUJPOBODFTUSZ JTEJTUJODUGSPNPUIFS"CPSJHJOBM1FPQMFT BOEJT
BDDFQUFECZUIF.ÏUJT/BUJPO"DDPSEJOHUPUIF$FOTVT UIF
.ÏUJTQPQVMBUJPOJTFWFOMZEJTUSJCVUFEUISPVHIPVUUIFTFQSPWJODFT
BOEUIF.ÏUJT/BUJPO(PWFSOJOH.FNCFSTBSFWBMJEBUJOHBOE
WFSJGZJOH.ÏUJTDJUJ[FOTIJQUISPVHIBWBSJFUZPGSFHJTUSZQSPDFTTFT
6OMJLF4UBUVT*OEJBOTBOE*OVJU UIF.ÏUJTBSFOPUFOUJUMFEUPUIF
QSPWJTJPOTPGUIF*OEJBO"DU 1SPWJODJBM)FBMUI0öDFS  
5IFUFSNi'JSTU/BUJPOTwIBTCFFOXJEFMZVTFETJODFUIFT 
SFQMBDJOHUIFXPSEi*OEJBOwBTUIFQSFGFSSFEUFSNVTFECZNBOZ
'JSTU/BUJPOTJO$BOBEB'JSTU/BUJPOTSFGFSTUPCPUI4UBUVTBOE
OPO4UBUVT*OEJBOT'JSTU/BUJPOTDVTUPNBSJMZEFmOFTHSPVQT
GPSNFSMZLOPXOBTCBOET BTXFMMBTBöMJBUJPOTPGEJTUJODUCBOET
BOEOBUJPOT6OEFSUIF*OEJBO"DU ACBOEwSFGFSTUPUIFQSJNBSZ
VOJUFTUBCMJTIFECZUIFGFEFSBMHPWFSONFOUGPSBENJOJTUSBUJPO
QVSQPTFTJONBOZDBTFT JUEPFTOPUSFnFDUQBTUTPDJBMBOEQPMJUJDBM
PSHBOJ[BUJPOPG'JSTU/BUJPOT .VDLMF  
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Data and research are essential not only for measuring
the health status of a population, but also for designing
successful programs and policies that will help to improve
health and well-being. Providing data and information on the
Aboriginal population is challenging due to unavailability and
incompleteness of data for this population. Even counting the
Aboriginal population can be difﬁcult, because of the different
concepts of “Aboriginal identity” based on ancestry, selfidentity with Aboriginal communities, and legal Indian status.
Table 1.2 provides the three main sources of information
about the Aboriginal population used in this report: the
Indian Register and the Status Veriﬁcation File (SVF); the
British Columbia Vital Statistics Agency database; and the
Canada Census. Each of these sources has strengths and
limitations.
The Indian Register is a list of Registered or Status Indians
(as deﬁned by the Indian Act) kept by Indian and Northern
Affairs Canada. Information about the demographic
characteristics of the Indian population is updated regularly
by band ofﬁcials and is published on a yearly basis. The Status
Indian population has certain rights that may include onreserve housing beneﬁts, education, and exemption from
federal, provincial, and territorial taxes in speciﬁc situations
(INAC, 2003). The Status Veriﬁcation File (SVF) is a subset
of the Indian Register, and is managed by the First Nations
and Inuit Health Branch, Health Canada. The SVF contains
information on the entire Status Indian population in Canada.



The British Columbia Vital Statistics Agency’s statistical
database is the major source of birth and death data for the
population in British Columbia. Registrations of birth include
a Status Indian identiﬁer based on parent information, while
registrations of death include band numbers for Status
Indians; however, this information is not always completed
on the registration forms. In 2007, under a special agreement
between the BC Ministry of Health, Indian and Northern
Affairs Canada, and Health Canada, an extract of the SVF
ﬁle was provided to the BC Ministry of Health to be linked
with their databases for the sole purpose of providing the
most comprehensive data on the Status Indian population
in British Columbia for this report. Through these linkages,
data have been provided for 167,782 registered Status Indians
in British Columbia. While these data do not include other
Aboriginal groups such as non-Status individuals, Inuit, or
Métis, the beneﬁt of analysing information for Status Indians
is that they are a consistently identiﬁable group. This affords
the opportunity for statistically rigorous trend analysis and
monitoring of health-related performance indicators and
targets outlined in the Transformative Change Accord: First
Nations Health Plan.
The Canada Census is the vehicle used to count the
Canadian population. The 2006 Census data are based on the
deﬁnitions of ethnic origin (ancestry), Aboriginal identity,
Registered Indian, and band membership. There is always
some under-coverage with the Census data, and the undercoverage seems to be higher among Aboriginal people than
among other segments of the population. Under-coverage
occurs because of the non-participation of some reserves
in enumeration, the exclusion of people who are homeless
or living in rooming houses, and the personal decision of
some Aboriginal persons not to complete the Census form or
identify themselves as Aboriginal.
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Throughout this report, data from available federal and
provincial surveys have also been used. The surveys included
in this report are summarized in Table 1.3.
The most comprehensive survey, the 2001 Aboriginal Peoples
Survey, was conducted by Statistics Canada from the fall
of 2001 to the spring of 2002. The survey was designed in
partnership with national Aboriginal organizations for the
purpose of collecting data on lifestyles and living conditions
of the Aboriginal population in Canada. The 2001 Aboriginal
Peoples Survey included First Nations, Métis, and Inuit, with a
sample size of 117,241 across Canada. The sample size for BC
was 15,148.

For the ﬁrst time in British Columbia, we are able to
provide information on the Métis population of the
province based on a survey conducted in 2006. The sample
size for this survey included 3,000 Métis individuals living
in BC; the survey included questions on indicators such as
culture, education, housing, and health.
Other smaller surveys have also been included, and
although the sample sizes for BC are small, they may
provide a better understanding of different aspects of the
living conditions of Aboriginal people, and help us move
towards reducing the gap in health and well-being between
the Aboriginal and non-Aboriginal population in the
province.
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8JMQ8JMYPPTLXIM/JTHBB
5IF8JMQ8JMYPPTLXIM/JTHBB*OTUJUVUFJTBEZOBNJD"CPSJHJOBMQPTUTFDPOEBSZJOTUJUVUJPO MPDBUFEJOUIF/BTT7BMMFZSFHJPOPGOPSUIFSO
#$'PVOEFEJO UIF*OTUJUVUFQSJEFTJUTFMGPOJUTTUSPOHDPNNVOJUZBOETUVEFOUGPDVTFEDVMUVSF XJUITQFDJmDJOUFSFTUJOQSPWJEJOH
FEVDBUJPOBOEUSBJOJOHUPQFPQMFXJUIJOUIF/JTHBBDPNNVOJUZ5IFJSNJTTJPOJTUPFOTVSFiyUIBU/JTHBBBEVMUTIBWFFRVJUBCMFBDDFTTUP
RVBMJUZMFBSOJOHJOUIFDPNNVOJUZXIFSFUIFZMJWFBOEXPSLw
0OFPGUIFNBJOHPBMTPGUIF*OTUJUVUFJTUPQSFTFSWFUIF/JTHBBMBOHVBHFBOEDVMUVSF*OGBDU UIFZBSFUIFTPMFFEVDBUJPOBMPSHBOJ[BUJPO
XIFSFTUVEFOUTDBOSFDFJWFBDFSUJmDBUFJO/JTHBB4UVEJFT5IF*OTUJUVUFQBSUOFSTXJUIPUIFSJOTUJUVUJPOTUPPõFSTPNFPGJUTQSPHSBNT 
JODMVEJOHUIF6OJWFSTJUZPG/PSUIFSO#SJUJTI$PMVNCJB /PSUIXFTU$PNNVOJUZ$PMMFHF BOE3PZBM3PBET6OJWFSTJUZ*OBEEJUJPOUP'JSTU
/BUJPOT4UVEJFTBOE/JTHBB4UVEJFT UIF*OTUJUVUFPõFSTDBSFFSBOEDPMMFHFQSFQBSBUJPO VOEFSHSBEVBUFEFHSFFTBOEDFSUJmDBUFQSPHSBNT 
WPDBUJPOBMUFDIOJDBMQSPHSBNT BOEDPOUJOVJOHDPNNVOJUZFEVDBUJPO
'PSNPSFJOGPSNBUJPOPO8JMQ8JMYPPTLXIM/JTHBB*OTUJUVUF QMFBTFSFGFSUPUIFJSXFCTJUFBUIUUQXXOJCDDB
4PVSDFT*OEJBOBOE/PSUIFSO"õBJST$BOBEB B8JMQ8JMYPPTLXIM/JTHBB*OTUJUVUF OE
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Community environments are particularly important in
inﬂuencing the health and well-being of Aboriginal people.
Families and social units with shared languages, values and
beliefs, traditions and practices, traditional knowledge,
relationship to land and water, artistic expression, and
spirituality are all essential elements to Aboriginal people’s
health and well-being. This is entirely consistent with a
growing body of evidence demonstrating the inﬂuence of
a variety of socio-economic factors on health. Community
identity, connectedness, employment, income, education, and
other societal factors all inﬂuence and determine the health of
individuals.

• Based on 2006 Census data, the unemployment rate for
the Aboriginal population was approximately 13.7 per
cent, compared to 4.7 per cent for the rest of the BC
population.

This chapter will provide an analysis of some of the nonmedical factors that affect the health of the Aboriginal people
in BC. It will discuss the on- and off-reserve population,
employment, occupations, income, and education, and
provide a detailed discussion of economic development and
other community measures such as violence, abuse, and
crime.

• In 2005/2006, Aboriginal students had a ﬁrst-time
graduation rate of 50.9 per cent, compared to 78.4
per cent for non-Aboriginal students. In 2005/2006,
approximately 88 per cent of Aboriginal students who
were eligible to graduate completed high school,
compared to 74.2 per cent in 1994/1995. For nonAboriginal students, the rate increased from 90.2 per cent
in 1994/1995 to 94.6 per cent in 2005/2006.

)JHIMJHIUT
• Approximately 5 per cent of the total BC population are
Aboriginal. The Aboriginal population is evenly distributed
between Northern, Interior, Vancouver Island, and Fraser
Health Authorities at 24.5, 22.9, 20.7, and 19.4 per cent
respectively. Vancouver Coastal Health Authority has the
lowest percentage of the Aboriginal population at 12.5 per
cent.
• Research in BC clearly shows that there are unnecessary
structural barriers to on-reserve economic development.

• Based on 2006 Census data, nearly 62 per cent of the
Aboriginal population in BC (15 years of age and older)
earned less than $20,000 per year, compared to 44.4 per
cent of the non-Aboriginal population.
• Recent research in BC has shown that given a supportive
school environment, Aboriginal students perform as well
as their non-Aboriginal peers.

• A disproportionate number of Aboriginal children and
youth are in government care. The records of the Ministry
of Children and Family Development show that in January
2009, there were 8,960 children in the care of child welfare
authorities. Over half of these children (4,647) were
Aboriginal.
• In 2006/2007, the rate of Aboriginal youth in custody was
17.7 per 10,000 population, versus a rate of 2.4 per 10,000
for non-Aboriginal youth.
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Around 45 per cent of the Registered Indian population1 in
British Columbia live on reserves, which range from around
1 hectare to more than 18,000 hectares (3,500 square
kilometres), and account for 0.5 per cent of the land in British
Columbia. Many First Nations operate businesses on-reserve,
ranging from sawmills to wineries. Registered Indians do not
pay tax on income earned while working on-reserve or sales
taxes on goods purchased on-reserve (Muckle, 2007).
Before British Columbia joined Confederation, reserves were
allocated unilaterally, ﬁrst by the Hudson’s Bay Company on
behalf of the British government, then by the governor of
the colony or his designate (Tennant, 1996). Upon joining
Confederation, reserves became the responsibility of the
federal government. According to the Indian Act, 1876, “onreserve” refers to people living on a tract of land, the legal title
to which is vested in the Crown, that has been set apart for
the use and beneﬁt of a band.
For most Registered Indians, the primary administrative unit
is the band. Federal government funding tends to be allocated
to the band, making them the most direct way for Registered
Indians to obtain their beneﬁts and entitlements. The
governance of most bands follows the Indian Act. Each band
is governed by an elected chief and council, with the number
of councillors dependent on the number of band members.
Since 1985, band membership lists have been managed by the
chief and council. In many cases, bands do not represent past
social and political organizations; the system was created by
the federal government to administer land and other matters
related to First Nations (Muckle, 2007).

deal with administrative, economic, political, or other issues.
Currently, there are approximately 30 tribal councils in the
province. Tribal councils tend to be regional and may cross
ethnic boundaries (Muckle, 2007).
Aboriginal people have other afﬁliations, including
organizations that support the arts, economic development,
health, education, politics, and afﬁliations to negotiate
treaties. Some prominent umbrella organizations include: the
BC Assembly of First Nations, the First Nations Summit, the
Union of BC Indian Chiefs, the United Native Nations, Métis
Nation British Columbia, and the BC Association of Aboriginal
Friendship Centres (Muckle, 2007).

'SJFOETIJQ$FOUSFT
'SJFOETIJQ$FOUSFTJO#$CFHBOJO XJUIUIFGPSNBUJPOPG
UIF$PRVBMFFU[B'FMMPXTIJQ$MVCJO7BODPVWFS5IF$MVCXBT
PSJHJOBMMZGPSNFEUPQSPWJEFTVQQPSUUP"CPSJHJOBMTUVEFOUT
NPWJOHUP7BODPVWFS CVUSFRVFTUTGPSTFSWJDFTJODSFBTFE*O
 UIF$MVCXBTJODPSQPSBUFEBTUIF7BODPVWFS*OEJBO$FOUSF
4PDJFUZ#ZUIFNJET TVQQPSUPSHBOJ[BUJPOTXFSFTQSJOHJOH
VQJONBOZVSCBODFOUSFT BTBSFTVMUPGUIFJOnVYPG"CPSJHJOBM
QFPQMF JODMVEJOH1PSU"MCFSOJ  /BOBJNP  8JMMJBNT
-BLF  1SJODF(FPSHF  BOE'PSU4U+PIO  *O
 UIFGFEFSBMHPWFSONFOUCFHBOQSPWJEJOHDPSFGVOEJOH
UP'SJFOETIJQ$FOUSFTUISPVHIUIF.JHSBUJOH/BUJWF1FPQMFT
1SPHSBN0WFSUIFOFYUZFBST OFXDFOUSFTXFSFFTUBCMJTIFE
BDSPTT#$

Over the years and particularly through the latter part of
the 20th century, new bands have emerged in BC. There
are approximately 200 bands in BC today. Historically, these
bands were divided into major groupings including Haida,
Tsimshian, Kwakiutl, Nootka, Coast Salish, Interior Salish,
Bella Coola, Athapaskan, Inland Tlingit, and Kutenai, although
many First Nations people consider this to be a very simplistic
depiction of their ethnic diversity (Muckle, 2007).

*OUIFCFHJOOJOH 'SJFOETIJQ$FOUSFTXFSFQFSDFJWFEBTBQMBDF
GPS"CPSJHJOBMQFPQMFUPTPDJBMJ[FBOESFDFJWFFNPUJPOBMTVQQPSU
5IFJSQSJNBSZSPMFXBTUPSFGFSQFPQMFUPFYJTUJOHTPDJBMTFSWJDFT
#ZUIFNJET 'SJFOETIJQ$FOUSFTCFHBOUPQSPWJEFBOVNCFS
PGTFSWJDFTJOUIFBSFBTPGFNQMPZNFOU TVCTUBODFBCVTF GBNJMZ
TVQQPSU MFHBMTFSWJDFT BOEDVMUVSBMSFUFOUJPO5PEBZ 'SJFOETIJQ
$FOUSFTDPOUJOVFUPQSPWJEFTVQQPSUUP"CPSJHJOBMQFPQMF BOE
QMBZBMFBEFSTIJQSPMFJOUIFJSDPNNVOJUJFT5IFSFBSFDVSSFOUMZ
'SJFOETIJQ$FOUSFTMPDBUFEUISPVHIPVU#$i8IJMFFBDI$FOUSFJT
BTVOJRVFBTUIFDPNNVOJUZJUTFSWFT BMMBSFVOJUFEJOUIFJSFõPSU
UPJNQSPWFUIFRVBMJUZPGMJGFPG$BOBEBT"CPSJHJOBMQFPQMFBOE
UPQSPUFDUBOEQSFTFSWF"CPSJHJOBMDVMUVSFGPSUIFCFOFmUPGBMM
$BOBEJBOTw #SJUJTI$PMVNCJB"TTPDJBUJPOPG"CPSJHJOBM'SJFOETIJQ
$FOUSFT OE

The majority of the Aboriginal population are afﬁliated with
tribal councils,2 which are associations of bands formed to

4PVSDF#SJUJTI$PMVNCJB"TTPDJBUJPOPG"CPSJHJOBM'SJFOETIJQ
$FOUSFT OE

1
2

For speciﬁc deﬁnitions of the Aboriginal population, please refer to Chapter 1.
The Métis population is not afﬁliated with tribal councils.
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According to 2006 Census data,
approximately 5 per cent of the total
BC population identiﬁed themselves as
Aboriginal, a relative increase of 14 per
cent from the 2001 Census ﬁgure of 4.2
per cent. The Aboriginal population is
geographically dispersed throughout
the province; however, close to half
live in the Northern and Interior Health
Authorities (24.5 and 22.9 per cent
respectively). Vancouver Island and
Fraser Health Authorities have 20.7
and 19.4 per cent of the Aboriginal
population respectively, while Vancouver
Coastal Health Authority has the lowest
percentage of the Aboriginal population
at 12.5 per cent (Figure 2.1). Within the
health service delivery areas (HSDAs),
the highest percentage of the Aboriginal
population lives in the Thompson/
Cariboo/Shuswap (nearly 12 per cent),
while the lowest proportion lives in
Richmond (less than one per cent)
(Figure 2.2).
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Based on 2006 Census data, 196,070
people live in BC who either selfidentiﬁed or were identiﬁed by their
parents as Aboriginal. Over 145,000
Aboriginal people live off-reserve,
and the other 51,000 live on-reserve.
Figure 2.3 illustrates the population of
Aboriginal people living on- and offreserve in BC. The regions with the
largest concentrations of the off-reserve
Aboriginal population in BC are the
Thompson/Cariboo/Shuswap, Northern
Interior, South Fraser, Central Vancouver
Island, and Northwest HSDAs. These
regions represent 46 per cent of the offreserve Aboriginal population living in
BC. There were moderate concentrations
of off-reserve Aboriginal people living in
the Okanagan, Vancouver, Fraser Valley,
Simon Fraser, and Southern Vancouver
Island regions (36 per cent).
The Northwest, Thompson/Cariboo/
Shuswap, North Shore/Coast Garibaldi
and Central Vancouver Island regions
had the largest proportions of the
on-reserve Aboriginal population in
BC, totalling almost 63 per cent. The
Fraser Valley, Northern Interior, North
Vancouver Island, and Okanagan HSDAs
represent just over 27 per cent of the onreserve Aboriginal population. The 2006
Census data showed few or no Aboriginal
people living on-reserve in the Kootenay
Boundary and Richmond regions. This
may be due to small numbers and data
suppression (Figure 2.3).
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)VNBO%FWFMPQNFOU*OEFY
Previous reports by the Provincial Health Ofﬁcer (PHO)
have shown a relationship between socio-economic
conditions and the health status of communities. In general,
improvement in indicators such as education, employment,
and income are associated with a lower rate of premature
death (PHO, 2000). In 1990, the United Nations Development
Programme developed the Human Development Index
(HDI), which measures three dimensions of a country’s
human development: life expectancy, education, and income.
Although the index is not a comprehensive measure of
human development, it provides an outlook on the complex
relationship between the health and socio-economic
conditions of individuals in a country. Based on this index, in
2006, Canada ranked sixth, while Norway ranked ﬁrst (United
Nations Development Programme, 2006).

$PNNVOJUZ8FMM#FJOH*OEFYGPS#$
During the 1990s, the Strategic Research and Analysis
Directorate, Indian and Northern Affairs Canada, took the HDI
one step further and developed the Community Well-Being
Index (CWB) as a measure of the well-being of communities
across Canada. The methodology used in the CWB index
is based on the HDI, although CWB uses four indicators:
education, labour force, income, and housing. Education
is measured by functional literacy at a grade 9 level for the
proportion of the population 15 years and older, as well as
the proportion of the population who have a high school
diploma. Labour force is determined by participation3 and
employment of the population 20 years of age and over.4
Income is measured by total income per capita, while housing
is measured by housing quantity (crowding conditions) as
well as quality.5

3

Total labour force for the working population age 15 and over expressed as a percentage.

4

Age 20 was used as opposed to age 15, to account for the number of people under age 20 in communities who were still attending school.

5

For more information on the methodology and limitations of the CWB index, please refer to First Nations Community Well-Being in Canada: The Community Well-Being Index
(CWB), 2001 (McHardy & O’Sullivan, 2004).
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In 2001, only two First Nations communities ranked
among the top 50 communities in BC. All of the bottom 50
communities in BC were First Nations.
Eric Guimond,
Indian and Northern Affairs, Presentation, March 8, 2005



Taking these four indicators into
account, a score from 0 to 1 was applied
to each of the communities, with 0 being
the lowest score and 1 being the highest.
The communities measured were based
on Census subdivisions and Census data.
Since data for community measurement
is only available for some communities
for years prior to 2001, it is important to
look at the overall trend in community
well-being for BC since 1981. From
1981 to 2001, community well-being has
improved for BC First Nations (0.58 to
0.70 respectively). Community well-being
for other BC communities for the same
years was 0.82 and 0.85 respectively
(Figure 2.4). Not all the communities in
the Census subdivisions were used in the
study; however, the sample size in most
cases was representative of most areas of
the province.
For the purposes of this report, the
Census subdivisions were amalgamated
into the ﬁve regional health authorities.
The BC data includes 170 First Nations
communities and 316 other BC
communities. Overall, First Nations
communities were much worse off than
other BC communities in all regions. The
overall average score for First Nations
communities was 0.70, compared to 0.85
for other BC communities. The lowest
score in the First Nations communities
was 0.49, while the lowest score in other
BC communities was 0.68. Northern
Health Authority alone had 30 First
Nations communities with scores below
0.70, including 11 communities with
scores less than 0.60.
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Figure 2.5 shows the community wellbeing scores under 0.80 by health
authority. This ﬁgure shows a clear
separation between First Nations and
other BC communities. In general,
the vast majority of First Nations
communities had scores under 0.80,
while the opposite was true for other BC
communities. For example, 100 per cent
of First Nations communities in Northern
Health Authority had scores below 0.80,
versus nearly 11 per cent of other BC
communities. In Fraser Health Authority,
over 70 per cent of First Nations
communities had a score below 0.80. All
other BC communities in Fraser Health
Authority had a score above 0.80.
Within each health authority, many
communities were prospering while
others seemed to be at a disadvantage
(Figure 2.6). Vancouver Coastal and
Fraser Health Authorities had the
highest percentage of CWB scores 0.80
and above, at 25 and 22.7 per cent
respectively, while Vancouver Island
and Interior Health Authorities had
much lower percentages, at 12.5 and
11.5 per cent respectively. Northern
Health Authority had no First Nations
community with the score of 0.80
and above. In contrast, Northern and
Vancouver Island Health Authorities had
the highest percentage of communities
with scores of under 0.60, at 25.0
and 15.0 per cent respectively, while
Vancouver Coastal Health Authority did
not have any communities with a score
under 0.60.

4PVSDF4UBUJTUJDT$BOBEB 1PQVMBUJPO$FOTVT QSFQBSFECZUIF0öDFPGUIF1SPWJODJBM)FBMUI0öDFSBOE
$PSQPSBUF4VQQPSU 1MBOOJOHBOE-FHJTMBUJPO .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 
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The pre-contact First Nations economy in BC encompassed
a series of interconnected relationships to the land, to
family and community, and to other First Nations. In fact,
Indigenous economics has been described as the science of
dealing with the production, distribution, and consumption of
wealth in a naturally holistic, reciprocal manner that respects
humankind, fellow species, and the eco-balance of life (First
Nations Development Institute, 1997, as cited in Wuttunee,
2004).

-BOE
First Nations relationship to the land is complex and not
easily experienced or understood by people not born of this
culture. This complexity is reﬂected in Aboriginal languages,
which convey a depth of meaning and feeling in relation to
the land that cannot be adequately expressed or translated
into English. The land touches every aspect of life, both
spiritual and material. First Nations relationship to the land
is characterized by the responsibility and thankfulness for all
creatures, both animate and inanimate (Wuttunee, 2004). First
Nations economies in BC varied according to the availability
of the natural resources from one region to another and
were based on hunting, gathering, ﬁshing, and sea harvesting
(Helin, 2006). Aboriginal peoples observed Nature’s cycles
closely in order to adapt their food harvesting techniques to
survive in a harsh climate with limited resources (Wuttunee,
2004). Sustainable harvesting practices were adopted to
maximize potential harvest from trees, shrubs, and plants
and to provide appropriate habitat for game animals (Muckle,
2007).

'BNJMZBOE$PNNVOJUZ
For all First Nations in BC, the interdependence of tribal
members was essential for survival. First Nations communities
exhibited a high degree of social cohesion in order to
maximize their success. The guiding principles were
respect for others, sharing with community members, and
caring for the young and inﬁrm (Wuttunee, 2004). Cultural
practices reinforced their interdependence, and teamwork
was consciously fostered through games, rituals, and daily
routines. This vision of community is summed up in the
Tsimshian language by the phrase “sayt k,ilim goot”, meaning


“all tribal members are being of one heart, one path, and one
mind” (Helin, 2006).
For many Interior First Nations, individual equality and
ﬂexibility were key features of community. People worked
and lived in small family groups, hunting and harvesting a
variety of foods over large territories. In more structured
coastal First Nations communities, permanent positions of
leadership were established according to family lineage, and
communities were organized into “houses” based on family
groups or clans. Houses possessed a wide range of property,
which could include: land and buildings; places for hunting,
ﬁshing, and gathering berries, roots, and plant medicines; as
well as material goods such as canoes and totems. In addition,
houses often possessed “intellectual” property, such as certain
songs and stories and the knowledge of the manufacture
of stone tools (Tennant, 1990). In the Nuu’chah’nulth First
Nation, the head of each clan had responsibilities for speciﬁc
territories, rivers, and beaches. Women traditionally were
keepers of the family histories and lineages and were also
responsible for trade (Wuttunee, 2004). Concepts of property
were just as detailed and sophisticated as those of their
European counterparts (Tennant, 1990).
The potlatch was originally used to facilitate food exchanges
between different groups with surpluses and shortages.
Over generations, it evolved into the means for dispensing
different responsibilities and status, as well as being an
exchange of food and other material goods. Potlatches served
an important economic function, ensuring the circulation of
wealth. Status was maintained by giving away wealth rather
than by accumulating it. Many BC First Nations did not have
the potlatch as part of their culture, but for all, the necessities
of life were shared among community members (Dickason,
2002).

5SBEFBOE(JGUJOH"NPOH'JSTU/BUJPOT
As physically taxing and time-consuming as the huntergatherer economy was, its members were not kept continually
busy procuring food (Dickason, 2002). They had leisure
time to devote to cultural matters, such as dancing, music,
storytelling, and art and also the creation of surplus goods for
trade. Trading relationships with other First Nations were an
essential part of the economy and extensive trading networks
existed between coastal and interior First Nations. Many kinds

1BUIXBZTUP)FBMUIBOE)FBMJOHtOE3FQPSUPOUIF)FBMUIBOE8FMMCFJOHPG"CPSJHJOBM1FPQMFJO#SJUJTI$PMVNCJB

$IBQUFS%FUFSNJOBOUTPG)FBMUI

of preserved foods were exchanged. Interior First Nations
traded hides and furs for dried ﬁsh from coastal nations.
Oolichan oil was highly prized and trade routes to the Interior
became known as the “grease trails” (Muckle, 2007).
Trade goods sometimes travelled long distances. Obsidian
from quarries at Edziza in the northern interior has been
found in areas far from its place of origin. Manufactured
items such as canoes and baskets were also traded, along
with various kinds of shells for personal adornment, and
commercial, diplomatic, and ceremonial use. Certain locations
became trading centres, such as Lillooet, which was central
to several First Nations from the interior and the northwest
coast (Muckle, 2007). Widespread trade brought the need
to communicate effectively, and ﬂuency in more than one
language was required for trade and diplomacy purposes. In
BC, Chinook Jargon (a combination of Chinook, Sahaptin, and
Nuu’chah’nulth) became a major trading language (Dickason,
2002). War was also a factor in the economy and raids were
sometimes made for slaves or material goods, such as canoes
(Muckle, 2007).
Gift exchanges were a social and diplomatic obligation and
gifts were presented to guests. Gifts were also presented on
special occasions such as a naming ceremony or marriage.
“Gifts were metaphors for words” and signiﬁed the esteem
in which a person was held. The higher the status of the
recipient, the greater the value of the gift, and to acquire high
status one must, in turn, be generous. Treaties, once agreed
upon, were kept alive with ritual gift-giving to signify the
importance of the ongoing relationship (Dickason, 2002).

'JSTU/BUJPOT&DPOPNZo1PTU$POUBDU
Contact on the west coast resulted in an estimated 80 per
cent drop in the Aboriginal population within a century due
to diseases introduced by European and American traders,
miners, and settlers. This sharp decline in population led to a
devastating loss of cultural and economic knowledge relating
to plant medicines, healing techniques, and the harvesting
of various kinds of foods, which had a major impact on First
Nations economies. Trade in sea otter began in the 1780s, and
initially led to greater wealth for many coastal First Nations
before the sea otter population was decimated through overharvesting (Dickason, 2002). Fur trading disrupted traditional
life paths as people focused on the harvesting of otters and

the accumulation of trade goods, rather than gathering
traditional foods (Muckle, 2007).
Gold rushes on several BC rivers, starting in the late 1850s
and lasting until the 1870s, also had a major negative impact
on Aboriginal peoples traditional economy and their food
sources, as mining activity damaged critical salmon spawning
habitat. Although incursions by gold seekers were initially
repelled, the massive inﬂux of 30,000 gold seekers could
not be resisted indeﬁnitely. Some First Nations became gold
seekers themselves or abandoned traditional food harvesting
to seek wages providing services to the gold trade. Settlers
did not arrive in substantial numbers until the late 1850s,
and colonial administrators facilitated their takeover of
considerable portions of First Nations land. First Nations
were restricted to much smaller parcels of land or “reserves”,
disrupting their traditional harvesting practices still further
and forcing them to seek employment in larger centres
(Muckle, 2007).
At ﬁrst, Aboriginal
peoples were considered
essential to the fur
trade and Europeans
maintained good
business relations with
them, but colonial
attitudes changed once
Britain established
dominance over the
territory that would
become British
Columbia. The intent of
colonial policy was to
bring these “outsiders”
to the accepted
economic structure
of the wage economy,
albeit at the lowest
level of paid labour.
Colonial administrators
pursued the creation
of a separate legal and
regulatory process
for those considered

“For thousands of
years Native people
were part of the local
and regional economy.
Yet over the last 100
years Natives have
been marginalized
and denied their
right to provide for
themselves and their
families. If you go
back 100 years in our
territory you ﬁnd a
sustainable economy,
a trading people who
did business with
people to the north
and to the south.”
Chief Clarence Louie,
South Okanagan
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outside mainstream
society, pending their
full citizenship. It was
considered advisable to
target Aboriginal children
who were thought to be
the most open to change,
using the Christian
churches as an essential
medium for producing
citizens (Armitage, 1995,
as cited in Helin, 2006).

“Our major weakness,
and it is considerable,
is all the leftover
dysfunction from our
colonial past — the
control exerted over
us by the Indian Act,
the administration
of our affairs by
the Department
of Indian Affairs,
family breakdown,
the cycle of welfare,
the victimization
syndrome, the
dependency syndrome
are still with us today.
We are like a Third
World country trying
to emerge from a
colonial past. After 100
years of abuse by the
Federal and Provincial
governments, many
of our people are not
ready for work.”

From this strategic policy
came the pre-emption
of Aboriginal lands
to European settlers,
the implementation
of the Indian Act,
the establishment of
residential schools, the
denial of the right to
vote (at a time when
Aboriginal people far
outnumbered other
residents), and the
banning of the potlatch
and activities related to
treaty making. The force
Chief Clarence Louie,
of colonial administration
South Okanagan
came down on the BC
Aboriginal population
in an unprecedented
fashion. BC became one
of two territories within the British Empire to implement
the doctrine of terra nullius, meaning that the land was
considered to have lacked any signiﬁcant previous human
occupation, and thus was devoid of any Aboriginal title
(Tennant, 1996).

Over the years, prohibitions and restrictive policies and laws
caused First Nations to lose control over their governance,
traditional practices, and economic independence. For many
years, communities were placed under rigid governance
systems that prohibited practices and meaningful participation


of First Nations in economic activities. These prohibitions and
restrictions have resulted in a socio-economic disparity that
has affected the health and well-being of First Nations.

'JSTU/BUJPOT&DPOPNJD%FWFMPQNFOU
o$VSSFOU$IBMMFOHFT
In October 2006, Ted Williams, a member of the Cowichan
Tribe and an Economic Consultant to the First Nations
Leadership Council and BC Ministry of Economic
Development, began a detailed study of the economic
development of First Nations in BC. Based on the New
Relationship agreement and the Transformative Change
Accord signed by the federal and provincial governments
and the First Nations Leadership Council in 2005, this
project was to contribute to the progress in economic
development strategies and plans. In April 2007, Williams
received invitations from 11 First Nations who agreed to
participate in the project. Leaders, councillors, and economic
development ofﬁcers of the participating First Nations were
asked to respond to research questions based on the Harvard
Project on American Indian Economic Development. Based
on the results, two approaches to community economic
development were identiﬁed: (1) development of First
Nations community-owned and operated enterprises; and (2)
support for the development of First Nations entrepreneurs
and their participation in mainstream businesses. In the
context of these two approaches, three main areas of
First Nations economic development were identiﬁed: (1)
development of lands, resources, and water; (2) beneﬁt and
revenue-sharing agreements; and (3) partnerships (Ministry of
Economic Development et al., n.d.).
The data that was collected identiﬁed seven themes that
are being addressed in varying degrees by participating First
Nations communities.
1) Understanding First Nations communities
BC First Nations had a vibrant economy for thousands of
years; however, after the arrival of Europeans, prohibitions
and restrictive policies and laws caused First Nations to
lose control over their governance, traditional practices,
and economic independence. These restrictions have
resulted in socio-economic disparities between First
Nations communities and other British Columbians. An
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understanding of the elements that caused this disparity
is necessary and a collaboration of all those involved is
needed to move forward.
In 2005, with the commitment to the New Relationship
with Aboriginal Peoples and the signing of the
Transformative Change Accord, the federal and provincial
governments and the First Nations Leadership Council
announced their shared commitment to support social
and economic well-being of First Nations and to focus
actions on closing the gap between First Nations and
other BC residents.
2) Understanding the opportunities of land, water,
and other available resources
Land
During the study, Williams noted that all First Nations
have an interest in pursuing economic development
opportunities throughout the province on-reserve and
within their traditional territory lands; however, many
barriers related to land developments prevent such
activities. Some of the barriers identiﬁed were:

•

No accumulation of equity for First Nations
homeowners.

•

Lengthy and uncertain timelines and high costs for
land designation decisions and delegated authority.

•

Limited opportunities for self-government.

Water
Water and the business opportunities associated with it
are essential to the quality of life and economy of the First
Nations communities in BC. Although several First Nations
are developing water resources on their traditional lands
and on-reserve, barriers exist in the development of and
access to this resource. Some of these barriers are:
•

Limited expertise, training, and capacity among First
Nations related to water resource management.

•

A lack of information to help First Nations identify
opportunities in power production or aquaculture.

•

The application process of aquaculture licences and
tenures is challenging in terms of timelines and
costs.

)BSWBSE1SPKFDUPO"NFSJDBO*OEJBO&DPOPNJD%FWFMPQNFOU
*O UXPQSPGFTTPST 4UFQIFO$PSOFMMBOE+PTFQI1,BMU EFWFMPQFEUIF)BSWBSE1SPKFDUPO"NFSJDBO*OEJBO&DPOPNJD%FWFMPQNFOU
5IFQSPKFDUTBJNXBTUPVOEFSTUBOEUIFDPOEJUJPOTUIBUGPTUFSTVTUBJOFE TFMGEFUFSNJOFETPDJBMBOEFDPOPNJDEFWFMPQNFOUGPSUIF
"NFSJDBO*OEJBOOBUJPOT5IFDPSFBDUJWJUJFTPGUIJTQSPKFDUJODMVEFESFTFBSDI BEWJTPSZTFSWJDFT FEVDBUJPO BOEBENJOJTUSBUJPOPGBUSJCBM
HPWFSOBODFBXBSETQSPHSBN4PNFPGUIFLFZSFTFBSDImOEJOHTPGUIF)BSWBSE1SPKFDUJODMVEF
t 4PWFSFJHOUZo/BUJWFDPNNVOJUJFTBSFNVDINPSFTVDDFTTGVMXIFOUIFZNBLFUIFJSPXOEFDJTJPOTBCPVUBMMNBUUFSTSFMBUFEUPOBUVSBM
SFTPVSDFNBOBHFNFOU FDPOPNJDEFWFMPQNFOU IFBMUIDBSF BOETPDJBMTFSWJDFQSPWJTJPOT
t *OTUJUVUJPOTo*OPSEFSGPSEFWFMPQNFOUTUPCFTVDDFTTGVM TPWFSFJHOUZOFFETUPCFTVQQPSUFECZFõFDUJWFHPWFSOBODFUIBUXJMMNBLF
GBJSBOEJOEFQFOEFOUEFDJTJPOTBOEBJEJOEJTQVUFSFTPMVUJPO
t $VMUVSFo4VDDFTTGVMFDPOPNJDEFWFMPQNFOUEFQFOETPODVMUVSBMMZHSPVOEFEJOTUJUVUJPOTPGTFMGHPWFSONFOU&BDI*OEJHFOPVTTPDJFUZ
OFFETUPFTUBCMJTIBHPWFSOJOHTUSVDUVSFXJUIQPMJDJFTUIBUmUJUTPXODVMUVSFBOEDVTUPNT
t -FBEFSTIJQo/BUJWFDPNNVOJUJFTUIBUBSFTVDDFTTGVMIBWFMFBEFSTXIPJOUSPEVDFOFXLOPXMFEHFBOEFYQFSJFODFT DIBMMFOHF
BTTVNQUJPOT CSJOHBCPVUDIBOHF BOEJOTQJSFUIFJSDPNNVOJUZUPUBLFBDUJPOBOENPWFGPSXBSE
4PVSDF+PIO',FOOFEZ4DIPPMPG(PWFSONFOU OE
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Resources
The control and use of natural resources by First Nations
is fundamental to their success in economic development.
The economic opportunities associated with resource
development on-reserve and within traditional territory
lands are substantial, but many barriers exist. Some of
these barriers include:
•

Limited access to revenue and beneﬁt sharing
agreements for BC First Nations.

•

A lengthy and costly resource permitting process
on-reserve.

3) Planning
Community planning is essential for achieving economic
success. There are two types of planning related to
First Nations economic development: comprehensive
community planning, which is a holistic process that
enables a community to build a roadmap to sustainability,
self-sufﬁciency, and improved governance capacity;
and economic development planning, a component
of comprehensive community planning that focuses
on achieving the community’s vision for developing
a sustainable economy. Barriers to effective planning
include:
•

A shortage of First Nations expertise and capacity to
execute the planning process.

•

Limited access to funding for First Nations to carry
out the planning process.

5) Beneﬁt and revenue-sharing agreements
Beneﬁt agreements are an exchange of opportunities
between business proponents or investment partners and
First Nations. These agreements provide employment,
training, and other beneﬁts for First Nations communities
while creating business opportunities for proponents
or investors on-reserve or within the First Nation’s
traditional territory. Revenue-sharing agreements refer
to arrangements between the federal or provincial
governments and First Nations communities. Through
these agreements, revenues directed to the government
are shared with the First Nations community. Barriers
related to both beneﬁt and revenue-sharing agreements
are:
•

Lack of clear guidelines.

•

No standards related to beneﬁt sharing negotiations
or access to negotiating resources.

•

Limited access to opportunities for First Nations
procurement.

6) Partnerships
Many First Nations leaders believe that business
partnerships are an important way of achieving successful
business opportunities; however, the difﬁculty lies in
determining if a business partner has the same values
and if a fair and equitable deal can be reached. Barriers
identiﬁed in such partnerships are:
•

Uncertainty of industry and First Nations about how
and where to ﬁnd prospective partners.

•

Lack of First Nations expertise in negotiating
agreements in a range of different economic sectors.

4) Leadership, corporate governance, and capacity
Sustainable economic development and business
operations require strong governance with personnel
that have the necessary expertise. Barriers to corporate
governance and capacity are:



•

Lack of expertise to develop corporate governance
models.

•

Lack of resources to develop and implement
economic development activities.

7) Access to capital
In general, sources of capital for economic ventures
are limited, unaffordable, restrictive, and insufﬁcient.
Existing programs for projects under $20 million are
typically directed towards small business ventures and
entrepreneurs. In addition, demand for this funding
always exceeds supply. Financial institutions tend to
have prohibitive security and collateral requirements and
Section 89 of the Indian Act eliminates the ability of a
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First Nations community or individual to pledge real and
personal property on-reserve as security for ﬁnancing.
Barriers to accessing capital include:

4VNNBSZPG4USVDUVSBM#BSSJFSTUP&DPOPNJD
%FWFMPQNFOU
In summary, the major structural barriers to economic
development are:

•

Limited conventional sources of capital.

•

Lack of information for investors and First Nations
on potential partners.

• No bankable land title and no asset accumulation.

Limited opportunity for First Nations and potential
investors to communicate with each other.

• Economic development funding for First Nations is
deemed non-essential.

•

In his research, Williams concluded that the economies of
the First Nations studied fell into three categories:
(1) those with opportunities close to them but no capacity
or means to seize the opportunities; (2) those who have
begun to make changes in order to better develop their
economic activities; and (3) those that have implemented
signiﬁcant change and are now well along the path to
sustainable economic development (Ministry of Economic
Development et al., n.d.).

• No accumulation of equity for First Nations homeowners.

• The land development approval processes on-reserve can
take ﬁve to nine times longer than off-reserve.
Evidence has shown that economic self-determination is
a critical determinant of health; therefore, the removal of
structural impediments to First Nations community economic
development should be a priority.

"DDFTTUP*OUFSOFUBOE#SPBECBOE$POOFDUJWJUZ
5PIFMQCSJEHFUIFEJHJUBMEJWJEFGPS'JSTU/BUJPOT UIFQSPWJODJBMHPWFSONFOUJTQSPWJEJOHBUPUBMPGNJMMJPOGPSCSPBECBOE
DPOOFDUJWJUZGPS'JSTU/BUJPOTDPNNVOJUJFT$POOFDUJWJUZJTWJUBMGPSBMM'JSTU/BUJPOTDPNNVOJUJFTUPJODSFBTFQBSUJDJQBUJPOJOFDPOPNJD
BOEFEVDBUJPOBMPQQPSUVOJUJFTBTXFMMBTUPJODSFBTFBDDFTTUPIFBMUIDBSFTFSWJDFT/JOFUZUXPQFSDFOUPG#SJUJTI$PMVNCJBOTDVSSFOUMZ
IBWFCSPBECBOEBDDFTTUPUIF*OUFSOFU CVUPGUIF'JSTU/BUJPOTDPNNVOJUJFTJO#SJUJTI$PMVNCJB POMZBCPVUQFSDFOUDVSSFOUMZ
IBWFTPNFGPSNPGCSPBECBOEDPOOFDUJWJUZ5IFJNQPSUBODFPGQSPWJEJOHCSPBECBOEDPOOFDUJWJUZUP'JSTU/BUJPOTDPNNVOJUJFTJO
#SJUJTI$PMVNCJBXBTJEFOUJmFEJOUIF5SBOTGPSNBUJWF$IBOHF"DDPSE
5IFQSPWJODF UISPVHI/FUXPSL#$ IBTHSBOUFEUIF"MM/BUJPOT5SVTU$PNQBOZ "/5$0 NJMMJPOUPDSFBUFBDPOOFDUJWJUZGVOE 
NJMMJPOUBSHFUFEUPUIFOFFETPGSFNPUFDPNNVOJUJFT BOENJMMJPOGPSBDBQBDJUZCVJMEJOHGVOE .JOJTUSZPG-BCPVSBOE$JUJ[FOT
4FSWJDFT   5IFTFGVOETXJMMBTTJTU"/5$0BOEJUT'JSTU/BUJPOTQBSUOFSTUPNPWFGPSXBSEPOUIJTNVMUJZFBSQSPKFDUUPCVJME
DPOOFDUJWJUZJOGSBTUSVDUVSFBOEEFWFMPQEJHJUBMMJUFSBDZBOEUFDIOJDBMTLJMMTQSPHSBNT
%VFUPNBOZDPNQMFYJUJFTBOEWBSJBCMFT JODMVEJOHMJNJUFEmOBODJBMSFTPVSDFT JUNBZCFGPVSZFBSTPSMPOHFSCFGPSFBMMDPNNVOJUJFT
BSFDPOOFDUFE$PNNVOJUJFTUIBUSFDFJWFFJUIFSFOIBODFEDPOOFDUJWJUZPSmSTUUJNFDPOOFDUJWJUZXJMMSFBQUIFCFOFmUTJONBOZ
BSFBTJODMVEJOHIFBMUI FEVDBUJPO FDPOPNJDEFWFMPQNFOU DVMUVSBMEFWFMPQNFOU MBOENBOBHFNFOU BOEJOGSBTUSVDUVSFNPOJUPSJOH
#SPBECBOEDPOOFDUJWJUZJTHFOFSBMMZBDLOPXMFEHFEUPCFBOJNQPSUBOUDPNQPOFOUPGDPNNVOJUZJOGSBTUSVDUVSF FRVJWBMFOUJO
JNQPSUBODFUPSPBETBOEXBUFSTFXFSTZTUFNT5IFSFXJMMCFOPDPTUUPUIFDPNNVOJUZGPSUIFEFWFMPQNFOUPGUIFJOGSBTUSVDUVSF CVU
PODFDPNQMFUFEUIFSFXJMMCFBNPOUIMZGFFBTTPDJBUFEXJUIBDDFTTJOHUIF*OUFSOFU$PNNVOJUZDPOTVMUBUJPOTXJMMUBLFQMBDFPODFUIF
QMBOOJOHBOEEFTJHOQIBTFNPWFTJOUPJNQMFNFOUBUJPO 1BUIXBZTUP5FDIOPMPHZ OE "CPVUUIF1SPKFDU '"2 
4PVSDFT.JOJTUSZPG-BCPVSBOE$JUJ[FOT4FSWJDFT  1BUIXBZTUP5FDIOPMPHZ OE
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Employment prospects for the Aboriginal
population are much more challenging
than for other British Columbians,
although the 2006 Census6 indicates
signiﬁcant improvements in employment
rates for this population compared to
2001. In 2001, the unemployment rate
(age 25 and older) was 21 per cent for
BC’s Aboriginal population, compared
to 6.7 per cent for other residents. In
2006, the unemployment rate for the
Aboriginal population decreased to 13.7
per cent, while the rate for the other BC
resident population decreased slightly
to 4.7 per cent. In 2006, the labour force
participation rate (age 25 and older who
were eligible to work) was over 2 per
cent higher for the Aboriginal population
than the rate for other BC residents
(Figure 2.7).
The Aboriginal population on-reserve
had lower rates of labour force
participation and employment compared
to those who lived off-reserve. At 22.8
per cent, the unemployment rate for the
on-reserve Aboriginal population was
over double that for Aboriginal people
off-reserve and nearly 5 times the rate for
other residents. The employment rate for
the off-reserve Aboriginal workforce was
nearly 63 per cent, compared to nearly 48
per cent for those living on-reserve. The
labour force participation rate was nearly
9 per cent lower for Aboriginal people
living on-reserve (Figure 2.8).

0UIFS3FTJEFOUT

1PQVMBUJPO
4PVSDF4UBUJTUJDT$BOBEB $FOTVTEBUB -BCPVS'PSDF1SPmMF QSFQBSFECZUIF0öDFPGUIF1SPWJODJBM)FBMUI
0öDFSBOE$PSQPSBUF4VQQPSU 1MBOOJOHBOE-FHJTMBUJPO .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 



6

The ﬁgures from the 2006 Census reﬂect only those
individuals or communities who responded to the
Census questions. Aboriginal people living on some
reserves may not have participated in the 2006
Census, which could lead to underestimation in
ﬁgures for unemployment and other measures.
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As illustrated in Figure 2.9, while the
employment rate in 2006 was nearly the
same for both males and females onreserve, the labour force participation
rate was lower for females compared
to males (57.5 per cent versus 65.6 per
cent). However, even with the lower rate
of participation, on-reserve females had
a much lower unemployment rate than
on-reserve males (18.2 per cent versus
26.6 per cent).
In the 2001 and the 2006 Census,
the on-reserve employment rate was
approximately 47 per cent for both males
and females. The unemployment rate
dropped by 6 per cent for males but
remained constant for females. Minor
decreases were seen in participation
rates for both males and females from
2001 to 2006.

"CPSJHJOBM:PVUI*OUFSOTIJQ1SPHSBN
-BVODIFEJO.BZ UIF"CPSJHJOBM:PVUI*OUFSOTIJQ1SPHSBNJTEFTJHOFEUPHJWF"CPSJHJOBMZPVUIPQQPSUVOJUJFTGPSFNQMPZNFOUBOE
USBJOJOHJOUIF#$1VCMJD4FSWJDFBOE"CPSJHJOBMPSHBOJ[BUJPOT5IFBOOVBMQSPHSBNJOWPMWFTNPOUIQMBDFNFOUTGPS#$"CPSJHJOBMZPVUI
BHFEoNPOUITPGXPSLFYQFSJFODFJOHPWFSONFOUNJOJTUSJFT GPMMPXFECZNPOUITPGXPSLFYQFSJFODFJOTFMFDUFE"CPSJHJOBM
PSHBOJ[BUJPOT5IFSFBSFDVSSFOUMZJOUFSOTQBSUJDJQBUJOHJOUIFQSPHSBN*O VQUPQMBDFNFOUTXJMMCFNBEFBWBJMBCMF5IF
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Figure 2.10 illustrates the percentage of
the on-reserve Aboriginal population,
15 years of age and older, who were
unemployed and who had children at
home in 2006. The unemployment rate
was highest for males with no children
living at home (31.7 per cent), compared
to 22.3 per cent for females with no
children at home. This may be due to
the different types of occupations that
Aboriginal males and females often
hold. The majority of Aboriginal males
are employed in traditional occupations
such as trades, transportation, primary
industries,7 and jobs relating to
processing or manufacturing, for
which the demand has been reduced
signiﬁcantly with technology. On the
other hand, females are generally
employed in the service industry and
administrative positions, both sectors
that have experienced steady growth.
Further discussion of occupations for
Aboriginal males and females is provided
in the next section of this chapter.
As expected, unemployment rates
were high for both males and females
with children under the age of 6 (31.2
per cent for males and 29.6 per cent
for females). The unemployment rate
appears to decrease as the children get
older.

7



Primary industries refer to occupations in agriculture,
forestry, mining, oil and gas, and ﬁshing.
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#MBEF3VOOFSTCFHBOJOBTBQJMPUXBHFTVCTJEZQSPHSBNPõFSJOHFNQMPZNFOUGPSTUSFFUJOWPMWFEZPVUIUPXPSLPODPOTUSVDUJPO
PG(.1MBDFBSFOB UIF'PSE5IFBUSF BOE$PMMJOHXPPE7JMMBHF4JODFUIBUUJNFJUIBTFYQBOEFE BOEJTOPXPõFSFEJO%VODBO /BOBJNP 
7BODPVWFS 7JDUPSJB UIFXFTUDPBTUPG7BODPVWFS*TMBOE 1PSU"MCFSOJ 6DMVFMFU 5PmOP BOE"IPVTBIU BOE1SJODF(FPSHF
5IFQSPHSBN XIJDIJTGVOEFECZUIF#$HPWFSONFOUBOEBENJOJTUFSFECZUIF"CPSJHJOBM$PNNVOJUZ$BSFFS&NQMPZNFOU4FSWJDFT
4PDJFUZ "$$&44 QSPWJEFTBTUBOEBSEJ[FEUSBJOJOHQSPHSBNUPZPVUIBHFoZFBSTPME oJOTPNFSFHJPOT 5IFQSPHSBN
DPOTJTUTPGBXFFLUSBJOJOHQSPHSBNUIBUQSFQBSFTQBSUJDJQBOUTGPSBUZQJDBMDPOTUSVDUJPOXPSLQMBDF5SBJOJOHJODMVEFT
t MJGFTLJMMT HPBMTFUUJOH DPNNVOJDBUJPO mOBODJBMNBOBHFNFOU BOHFSNBOBHFNFOU FUD 
t KPCSFBEJOFTTTLJMMT
t DFSUJmFEDPVSTFT 8).*4 )FBMUIBOE4BGFUZ 8$#"XBSFOFTT 'JSTU"JE-FWFM FUD 
t IFBSJOHUFTUT
t POUIFKPCTVQQPSUPGVQUPNPOUITGPSXPSLQMBDFDPNNVOJDBUJPOUPFOIBODFMPOHUFSNFNQMPZBCJMJUZ
"GUFSUISFFNPOUIT KPCDPBDIFTXPSLUPJEFOUJGZBQQSFOUJDFTIJQPQQPSUVOJUJFTBOEQSPWJEFBGUFSIPVSTTVQQPSUUPBTTJTUXJUIQFSTPOBM
JTTVFTTPUIFZEPOUJOUFSGFSFXJUIKPCQFSGPSNBODF1BSUJDJQBOUTXIPFOUFSBQQSFOUJDFTIJQTSFDFJWFTVQQPSUGPSBDBEFNJDVQHSBEJOH
0UIFSBTTJTUBODFPõFSFEUISPVHIUIFQSPHSBNJODMVEFTSFGFSSBMUPDPNNVOJUZBHFODJFTBOEBõPSEBCMFIPVTJOH
5IFQSPHSBNIBTCFFOWFSZTVDDFTTGVMUPEBUF1SPWJODFXJEF UIFSFJTBOQFSDFOUTVDDFTTSBUFPGQBSUJDJQBOUTSFNBJOJOHTFMG
TVöDJFOUJOUIFDPOTUSVDUJPOUSBEFTBGUFSZFBST*O7BODPVWFS UIFQSPHSBNIBTBDIJFWFEQFSDFOUKPCQMBDFNFOUT QFSDFOUPG
UIFTFBSF"CPSJHJOBMQFSDFOUGFNBMF *O UIFQSPHSBNSFDFJWFEUIF1&1/FU"XBSE 1SPNJTJOHBOE&õFDUJWF1SBDUJDFT/FUXPSL 
GSPNUIF64CBTFE/BUJPOBM:PVUI$PBMJUJPO5IF$PBMJUJPOQSFTFOUTBXBSETUPPVUTUBOEJOH/PSUI"NFSJDBOQSPHSBNTUIBUQSPNPUF
ZPVUIFNQMPZNFOUBOEEFWFMPQNFOUPQQPSUVOJUJFT
'PSNPSFJOGPSNBUJPOPO#MBEF3VOOFST QMFBTFSFGFSUPUIFJSXFCTJUFBUIUUQXXXCVJMEJOHGVUVSFTUPEBZDPNQSPHCMBEFSVOFSTIUN
4PVSDFT#MBEF3VOOFST OE"CPSJHJOBM)VNBO3FTPVSDF%FWFMPQNFOU4USBUFHZ 4FSWJDF$BOBEB 
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The Aboriginal population is often
employed in lower-paying or more
hazardous jobs, typically in primary
industries (men) or the service industry
(women). Figure 2.11 shows the
different occupations for the Aboriginal
population compared to the nonAboriginal population. Overall, compared
to the non-Aboriginal population, a
higher percentage of the Aboriginal
population tends to hold jobs in primary
industries, trades, and sales and service,
which are often low-paying or insecure.
In addition, a lower proportion of
the Aboriginal population tends to
be employed in business and ﬁnance,
management, applied sciences, and
health occupations.
In comparison to non-Aboriginal males,
a larger percentage of Aboriginal males
are employed in trades and transport,
manufacturing, or primary industries.
Only 6.0 per cent of Aboriginal males
were in management occupations in
2006, compared to 12.8 per cent of
non-Aboriginal males. Also, a lower
percentage of Aboriginal males were
employed in natural and applied sciences
and business/ﬁnance/administration
positions (Figure 2.12). Thirty-nine
per cent of Aboriginal females worked
in sales and service industries in 2006,
compared to 31.2 per cent of nonAboriginal females. These are generally
low-paying and insecure positions with
limited future prospects. In addition,
only 5.3 per cent of Aboriginal females
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held positions in health occupations,
compared to 9.2 per cent of nonAboriginal females (Figure 2.13).
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Figure 2.14 compares the Aboriginal and
non-Aboriginal populations in health
care professions. Aboriginal people are
under-represented in the “professional”
category, which includes doctors,
dentists, and pharmacists (0.2 per
cent), compared to the non-Aboriginal
population in the same occupation
group (1.2 per cent). Most Aboriginal
health care workers are in “assisting”
occupations such as aides, orderlies, and
porters.
High unemployment in the Aboriginal
population, combined with underrepresentation in certain occupational
sectors, could reﬂect a shortage of
jobs, a mismatch between jobs and
educational qualiﬁcations and work
experience, and/or a lack of child care
availability. However, it may also reﬂect
labour market discrimination. A 2006
survey of First Nations people living offreserve reported that 25 per cent of the
Aboriginal population surveyed felt they
were being discriminated against by an
employer. The same percentage reported
that they experienced racism in schools
(Indian and Northern Affairs Canada,
2006).










/PO)FBMUI$BSF0DDVQBUJPOT

1SPGFTTJPOBM

/VSTJOH

5FDIOJDBM

"TTJTUJOH

4PVSDF4UBUJTUJDT$BOBEB $FOTVTEBUB -BCPVS'PSDF1SPmMF QSFQBSFECZUIF0öDFPGUIF1SPWJODJBM)FBMUI0öDFSBOE
$PSQPSBUF4VQQPSU 1MBOOJOHBOE-FHJTMBUJPO .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 

1BUIXBZTUP)FBMUIBOE)FBMJOHtOE3FQPSUPOUIF)FBMUIBOE8FMMCFJOHPG"CPSJHJOBM1FPQMFJO#SJUJTI$PMVNCJB



$IBQUFS%FUFSNJOBOUTPG)FBMUI

*ODPNF

5PUBM*ODPNF%JTUSJCVUJPO "CPSJHJOBMBOE
/PO"CPSJHJOBM1PQVMBUJPO "HF :FBST #$ 

'JHVSF




"CPSJHJOBM



/PO"CPSJHJOBM

1FSDFOU











 














UP 

 UP
 

 UP
 

 UP
 

 

*ODPNF
QFSDFOUPG"CPSJHJOBMQFPQMFBOEQFSDFOUPGOPO"CPSJHJOBMQFPQMF ZFBSTPGBHFBOEPMEFS IBEOP
JODPNFJO5IFTFQFPQMFBSFJODMVEFEJOUIFUP JODPNFDBUFHPSZ
4PVSDF4UBUJTUJDT$BOBEB $FOTVTEBUB -BCPVS'PSDF1SPmMF QSFQBSFECZUIF0öDFPGUIF1SPWJODJBM)FBMUI
0öDFSBOE$PSQPSBUF4VQQPSU 1MBOOJOHBOE-FHJTMBUJPO .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 

-POF1BSFOU'BNJMJFT CZ*ODPNF "CPSJHJOBM
BOE/PO"CPSJHJOBM1PQVMBUJPO #$ 

'JHVSF




1FSDFOU





"CPSJHJOBM.BMFT

"CPSJHJOBM'FNBMFT

/PO"CPSJHJOBM.BMFT

/PO"CPSJHJOBM'FNBMFT














 









  











6OEFS 

 6OEFS  6OEFS  6OEFS
 
 
 

 

*ODPNF
4PVSDF4UBUJTUJDT$BOBEB $FOTVTEBUBQSFQBSFECZUIF0öDFPGUIF1SPWJODJBM)FBMUI0öDFSBOE$PSQPSBUF4VQQPSU 
1MBOOJOHBOE-FHJTMBUJPO .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 



Aboriginal people with paid employment
earn substantially less than nonAboriginal people, partly due to a
predominance of part-time or seasonal
work. Based on 2006 Census data, nearly
62 per cent of the Aboriginal population
in BC (15 years of age and older) earned
less than $20,000 per year, compared
to 44.4 per cent of the non-Aboriginal
population. Moreover, only 10.2 per cent
of the Aboriginal population earned over
$50,000, compared to 20.5 per cent of
the non-Aboriginal population (Figure
2.15).
Low income is of particular signiﬁcance
in lone-parent families. The latest data
available (2001 Census) shows that
the majority of lone-parent families
earn less than $20,000 per year. A
higher proportion of the Aboriginal
population have low income and are
lone parents compared to the nonAboriginal population. Overall in 2001,
58 per cent of lone-parent Aboriginal
females and almost 45 per cent of loneparent Aboriginal males earned less than
$20,000, compared to the non-Aboriginal
population (33.3 per cent and 20.0 per
cent respectively) (Figure 2.16).
A recent Canadian study noted that,
compared to all groups including visible
minorities, Aboriginal people are the
most disadvantaged group when it
comes to employment and income. In
particular, inequity in employment and
occupation affects individuals not only
in relation to income, but also social
status and self-esteem. One possible
reason that many Aboriginal people have
lower incomes and are in lower-paying
occupations is racial discrimination.
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Aboriginal job applicants may be denied interviews or be
excluded from consideration from the outset. Even when they
are hired, any chance of career advancement may elude them
(Canadian Council on Social Development, 2000).

&EVDBUJPO
8IZ*T&EVDBUJPO*NQPSUBOUGPS)FBMUI
Research has shown that the health status of individuals is
closely associated with their level of education, income, and
employment. Education is perhaps the most important of the
indicators, since it is a determinant of an individual’s future

employment and income. In addition, those who graduate
from high school live approximately 9.2 years longer than
those who do not. The increase in life expectancy can be
attributed to an improvement in cognitive ability and decisionmaking, as well as the possibilities of a better occupation
and higher income. Adults who do not graduate from high
school are more likely to die prematurely from cardiovascular
disease, cancer, infection, injury, lung disease, and diabetes.
Therefore, higher educational attainment can increase an
individual’s future income, and occupational and social status,
all of which contribute to improved health (Alliance for
Excellent Education, 2006).

"CPSJHJOBM&OIBODFNFOU"HSFFNFOUT
"O"CPSJHJOBM&OIBODFNFOU"HSFFNFOUJTBQBSUOFSTIJQCFUXFFOBTDIPPMEJTUSJDU UIF.JOJTUSZPG&EVDBUJPO BOEUIFMPDBM"CPSJHJOBM
DPNNVOJUJFTUPJNQSPWFUIFFEVDBUJPOBMBDIJFWFNFOUPG"CPSJHJOBMTUVEFOUT5IFmWFZFBSBHSFFNFOUTGPDVTOPUPOMZPOBDBEFNJD
QFSGPSNBODF CVUBMTPSFDPHOJ[FUIBUUSBEJUJPOBM"CPSJHJOBMDVMUVSFJTBOJOUFHSBMDPNQPOFOUUPTUVEFOUEFWFMPQNFOUBOETVDDFTT"MM
'JSTU/BUJPOT .ÏUJT BOE*OVJUTUVEFOUTJOBQBSUJDJQBUJOHTDIPPMEJTUSJDUBSFJODMVEFEJOUIFBHSFFNFOU
%FWFMPQNFOUPGFOIBODFNFOUBHSFFNFOUTJTBDPMMBCPSBUJWFQSPDFTT"MM"CPSJHJOBMDPNNVOJUJFTSFQSFTFOUFEJOUIFTUVEFOUQPQVMBUJPO
XPSLUPHFUIFSXJUIUIFTDIPPMEJTUSJDUUPEFWFMPQFBOEJNQMFNFOUUIFBHSFFNFOU&BDIBHSFFNFOUJTVOJRVF JOUIBUUIFQSPHSBNTUIBU
BSFEFWFMPQFESFnFDUUIFMPDBM"CPSJHJOBMDVMUVSFBOEJODSFBTFLOPXMFEHFBOESFTQFDUGPSUIBUDVMUVSF
&OIBODFNFOUBHSFFNFOUTHSFXPVUPGBOBDLOPXMFEHFNFOUUIBUUIF#$TDIPPMTZTUFNIBTOPUCFFOTVDDFTTGVMJOIFMQJOH"CPSJHJOBM
TUVEFOUTSFDFJWFBRVBMJUZFEVDBUJPO*O B.FNPSBOEVNPG6OEFSTUBOEJOH .06 DPNNJUUJOHUPJNQSPWJOHPQQPSUVOJUJFTGPS
"CPSJHJOBMTUVEFOUTXBTTJHOFECZUIF#$.JOJTUSZPG&EVDBUJPO *OEJBOBOE/PSUIFSO"õBJST$BOBEB UIF$IJFGT"DUJPO$PNNJUUFF BOE
UIF#$5FBDIFST'FEFSBUJPO5IJT.06FWFOUVBMMZMFEUPUIFDSFBUJPOPGFOIBODFNFOUBHSFFNFOUT5IFmSTUBHSFFNFOUXBTTJHOFEJO
 BOEBTPG/PWFNCFS PG#$TTDIPPMEJTUSJDUTIBETJHOFEBHSFFNFOUT
4PVSDFT.JOJTUSZPG&EVDBUJPO B C   OE "CPSJHJOBM&EVDBUJPO 
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In Canada, the Canadian Community
Health Survey (CCHS) has also shown
that higher education leads to better
health. In both the Aboriginal and
non-Aboriginal populations, those who
graduate from secondary school report
better health compared to those who do
not graduate. Furthermore, those who
go on to post-secondary schooling have
even higher rates of good to excellent
self-reported health (Figure 2.17).
Other research and evidence indicates
that education is particularly important
in enabling Aboriginal people to earn
good incomes and escape poverty. In
his book, Dances with Dependency,
Calvin Helin (2006) points out that in
any nation, people need to be brought
to a basic level of competence in order
to take advantage of the opportunities
inherent in growing economies. A better
education leads to better employment
and income as well as non-monetary
beneﬁts such as better health.

#BDLQBDL1JDOJD
*O"VHVTU UIF4VSSPVOEFECZ$FEBS$IJMEBOE'BNJMZ4FSWJDFTBHFODZPG7JDUPSJB
IPTUFEUIFJSBOOVBMQJDOJD XIFSFUIFZQSPWJEFECBDLQBDLTmMMFEXJUITDIPPM
TVQQMJFTUPMPXJODPNF"CPSJHJOBMGBNJMJFT5IFmSTUQJDOJDXBTIFMEmWFZFBSTBHP 
XJUIQFPQMFBUUFOEJOH*O UIFSFXFSFBOFTUJNBUFE#BDLQBDLTXFSF
HJWFOUPGBNJMJFTXIPQSFSFHJTUFSFE0WFSOBNFTXFSFBEEFEUPBXBJUJOHMJTUGPS
UIPTFXIPNJTTFEUIFQSFSFHJTUSBUJPO4UVEFOUTFOEFEVQXJUIBCPVUIBMGUPUISFF
RVBSUFSTPGXIBUUIFZOFFEFEUPTUBSUUIFTDIPPMZFBS
5IFQJDOJDJTBOPQQPSUVOJUZGPSGBNJMJFTUPHFUUPHFUIFSBOEIBWFTPNFGVO5IF
HFUUPHFUIFSBMTPTFOETBNFTTBHFUPDIJMESFOUIBUTDIPPMJTJNQPSUBOU BOEUIBU
UIFJSQBSFOUTBOEDPNNVOJUZXBOUUIFNUPTVDDFFE5IJTJTQBSUJDVMBSMZJNQPSUBOUGPS
"CPSJHJOBMTUVEFOUT XIPIBWFPGUFOTUSVHHMFEXJUIJOUIFTDIPPMTZTUFN
4PVSDF(BVL 
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High school graduates can be classiﬁed
as either ﬁrst-time graduates or as
students who are eligible to graduate.
First-time graduates are students who
have reached grade 12 for the ﬁrst time,
while those who are classiﬁed as being
eligible to graduate includes both the
students that are returning to school as
adults and those who are graduating for
the ﬁrst time.8

Data from the Ministry of Education include Aboriginal students who have self-identiﬁed as being of Aboriginal
ancestry as of September 30 of the school year. Aboriginal is deﬁned as Status and non-Status Indians, Métis, and
Inuit. There is a fairly equal gender representation of Aboriginal students. Approximately 25 per cent of Aboriginal
students live on-reserve (Ministry of Education, 2006).

From 1994/1995 to 2002/2003, there was
an increase in ﬁrst-time graduation rates
for both Aboriginal and non-Aboriginal
students; however, since 2002/2003, ﬁrsttime graduation rates have decreased for
Aboriginal students, and the rate more or
less stayed the same through 2005/2006.
Data also show a gap of approximately 25
to 30 per cent between the graduation
rates of Aboriginal and non-Aboriginal
students. In 2005/2006, Aboriginal
students had a ﬁrst-time graduation
rate of 50.9 per cent, compared to 78.4
per cent for non-Aboriginal students
(Figure 2.18). The graduation rate for
Aboriginal female students tends to be
slightly higher than for Aboriginal males;
in 2005/2006, the rates for Aboriginal
females and males were 52.5 per cent
and 49.2 per cent respectively.
In 2005/2006, approximately 88 per cent
of Aboriginal students who were eligible
to graduate completed high school, a
signiﬁcant increase from 1994/1995 (74.2
per cent). However, since 2003/2004,
the graduation rates for Aboriginal and
non-Aboriginal students have remained
constant. The rate for non-Aboriginal
students was 94.6 per cent in 2005/2006,
compared to 90.2 per cent in 1994/1995
(Figure 2.19). In the past decade, more
Aboriginal females than males who
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were eligible to graduate completed
high school; however, in 2005/2006, the
graduation rates were almost equal for
both genders.

(SBEF5SBOTJUJPOT
In looking at the progression of students
from one grade to the next, little
difference exists between Aboriginal
and non-Aboriginal students until they
reach junior high school. For both
populations, students begin to drop out
of school at grade 8; however, Aboriginal
students tend to drop out of school at a
much higher rate. The gap is particularly
signiﬁcant in grades 9, 10, and 11
(Figure 2.20). An intervention strategy
is necessary to encourage students,
particularly Aboriginal students, to stay in
school beginning in grades 7 and 8, and
continuing through to grade 12.

'PVOEBUJPO4LJMMT"TTFTTNFOU
4DPSFT
Foundation Skills Assessment (FSA)
tests are administered to grades 4 and
7 students in all public schools and
provincially funded independent schools
each spring.9 Developed by BC teachers,
each FSA test contains prescribed
learning outcomes listed in the provincial
curricula, which describe what BC
students are expected to know and be
able to do in all subject areas and grades
(Ministry of Education, 2003).

t "OBOOVBM4QPSUT%BZ UPQSPNPUFIFBMUIZMJWJOH
t "TFSJFTPGOFXTMFUUFSTBOEBXFCTJUF XJUIJOGPSNBUJPOPOFEVDBUJPO IFBMUIZMJWJOH HPBM
TFUUJOH DBSFFSQMBOOJOH FUD
t "TFSJFTPGGVODPOUFTUT XIJDIFODPVSBHFTUVEFOUQBSUJDJQBUJPO
'PSNPSFJOGPSNBUJPOPOUIF4FWFOUI(FOFSBUJPO$MVC QMFBTFWJTJUUIFJSXFCTJUFBU
XXXTFWFOUIHFOFSBUJPODMVCDPN

FSA tests take students approximately
four-and-a-half hours to complete, and
most schools administer the assessment
in three separate sessions: (1) reading
comprehension and (2) numeracy, which
both consist of multiple choice and
9

Grade 10 students took the FSA tests up to 2003/2004,
when the FSA tests were replaced with provincial exams.
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written-response questions; and (3) writing, which consists
of two writing tasks—one extended (longer) piece and one
focused (shorter) piece (Ministry of Education, 2003).
The FSA scores represent one way of evaluating students’
progress; there are other evaluation methods, such as
student interviews, parent interviews, self-assessments, peer
assessments, group assessments, portfolios, etc. FSA scores
have been included in this report only to point out some
potential areas for improvement and to identify progress
in student achievement. Since the scores are published
and schools are ranked publicly, there is potential for
some schools to exclude students that are anticipated to
do poorly, in order to boost the school’s ratings. In fact,
reports have shown that vulnerable groups such as Aboriginal
students or children in care are more likely to be excluded
(Representative for Children and Youth & Provincial Health

Ofﬁcer [PHO], 2007). Also, in looking at time trends for the
FSA scores, it should be observed that these scores compare
different groups of students that enter into a grade each
year and that the abilities of the students from year to year
may differ based on their background and socio-economic
circumstances. Also, a “cohort” effect may exist whereby a
particularly weak or strong cohort of students can progress
through the grades together (BC Teachers’ Federation, 2003).
This may or may not account for sharp ﬂuctuations in the
data. The charts presented in this chapter do not track one
cohort of students as they progress through the grade levels.
Table 2.1 presents the different levels of student performance
that are used to evaluate the FSA scores. For the purpose
of this report, students identiﬁed as “Meeting Expectations”
include both the categories of “Fully Meets Expectations” and
“Minimally Meets Expectations.”
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A recent study done in BC observed the performance of
Aboriginal students in 366 schools.10 FSA scores of each of
the schools were examined for ﬁve school years (1999/2000
to 2003/2004). The study took into account three sets of
variables: socio-economic (parents’ education and family
income), in-school (school-level meet/exceed ratios among
non-Aboriginal students and number of Aboriginal test
scores in the school), and district effect (whether districts
systematically inﬂuence Aboriginal student performance in
the schools). A multi-regression analysis relating to school
performance (meet/exceed ratios on FSA scores), in-school
variables, district effect variables, and socio-economic
variables revealed that in-school and district effect variables
were more important than the socio-economic factors. In
general, Aboriginal students performed better in schools
that ranked higher in areas such as curriculum, teacher
proﬁciency, facilities, teaching materials, student evaluation

Figure 2.21 illustrates the direct relationship between
FSA scores and school rankings. School rankings show
that Aboriginal students tend to do better in schools with
higher rankings. In fact, in the 9th decile of school rankings,
there is very little difference between the percentage of
Aboriginal students meeting or exceeding expectations
(77.6 per cent) and the percentage of non-Aboriginal
students (85.6 per cent). As the school rankings decline,
so does the performance of all students, but particularly
Aboriginal students. In the lowest decile, the percentage of
Aboriginal students meeting or exceeding expectations was
28.8 per cent, compared to 59.5 per cent for non-Aboriginal
students. This ﬁnding suggests that the school atmosphere
and environment strongly inﬂuences student performance,
particularly for Aboriginal students (Richards et al., 2008).
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options, and range of strategies to engage parents and
students. Other international studies of indigenous students
in Bolivia and Chile have shown similar results (McEwan,
2004, as cited in Richards, Hove, & Afolabi, 2008).
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Schools were included in the study if they satisﬁed two criteria: (1) the school reported more than 30 Aboriginal student scores over the years studied; and (2) Statistics Canada could
provide reasonable Census socio-economic data, disaggregated to the estimated school catchment area, for Aboriginal and non-Aboriginal families (Richards, Hove, & Afolabi, 2008).
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process:11 the districts with high-performing schools are
those with consistent policies in leadership and coordination.
These policies include a ﬁrm commitment to Aboriginal
Enhancement Agreements, collaboration between districts
and local Aboriginal representatives, establishment of a
“frontline educator” committee that meets regularly and
reports their ﬁndings to the districts, and publication of
annual reports to measure transparency and accountability.

Richards et al. (2008) also conducted interviews with
district staff and stakeholders in eight school districts in
the 2006/2007 school year. The interview responses were
compared, grouped by theme, and cross-referenced with the
rankings of district schools with meet/exceed ratios (MERs)
above forecast. The results were then analyzed against four
criteria designed to measure the extent of district leadership
in Aboriginal education. Table 2.2 shows the results of this
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Of the eight districts interviewed, only seven had applicable data.
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Another 2003 study showed that both Aboriginal and nonAboriginal students performed better in schools that had the
following characteristics:
• Vision statements that were focused on student learning.
• Links with community partners and agencies to support
students.
• School administrators and teachers who shared the
responsibility of planning and decision-making.
• Measurement of the school according to district-level
expectations.
• Improvements in the understanding and use of
assessment data by school staff.
• Staff development based on curriculum that is
collaboratively developed (Maguire, 2003 cited in Richards
et al., 2008).
Based on their ﬁndings and the ﬁndings of other studies,
Richards et al. (2008) concluded that the following points are
crucial in improving the performance of Aboriginal students:
• A collaboration between Aboriginal communities
and school district staff – This collaboration will not
only result in improved responsiveness of Aboriginal
students to the programs but will also improve the level
of buy-in of the Aboriginal families, communities, and
leaders.
› Commitment of teachers and administrators
Committed teachers and administrators are needed
to carry out successful programs that support and
include Aboriginal content in the school curriculum.
Counsellors, teachers, and Aboriginal support workers
need to work together in developing curriculum and
providing academic support.
› Inclusion of Aboriginal languages and culture
programs in schools – Programs on Aboriginal
languages and culture promote cultural awareness
in the entire school population. Also important are
cultural events that bring Aboriginal community
members into the schools to promote cross-cultural
awareness (e.g., “elders-in-residence” programs).


• Decision-making and interaction between
decision-makers and stakeholders – How
decisions are made and how decision-makers and
stakeholders interact are key components of success in
districts.
› Inﬂuence of key district-level leaders – The
creation of district-level leadership that monitors
and reports on the improvement of Aboriginal
students signals to the outside community that
Aboriginal education is a priority.
› Involvement of Aboriginal and non-Aboriginal
communities – Building a relationship between
Aboriginal and non-Aboriginal communities helps
foster an understanding of Aboriginal culture and
heritage in the school environment, reduce racism
in the community, and banish mistrust of the formal
school system among Aboriginal students and the
Aboriginal community.
› Inﬂuence of Aboriginal communities – Highperforming districts often have a good working
relationship between school districts and Aboriginal
stakeholders, who are committed to improving
educational outcomes for Aboriginal students.
› Shared decision-making – In successful school
districts, effective decision-making involves
Aboriginal communities, who are often also
responsible for oversight of funding allocations. This
depends on the creation of positions dedicated to
Aboriginal education, and a willingness of school
district authorities to shift ownership of decisionmaking to Aboriginal communities.
› Consensus among teachers on making
Aboriginal education a priority – Successful
school districts have teachers who are open to
inclusion of cultural learning and practices in
their classrooms and who believe in building
a collaborative relationship with Aboriginal
community members.
› Innovative programming and collection of
data – The top ranking school districts engage in
innovative programs such as increasing the number
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of Aboriginal educators, or becoming involved with
university research projects that aim to rework
educational practices to address the needs of
Aboriginal learners. Although all school districts
must collect data for reporting purposes, the higher
ranking districts are far more willing to evaluate
programs using assessment data and to create new
data to measure speciﬁc dimensions of student
performance.
Another study of 10 Aboriginal schools identiﬁed 24 factors
that were linked to success in school (Bell, 2004). These
factors ﬁt into 6 broad categories: leadership, school climate,
staff, funding and resources, community, and programs.
• Leadership – Effective leadership was the most
frequently identiﬁed element across all schools. Factors
related to leadership include: a shared vision and purpose,
an atmosphere of continuous improvement, and building
a culture of success. Local ownership and control of the
school and the inﬂuence of long-term strategic planning
by local authorities were also important.
• School climate – A positive and successful school
climate characterized by a high level of trust and high
expectations. A “welcoming climate” incorporating
hospitality and generosity was key to making parents
and students feel comfortable. Consistent standards of
restitution and student accountability were important in
helping students feel safe and respected.
• Staff – A high level of caring and dedication by the
teachers, and the presence of Aboriginal teachers and
staff were factors linked to success, as were ongoing
professional development and long-term staff continuity.
• Funding and resources – This category included
the availability and strategic deployment of resources,
and parent and community partnerships as a means of
increasing the educational resources available to students.
• Community – This category included community
engagement, local ownership of education, a shared vision
for the school, and excellent communication between the
school and community.

12

• Programs – The following factors were common in the
successful schools: a holistic approach incorporating
Aboriginal content and an openness and sensitivity to
local culture, and a focus on literacy and early literacy
interventions, with programming to meet individual
learning needs.

'PVOEBUJPO4LJMMT"TTFTTNFOU4DPSFT(SBEFT  
BOE
The FSA charts included in this report show FSA results for
grades 4, 7, and 10 (provincial exams replaced the FSA tests
for grade 10 in 2003/2004 and onwards).12 The data presented
in the FSA charts look at those students who were able to
either meet or exceed expectations in each of the subject
areas covered by the FSA tests. For many of these charts the
trend lines are parallel. When there is improvement in the
FSA scores for the non-Aboriginal students, an improvement
is also seen for the Aboriginal students. The same can be
observed when the FSA scores go down. This may be due to
the way the FSA tests are designed and/or implemented, the
result of the cohort effect, or other external circumstances. An
analysis of these patterns is beyond the scope of this report.
Prior to examining and comparing the results of the FSA
scores for Aboriginal and non-Aboriginal students, it is
important to note the differences in circumstances of these
students. As mentioned before, years of cultural assimilation,
residential schools, and other, similar experiences have
had a major negative impact on the Aboriginal population.
When the parents of a child have not had opportunities
for educational advancement themselves, they are not in a
position to be role models or play an important part in the
educational life of their child. In spite of these disadvantages,
Aboriginal students have still managed to narrow the gap
in certain areas over a relatively short period of time. This
is a testament to the strong effort that they have made
under adverse circumstances. These successes need to be
recognized and built upon.
This section of the report analyzes the numeracy, reading
comprehension, and writing scores for grades 4, 7, and 10.

Data in this section only include those children who participated in FSA testing.
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In 2006/2007, over 72 per cent of
Aboriginal students met or exceeded
expectations in grade 4 numeracy.
Although this ﬁgure is lower than the
score for non-Aboriginal students (87.3
per cent), it is a signiﬁcant improvement
over the 1999/2000 score (56.8 per
cent). Aboriginal students appear to have
made the most progress between the
1999/2000 and 2003/2004 school years;
since 2003/2004, they have maintained
their standing relative to non-Aboriginal
students. Overall, 15.3 per cent more
Aboriginal students met or exceeded
expectations between 1999/2000 and
2006/2007, compared to 6.2 per cent
more non-Aboriginal students in the
same time period (Figure 2.22).
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In the reading comprehension
component, FSA scores for grade 4
Aboriginal students remained well below
scores for non-Aboriginal students
between 1999/2000 and 2006/2007
(Figure 2.23). In 2006/2007, 58.2 per
cent of Aboriginal students and 78.2 per
cent of non-Aboriginal students met or
exceeded expectations.
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In 2006/2007, more non-Aboriginal grade
4 students met or exceeded expectations
in writing than Aboriginal students (91.5
per cent and 79 per cent respectively).
The size of the gap between Aboriginal
and non-Aboriginal students has not
changed considerably since 1999/2000
(Figure 2.24).
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Between 1999/2000 and 2006/2007, there
was a considerable difference between
the Aboriginal and non-Aboriginal
student population in grade 7 FSA scores
for numeracy. In the 2006/2007 school
year, 62.2 per cent of grade 7 Aboriginal
students met or exceeded expectations
in numeracy, versus 83.3 per cent of nonAboriginal students (Figure 2.25).
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The gap between Aboriginal and nonAboriginal grade 7 students in reading
comprehension is consistent with the
gap identiﬁed in grade 4 scores. In the
2006/2007 school year, only 51.6 per
cent of Aboriginal grade 7 students met
or exceeded expectations, compared to
74.2 per cent of non-Aboriginal grade 7
students (Figure 2.26).
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While both Aboriginal and nonAboriginal grade 7 students have
shown considerable improvement in
their writing skills since the 1999/2000
school year, there has been a greater
improvement by Aboriginal students
(60.3 per cent in 1999/2000 to 72.0 per
cent in 2006/2007 for Aboriginal grade
7 students, versus 82.0 per cent to 87.2
per cent for non-Aboriginal students).
The largest increase was seen between
1999/2000 and 2003/2004; since that
time, the scores for writing have declined
for both populations. The main cause
of this decline has been lower scores
obtained by male students in both
populations (Figure 2.27).
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FSA scores are only available for grade
10 students up to and including the
2002/2003 school year. Although there
was a large gap between Aboriginal and
non-Aboriginal grade 10 students in
meeting or exceeding expectations for
numeracy in 2002/2003 (23 per cent),
the size of the gap decreased between
1999/2000 and 2002/2003 due to a
signiﬁcant improvement in the score for
Aboriginal students (Figure 2.28).
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There was an overall downward trend
in grade 10 reading comprehension
scores for both populations between
1999/2000 and 2001/2002, with a slight
rise in 2002/2003 (Figure 2.29). Scores
for Aboriginal grade 10 students were
consistently below scores for nonAboriginal students: only 53.0 per cent
of Aboriginal grade 10 students met/
exceeded expectations in 2002/2003,
versus 75.1 per cent of non-Aboriginal
students.
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Aboriginal grade 10 students made
great progress in meeting or exceeding
expectations in writing from 1999/2000
to 2001/2002 (47.5 per cent in 1999/2000
to 73.1 per cent in 2001/2002). There
was a minor decline for both populations
after 2001/2002 (Figure 2.30).
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The FSA tests for grade 10 were replaced
with provincial exams in 2003/2004. In
looking at the provincial exam results,
the Math 10 exam is of particular interest,
including the participation rate of
Aboriginal and non-Aboriginal students in
the three math course options available
(see information box on page 53).
Figure 2.31 illustrates the participation
and results in grade 10 math exams.
While the participation rate of Aboriginal
and non-Aboriginal students is the same
for the Applications of Mathematics
course, only 29 per cent of Aboriginal
grade 10 students are enrolled in the
Principles of Mathematics course, which
limits their chances of advancing to
higher levels of mathematics in higher
grades and post-secondary institutions.
The pass rate for Principles of
Mathematics is not signiﬁcantly different
for Aboriginal students compared to nonAboriginal students.
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t 0QUJPO&TTFOUJBMTPG.BUIFNBUJDTo5IJTDPVSTFJTGPSTUVEFOUTXIP
FYQFSJFODFEJöDVMUZJONBUIBOEXIPBSFOPUDPOTJEFSJOHQPTUTFDPOEBSZDPVSTFT
UIBUSFRVJSFQSFSFRVJTJUFDPVSTFTJONBUI5IFTFTUVEFOUTBSFNPSFMJLFMZUPFOUFS
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Figure 2.32 shows participation and
results for exams in Science 10 and
English 10. Students wishing to take
sciences (e.g., chemistry, physics,
and biology) in higher grades or at
post-secondary institutions need to
do well in Science 10. In 2005/2006,
the participation rate in Science 10
was substantially lower for Aboriginal
students compared to non-Aboriginal
students (61 per cent versus 87 per cent).
The pass rate for Aboriginal students in
Science 10 was 22 per cent lower than
the pass rate for non-Aboriginal students.
The progress of Aboriginal students
in sciences at this grade level needs to
be monitored and encouraged if these
students are to move on to the more
specialized science courses in the higher
grades and in post-secondary programs.
As with Science 10, the participation rate
for English 10 was substantially lower for
Aboriginal students compared to nonAboriginal students (63 per cent versus
87 per cent). The pass rate for English
10 for Aboriginal students (84 per cent)
was still lower than the rate for nonAboriginal students (94 per cent), but it
was better than the pass rate for Science
10.

(SBEF&OHMJTI1SPWJODJBM&YBN
Figure 2.32 also shows participation and
results for English 12 exams. Many postsecondary programs require English 12
as a basic entrance requirement. The
participation rate of Aboriginal students
in English 12 was signiﬁcantly below the
rate for non-Aboriginal students (36 per
cent versus 67 per cent). The pass rate
for both populations was quite high (93
per cent).
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PGBWBJMBCMFSFTPVSDFTUPXBSETTQFDJmFEHPBMT&BDITDIPPMPõFSFEJOTUSVDUJPOUPBMMDMBTTFTJO
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TUVEFOUTQSPHSFTTUPTFOJPSHSBEFTBOEQPTUTFDPOEBSZPQQPSUVOJUJFT5IFGPMMPXJOHJTBTVNNBSZ
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Streaming refers to the practice of
selecting and placing students in less
challenging courses, with the idea that
they do not have the academic capability
to succeed in the regular courses.
Although this practice may alleviate some
of the pressure and stress on students,
it may also create problems when these
students discover that they are not
adequately prepared for entrance to postsecondary institutions. It is very difﬁcult
to obtain quality data on Aboriginal
students with respect to streaming and
to what extent it is being practiced;
however, preliminary discussions and
research have shown that this may be
one reason for the lack of participation
of Aboriginal students in post-secondary
institutions.
In the report entitled, “Streaming”
in the 10th Grade in Four Canadian
Provinces in 2000, Krahn and Taylor
(2007) examined the extent to which
streaming of grade 10 students occurred
in four provinces (Ontario, Saskatchewan,
Alberta, and British Columbia) in 2000.
While their research does not look at
Aboriginal children speciﬁcally, it does
draw some conclusions with respect to
students in low-income families or in
families with parents that do not have
post-secondary education.
Krahn and Taylor’s ﬁndings suggest that
a student’s social background plays a
signiﬁcant role in their course-selection
choices. For example, students’ academic
placement in grade 10 math, science, and
english courses was found to be strongly
related to the parents’ education and
family income. The students with parents
who had higher education—higher
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1SPWJODF
4PVSDF,SBIO5BZMPS QSFQBSFECZUIF0öDFPGUIF1SPWJODJBM)FBMUI0öDFSBOE$PSQPSBUF4VQQPSU 1MBOOJOH
BOE-FHJTMBUJPO .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 

4JNPO'SBTFS6OJWFSTJUZ,BNMPPQT
&TUBCMJTIFEJO 4JNPO'SBTFS6OJWFSTJUZ,BNMPPQTJTBDPMMBCPSBUJPOCFUXFFO
4JNPO'SBTFS6OJWFSTJUZ 4'6 BOEUIF4FDXFQFND/BUJPO5IFQSPHSBNTHPBMJTUP
IFMQ"CPSJHJOBMQFPQMFTEFWFMPQDBQBDJUZUPCFDPNFTFMGHPWFSOJOHBOETFMGTVöDJFOU 
XIJMFTUBZJOHSPPUFEJOUIFJSMBOHVBHFT DVMUVSFT BOEIJTUPSJFT'JUUJOHMZ UIFJSNPUUP
JTLOVDXFOUTVUDFNFLOVDXFOUXFDXFQ XIJDINFBOTiIFMQZPVSTFMGBOEIFMQPOF
BOPUIFSw 4JNPO'SBTFS6OJWFSTJUZ ,BNMPPQT1SPHSBN OE 

education generally being recognized as
an indication of higher socio-economic
status—were more likely to take the
type of math, science, and english
courses that prepared them for postsecondary education, compared to
students with parents who did not have
any post-secondary education. This
ﬁnding suggests that parents with higher
education are aware that their children
need to take the right courses to give
them more options for post-secondary
programs. The study also showed that
out of the four provinces studied, Alberta
and Saskatchewan had higher rates
of grade 10 students pursuing postsecondary options, compared to Ontario
and British Columbia (Figure 2.33). When
the differences between the provinces
are considered, this raises important
questions about how provincial
educational policies and practices
combine to produce educational
attainment outcomes for students. In
their conclusion, Krahn and Taylor
recommend further research in this
area for both immigrant and Aboriginal
students.

$PVSTFTBSFHFOFSBMMZPõFSFEJOTNBMMDMBTTFTXJUIJOEJWJEVBMJ[FEJOTUSVDUJPOBOEJODMVEF
HFOFSBMVOJWFSTJUZTUVEJFT 'JSTU/BUJPOTTUVEJFT 'JSTU/BUJPOTMBOHVBHFT "CPSJHJOBM
1SF)FBMUI "SDIBFPMPHZ BOE$SJNJOPMPHZ5IF"SDIBFPMPHZ'JFME4DIPPMJTBOJOOPWBUJWF
DPMMBCPSBUJPOCFUXFFOUIF,BNMPPQT*OEJBO#BOEBOE4'6 HJWJOHTUVEFOUTUIF
PQQPSUVOJUZGPSiIBOETPOwDVMUVSBMFEVDBUJPO
'PSNPSFUIBOUXFOUZZFBST BLFZGPDVTGPS4JNPO'SBTFS,BNMPPQTIBTCFFO
DPPSEJOBUJOHMBOHVBHFJOTUSVDUJPOJO#$'JSTU/BUJPOTDPNNVOJUJFT CZQBJSJOHJOTUSVDUPST
XJUI&MEFSTGSPNUIFDPNNVOJUJFTUPEFMJWFSMBOHVBHFDMBTTFT $PSNBDL  $PVSTFT
JO"CPSJHJOBM-BOHVBHFTBOEUIF$FSUJmDBUFJO'JSTU/BUJPOT-BOHVBHF1SPmDJFODZBSF
DVSSFOUMZBWBJMBCMFJODPPQFSBUJPOXJUIMPDBM'JSTU/BUJPOTDPNNVOJUJFTBOEMBOHVBHF
BVUIPSJUJFTGPSUIFGPMMPXJOHMBOHVBHFT4FDXFQFNDUTJO)BMRFNFZMFZNo6QSJWFS
)BMLPNFMFNo%PXOSJWFS)FJMUTVL)BJEB/VYBML5TJMIRPUJOBOE4UBUJNDFUT 4JNPO
'SBTFS6OJWFSTJUZ ,BNMPPQT1SPHSBN OE 
4PVSDFT$PSNBDL 4JNPO'SBTFS6OJWFSTJUZ ,BNMPPQT1SPHSBN OE
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As mentioned before, research has established that higher
education leads to better socio-economic conditions and
ultimately to better health. A recent study identiﬁed some
of the historical, geographic/demographic, social, cultural,
and personal barriers that prevent Aboriginal students from
graduating from secondary school and attending postsecondary institutions (R.A. Malatest and Associates, 2004).

Aboriginal students also face social barriers when attending
post-secondary institutions. For instance, reserve and
remote schools do not typically provide the academic
preparation required for students to succeed at postsecondary institutions. In many instances, Aboriginal postsecondary students feel
that their secondary
$POUSPM0WFS&EVDBUJPOBM
school preparation was
1SPHSBNT
inadequate to prepare
them for post-secondary
3FTFBSDIGSPNUIF6OJWFSTJUZPG
studies.
7JDUPSJBTVHHFTUTUIBUi*OEJBOw 

)JTUPSJDBM#BSSJFST
In the past, Aboriginal people were forced to give up their
status (enfranchisement) in order to attain a higher level
of education. While the law changed after World War
II, education for Aboriginal people was still focused on
assimilation, alienating Aboriginal students from their families
and communities.
The residential school system that was in place between the
1880s and the 1980s also separated Aboriginal children from
their families, language, and culture; this ultimately resulted in
a high level of distrust of educational institutions by Aboriginal
people (R.A. Malatest and Associates, 2004). A more in-depth
look at residential schools is provided in Chapter 1.

(FPHSBQIJD%FNPHSBQIJD#BSSJFST
The geographic and demographic characteristics of the
Aboriginal population create another obstacle for Aboriginal
students. Aboriginal students who live in remote areas are
often forced to leave a place where they have ﬁnancial, social,
and cultural support from their communities or families,
in order to pursue their education elsewhere. While there
may be some courses offered through community delivery
mechanisms, many courses are only available through
the major institutions in urban centres. In addition, some
Aboriginal students are not able to leave their communities
because of family responsibilities. This is particularly
difﬁcult for Aboriginal women, who are more likely to have
dependents. In general, Aboriginal post-secondary students
tend to be older than non-Aboriginal students, and while
mature students tend to have better life skills, they may be
missing some academic skills, and may have more family and
ﬁnancial responsibilities.



Another signiﬁcant
social barrier is racism.
The university setting
can often represent
an impersonal and
hostile environment,
where Aboriginal
students’ culture,
traditions, and values
are not understood
or supported. There
are also concerns
that governments are
discriminatory in the
funding they provide
to post-secondary
institutions. For example,
Aboriginal institutions
tend not to be eligible
for direct funding grants
from governments for
mainstream programs.

DPOUSPMPG*OEJBOFEVDBUJPO
JTFTTFOUJBMUPSFTQPOEUPUIF
TQFDJmDOFFETPG"CPSJHJOBM
QFPQMFTGPSQSPHSBNEFMJWFSZ
BOEDPOUFOU8IJMFUIFSF
IBWFCFFOJNQSPWFNFOUT 
UIFEFWPMVUJPOPGDPOUSPMPG
"CPSJHJOBMFEVDBUJPOGSPN
FEVDBUJPOBVUIPSJUJFTUPUIF
DPNNVOJUJFTSFNBJOTBTMPX
QSPDFTT5IFTFEJöDVMUJFT
BSFJOQBSUEVFUPUIFGFEFSBM
HPWFSONFOUTJOUFSQSFUBUJPOPS
QFSDFQUJPOPGi*OEJBODPOUSPM w
XIJDITFFNTUPCFGPDVTFEPO
BENJOJTUSBUJWFDPOUSPMPWFS
QSPHSBNT SBUIFSUIBOPOB
SFTUSVDUVSJOHPSSFEFmOJUJPOPG
*OEJBOFEVDBUJPO 3JDIBSETPO
#MBODIFU$PIFO  
5IFUFSNJOPMPHZJOUIJTTFDUJPODBNF
EJSFDUMZGSPN3JDIBSETPO#MBODIFU
$PIFO  

1FSTPOBM#BSSJFST
Many Aboriginal students
also face personal barriers, such as poor self-esteem, poor
mental and physical health, and feelings of powerlessness,
apathy, anger, and frustration (Unruh, 1989, as cited in
Council of Ministers of Education, Canada, 2002).
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More students drop out of the programs for “personal
reasons” than all other reasons combined. In fact, academic
failure comes last as a reason for leaving. Family stress,
discrimination, loneliness and an alien environment combine
to overwhelm students. Other personal barriers that have
been identiﬁed include the age of the student and the amount
of time that the student has for post-secondary education
(R.A. Malatest and Associates, 2004, p. 216).
A factor that has been evident for many years, particularly in
the public school system, is that some Aboriginal students
do not do well in school because nobody expects them to do
well. This low expectation and lack of recognition may be one
of the reasons for the lower percentage of Aboriginal students

ﬁnishing secondary school, and the over-representation of
Aboriginal children in special needs and alternative programs
(D. Jeffrey, personal communication, as cited in Petten, 2003).
Overall in BC, data have shown that Aboriginal students
fare worse than non-Aboriginal students in educational
achievement. While trends are slowly changing,
improvements are necessary in providing access to postsecondary institutions and academic counselling for
Aboriginal students, and in ensuring that more Aboriginal
students make successful transitions through the lower
grades and are given the opportunity to prepare for postsecondary education.

)JTUPSJD"HSFFNFOUUP*NQSPWF'JSTU/BUJPOT&EVDBUJPO
*O+VMZ BUSJQBSUJUFBHSFFNFOUXBTTJHOFEUIBUXJMMMFBEUPSFDPHOJUJPOPGUIFSJHIUTPG'JSTU/BUJPOTDPNNVOJUJFTJO#$UPIBWF
DPOUSPMPWFSUIFFEVDBUJPOPGUIFJSMFBSOFST5IFBHSFFNFOU TJHOFECZSFQSFTFOUBUJWFTGSPN'JSTU/BUJPOTBOEUIFGFEFSBMBOEQSPWJODJBM
HPWFSONFOUT XJMMHJWF'JSTU/BUJPOTDPNNVOJUJFTMFHBMBVUIPSJUZUPHPWFSOBOEDPOUSPMLJOEFSHBSUFOUPHSBEFFEVDBUJPOPOSFTFSWF
5IFBHSFFNFOUDPVMEMBUFSCFFYQBOEFEUPJODMVEFFBSMZDIJMEIPPEBOEQPTUTFDPOEBSZFEVDBUJPO*O%FDFNCFS UIFGFEFSBM'JSTU
/BUJPOT+VSJTEJDUJPOPWFS&EVDBUJPO"DUXBTQBTTFE QBWJOHUIFXBZUPUIFOFHPUJBUJPOPGJOEJWJEVBMBHSFFNFOUTXJUIJOUFSFTUFE'JSTU
/BUJPOT,FZBSFBTCFJOHOFHPUJBUFEJODMVEFFRVJUBCMFMFWFMTPGGVOEJOHCFUXFFO'JSTU/BUJPOTTDIPPMTBOEQVCMJDTDIPPMT FRVJWBMFODZ
PGTUBOEBSET DSFEFOUJBMJOH SFDPHOJ[JOH'JSTU/BUJPOTTDIPPMDFSUJmDBUJPO UFBDIFSDFSUJmDBUJPO SFDJQSPDBMUVJUJPOBHSFFNFOUT BOE
JOGPSNBUJPOTIBSJOH
+VSJTEJDUJPOJODMVEFTDPOUSPMPWFSDVSSJDVMVNBOEUFBDIFSBOETDIPPMDFSUJmDBUJPOBOETUBOEBSETEFWFMPQNFOU*OBEEJUJPO TUVEFOUTJO
DFSUJmFE'JSTU/BUJPOTTDIPPMTXJMMCFFMJHJCMFUPSFDFJWFCPUIBHSBEVBUJPODFSUJmDBUFPGUIF'JSTU/BUJPOBOEUIFQSPWJODJBM%PHXPPE
(SBEVBUJPO$FSUJmDBUF5PFOTVSFBTNPPUIUSBOTJUJPOUPMPDBMKVSJTEJDUJPO 'JSTU/BUJPOTTDIPPMTXJMMDPOUJOVFUPVTFFTUBCMJTIFEMFBSOJOH
PVUDPNFTGPSUIFDPSFDPVSTFT CVUXJMMCFBCMFUPEFUFSNJOFUIFTUBOEBSETGPSBMMPUIFSDPVSTFT
5IJTJOJUJBUJWFXJMMBMMPXQBSUJDJQBUJOH'JSTU/BUJPOTUPEFWFMPQDPNNVOJUZTQFDJmD DVMUVSBMMZSFMFWBOUDVSSJDVMVNUIBUJOUFHSBUFT
MBOHVBHF DVMUVSF BOEDPNNVOJUZWBMVFTJOUIFMFBSOJOHFOWJSPONFOU5IFZXJMMBMTPCFBCMFUPEFWFMPQDPNNVOJUZDBQBDJUZBSPVOE
FEVDBUJPO
"TPG'FCSVBSZ 'JSTU/BUJPOTJO#$IBWFUBLFOUIFmSTUTUFQUPXBSETCFDPNJOH1BSUJDJQBUJOH'JSTU/BUJPOT 'JSTU/BUJPOT&EVDBUJPO
4UFFSJOH$PNNJUUFF  0ODFBDPNNVOJUZIBTCFHVOUIFQSPDFTT UIFZXJMMIBWFVQUPUISFFZFBSTUPQSFQBSF CFGPSFTJHOJOHBOE
SBUJGZJOHUIF$BOBEB'JSTU/BUJPOT&EVDBUJPO+VSJTEJDUJPO"HSFFNFOUBOEUIFGVOEJOHBHSFFNFOU$PNNVOJUJFTDBOPQUPVUPGUIF
QSPDFTT XIJDINFBOTUIBUUIFZXJMMTUJMMCFHPWFSOFECZ4FDUJPOTPGUIF*OEJBO"DU BOEXJMMDPOUJOVFUPSFDFJWFUIFJSDVSSFOU
TFSWJDFT
4PVSDFT'JSTU/BUJPOT&EVDBUJPO4UFFSJOH$PNNJUUFF OE'JSTU/BUJPOT&EVDBUJPO4UFFSJOH$PNNJUUFF   0öDFPGUIF
1SFNJFS B C
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A disproportionate number of Aboriginal children and
youth are in government care. The records of the Ministry
of Children and Family Development show that in January
2009, there were 8,960 children13 in the care of child
welfare authorities. Over half of these children (4,647) were
Aboriginal. A 2006 report on the health and well-being of
children in care showed that on any given day, 0.5 per cent
of the province’s non-Aboriginal children were in care,
compared to 7 per cent of Aboriginal children (PHO, 2007).

Rates of crime, abuse, and children apprehended by child
protection agencies are some of the measures used to assess
the levels of security and stress that families and communities
are experiencing. The following section provides information
on community measures such as children in care, violence
and abuse, and crime.

$IJMESFOJO$BSF

Similarly, a 2007 report on the education of children in
care showed that 1 in 7 Aboriginal children had been in
care at some point in their life, compared to 1 in 50 nonAboriginal children. This means that over the course of the
school-aged years, on a given day, an Aboriginal child is 14
times more likely to be in care than a non-Aboriginal child
(Representative for Children and Youth & PHO, 2008).

Traditionally, caring for Aboriginal children was a communal
responsibility. Over the past two centuries, Aboriginal people
have experienced major, prolonged social and cultural
upheaval, which has jeopardized their ability to provide a safe
and healthy environment for their children.

$IJMESFOJO$BSF "CPSJHJOBMBOE/PO"CPSJHJOBM1PQVMBUJPO 
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The 8,960 ﬁgure does not include those children living with a grandparent or other relative (M. Wright, personal communication, February 26, 2009).
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)FBMUI1SPNPUJPO$PNJD#PPL4FSJFTGPS:PVUI
5IF)FBMUIZ"CPSJHJOBM/FUXPSLT&YFDVUJWF%JSFDUPS 4FBO.VJS SFBMJ[FEUIBUUPSFBDI
ZPVOHQFPQMFBOEDSFBUFMJUFSBDZPOIFBMUIBOETPDJBMJTTVFTJUXBTOFDFTTBSZUPVTFB
NFEJVNUIBUBQQFBMTUPWJTVBMMFBSOFST4JODF UIF)FBMUIZ"CPSJHJOBM/FUXPSL
IBTEFWFMPQFEBTFSJFTPGIJHIMZTVDDFTTGVMIFBMUIQSPNPUJPODPNJDCPPLTPOBWBSJFUZ
PGUPQJDTJODMVEJOHTVJDJEFQSFWFOUJPO EJBCFUFTQSFWFOUJPO HBNCMJOHBEEJDUJPO 
ZPVUIIFBMUIJTTVFT BOETUBZJOHJOTDIPPM$PNJDTDVSSFOUMZJOQSPEVDUJPOJODMVEF
SFTJEFOUJBMTDIPPMT QIZTJDBMBDUJWJUZ MJWJOHXJUIGFUBMBMDPIPMTQFDUSVNEJTPSEFS BOE
DIJMENFOUBMIFBMUI
5IFmSTUDPNJD %BSLOFTT$BMMT XBTSFMFBTFEJO5IJTDPNJDCPPLGPDVTFTPOZPVUI
TVJDJEFQSFWFOUJPO5IFDPNJDBOEDPNQBOJPOWJEFPBSFOPUJOUFOEFEBTTUBOEBMPOF
SFTPVSDFT CVUNPSFBTJDFCSFBLFSTUPMFUZPVUILOPXUIBUJUJTPLBZUPUBMLBCPVU
TVJDJEFBOEUPSFBDIPVUJGUIFZPSTPNFPOFUIFZLOPXJTJOQBJOPSEFQSFTTFE
%BSLOFTT$BMMTJTUIFTUPSZPGBUFFOBHFSXIPJTCVMMJFEBUTDIPPM NJTVOEFSTUPPE
CZIJTUFBDIFS BOETPDJBMMZJTPMBUFEGSPNIJTGBNJMZ5IFTUPSZXBTQSFWJFXFEXJUI
CPUI"CPSJHJOBMZPVUIBOEIFBMUIQSPGFTTJPOBMBVEJFODFTGPSBVUIFOUJDDIBSBDUFST 
TUPSZMJOF BOEMBOHVBHF*UUPPLOFBSMZOJOFNPOUITUPDPNQMFUFUIFQSPDFTTGSPN
DPODFQUJPOUPmOJTI.PSFUIBO DPQJFTIBWFCFFOTPMEUPEBUF5IFWJEFPXBT
mMNFEJOUIF(JUYTBOMBOHVBHF:PVUIJOWPMWFEJOUIFQSPEVDUJPOMFBSOFEUIFXPSET
BOEQISBTFTOFDFTTBSZUPTQFBLUIFEJBMPHVF5IFTIPSUXPOIPOPVSBCMFNFOUJPOJO
UIF0VUTUBOEJOH$BOBEJBO4IPSU'JMNDBUFHPSZBU3FFM8PSMEJO5PSPOUP
"OPUIFSDPNJD "O*OWJUFE5ISFBU JTBCPVUEJBCFUFTQSFWFOUJPO*UGPDVTFTPOBZPVOH
CPZBOEXIBUIFMJLFTUPFBUNPSFUIBOBOZUIJOHKVOLGPPE*UBMTPMPPLTBUUIFSPMF
QMBZFECZUIFMPDBMTUPSFNBOBHFS TPNFPOFXIPIBTUIFBCJMJUZUPDIBOHFUIFEJFUBSZ
IBCJUTPGIJTQFPQMF5IFDPNJDXBTGPDVTHSPVQUFTUFEGPSJUTBCJMJUZUPDPOWFZXIBUJT
BOEJTOPUIFBMUIZGPPE
5IFUIFNFPGTUBZJOHJOTDIPPMJTGFBUVSFEJOUIFDPNJD-FWFM6Q BCPVU5FSSZ BCPZ
XIPJTDPOTJEFSJOHESPQQJOHPVUPGTDIPPM#FGPSFIFHFUTUIFDIBODFIFTBTLFE
UPTQFOETPNFUJNFXJUIIJTDPVTJO%BWF BTVDDFTTGVMWJEFPHBNFEFWFMPQFS
3BUIFSUIBOMFDUVSF5FSSZBCPVUTDIPPM IFDPNQBSFTJUUPDIBSBDUFSTUSFOHUITBOE
XFBLOFTTFTJOBWJEFPHBNF0ODFUIFJNQPSUBODFPGTDIPPMJTQVUJOUFSNTIFDBO
VOEFSTUBOE 5FSSZJTCFUUFSBCMFUPNBLFBEFDJTJPOBCPVUIJTGVUVSF
'VOEJOHGPSUIFDPNJDTIBTDPNFGSPNBXJEFWBSJFUZPGTPVSDFTJODMVEJOHUIF#$
.JOJTUSZPG)FBMUI UIF.JOJTUSZPG$IJMESFOBOE'BNJMZ%FWFMPQNFOU 7BODPVWFS
$PBTUBM)FBMUI"VUIPSJUZ 'JSTU/BUJPOTBOE*OVJU)FBMUI )FBMUI$BOBEB UIF
$BOBEJBO$PVODJMPO-FBSOJOH UIF0OUBSJP'FEFSBUJPOPG*OEJBO'SJFOETIJQ$FOUSFT 
BOEUIF7JDUPSJB'PVOEBUJPO
'PSGVSUIFSJOGPSNBUJPO QMFBTFHPUPIUUQXXXUIFIFBMUIZBCPSJHJOBMOFU
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The number of Aboriginal children in care could be higher than reported.

15

Permanent care means that government is the sole guardian of the child, and usually means the child will be in
government care until he/she turns 19 or is adopted.

There is considerable regional variation
in the percentage of Aboriginal children
in care. Aboriginal children constitute
a higher percentage of children in care
in the North than anywhere else in the
province. Figure 2.34 shows that in
2009, Northern Health Authority had the
highest percentage of Aboriginal children
in care (79 per cent), while Fraser Health
Authority had the lowest percentage (44
per cent).
Ministry of Children and Family
Development records show that the
proportion of children in care who are
Aboriginal has increased over time. In
1997, 31 per cent of children in care
were Aboriginal. By January 2009, the
percentage had risen to 52 per cent. The
reason for the increase is two-fold. From
1997 to 2009, the number of Aboriginal
children in care increased (from 2,901 to
4,647), and the number of non-Aboriginal
children in care decreased (from 6,309 to
4,313).14
The average age of Aboriginal children
in care is lower than non-Aboriginal
children (Child and Youth Ofﬁcer &
PHO, 2006), and one of the implications
is that Aboriginal children in permanent
care15 will likely be in care longer and
will constitute a higher percentage
of children in permanent care in the
future. Almost two-thirds (63 per cent)
of Aboriginal children in care are in
permanent care, compared to just over
half of non-Aboriginal children (53 per
cent).
The high rate of Aboriginal children in
care reﬂects the historical disadvantages
experienced by Aboriginal communities.
Residential schools caused generations
to grow up without opportunities
to develop parenting skills. Poverty,
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relative isolation, unemployment, and inadequate housing
all contribute to family disruption. When Aboriginal families
experience difﬁculties, they have not always been given the
resources and support they need to ensure that children
are raised in their home communities and culture. Federal
child welfare funding for children living on-reserve is based
on children coming into care, rather than on prevention and
support for children in the home.
In March 2001, Aboriginal leaders and government signed
an agreement that committed to reducing the number
of Aboriginal children and youth in care and to returning
Aboriginal children to their home communities. Though
progress has been made, as seen in the increase in the
number of Aboriginal children in care looked after by
delegated Aboriginal agencies, the total number of Aboriginal
children in care continues to grow. In March 2001, 493
children (12 per cent of Aboriginal children in care) were
cared for by delegated Aboriginal agencies. By April 2007,
this number had increased to 1,445 children (31 per cent of
Aboriginal children in care). Over this same period of time,
the total number of Aboriginal children in care increased from
4,051 to 4,725 (an increase of 17 per cent).
As reported in the 2006 Child and Youth Ofﬁcer and
Provincial Health Ofﬁcer joint report, Health and Well-Being
of Children in Care in British Columbia, Aboriginal children
in care were more likely to be diagnosed with a medical
condition than were children in the general population.
Compared to non-Aboriginal children and youth, Aboriginal
children in care were over 4 times more likely to experience
health problems during the perinatal period; over 1.5 times
more likely to be diagnosed with a congenital anomaly; 1.4
times more likely to suffer injuries and poisonings; almost 4
times more likely to be diagnosed with a mental disorder; and
over 5 times more likely to become pregnant in their youth.
Educational attainment has also been poorer for Aboriginal
children in care compared to the general population. Only
15.5 per cent of Aboriginal children in care graduate from high
school, compared to 24.4 per cent of non-Aboriginal children
in care. For Aboriginal children who are not in care the ﬁgure
is approximately 51 per cent, versus approximately 78 per
cent for the non-Aboriginal population not in care. Aboriginal
female students have a higher graduation rate compared



3/BUJWF7PJDF
*O UIF0LBOBHBO/BUJPO"MMJBODFEFWFMPQFE
BTFSJFTPGXPSLTIPQTGPS"CPSJHJOBMZPVUIUPUFBDIUIFN
BCPVUUIFJSDVMUVSFBOEDPOOFDUUIFNUPUIFJSDPNNVOJUJFT
"SFWJFXPGSFTFBSDIPO"CPSJHJOBMDIJMEXFMGBSFBOEZPVUI
NFOUBMIFBMUIIBETIPXOUIBULOPXMFEHFBOEQSJEFJO
POFTDVMUVSFBOEIFSJUBHFDBOSFEVDFUIFSJTLPGZPVUI
FOHBHJOHJOIJHISJTLCFIBWJPVST5IFQJMPUQSPKFDUJODMVEFE
QBSUJDJQBUJPOCZUIFTFWFOCBOETBOEUISFF'SJFOETIJQ$FOUSFT
JOUIF0LBOBHBO5FSSJUPSZ BOEXBTGVOEFECZUIF7JDUPSJB
'PVOEBUJPO"CPSJHJOBM5SVTU"EWJTPSZ
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CFUUFSMJGFDIPJDFT
*OUIF'BMMPG UIF0LBOBHBO/BUJPO"MMJBODFXPSLFEXJUI
UIFTFWFOCBOETBOEUISFF'SJFOETIJQ$FOUSFTUPNPCJMJ[FUIF
DPNNVOJUZ"OFXQSPHSBNDPPSEJOBUPSXBTIJSFEJO+BOVBSZ
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UP+VOFJOFJHIUTJUFT&WBMVBUJPOPGUIFXPSLTIPQT
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"MMJBODF  OE
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to male students (Representative for
Children and Youth & PHO, 2007).
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Educational difﬁculties begin much
earlier than graduation. Over half of the
children in care were not considered
to be “school ready” based on their
scores on the Early Development
Instrument (EDI), which is administered
in kindergarten. More than twice as many
children in care were not school ready
compared to the general population.
This trend of struggling in school
continues and is reﬂected in the grades
4 and 7 provincial FSA scores. Aboriginal
children in care fared worse than all
other students (Figures 2.35 and 2.36),
with only 33 to 51 per cent meeting or
exceeding standards in grade 4, and 30
to 46 per cent meeting or exceeding
standards in grade 7 (Representative for
Children and Youth & PHO, 2007).
The vulnerability of Aboriginal children
in care can also be seen in the number
of students with special needs. Within
the education system, approximately
64 per cent of Aboriginal children in
care were identiﬁed by the age of 16 as
having special needs. This compares to
58 per cent of non-Aboriginal children in
care, 27 per cent of Aboriginal students
not in care, and 11 per cent of the
non-Aboriginal population not in care
(Representative for Children and Youth &
PHO, 2007).
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"QSJM UP+BOVBSZ 
4PVSDF.JOJTUSZPG$IJMESFOBOE'BNJMZ%FWFMPQNFOU QSFQBSFECZUIF0öDFPGUIF1SPWJODJBM)FBMUI0öDFS
BOE$PSQPSBUF4VQQPSU 1MBOOJOHBOE-FHJTMBUJPO .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 

7JPMFODFBOE"CVTF
Research indicates that most Aboriginal
people will have ﬁrst-hand experience
with violence or abuse at some point in
their lives. One study in British Columbia
found that Aboriginal girls and women
are subject to more violent crimes,
much higher rates of sexual and physical
violence, and murder compared to the
non-Aboriginal population (Macdonald,
2005). Young Aboriginal girls also
tend to experience more sexual abuse
and physical assaults in their schools
and communities, compared to nonAboriginal girls (McCreary Centre
Society, 2005).

$SJNF
In BC, as in other Canadian provinces
and territories, Aboriginal people
are over-represented in the prison
system relative to their percentage of
the overall population. A 1999 study
showed that about 17 per cent of
those admitted to adult correctional
facilities in BC were Aboriginal, while the
provincial Aboriginal adult population
was approximately 3 per cent (Finn,
Trevethan, Carriere, & Kowalski, 1999).
In 2006/2007, the rate of Aboriginal
youth in custody was 17.7 per 10,000
population, versus a rate of 2.4 per
10,000 for non-Aboriginal youth.
Although the rate of Aboriginal youth
in custody has decreased signiﬁcantly
since 2000/2001, their representation is
still much higher than non-Aboriginal
youth. Aboriginal youth have rates of
institutionalization that are more than
4 to 8 times higher than non-Aboriginal
youth (Figure 2.37).
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.PWJOH6QTUSFBN"CPSJHJOBM.BSHJOBMJ[FEBOE4USFFU*OWPMWFE:PVUIJO#$
*O UIF.D$SFBSZ$FOUSF4PDJFUZDPOEVDUFEBIFBMUITVSWFZPGNBSHJOBMJ[FEBOETUSFFUJOWPMWFEZPVUIJOTJYDPNNVOJUJFTBDSPTT
#SJUJTI$PMVNCJB*O UIFTVSWFZXBTFYQBOEFEUPOJOFDPNNVOJUJFTBOEXBTDPNQMFUFECZZPVUICFUXFFOUIFBHFTPG
BOE5IFTVSWFZXBTBJNFEBUZPVUIXIPXFSFIPNFMFTT QBOIBOEMJOH JOWPMWFEJOUIFTFYUSBEF TFMMJOHPSVTJOHESVHT PSMJWJOHJO
VOTUBCMFIPVTJOH5IFSFTFBSDIGPVOEUIBUQFSDFOUPGUIPTFTVSWFZFETFMGJEFOUJmFEBT"CPSJHJOBM XIJDIXBTNVDIIJHIFSUIBOUIF
QFSDFOUPG"CPSJHJOBMZPVUIJOTDIPPMCBTFEPOEBUBGSPNUIF.JOJTUSZPG&EVDBUJPO*OUIFDPNNVOJUJFTUIBUQBSUJDJQBUFEJOCPUI
TVSWFZT ZPVUIJEFOUJGZJOHBT"CPSJHJOBMJODSFBTFEGSPNUPQFSDFOU
5IF.PWJOH6QTUSFBNSFQPSUXBTJOJUJBUFEUPEFMWFGVSUIFSJOUPUIFFYQFSJFODFTPGTUSFFUJOWPMWFE"CPSJHJOBMZPVUI BOETFFLGFFECBDL
GSPNDPNNVOJUZTUBLFIPMEFST5IFDPNNVOJUZGFFECBDLQSPWJEFEDVMUVSBMDPOUFYUUPJTTVFTGBDFECZ"CPSJHJOBMZPVUIBOEUIFJSGBNJMJFT
BOEFNQIBTJ[FEUIFJNQPSUBODFPGDVMUVSBMMZSFMFWBOUJOUFSWFOUJPOT
,FZ'JOEJOHT
t QFSDFOUPGQBSUJDJQBOUTIBEHPOFIVOHSZCFDBVTFUIFZPSUIFJSQBSFOUTEJEOPUIBWFNPOFZGPSGPPE
t 4USFFUJOWPMWFEZPVUIXFSFMJLFMZUPSFQPSUBGBNJMZIJTUPSZPGTVCTUBODFVTF BTXFMMBTVTJOHESVHTBOEBMDPIPMUIFNTFMWFT
t QFSDFOUPGQBSUJDJQBOUTSFQPSUFEIBWJOHXJUOFTTFEGBNJMZWJPMFODF BOEBMNPTUQFSDFOUIBECFFOQIZTJDBMMZBCVTFE.PSFUIBO
POFJOUISFFQBSUJDJQBOUTSFQPSUFEUIFZIBECFFOTFYVBMMZBCVTFE QFSDFOU 
t QFSDFOUPGNBMFTBOEQFSDFOUPGGFNBMFTIBEmSTUSVOBXBZGSPNIPNFBUBHFPSZPVOHFS BOEPOFJOUISFFIBECFFOLJDLFE
PVUCZBHF
t QFSDFOUPGUIPTFTVSWFZFEIBECFFOJOGPTUFSDBSF
t 'BSNPSF"CPSJHJOBMZPVUITVSWFZFEJEFOUJmFEBTCFJOHMFTCJBO HBZ PSCJTFYVBMUIBOEJE"CPSJHJOBMZPVUIJO#$TDIPPMTXIP
DPNQMFUFEBTJNJMBSTVSWFZJO
t QFSDFOUPGGFNBMFTBOEQFSDFOUPGNBMFTIBEBUUFNQUFETVJDJEFBUMFBTUPODFEVSJOHUIFQBTUZFBS
t QFSDFOUPGZPVUIXIPMJWFEJOTRVBUT BCBOEPOFECVJMEJOHT POUIFTUSFFU PSJOTIFMUFSTSFQPSUFEBUUFOEJOHTDIPPM0OFIBMGPGBMM
ZPVUITVSWFZFESFQPSUFEUIBUUIFZIBEBUMFBTUPOFQFUBOEUIPTFXIPIBEBQFUXFSFTJHOJmDBOUMZNPSFMJLFMZUPBUUFOETDIPPMUIBO
UIPTFXIPEJEOPU
3FDPNNFOEBUJPOTGSPN:PVUIBOE$PNNVOJUZ.FNCFST4VSWFZFE
t 4BGF BõPSEBCMFIPVTJOH
t &BSMZQSFWFOUJPOBOEJOUFSWFOUJPOQSPHSBNTUPQSPNPUFIFBMUIZGBNJMJFT
t *OUFSWFOUJPOTUPGPTUFSHSFBUFSDPOOFDUJPOTUPTDIPPM
t $VMUVSBMMZTQFDJmDQSPHSBNNJOHGPSTUSFFUJOWPMWFEZPVUI BOEUSBJOJOHJODVMUVSBMTBGFUZGPSQFPQMFXIPXPSLXJUIZPVUI
t 4FSWJDFTUPTVQQPSUMFTCJBO HBZ PSCJTFYVBMTUSFFUJOWPMWFEZPVUI
t "EEJUJPOBMTVQQPSUGPS"CPSJHJOBMZPVUIJOGPTUFSDBSF
t 0QQPSUVOJUJFTGPSZPVUIUPEFWFMPQTLJMMTUPUBLFPXOFSTIJQPWFSUIFJSMJWFT
t .PSFSFTFBSDIPOUIFJOnVFODFPGDVMUVSBMDPOOFDUFEOFTTPO"CPSJHJOBMZPVUIBOEDPNNVOJUJFT
4PVSDF.D$SFBSZ$FOUSF4PDJFUZ 
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SFTFBSDIUFBN XJUIHVJEBODFGSPNBO"CPSJHJOBMBEWJTPSZDPNNJUUFF
4QFDJmDIJHIMJHIUTJODMVEF
t *O QFSDFOUPG"CPSJHJOBMZPVUISBUFEUIFJSIFBMUIBTHPPEPSFYDFMMFOU DPNQBSFEUPQFSDFOUJOBOEQFSDFOUJO
5IFQFSDFOUBHFGPSOPO"CPSJHJOBMZPVUIXBTTMJHIUMZIJHIFSJO BUQFSDFOU
t .PTU"CPSJHJOBMZPVUIGFMUTUSPOHMZDPOOFDUFEUPGBNJMJFTBOETDIPPM
t "MNPTUUXPUIJSET QFSDFOU PG"CPSJHJOBMTUVEFOUTXBOUFEUPDPOUJOVFUIFJSFEVDBUJPOCFZPOEIJHITDIPPM DPNQBSFEUPQFSDFOU
PGOPO"CPSJHJOBMTUVEFOUT5IJTQFSDFOUBHFIBTSFNBJOFETUBCMFPWFSUIFQBTUEFDBEF QFSDFOUJO BOEQFSDFOUJO 
t 4NPLJOHIBTEFDSFBTFETJHOJmDBOUMZBNPOH"CPSJHJOBMTUVEFOUT
t "RVBSUFSPG"CPSJHJOBMZPVUI QFSDFOU XFSFFYQPTFEBMNPTUFWFSZEBZPSFWFSZEBZUPTFDPOEIBOETNPLF
t 'FXFS"CPSJHJOBMZPVUIESJOLBMDPIPM*O QFSDFOUPGZPVUITVSWFZFESFQPSUFEUIBUUIFZIBEUSJFEBMDPIPM DPNQBSFEUPQFS
DFOUJO BOEQFSDFOUJO
t 4FYVBMBDUJWJUZBNPOH"CPSJHJOBMTUVEFOUTIBTEFDMJOFEPWFSUIFMBTUEFDBEF GSPNQFSDFOUXIPSFQPSUFEIBWJOHTFYVBMJOUFSDPVSTF
JO UPQFSDFOUJO5IFSFXBTBMTPBEFDMJOFJOFBSMZTFYVBMBDUJWJUZ XJUIQFSDFOUPG"CPSJHJOBMTUVEFOUTSFQPSUJOHUIBU
UIFZIBETFYGPSUIFmSTUUJNFCFGPSFUIFBHFPG EPXOGSPNQFSDFOUJO
t 5IFQFSDFOUBHFPG"CPSJHJOBMZPVUIXIPUIJOLBCPVUPSBUUFNQUTVJDJEFIBTOPUJNQSPWFETJHOJmDBOUMZJOUIFQBTUEFDBEF*O 
QFSDFOUPG"CPSJHJOBMZPVUITFSJPVTMZDPOTJEFSFETVJDJEF UIFTBNFQFSDFOUBHFBTJO
t 5XFMWFQFSDFOUPG"CPSJHJOBMZPVUIBUUFNQUFETVJDJEFJO DPNQBSFEUPQFSDFOUPGOPO"CPSJHJOBMZPVUI5XFOUZTJYQFSDFOUPG
"CPSJHJOBMTUVEFOUTIBEBGBNJMZNFNCFSBUUFNQUTVJDJEF DPNQBSFEUPQFSDFOUPGOPO"CPSJHJOBMZPVUI
t 5IFQFSDFOUBHFPG"CPSJHJOBMZPVUIXIPSFQPSUFECFJOHQIZTJDBMMZPSTFYVBMMZBCVTFEIBTEFDMJOFEIPXFWFS UIFSFBSFTUJMMUPPNBOZ
XIPFYQFSJFODFJU QBSUJDVMBSMZHJSMT
t *OUFSOFUTBGFUZJTBDPODFSO QBSUJDVMBSMZBNPOHHJSMT*O QFSDFOUPG"CPSJHJOBMTUVEFOUTIBEDPOUBDUXJUIBTUSBOHFSPOUIF
*OUFSOFUUIBUNBEFUIFNGFFMVOTBGF DPNQBSFEUPQFSDFOUPGOPO"CPSJHJOBMTUVEFOUT "CPSJHJOBMHJSMTXFSFUJNFTNPSFMJLFMZ
UIBOCPZTUPIBWFUIJTIBQQFO QFSDFOUWFSTVTQFSDFOU 
t .BSJKVBOBVTFBNPOH"CPSJHJOBMTUVEFOUTIBTJODSFBTFEPWFSUIFQBTUEFDBEFBOEUIFNBKPSJUZPG"CPSJHJOBMZPVUIXIPUSJFENBSJKVBOB
GPSUIFmSTUUJNFXFSFZFBSTPMEPSZPVOHFS
'PSNPSFJOGPSNBUJPOWJTJUUIF.D$SFBSZ$FOUSF4PDJFUZTXFCTJUFBUIUUQXXXNDTCDDBQEG3BWFOTDIJMESFO@XFCQEG
4PVSDF.D$SFBSZ$FOUSF4PDJFUZ 
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BDBEFNJDBMMZBOETPDJBMMZ:PVOH8PMWFT-PEHF BQSPHSBNGPSUPZFBSPME/BUJWFGFNBMFTUPIFMQUIFNMFBWFUIFTUSFFUT XPSL
UPXBSETCFDPNJOHGSFFPGTVCTUBODFBCVTF BOESFVOJUFXJUIUIFJSDIJMESFO"CPSJHJOBM:PVUI'JSTU4QPSUT3FDSFBUJPO1SPHSBN 
XIJDIGPDVTFTPOIFBMUIZQIZTJDBMBDUJWJUZ JOUFSQFSTPOBMTLJMMT BOEFBUJOHBOE.FEJBUJPOBOE.FOUBM)FBMUI1SPHSBNT XIJDIUFBDI
ZPVUITLJMMTUIBUXJMMIFMQUIFNUPQPTJUJWFMZBEESFTTDPNNVOJDBUJPOBOETUSFTTGVMJTTVFTJOUIFJSMJWFT
4PVSDF-(SBZ QFSTPOBMDPNNVOJDBUJPO "VHVTU 

"1FSTPOBM+PVSOFZ:PVOH8PMWFT-PEHF
5XFOUZZFBSPME+VMJF FOUFSFE:PVOH8PMWFT-PEHFGPSBGPVSNPOUITUBZXJUIPOFHPBMJONJOE UPHFUIFSTFMGCFUUFSTPUIBUTIF
DPVMETFFIFSZPVOHDIJMEPOBSFHVMBSCBTJT+VMJFIBECFFOJOUIFDBSFPGUIF.JOJTUSZPG$IJMESFOBOE'BNJMZ%FWFMPQNFOUGSPNUIF
BHFPGNPOUITVOUJMTIFXBT4IFIBEHPOFUISPVHIBTNBOZBTEJõFSFOUGPTUFSIPNFTBOECFDBNFQSFHOBOUXJUIIFSDIJME
BUBHF)FSBEEJDUJPOCFHBOBUUIFBHFPGBOETIFXBTPOUPIBSEFSESVHTCZBHF)FSBEEJDUJPOFTDBMBUFEXIFOTIFSFDFJWFE
USBHJDOFXTBCPVUPOFPGIFSQBSFOUT5IJTEPXOXBSETQJSBMFWFOUVBMMZMFEIFSPOUPUIFTUSFFUTTIFMFGUIFSDIJMEXJUIIJTCJPMPHJDBM
GBUIFS4IFTVõFSFEQIZTJDBMBOENFOUBMBCVTFGSPNBWBSJFUZPGQBSUOFST BOETVõFSFEBUPUBMCSFBLEPXOCFGPSFFOUFSJOH:PVOH
8PMWFT-PEHF"UUIJTQPJOUTIFSFBMJ[FEUIBUJGTIFEJEOUNBLFCFUUFSDIPJDFT BOEDIBOHFIFSMJGF TIFXPVMEEJF
8IJMFBU:PVOH8PMWFT-PEHF +VMJFCFHBOUPDPNFUPUFSNTXJUIIFSQBTU MPXTFMGFTUFFNBOEQFSTPOBMJNBHFBOESFBMJ[FEUIBU
TIFXBTKVTUBUUIFCFHJOOJOHPGIFSSFDPWFSZ#FGPSFHSBEVBUJOHGSPNUIF-PEHF TIFCFDBNFBWPJDFGPSZPVUIUISPVHIPVUUIF
DPNNVOJUZBOECMPTTPNFEJOUPUIFXPNBOUIBUXBTBMXBZTUIFSF CVUIJEEFO"QBTUHSBEVBUFPGUIF-PEHFFODPVSBHFEIFSUP
BUUFOEUIFSFDPWFSZQSPHSBN BOETIFSFDPHOJ[FEUIFJNQPSUBODFPGTIBSJOHIFSTUPSZTPUIBUPUIFSTDPVMECFOFmUGSPNUIFQSPHSBN
4IFTUBUFEUIBUUIF:PVOH8PMWFT-PEHFTUBõTBWFEIFSMJGFBOEXFSFHJWJOHIFSBOPUIFSDIBODFUPCFXJUIIFSDIJME4IFSFBMJ[FTUIBU
TIFJTOPUDVSFE CVUUIBUTIFJTPOBMPOHKPVSOFZUPSFDPWFSZ4IFCFHBOMPPLJOHJOUPUSFBUNFOUQSPHSBNTUIBUTIFDPVMEDPOUJOVF
XJUIPODFTIFMFGU:PVOH8PMWFT-PEHF TPNFUIJOHTIFXBTBHBJOTUJOIFSmSTUDPVQMFPGNPOUITPGSFDPWFSZ4IFXFOUPOUPFOUFSB
XFFLUSFBUNFOUQSPHSBNBOETFUBPOFZFBSHPBMUPXPSLIFSXBZUPSFVOJUFXJUIIFSDIJMEBOEDPOUJOVFIFSMJGFPOUIF3FE3PBE
/BNFIBTCFFODIBOHFEUPQSPWJEFBOPOZNJUZ
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• For many years, research has supported the inﬂuence
of socio-economic factors on health. Community
identity, employment, income, education, and other
societal factors all inﬂuence and determine the health of
individuals.
• Approximately 5 per cent of the total BC population are
Aboriginal. The Aboriginal population is evenly distributed
between Northern, Interior, Vancouver Island, and Fraser
Health Authorities at 24.5, 22.9, 20.7, and 19.4 per cent
respectively. Vancouver Coastal Health Authority has the
lowest percentage of the Aboriginal population at 12.5 per
cent.
• In 1990, the United Nations Development Programme
developed the Human Development Index (HDI),
which measures a country’s three dimensions of human
development: life expectancy, education, and income.
The HDI provides an outlook on the complex relationship
between the health and socio-economic conditions of
individuals in a country.
• During the 1990s, the Strategic Research and Analysis
Directorate, Indian and Northern Affairs Canada, took
the HDI one step further and developed the Community
Well-Being Index (CWB) as a measure of the well-being of
communities across Canada. The methodology used in the
CWB index is based on the HDI, although CWB uses four
indicators: education, labour force, income, and housing.
• In 2001, only two First Nations communities ranked
among the top 50 communities in BC on the CWB index,
while all of the bottom 50 communities in BC were First
Nations.
• Research in BC clearly shows that there are unnecessary
structural barriers to on-reserve economic development.
• Based on 2006 Census data, the unemployment rate for
the Aboriginal population was approximately 13.7 per
cent, compared to 4.7 per cent for the rest of the BC
population.
• The Aboriginal population is often employed in lowerpaying or more hazardous jobs, typically in primary
industries (men) or the service industry (women).


• Based on 2006 Census data, nearly 62 per cent of the
Aboriginal population in BC (15 year of age and older)
earned less than $20,000 per year, compared to 44.4 per
cent of the non-Aboriginal population.
• Research has shown that the health status of individuals
is closely associated with their level of education,
income, and employment. Education is perhaps the most
important of the indicators, since it is a determinant of
an individual’s future employment and income. This is
why the lower graduation rate and lower level of postsecondary participation of the Aboriginal population are
major concerns.
• Recent research in BC has shown that given a supportive
school environment, Aboriginal students perform as well
as their non-Aboriginal peers.
• In 2005/2006, Aboriginal students had a ﬁrst-time
graduation rate of 50.9 per cent, compared to 78.4
per cent for non-Aboriginal students. In 2005/2006,
approximately 88 per cent of Aboriginal students who
were eligible to graduate completed high school,
compared to 74.2 per cent in 1994/1995. For nonAboriginal students, the rate increased from 90.2 per cent
in 1994/1995 to 94.6 per cent in 2005/2006.
• A disproportionate number of Aboriginal children and
youth are in government care. The records of the Ministry
of Children and Family Development show that in January
2009, there were 8,960 children in the care of child welfare
authorities. Over half of these children (4,647) were
Aboriginal.
• Research indicates that most Aboriginal people will have
ﬁrst-hand experience with violence or abuse at some point
in their lives. One study in British Columbia found that
Aboriginal girls and women are subject to more violent
crimes, much higher rates of sexual and physical violence,
and murder compared to the non-Aboriginal population.
• In BC, as in other Canadian provinces and territories,
Aboriginal people are over-represented in the prison
system relative to their percentage of the overall
population. A 1999 study showed that about 17 per cent
of those admitted to adult correctional facilities in BC
were Aboriginal, while the provincial Aboriginal adult
population was approximately 3 per cent.
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• In 2006/2007, the rate of Aboriginal youth in custody was
17.7 per 10,000 population, versus a rate of 2.4 per 10,000
for non-Aboriginal youth.

Governments and communities can:

8IBU"DUJPOT$BO8F5BLF

• Facilitate the removal of structural impediments to
economic development in First Nations communities.

Individuals and families can:
• Actively oppose racism.
• Find out more about self-governance and other selfdetermination issues.
Aboriginal communities and organizations can:
• Work together to overcome the disadvantages of small
community size; for example, they can form institutional
cooperatives to achieve economies of scale.
Employers can:
• Examine hiring practices to ensure equality of
opportunity.

• Continue to honour and support principles in the First
Nations Health Plan.

• Set clear, measurable goals for employment, income,
and education levels of Aboriginal people equal to those
within the general population, along with methods for
public reporting of results.
• Support efforts by Aboriginal people to achieve selfdetermination and a collective sense of control over their
futures, in both on- and off-reserve communities.
• Invest in adult education opportunities, skills upgrading,
training, job preparation, ﬁnancial assistance for ﬁnding
work and work clothing, child care, and stable, affordable
housing.

Schools can:

• Ensure that effective, culturally appropriate programs are
in place to support those who have suffered abuse.

• Provide strategies that will incorporate the factors that
are linked to success in school. These factors ﬁt into six
categories: Leadership, school climate, staff, funding and
resources, community, and programs.

• Encourage participatory research to gain a more clear
understanding of the relationship between socioeconomic conditions and the health of Aboriginal
communities.
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The health of infants and children has been internationally
accepted as an indicator of the health and well-being of a
population. Trends in indicators such as infant mortality,
neonatal mortality, post-neonatal mortality, prematurity,
and low birth weight births provide an understanding of
how healthy the infants are in a population and what needs
to change to improve their health. For many years, the
Aboriginal population has experienced signiﬁcantly higher
infant mortality, neonatal mortality, post-neonatal mortality,
and low birth weight births, compared to the rest of the BC
population. This chapter will provide information on these
and other indicators directly related to the health of infants
and children for the Aboriginal population and other residents
of the province.1
Although there is considerable interest in the health status
of all Aboriginal peoples (including Métis, non-Status, and
Inuit), in most cases, relevant data are only available for Status
Indians. Information to identify Status Indian data in this
chapter was obtained from the British Columbia Vital Statistics
Agency and First Nations and Inuit Health, Health Canada. A
comparison between the Status Indian population and other
residents is provided for all health conditions discussed.
For those health indicators with a large gap between the

two populations, more detailed regional analysis is also
provided in the appendices. Data from the British Columbia
Vital Statistics Agency, the Medical Services Plan, and the
BC Perinatal Database Registry2 were also linked to provide
analysis and better understanding of factors that affect the
health of Status Indian infants in British Columbia. For more
detailed data tables and additional regional data please refer
to the website of the Ofﬁce of the Provincial Health Ofﬁcer at
http://www.hls.gov.bc.ca/pho.

)JHIMJHIUT
• For many years, the Aboriginal population has
experienced signiﬁcantly higher infant mortality, neonatal
mortality, post-neonatal mortality, and low birth weight
births, compared to the rest of the BC population.
• From 1998–2004, twice as many Status Indians mothers
had inadequate prenatal care compared to other resident
mothers. For the same time period, infant mortality was
signiﬁcantly higher for both Status Indian and other
resident mothers who had inadequate prenatal care,
compared to those mothers who had adequate or more
than adequate care.

1

The terms used to describe the Aboriginal population in this chapter will vary according to the data and the sources used. For consistency, material presented from a published study
quote the exact terms and deﬁnitions used in that study.

2

Data were available for linkage for the time period 1998–2004, yielding 16,180 Status Indian live births among a provincial total of 286,040 live births. These data were used for
analysis of the Status Indian and other resident populations. The factors assessed included maternal age, preterm births, low and high birth weights, place of residence, substance
use during pregnancy, pre-pregnancy body mass index, and prenatal care.
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• Research has widely recognized the association between
poor socio-economic status and poor health. For infants
and children, poor health is generally a result of parents’
low income and low levels of education. Several studies
have shown a strong link between a mother’s income and
education and her infant’s health.
• A long history of colonization, systemic discrimination,
and experiences such as residential schools have led to
adverse health effects on Aboriginal families and their
children. The results of these experiences are the root of
inequities in infant health for Aboriginal peoples.

• Infant deaths are caused by many conditions, including
perinatal conditions, congenital anomalies, sudden
infant death syndrome (SIDS), respiratory diseases, and
infectious diseases, as well as other natural and external
causes.
• From 1998–2004, Status Indian mothers who lived offreserve had a signiﬁcantly higher infant mortality rate
than those who lived on-reserve (10.4 per 1,000 live births
versus 6.5 per 1,000 live births respectively).
• From 1998–2004, Status Indian mothers had a higher
percentage of substance use during pregnancy than other
residents. Infant mortality rates were higher for Status
Indian mothers who indicated smoking, alcohol, or drug
use during pregnancy, compared to those mothers with
no reported substance use.

*OEJHFOPVT'BUIFST1SPKFDU
+FTTJDB#BMM BQSPGFTTPSXJUIUIF6OJWFSTJUZPG7JDUPSJB4DIPPMPG$IJMEBOE:PVUI$BSF JTUIFmSTUJO/PSUI"NFSJDBUPTUVEZ"CPSJHJOBM
GBUIFST)FS*OEJHFOPVT'BUIFST1SPKFDUDPOEVDUFEJOUFSWJFXTXJUINFOPGBMMBHFTBOECBDLHSPVOET GSPNTPMFQBSFOUTUPNFOXIP
IBEOFWFSNFUUIFJSDIJMESFO#BMMTPVHIUUPUBQJOUPUIFTUSFOHUITBOESFTPVSDFT"CPSJHJOBMNFODBOPõFSUIFJSDIJMESFOBOEFBDIPUIFS
EFTQJUFUIFEFDJNBUJPOPGUIFJSDPNNVOJUJFT SFMPDBUJPO SFTJEFOUJBMTDIPPMT GPTUFSDBSF SBDJTN DVMUVSBMMPTTFT BOEUIFHFOFSBMFYDMVTJPO
PGGBUIFST
'FXPGUIFNFOTUVEJFEIBEBõFDUJPOBUFBOEBWBJMBCMFGBUIFST5IFZGSFRVFOUMZGFMUMJLFPVUTJEFSTJOUIFMJWFTPGUIFJSPXODIJMESFO CVUBSF
XPSLJOHUPPWFSDPNFUIJTJTTVF"CPSJHJOBMNFOIBWFIJHIFSMFWFMTPGQPWFSUZ JMMOFTT JOKVSZ BOEFBSMZEFBUIDPNQBSFEUPOPO"CPSJHJOBMT 
DPVQMFEXJUIUIFMPXFTUTUBOEBSEPGIPVTJOH5IFSFTJEFOUJBMTDIPPMFYQFSJFODFIBTCFFOBNBKPSGBDUPSGPSFWFSZPOFPGUIFNFOJOUIF
TUVEZ"CPSJHJOBMNFOTTFOTFPGUIFNTFMWFTJTTUJMMBõFDUFECZUIFMPTTPGUIFJSUSBEJUJPOBMSPMFMJWJOHPõUIFMBOE BOECZIJTUPSZCPPLTUIBU
UBVHIUUIFZXFSFiQSJNJUJWFBOETBWBHFBOEMB[ZBOEESVOL wTBZT3PO(FPSHF "CPSJHJOBM"EWJTPSUPUIFQSPKFDU'BUIFSTIBWFUPXPSLIBSE
BUIFBMJOH CVUBMTPBUMFBSOJOHBCPVUDIJMESFOTOFFETBOEGFFMJOHTBOEIPXUPDBSFGPSUIFNi&WFSZCPEZBHSFFT JUTOPUPVSGBVMU#VUXF
TUJMMIBWFUPEPUIFXPSL*UTBDSVFMJSPOZw
#BTFEPOIFSSFTFBSDI #BMMIBTDSFBUFEBIPXUPCPPLMFU %7% BOEQPTUFS5IFWJEFP 'BUIFSIPPE*OEJHFOPVT.FOT+PVSOFZT GFBUVSFT
JOUFSWJFXTXJUITJY'JSTU/BUJPOTGBUIFSTUFMMJOHXIBUJUIBTCFFOMJLFGPSUIFNUPCFDPNFGBUIFSTBOEUPHSPXJOUPUIFSPMFPGEBE5IFTF
NFOIPQFUIBUPUIFSGBUIFSTXJMMCFFODPVSBHFECZUIFJSTUPSJFT5IFWJEFPDPNFTXJUIBTDSFFOJOHHVJEFUPTVQQPSUJUTVTFBTBUPPMGPS
XPSLTIPQTBOEDPVSTFTJOGBNJMZIFBMUI FBSMZDIJMEIPPEFEVDBUJPO TPDJBMTFSWJDFT BOEZPVUIDBSF
5IF%7%TBSFBWBJMBCMFGSPN+FTTJDB#BMMBUKCBMM!VWJDDBPSCZQIPOF
4PVSDF%FEZOB 
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Pregnancy rates have a major impact
on the demographic characteristics of
a population. Research and analysis of
pregnancy trends and patterns can assist
in tracking the level of reproductive
health, as well as assessing needs for
services that contribute to reproductive
and child health.
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/PUF3BUFTBSFUIFTVNPGMJWFCJSUIT TUJMMCJSUIT NJTDBSSJBHFT BOEBCPSUJPOTJOFBDImTDBMZFBS EJWJEFECZUIF
QPQVMBUJPOPGXPNFOBHFoZFBST NVMUJQMJFECZ
4PVSDF%JTDIBSHF"CTUSBDU%BUBCBTF )*.# )FBMUI4ZTUFN1MBOOJOH%JWJTJPO .JOJTUSZPG)FBMUI4FSWJDFT
#$7JUBM4UBUJTUJDT"HFODZ QSFQBSFECZ)FBMUI4FDUPS*.*5%JWJTJPO .JOJTUSZPG)FBMUI4FSWJDFT BOE
1PQVMBUJPO)FBMUI4VSWFJMMBODFBOE&QJEFNJPMPHZ .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 

Factors affecting the health of infants
occur through the pre-conception
phase, pregnancy, and delivery, to the
end of the ﬁrst year of life. Having a
healthy mother with good prenatal care
contributes to a healthy start for the
infant and reduces the risk of illness
and possible death. Indicators such as
teen pregnancy, preterm birth, and birth
weight rates can provide information on
the health and wellness of infants, and
can suggest ways to improve their health
and well-being in the future.
As shown in Figure 3.1, from 1992/1993
to 2006/2007, the pregnancy rate for
Status Indian women has been higher
than the rate for other BC women. In
2006/2007, the pregnancy rate for Status
Indian women age 15–44 was 9.0 per
100, compared to 6.3 per 100 for other
BC women. Since 1992/1993, there has
been a decrease in the pregnancy rate
for both populations; however, the rate
of decrease for Status Indian women is
more signiﬁcant.
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Teen pregnancy refers to mothers who
give birth at less than 20 years of age.
Teen pregnancies can adversely affect
the health and well-being of the mother
and child, and may lead to health issues
later on in life. Although the teen
pregnancy rate decreased signiﬁcantly
for both populations from 1992/1993
to 2006/2007, the Status Indian rate
remained nearly 4 times higher than
the rate for other residents (5.8 per 100
                                          
versus 1.6 per 100 respectively) (Figure
                                                                                                        
                                                                                     
3.2).
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Data for 2006/2007 show that Status
Indians had signiﬁcantly higher teen
pregnancy rates than other residents in
all health authorities.

5PUBM'FSUJMJUZ3BUFT
From 1992/1993 to 2006/2007, there
has been a decline in the total fertility
rates for both Status Indian and other
BC women; however, the rate for Status
Indian women has remained higher
than the rate for other BC women. In
2006/2007, the total fertility rate was
1,790.1 per 1,000 for Status Indian
women, versus 1,386.5 per 1,000 for
other BC women (Figure 3.3).
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$JSDMFPG-JGF1SPHSBN
5IF$JSDMFPG-JGF1SPHSBNJTBOJOJUJBUJWFPGUIF5ISFF$PSOFST)FBMUI4FSWJDFT4PDJFUZ
DPOTJTUJOHPGUIF$BOPF$SFFL 4PEB$SFFL BOE8JMMJBNT-BLF'JSTU/BUJPOT UPBTTJTU
XPNFOPGDIJMECFBSJOHZFBSTXIPBSFVTJOHBMDPIPMBOEPSESVHTPSXIPNBZCFBõFDUFE
CZGFUBMBMDPIPMTQFDUSVNEJTPSEFS '"4% 5IFQSPHSBNBMTPBJNTUPSFEVDFUIFJODJEFODFPG
'"4%JOUIFDPNNVOJUJFT
5IFQSPHSBNVTFTBCMFOEPGUSBEJUJPOBMBOEDPOUFNQPSBSZBQQSPBDIFTUPTVQQPSUBOE
FNQPXFSXPNFO5SBEJUJPOBMCFMJFGT WBMVFT BOEDIJMESFBSJOHQSBDUJDFTBSFUBVHIU BOE
DVMUVSBMBOETQJSJUVBMBXBSFOFTTBSFFNQIBTJ[FE1FFSNFOUPSTXPSLXJUIDBTFMPBETPGVQ
UPGBNJMJFT XPSLJOHXJUIQBSUJDJQBOUTBOEUIFJSTVQQPSUOFUXPSLUPJEFOUJGZHPBMTBOE
EFWFMPQBTFSWJDFQMBO5IFNFOUPSTDPOOFDUQBSUJDJQBOUTXJUITFSWJDFTJOUIFDPNNVOJUZ
BOEBTTJTUUIFNUPSFTPMWFCBSSJFST
&MJHJCJMJUZDSJUFSJBGPSUIFQSPHSBNJODMVEFXPNFOXIPBSFJOUIFJSDIJMECFBSJOHZFBST BSF
QSFHOBOUPSIBWFSFDFOUMZHJWFOCJSUI BSFOPUDPOOFDUFEUPDPNNVOJUZTFSWJDFT IBWF
GBNJMZXIPNBZCFBõFDUFECZ'"4% BSFDVSSFOUMZVTJOHBMDPIPMESVHT BOEPSIBWF
QSFWJPVTMZIBEBDIJMEXIJMFVTJOHBMDPIPMESVHT
.PSFJOGPSNBUJPOPOUIF$JSDMFPG-JGF1SPHSBNDBOCFGPVOEBU
IUUQXXXUISFFDPSOFSTIFBMUIPSHJOEFYQIQ QBHFQSPHSBNEFUBJMT*%
4PVSDFT.D$VMMPVHI . QFSTPOBMDPNNVOJDBUJPO .BSDI 5ISFF$PSOFST)FBMUI
4FSWJDFT4PDJFUZ OE

.PUIFST1MBDFPG3FTJEFODF
Aboriginal people in BC live in many
different parts of the province and are
very mobile. According to the 2006
Census, 74 per cent of Aboriginal people
in BC live off-reserve (data provided by
BC Stats). Reserves around the province
are located both in urban centres and
in remote parts of the province. Living
conditions and access to health care
services vary from one area to another.
The differences in living conditions
and health care access for women who
live on- and off-reserve can affect infant
health. For live births analyzed in this
section, the reserve status was known for
16,180 mothers, of whom 4,152 (or 26
per cent) were on-reserve and 12,028 (or
74 per cent) were off-reserve.

4PDJP&DPOPNJD$POEJUJPOTBOEUIF
)FBMUIPG*OGBOUTBOE.PUIFST
Research has widely recognized the
association between poor socioeconomic status and poor health. For
infants and children, poor health is
correlated with parents’ low income and
low levels of education.
A recent study of infant mortality among
First Nations in BC showed that First
Nations mothers, particularly in urban
areas, were more likely to live in poor
neighbourhoods, be teenage mothers,
and live more than 50 km from the
nearest hospital (Figure 3.4). The study
further showed that First Nations infants
were much more likely to experience
deaths likely due to preventable causes
such as sudden infant death syndrome
(SIDS), infections, and other external
causes compared to non-First Nations
infants. In fact, SIDS accounted for
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Although the study looked at the
population in both rural and urban
areas, the disparities in birth outcome
were more pronounced in urban areas
of the province. The disparities were
particularly apparent in preterm and
small for gestational age (SGA) births,
and post-neonatal deaths.
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approximately 59 per cent of postneonatal deaths and one-third of overall
infant deaths among the BC First Nations
population (Luo, Kierans, Wilkins, Liston,
Uh, et al., 2004).

Another similar study in BC examined
the risks of adverse birth outcomes
by neighbourhood income. The study
showed that from 1985 to 2000, mothers
in the poorest neighbourhood income
group in BC experienced higher preterm
births, SGA births, neonatal deaths, and
post-neonatal deaths than mothers in
the richest neighbourhoods (Figure
3.5). This was particularly signiﬁcant for
SGA and preterm births (Figure 3.6).
Both SGA and preterm births have been
associated with many adverse, long-term
health effects beyond infancy. Possible
explanations for the higher rates are that
mothers in poor neighbourhoods are
more stressed during pregnancy, lack
good nutrition, and are less effective in
their use of health care resources (Luo,
Kierans, Wilkins, Liston, Mohamed, et al.,
2004).
A recent study in Quebec showed that
babies from poor families were perceived
to be in less than good health (the
study included a survey of mothers on
the health of their newborns) and were
admitted to hospital for a variety of
illnesses far more than families whose
income was above the low-income
threshold. The study recommended
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preventing premature and low birth weight births, and
monitoring the health of children in disadvantaged families
with low income and low levels of education (Séguin, Xu,
Potvin, Zunzunegui, & Frohlich, 2003).
Another study in Quebec showed the relationship between
birth outcomes and socio-economic status. In their
study, White and Wilkins (2006) showed that mothers in
lower income neighbourhoods were much more likely to
experience premature births, SGA births, stillbirths, neonatal
deaths, and post-neonatal deaths. The mother’s level of
education was also shown to have an impact on the health
of newborns. Mothers who did not complete high school
were signiﬁcantly more likely to have babies who were small
for gestational age or to experience post-neonatal deaths.
The study concluded that women in poorer neighbourhoods
and with a lower socio-economic status may beneﬁt from
initiatives and programs that would help to reduce postneonatal deaths, such as initiatives to improve knowledge of
SIDS prevention.

'JHVSF

A long history of colonization, systemic discrimination, and
experiences such as residential schools have led to adverse
health effects on Aboriginal families and their children
(Freemantle et al., 2006).
The physical, emotional,
and sexual abuse in
&YQFSJFODFTPGDPMPOJ[BUJPOBSF
residential schools
BUUIFSPPUPGJOFRVJUJFTJOJOGBOU
caused many Aboriginal
IFBMUIGPS"CPSJHJOBMQFPQMFT
children to lose their
4NJUI 7BSDPF &EXBSET  
sense of identity and
self-esteem and be
specially vulnerable to
addiction and violence. The residential school experience
also speciﬁcally disrupted family relationships and methods
of traditional teaching. Parenting skills for many Aboriginal
people were compromised and were not passed on to future
generations. The disruption in family relationships and
methods of traditional teaching continues today for many of
the Aboriginal children who are in foster care.
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Pregnancy and birth at the extremes of
the childbearing years—under 15 or over
44 years of age—can compromise the
health of mothers and their infants. For
the time period 1998–2004, the highest
proportion of births for Status Indian
women was in the 20–24 age group,
followed by ages 25–29 (Figure 3.7). For
other residents, the highest proportion
of births was in the 30–34 age group.
Factors such as post-secondary education
and career responsibilities can contribute
to women having babies at older ages.
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Being underweight or overweight during
pregnancy can inﬂuence conditions such
as low birth weight births and gestational
diabetes (Brennand et al., 2005; Yekta,
Ayatollahi, Porali, & Farzin, 2006). A
pre-pregnancy body mass index (BMI)
was calculated for mothers 20 years of
age and older using height and weight
recorded in the BC Perinatal Database
Registry.3 As shown in Figure 3.8, Status
Indians and other residents had different
BMI proﬁles for the period 1998–2004.
Over half of Status Indian women onreserve (53.2 per cent) and nearly half
of Status Indian women off-reserve
(45.9 per cent) had an overweight prepregnancy BMI. The majority of other
residents had a normal pre-pregnancy
BMI (63.6 per cent).
For the period 1998–2004, preterm
births were not signiﬁcantly associated
with pre-pregnancy BMI for Status
Indians. Figure 3.9 illustrates that the
rate of preterm births was higher for
mothers who had an underweight prepregnancy BMI for both Status Indians
and other residents, compared to other
BMI categories.
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If “pre-pregnancy weight” was not recorded, a weight
recorded in the ﬁrst trimester was used. BMI = (weight
in kilograms)/(height in metres2). For adults, a BMI
under 18.5 is classiﬁed as “underweight”; 18.5 to < 25
is classiﬁed as “normal weight”; 25 to 30 is classiﬁed as
“overweight”; and 30+ is classiﬁed as “obese”. For this
analysis, all women with a BMI of 25 and above were
classiﬁed as “overweight”.
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For the period 1998–2004, low birth
weight births were least common in
overweight Status Indian mothers. As
expected, the highest rate of low birth
weights were seen for mothers who
were underweight in both populations,
although the rate for Status Indian
mothers was signiﬁcantly higher (Figure
3.10).
Figure 3.11 shows that high birth
weight births were more common in
every weight category for Status Indian
mothers compared to other residents.
Moreover, the rates of high birth weight
births for overweight Status Indian
mothers were signiﬁcantly higher than
the rate for normal weight Status Indian
mothers.
Aboriginal practices that encouraged
a healthy weight before and during
pregnancy have been affected by
colonization. Many Aboriginal groups
believed that physical work and exercise
in moderation were a healthy practice
during pregnancy and helped to provide
the strength required during childbirth
(Sokoloski, 1995; Vallianatos et al., 2008).
A well-balanced diet with moderate
portions was also practiced by women
in many Canadian Aboriginal groups
to help maintain a healthy pregnancy
and prevent big babies, who were more
difﬁcult to deliver (Vallianatos et al.,
2008). Teachings around diet before and
during pregnancy have been affected
by the loss of traditional food sources
and traditional knowledge. Health
and nutrition education incorporating
biomedical and traditional knowledge
have been suggested by some Aboriginal
groups for inclusion in the school
curriculum to educate youth long
before they become parents (Smith,
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Edwards, Varcoe, Martens, & Davies,
2006). Educating BC’s Aboriginal youth
on practices for healthy body weight,
and incorporating traditional teaching
methods, may be the most sustainable
means of promoting healthy weight
before and during pregnancy.
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Several studies have revealed an
association between lack of prenatal
care4 and infant mortality (Heaman,
Gupton, & Moffat, 2005). Globally,
indigenous women suffer from a
lack of prenatal care, as well as poor
pregnancy outcomes. Delayed initiation
and infrequent use of prenatal care can
develop from different perceptions of
pregnancy and from barriers to accessing
prenatal care (Smith et al., 2006).
For the period 1998–2004, signiﬁcantly
more Status Indian mothers initiated
prenatal care after the ﬁrst trimester,
than did other residents (Figure 3.12).
Only 39.2 per cent of on-reserve and 47.5
per cent of off-reserve mothers initiated
prenatal care in the ﬁrst trimester,
compared to 62.2 per cent of other
residents (all differences were statistically
signiﬁcant). A study in Manitoba had
similar ﬁndings, where almost twice
as many Aboriginal women initiated
prenatal care after the ﬁrst trimester
compared to non-Aboriginal women
(Heaman et al., 2005).

4

/PUF"EFRVBDZPGDBSFJTBNFBTVSFNFOUCBTFEPOUIFOVNCFSPGQSFOBUBMWJTJUTBXPNBOSFDFJWFEPOMZ
GVMMUFSNCBCJFTXFSFJODMVEFEJOUIJTNFBTVSF%BUBPOBEFRVBDZPGDBSFXFSFOPUBWBJMBCMFGPSBMMDBTFT
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Prenatal care is deﬁned as care provided by a physician
or midwife and billed to BC Medical Services Plan. For
this analysis only, a required assumption was that term
births would be considered a full-term pregnancy, in
order to calculate trimester of prenatal care contact and
adequacy of prenatal care.
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In addition to examining when care was initiated, the
frequency of prenatal care was also explored. “Inadequate
prenatal care” is classiﬁed as less than 9 prenatal visits during
term pregnancy, while “adequate prenatal care” is classiﬁed
as 9 to 15 prenatal visits during term pregnancy, and “more
than adequate prenatal care” is classiﬁed as 16 or more visits
during term pregnancy.
Figure 3.13 shows that the rate of inadequate prenatal care
was more than two times higher among Status Indians
compared to other resident mothers for the period
1998–2004. The proportion of inadequate prenatal care was
signiﬁcantly worse for on-reserve mothers (35.4 per cent) as
compared to off-reserve mothers (23.0 per cent) and other

resident mothers (12.0 per cent). This gap was also found in
Manitoba, where Aboriginal women were four times more
likely to receive inadequate prenatal care compared to nonAboriginal women (Heaman et al., 2005).
Canadian Aboriginal women have identiﬁed barriers to
prenatal care, including transportation problems, lack of
continuity of care, communication difﬁculties, and prejudicial
attitudes on the part of health care workers (Sokoloski,
1995). Prenatal care that addresses these barriers needs to
have outreach components, be culturally relevant, and allow
relationships to be established between mothers and prenatal
care providers.

1SFOBUBM$BSFGPS"CPSJHJOBM8PNFO
"DDFTTUPHPPEQSFOBUBMDBSFJTLFZUPJNQSPWJOHCJSUIPVUDPNFTBOEJOGBOUIFBMUIGPS"CPSJHJOBMXPNFO"CPSJHJOBMXPNFODBOBDDFTTQSFOBUBM
TFSWJDFTUISPVHIBWBSJFUZPGDIBOOFMT JODMVEJOHEPDUPST NJEXJWFT DPNNVOJUZIFBMUISFQSFTFOUBUJWFT BOEPSQVCMJDIFBMUIOVSTFTBOEUIFZ
DBOBDDFTTFYUSBTVQQPSUGSPNBQSFHOBODZPVUSFBDIQSPHSBN FJUIFSPOPSPõSFTFSWF
1SFHOBODZPVUSFBDIQSPHSBNT 101T XFSFFTUBCMJTIFEUPBTTJTUUIPTFXPNFOXIPOPSNBMMZEPOPUBDDFTTQSFOBUBMTFSWJDFT BOEUIPTFXPNFO
XIPBSFBUSJTLPGQPPSCJSUIPVUDPNFT3JTLGBDUPSTJODMVEFQPWFSUZ GPPEJOTFDVSJUZ JTPMBUJPOQPPSTPDJBMTVQQPSU BMDPIPMBOEESVHVTF BOE
GBNJMZWJPMFODF4FSWJDFTQSPWJEFECZ101TJODMVEFOVUSJUJPODPVOTFMMJOH GPPEWJUBNJOTVQQMFNFOUTPSWPVDIFST DPNNVOJUZLJUDIFOT FEVDBUJPO
BCPVUDIJMEEFWFMPQNFOU CSFBTUGFFEJOHTVQQPSU QBSFOUJOHFEVDBUJPO SFGFSSBMUPPUIFSBHFODJFTBOETFSWJDFT BOEDIJMEDBSF
'JSTU/BUJPOTBOE*OVJU)FBMUI )FBMUI$BOBEB IBTCFFOGVOEJOHQSFOBUBMOVUSJUJPOQSPKFDUT JODMVEJOHTPNFQSPWJEFEUISPVHIQSFHOBODZ
PVUSFBDIQSPHSBNT POBMMSFTFSWFTJO$BOBEBTJODFUISPVHIUIF$BOBEB1SFOBUBM/VUSJUJPO1SPHSBN $1/1 5IF$1/1QSPWJEFT
GVOEJOHUPDPNNVOJUZHSPVQTUPEFWFMPQPSFOIBODFQSPHSBNTGPSWVMOFSBCMFXPNFO5IFBJNPGUIFQSPHSBNJTUPSFEVDFVOIFBMUIZCJSUI
XFJHIUT JNQSPWFUIFIFBMUIPGCPUINPUIFSBOEJOGBOU BOEFODPVSBHFCSFBTUGFFEJOH*O#$ UIF$1/1QSPWJEFTNJMMJPOJOBOOVBMGVOEJOHUP
BMM'JSTU/BUJPOT#BOET
5IF$1/1JTDPNNJUUFEUPSFMFWBOU DVMUVSBMMZBQQSPQSJBUFQSPHSBNNJOHGPS"CPSJHJOBMQBSUJDJQBOUT*OTPNFQSPHSBNT &MEFSTTIBSFUIFJS
FYQFSJFODFTPGUSBEJUJPOBMDIJMECJSUIBOEQBSFOUJOH*OBEEJUJPO USBEJUJPOBMGPPETIBWFCFFOJODMVEFEJOQSPHSBNNJOH'JOBMMZ QBSUJDJQBOUTIBWF
DPNNFOUFEPOUIFTVQQPSUJWFBUNPTQIFSFQSPWJEFECZ$1/1TVQQPSUFEQSPHSBNT 1VCMJD)FBMUI"HFODZPG$BOBEB  
*O
t  XPNFOMJWJOHPOSFTFSWFJO#$QBSUJDJQBUFEJOUIF$1/1
t .PTU'JSTU/BUJPOTXPNFO QFSDFOU BDDFTTFE$1/1TFSWJDFTFBSMZJOUIFJSQSFHOBODZ
t QFSDFOUPGXPNFOSFDFJWFEGPPEWPVDIFSTUISPVHIUIFJSQBSUJDJQBUJPOJOUIFQSPHSBNQFSDFOUBDDFTTFEBDPNNVOJUZLJUDIFO BOE
QFSDFOUSFDFJWFEBGPPECBTLFUPSGPPECPY%JFUJUJBOTXFSFJOWPMWFEJOPWFSIBMG QFSDFOU PGBMM#$$1/1QSPKFDUT
t &MEFSTXFSFJOWPMWFEJOBMNPTUIBMG QFSDFOU PGBMMQSPKFDUT
4PVSDFT'JSTU/BUJPOTBOE*OVJU)FBMUI#SBODI OE1VCMJD)FBMUI"HFODZPG$BOBEB 
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4VCTUBODF6TF%VSJOH
1SFHOBODZ
Conditions such as fetal alcohol
spectrum disorder (FASD) and neonatal
abstinence syndrome can develop from
substance use6 in pregnancy. Screening
for substance use, including cigarettes,
alcohol, and drugs, is generally
recommended during pregnancy. The
completion of substance use screening in
pregnancy depends on factors related to
the health care provider and the mother.
According to the BC Perinatal Database
Registry, from 1998–2004, Status
Indian mothers had a higher reported
percentage of substance use during
pregnancy than other residents. This
ﬁnding could mean that there was
increased substance use, or that health
care providers screened Aboriginal
mothers more often for substance use,
or that health care providers answered
based on previous knowledge or
assumptions. Data reported are cases
where a physician noted substance use as
a risk factor during pregnancy. In many
instances, the physician did not answer
the questions about substance use on
the prenatal forms. This analysis assumes
that a failure to answer the risk factor
questions means that the risk factors
were not present.
Figure 3.14 shows that cigarette smoking
was the most common type of substance
use indicated for both Status Indians
and other residents. This could mean
that smoking was higher compared to
other substance use during pregnancy
or that health care providers were more
comfortable screening for smoking
during pregnancy. Births for mothers

6

Substances are deﬁned as cigarettes, alcohol, and drugs (including heroin, cocaine, marijuana, methadone, solvents, prescription medication, and others).
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who indicated cigarette, alcohol, or drug
use during pregnancy were signiﬁcantly
more common in Status Indians
compared to other residents. Off-reserve
mothers exceeded on-reserve mothers
in all categories of substance use, but
the differences for alcohol use were
not statistically signiﬁcant. Overall, the
percentage of Status Indian mothers with
a reported experience with substance use
exceeded that of other residents: The
rate was 2.2 times higher for on-reserve
mothers, and 2.7 times higher for off                                                    
                                                                                    reserve
           mothers.
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)FBMUI4FSWJDFT BOE1PQVMBUJPO)FBMUI4VSWFJMMBODFBOE&QJEFNJPMPHZ .JOJTUSZPG)FBMUIZ-JWJOH
BOE4QPSU 

Identifying and working with mothers
who use substances during pregnancy
is challenging. Culturally sensitive and
supportive programs are needed to
address the root cause of substance use
and help achieve better health outcomes
for these mothers and their infants.

1SFUFSN#JSUIT
A preterm birth refers to a newborn
whose gestational age is less than 37
weeks. The rate of preterm birth for the
Status Indian population is signiﬁcantly
higher than the rate for other residents.
From 1993 to 2006, the rate for Status
Indians increased from 9.1 to 11.7 per
100 live births (Figure 3.15). An increase
in preterm birth was also seen for other
residents during the same period (5.8 to
7.2 per 100 live births).
Aggregate regional data for 2002–2006
show that Status Indians had signiﬁcantly
higher preterm birth rates than other
residents in all health authorities and in
the province as a whole. The differences
were most pronounced in Fraser,
Vancouver Coastal, and Vancouver Island
Health Authorities.
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For the period 1998–2004, preterm
births were highest for women 35 years
of age and older in both the Status Indian
and other resident populations (Figure
3.16). The gap in preterm birth rates
between the two populations increased
with age.



-PX#JSUI8FJHIU



Low birth weight refers to newborns
who weigh less than 2,500 grams. From
1993 to 2006, the rate of low birth
weight births among the Status Indian
population increased slightly from 5.8 to
6.1 per 100 (Figure 3.17). An increase in
low birth weight births was also seen in
the other resident population during the
same period (4.9 to 5.5 per 100).




:FBST
:FBST
:FBST
 :FBST
"MM"HFT
:FBST
                                                                                             
                                                                                                 
                                                                                            
                                                                                           

4UBUVT*OEJBOT 4* 
0UIFS3FTJEFOUT 03 
4*1SFUFSN#JSUIT
031SFUFSN#JSUIT

.BUFSOBM"HF
4PVSDF#$7JUBM4UBUJTUJDT"HFODZBOE#$1FSJOBUBM%BUBCBTF3FHJTUSZ QSFQBSFECZ)FBMUI4FDUPS*.*5
%JWJTJPO .JOJTUSZPG)FBMUI4FSWJDFT BOE1PQVMBUJPO)FBMUI4VSWFJMMBODFBOE&QJEFNJPMPHZ .JOJTUSZPG
)FBMUIZ-JWJOHBOE4QPSU 

-PX#JSUI8FJHIU#JSUIT 4UBUVT*OEJBOTBOE
0UIFS3FTJEFOUT #$ UP

'JHVSF


3BUFQFS-JWF#JSUIT



Aggregate regional data for 2002–2006
show that the low birth weight rates for
Status Indians were signiﬁcantly higher
than the rates for other residents in
Vancouver Coastal and Vancouver Island
Health Authorities, and in the province
as a whole.
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Figure 3.18 shows that low birth weight
births increased with age for Status
Indian women for the period 1998–2004.
The highest proportion of low birth
weight births was seen in those 35 years
of age and older for both Status Indians
and other residents. Compared to other
residents, Status Indians had a higher
proportion of low birth weight births
overall (all ages), and in age groups
25–29, 30–34, and 35 years and older.
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$BSSJFS$PNJOHPG"HF$FSFNPOZ
.BOZDVMUVSFTUSBEJUJPOBMMZDFMFCSBUFBOEIPOPVSUIFDPNJOHPGBHFQSPDFTTXJUIUIFJSZPVOHQFPQMF%JõFSJOHDVMUVSFTNBZBQQSPBDIUIFDFSFNPOZ
UISPVHIEJõFSJOHSJUVBMT BUEJõFSFOUBHFT PSBUUIFPDDVSSFODFPGWBSJPVTMJGFFWFOUTGPSFYBNQMF BZPVOHXPNBOTNPPOUJNF
'SPNBIPMJTUJDQFSTQFDUJWF TVDIDFSFNPOJFTJNQBDUUIFIFBMUIBOEXFMMCFJOHPGZPVUIBOEDPNNVOJUZ*OEJHFOPVTDVMUVSFTSFDPHOJ[FUIBUUBLJOH
UJNFUPIPOPVSBOEDFMFCSBUFUIFUSBOTJUJPOGSPNDIJMEIPPEUPZPVOHBEVMUIPPEJTBLFZQBSUPGJOTUJMMJOHBTFOTFPGCFMPOHJOHBOEDVMUVSBMJEFOUJUZ
.BOZTVDIUSBEJUJPOTBMTPJODMVEFUIFUSBOTGFSPGLOPXMFEHFBOEXJTEPNGSPN&MEFST GBNJMZ BOEDPNNVOJUZUPUIFZPVUI
*O$BSSJFSUSBEJUJPO XIFOBHJSMFOUFSTJOUPIFSmSTUNPPOUJNF BDFSFNPOJBMDFMFCSBUJPOJTQMBOOFE*OUIJTNBUSJBSDIBMTPDJFUZ QBSUJDVMBSBUUFOUJPO
JTQBJEUPUIFJOWJUBUJPOPGTJHOJmDBOUXPNFOJOUIFDPNNVOJUZXIPBSFJOUIFCFTUQPTJUJPOUPMFBE UFBDI BOEHVJEFUIFDIJMEJOUPXPNBOIPPE
*OWJUBUJPOTUPBMMPGUIFQBSUJDJQBOUT NFOBOEXPNFO BSFQSFQBSFEBOEUIFOEFMJWFSFEQFSTPOBMMZ%SFTTFEJOUSBEJUJPOBMSFHBMJB UIFQBSFOUTBOEDIJME
HPGSPNIPNFUPIPNF CBOHBUBMLJOHTUJDLUJNFTBUUIFFOUSBODFPGFBDIIPNF BOEUIFOTUBUFUIFJSOBNFBOEQVSQPTF
0GUFOBTJHOJmDBOUGFNBMFNBUSJBSDIXJMMCFDIPTFOBTMFBEFSJOQMBOOJOHBOEHVJEJOHUIFEBZ0OUIFEBZPGUIFDFMFCSBUJPO UIFXPNFOHBUIFSBUUIF
DFSFNPOJBMTJUF5IFZPQFOUIFDFSFNPOZXJUIQSBZFSBOETPOH5IFO JOBDJSDMF FBDIXPNBOUBLFTBUVSOUPTIBSFIFSUIPVHIUTBOEIPQFTGPSUIFEBZ
5PHFUIFSUIFXPNFOUIFOCVJMEBmSFBOEQSFQBSFUIFUBCMFGPSGPPE5ISPVHIPVUUIFTFQSFQBSBUJPOT FBDIPGUIFXPNFOTQFOEUJNFXJUIUIF$BSSJFS
DIJME POBXBMLPSOFBSUIFmSF TIBSJOHBOEHJGUJOHIFSXJUINFEJDJOFQPVDIFT DBSWJOHT KFXFMMFSZ BOEUFBDIJOHTBCPVUMJGFBOECFDPNJOHBXPNBO
"GUFSUIFGFBTU UIFDFSFNPOZJTDMPTFEXJUIBQSBZFSDJSDMFBOEUIFIPOPVSFEZPVOH$BSSJFSXPNBOIBTBOPQQPSUVOJUZUPTIBSFIFSGFFMJOHT
8IJMFUIFXPNFOBSFJODFSFNPOZ UIFNFOHBUIFSBUUIFIPTUGBNJMZIPNFUPPSHBOJ[FGPSUIFSFUVSOPGUIFXPNFOGSPNUIFDFSFNPOJBMTJUF5IF
XPNFOUIFOQSFTFOUIFSUPUIFNFOBTBZPVOHXPNBOXJUIBOFXTFOTFPGSFTQPOTJCJMJUZBOEQVSQPTF4IFJTXFMDPNFECZUIFNFOUISPVHITQFFDI
BOEHJGUTBOEUIFOUIFEBZDPOUJOVFTXJUIGVSUIFSGFBTUJOHBOEDFMFCSBUJPO BTXFMMBTHJGUJOHUPFBDIHVFTU*UJTJNQPSUBOUUPDPNQMFUFUIFDJSDMFPG
HJWJOHCZHJGUJOHCBDLCJOEJOHUIFQBSUJDJQBOUTPGUIFDFSFNPOZUPPOFBOPUIFSBOEUPUIFTJHOJmDBODFPGUIFEBZ
4PVSDF$#PSUPMFUUP QFSTPOBMDPNNVOJDBUJPO .BSDI  CBTFEPOJOUFSWJFXTXJUI1-BDFSUFBOE,-BDFSUF 
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/BUJPOJO"MFSU#BZ BOEUIF/VYBML'JSTU/BUJPOJO#FMMB$PPMB5IFQSPKFDUXBTDPOEVDUFEPWFSBQFSJPEPGGPVSZFBST GSPNUP
5IFQVSQPTFPGUIFQSPKFDUXBTUPMPPLBU"CPSJHJOBMXPNFOTFYQFSJFODFTPGUSBEJUJPOBMCJSUIJOHQSBDUJDFTBOEDVSSFOUNBUFSOJUZDBSF BOE
GVUVSFEFTJSFTGPSNBUFSOJUZDBSF GSPNUIFXPNFOTQPJOUPGWJFX1SFWJPVTSFTFBSDIPOUIFNBUFSOJUZFYQFSJFODFTPGSVSBM#$XPNFOIBE
GPDVTFEPOUIFFYQFSJFODFPGIFBMUIDBSFQSPWJEFSTBOEOPO"CPSJHJOBMXPNFO
*OBEEJUJPO UIFQSPKFDUBJNFEUPEFWFMPQSFTFBSDIDBQBDJUZGPSGVUVSFJOWFTUJHBUJPOTBOEUPQSPNPUFUSVTUBOESFTQFDUCFUXFFOUIF
BDBEFNJDDPNNVOJUZBOEUIF"CPSJHJOBMDPNNVOJUZ*OUIJTQSPKFDU XPNFOXJUIJOUIFDPNNVOJUJFTCFDBNFUIFSFTFBSDIFST5IFZ
QBSUOFSFEXJUIUIFBDBEFNJDSFTFBSDIFSTUPHVJEFIPXUIFSFTFBSDIXBTDPOEVDUFE UPBOBMZ[FUIFmOEJOHT BOEUPEFDJEFIPXUIF
SFTFBSDIXPVMECFDPNNVOJDBUFEBOEVTFEXJUIJOBOEPVUTJEFPGUIFDPNNVOJUZ
*OUFSWJFXTXFSFDPOEVDUFEXJUIPWFSXPNFOJOEJWJEVBMMZPSJOGPDVTHSPVQT XJUIBEEJUJPOBMJOGPSNBUJPOGSPNJOGPSNBMJOUFSWJFXT
BOEDPNNVOJUZNFFUJOHTXJUIGBNJMZNFNCFST IFBMUIDBSFQSPWJEFST BOEDPNNVOJUZMFBEFST5IFSFTFBSDIUFBNUIFOMPPLFEBUUIF
UIFNFTUIBUFNFSHFEGSPNUIFJOUFSWJFXT UPHBJOJOTJHIUJOUPIPX"CPSJHJOBMXPNFOWJFXFEUIFJSPXOCJSUIJOHFYQFSJFODFT BOEIPX
UIFTFFYQFSJFODFTDPVMECFJNQSPWFE
0OFPGUIFNPTUJNQPSUBOUDPODMVTJPOTPGUIFQSPKFDUXBTUIBUZPVDBOOPUMPPLBUUIFCJSUIJOHFYQFSJFODFTPG"CPSJHJOBMXPNFOJO
JTPMBUJPOGSPNUIFCSPBEFSDPOUFYUPGUIF'JSTU/BUJPOTFYQFSJFODFUIFFõFDUTPGHFPHSBQIZ JTPMBUJPOBOEDPMPOJ[BUJPO BOEUIFNPWF
UPXBSETTFMGEFUFSNJOBUJPOBOESFDMBJNJOH"CPSJHJOBMDVMUVSF"MMPGUIFTFGBDUPSTIBWFBõFDUFEXIBUTFSWJDFTBSFBWBJMBCMF XIBU
FYQFDUBUJPOTUIFSFBSFGPSNBUFSOJUZDBSFJOFBDIDPNNVOJUZ BOEXIBUUZQFTBOEMFWFMTPGTUSFTTFTXFSFFYQFSJFODFECZUIFJOEJWJEVBM
XPNFO
"OPUIFSJNQPSUBOUmOEJOHXBTUIBUUIFMFWFMPGQPXFS DIPJDF BOEDPOUSPMBWBJMBCMFXJUIJOUIFDPNNVOJUZBõFDUFEIPXXPNFOWJFXFE
UIFJSCJSUIJOHFYQFSJFODFT*GXPNFOGFMUUIBUUIFSFXBTOPDIPJDFJOWPMWFEJOXIFSFUIFZIBEUIFJSCBCJFT PSIPXUIFJSMBCPVSXBT
NBOBHFE UIFZPGUFOIBEOFHBUJWFGFFMJOHTUPXBSETUIFCJSUIFYQFSJFODF
'JOBMMZ NBOZPGUIFXPNFOXIPIBEHJWFOCJSUIPVUTJEFPGUIFDPNNVOJUZTQPLFPGGFFMJOHJTPMBUFE TDBSFEBCPVUUIFCJSUI XPSSJFE
BCPVUUIFJSPUIFSDIJMESFOXIPSFNBJOFEBUIPNF BOECVSEFOFECZUIFDPTUT5IFZUBMLFEBCPVUUIFJNQPSUBODFPGCFJOHBCMFUPHJWF
CJSUIJO PSDMPTFUP UIFJSIPNFDPNNVOJUZ TPUIBUUIFSFXBTGBNJMZBOEDPNNVOJUZTVQQPSUUPXFMDPNFUIFCBCZBOETVQQPSUUIF
CJSUIJOHNPUIFS"OFYBNQMFPGUIJTTVQQPSUDBOCFTFFOJOUIFCBCZXFMDPNJOHGFBTUIFMEJO0ME.BTTFUUJO+VOF BTBGPSNBM
XFMDPNFGPS)BJEBCBCJFTCPSOCFUXFFO+VOFBOE+VOF5IJTDFSFNPOZIFMQFEDPOOFDUUIFCBCJFTBOEGBNJMJFTUP)BJEB
DVMUVSFBOEDPNNVOJUZ BOEDBOCFTFFOBTBOFõPSUCZUIFDPNNVOJUZUPSFDMBJNTPNFPGUIFJSUSBEJUJPOBMQSBDUJDFTSFMBUFEUPCJSUIJOH
*OBMMPGUIFDPNNVOJUJFT QBSUJDJQBOUTTQPLFPGUIFJSEFTJSFTGPSGVSUIFSJOWPMWFNFOUBOEJNQSPWFNFOUTJOCJSUIJOHDIPJDFTGPS"CPSJHJOBM
QFPQMF
*UJTIPQFEUIBUUIJTUZQFPGSFTFBSDIXJMMIFMQIJHIMJHIUDIBMMFOHFTJODVSSFOUNBUFSOJUZDBSFGPSSVSBM"CPSJHJOBMXPNFO JOPSEFSUP
JNQSPWFUIFJSCJSUIJOHFYQFSJFODFTJOUIFGVUVSF*OBEEJUJPO JUNBZQSPWJEFBCBTJTGPSGVUVSFSFTFBSDIQBSUOFSTIJQTCFUXFFOBDBEFNJDT
BOE"CPSJHJOBMDPNNVOJUJFT
4PVSDF#$BMBNBOE$7BSDPF QFSTPOBMDPNNVOJDBUJPO .BSDI 
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Another major concern for Aboriginal
communities is high birth weight births.
High birth weight infants (newborns
weighing more than 4,500 grams) are
at risk for birth injuries and may be
predisposed to being overweight both
at one year of life and in adolescence
(Brennand, Dannenbaum, & Willows,
2005). From 1993 to 2002, the rate of
high birth weights increased slightly from
                                                    
                                                                                               
3.1 to 4.5 per 100 and then declined
                                                                         
                                                           
to 3.0 in 2006. A decrease in high birth
                                                               
weights was seen for other residents
:FBS
between 1993 and 2006 during the same
4PVSDF#$7JUBM4UBUJTUJDT"HFODZBOE#$1FSJOBUBM%BUBCBTF3FHJTUSZ EBUBGPSUIFQFSJPECFUXFFO
time period (2.1 to 1.7 per 100) (Figure
+BOVBSZ  BOE%FDFNCFS QSFQBSFECZ1PQVMBUJPO)FBMUI4VSWFJMMBODFBOE
3.19). For the period 1998–2004, the
&QJEFNJPMPHZ .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 
rate of high birth weight births was
approximately two times higher for
)JHI#JSUI8FJHIU#JSUIT CZ.BUFSOBM"HF 4UBUVT*OEJBOT
Status Indian women than for other
BOE0UIFS3FTJEFOUT #$ o
residents in all age groups (Figure
3.20). For the most part, differences
by maternal age were not statistically
signiﬁcant.



Aggregate regional data for 2002–2006
show that the high birth weight rates for
Status Indians were signiﬁcantly higher
than the rates for other residents in
Vancouver Coastal and Vancouver Island
Health Authorities, and in the province
as a whole.
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)JHI#JSUI8FJHIU

The infant mortality rates dating back to 1998 reported in this annual report are different from those given in
the 2001 Provincial Health Ofﬁcer’s Report, The Health and Well-being of Aboriginal People in British Columbia
(Provincial Health Ofﬁcer, 2002). This is due to issues with an operational registry system implemented by the British
Columbia Vital Statistics Agency in 1998. Changes to the source system and the resulting ﬁle extraction for record
linkage resulted in some infant deaths no longer being identiﬁed as Status Indian infant deaths. From 1998 onwards,
Status Indian infant deaths were only identiﬁed from information on death records, leading to approximately 50 per
cent lower reported infant mortality in the Status Indian population. This problem was corrected in 2007 and the
data in this report reﬂect this correction.

*OGBOU.PSUBMJUZ
Infant mortality refers to the deaths
of infants less than one year of age.
Although rates have ﬂuctuated over the
years, there has been an overall decrease
in the infant mortality rate for the Status
Indian population, from 11.8 per 1,000
live births in 1993 to 5.3 per 1,000 live
7
births in 2006. However, the decrease
has not been constant, and there have
been ﬂuctuations from year to year,
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due to the small numbers of Status
Indian infant deaths recorded. From
1996 to 2006, there has been a plateau
effect; i.e., there has been no statistically
signiﬁcant trend in infant mortality for
either population. As shown in Figure
3.21, in most years, the Status Indian
infant mortality rate has been two or
more times higher than the rate for other
residents.



Aggregate regional data for 2002–2006

show that Status Indian infant mortality
rates were signiﬁcantly higher than the
                                                     
                                                                                    rates
          for
  other residents in the Interior,
4UBUVT*OEJBOT 4* 
                                                                             
0UIFS3FTJEFOUT 03 
Vancouver
Coastal, and Vancouver Island
                                                                              
PG4**OGBOU%FBUIT
                                                             
PG03*OGBOU%FBUIT
Health Authorities; as well, the provincial
Status Indian infant mortality rate was
:FBS
signiﬁcantly higher than the overall rate
4PVSDF#$7JUBM4UBUJTUJDT"HFODZ QSFQBSFECZ)FBMUI4FDUPS*.*5%JWJTJPO .JOJTUSZPG
)FBMUI4FSWJDFT BOE1PQVMBUJPO)FBMUI4VSWFJMMBODFBOE&QJEFNJPMPHZ .JOJTUSZPG)FBMUIZ-JWJOH
for other residents for this time period.
BOE4QPSU 
Differences between health authorities
were not statistically signiﬁcant for
either population, nor were differences
between the health authorities and the
/FPOBUBM.PSUBMJUZ3BUF 4UBUVT*OEJBOT
'JHVSF
BOE0UIFS3FTJEFOUT #$ UP
provincial total.
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Neonatal mortality refers to the deaths of
infants in the ﬁrst 28 days of life. While
the rate of neonatal mortality decreased
slightly for other residents from 1993 to
2006 (3.0 to 2.8 per 1,000 live births),
the trend over the last 10 years has not
been statistically signiﬁcant. The rate for
Status Indians showed more extreme
ﬂuctuation with no trend, and was
                                                    
generally higher than the rate for other
                                                                                                       
                                                                              
residents, although the difference was
                                                                                 
not statistically signiﬁcant in most years.
                                                                
In fact, the rates for both populations
:FBS
were virtually the same in 2005 and 2006
/PUF/FPOBUBMEFBUIJTEFmOFEBTUIFEFBUIPGBDIJMEJOUIFmSTUEBZTPGBHF
(Figure 3.22).
4PVSDF#$7JUBM4UBUJTUJDT"HFODZ QSFQBSFECZ)FBMUI4FDUPS*.*5%JWJTJPO .JOJTUSZPG
)FBMUI4FSWJDFT BOE1PQVMBUJPO)FBMUI4VSWFJMMBODFBOE&QJEFNJPMPHZ .JOJTUSZPG)FBMUIZ-JWJOH
BOE4QPSU 



Aggregate regional data for 2002–2006
show that only Vancouver Coastal Health
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Authority had a Status Indian neonatal
mortality rate that was signiﬁcantly
higher than the rate for other residents.
The rates were also higher for Status
Indians in Interior and Vancouver Island
Health Authorities, but the differences
were not signiﬁcant due to small
numbers. The provincial rate for Status
Indians was about 70 per cent higher
than the rate for other residents during
this time period, and the difference was
statistically signiﬁcant.
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Post-Neonatal mortality refers to the
deaths of infants between 28 days
and one year of age. The rate of postneonatal mortality for the Status Indian
population, while higher than the rate
for other residents, declined from 7.8 per
1,000 live births in 1993 to 2.5 per 1,000
live births in 2006. A decline was also
seen in the rate for other residents in
the same time period. Both populations
showed a similar pattern, with the
highest rates occurring from 1993 to
1995, followed by a lower ﬂuctuating
plateau with no trend (Figure 3.23).
Aggregate regional data for 2002–2006
show that Status Indians had higher
post-neonatal mortality rates than
other residents in all health authorities,
and the differences were statistically
signiﬁcant for Fraser, Vancouver Island,
and Northern Health Authorities. The
provincial rate for Status Indians was
almost 4 times higher than the rate for
other residents (a statistically signiﬁcant
difference), indicating that the gap
between Status Indians and other
residents is much larger for post-neonatal
mortality (3.7 times) than for neonatal
mortality (1.7 times).
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Prenatal and neonatal care services can
help improve outcomes for infants with
perinatal conditions and congenital
anomalies. Programs to identify and
reduce the risk of SIDS and to promote
infectious disease prevention and
immunization could target gaps in
post-neonatal mortality between Status
Indians and other residents.
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Infant deaths are caused by many
conditions, including perinatal
conditions,8 congenital anomalies,9
sudden infant death syndrome (SIDS),
respiratory diseases, and infectious
diseases, as well as other natural and
external causes. The causes of neonatal
mortality are often different from the
causes of post-neonatal mortality, with
perinatal conditions and congenital
anomalies being more common neonatal
causes, and SIDS being the most
common post-neonatal cause of death.
All major causes of infant deaths are
shown in Figure 3.24. For 2002–2006,
mortality rates for perinatal conditions,
SIDS, infectious diseases, respiratory
diseases, and all other natural causes
were signiﬁcantly higher for Status
Indians than for other residents.
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For the period 1998–2004, infant
mortality rates for teen mothers (age less
than 20 years) were similar for Status
Indians and other residents (Figure 3.25).
A Canadian study also found that teen
pregnancy was not a risk factor for infant
mortality in Status Indians (Morrison,
Semenciw, Mao, & Wigle, 1986). Infant

8

Perinatal conditions include infants affected by maternal factors, premature/post-mature and fetal growth disorders, birth trauma, respiratory and cardiovascular disorders,
infections speciﬁc to the perinatal period, hemorrhage and hematological disorders, transitory endocrine and metabolic disorders, digestive system disorders of the fetus and
newborn, other disorders originating in the perinatal period, and fetal death of unknown cause.

9

Congenital anomalies include infants affected by abnormalities of the nervous system; eye, ear, face, and neck; heart and circulatory system; respiratory system; digestive system;
genital organs; urinary system; and musculoskeletal system; and by other multiple system syndromes and chromosomal anomalies.
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mortality rates were signiﬁcantly
higher for Status Indians than for other
residents in all age groups after age 20
and increased slightly with maternal age,
but the differences were not statistically
signiﬁcant. For other residents, the infant
mortality rate was signiﬁcantly higher for
teen mothers than for mothers aged 20
or more.
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Both prematurity and low birth weight
are risk factors for infant mortality,
either individually or in combination.
Figure 3.26 shows that for the period
1998–2004, the mortality rate for Status
Indians for these factors was signiﬁcantly
higher than the rate for other residents.
The greatest risk was associated with
low birth weight, either alone or in
combination with prematurity; however,
the difference between the rate for Status
Indians and other residents, for low birth
weight only, was not signiﬁcant. Also of
concern is the fact that a Status Indian
infant with no risk factors relating to
weight or gestational age still had a 3.3
times higher risk of death than a similar
other resident infant.
These data can also be used to calculate
the gap between the observed and
the expected number of Status Indian
infant deaths. The number of expected
deaths is calculated using the same birth
risk proﬁle and mortality rate for other
residents in each of the aforementioned
infant categories (low birth weight,
prematurity, high birth weight). Figure
3.27 shows that, of the 152 observed
infant deaths to Status Indians in the
period 1998–2004, 74 deaths would
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be expected and 78 deaths would be
considered to be in excess of the other
residents’ experience (the gap). The
gap comprises the 39 deaths associated
with low birth weight and prematurity
(whether in combination or alone), and
another 39 deaths to babies who were
normal birth weight and full-term.
For the period 1998–2004, Status Indian
mothers who lived off-reserve had a
higher infant mortality rate than those
who lived on-reserve (10.4 per 1,000 live
births versus 6.5 per 1,000 live births
respectively), although the differences
were not statistically signiﬁcant (Figure
3.28). Both Status Indians on- and offreserve had a substantially higher overall
infant mortality rate than other residents,
as well as higher post-neonatal and
neonatal mortality rates. The differences
between the off-reserve and other
resident populations were statistically
signiﬁcant, while the differences between
the on-reserve and other resident
populations were not. These results are
consistent with a 2004 study on infant
mortality among BC First Nations, which
showed that disparities in infant health
were more pronounced in urban areas
of the province (Luo, Kierans, Wilkins,
Liston, Uh, et al., 2004).
In an effort to explain the differences
in infant mortality between the on- and
off-reserve populations, indicators such
as teen pregnancy, preterm births,
and low/high birth weight births were
analyzed for these populations. However,
while there were some minor differences
found between the populations for these
indicators, none of the differences were
statistically signiﬁcant (Figure 3.29).
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For the period 1998–2004, infant
mortality rates were signiﬁcantly higher
for Status Indian and other resident
mothers who reported smoking,
alcohol, or drug use during pregnancy,
compared to those mothers with no
reported substance use (Figure 3.30).
Status Indian mothers who used alcohol
during pregnancy had the highest infant
mortality rate. Comparative analysis by
reserve status was not possible due to
small numbers. A study among American
Northern Plains Indians found that SIDS
was associated with binge drinking (more
than ﬁve drinks in one sitting) in the
three months before pregnancy and in
the ﬁrst trimester (Iyasu et al., 2002).
For the period 1998–2004, the infant
mortality rate was approximately two
times higher for Status Indians than for
other residents in all weight categories.
Compared to other women in BC, Status
Indian mothers who were underweight
before pregnancy had over 3 times the
rate of infant mortality (Figure 3.31).
Factors associated with the higher
infant mortality rate in underweight
women could include poverty and food
insecurity.
For the period 1998–2004, infant
mortality was signiﬁcantly higher for
both Status Indians and other resident
mothers who initiated prenatal care
in the third trimester (Figure 3.32).
However, the infant mortality rate
was signiﬁcantly higher (three and a
half times) for Status Indian mothers
who initiated prenatal care in the ﬁrst
trimester compared to other resident
mothers. This suggests that Status
Indian mothers and infants may not be
fully beneﬁting from early initiation of
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prenatal care, and/or other factors are
exerting a negative inﬂuence on infant
health. A comparative analysis by reserve
status was not possible due to small
numbers.
For the period 1998–2004, infant
mortality was also signiﬁcantly higher for
both Status Indian and other resident
mothers who had inadequate prenatal
care, compared to those mothers who
had adequate or more than adequate
care. A Manitoba study found that
women who did not receive adequate
prenatal care were more likely to be
Aboriginal, and were more likely to live
in poverty, experience highly stressed
lives, and have low levels of self-esteem
(Heaman et al., 2005). However, as
shown in Figure 3.33, the gap in infant
mortality was highest for Status Indian
mothers who had adequate or more than
adequate levels of prenatal care. Both
rates were over two and a half times
higher than the rates for other residents,
and the differences were statistically
signiﬁcant. Therefore, while adequate
prenatal care is associated with a lower
infant mortality rate, it is not sufﬁcient,
by itself, to close the infant mortality gap.
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BQPTJUJWFDVMUVSBMJEFOUJUZ MBOHVBHFEFWFMPQNFOU BOELOPXMFEHFBCPVUUIF
XPSMEEVSJOHJOGBODZBOEDIJMEIPPE5IFDPOTFRVFODFTPGSFTJEFOUJBMTDIPPMTIBWF
DPNQPVOEFEPWFSNVMUJQMFHFOFSBUJPOT
"IJHIFSQFSDFOUBHFPG"CPSJHJOBMDIJMESFOMJWFJOQPWFSUZBTDPNQBSFEUPPUIFS
$BOBEJBODIJMESFO BOEBTBSFTVMUUIFZIBWFVOBDDFQUBCMZIJHISBUFTPGIFBMUIBOE
EFWFMPQNFOUBMDIBMMFOHFT4UVEJFTIBWFTIPXOUIBUVQUPQFSDFOUPGUIFWBSJBODF
JOFBSMZDIJMEIPPEPVUDPNFTJTBTTPDJBUFEXJUITPDJPFDPOPNJDTUBUVT4JHOJmDBOU
TUSVDUVSBMJOFRVJUJFTQFSTJTUXIJMF"CPSJHJOBMDIJMESFOBSFNPSFMJLFMZUIBOOPO
"CPSJHJOBMDIJMESFOUPOFFEIFBMUITFSWJDFTBOEFBSMZJOUFSWFOUJPOT UIFZBSFGBSMFTT
MJLFMZUPSFDFJWFUIFN
5IFBSUJDMFDPNQMFNFOUTUIFGFEFSBMHPWFSONFOUTEFDBEFMPOHJOWFTUNFOUJOUIF
"CPSJHJOBM)FBE4UBSUQSPHSBNT5IFTFQSPHSBNTBSFEFTJHOFEUPQSPWJEFGBNJMZ
DFOUSFE IPMJTUJD IFBMUI TBGFUZ BOEOVUSJUJPOHVJEBODFGPSDIJMESFOBHFEUP5IF
QSPHSBNTIFMQCSJEHFHBQTJOTFSWJDFTUPTVQQPSUGBNJMJFTEVSJOHUIFFBSMZTUBHFTPG
GPSNBUJPO XIFONBOZQBSFOUTBSFRVJUFZPVOHBOEIBWFGFXSFTPVSDFT5IFQSPHSBN
DVSSFOUMZTFSWFTQFSDFOUPGUIFQPQVMBUJPO5IFBSUJDMFSFDPNNFOETJODSFBTJOH
GVOEJOHUPQFSDFOU
0UIFSSFDPNNFOEBUJPOTJODMVEFUIFDSFBUJPOPGBOBUJPOBMDFOUSFGPSFYDFMMFODFGPS
"CPSJHJOBMDIJMESFOUPFOIBODFLOPXMFEHFDSFBUJPOBOETIBSJOHSFTFBSDIQSPHSBNTUP
DSFBUFOFXNFUIPETBOEJOUFSQSFUJWFGSBNFXPSLTGPSQSPHSBNFWBMVBUJPOJODSFBTFE
TVQQPSUGPSUIF3FHJPOBM)FBMUI4VSWFZBOEUIF"CPSJHJOBM1FPQMFT4VSWFZNPCJMF
UFBNTPGTQFDJBMJTUTUPFOTVSFUIBU"CPSJHJOBMDIJMESFOIBWFBDDFTTUPEJBHOPTUJDBOE
BODJMMBSZIFBMUITFSWJDFTJOUIFJSIPNFDPNNVOJUJFTBOENPSFJOWFTUNFOUJOIJHI
RVBMJUZ DFOUSFCBTFEDIJMEDBSFGPS"CPSJHJOBMJOGBOUTBOEDIJMESFO4VDDFTTJOBMMPG
UIFTFFOEFBWPVSTMJFTJOUBLJOHBDPPSEJOBUFEBQQSPBDIXJUIUIFGFEFSBM QSPWJODJBM 
BOEUFSSJUPSJBMHPWFSONFOUTXPSLJOHUPHFUIFSXJUIMPDBMBOEOBUJPOBM"CPSJHJOBM
HSPVQT

%FOUBM4VSHFSJFT
Pediatric dental surgery is the most
common surgical day care procedure
at most pediatric hospitals in Canada.
Dental caries (a disease that damages the
structure of teeth) is far more prevalent
than any other pediatric illness. This
type of tooth decay, which is referred
to as early childhood caries (ECC), is
particularly prevalent among Status
Indian children 0–4 and 5–9 years of age.
Infants can be more susceptible to ECC,
because their immune systems are not
yet developed. The oral cavity is home to
many different species of bacteria, such
as streptococci. Streptococcus mutans
is the leading cause of tooth decay
worldwide, and is considered to be the
most cariogenic of all streptococci. It is
usually transmitted to the infant by the
mother or primary caregiver by saliva.
The earlier a child is infected by these
cariogenic bacteria, the greater their risk
of tooth decay (Bassett, McDonald, &
Woods, 1999).
From 1996/1997 to 2006/2007, the rate
of dental surgeries for Status Indian
children under 5 years of age was 3 to
4 times higher than the rate for other
resident children in BC. In 2006/2007,
the rate of dental surgeries for Status
Indian children under the age of 5 was
39.7 per 1,000, compared to 10.5 per
1,000 for other resident children in this
age group (Figure 3.34).

4PVSDF#BMM 
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Of all the health authorities, Interior
and Northern Health Authorities had
the highest rates of pediatric dental
surgeries in this age group (both at 47.2
per 1,000), followed closely by Vancouver
Island Health Authority (43.4 per 1,000).
Northwest Health Service Delivery Area
within Northern Health Authority had
the highest rate of dental surgeries in the
province at 65 per 1,000.
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/PUF1SPEVDFEVTJOHEBUBGPS"DVUF 3FIBC BOE%BZ4VSHFSZDBSFMFWFMT JODMVEJOHOFXCPSOT3FTJEFOUTPG#$
USFBUFEPVUPGQSPWJODFBSFJODMVEFEBOEOPO#$SFTJEFOUTBSFFYDMVEFE3JWFSWJFX)PTQJUBMDBTFTXJUIBMFOHUI
PGTUBZHSFBUFSUIBOEBZTBSFFYDMVEFE%BUBGPSBOEPOXBSETBSFCBTFEPO*$%$"QSFWJPVT
ZFBSTBSFCBTFEPO*$%$PEJOHEJõFSFODFTCFUXFFOUIFTFUXPTZTUFNTNBZIBWFJNQBDUFEUIJTBOBMZTJT
$IJMESFOXJUIBOVOLOPXOHFPHSBQIJDBMSFHJPOBSFJODMVEFEBUUIFQSPWJODJBMMFWFM

Vancouver Coastal Health Authority had
moderately lower rates (31.6 per 1,000
for Status Indian children and 9.2 per
1,000 for other resident children), while
Fraser Health Authority had the lowest
rates in the province for both Status
Indian and other resident children (14.3
per 1,000 and 7.2 per 1,000 respectively).
Although the rate of dental surgeries
for Status Indian children is lower
for children 5–9 years of age than for
children 0–4, there is still a large gap
between this population and other
resident children in this age group.
From 1996/1997 to 2006/2007, the rate
of dental surgeries for Status Indian
children age 5–9 years was consistently
higher than the rate for other resident
children. In 2006/2007, for children 5–9
years of age, the rate of dental surgeries
was 21.8 per 1,000 for Status Indian
children, compared to 7.2 per 1,000 for
other resident children (Figure 3.35).
In 2006/2007, Status Indian children in all
health authorities had much higher rates
of dental surgeries than other resident
children, with Northern Health Authority
having the highest rate—over 4 times the
rate of other resident children (33.4 per
1,000 versus 7.7 per 1,000).

4PVSDF.JOJTUSZPG)FBMUI )PTQJUBM%JTDIBSHF"CTUSBDU%BUBCBTFQSFQBSFECZUIF0öDFPGUIF1SPWJODJBM
)FBMUI0öDFSBOE$PSQPSBUF4VQQPSU 1MBOOJOHBOE-FHJTMBUJPO .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 
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#SJHIUFS4NJMFTo)BSUMFZ#BZ
5IF#SJHIUFS4NJMFTQSPHSBNJTQBSUPGBDPMMBCPSBUJWFIFBMUI
JOJUJBUJWFCFUXFFOUIF6OJWFSTJUZPG#SJUJTI$PMVNCJB 6#$ 
%FQBSUNFOUPG1FEJBUSJDTBOE)BSUMFZ#BZ)BSUMFZ#BZJTBSFNPUF
'JSTU/BUJPOTDPNNVOJUZPGBCPVUQFPQMF MPDBUFEBCPVU
LNTPVUIFBTUPG1SJODF3VQFSU*UJTPOMZBDDFTTJCMFCZCPBUPSnPBU
QMBOF"TXJUIPUIFSSVSBMBOESFNPUF'JSTU/BUJPOT BDDFTTJOH
IFBMUIDBSFDBOCFBDIBMMFOHF'PSFYBNQMF SFHVMBSQFEJBUSJDBOE
EFOUBMTFSWJDFTXFSFOPUBWBJMBCMFJOUIFDPNNVOJUZ BOEBEFOUBM
UIFSBQJTUGSPNUIF'JSTU/BUJPOTBOE*OVJU)FBMUI#SBODIQSPWJEFE
EFOUBMUSFBUNFOUTFSWJDFTJOUFSNJUUFOUMZ5IFDPNNVOJUZ JO
DPMMBCPSBUJPOXJUI6#$ JEFOUJmFEDIJMESFOTPSBMIFBMUIBTBNBKPS
DPODFSO"TBSFTVMU BOPSBMIFBMUIQSPHSBN #SJHIUFS4NJMFT XBT
EFWFMPQFEBOECFHBOJO
#SJHIUFS4NJMFTQSPWJEFTEFOUBMIFBMUIFEVDBUJPOUPTDIPPM
DIJMESFOJO)BSUMFZ#BZ BOEDPNNVOJUZWJTJUTCZQFEJBUSJD
SFTJEFOUTBOEDPNNVOJUZEFOUBMIZHJFOJTUT1SPHSBNFMFNFOUT
JODMVEF
t 4DIPPMCBTFEEBJMZiCSVTIJOTw XIFSFUIFDIJMESFOCSVTI
UIFJSUFFUIXJUInVPSJEFUPPUIQBTUF VOEFSUIFTVQFSWJTJPOPG
UFBDIFSTBOEOVSTJOHTUBUJPOTUBõ
t 8FFLMZnVPSJEFSJOTFTGPSZPVUIZFBSTBOEPMEFS PSUSJBOOVBM
nVPSJEFWBSOJTIBQQMJDBUJPOTGPSDIJMESFOVOEFSZFBST
t *ODFOUJWFTGPSDIJMESFOUBLJOHQBSUJOUIFCSVTIJOTBOEUIF
nVPSJEFSJOTFT1BSUJDJQBUJPOJOCPUIPGUIFTFQSPHSBNTJTVTVBMMZ
QFSDFOUPGFMJHJCMFDIJMESFO
t %FOUBMIFBMUIFEVDBUJPOCZQFEJBUSJDSFTJEFOUTEVSJOHIFBMUI
DMJOJDWJTJUT
t $MBTTSPPNQSFTFOUBUJPOTCZWJTJUJOHSFTJEFOUT XJUIBGPDVTPO
PSBMIFBMUI5IFTFQSFTFOUBUJPOTIBWFFYQBOEFEUPPUIFSIFBMUI
SFMBUFEUPQJDTBTXFMM JODMVEJOHOVUSJUJPOBOEUPCBDDPVTF
5IFQSPHSBNIBTTFFOJNQSPWFNFOUJODIJMESFOTPSBMIFBMUI BOE
JTXFMMSFDFJWFECZQBSFOUT &MEFST UFBDIFST BOEUIFDIJMESFO1SJPS
UPUIFTUBSUPGUIFQSPHSBN BTBNQMFPGUIFDIJMESFOIBEEFOUBM
FYBNJOBUJPOT0GUIJTTBNQMF POMZQFSDFOUPGQSF,JOEFSHBSUFO
BOEQFSDFOUPGTDIPPMBHFDIJMESFOIBEOPEFOUBMDBSJFT
)BSSJTPO .BD/BC %VõZ #FOUPO  4JODFUIFJOUSPEVDUJPO
PGUIFQSPHSBN UIFOVNCFSPGDIJMESFOXIPXFSFDBSJFTGSFF
JODSFBTFE"UUIFFOEPGUIFmSTUZFBS QFSDFOUPGUIFDIJMESFO
IBEOPOFXDBWJUJFT"GUFSUXPZFBST UIFHPWFSONFOUEFOUJTU
SFQPSUFEUIBUUIFNBKPSJUZPGUIFDIJMESFOIBEJNQSPWFEPSBM
IZHJFOF .BD/BCFUBM  
4PVSDFT)BSSJTPO .BD/BC %VõZ #FOUPO /PSUIFSO
)FBMUI .BD/BCFUBM 6OJWFSTJUZPG#SJUJTI$PMVNCJB 


'BDUPST$POUSJCVUJOHUP5PPUI%FDBZBOE%FOUBM
4VSHFSJFT
-BDLPG0SBM)ZHJFOF
Poor oral hygiene can cause teeth to decay, and if the decay
is left untreated, it can lead to dental surgery. Brushing twice
a day and ﬂossing once a day can help remove plaque from
the surfaces of teeth, between the teeth, and under the gums.
With less plaque, there are fewer bacteria that can cause tooth
decay.

%JFU
Foods high in sugar and reﬁned carbohydrates (pastries,
grains, pasta, and bread) encourage the formation of dental
caries. For infants, fruit juice, sweetened tea, soft drinks, all
types of milk, and formula all contain sugars that can cause
tooth decay if left in contact with teeth for long periods of
time. When a child uses a bottle for long periods, especially
during rest or sleep times, tooth decay can develop. Water is
the recommended choice in the sipper cup or bottle between
regular feeding times. A baby’s ﬁrst teeth may appear between
six and nine months of age, so daily teeth cleaning is needed
to remove food and bacteria that stick to teeth and lead to
tooth decay.

4PDJP&DPOPNJD$POEJUJPOTBOE%FOUBM)FBMUI
Low socio-economic conditions can lead to poor health,
including poor dental health. A poor diet, limited awareness
of the need for regular brushing, and a lack of care or trust in
health promotion or health services can lead to poor dental
health. High transportation costs and the refusal of some
dentists to treat recipients of social beneﬁts are also major
impediments to care when ﬁnancial resources are scarce
(MacEntee, Harrison, & Wyatt, 2001).

'MVPSJEBUJPO
Evidence shows that ﬂuoride has several different mechanisms
for preventing dental caries. According to researchers,
children in particular beneﬁt from water ﬂuoridation. Actual
ingestion of ﬂuoride, through water ﬂuoridation, allows
the ﬂuoride to work its way into the dentin and enamel of
those teeth that have not yet erupted, thus making them
more resistant to acid attack in the oral cavity after eruption.
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Furthermore, the
ingested ﬂuoride is
secreted into the saliva,
and although the
ﬂuoride is only present
in small concentrations,
it is accumulated in the
plaque where it can
decrease microbial acid
production. Fluoride
from the saliva is also
incorporated directly
into the enamel of
newly erupted teeth.
Researchers continue
to support ﬂuoridation
of community water
supplies as the most
effective way to reduce
the incidence of dental
caries in the general
population (MacEntee
et al., 2001; McDonald,
Avery, & Dean, 2004)

0UJUJT.FEJB &BS
*OGFDUJPOT

)PXDBOZPVQSFWFOUFBSMZ
DIJMEIPPEUPPUIEFDBZ
(PPEJOGBOUEFOUBMIFBMUIDBSF
JODMVEFTDMFBOJOHBOEXJQJOH
IJTIFSNPVUIEBJMZXJUIBDMFBO 
XFUGBDFDMPUIPSBTPGUCBCZ
UPPUICSVTI0ODFUFFUIBQQFBS JU
JTJNQPSUBOUUPDMFBOUIFDIJMET
UFFUIUXJDFBEBZ VTJOHBTPGU
CBCZUPPUICSVTIPSXFUGBDF
DMPUIXJUIBTNFBSPGUPPUIQBTUF
DPOUBJOJOHnVPSJEF0OFDMFBOJOH
TIPVMECFBGUFSUIFMBTUGFFEJOHPG
UIFEBZ5PSFEVDFUIFDIBODFPG
QBTTJOHIBSNGVMCBDUFSJBPOUPB
DIJME DBSFHJWFSTTIPVMEOPUTIBSF
UPPUICSVTIFT MJDLTPPUIFSTUPDMFBO
UIFN PSUFTUUIFDIJMETGPPEXJUI
UIFTBNFTQPPO
5IF$BOBEJBO%FOUBM"TTPDJBUJPO
SFDPNNFOETSFHVMBSEFOUBMWJTJUT
CFHJOOJOHTJYNPOUITBGUFSUIF
mSTUUPPUIBQQFBST PSBUBCPVUPOF
ZFBSPGBHF'PSNPSFJOGPSNBUJPO
POQSFWFOUJOHFBSMZDIJMEIPPE
UPPUIEFDBZ QMFBTFSFGFSUPUIF
#$)FBMUI'JMF" *OGBOU%FOUBM
$BSF BUIUUQXXXIFBMUIMJOLCD
DBIFBMUImMFTQEGImMFBQEG

Otitis media is
inﬂammation of the
4PVSDF.JOJTUSZPG)FBMUI C
middle ear, or middle
ear infection. The
disease is very common
in children, with the
average toddler having two to three episodes a year. It can
occur as a result of a cold, sore throat, or respiratory infection,
and happens mainly in the winter and early spring. Otitis
media is the most common childhood infection for which
antibiotics are prescribed (University of Minnesota, n.d.), and
is the number one reason that children under the age of one
are taken to the doctor (Brown, 2000).
The health risks for otitis media are infections to other parts
of the head, permanent hearing loss, and problems with



speech and language development, mainly due to temporary/
permanent hearing loss (University of Virginia Health System,
n.d.).
Those children who experience otitis media have an increased
risk of developing repeated infections later in childhood.
The disease is more common in boys than in girls, and is also
more common in people with lower socio-economic status,
and in children born with structural problems of the face or
skull (Schmidt, 1990).

$BVTFTPG0UJUJT.FEJB
Anything that causes the eustachian tube to become irritated,
or causes more ﬂuid to be produced, can lead to a blocked
tube and an ear infection. This can include colds and sinus
infections, allergies, tobacco smoke or other irritants, infected
or overgrown adenoids, or excess mucus and saliva produced
during teething (MedlinePlus, 2008).
The size and shape of the eustachian tube is also a factor
in the higher rate of infection among younger children
compared to older children and adults. In younger children
the tube is shorter and straighter, ﬂoppier, and the opening is
smaller (MedlinePlus, 2008).

5SFBUNFOUPG0UJUJT.FEJB
There is some controversy associated with treatment of otitis
media, due to the difﬁculty in distinguishing a viral infection
from a bacterial infection, and the fact that a viral infection
can progress to a bacterial infection at any time. Neither
antihistamines nor decongestants are recommended for use
in treating otitis media at any stage in the disease process.
Treatment of otitis media usually involves the use of
antibiotics. However, some of the bacteria that can cause
otitis media have become resistant to some antibiotics.
Antibiotic resistance occurs most frequently in patients with
recently treated acute otitis media, children who attend
daycare facilities, and children younger than two years of age
(Pichichero, 2000).
Furthermore, research suggests that antibiotics are not always
the best approach to this disease. For example, in the case
of acute middle ear infections, the risk of repeated infections
may be almost three times greater if antibiotics are used
(Schmidt, 1990).

1BUIXBZTUP)FBMUIBOE)FBMJOHtOE3FQPSUPOUIF)FBMUIBOE8FMMCFJOHPG"CPSJHJOBM1FPQMFJO#SJUJTI$PMVNCJB

$IBQUFS)FBMUIZ#FHJOOJOHT1SFHOBODZ *OGBOUT BOE$IJMESFO

A major challenge for the practitioner is to differentiate
between otitis media with effusion (OME) and acute otitis
media (AOM). OME is more common than AOM. It may
accompany viral upper respiratory infections, be a prelude to
AOM, or be a secondary result of AOM. When OME is wrongly
identiﬁed as AOM, antibacterial agents may be prescribed
unnecessarily (American Academy of Pediatrics & American
Academy of Family Physicians, 2004).
Research has shown that in general practice, middle ear
cultures are not performed to determine whether or not
harmful bacteria actually exist. In addition, children who have
had repeated doses of antibiotics for otitis media often suffer
from a secondary infection, and further antibiotic treatment
can severely aggravate this infection. Although earlier research
in Canada supported the use of antibiotics for almost any type
of middle ear infections, more recent research has called this

conclusion into question. For example, “when researchers
compared Canada, where antibiotics are used aggressively
to treat middle ear problems, with the Netherlands, where
antibiotics are used much less aggressively, they found
virtually no difference in the outcome of severe ear infections
(Smith, 2003).
In chronic cases, surgery is sometimes performed to help
restore hearing to a normal level and minimize problems
with language development. This can include removal of the
adenoids and, in some cases, the tonsils. However, studies
have shown that tonsillectomies do not affect the long-term
course of otitis media; in addition, “tonsils are essential
lymphoid structures that play an important role in protecting
the ear, nose and throat area from bacteria and viruses”
(Smith, 2003).

#SFBTUGFFEJOHBOE&BSMZ*OGBODZ
"TUVEZCZ"MBO%#PXE GSPN-BLFIFBE6OJWFSTJUZ  JOEJDBUFTUIBUUIFNBKPSJUZPG$BOBEJBO"CPSJHJOBMNPUIFSTEPOPUCSFBTUGFFE
CFZPOEFBSMZJOGBODZ*UQPJOUTUPSFTFBSDIGSPN)FBMUIBOE8FMGBSF$BOBEBT.FEJDBM4FSWJDFT#SBODI XIJDISFQPSUFEUIBUXIJMFQFS
DFOUPG"CPSJHJOBMDIJMESFOXFSFCSFBTUGFEBUCJSUI POMZQFSDFOUXFSFCSFBTUGFEBUNPOUIT BOEPOMZQFSDFOUBUNPOUIT
#PXESFDPNNFOEFEUIBUCSFBTUGFFEJOHFEVDBUJPOTUBSUCZUBSHFUJOHBEPMFTDFOUTJOTDIPPM JODMVEJOHIBWJOHZPVOHQBSFOUTTQFBLUPIJHI
TDIPPMTUVEFOUTBCPVUUIFCFOFmUTPGCSFBTUGFFEJOHXJUISFTQFDUUPFBSEJTFBTF)FGVSUIFSTVHHFTUFEUIBUQSPHSBNTUBSHFUUIFXIPMF
DPNNVOJUZBOEOPUKVTUQSFHOBOUXPNFO JOPSEFSUPDSFBUFBTVQQPSUJWFDPNNVOJUZBOEGBNJMZFOWJSPONFOUGPSCSFBTUGFFEJOHNPUIFST*O
BEEJUJPO #PXETSFTFBSDIJEFOUJmFEBEJFUPGMPXOVUSJUJPOBMWBMVF FYQPTVSFUPTFDPOEIBOETNPLF BOEMJNJUFEBDDFTTUPNFEJDBMDBSFBTUIF
NBJODBVTFTPGUIFIJHIQSFWBMFODFPGFBSJOGFDUJPOTJO"CPSJHJOBMDPNNVOJUJFT
4PVSDF#PXE 
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In British Columbia, the incidence of
otitis media has declined for both the
Status Indian population and other
residents over the past decade (Figure
3.36). In spite of this decrease, a gap still
persists between the two populations.

1FSDFOU






4UBUVT*OEJBOT
0UIFS3FTJEFOUT

                               
                                              
                                              

'JTDBM:FBS
4PVSDF.JOJTUSZPG)FBMUI4FSWJDFT .FEJDBM4FSWJDFT1MBO$MBJNTEBUBCBTF *$%o QSFQBSFECZUIF
0öDFPGUIF1SPWJODJBM)FBMUI0öDFSBOE$PSQPSBUF4VQQPSU 1MBOOJOHBOE-FHJTMBUJPO .JOJTUSZPG)FBMUIZ
-JWJOHBOE4QPSU 

'JHVSF

*ODJEFODFPG0UJUJT.FEJBJO#SJUJTI
$PMVNCJB

In 2006/2007, the proportion of children
who contracted otitis media was the
same for both Status Indians and other
residents with the exception of children
under one year of age (Figure 3.37).
For this young age group, almost twice
as many Status Indian children were
diagnosed compared to other children.
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In British Columbia, all infants and children have access
to free immunizations to protect them against diphtheria,
pertussis, tetanus, polio, haemophilus inﬂuenzae type b (Hib),
measles, mumps, rubella, and hepatitis B. Most childhood
vaccines are given in a “series” during the ﬁrst year of life.
Each dose of vaccine boosts the antibody levels produced
by the previous one, until the baby’s immune system is
developed well enough to “remember” how to produce the
needed antibodies for a real virus or bacteria.10
British Columbia has recently expanded the availability of
some new vaccines, including meningococcal C conjugate
vaccine and varicella vaccine. Invasive meningococcal disease
is a serious illness that can progress rapidly to shock and
death. The fatality rate ranges from 8–15 per cent, with an
additional 10–20 per cent of survivors suffering long-term
effects including mental retardation, hearing loss, and loss
of limb use. The varicella-zoster virus causes signiﬁcant
morbidity every year in BC from chickenpox and shingles. The
varicella-zoster virus can occur in up to 10,000 BC residents
annually and cause 25–30 deaths each year (Vancouver
Coastal Health, n.d.)
Immunizations in BC are delivered by both private physicians
and health authority public health staff. The proportion of
physician/public health delivery varies substantially between
health authorities, making it challenging to accurately
measure immunization rates. The BC Centre for Disease
Control (BCCDC) is responsible for data collection and is
developing new reporting methodology to standardize and
improve data quality (Ministry of Health, Provincial Health
Services Authority, & BCCDC, 2008). On-reserve First Nations
receive immunization services from federal, band-employed,
or regional health authority nurses (Dawar, McColgan, & Ng,
2005).

Immunization rates for First Nations on-reserve have been
estimated to be up to 20 per cent lower than the rates for
the general population. In 2003, the federal government
dedicated $32 million over 5 years to develop and implement
the First Nations and Inuit Health Branch Targeted
Immunization Strategy, to increase immunization coverage
rates in children under 6 living on-reserve and to implement
newly recommended vaccines (conjugate pneumococcal,
conjugate meningococcal C, and varicella) (Dawar et al.,
2005).
In 2004, a national Immunization Strategy was endorsed by
the Conference of Deputy Ministers of Health. Targets for
immunizations for 2-year-olds were set globally at 95 per cent
or higher. British Columbia’s rates have increased from 69
per cent in 2004/2005 to 74 per cent in 2005/2006. To achieve
the target of 95 per cent, collaboration between the public,
decision makers, and service providers is essential (Ministry of
Health, 2007a).
The immunization data in this report were provided by
First Nations and Inuit Health and include the First Nations
on-reserve population.11 One of the priority actions for BC
identiﬁed in the 2007 document Immunize BC: A Strategic
Framework for Immunization in BC (Ministry of Health,
2007a) is the creation of a single, integrated immunization
registry; however, this is a complex task that requires a system
of interconnected immunization registries. For this reason,
gathering reliable data for immunization is difﬁcult; as a
result, it is not easy to make a direct comparison between
on-reserve and off-reserve First Nations people and the
general population living off-reserve, or even to compare
immunization coverage for off-reserve First Nations to the
coverage for other residents.

10

The BC child immunization schedule can be found at http://www.immunizebc.ca/VaccSched/Vaccine+Schedules.htm.

11

The number of First Nations communities included in the immunization coverage was 169 (out of 200) in 2003, 174 (of 201) in 2004, 171 (of 200) in 2005, and 166 (of 202) in 2006.
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PGXBTJOUSPEVDFEBTBOBQQSPYJNBUJPOGPSUIFGPVSDPNCJOFEJNNVOJ[BUJPOT
5IFUBSHFUQPQVMBUJPOGPSIFQBUJUJT#JNNVOJ[BUJPOXBTDIJMESFOUIFUBSHFUGPSUIFPUIFS
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*O UIFUBSHFUQPQVMBUJPOGPS.FOJOHPDPDDBM$XBTDIJMESFOBTDPNQBSFEUPGPSUIFPUIFS
WBDDJOFTGPSUIBUTBNFZFBS
/PUFT%151EJQIUIFSJB QFSUVTTJT UFUBOVT QPMJP..3NFBTMFT NVNQT SVCFMMB)JCIBFNPQIJMVT
JOnVFO[BFUZQFC1/&6$QOFVNPDPDDBMDPOKVHBUF)FQ#IFQBUJUJT#
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Figure 3.38 shows the level of
immunization coverage for the 1-yearold, on-reserve, First Nations population.
Based on the data shown, immunization
rates for diphtheria, pertussis, tetanus,
and polio (DPTP), administered in one
vaccine after 2003, are in the range of
84–89 per cent. The measles/mumps/
rubella (MMR) vaccine was administered
to 1-year-old First Nations children
beginning in 2004, and its usage has
increased since that time (from 72.9 per
cent in 2003 to 79.0 per cent in 2006).
The Hib immunization rate was in the
85 per cent range from 2003 to 2006,
while the Hep B immunization rate
was lower (83 to 84 per cent) with the
exception of 2003 in which the target
population was signiﬁcantly lower.
Immunization coverage for the PNEUC-7 and meningococcal C conjugate
vaccines has increased signiﬁcantly since
their introduction in 2004 and 2003
respectively.
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From 2003 to 2006, immunization
coverage for 2-year-olds for the DPTP,
MMR, and Hib vaccines was fairly
consistent, and was generally in the 80
to 82 per cent range. During this time
period, the Hep B immunization rate was
generally higher than the rates for other
immunizations in this age group. Although
the rate did decline from 89.2 per cent in
2003 to 78.5 per cent in 2005, it increased
to 86.3 per cent in 2006. Immunization
coverage for the PNEU-C-7 vaccine has
increased steadily over this time period,
from 59.5 per cent in 2003 to 80.3 per cent
in 2006 (Figure 3.39).

*O JNNVOJ[BUJPOTGPSEJQIUIFSJB QFSUVTTJT UFUBOVT BOEQPMJPXFSFHJWFOJOEJWJEVBMMZ*OPSEFSUP
QSPWJEFPOFSBUFGPSDPNQBSJTPOQVSQPTFTXJUIMBUFSZFBST UIFJOEJWJEVBMSBUFTXFSFSFWJFXFE BOEBSBUF
PGXBTJOUSPEVDFEBTBOBQQSPYJNBUJPOGPSUIFGPVSDPNCJOFEJNNVOJ[BUJPOT
*O JNNVOJ[BUJPOTGPSNFBTMFT NVNQT BOESVCFMMBXFSFHJWFOJOEJWJEVBMMZ*OPSEFSUPQSPWJEFPOF
SBUFGPSDPNQBSJTPOQVSQPTFTXJUIMBUFSZFBST UIFJOEJWJEVBMSBUFTXFSFSFWJFXFE BOEBSBUFPGXBT
JOUSPEVDFEBTBOBQQSPYJNBUJPOGPSUIFUISFFDPNCJOFEJNNVOJ[BUJPOT
5IFUBSHFUQPQVMBUJPOGPSIFQBUJUJT#JNNVOJ[BUJPOXBTDIJMESFOUIFUBSHFUGPSUIFPUIFS
EJTFBTFTXBTDIJMESFO
/PUFT%151EJQIUIFSJB QFSUVTTJT UFUBOVT QPMJP..3NFBTMFT NVNQT SVCFMMB)FQ#IFQBUJUJT#)JC
IBFNPQIJMVTJOnVFO[BFUZQFC1/&6$QOFVNPDPDDBMDPOKVHBUF
4PVSDF'JSTU/BUJPOTBOE*OVJU)FBMUI )FBMUI$BOBEB UPQSFQBSFECZUIF0öDFPGUIF1SPWJODJBM
)FBMUI0öDFSBOE$PSQPSBUF4VQQPSU 1MBOOJOHBOE-FHJTMBUJPO .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 
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For the 6-year-old, on-reserve
First Nations population, the only
immunization data reported from
2003 to 2006 was for the DPTP and
MMR vaccines.12 Figure 3.40 shows the
coverage for both vaccines from 2003
to 2006. Coverage for the DPTP vaccine
ranged from 78.5 per cent in 2003, to a
high of 82.3 per cent in 2005, and 80.6
per cent in 2006. Coverage for the MMR
vaccine ranged from 84.6 per cent in
2003, to a high of 87.9 per cent in 2005,
and 86.9 per cent in 2006.
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*O JNNVOJ[BUJPOTGPSEJQIUIFSJB QFSUVTTJT UFUBOVT BOEQPMJPXFSFHJWFOJOEJWJEVBMMZ*OPSEFSUP
QSPWJEFPOFSBUFGPSDPNQBSJTPOQVSQPTFTXJUIMBUFSZFBST UIFJOEJWJEVBMSBUFTXFSFSFWJFXFE BOEBSBUF
PGXBTJOUSPEVDFEBTBOBQQSPYJNBUJPOGPSUIFGPVSDPNCJOFEJNNVOJ[BUJPOT

*O JNNVOJ[BUJPOTGPSNFBTMFT NVNQT BOESVCFMMBXFSFHJWFOJOEJWJEVBMMZ*OPSEFSUPQSPWJEFPOF
SBUFGPSDPNQBSJTPOQVSQPTFTXJUIMBUFSZFBST UIFJOEJWJEVBMSBUFTXFSFSFWJFXFE BOEBSBUFPGXBT
JOUSPEVDFEBTBOBQQSPYJNBUJPOGPSUIFUISFFDPNCJOFEJNNVOJ[BUJPOT
/PUFT%151EJQIUIFSJB QFSUVTTJT UFUBOVT QPMJP..3NFBTMFT NVNQT SVCFMMB
4PVSDF'JSTU/BUJPOTBOE*OVJU)FBMUI )FBMUI$BOBEB UPQSFQBSFECZUIF0öDFPGUIF1SPWJODJBM
)FBMUI0öDFSBOE$PSQPSBUF4VQQPSU 1MBOOJOHBOE-FHJTMBUJPO .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 

12

Haemophilus inﬂuenzae (Hib) immunization was only reported in 2003 for this age group, as in later years, the Hib vaccine was administered to the 1-year-old and
2-year-old population.
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From 1992–2006, substantially more
Status Indian children aged 1–4 years
died from external causes of death
such as motor vehicle accidents and
homicides, compared to other BC
children. Deaths from motor vehicle
accidents for children in this age group
were nearly four times higher for Status
Indian children compared to other BC
children, and homicide deaths were
nearly seven times higher. Status Indian
children age 1–4 also had signiﬁcantly
higher rates of death from other external
causes and diseases of the respiratory
system compared to other BC children
(Figure 3.41).
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• The health of infants and children has been internationally
accepted as an indicator of the health and well-being of a
population.
• For many years, the Aboriginal population has
experienced signiﬁcantly higher infant mortality, neonatal
mortality, post-neonatal mortality, and low birth weight
births, compared to the rest of the BC population.
• Research has widely recognized the association between
poor socio-economic status and poor health. For infants
and children, poor health is generally a result of parents’
low income and low levels of education. Several studies
have shown a strong link between a mother’s income and
education and her infant’s health.
• Some studies have concluded that women in poorer
neighbourhoods and with a lower socio-economic status
may beneﬁt from initiatives and programs that would
help to reduce post-neonatal deaths, such as initiatives to
improve knowledge of SIDS prevention.
• Being overweight during pregnancy can inﬂuence
conditions such as gestational diabetes. Over half of Status
Indian women on-reserve (53.2 per cent) and nearly half
of Status Indian women off-reserve (45.9 per cent) had
an overweight pre-pregnancy BMI. The majority of other
residents had a normal pre-pregnancy BMI (63.6 per cent).
• Several studies have revealed an association between lack
of prenatal care and infant mortality.
• From 1998–2004, twice as many Status Indians mothers
had inadequate prenatal care compared to other resident
mothers. For the same time period, infant mortality was
signiﬁcantly higher for both Status Indian and other
resident mothers who had inadequate prenatal care,
compared to those mothers who had adequate or more
than adequate care.
• A preterm birth refers to a newborn whose gestational
age is less than 37 weeks. The rate of preterm birth for
the Status Indian population is signiﬁcantly higher than
the rate for other residents. From 1993 to 2006, the rate
for Status Indians increased from 9.1 to 11.7 per 100 live
births.

• Low birth weight refers to newborns who weigh less
than 2,500 grams. From 1993 to 2006, the rate of low
birth weight births among the Status Indian population
increased slightly from 5.8 to 6.1 per 100. Another major
concern for Aboriginal communities is high birth weight
births. High birth weight infants (newborns weighing
more than 4,500 grams) are at risk for birth injuries and
may be predisposed to being overweight both at one year
of life and in adolescence.
• Infant mortality refers to the deaths of live-born infants
less than one year of age. Although there has been an
overall decrease in the infant mortality rate for the Status
Indian population—from 11.8 per 1,000 live births in 1993
to 5.3 per 1,000 live births in 2006—the gap between
the Status Indian population and other BC residents has
persisted over the last 10 years.
• Neonatal mortality refers to the deaths of infants in the
ﬁrst 28 days of life. While the rate of neonatal mortality
has decreased for both Status Indians and other residents
from 1993 to 2006 (4.1 to 2.8 per 1,000 live births and 3.0
to 2.8 per 1,000 live births respectively), the gap between
the two populations has persisted over the last 10 years.
• Post-Neonatal mortality refers to the deaths of infants
between 28 days and one year of age. Data for postneonatal mortality indicate a signiﬁcant improvement for
the Status Indian population since 1993. While the rate of
post-neonatal mortality for the Status Indian population
has declined from 7.8 per 1,000 live births in 1993 to 2.5
per 1,000 live births in 2006, the gap between the Status
Indian population and other BC residents has persisted
over the last 10 years.
• Infant deaths are caused by many conditions, including
perinatal conditions, congenital anomalies, sudden
infant death syndrome (SIDS), respiratory diseases, and
infectious diseases, as well as other natural and external
causes.
• From 1998–2004, Status Indian mothers who lived offreserve had a signiﬁcantly higher infant mortality rate
than those who lived on-reserve (10.4 per 1,000 live births
versus 6.5 per 1,000 live births respectively).
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• From 1998–2004, Status Indian mothers had a higher
percentage of substance use during pregnancy than other
residents. Infant mortality rates were higher for Status
Indian mothers who reported smoking, alcohol, or drug
use during pregnancy, compared to those mothers with
no reported substance use.
• From 1996/1997 to 2006/2007, the rate of dental surgeries
for Status Indian children under the age of 5 was 3 to 4
times higher than the rate for other children in BC.

8IBU"DUJPOT$BO8F5BLF
The health system can:
• Work with Aboriginal communities to develop culturally
appropriate reproductive care programs, including better
prenatal access, outreach, and nutrition programs for
mothers and infants.
• Continue to monitor the birth weights of Status Indian
infants, to better understand the factors that affect it.

• In British Columbia, the incidence of otitis media has been
reduced for both the Status Indian population and other
residents over the past decade. In spite of this decrease, a
gap still exists between the two populations, and it has not
narrowed signiﬁcantly since 1996/1997.

• Develop better methods for diagnosing and tracking the
occurrence of fetal alcohol spectrum disorder.

• A long history of colonization, systemic discrimination,
and experiences such as residential schools have led to
adverse health effects on Aboriginal families and their
children. The results of these experiences are the root of
inequities in infant health for Aboriginal peoples.

• Develop culturally sensitive and supportive programs to
address the root cause of alcohol and substance use and
to help achieve better health outcomes for mothers and
their infants.

• Support Aboriginal communities in motivating community
members to reduce tobacco misuse.

• Continue to promote an awareness of how to prevent
sudden infant death syndrome.
• Continue to improve immunization coverage.

4IFXBZ

• Promote car safety including appropriate child seats.

4IFXBZ B$PBTU4BMJTIXPSENFBOJOHiHSPXUIw JTBQSPHSBN
MPDBUFEJOUIF%PXOUPXO&BTUTJEFPG7BODPVWFSUIBU
QSPWJEFTIFBMUIBOETPDJBMTFSWJDFTVQQPSUTUPQSFHOBOU
XPNFOPSXPNFOXJUIDIJMESFOVOEFSNPOUITPGBHF 
XIPBSFEFBMJOHXJUITVCTUBODFVTFJTTVFT&TUBCMJTIFEJO
 UIFQSPHSBNIBTTIPXOTVDDFTTJONFFUJOHUIFIFBMUI
BOETPDJBMOFFETPGBQPQVMBUJPOXJUIIJHIMZDPNQMFYOFFET
4FSWJDFTBSFQSPWJEFEUISPVHICPUIPVUSFBDIBOEESPQJO
,FZQSPHSBNBSFBTJODMVEFGPPEBOEOVUSJUJPOTFSWJDFT 
QSJNBSZIFBMUIDBSFTFSWJDFT DPVOTFMMJOHTFSWJDFT IFBMUIZ
DIJMEEFWFMPQNFOU BEWPDBDZ DPNNVOJUZFEVDBUJPO BOE
GVOESBJTJOH

Government and community organizations can:
• Tackle the larger issues that affect children’s health
and development: Poverty, food security, and social
conditions.
• Implement community programs (such as the Four Pillars
Approach in Vancouver) to prevent, treat, and reduce
harms from substance abuse, with a focus on culturallybased services speciﬁc to the Aboriginal population.

4IFXBZJTBQBSUOFSTIJQJOJUJBUJWFCFUXFFO7BODPVWFS
$PBTUBM)FBMUI"VUIPSJUZ UIF.JOJTUSZPG$IJMESFOBOE'BNJMZ
%FWFMPQNFOU 7BODPVWFS/BUJWF)FBMUI4PDJFUZ BOEUIF
:8$"PG7BODPVWFS
4PVSDF4IFXBZ 7BODPVWFS$PBTUBM)FBMUI  OE
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Previous research and studies have shown that the health
status of the Aboriginal population falls below that of
the general population. Although there have been some
improvements, some areas have worsened or stayed relatively
unchanged.
This chapter provides data and analysis on a number of health
conditions for the Aboriginal population.1 Although there
is considerable interest in the health status of all Aboriginal
peoples (including Métis, non-Status, and Inuit), in most
cases, relevant data are only available for Status Indians.
Where possible, this report attempts to compare the data
and trends with the 2001 Provincial Health Ofﬁcer’s report,
The Health and Well-being of Aboriginal People in British
Columbia. Due to the availability of additional data, there
are more concepts included in this chapter than previously
reported in 2001. For more detailed data tables and additional
regional data please refer to the website of the Ofﬁce of the
Provincial Health Ofﬁcer at http://www.hls.gov.bc.ca/pho.

)JHIMJHIUT
• The average life expectancy for Status Indian males
increased from 69.8 in 1992–1996 to 73.0 in 2002–2006.
The life expectancy for Status Indian females increased
from 76.2 to 77.0 in the same time period.

1

• In Canada, compared to the general population, First
Nations have higher rates of arthritis/rheumatism, high
blood pressure, diabetes, asthma, heart disease, cataracts,
and chronic bronchitis. In BC, the prevalence of heart
disease, diabetes, arthritis, and other chronic diseases
is also much higher in the Status Indian population
compared to other residents.
• The combination of a western diet high in carbohydrates,
simple sugars, and fats, and a sedentary, inactive lifestyle
has more than likely contributed to the epidemic of
diabetes and other chronic conditions among the
Aboriginal population.
• Aboriginal groups clearly experience a disproportionate
level of food insecurity due to poverty and remote
locations. Many people living on low incomes are unable
to afford sufﬁcient or nutritious food. Those living on
remote reserves face additional challenges in obtaining
fresh and healthy food, as it must be transported long
distances. Food insecurity is a precursor to many health
problems, including malnutrition, low birth weight babies,
unhealthy pregnancies, sub-optimal child development,
as well as poorer health in seniors, and greater rates of
chronic disease.

The terms used in this report to describe the Aboriginal population will vary according to the data and the sources used. For consistency, material presented from a published study
quote the exact terms and deﬁnitions used in that study.
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• Deaths due to medically treatable diseases are those for
which mortality could potentially have been avoided
through appropriate and timely medical intervention.
Since 1993, the age-standardized mortality rate (ASMR) for
these diseases has ﬂuctuated and has generally been 2 to
5 times higher for the Status Indian population compared
to other residents. In 2006, the rate for the Status Indian
population in BC was 1.5 per 10,000, compared to 0.3 per
10,000 for other residents. The higher death rates from
these diseases for the Status Indian population more than
likely reﬂect gaps in access to primary care services in this
population.
• Although the ASMRs for external causes of death such
as motor vehicle accidents, accidental poisoning, and
drug-induced deaths are higher for the Status Indian
population compared to other residents, there has been a
signiﬁcant decline in rates from 1993 to 2006.

'JHVSF

• A possible explanation for the higher rates of HIV deaths
in the Status Indian population may be that Aboriginal
people are disproportionately represented in the hardto-reach populations that are medically eligible for
Highly Active Antiretroviral Therapy (HAART), but do not
currently access it: those who are addicted to drugs, the
mentally ill, the homeless, and those who live in remote
communities without access to expert care. As well,
mistrust in medical institutions and lack of culturally safe
and supportive care may negatively impact the uptake of
treatment for Aboriginal patients.

)FBMUI6UJMJUZ*OEFY CZ(FOEFS
"CPSJHJOBMBOE/PO"CPSJHJOBM1PQVMBUJPO "HFo:FBST #$ 
"CPSJHJOBM
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• The rate of deaths due to HIV disease for the Status Indian
population has more than doubled since 1993 (0.8 per
10,000 in 1993 to 1.9 per 10,000 in 2006), while the rate
for other residents has decreased signiﬁcantly in the same
time period (0.8 per 10,000 in 1993 to 0.2 per 10,000 in
2006).
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%FWFMPQFECZ.D.BTUFS6OJWFSTJUZT$FOUSFGPS
)FBMUI&DPOPNJDTBOE1PMJDZ"OBMZTJT UIF)FBMUI
6UJMJUZ*OEFY )6* NFBTVSFTUIFPWFSBMMIFBMUI
PGUIFQPQVMBUJPO CBTFEPOFJHIUEJNFOTJPOTPG
GVODUJPOJOH WJTJPO IFBSJOH TQFFDI NPCJMJUZ 
EFYUFSJUZ GFFMJOHT DPHOJUJPO BOEQBJO "TDPSFPG
UPJTDPOTJEFSFEUPCFWFSZHPPEPSFYDFMMFOU
IFBMUITDPSFTCFMPXJOEJDBUFNPEFSBUFPSTFWFSF
GVODUJPOBMIFBMUIQSPCMFNT 4UBUJTUJDT$BOBEB
$BOBEJBO*OTUJUVUFGPS)FBMUI*OGPSNBUJPO  
'JHVSFJMMVTUSBUFTUIF)6*GPSUIF"CPSJHJOBM
QPQVMBUJPOBOEUIFOPO"CPSJHJOBMQPQVMBUJPO BHF
oZFBST CBTFEPOUIFmOEJOHTPGUIF$BOBEJBO
$PNNVOJUZ)FBMUI4VSWFZ*O QFSDFOU
PG"CPSJHJOBMNFOTVSWFZFEIBEBTDPSFPGBOE
BCPWF DPNQBSFEUPQFSDFOUPGOPO"CPSJHJOBM
NBMFT"MBSHFSQSPQPSUJPOPG"CPSJHJOBMXPNFO
UIBONFO QFSDFOU IBETDPSFTPGPSIJHIFS 
BMUIPVHIUIJTQFSDFOUBHFXBTTUJMMMPXFSUIBOUIF
QFSDFOUBHFGPSOPO"CPSJHJOBMGFNBMFT QFS
DFOU 
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-JGF&YQFDUBODZ
The life expectancy for Status Indians
has improved consistently over the
past decade. Figure 4.2 illustrates
the life expectancy at birth for both
male and female Status Indians and
other residents. The average 5-year
life expectancy for Status Indian males
increased from 69.8 years in 1992–1996
to 73.0 years in 2002–2006. Life
expectancy for Status Indian females
increased only slightly during the same
time period, from 76.2 to 77.0 years.
Both Status Indian males and females
have a shorter life expectancy than other
residents, although the gap is narrowing
between males in the two populations.
For the period 2002–2006, the life
expectancy at birth for Status Indian
males was 5.4 years less than other male
residents; for Status Indian females,
it was 6.1 years less than other female
residents (Figure 4.3).
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Since 1993, the age-standardized

mortality rate (ASMR)2 for all causes
of death has been substantially higher

for the Status Indian population
compared to other residents. From

1993 to 2006, the ASMR for all causes of
death decreased signiﬁcantly for both

populations; however, the gap between
the two populations has persisted, with
                                                           
4UBUVT*OEJBOT 4*                                                                         
an absolute difference of approximately
0UIFS3FTJEFOUT 03                                                                         
4*%FBUIT                                                                             23 per 10,000 over time. In 2006, the
03%FBUIT                                         
ASMR for all causes of death for the
:FBS
Status Indian population was 73.6 per
10,000, compared to 50.7 per 10,000 for
/PUF"HF4UBOEBSEJ[FENPSUBMJUZSBUFQFS TUBOEBSEQPQVMBUJPO $BOBEB$FOTVT 
other residents (Figure 4.4).
4PVSDF#$7JUBM4UBUJTUJDT"HFODZ QSFQBSFECZ)FBMUI4FDUPS*.*5%JWJTJPO .JOJTUSZPG)FBMUI4FSWJDFT 
BOE1PQVMBUJPO)FBMUI4VSWFJMMBODFBOE&QJEFNJPMPHZ .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 

Aggregate regional data for 2002–2006
show that the Status Indian mortality rate
was signiﬁcantly higher than the rate for
other residents in every health authority
and in BC as a whole.

2

The age-standardized mortality rate (ASMR) is a summary of age-adjusted death rates by age and gender, adjusted to a standard population (1991 Canada Census). It can be used
to compare differences between genders, different time periods, and geographical locations (British Columbia Vital Statistics Agency, 2004). Further technical explanation of this
and other measures is provided in Appendix A.
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%FBUIT'SPN"MM$BVTFT 1PUFOUJBM:FBSTPG-JGF-PTU
4UBOEBSEJ[FE3BUF 4UBUVT*OEJBOT
BOE0UIFS3FTJEFOUT #$ UP

Another meaningful way of looking at
mortality patterns is to consider potential
years of life lost (PYLL).3 As illustrated in

Figure 4.5, the PYLL standardized rate4

(PYLLSR) is substantially higher for the
Status Indian population compared to

other residents, which indicates that a

greater proportion of the Status Indian

population dies before reaching age
75. From 1993 to 2006, there was a

signiﬁcant decrease in PYLLSR for all

causes of death for both populations;
                                                           
however, in relative terms, the PYLLSR
4UBUVT*OEJBOT 4*                                                       
persisted at a level slightly over 2 times
0UIFS3FTJEFOUT 03                                          
4*%FBUITZST                                                                           higher for the Status Indian population
03%FBUITZST                                          
compared to other residents. In 2006,
:FBS
the PYLLSR was 97.0 per 1,000 for the
/PUF1PUFOUJBMZFBSTPGMJGFMPTU BHFVOEFSZFBST SBUFQFS TUBOEBSEQPQVMBUJPO $BOBEB$FOTVT 
Status Indian population, compared
4PVSDF#$7JUBM4UBUJTUJDT"HFODZ QSFQBSFECZ)FBMUI4FDUPS*.*5%JWJTJPO .JOJTUSZPG)FBMUI4FSWJDFT 
to 41.5 per 1,000 for other residents.
BOE1PQVMBUJPO)FBMUI4VSWFJMMBODFBOE&QJEFNJPMPHZ .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 
This gap of approximately 55 per 1,000
in 2006 is an improvement in absolute
terms over a gap of approximately 80 per
1,000 in 1993.

1:--43QFS 

'JHVSF

Aggregate regional data for 2002–2006
show that a signiﬁcant gap exists
between the Status Indian population
and other residents in all health
authorities, ranging from 3.2 times in
Vancouver Coastal Health Authority to
1.7 times in Northern Health Authority.

3

Potential years of life lost (PYLL) is the number of years of life lost when a person dies before a speciﬁed age (deﬁned in this report as 75 years of age).

4

PYLL standardized rate (PYLLSR) is a health status indicator that measures the age-standardized rate of PYLL, adjusted to the 1991 Canada Census standard population (British
Columbia Vital Statistics Agency, 2004).
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Figure 4.6 shows PYLLSRs for speciﬁc
causes of death for the Status Indian
population and other residents.
Compared to other residents, the Status
Indian population had a higher rate of
dying before reaching age 75 from every
cause of death except cancer. For the
5-year period 2002–2006, the highest
PYLLSR for the Status Indian population
was 11.3 per 1,000 population for
circulatory system diseases, compared
to 5.6 per 1,000 for other residents. The
difference in rates between the Status
Indian population and other residents
was also apparent for other causes of
death, including motor vehicle accidents,
suicides, accidental poisoning, digestive
system diseases, and infectious/parasitic
diseases. As many of these causes of
death are classiﬁed as “external” (e.g.,
motor vehicles accidents and suicides),
it is possible that some of the premature
mortality for Aboriginal people in BC
could be prevented.

0UIFS3FTJEFOUT


1:--43QFS 
/PUF1PUFOUJBMZFBSTPGMJGFMPTU BHFVOEFSZFBST SBUFQFS TUBOEBSEQPQVMBUJPO $BOBEB$FOTVT 
4PVSDF#$7JUBM4UBUJTUJDT"HFODZ QSFQBSFECZ)FBMUI4FDUPS*.*5%JWJTJPO .JOJTUSZPG)FBMUI4FSWJDFT 
BOE1PQVMBUJPO)FBMUI4VSWFJMMBODFBOE&QJEFNJPMPHZ .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 
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"OBMZTJTPG$ISPOJD%JTFBTFTBOE.BKPS
$BVTFTPG%FBUI
The following sections provide data and analysis on the
chronic diseases and major causes of death for the province as
a whole. For more detailed data tables and additional regional
data please refer to the website of the Ofﬁce of the Provincial
Health Ofﬁcer at http://www.hls.gov.bc.ca/pho.

$ISPOJD%JTFBTFT
Most indigenous populations worldwide, including the
Canadian Aboriginal population, share a pattern of premature
morbidity. The key considerations are genetics, lifestyle,
socio-economic factors, and a long history of colonization,
cultural deprivation, political impotence, and systematic
discrimination. Some researchers have focused on the role
of genetics as a risk factor for adverse health outcomes and
suggest that in the Canadian Aboriginal population, the geneenvironment interaction may be particularly strong. Others
argue that socio-economic status, along with health-damaging
behaviours such as smoking, alcohol and drugs, often lead
to the presence of two or more diseases (co-morbidities)
together in an individual, and this may be more responsible
for premature mortality rather than having an “Aboriginal”
background (Cass, 2004).
In Canada, compared to the general population, First
Nations have higher rates of arthritis/rheumatism, high
blood pressure, diabetes, asthma, heart disease, cataracts,
and chronic bronchitis (First Nations Regional Health
Survey, 2002/03). In BC, the prevalence of chronic diseases
such as heart disease, diabetes, and arthritis is also much
higher in the Status Indian population compared to other
residents. A combination of factors such as smoking; a diet
high in carbohydrates, simple sugars, and fats; a sedentary,
inactive lifestyle, and socio-economic factors has more than
likely contributed to the epidemic of chronic disease in the
Aboriginal population.
A discussion of traditional Aboriginal diets and what has
changed may provide insight into the signiﬁcant increase in
chronic disease among the Aboriginal population.

'PPE %JFU BOE$ISPOJD%JTFBTF
Traditional Foods
The traditional foods of BC’s Aboriginal population provided
a diet high in protein, low in carbohydrates, and rich in
essential minerals and vitamins (Kuhnlein & Chan, 2000).
In coastal communities, dried herring eggs on kelp were a
favourite snack, with the eggs providing protein, calcium,
iron, and thiamine. Smoked salmon and salmon eggs were a
common breakfast. Local plants supplied a fresh and diverse
selection of fruits and
vegetables, and nuts
were often added to
'PPE(VJEFGPS'JSTU/BUJPOT 
meat stock to make tasty
*OVJU BOE.ÏUJT
and nutritious soups.
At the time of
European colonization,
approximately onethird of Canada’s native
population lived in
BC. The abundance of
seafood available yearround made it possible
for coastal tribes to settle
in permanent villages,
often located along
the shores of sheltered
bays and inlets. When
the Europeans arrived,
some village sites had
been occupied for more
than 4,000 years (Indian
Affairs and Northern
Development Canada,
1996). Smaller numbers
of Aboriginal people
lived in BC’s Interior.
Those in the Northern
Interior (Subarctic) lived
a nomadic life of hunting
and gathering. Southern
Interior (Plateau)
Aboriginals travelled
around the region’s dry

0O"QSJM  BOBUJPOBM
GPPEHVJEFGPS'JSTU/BUJPOT 
*OVJU BOE.ÏUJTFOUJUMFE&BUJOH
8FMMXJUI$BOBEBT'PPE(VJEF
o'JSTU/BUJPOT *OVJUBOE.ÏUJT 
XBTMBVODIFECZUIFGFEFSBM
HPWFSONFOU5IJTJTUIFmSTUUJNF
UIBU$BOBEBT'PPE(VJEFIBT
CFFOUBJMPSFEUPSFnFDUUIFVOJRVF
WBMVFT USBEJUJPOT BOEGPPE
DIPJDFTPG"CPSJHJOBMQPQVMBUJPOT
.PSFUIBOQFPQMF JODMVEJOH
OBUJPOBM"CPSJHJOBMPSHBOJ[BUJPOT 
JOUFSNFEJBSJFT BOEOVUSJUJPO
QSPGFTTJPOBMT XFSFDPOTVMUFEJO
UIFEFWFMPQNFOUPGUIFOBUJPOBMMZ
UBJMPSFEGPPEHVJEF*UJTIPQFE
UIBUUIFHVJEFXJMMIFMQ"CPSJHJOBM
DPNNVOJUJFTNBLFIFBMUIZ
DIPJDFT XJUIJOUIFDPOUFYUPG
UIFJSUSBEJUJPOBMXBZPGMJGF
'PSNPSFJOGPSNBUJPOPO$BOBEBT
'PPE(VJEFo'JSTU/BUJPOT *OVJU
BOE.ÏUJTWJTJU)FBMUI$BOBEBT
XFCTJUFBUIUUQXXX
IDTDHDDBGOBOBMU@GPSNBUT
GOJICEHTQOJQEGQVCTGOJN
QOJN@GOJNQOJN@GPPE
HVJEFBMJNFOUFOHQEG
4PVSDF)FBMUI$BOBEB 
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grasslands and forests in the summer, seeking seasonal food,
then settled into small villages of pithouses for the winter.
An estimated 90 per cent of the dietary protein of coastal
Aboriginal people was derived from the ocean, but land
animals and plants were also important sources of nutrition
(Mos et al., 2004). Salmon, halibut, smelt, and herring were
signiﬁcant components of the traditional diet of many
Aboriginal people, who relied on salmon runs on the Fraser
River and its tributaries and throughout the Columbia River
system. Wild game, such as deer, was another major source of
protein, particularly in interior regions far from the ocean and
its buffet of seafood. Studies show that wild game is healthier
than farmed animal food, which has a higher fat content.
Compared to the farmed animals eaten today by most
consumers, most wild game has about one-half the energy
(calorie/kilojoule) content and is 50 per cent higher in other
nutrients (Health and Welfare Canada, 1985).
A wide variety of fresh fruits and vegetables that are now
known to be high in vitamins and minerals were integral to
traditional Aboriginal diets. Seaweeds were eaten fresh or
dried for the winter by coastal peoples. Cooked dandelion
greens supplied vitamins A and C, as well as calcium. Wild
clover roots and silverweed roots, consumed by the coastal

Aboriginal population, were high in iron. Greens like ﬁreweed
and salmonberry sprouts supplied folic acid, vitamins A and
C, and important minerals like iron, calcium, and magnesium.
Altogether, 135 different kinds of plants were used as food,
drinks, or for ﬂavour in the traditional diet of BC’s Aboriginal
population (Turner, 1978).
Many fats found in the traditional diet of BC’s Aboriginal
population came from ﬁsh, seeds, and nuts. These fats, which
are known to help reduce blood cholesterol levels, were used
to bake bannock; to cook meats, ﬁsh, and vegetables; and to
preserve food. Some traditional fats were a key source of fatsoluble vitamins (A, D, E, and K) and a source of essential fatty
acids (Health and Welfare Canada, 1985).
Many plants also made a contribution to a balanced Aboriginal
diet. The stalks of the rhubarb plant were eaten, but the
leaves, which contain toxic amounts of oxalic acid, were
avoided. Blue camas bulbs provided an important source
of carbohydrates in the form of a complex sugar called
inulin. Along with plants, fruits such as berries were also
an important part of the traditional diet. In BC, there were
more than a dozen varieties, including salmonberries and
wild strawberries, bog cranberries, thimbleberries, and salal
berries. Berries were also used as a natural sweetener. All food

'JTI*OUBLFBOE)VNBO)FBMUI
5IFSFHVMBSDPOTVNQUJPOPGmTIIBTCFFOUPVUFEBTQBSUPGBIFBMUIZEJFU BOEPGQBSUJDVMBSJNQPSUBODFUPIFBSUIFBMUI)PXFWFS DPODFSOT
BCPVUUIFSJTLTPGDPOUBNJOBUJPOJOmTIBOETFBGPPEQBSUJDVMBSMZMFWFMTPGNFSDVSZ EJPYJOT BOEQPMZDIMPSJOBUFECJQIFOZMT 1$#T 
IBWFDBVTFEDPOTVNFSDPOGVTJPOBCPVUXIFUIFSJUJTTBGFUPFBU
*O BNFUBBOBMZTJTXBTQVCMJTIFEJOUIF+PVSOBMPGUIF"NFSJDBO.FEJDBM"TTPDJBUJPO .P[BõBSJBO3JNN  BTDJUFEJO#$
$BODFS"HFODZ OE POUIFCFOFmUTBOESJTLTPGmTIDPOTVNQUJPO5IFBOBMZTJTGPVOEUIBUoTFSWJOHTPGmTIQFSXFFL FTQFDJBMMZUVOB 
USPVU TBSEJOFT BOETBMNPO CPUIXJMEBOEGBSNFE SFEVDFEUIFSJTLPGDPSPOBSZEFBUICZQFSDFOUBOEUPUBMNPSUBMJUZCZQFSDFOU
5IFBVUIPSTUIFOFTUJNBUFEUIFQPUFOUJBMDBODFSSJTLBTTPDJBUFEXJUIMFWFMTPGDPOUBNJOBOUT QBSUJDVMBSMZJOXJMEBOEGBSNFETBMNPO#BTFE
PO MJGFUJNFTPGDPOTVNJOHPOF PVODFTFSWJOHPGTBMNPOQFSXFFL UIFJSFTUJNBUFTIPXFE GFXFSEFBUITGSPNDPSPOBSZ
IFBSUEJTFBTF DPNQBSFEUPBEEJUJPOBMDBODFSEFBUITBTTPDJBUFEXJUIFBUJOHXJMETBMNPO BOEBEEJUJPOBMDBODFSEFBUITBTTPDJBUFEXJUI
FBUJOHGBSNFETBMNPO
5IFTUVEZDPODMVEFEUIBUBWPJEJOHNPEFTUmTIDPOTVNQUJPOCFDBVTFPGUIFDPOGVTJPOBCPVUUIFSJTLTBOECFOFmUTDPVMESFTVMUJO
UIPVTBOETPGFYDFTTEFBUITBOOVBMMZEVFUPDPSPOBSZIFBSUEJTFBTF
4PVSDF.P[BõBSJBO3JNN  BTDJUFEJO#$$BODFS"HFODZ OE
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was considered to be sacred, and ceremonies were often held
to celebrate the ripening and harvesting of different kinds of
berries and other fruits.
Aboriginal people traditionally had their own healthy version
of today’s sweetened soft drinks. Using the stems, bark,
or leaves of shrubs such as wild blackberry, they brewed
beverages that were consumed for pleasure or to cure illness.
Tea made from the Labrador bush, a scraggly shrub with
dense clusters of white ﬂowers, was popular throughout
the province. The Sliammon prepared Labrador leaves by
steaming them in a shallow pit, amidst layers of licorice fern
rhizomes for ﬂavouring, while the Haida drank Labrador tea as
a medicine for sore throats and colds (Turner, 1975). Spruce
bark, which has a plentiful supply of vitamin C, was boiled to
make a tea that prevented scurvy.
Most food was only available seasonally, so effective food
preservation techniques were important to ensure sufﬁcient
food in times of scarcity. Fish and game, such as deer, were
smoked and dried for the lean winter months. Berries were
poured into wooden frames set on skunk cabbage leaves, and
placed near a ﬁre to dry slowly for several days. Bulbs, roots,
rhizomes, tree cambium, and seaweed were also cleaned
and dried for winter. Dried black tree lichen contained a
carbohydrate that swelled when mixed with liquid, giving
those who ingested it the sensation of a full belly. The lichen,
also used for thickening soups, was rich in iron and was a
source of calcium as well (Health and Welfare Canada, 1985).
Collecting and storing enough food for survival was a timeconsuming and challenging task. It demanded constant
activity and kept the Aboriginal population physically
active and ﬁt. Men hunted and ﬁshed together. Women
dug roots and bulbs; cleaned ﬁsh and hung them to dry in
smokehouses; collected shellﬁsh such as clams, oysters, and
mussels; and gathered berries in the summer and fall.
Change in Dietary Traditions
The ﬁrst changes in the traditional Aboriginal diet occurred
soon after European contact. Reﬁned sweeteners, such as
sugar and molasses, became readily available. Carbohydrates,
such as potatoes, ﬂour, rice, and beans, were instantly
popular among coastal and interior Aboriginal groups. The
consumption of traditional plant foods swiftly gave way
to “white man’s” fruits and vegetables (Turner, 1978). As

industrialization and urbanization made commercial food
more accessible, game meat was replaced by store-bought
meat, natural foods by processed foods, and traditional
beverages by pop, juice, and alcohol.
For millennia, Aboriginal people had been sustained by
the diverse harvests of the land, ocean, rivers, and lakes.
Suddenly, over the course of a few decades, the traditional
diet virtually vanished and a western diet was almost
universally adopted. Instead of fresh or preserved local fare,
commercial foods produced elsewhere were consumed.
Furthering the loss of the traditional diet, the establishment
of residential schools separated children from their families
and communities, hindering the custom of passing down
traditional food knowledge from generation to generation.
Other factors such as commercial traplines, unsustainable
forestry, industrial pollution, and ﬁsh farming may also have
contributed to the loss of traditional diets. Lifestyles became
far more sedentary after Aboriginal reserves were established,
contributing to an increased risk of obesity and associated
chronic disease.
The amount of carbohydrates consumed by BC’s Aboriginal
people was very limited prior to the introduction of sugar,
potatoes, wheat, and other starchy foods. Following European
contact, ﬂour and sugar became prominent features in the
Aboriginal diet, and were used in a variety of breads, bannock,
cakes, and cookies. Today, market food makes up the bulk
of Aboriginal diets. Across Canada, only about 15 per cent of
Aboriginal people still obtain most of their animal proteins
from hunting and ﬁshing (Young, Reading, Elias, & O’Neil,
2000). For the most part, nutrient-rich traditional plant foods
are no longer gathered for barter or sale, although some
people still collect them to share with friends and family
(Turner, 1978). Many ﬁsh and shellﬁsh, however, continue
to represent an important source of nutrition and culture for
BC’s Aboriginal peoples (Mos et al., 2004). One study of the
Nuxalk Nation found that, with the exception of ﬁsh, very
few traditional foods were still consumed (Hans, Hilland, &
Kuhnlein, 2003).
More recently, research is exploring the health implications
of the radical shift from traditional diets to western diets, and
from hunting-gathering to sedentary consumption. Generally,
risk factors for common chronic diseases increasingly point to
the role of diet and nutrition.
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Generally, the western diet embraced
by a vast majority of BC’s Aboriginal
population today is far less healthy than
a traditional diet, since it represents an
increase in calories, carbohydrates, total
fat, and saturated fat intakes (Mos et al.,
2004; Kuhnlein & Chan, 2000). It is also
lower in nutrients than traditional food,
and is thought by some researchers
to be contributing to chronic diseases
such as diabetes among Aboriginal
people (Turner & Ommer, 2003). This
combination of a western diet high
in carbohydrates, simple sugars, and
fats and a sedentary, inactive lifestyle
has more than likely contributed to
the epidemic of diabetes and other
chronic conditions among the Aboriginal
population.
Socio-Economic Status and Access
to Food
Aboriginal people living in BC generally
experience a standard of living 20 per
cent below the provincial average,
based on measures such as income,
employment, educational attainment,
and housing adequacy. Canadian and
other data generally indicate that low
socio-economic status and living in
poverty increases the risk of obesity, and
is associated with a 58 per cent increase
in chronic conditions (Cass, 2004).
Aboriginal groups clearly experience a
disproportionate level of food insecurity
due to poverty. Many people living
on low incomes are unable to afford
sufﬁcient or nutritious food. Data from
the Canadian Community Health Survey
showed that in 2005, a much higher
proportion of the Aboriginal population
off-reserve were food insecure compared
to the non-Aboriginal population (14.2
per cent versus 4.9 per cent) (Figure 4.7).
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In addition, those living on remote reserves face additional
challenges in obtaining fresh and healthy food, as it must
be transported long distances (Health and Welfare Canada,
1985).
Food insecurity is a precursor to many health problems,
including malnutrition, low birth weight babies, unhealthy
pregnancies, sub-optimal child development, as well as
poorer health in seniors, and greater rates of chronic disease.
A disproportionate amount of calories are consumed as junk
food because junk food is generally cheaper and more readily
available than healthier foods like fruits and vegetables.
Enhancing physical and economic access to sufﬁcient
nutritious food to meet dietary and food preference needs
is an essential determinant of good health for the Aboriginal
population. Some programs have been initiated by BC’s
health authorities to provide remote communities with
increased access to low-cost, healthy food, as well as dietary
information and education. Such programs require further
support and coordination.

0WFSXFJHIUBOE
0CFTJUZ

#PEZ.BTT*OEFY.FBTVSFT
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Over the last 25 years,
rates of overweight and
obesity have increased
/PSNBMo
dramatically worldwide,
0WFSXFJHIUo
including Canada and
0CFTF
British Columbia. For the
Aboriginal population,
overweight and
obesity has increased
signiﬁcantly. The impact of this epidemic, which affects both
adults and children, is profound in terms of its potential
health and social consequences.
Understanding Body Mass Index
Body mass index (BMI) is the standard measure used to
categorize overweight and obesity both at the individual and
population level. Body mass index is calculated by taking a
person’s weight (in kilograms) divided by height (in metres
squared). Individuals with a BMI of 25–29.9 are considered
5

overweight, and those with a BMI of 30 and above are
considered obese.
Individuals with BMIs of 25 or greater generally have a higher
risk of metabolic syndrome,5 diabetes, coronary heart disease,
stroke, cancer, gall bladder disease, arthritis, and other health
problems; the higher the BMI, the greater the risk of health
problems.
Body Mass Index Limitations
Given that BMI is based on a calculation of body measure, it is
not recommended for use with certain populations. Some of
the inaccuracies include:
• Certain body types: Athletic, muscular individuals will
weigh more and have a higher BMI that does not reﬂect
their true health risk. Individuals who are very lean,
very tall, or very short may also have inaccurate BMIs
(Tjepkema, n.d.).
• Growing children and adolescents: As children
grow and develop, their BMI changes and their rates of
overweight and obesity do not correspond to the adult
categories. Canada has adopted the United States Centers
for Disease Control and Prevention (CDC) growth charts,
updated in 2000. The revised growth charts provide an
improved tool for evaluating the growth of children, based
on the growth of both breastfed and formula-fed babies
in the United States. The CDC BMI growth charts can
be used clinically beginning at 2 years of age, when an
accurate stature can be obtained.
• Ethnic groups: The BMI rate can miscalculate the
risk of obesity-related health complications in nonEuropean populations. Studies have shown that people
of Asian, South Asian, and Aboriginal heritage may have
a higher risk of health problems at lower BMI measures,
while individuals of African descent may not see health
problems until a BMI surpasses 26 (Razak et al., 2005).
Some have called for BMI rankings to be revised for nonEuropeans, setting thresholds of BMI 23 (overweight)
and BMI 26 (obese) for Asian populations, and BMI 26
(overweight) and BMI 32 (obese) for those of African
descent (Razak et al., 2005).

Metabolic syndrome is characterized by a group of metabolic risk factors in a person, including: abdominal obesity, blood fat disorders, elevated blood pressure, insulin resistance,
or glucose intolerance (American Heart Association, n.d.).
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• Elderly: As people age they lose muscle mass, making
them lighter but not necessarily leaner. Body mass index
can misclassify them as being in a healthy range when
their actual fat levels put them at risk of health problems.
Despite the limitations of BMI, it is the most convenient
and efﬁcient method available to screen populations
for overweight and obesity trends. However, due to its
weaknesses, BMI should not be used as the sole method to
screen individuals in terms of obesity-related health problems.
Other important elements should also be considered,
including:

'JHVSF

• Waist size: In women, waists larger than 76.2 cm (30
inches) generally correspond to being overweight; waists
over 88 cm (35 inches) correspond to being obese. For
men, the measures are 88 cm (35 inches) for overweight
and 100 cm (39.5 inches) for obese. This tool is currently
recommended for use in conjunction with BMI.
• Medical tests where warranted: For individuals with
risky BMIs or high waist circumference, tests for high
blood pressure, blood lipid levels, and blood sugar levels
can conﬁrm elevated health risks such as metabolic
syndrome and diabetes.
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In 2005, based on Canadian Community
Health Survey data, close to 32 per cent
of the Aboriginal population (18 years of
age and older) reported that they were
overweight, and close to 23 per cent
reported that they were obese (Figure
4.8). The obesity rate for the Aboriginal
population was almost double the
rate for the non-Aboriginal population
(12.9 per cent). Combining both the
overweight and obese categories, over
half (54.4 per cent) of the Aboriginal
population surveyed reported that they
were either overweight or obese.
Being overweight or obese is a risk factor
for a number of chronic conditions
such as high blood pressure, diabetes,
and heart disease. Obesity and Type 2
diabetes are considered major health
problems for the Aboriginal population,
with over 50 per cent of this population
having one of these conditions (Young
et al., 2000, as cited in Douketis, Paradis,
Keller, & Martineau, 2005).
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Figure 4.9 illustrates the combined
rates of overweight and obesity for the
Aboriginal population in Canada and
individual provinces. The Canadian
average for the Aboriginal population
(55.5 per cent) was higher than
the average for the non-Aboriginal
population (48.9 per cent). The highest
rates of overweight and obesity among
the Aboriginal population were reported
in New Brunswick and Nova Scotia (67.1
and 65.8 per cent respectively), followed
closely by Manitoba and Saskatchewan
(62.0 and 61.5 per cent). BC’s rate was
54.4 per cent, just below the Canadian
average.
Appropriate public health interventions
can help prevent chronic disease.
Research suggests effective primary and
secondary interventions6 to address
chronic disease risk factors should
be directed at critical stages of life.
This includes targeting children and
youth, given the evidence of signiﬁcant
challenges for diet, nutrition, and chronic
disease in this age group.
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"CPSJHJOBMEBUBGPS1SJODF&EXBSE*TMBOEJTOPUSFQPSUBCMFEVFUPBTNBMMTBNQMFTJ[F
/PUF5IFSBUFTPGPWFSXFJHIUBOEPCFTFXFSFDPNCJOFEUPQSPWJEFCFUUFSTBNQMFTJ[FBOENPSFSFMJBCMFEBUB
4PVSDF4UBUJTUJDT$BOBEB $BOBEJBO$PNNVOJUZ)FBMUI4VSWFZ 4IBSF'JMF$ZDMF QSFQBSFECZUIF
0öDFPGUIF1SPWJODJBM)FBMUI0öDFSBOE$PSQPSBUF4VQQPSU 1MBOOJOHBOE-FHJTMBUJPO .JOJTUSZPG)FBMUIZ
-JWJOHBOE4QPSU 

6

Primary interventions involve actions that prevent development of chronic disease through promoting healthy lifestyles. Secondary interventions involve early diagnosis and
delaying the progress of the disease (Last, 1980).
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"CPSJHJOBMQFPQMFUPGPDVTPONBJOUBJOJOHPSJNQSPWJOHUIFJSIFBMUI7BODPVWFS*TMBOE)FBMUI"VUIPSJUZT"CPSJHJOBMGPDVTFEEJBCFUFT
UFBN DPOTJTUJOHPGBEJBCFUFTFEVDBUPSBOEEJFUJUJBO USBWFMTUP"CPSJHJOBMDPNNVOJUJFTPOUIF4PVUI*TMBOEUPQSPWJEFIFBMUIQSPNPUJPO 
QSFWFOUJPO BOEUSFBUNFOUNBOBHFNFOUTVQQPSUGPSQFPQMFXJUIEJBCFUFT5IFSFBSFDVSSFOUMZBQQSPYJNBUFMZEJBCFUFTDMJFOUTTFSWFECZ
UIFUFBN TQSFBEBDSPTTSFTFSWFTBOEUIFVSCBOBSFBTJOBOEBSPVOE7JDUPSJB
*OUIFDPVSTFPGUIFJSXPSL UIFUFBNGPVOEUIBUQTZDIPMPHJDBMCBSSJFSTTVDIBTEFQSFTTJPOBOEQPTUUSBVNBUJDTUSFTTEJTPSEFSXFSFIBNQFSJOH
JOEJWJEVBMTBUUFNQUTUPFõFDUJWFMZNBOBHFUIFJSIFBMUI"TBSFTVMU JO UIF8FMMOFTT4IJFMEQSPKFDUXBTCPSOBQTZDIPMPHJTUKPJOFEUIF
UFBNUPIFMQJOEJWJEVBMTXPSLUISPVHIUIFJTTVFTUIBUXFSFQSFWFOUJOHUIFNGSPNJNQSPWJOHUIFJSIFBMUI
5IFQSPKFDUOBNFDPNFTGSPNUIFUSBEJUJPOBM"CPSJHJOBMWJFXPGIFBMUIBOEIVNBOOBUVSF SFnFDUJOHBOJOUFSBDUJPOCFUXFFOUIFGPVSBTQFDUT
PGMJGFNFOUBM TQJSJUVBM FNPUJPOBM BOEQIZTJDBM5IFQSPKFDUTBQQSPBDIJTUPXPSLXJUIDMJFOUT UIFJSGBNJMJFT BOEUIFDPNNVOJUJFT VTJOH
SFTPVSDFTGSPNUIFTFGPVSBTQFDUTUPIFMQiTIJFMEwDMJFOUTBHBJOTUUIFDPNQMJDBUJPOTPGEJBCFUFT
5IFQSPKFDUCFHBOBTBQJMPUXJUIBTNBMMHSPVQPGDMJFOUT o 5IFQTZDIPMPHJTUXBTJOUSPEVDFEUP#BOE DPNNVOJUZ BOEIFBMUIVOJU
SFQSFTFOUBUJWFT BOEXPSLFEXJUIDPNNVOJUZNFNCFST JODMVEJOH&MEFST UPCVJMESFMBUJPOTIJQTBOEEFWFMPQDVMUVSBMMZBQQSPQSJBUFTUSBUFHJFT
5IFNPTUDPNNPOQSFTFOUJOHQSPCMFNTIBWFCFFOFYDFQUJPOBMGBNJMZTUSFTT TVCTUBODFBCVTF BOEQPTUUSBVNBUJDTUSFTTEJTPSEFSBOE
EFQSFTTJPOSFMBUFEUPSFTJEFOUJBMTDIPPMFYQFSJFODFT'PSTPNF&MEFSTXJUIEJBCFUFT UIFTFJTTVFTIBWFCFFONBEFXPSTFCZTPDJBMJTPMBUJPOBOE
PUIFSNFEJDBMDPOEJUJPOT
5IFDPNNVOJUZ QFFST BOEQIZTJDJBOTIBWFTVQQPSUFEUIJTBQQSPBDI*ODMVEJOHBQTZDIPMPHJTUPOUIFUFBNIBTBMMPXFEUIFSFNBJOJOHUFBN
NFNCFSTUPGPDVTPOUIFQIZTJDBMIFBMUIPGUIFJSDMJFOUT5IFGBDUUIBUUIJTTFSWJDFJTPOTJUF XJUIJOUIFIPNFPSPOUIFSFTFSWF IBTIBEB
QPTJUJWFFõFDUPOTFSWJDFVUJMJ[BUJPO BOEJTDSVDJBMUPFõFDUJWFFOHBHFNFOUPGUIFDMJFOUJOUSFBUNFOU0WFSBMM UIFQSPKFDUIBTTIPXOUIF
GFBTJCJMJUZPGQSPWJEJOHDVMUVSBMMZBQQSPQSJBUFQTZDIPUIFSBQZUPJNQSPWFUIFIFBMUIPVUDPNFTPG"CPSJHJOBMEJBCFUFTDMJFOUT
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%JTFBTFT
The data presented on diabetes and
other chronic diseases were produced
using the National Diabetes and Chronic
Disease Surveillance System software.
This national surveillance system is
a result of collaboration among the
provinces, territories, Aboriginal partners,
and the Public Health Agency of Canada,
to improve the collection of data in order
to measure the prevalence, incidence,
and mortality rates of diabetes, diabetesassociated diseases, and other chronic
diseases for Canada as a whole and for
the provinces and territories.
Diabetes
The prevalence of diabetes among the
First Nations population in Canada
has increased signiﬁcantly in the last
50 years (Health Canada, 2000). At the
end of ﬁscal year 2006/2007, there were
approximately 7,100 Status Indians
(3,200 males and 3,900 females) living
with diabetes in British Columbia.
This number has been increasing by
approximately 450 persons per year in
recent years.
In 2006/2007, the age-standardized
diabetes prevalence rate was 6.7 per
cent for the Status Indian population
compared to 4.8 per cent for other BC
residents (Figure 4.10). The Status Indian
rate remains about 40 per cent higher
than the rate for other residents.
The Status Indian population is affected
by diabetes at a younger age; in
2006/2007, the age-speciﬁc rates were
higher for Status Indians across all age
groups beyond age 30 (Figure 4.11). For
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example, the diabetes rate for Status
Indians in the 60–69 age group was
higher than the rates in the 70–79 and
80+ age groups of other residents.
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In 2006/2007, the gap in the diabetes
rate between female Status Indians and
other female residents was substantially
larger than the gap between the male
populations. The prevalence rate for
female Status Indians was higher than
for male Status Indians, although the
difference was not statistically signiﬁcant.
This ﬁnding is opposite to the pattern
for the other resident population, where
the rate was higher for males than for
females (Figure 4.12). The difference
may be attributable to the fact that
Status Indian males are less likely to be
diagnosed compared to Status Indian
females. This is also supported by the
fact that the prevalence of cardiovascular
co-morbidities often associated with
diabetes (ischemic heart disease and
stroke) is greater for Status Indian males
than females.
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Aggregate regional data for 2002–2006
show that mortality directly due to
diabetes was substantially higher (almost
double) among the Status Indian
population than other residents. While
the rates were higher for Status Indians
than other residents in all of the health
authorities, Fraser, Vancouver Coastal,
and Vancouver Island Health Authorities
had the largest gaps between the
populations.
Similarly, the mortality rate from all
causes of death for individuals with
diabetes (both Status Indians and
other residents) was almost double the
mortality rate for individuals without
diabetes from 2002/2003–2006/2007.
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During the same period, the mortality
rate for Status Indians with diabetes was
nearly twice the mortality rate for Status
Indians without diabetes (Figure 4.13).
Persons with diabetes frequently
suffer from serious complications and
co-morbid conditions (co-existing
medical conditions) at a rate much
higher than persons without diabetes.
These complications and co-morbid
conditions contribute to the elevated
rate of mortality, and many times, they
can be attributed to undiagnosed or
poorly controlled diabetes. Based on
hospitalizations only for the period
2002/2003–2006/2007, Status Indians
with diabetes, compared to Status
Indians without diabetes, had a rate
of hypertension that was nearly 5
times greater, rates of heart failure and
ischemic heart disease that were a little
over 3 times greater, a rate of renal
disease that was 7 times greater, a rate of
stroke that was 2.5 times greater, a rate
of acute myocardial infarctions (heart
attacks) that was 3 times greater, and a
rate of amputations that was 42 times
greater (Figure 4.14).
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Circulatory System Diseases
Hypertension
Hypertension (high blood pressure) is
an important risk factor for ischemic
heart disease and stroke. Hypertension
is the most common of the conditions
examined in this section, and is
often a co-morbidity of diabetes. The
combination of poorly controlled blood
pressure and blood sugar is particularly
dangerous. In 2006/2007, of the
approximately 265,000 individuals (both
Status Indians and other residents) with
diabetes, around 60 per cent also had
hypertension.
From 2002/2003, the age-standardized
prevalence rate of hypertension was
about 10 per cent lower in the Status
Indian population compared to other
residents (Figure 4.15). This is somewhat
of an anomaly, since other circulatory
system conditions and diabetes are
more common among Status Indians,
and there is no biological reason to
explain why their risk of hypertension
should be lower. One possible
explanation for this difference is that
Status Indians may not have their blood
pressure checked as often as other
residents, and hence have a higher rate
of undiagnosed hypertension. Over
11,000 Status Indians were living with
hypertension in 2006/2007, and the
average yearly increase in this number
is about 850 persons. The age-speciﬁc
rates of hypertension in Status Indians
are consistently lower than the rates for
other residents starting at age 40 (Figure
4.16).
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For both Status Indians and other
residents, the rate of hypertension
was higher among females than males
in 2006/2007. However, the gender
difference was greater in the Status
Indian population (Figure 4.17). While
the rates among females were similar in
both populations, the rate for males was
substantially lower among Status Indians.
As noted earlier, this may reﬂect a
tendency for Status Indian males to have
their blood pressure checked or to have
routine medical examinations less often.
Since Status Indians males have a greater
rate of hypertension complications such
as ischemic heart disease and stroke,
these data suggest that hypertension may
be even less diagnosed in male Status
Indians than in females.
Stroke
Stroke is a condition in which damage
to brain cells results from a blood clot
in, or bleeding from, a blood vessel
supplying the brain. The symptoms can
range from mild transitory weakness to
permanent severe paralysis or death. The
risk of death due to stroke is high, and
for those who survive a stroke, there is a
signiﬁcant risk of disability and elevated
risk of subsequent stroke. Hypertension
is thought to account for 35 to 50 per
cent of strokes (Whisnant, 1996).
In 2006/2007, the age-standardized
prevalence rate of stroke (those living
with the effects of a previous stroke)
among Status Indians was 70 per cent
higher compared to other residents
(Figure 4.18). In 2006/2007, there were
about 1,400 Status Indians living with the
effects of a prior stroke, and the annual
increase in recent years was about 90
persons.
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From 2002/2003 to 2006/2007, the agestandardized incidence rate of stroke
(the rate of ﬁrst-time strokes) was much
higher for the Status Indian population
compared to other residents (Figure
4.20).
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In 2006/2007, the age-speciﬁc prevalence
rate of stroke in Status Indians was
consistently higher in all age groups
compared to other residents (Figure
4.19).
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In 2006/2007, males had higher agestandardized rates of strokes in both
the Status Indian and other resident
populations (Figure 4.21). Rates for both
males and females were about 70 to
75 per cent higher in the Status Indian
population than in the other resident
population.
Ischemic Heart Disease
Ischemic heart disease (IHD) is
characterized by narrowing and
blockages of the blood vessels leading
to the tissue of the heart. In some cases,
these blockages can lead to heart attacks
(impairment or loss of heart muscle
tissue) and death. The age-standardized
prevalence rate of IHD is about 25
per cent higher among Status Indians
than other residents, and has been
relatively stable in the last three years.
In 2006/2007, 2,752 Status Indians were
living with IHD, and the annual increase
in recent years was about 150 persons
(Figure 4.22).
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Compared to other residents, the Status
Indian population had a higher agespeciﬁc prevalence rate of IHD across
all age groups, with the exception of the
80+ age group (Figure 4.23).
In 2006/2007, both Status Indian and
other resident females had a lower
rate of IHD than males, although the
gender gap was smaller in the Status
Indian population (Figure 4.24). While
rates for males in the two populations
were similar, there was a large gap
between the rates for females in the two
populations, with the rate for female
Status Indians being 50 per cent higher
than the rate for other female residents.
This higher rate among female Status
Indians may be related to the higher
prevalence of diabetes among this
population compared to other female
residents.
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From 2002/2003 to 2006/2007, the agestandardized prevalence rate for CHF
among Status Indians was about 75
per cent higher than the rate for other
residents, although both rates have
been relatively stable in recent years
(Figure 4.25). Over 1,800 Status Indians
were living with congestive heart failure
in 2006/2007, and this number has
increased by about 100 persons per year
in the last four years.
In 2006/2007, the age-speciﬁc prevalence
rate of CHF for Status Indians was higher
in all age groups compared to other
residents. The majority of cases generally
occur in those people 50 years of age and
older (Figure 4.26).





Congestive Heart Failure
Congestive heart failure (CHF) usually
results when ischemic heart disease
causes a structural or functional problem
that hinders the heart’s ability to ﬁll
with blood and pump it to other parts
of the body. This can result in ﬂuid
pooling in the lungs, abdomen, and
lower extremities, causing swelling
in the feet and legs (Heart & Stroke
Foundation, n.d.). As these changes can
cause impaired heart function, affected
individuals ﬁnd it increasingly difﬁcult to
perform ordinary daily activities without
becoming short of breath.













"HF(SPVQT
4PVSDF1PQVMBUJPO)FBMUI4VSWFJMMBODFBOE&QJEFNJPMPHZ .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 



1BUIXBZTUP)FBMUIBOE)FBMJOHtOE3FQPSUPOUIF)FBMUIBOE8FMMCFJOHPG"CPSJHJOBM1FPQMFJO#SJUJTI$PMVNCJB

$IBQUFS%JTFBTFBOE*OKVSJFT

'JHVSF

$POHFTUJWF)FBSU'BJMVSF "HF4UBOEBSEJ[FE1SFWBMFODF3BUF 
CZ(FOEFS 4UBUVT*OEJBOTBOE0UIFS3FTJEFOUT #$ 



3BUFQFS






3BUF.BMFT
3BUF'FNBMFT
1FSTPOT.BMF
1FSTPOT'FNBMF

4UBUVT*OEJBOT

0UIFS3FTJEFOUT








 
 

4PVSDF1PQVMBUJPO)FBMUI4VSWFJMMBODFBOE&QJEFNJPMPHZ .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 

'JHVSF

$ISPOJD0CTUSVDUJWF1VMNPOBSZ%JTFBTF 
"HF4UBOEBSEJ[FE1SFWBMFODF3BUF 4UBUVT*OEJBOT
BOE0UIFS3FTJEFOUT #$ UP



3BUFQFS






4UBUVT*OEJBOT 4* 
0UIFS3FTJEFOUT 03 
1FSTPOT4*
1FSTPOT03

In 2006/2007, the age-standardized
prevalence rate of CHF among Status
Indians was 60 per cent higher for males
and 90 per cent higher for females
than the respective rates among other
residents (Figure 4.27). The relatively
higher rates in female Status Indians
compared to other residents may be
a consequence of their higher rates of
diabetes and ischemic heart disease.
Chronic Obstructive Pulmonary
Disease
Chronic obstructive pulmonary
disease (COPD), or chronic bronchitis
and emphysema, is a non-reversible
narrowing of the airways that limits
air ﬂow to and from the lungs (Rabe
et al., 2007). Many cases are caused
by smoking, or exposure to smoke,
and some may be associated with
occupational exposure. The agestandardized prevalence rate among
Status Indians was 60 per cent higher
than the rate for other residents,
although the rates have been
relatively stable in the last two years.
Approximately 1,900 Status Indians were
living with COPD in 2006/2007, and this
number has increased by about 100
persons per year over the last number of
years (Figure 4.28).
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COPD largely affects the older adult
population (age 50+), and the agespeciﬁc prevalence of COPD was
signiﬁcantly higher in all age groups for
Status Indians in 2006/2007 (Figure 4.29).
In 2006/2007, the age-standardized
prevalence rates for Status Indian
males and females were roughly equal.
Compared to other residents, the rate
for male Status Indians was about 40 per
cent higher, while the rate for female
Status Indians was about 90 per cent
higher (Figure 4.30).
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Circulatory system diseases include
conditions such as ischemic (or
coronary) heart disease, cerebrovascular
disease (mainly stroke), high blood
pressure, and other cardiovascular
diseases. From 1993 to 2006, the
ASMR for circulatory system diseases
signiﬁcantly decreased for both the
Status Indian population and other
residents. The ASMR for the Status Indian
population decreased from 28.5 to 18.5
per 10,000, while the rate declined
from 24.1 to 14.8 per 10,000 for other
residents. While it is encouraging that
the ASMR for circulatory system diseases
declined for the Status Indian population
from 1993 to 2006, the rate was still
higher for Status Indians than for other
residents in every year except 1995
(Figure 4.31).
Aggregate regional data for 2002–2006
show that the rates for Status Indians
were signiﬁcantly higher than the rates
for other residents in Vancouver Coastal
and Vancouver Island Health Authorities,
as well as in BC as a whole, with the
provincial gap being approximately 12
per cent between the two populations.
Ischemic Heart Disease
The mortality for ischemic heart disease,
which includes heart attacks, was similar
for Status Indians and other residents,
with a signiﬁcant declining trend for both
populations (Figure 4.32).
Aggregate regional data for 2002–2006
show that the only signiﬁcant difference
was in Fraser Health Authority, where the
Status Indian rate was much lower than
the rate for other residents. Overall, there
is no gap between the two populations
for ischemic heart disease mortality.

1BUIXBZTUP)FBMUIBOE)FBMJOHtOE3FQPSUPOUIF)FBMUIBOE8FMMCFJOHPG"CPSJHJOBM1FPQMFJO#SJUJTI$PMVNCJB



$IBQUFS%JTFBTFBOE*OKVSJFT

'JHVSF

$FSFCSPWBTDVMBS%JTFBTF "HF4UBOEBSEJ[FE.PSUBMJUZ3BUF
4UBUVT*OEJBOTBOE0UIFS3FTJEFOUT #$ UP



3BUFQFS 






4UBUVT*OEJBOT 4* 
0UIFS3FTJEFOUT 03 
4*%FBUIT
03%FBUIT

                                                          
                          
                             
                                                
                       

:FBS
/PUF"HF4UBOEBSEJ[FENPSUBMJUZSBUFQFS TUBOEBSEQPQVMBUJPO $BOBEB$FOTVT *$%$PEFT**
4PVSDF#$7JUBM4UBUJTUJDT"HFODZ QSFQBSFECZ)FBMUI4FDUPS*.*5%JWJTJPO .JOJTUSZPG)FBMUI4FSWJDFT 
BOE1PQVMBUJPO)FBMUI4VSWFJMMBODFBOE&QJEFNJPMPHZ .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 

Cerebrovascular Disease
Since 1993, there has been a signiﬁcant
declining trend in the ASMR for
cerebrovascular disease (mainly stroke)
for other residents; in contrast, there
has been no trend in the rate for Status
Indians. The rate for Status Indians was
higher than the rate for other residents
in most years (Figure 4.33).
Aggregate regional data for 2002–2006
show that the stroke mortality rates for
Status Indians were higher in most health
authorities, although the differences
between the two populations were not
statistically signiﬁcant. For BC as a whole,
there was a statistically signiﬁcant gap
between the two populations, as Status
Indians had a 30 per cent higher stroke
mortality rate than other residents.

%FNFOUJB
'JHVSF

%FNFOUJB "HF4UBOEBSEJ[FE1SFWBMFODF3BUF 4UBUVT*OEJBOT
BOE0UIFS3FTJEFOUT #$ UP



3BUFQFS








4UBUVT*OEJBOT 4* 
0UIFS3FTJEFOUT 03 
1FSTPOT4*
1FSTPOT03






                                                                                    
                                                                                    
                                                                         
                                                                     

Dementia is a syndrome that consists
of symptoms such as memory loss,
impaired judgment and reasoning,
and changes to one’s personality and
behaviour (Alzheimer Society of Canada,
Introduction, n.d.). Alzheimer’s disease
is the most common form of dementia
(Alzheimer Society of Canada, Vascular
Dementias, n.d.). The Alzheimer Society
of Canada estimates that there are
420,600 Canadians 65 years and older
that have Alzheimer’s disease and related
dementias (Alzheimer Society of Canada,
Common Questions, n.d.).

'JTDBM:FBS
/PUF5PUBMTJODMVEFVOLOPXOHFOEFS
4PVSDF1PQVMBUJPO)FBMUI4VSWFJMMBODFBOE&QJEFNJPMPHZ .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 



1BUIXBZTUP)FBMUIBOE)FBMJOHtOE3FQPSUPOUIF)FBMUIBOE8FMMCFJOHPG"CPSJHJOBM1FPQMFJO#SJUJTI$PMVNCJB

$IBQUFS%JTFBTFBOE*OKVSJFT

'JHVSF

%FNFOUJB "HF4QFDJmD1SFWBMFODF3BUF 4UBUVT*OEJBOT
BOE0UIFS3FTJEFOUT #$ 




3BUFQFS









4UBUVT*OEJBOT
0UIFS3FTJEFOUT













"HF(SPVQT
4PVSDF1PQVMBUJPO)FBMUI4VSWFJMMBODFBOE&QJEFNJPMPHZ .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 

'JHVSF

%FNFOUJB "HF4UBOEBSEJ[FE1SFWBMFODF3BUF 
CZ(FOEFS 4UBUVT*OEJBOTBOE0UIFS3FTJEFOUT #$ 



From 2002/2003 to 2006/2007, the agestandardized rate for dementia among
Status Indians was slightly lower than
the rate for other residents, but the
difference was not signiﬁcant. About 360
Status Indians were living with diagnosed
dementia in 2006/2007, and this number
is increasing by 30 to 40 persons each
year (Figure 4.34).
Dementia affects older persons;
consequently, the great majority of cases
are concentrated in ages 70+. Compared
to the age-speciﬁc prevalence rate for
other residents, the rate for Status
Indians was slightly higher in the 70–79
age group and lower in the 80+ age
group (Figure 4.35).
In 2006/2007, the age-standardized
prevalence rates for females and males in
both populations were not signiﬁcantly
different (Figure 4.36).

3BUFQFS








3BUF.BMFT
3BUF'FNBMFT
1FSTPOT.BMF
1FSTPOT'FNBMF

4UBUVT*OEJBOT

0UIFS3FTJEFOUT








 
 

4PVSDF1PQVMBUJPO)FBMUI4VSWFJMMBODFBOE&QJEFNJPMPHZ .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 

1BUIXBZTUP)FBMUIBOE)FBMJOHtOE3FQPSUPOUIF)FBMUIBOE8FMMCFJOHPG"CPSJHJOBM1FPQMFJO#SJUJTI$PMVNCJB



$IBQUFS%JTFBTFBOE*OKVSJFT

'JHVSF

0TUFPBSUISJUJT "HF4UBOEBSEJ[FE1SFWBMFODF3BUF 4UBUVT*OEJBOT
BOE0UIFS3FTJEFOUT #$ UP



3BUFQFS






4UBUVT*OEJBOT 4* 
0UIFS3FTJEFOUT 03 
1FSTPOT4*
1FSTPOT03






                                                                                   
                                                                               
                                                                               
                                                                   

'JTDBM:FBS
/PUF5PUBMTJODMVEFVOLOPXOHFOEFS
4PVSDF1PQVMBUJPO)FBMUI4VSWFJMMBODFBOE&QJEFNJPMPHZ .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 

'JHVSF

0TUFPBSUISJUJT "HF4QFDJmD1SFWBMFODF3BUF 
4UBUVT*OEJBOTBOE0UIFS3FTJEFOUT #$ 

0TUFPBSUISJUJT
Osteoarthritis, also known as
degenerative arthritis or degenerative
joint disease, is a syndrome that
occurs due to continuing low-grade
inﬂammation, resulting in joint pain
and abnormal wearing of the cartilage,
or a decrease of the synovial ﬂuid that
lubricates the joints. Due to the decrease
in ﬂuid and wearing away of cartilage,
the bony surfaces are less protected over
time, and joints become more painful
(National Collaborating Centre for
Chronic Conditions, 2008).
In 2006/2007, there were about 9,600
Status Indians living with osteoarthritis,
and in recent years, the average annual
increase was about 600 persons. In
2006/2007, the age-standardized
prevalence rate for Status Indians was
about 60 per cent higher than the rate
for other residents (Figure 4.37).



Similarly, the age-speciﬁc prevalence
rates were higher for Status Indians
in most age groups in 2006/2007, but
similar in the 80+ age group. The
prevalence of the condition exceeded 35
per cent in the oldest age group for both
populations (Figure 4.38).
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In 2006/2007, the age-standardized
prevalence rate of osteoarthritis was
signiﬁcantly higher among females in
both populations (Figure 4.39). Rates for
both genders were higher among Status
Indians than among other residents (50
per cent higher for males and almost 65
per cent higher for females).
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From 1993 to 2006, the ASMR for all
cancers in the Status Indian population
was relatively stable (13.4 to 14.2 per
10,000), while the rate for other residents
decreased slightly from 17.5 to 14.9 per
10,000 (a statistically signiﬁcant declining
trend) (Figure 4.40).
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Aggregate regional data for 2002–2006
show that there was no statistically
signiﬁcant difference in the rates
between the Status Indian population
and other residents in BC as a whole or
in any health authority, except Northern
Health Authority, where the Status Indian
rate was signiﬁcantly lower than the rate
for other residents.
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Between 1993 and 2006, the Status
Indian population consistently had
a lower rate of lung cancer deaths
compared to other residents, and the
rate ﬂuctuated, ranging from a low of 1.7
per 10,000 to a high of 4.1 per 10,000. In
2006, the ASMR for lung cancer for other
residents was 4.1 per 10,000, and there
has been a slight but signiﬁcant decline
in the rate over the last 14 years (Figure
4.41).
Aggregate regional data for 2002–2006
show that the rates for Status Indians
were signiﬁcantly lower than the rates
for other residents in Interior, Vancouver
Island, and Northern Health Authorities,
as well as in BC as a whole.
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From 1993 to 2006, the ASMR for breast
cancer among Status Indian women has
ﬂuctuated, ranging from 0.9 per 10,000
to 3.8 per 10,000. The rate for other
women in the province decreased from
2.5 per 10,000 in 1993 to 1.9 per 10,000
in 2006, a signiﬁcant declining trend. For
the majority of the years, Status Indian
women had a lower rate of death due
to breast cancer compared to other BC
women (Figure 4.42).
Aggregate regional data for 2002–2006
show that Status Indian women had
signiﬁcantly lower breast cancer mortality
rates in Interior, Vancouver Coastal, and
Northern Health Authorities, as well as in
BC as a whole.
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There was no signiﬁcant trend for
colorectal cancer mortality for either
Status Indians or other residents from
1993 to 2006. The Status Indian rate
ranged from 0.9 to 2.6 per 10,000, while
the rate for other residents ranged from
1.4 to 1.7 per 10,000 (Figure 4.43). In
most years, the Status Indian rate was
higher than the rate for other residents.
Aggregate regional data for 2002–2006
show that Status Indians had higher
colorectal cancer mortality rates than
other residents in all health authorities,
but none of the differences between
the two populations were statistically
signiﬁcant. However, for BC as a whole,
the Status Indian rate was signiﬁcantly
different (approximately 50 per cent
higher) than the rate for other residents.
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There was no signiﬁcant trend in cervical
cancer mortality for Status Indians from
1993 to 2006, with the rate ranging
from 0.1 to 1.4 per 10,000. There was a
signiﬁcantly declining trend in the rate
for other residents, from 0.3 per 10,000
in 1993 to 0.1 per 10,000 in 2006 (Figure
4.44).
Aggregate regional data for 2002–2006
show that there were no Status Indian
cervical cancer deaths in Fraser or
Northern Health Authorities; however,
the rates for Status Indians were higher
than the rates for other residents in
the other health authorities, although
the differences were not statistically
signiﬁcant, due to small numbers. The
Status Indian rate for BC as a whole
was 3 times higher than the rate for
other residents, a statistically signiﬁcant
difference.
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There was no signiﬁcant trend in
prostate cancer mortality for Status
Indians from 1993 to 2006, with the rate
ranging from 0.8 to 3.9 per 10,000. There
was a signiﬁcant declining trend in the
rate for other residents, from 3.0 per
10,000 in 1993 to 1.9 per 10,000 in 2006
(Figure 4.45).
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Aggregate regional data for 2002–2006
show that there was no signiﬁcant
difference in prostate cancer mortality
rates between the two populations in
most of the health authorities or in BC
as a whole, with the exception of Fraser
and Vancouver Island Health Authorities,
where Status Indians had signiﬁcantly
lower prostate cancer mortality rates
than other residents.
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BOEFEVDBUJPODFOUSF MPDBUFEBU.D(JMM6OJWFSTJUZ$*/&TNJTTJPOJTUPiVOEFSUBLF
DPNNVOJUZCBTFESFTFBSDIBOEFEVDBUJPOSFMBUFEUPUSBEJUJPOBMGPPETZTUFNTw$*/&XBT
DSFBUFECZ$BOBEBT"CPSJHJOBMMFBEFST UPBEESFTTUIFDPODFSOTPG"CPSJHJOBM1FPQMFT
BSPVOEUIFXPSME BCPVUUIFJOUFHSJUZPGUIFJSUSBEJUJPOBMGPPETZTUFNT$*/&SFDFJWFT
NBOZSFRVFTUTGSPN"CPSJHJOBMDPNNVOJUJFTCPUIXJUIJO$BOBEBBOEJOUFSOBUJPOBMMZ 
GPSJOGPSNBUJPOPOGPPETZTUFNTBOEUIFFOWJSPONFOU
"OFYBNQMFPGPOFPG$*/&TSFTPVSDFTJTUIF(MPCBM)FBMUIQSPKFDU5IJTQSPKFDUJT
EPDVNFOUJOHUSBEJUJPOBMGPPETZTUFNTPGJOEJHFOPVTQFPQMFTJOFBDIHMPCBMSFHJPO
/PSUIBOE$FOUSBM"NFSJDB 4PVUI"NFSJDB "GSJDB "TJB BOE0DFBOJB 5IFHPBMJTUP
EPDVNFOUTVDDFTTGVMGPPECBTFETUSBUFHJFTUPQSPUFDUUIFIFBMUITUBUVTPG*OEJHFOPVT
1FPQMFT VTJOHUIFJSMPDBMGPPETZTUFNT'PPEBOEOVUSJUJPOUBCMFTGPSDBTFTUVEJFT
BSFCFJOHDPNQJMFE BOEXJMMCFBSFTPVSDFGPSIFBMUIQSPGFTTJPOBMTBOESFTFBSDIFSTJO
EJFUBSZBTTFTTNFOUBOEOVUSJUJPOQSPNPUJPO5IF/VYBML/BUJPO GSPN#FMMB$PPMB JTPOF
PGUIFJOEJHFOPVTHSPVQTJODMVEFEJOUIJTQSPKFDU

%JHFTUJWF4ZTUFN%JTFBTFT
Figure 4.46 illustrates the ASMR for
digestive system diseases from 1993
to 2006. A detailed investigation of the
data revealed that the most common
condition causing death is chronic liver
disease/cirrhosis, followed by conditions
including peptic ulcer, inﬂammatory
bowel disease, and gastrointestinal
hemorrhage. From 1993 to 2006, the
ASMR for digestive system diseases was
consistently 2 to 4 times higher for the
Status Indian population than for other
residents. In 2006, the rate for the Status
Indian population was 4.9 per 10,000,
compared to 2.0 per 10,000 for other
residents. The ASMR for digestive system
diseases for the Status Indian population
has not decreased over time, ﬂuctuating
widely from 1993 to 2006. On the other
hand, the ASMR for other residents has
signiﬁcantly declined over time. Even in
the years with the lowest Status Indian
rate, there was still a large gap between
the two populations.
Aggregate regional data for 2002–2006
show that Status Indian rates were
signiﬁcantly higher than the rates for
other residents in all health authorities
and BC as a whole. The gap between the
two populations ranged from 4.3 times
in Vancouver Coastal Health Authority to
1.7 times in Northern Health Authority,
and 2.9 times in BC as a whole.

'PSNPSFJOGPSNBUJPOPO$*/&BOEUIF(MPCBM)FBMUIQSPKFDU QMFBTFTFFIUUQXXX
NDHJMMDBDJOF
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5IF5SJQBSUJUF*OKVSZ1SFWFOUJPO8PSLJOH(SPVQIBTQBSUOFSFEXJUIUIF#$""5SBöD
4BGFUZ'PVOEBUJPOUPEFWFMPQQSBDUJDBMUPPMTBOEUJQTUPIFMQGBNJMJFTBOEDPNNVOJUJFT
CFTBGFSPOPVSSPBET"DPNNVOJUZCBTFEJOGPSNBUJPODBNQBJHOJTQMBOOFEUPIFMQ
JODSFBTFBXBSFOFTTPGUIFJNQPSUBODFPGVTJOHJOGBOU DIJME PSCPPTUFSTFBUT0UIFS
PQUJPOTUPCFFYQMPSFEJODMVEFJODSFBTJOHBDDFTTUPDBSTFBUTXJUIJODPNNVOJUJFT BOE
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BOEGBNJMZNFNCFSTPGUFFOESJWFSTJTBMTPJOEFWFMPQNFOU

From 1993 to 2006, deaths due to motor
vehicle accidents were signiﬁcantly
higher for the Status Indian population
than for other residents. Although the
ASMR for the Status Indian population
declined from 3.5 per 10,000 in 1993
to 1.9 per 10,000 in 2006, the rate was
still nearly 2 to 4 times higher for this
population compared to the rate for
other residents (Figure 4.47). Motor
vehicle accidents were also the third
highest cause of death for Status Indians
who died before reaching age 75 (Figure
4.6).
Aggregate regional data for 2002–2006
show that Status Indians had signiﬁcantly
higher motor vehicle accident mortality
rates in all health authorities, except
Northern Health Authority. The
rate for Status Indians in Northern
Health Authority was higher than
the rate for other residents, but the
difference between the populations
was not signiﬁcant. The rate for BC as
a whole was also signiﬁcantly higher
for Status Indians than other residents
(approximately 2.5 times higher).

4PVSDF'JSTU/BUJPOT)FBMUI$PVODJM 
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3PBE)FBMUI
*O BUBTLGPSDFGPSUIF/PSUIFSO)FBMUISFHJPO 3PBE)FBMUI XBTDSFBUFEUP
JNQSPWFSPBETBGFUZVTJOHTUSBUFHJFTUIBUTVQQPSUUIF&TFOHJOFFSJOH FOGPSDFNFOU 
BOEFEVDBUJPO #PXFSJOH  *O0DUPCFS 3PBE)FBMUIIFMEB'JSTU/BUJPOTBOE
3PBET4VNNJUUPMPPLBUUIFOFFETPGUIF'JSTU/BUJPOTDPNNVOJUJFTJOUIFOPSUI5IF
4VNNJUGPDVTFEPOFOHBHFNFOUBOEBXBSFOFTTJOJUJBUJWFTGPSOPSUIFSO'JSTU/BUJPOT
DPNNVOJUJFT NBOZPGXIJDIBSFBDDFTTFEPOMZCZQPPSMZNBJOUBJOFESFTPVSDFSPBET
UIBUBSFOPUPGUFOQPMJDFE3FDPNNFOEBUJPOTGSPNUIF4VNNJUJODMVEFJNQSPWJOH
DPNNVOJDBUJPOCFUXFFO'JSTU/BUJPOTBOEGPSFTUDPNQBOJFT QSPWJEJOHCFUUFSSPBE
NBJOUFOBODF BOEQSPWJEJOHSFTPVSDFSPBEESJWFSUSBJOJOH $FOUSBM*OUFSJPS-PHHJOH
"TTPDJBUJPO  

"DDJEFOUBM1PJTPOJOH
Deaths due to unintentional poisoning
include accidentally taking the wrong
medication; illicit drug overdoses;
alcohol poisoning; consuming organic
solvents; or being exposed to gases,
vapours, pesticides, or other substances.
Although the ASMR for accidental
poisoning has declined signiﬁcantly for
the Status Indian population since 1993
(from 5.9 per 10,000 in 1993 to 0.9 per
10,000 in 2006), the rate was still higher
than the rate for other residents. From
1993 to 2006, 2 to 3 times as many Status
Indians died of accidental poisoning as
other residents (Figure 4.48). Accidental
poisoning was also the fourth highest
cause of death for Status Indian females
who died before age 75.
Aggregate regional data for 2002–2006
show that Status Indian mortality
rates for accidental poisoning were
signiﬁcantly higher than the rates for
other residents in Fraser, Vancouver
Coastal, and Vancouver Island Health
Authorities, as well as in the province
as a whole. The gap between the two
populations was approximately 2.8
times in BC as a whole, ranging from
no signiﬁcant gap in Interior and
Northern Health Authority, to a gap of
approximately 5 times in Vancouver
Coastal Health Authority.

3PBE)FBMUIQBSUOFSTJODMVEFUIF/PSUIFSO)FBMUI"VUIPSJUZ UIF*OTVSBODF$PSQPSBUJPOPG
#SJUJTI$PMVNCJB 8PSL4BGF#$ UIF3$.1 #$'PSFTU4BGFUZ$PVODJM &OGPSN GPSNFSMZ#$
1FUSPMFVN$PVODJM BOEUIFQSPWJODJBMHPWFSONFOU .JOJTUSZPG'PSFTUT3BOHF .JOJTUSZ
PG5SBOTQPSUBUJPOBOE*OGSBTUSVDUVSF .JOJTUSZPG1VCMJD4BGFUZBOE4PMJDJUPS(FOFSBM 
$PSPOFST4FSWJDFPG#$ BOE$PNNFSDJBM7FIJDMF4BGFUZ&OGPSDFNFOU  3PBE)FBMUI OE 
4PVSDFT#PXFSJOH $FOUSBM*OUFSJPS-PHHJOH"TTPDJBUJPO 3PBE)FBMUI OE
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"MDPIPM3FMBUFE%FBUIT
Alcohol-related deaths are deaths due
directly to alcohol, as well as deaths
where alcohol was a contributing factor.
From 1993 to 2006, the ASMR for alcoholrelated deaths for the Status Indian
population was approximately 5 times
higher than the rate for other residents.
In 2006, the ASMR for alcohol-related
deaths for the Status Indian population
was 15.1 per 10,000, compared to 3.4 per
10,000 for other residents (Figure 4.49).
Since 1996, there has been a statistically
signiﬁcant decline in the rate for the
Status Indian population.
Aggregate regional data for 2002–2006
show that the Status Indian mortality
rates related to alcohol were signiﬁcantly
higher than the rates for other residents
in all health authorities and in BC as
a whole. The gap between the two
populations ranged from 3.9 times in
Fraser Health Authority to 7.5 times in
Vancouver Coastal Health Authority.
Alcohol-Related Deaths due to Motor
Vehicle Accidents
As mentioned previously, motor vehicle
accidents are responsible for a signiﬁcant
number of deaths among the Status
Indian population, particularly for those
who die before reaching age 75. A high
percentage of those motor vehicle
accidents are alcohol-related (Figure
4.50). From 2002–2006, 41 per cent of
deaths due to motor vehicle accidents
for the Status Indian population
were alcohol-related, over twice the
percentage for other residents (19 per
cent).
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%JBHOPTUJD$BUFHPSZ $IBSMUPOT$MBTTJmDBUJPO
t #BDUFSJBMJOGFDUJPOT BHFTo
t 5VCFSDVMPTJT BHFTo
t $FSWJDBMDBODFS BHFTo
t )PEHLJOTEJTFBTF BHFTo 
t %FmDJFODZBOFNJBT BHFTo
t $ISPOJDSIFVNBUJDIFBSUEJTFBTF BHFTo
t )ZQFSUFOTJWFEJTFBTF BHFTo
t "DVUFSFTQJSBUPSZJOGFDUJPOTBOEJOnVFO[B BHFTo
t 1OFVNPOJBBOEVOTQFDJmFECSPODIJUJT BHFTo
t "TUINB BHFTo

.FEJDBMMZ5SFBUBCMF%JTFBTFT
Deaths due to medically treatable
diseases are based on Charlton’s
classiﬁcation (Charlton, 1987). These
disease categories are ones for which
mortality could potentially have been
avoided through appropriate and
timely medical intervention. Causes
are considered to have been medically
treatable only if the death occurred to
persons within a speciﬁed age range
within each disease category.
Figure 4.51 illustrates the ASMR for
medically treatable disease deaths for
Status Indians and other residents.
Since 1993, the ASMR for these diseases
has ﬂuctuated and has generally been
2 to 5 times higher for the Status
Indian population compared to other
residents. In 2006, the rate for the Status
Indian population was 1.5 per 10,000,
compared to 0.3 per 10,000 for other
residents. There was no trend for either
population. The higher death rates from
these diseases for the Status Indian
population more than likely reﬂect gaps
in access to primary care services in this
population.
Aggregate regional data for 2002–2006
show that Status Indian rates for these
conditions signiﬁcantly exceeded the
rates for other residents in all health
authorities except Interior Health
Authority, and in BC as a whole. Overall
in BC, the gap was 4 times between the
two populations.

t "CEPNJOBMIFSOJBT DIPMFDZTUJUJT DIPMFMJUIJBTJT BQQFOEJDJUJT BHFTo
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Drug-induced deaths are categories of
deaths that include drug use or abuse,
accidental poisoning by drugs, suicide
by drugs, and adverse effects of drugs
and medication as an underlying cause
of death. There was a signiﬁcant decline
in drug-induced deaths for the Status
Indian and other resident populations
from 1993 to 2006; however, the rate was
still substantially higher for Status Indians
compared to other residents (Figure
4.52).
Aggregate regional data for 2002–2006
show that Status Indian mortality rates
were signiﬁcantly higher than the rates
for other residents in Fraser, Vancouver
Coastal, and Vancouver Island Health
Authorities, as well as in BC as a whole.
The rates were also higher in Interior
and Northern Health Authorities, but
the differences were not statistically
signiﬁcant. Overall in BC, the gap was 2.5
times between the two populations.

5VCFSDVMPTJT
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The incidence rate of tuberculosis (TB)
is a concern among the Aboriginal
population, both in British Columbia
and Canada as a whole. In 2008, the TB
incidence rate was 19.9 per 100,000 for
the on-reserve Aboriginal population
and 38.1 per 100,000 for the off-reserve
population. Both rates were considerably
higher than the provincial rate of 6.9 per
100,000 (Figure 4.53).
Tuberculosis is more prevalent among
the younger off-reserve population, with
equal representation by both genders.
Since July 2006, BC has experienced a
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signiﬁcant outbreak of TB in the Port
Alberni area, a previously low-incidence
area, with 44 active cases predominantly
involving the Aboriginal community
living both on- and off-reserve. The
outbreak was complicated by late
diagnoses of the disease (K. Elwood, BC
Centre for Disease Control, personal
communication, April 2009).
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'PSNPSFJOGPSNBUJPOPO5IF(BUIFSJOH5SFF QMFBTFWJTJUUIF#$$FOUSFGPS%JTFBTF
$POUSPMXFCTJUFBUIUUQXXXCDDEDPSHDPOUFOUQIQ JUFN
4PVSDF#$$FOUSFGPS%JTFBTF$POUSPM 45%"*%4$POUSPM $IFF.BNVL 

There are approximately 55 to 70 new
positive HIV tests (or new diagnoses of
HIV) among Aboriginal people in BC per
year. While Aboriginal people represent
approximately 5 per cent of the BC
population, they account for 15 to 17
per cent of all new positive HIV tests
each year. Aboriginal females make up
30 to 40 per cent of the cases among the
total female population, while Aboriginal
males make up 10 per cent of the cases
among the male population (M. Gilbert,
BC Centre for Disease Control, personal
communication, April 2009).
The rate of deaths due to HIV disease
for the Status Indian population has
more than doubled since 1993 (0.8 per
10,000 in 1993 to 1.9 per 10,000 in 2006),
while the rate for other residents has
decreased signiﬁcantly in the same time
period (0.8 per 10,000 in 1993 to 0.2 per
10,000 in 2006) (Figure 4.54). Studies
have shown that illicit drug use among
the Aboriginal population may be the
reason for the increase in the prevalence
of HIV and AIDS. In a study on injection
drug use in Vancouver, the researchers
found that the majority of those who
were HIV positive were Aboriginal, and
most likely females and daily drug users
(Wood et al., 2008).

1BUIXBZTUP)FBMUIBOE)FBMJOHtOE3FQPSUPOUIF)FBMUIBOE8FMMCFJOHPG"CPSJHJOBM1FPQMFJO#SJUJTI$PMVNCJB



$IBQUFS%JTFBTFBOE*OKVSJFT

)JHIMZ"DUJWF"OUJSFUSPWJSBM5IFSBQZ )""35
)JHIMZBDUJWFBOUJSFUSPWJSBMUIFSBQZ )""35 XBTJOUSPEVDFEJOBTUIF
TUBOEBSEGPSUSFBUNFOUPG)*7JOGFDUJPO)""35SFEVDFTUIFMFWFMTPGUIFWJSVT
JOUIFCPEZ NBLJOHQFPQMFMFTTJOGFDUJPVT)""35IBTSFTVMUFEJOTJHOJmDBOU
JNQSPWFNFOUTJO)*7SFMBUFENPSCJEJUZBOENPSUBMJUZ
$VSSFOUMZ IPXFWFS BQQSPYJNBUFMZPOMZQFSDFOUPGUIPTFXIPBSFNFEJDBMMZ
FMJHJCMFGPS)""35SFDFJWFJU5PBHSFBUFYUFOU UIJTJTEVFUPUIFGBDUUIBUNBOZ
PGUIPTFFMJHJCMFBSFJOIBSEUPSFBDIQPQVMBUJPOT JODMVEJOHUIPTFXIPBSF
BEEJDUFEUPESVHT UIFNFOUBMMZJMM UIFIPNFMFTT BOEUIPTFXIPMJWFJOSFNPUF
DPNNVOJUJFTXJUIPVUBDDFTTUPFYQFSUDBSFBOE"CPSJHJOBMQFPQMFBSF
EJTQSPQPSUJPOBUFMZSFQSFTFOUFEJOUIFTFQPQVMBUJPOT&WFOXJUIUIJTMPXMFWFMPG
VQUBLF UIF#$$FOUSFGPS&YDFMMFODFJO)*7"*%4FTUJNBUFTUIBUBQQSPYJNBUFMZ
)*7JOGFDUJPOTBSFBWFSUFEFBDIZFBS
*O SFTFBSDIFSTBUUIF$FOUSFCFHBOUPEFWFMPQBIZQPUIFTJTUIBUFYQBOEJOH
UIFVQUBLFPG)""35JOUIFFMJHJCMFQPQVMBUJPODPVMEQSFWFOUOFX)*7JOGFDUJPOT
5IJTIZQPUIFUJDBMNPEFMIBTCFFOQSFTFOUFEBUBOVNCFSPGJOUFSOBUJPOBM
DPOGFSFODFTBOEBWBSJFUZPGTDJFOUJmDQVCMJDBUJPOT
6TJOHUIFNPEFM SFTFBSDIFSTFTUJNBUFUIBUCZJODSFBTJOH)""35DPWFSBHFCZ
QFSDFOUPWFSDVSSFOUVQUBLF UIFBOOVBMOVNCFSPGOFX)*7DBTFTDPVMECF
SFEVDFECZQFSDFOU"OEJGDPWFSBHFDPVMECFFYQBOEFEUPJODMVEFBMMUIPTF
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A possible explanation for the higher
rates of HIV deaths in the Status Indian
population may be that Aboriginal people
are disproportionately represented
in the hard-to-reach populations that
are medically eligible for HAART, but
do not currently access it: those who
are addicted to drugs, the mentally ill,
the homeless, and those who live in
remote communities without access to
expert care. As well, mistrust in medical
institutions and lack of culturally safe
and supportive care may negatively
impact the uptake of treatment for
Aboriginal patients (E. Adams, personal
communication, February 11, 2009).
Aggregate regional data for 2002–2006
show that the Status Indian rates of death
due to HIV disease were signiﬁcantly
higher than the rates for other residents
in BC as a whole, and in almost all health
authorities. The exception was Fraser
Health Authority, where the rate was
higher among Status Indians, but the
difference between the two populations
was not statistically signiﬁcant. The gap
between the two populations was 6.5
times in the province as a whole, and
approximately 8 times in the Vancouver
Coastal Health Authority.
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5IFSFQPSUJODMVEFESFDPNNFOEBUJPOTJODBUFHPSJFT SFQSFTFOUJOHUIFGPVSXJOET
PGDIBOHF/PSUI8JOE 1SPNPUJOH)FBMUIZ-JGFTUZMF$IPJDFT 8FTU8JOE $PNNVOJUZ
-FBEFSTIJQBOE3FTQPOTJCJMJUZ 4PVUI8JOE *ODSFBTJOH"XBSFOFTT BOE&BTU8JOE
*NQSPWJOH4FSWJDFT 
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4VJDJEFT
Although the ASMR for suicide deaths
has dropped for the Status Indian
population, a large gap still exists
between this population and other
residents. From 1993 to 2006, the
suicide death rate for the Status Indian
population fell from 3.5 per 10,000 to
1.7 per 10,000; however, the 2006 ﬁgure
was still over twice the rate for other
residents (1.7 per 10,000 versus 0.7 per
10,000) (Figure 4.55). The declining
trends for both populations were
statistically signiﬁcant. Suicide deaths
were the fourth highest overall cause of
death in the Status Indian population
under age 75 (Figure 4.6).
Aggregate regional data for 2002–2006
show that Status Indian suicide rates
were higher than the rates for other
residents in all health authorities and
in BC as a whole. The difference was
statistically signiﬁcant in BC and all
health authorities except Interior and
Fraser Health. The provincial gap was
approximately two times between the
populations.
Suicide – Myth and Reality
In Canada and most provinces, including
BC, the overall suicide rate has been
signiﬁcantly higher among the Aboriginal
population compared to other residents.
Researchers and Aboriginal groups
have tried to examine the patterns of
suicides and the reasons for the elevated
rate of suicides among the Aboriginal
population.
Since 1989, Chandler and Lalonde
have examined suicide rates and their
patterns among First Nations bands in
British Columbia. Their examination
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of data from 1987–1992 showed that
suicide rates and patterns were not
the same for all the bands in BC. In
fact, suicide rates were lower for First
Nations bands that had made progress
toward self-government and land claims,
had cultural facilities, and had control
over local services such as health care,
education, police, and ﬁre. At ﬁrst, the
researchers looked at six “protective
factors” as signiﬁcant determinants of the
number of youth suicides in Aboriginal
communities. Every community that had
the six protective factors present showed
no youth suicides, while the bands that
had none of these factors present had
suicide rates more than ten times the
national average (Chandler & Lalonde,
2008).
In 2009, under a special agreement
with the Provincial Health Ofﬁcer, Chris
Lalonde was exclusively provided with
the latest data (1992–2006) to update
the previous Chandler and Lalonde study
on suicides for this report. This study
conﬁrmed the results of the previous
studies. From 1992–2006, youth and
adult suicides were reported in 77 and
135 bands respectively; with more than
60 per cent of the bands reporting no
youth (age 15–24) suicides (Figure
4.56). The fact that the majority of these
communities experienced no suicides
clearly shows that youth suicide is not
inherently an Aboriginal risk. Looking at
what works in these communities may
help more vulnerable communities to
address these issues. Further, the study
showed that the presence of the ﬁrst six
protective factors (self-government, land
claims, education, health care, cultural
services, and control over police and
ﬁre protection) in a community result in
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fewer suicides (Lalonde, 2009). Figure
4.57 shows that youth suicide rates
were substantially higher with no factors
present (83.8 per 100,000) than those
communities with all factors present
(21.5 per 100,000). Adult suicide rates
showed similar patterns but not to the
same degree as youth suicides.
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The Chandler and Lalonde analysis
did not show a clear relationship
between suicide rates and levels of
income, employment, or labour force
participation level. In communities
with no reported suicides, rates of
unemployment and dependency on
government transfer payments were
slightly lower, and school completion
rates slightly higher. Labour force
participation was slightly higher in
communities that experienced suicides.
None of these differences were
statistically signiﬁcant.

5IFQSPUFDUJWFGBDUPSTVTFEJO$IBOEMFSBOE-BMPOEFTTUVEZXFSF
t &WJEFODFPGQBSUJDVMBSCBOETUBLJOHTUFQTUPTFDVSF"CPSJHJOBMUJUMFPSUIFJS
USBEJUJPOBMMBOET
t &WJEFODFPGTFDVSJOHDFSUBJOSJHIUTPGTFMGHPWFSONFOUBOETPNFEFHSFFPG
DPNNVOJUZDPOUSPM
t &WJEFODFPGTPNFDPOUSPMPWFSFEVDBUJPOBMTFSWJDFT
t &WJEFODFPGTPNFDPOUSPMPWFSQPMJDFBOEmSFQSPUFDUJPO
t &WJEFODFPGTPNFDPOUSPMPWFSIFBMUIEFMJWFSZTFSWJDFT
t &WJEFODFPGIBWJOHFTUBCMJTIFEXJUIJOUIFJSDPNNVOJUJFTDFSUBJOPöDJBMMZ
SFDPHOJ[FEDVMUVSBMGBDJMJUJFTUPIFMQQSFTFSWFBOEFOSJDIUIFJSDVMUVSBMMJWFT

Another recent study looked at the
healing experiences of First Nations
women who had attempted suicide. This
study showed that most women who
attempted or contemplated suicide had
experienced separation from family,
community, and cultural practices
(Paproski, 1997).
In a national study by Health Canada
on suicide prevention, it was found
that the two most common causes of
suicide were the rapid disintegration of
traditional values and the breakdown
of both the nuclear and the extended
family. Research has repeatedly shown
that colonization directly inﬂuenced the
belief system and religious education of
Aboriginal children, which resulted in
the dismantling and rejection of native
spiritual beliefs. The historical separation
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of children from their families and elders in the community
has resulted in the destruction of the cultural fabric of many
Aboriginal communities (Paproski, 1997).
First Nations children who were separated from their home
environment and placed in residential schools or foster
homes have often suffered psychological damage and
emotional problems, which resulted in drug abuse and suicide
(Kimelman, 1985, as cited in Paproski, 1997). This ﬁnding is
also supported by research on suicides in American Indian
youth (Berlin, 1987). This study reported on the prevalence
of suicide among adopted Indian children, which may be a
result of cultural isolation, loss of tribal traditions, and limited
contact with extended families and their communities.
Overall, colonization and cultural loss has created an
environment that has negatively impacted the social
structures, personal psychology, and coping strategies
of a majority of the Aboriginal population. High rates of
suicide among the First Nations population may be better
understood in the context of the cultural loss experienced
by many Aboriginal communities (Paproski, 1997). Cultural
connections and native spirituality appear to have important
implications for the prevention of suicide in First Nations
youth.

%JTBCJMJUJFT
Disability is deﬁned as a physical or mental condition or
health problem that restricts an individual in the type of or
amount of activity they can do at home, work, or leisure (First
Nations Chiefs’ Health Committee, 2002/2003). Based on
data from the 2001 Aboriginal Peoples Survey, 31 per cent
of Aboriginal people in Canada reported having a disability,
compared to 13 per cent of other residents (MacDougall,
2006). In the 2002/2003 BC First Nations Regional
Longitudinal Health Survey, 20 per cent of First Nations
respondents in BC reported having a disability that limited
them in their activities at home, while 16 per cent were
limited in their activities at work or in school, and 17 per cent
reported being limited in their leisure or traveling activities.
Disability generally affected those people 45 years of age
and older, and the main causes were arthritis (12 per cent),
chronic back pain (12 per cent), asthma (6 per cent), and
allergies (6 per cent) (First Nations Chiefs’ Health Committee,
2002/2003).

#$"CPSJHJOBM/FUXPSLPO%JTBCJMJUZ4PDJFUZo*OGPSNBUJPOBOE3FGFSSBM4FSWJDF
*UDBOTPNFUJNFTCFEJöDVMUGPS"CPSJHJOBMQFPQMFXJUIEJTBCJMJUJFTUPOBWJHBUFUISPVHIUIFDPNQMFYXFCPGTPDJBMBOEIFBMUI
QSPHSBNTJOGPSNBUJPOBWBJMBCMFUPUIFN5IF/BUJPOBM*OGPSNBUJPOBOE3FGFSSBM4FSWJDFPO"CPSJHJOBM%JTBCJMJUZ*TTVFTIFMQTDPOOFDU
"CPSJHJOBMQFPQMFXJUIEJTBCJMJUJFTXJUISFMFWBOUQSPHSBNTBOEJOGPSNBUJPO5IFTFSWJDF XIJDICFHBOJO"QSJM DPOTJTUTPGBOBEWPDBUF
XIPQSPWJEFTJOGPSNBUJPOBOENBLFTSFGFSSBMT UISPVHIVTFPGBOJOGPSNBUJPOEBUBCBTFUIBUDBOBDDFTTFNQMPZNFOU USBJOJOH BOEPUIFS
QSPHSBNTGPSQFPQMFXJUIEJTBCJMJUJFT BMPOHXJUIHFOFSBMJOGPSNBUJPOPOEJTBCJMJUZBOEIFBMUISFMBUFEJTTVFT5IFJOGPSNBUJPOBOESFGFSSBM
TFSWJDFJTBDDFTTJCMFCZUFMFQIPOFBU 55:BDDFTTJCMF 
5IFTFSWJDFJTPQFSBUFECZUIF#$"CPSJHJOBM/FUXPSLPO%JTBCJMJUZ4PDJFUZ #$"/%4 BOPOQSPmUPSHBOJ[BUJPOUIBUIBTCFFOQSPWJEJOH
TFSWJDFTBOEBEWPDBDZPOCFIBMGPG"CPSJHJOBMQFPQMFXJUIEJTBCJMJUJFTTJODF#$"/%4IBTBNFNCFSTIJQPGBQQSPYJNBUFMZ 'PS
NPSFJOGPSNBUJPOPO#$"/%4BOEUIFJOGPSNBUJPOBOESFGFSSBMTFSWJDF QMFBTFSFGFSUPUIFJSXFCTJUFBUIUUQXXXCDBOETCDDB
4PVSDF#$"CPSJHJOBM/FUXPSLPO%JTBCJMJUZ4PDJFUZ 
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Injuries are one of the leading causes of death, hospitalization,
and disability among Aboriginal people in British Columbia.
The Tripartite First Nations Health Plan identiﬁes injury
prevention as one of its four priority areas for action to help
close the health gap for BC First Nations.
A Provincial Aboriginal Injury Prevention Strategy is being
developed to support better health and longevity for First
Nations by enhancing surveillance, skills, knowledge, and
community capacity. Programs and initiatives that support
injury prevention in First Nations communities focus on road
safety and driver awareness, occupant restraint (seatbelt use),
the proper use of child seats, ﬁrst responder training, and the
prevention of violence and abuse.
One of the leading causes of injuries in the Aboriginal
population is motor vehicle crashes. From 1996 to 2002, close
to 500 First Nations people died as a result of motor vehicle
crashes in BC. This is roughly equivalent to two First Nations
communities disappearing in a decade from a preventable
cause (Insurance Corporation of British Columbia, 2008). Two
issues related to motor vehicle crashes involving First Nations
are the high fatality rate in rural crashes, and lack of proper
seatbelt use.
Many Aboriginal people live in rural and remote areas, and
must drive longer distances to carry out their daily activities.
Although there are more crashes in urban areas than in rural,

the ratio of fatalities to
injuries demonstrates
that rural crashes
are more likely to be
fatal. Reasons for the
increased fatality rates
include: higher speeds
on poorly maintained
resource roads; longer
emergency response
times and distance
to hospitals; multiple
victims in a single crash;
and crashes involving
wildlife. Inadequate
vehicle maintenance can
also be a factor: this can
be due to poverty or to
lack of repair services
in remote communities
(Bowering, 2005).

'JSTU/BUJPOT&NFSHFODZ
4FSWJDFT4PDJFUZ
5IF4PDJFUZPG/BUJWF*OEJBO'JSF
'JHIUFSTPG#$XBTFTUBCMJTIFE
JOXJUIUIFJOJUJBMPCKFDUJWF
PGIFMQJOHSFEVDFUIFOVNCFSPG
mSFSFMBUFEEFBUITPO'JSTU/BUJPOT
SFTFSWFT*O UIF4PDJFUZ
DIBOHFEJUTOBNFUP'JSTU/BUJPOT
&NFSHFODZ4FSWJDFT4PDJFUZPG
#$ UPSFnFDUJUTHSPXJOHEJWFSTJUZ
PGTFSWJDFTJODMVEJOHmSFTBGFUZ
QVCMJDFEVDBUJPO DSJUJDBMJODJEFOU
TUSFTTNBOBHFNFOU $13mSTU
SFTQPOEFSUSBJOJOH BOEmSFmHIUFS
USBJOJOH
4PVSDF'JSTU/BUJPOT&NFSHFODZ
4FSWJDFT4PDJFUZ OE

Transport Canada data
shows that 83 per cent
of British Columbians wear a seatbelt. However, a study by
Health Canada showed that in motor vehicle crashes involving
First Nations people, seatbelt use was only noted in 30 per
cent of drivers and 10 per cent of passengers (Insurance
Corporation of British Columbia, 2008).

4FDXFQFND*OKVSZ4VSWFJMMBODF1SPKFDU
-BVODIFEJO UIF4FDXFQFND*OKVSZ4VSWFJMMBODF1SPKFDUJTBDPNNVOJUZCBTFEQSPKFDUVTJOH"$$*44 "CPSJHJOBM$PNNVOJUZ$FOUFSFE
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• The average life expectancy for Status Indians males
increased from 69.8 in 1992–1996 to 73.0 in 2002–2006.
The life expectancy for Status Indian females increased
from 76.2 to 77.0 in the same time period.
• Since 1993, the age-standardized mortality rate (ASMR)
for all causes of death has been substantially higher for
the Status Indian population compared to other residents.
From 1993 to 2006, the ASMR for all causes of death
decreased signiﬁcantly for both populations; however, the
gap between the two populations has persisted, with an
absolute difference of approximately 23 per 10,000 over
time.
• The potential years of life lost standard rate (PYLLSR)
is substantially higher for the Status Indian population
compared to other residents, which indicates that a
greater proportion of the Status Indian population dies
before reaching age 75. In 2006, the PYLLSR was 97.0 per
1,000 for the Status Indian population, compared to 41.5
per 1,000 for other residents.
• In Canada, compared to the general population, First
Nations have higher rates of arthritis/rheumatism, high
blood pressure, diabetes, asthma, heart disease, cataracts,
and chronic bronchitis. In BC, the prevalence of heart
disease, diabetes, arthritis, and other chronic diseases
is also much higher in the Status Indian population
compared to other residents.
• The combination of a western diet high in carbohydrates,
simple sugars, and fats, and a sedentary, inactive lifestyle
has more than likely contributed to the epidemic of
diabetes and other chronic conditions among the
Aboriginal population.
• Aboriginal groups clearly experience a disproportionate
level of food insecurity due to poverty and remote
locations. Many people living on low incomes are unable
to afford sufﬁcient or nutritious food. Those living on
remote reserves face additional challenges in obtaining
fresh and healthy food, as it must be transported long
distances. Food insecurity is a precursor to many health



problems, including malnutrition, low birth weight babies,
unhealthy pregnancies, sub-optimal child development,
as well as poorer health in seniors, and greater rates of
chronic disease.
• In 2005, based on Canadian Community Health Survey
data, close to 32 per cent of the Aboriginal population
(18 years of age and older) reported that they were
overweight, and close to 23 per cent reported that
they were obese. The obesity rate for the Aboriginal
population was almost double the rate for the nonAboriginal population (12.9 per cent). Combining both
the overweight and obese categories, over half (54.4 per
cent) of the Aboriginal population surveyed reported that
they were either overweight or obese.
• From 1993 to 2006, the ASMR for all cancers in the Status
Indian population was relatively stable and generally lower
compared to other residents, while the rate for other
residents decreased slightly from 17.5 to 14.9 per 10,000
(a statistically signiﬁcant declining trend).
• The most common condition for digestive system disease
deaths is chronic liver disease/cirrhosis, followed by
conditions including peptic ulcer, inﬂammatory bowel
disease, and gastrointestinal hemorrhage. From 1993
to 2006, the ASMR for digestive system diseases was
consistently 2 to 4 times higher for the Status Indian
population than for other residents. In 2006, the rate
for the Status Indian population was 4.9 per 10,000,
compared to 2.0 per 10,000 for other residents.
• From 1993 to 2006, deaths due to motor vehicle accidents
were signiﬁcantly higher for the Status Indian population
than for other residents. Although the ASMR for the Status
Indian population declined from 3.5 per 10,000 in 1993 to
1.9 per 10,000 in 2006, the rate was still nearly 2 to 4 times
higher for this population compared to the rate for other
residents.
• Although the ASMR for accidental poisoning has declined
signiﬁcantly for the Status Indian population since 1993
(from 5.9 per 10,000 in 1993 to 0.9 per 10,000 in 2006),
the rate was still higher than the rate for other residents.
From 1993 to 2006, 2 to 3 times as many Status Indians
died of accidental poisoning as other residents.
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• From 1993 to 2006, the ASMR for alcohol-related deaths
for the Status Indian population was approximately 5
times higher than the rate for other residents. In 2006,
the ASMR for alcohol-related deaths for the Status Indian
population was 15.1 per 10,000, compared to 3.4 per
10,000 for other residents.
• Deaths due to medically treatable diseases are those for
which mortality could potentially have been avoided
through appropriate and timely medical intervention.
Since 1993, the ASMR for these diseases has ﬂuctuated
and has generally been 2 to 5 times higher for the Status
Indian population compared to other residents. In 2006,
the rate for the Status Indian population was 1.5 per
10,000, compared to 0.3 per 10,000 for other residents.
The higher death rates from these diseases for the Status
Indian population more than likely reﬂect gaps in access
to primary care services in this population.
• There was a signiﬁcant decline in drug-induced deaths
for the Status Indian and other resident populations from
1993 to 2006; however, the rate was still substantially
higher for Status Indians compared to other residents.
• The rate of deaths due to HIV disease for the Status Indian
population has more than doubled since 1993 (0.8 per
10,000 in 1993 to 1.9 per 10,000 in 2006), while the rate
for other residents has decreased signiﬁcantly in the same
time period (0.8 per 10,000 in 1993 to 0.2 per 10,000 in
2006).
• A possible explanation for the higher rates of HIV deaths
in the Status Indian population may be that Aboriginal
people are disproportionately represented in the hard-toreach populations that are medically eligible for HAART,
but do not currently access it: those who are addicted to
drugs, the mentally ill, the homeless, and those who live
in remote communities without access to expert care. As
well, mistrust in medical institutions and lack of culturally
safe and supportive care may negatively impact the uptake
of treatment for Aboriginal patients.

• Although the ASMR for suicide deaths has dropped
signiﬁcantly for the Status Indian population, a large gap
still exists between this population and other residents.
From 1993 to 2006, the suicide death rate for the Status
Indian population fell from 3.5 per 10,000 to 1.7 per
10,000; however, the 2006 ﬁgure was still over twice the
rate for other residents (1.7 per 10,000 versus 0.7 per
10,000). Suicide deaths were the fourth highest overall
cause of death in the Status Indian population who died
before reaching age 75.
• In a 2001 study, Chandler and Lalonde examined suicide
rates and their patterns among First Nation bands in
British Columbia. In general, their examination showed
that suicide rates and patterns were not the same for
all the bands in BC. In fact, suicide rates were lower
for First Nations bands that had made progress toward
self-government and land claims, had cultural facilities,
and had control over local services such as health care,
education, police, and ﬁre.
• A 2009 study on suicide by Chris Lalonde showed that
from 1992–2006, more than 60 per cent of bands did not
report any youth (age 15–24) suicides.
• In a national study by Health Canada on suicide
prevention, it was found that the two most common
causes of suicide were the rapid disintegration of
traditional values and the breakdown of both the nuclear
and the extended family. Research has repeatedly shown
that colonization directly inﬂuenced the belief system
and religious education of Aboriginal children, which
resulted in the dismantling and rejection of native spiritual
beliefs. The historical separation of children from their
families and elders in the community has resulted in
the destruction of the cultural fabric of many Aboriginal
communities.
• Colonization and cultural loss has created an environment
that has negatively impacted the social structures,
personal psychology, and coping strategies of a majority
of the Aboriginal population. High rates of suicide among
the First Nations population may be better understood
in the context of the cultural loss experienced by many
Aboriginal communities.
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The health and social services systems can:

• Develop a priority system for surgical intervention for
Aboriginal people with severe arthritis to reduce surgical
wait times.

• Work on Aboriginal control, planning, governance, and
delivery of services (especially primary care services) and
enhance these services in ways that meet the needs of
Aboriginal people, in order to reduce the gap in medically
treatable and other diseases.

• In consultation with Aboriginal communities, develop
and deliver education programs to heighten awareness of
arthritis, osteoporosis, exercise, weight control, and injury
prevention. Expand prevention and treatment for alcohol
and substance misuse.

• Develop services to assist Aboriginal people with chronic
illnesses and disability-related activity limitations.

• Focus on underlying factors that lead to illness, such as
poverty, family distress, child abuse, inadequate housing,
and untreated mental illness.

• Work with communities to develop prevention programs
for diabetes in order to improve treatment outcomes.
• Continue to improve data collection systems, in order to
get comparative regional data about the occurrence of
diabetes, arthritis, and other chronic conditions in the
Aboriginal population.
• Expand arthritis services to include all health professionals
important in arthritis care (e.g., physiotherapists,
occupational therapists) and provide these services to the
areas of the province where care is needed.

• Increase awareness and promotion of HIV disease
prevention and develop more treatment options and
increase uptake of HAART among Aboriginal patients.
• Collaborate with Aboriginal groups to review external
causes of death data (e.g., motor vehicle accidental deaths
and other injury deaths) and develop local strategies to
reduce these causes of death in each community.
• Continue to develop a coordinated response to the health
and social problems faced by injection drug users.
• Create a provincial Aboriginal mental health and wellness
plan. One pillar of the plan would focus on vulnerable
communities and youth suicide prevention.
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Many elements in the physical environment directly inﬂuence
the health and well-being of a population. In this chapter, we
examine housing, indoor and outdoor air quality, drinking
water, possible exposure to persistent organic compounds,
and food safety. These indicators have been shown to have
a direct impact on the health of Aboriginal people. Where
possible, data and comparative data analysis on these
indicators is provided.

)JHIMJHIUT
• In March 2003, an estimated 17 per cent of all Aboriginal
housing units on-reserve in Canada needed major repairs,
and nearly 5,000 housing units had to be replaced.
In addition, in the same year, a need for over 20,000
additional housing units was noted.
• In May 2008, the First Nations Leadership Council, the
province, and the federal government signed a First
Nations Housing Memorandum of Understanding, to
develop a comprehensive approach to housing both onand off-reserve that addresses issues along the full range
of the housing continuum.
• In the 2005 Canadian Community Health Survey, a
signiﬁcantly higher proportion of the non-smoking
Aboriginal population mentioned that they were exposed
to second-hand smoke at home, in private vehicles, and in
public places compared to the non-Aboriginal population.
A 1997 study by the Heart & Stroke Foundation of Canada
found that the Aboriginal population had higher levels of
exposure to second-hand smoke than the rest of the BC
population.

• Children and youth are more vulnerable to second-hand
smoke in vehicles than adults, due to their lack of choice
to be in that environment. In response, the province
passed amendments to the Motor Vehicle Act in 2008 to
protect children under the age of 16 from second-hand
smoke in vehicles.
• As of January 2009, there were 25 First Nations water
systems on boil-water advisory in BC, which represents
nearly 5 per cent of the total number of BC water systems
on advisory (503 systems). The advisories for First Nations
systems together affect approximately 3,577 people. In
contrast, about one per cent of the total BC population
obtained their drinking water from sources on a boil-water
order.

)PVTJOH
Adequate housing is essential for health and well-being.
Many Aboriginal people both on- and off-reserve nationwide
have experienced difﬁculty in obtaining adequate, affordable
housing. Based on the deﬁnition of acceptable housing by
the Canada Mortgage and Housing Corporation (CMHC) (see
information box on page 158), Aboriginal people are more
likely than non-Aboriginal people to live in houses that are
crowded, are in need of repair, or consume more than 30 per
cent of their before-tax household income.
Research has shown that living in inadequate and crowded
housing can be associated with various health problems.
Mould growth, an ongoing problem for many Aboriginal
communities, has been associated with respiratory conditions
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and other immune
system complications.
Crowded living
conditions can also
lead to transmission
of infectious diseases
such as tuberculosis
and hepatitis A, as
well as risks of injury
and mental health
problems (Treasury
Board of Canada
Secretariat, 2004). In
addition, spending
over 30 per cent of
before-tax income on
housing may result
in families not having
sufﬁcient income left
for other necessities
such as food, clothing,
heating their home,
and transportation.

The quality, suitability,
and availability
of housing onreserve continue to be serious problems for the Aboriginal
population. In March 2003, an estimated 17 per cent of
all Aboriginal housing units on-reserve in Canada needed
major repairs, and nearly 5,000 housing units had to be
replaced. In addition, in the same year, a need for over 20,000
additional housing units was noted (Treasury Board of Canada
Secretariat, 2004). Most on-reserve housing is in the form of
single-family dwellings and is not suitable for single people
and seniors. There are currently no mechanisms in place to
move people from these single-family dwellings into smaller,
more affordable units when their families are grown and
have moved away (BC Ofﬁce of Housing and Construction
Standards, 2007).



Lack of housing on-reserve has resulted in overcrowding,
which accelerates its deterioration and negatively impacts
the health and well-being of the occupants. According to the
2003 Auditor General’s report on First Nations on-reserve
housing, houses built under earlier Indian and Northern
Affairs Canada [INAC] standards have a lifespan of less than
half of the national average home (BC Ofﬁce of Housing and
Construction Standards, 2007).
Other barriers to affordable housing on-reserve include
construction costs for materials, labour, and utilities that
are often higher due to remote locations (Canada Mortgage
and Housing Corporation [CMHC], 2004a); and land tenure
and ﬁnancing issues. Due to provisions of the Indian Act,
First Nations do not have ownership of reserve land, making
it difﬁcult to ﬁnance housing construction (BC Ofﬁce of
Housing and Construction Standards, 2007). There is also
a gap in matrimonial real property laws on-reserve that
affects First Nations women, who do not have rights to
the matrimonial home in the event of marital breakdown.
Provincial laws in this area do not apply on-reserve and the
federal government has yet to pass legislation to address this
issue. Federal courts do not recognize First Nations traditional
law in these matters (Commission on Human Rights, 2004).
For the Aboriginal population living off-reserve, low income
has been an important factor preventing them from ﬁnding
adequate housing. In 2001, the Aboriginal People’s Survey
showed that nearly 24 per cent of the Aboriginal population
living off-reserve in Canada was in “core housing need,”
which meant that they were living in housing units that were
inadequate, unsuitable, or unaffordable. The ﬁgure for the
non-Aboriginal population was 14 per cent. In addition, 18
per cent of the off-reserve Aboriginal population in Canada
lived in housing that required major repairs, compared to 8
per cent of the non-Aboriginal population (O’Donnell & Tait,
2003).
While the incidence of core housing need among Aboriginal
households in BC has improved since 1996, close to one-third
of the Aboriginal population in BC was still in core housing
need in 2001. Approximately 32 per cent of North American
Indian households, 25 per cent of Métis households, and
38 per cent of Inuit households were in core housing need
(O’Donnell & Ballardin, 2006).
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Figure 5.2 shows the percentage of
Aboriginal housing in need of repair or
major renovations, by health authority.
Vancouver Coastal Health Authority had
the highest percentage of Aboriginal
housing in need of repair or renovation
at 41 per cent, with Fraser and Vancouver
Island Health Authorities close behind
at 32 and 33 per cent respectively. The
overall BC rate was 29 per cent (Jakubec
& Engeland, 2004).
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As shown in Figure 5.1, in 2001, BC
and Saskatchewan had the highest
percentage of the Aboriginal population
in core housing need at 29 per cent. The
overall rate for Aboriginal households in
Canada was 24 per cent, while the overall
rate for non-Aboriginal households was
14 per cent (Treasury Board of Canada
Secretariat, 2004).
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Data from INAC showed that over the period of 1994/1995 to
2005/2006, the percentage of Aboriginal housing units in need
of major renovations increased by 121 per cent (Figure 5.3).

per cent). This indicates that Aboriginal people who are
homeless are not comfortable with or are not well-served
by the available shelters. The street homeless population

)PNFMFTTOFTT
Homelessness is a growing problem in British Columbia, in
spite of a provincial economy that had, until recently, been
experiencing a period of considerable economic growth.
Clearly, not all British Columbians have beneﬁtted from this
success. The current ﬁnancial downturn will undoubtedly add
to the numbers of homeless people.
It is difﬁcult to collect data on the homeless due to the
transient nature of this population, but estimates indicate
that Aboriginal people are signiﬁcantly over-represented. In
the Lower Mainland, Aboriginal people represent 2 per cent
of the Greater Vancouver Regional District population, but
constitute 30 per cent of the homeless (Social Planning and
Research Council of BC [SPARC], 2005). The rate is higher
among the street homeless, who do not access shelters (34
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LJOEJO$BOBEBBOEXBTBOJNQPSUBOUTUFQUPXBSE"CPSJHJOBM
TFMGNBOBHFNFOUPGTPDJBMIPVTJOH #$)PVTJOH  

1BUIXBZTUP)FBMUIBOE)FBMJOHtOE3FQPSUPOUIF)FBMUIBOE8FMMCFJOHPG"CPSJHJOBM1FPQMFJO#SJUJTI$PMVNCJB

$IBQUFS1IZTJDBM&OWJSPONFOU

surveyed were generally worse off than the sheltered
homeless and had a range of health problems (SPARC, 2005).
A Vancouver city staff report concluded that 2,200 units of
housing were needed in the next 10 years to meet basic
housing needs (Laird, 2007).

'FEFSBMBOE1SPWJODJBM)PVTJOH
*OJUJBUJWFT
In 2006, the federal government committed $450 million to
improve the water quality and housing on-reserve, education
outcomes, and socio-economic conditions for the Aboriginal
population. In addition, up to $300 million was committed
to the provinces to address issues of off-reserve Aboriginal
housing (Department of Finance Canada, 2006).
In July 2007, the province announced the allocation of 292
units at 13 housing developments in 10 communities across
BC under the Aboriginal Housing Initiative. This initiative
was funded through a $50.9 million grant transferred by the
federal government from the Off-Reserve Aboriginal Housing
Trust. The trust is being administered in consultation with the
Aboriginal Housing Management Association (BC Housing,
2007).
In April 2007, the federal government announced it would
create a $300 million First Nations Market Housing Fund.
The purpose of this fund is to broaden the range of housing
options for residents of First Nations communities. The
fund will provide partial ﬁnancial backing for the lender and
establish a credit enhancement facility to help individuals
on-reserve obtain loans (First Nations Market Housing Fund,
n.d.).
In May 2008, the First Nations Leadership Council, the
province, and the federal government signed a First Nations
Housing Memorandum of Understanding, to develop a
comprehensive approach to housing both on- and off-reserve
that addresses issues along the full range of the housing
continuum. Possible initiatives for consideration include
exploring ways to increase cultural appropriateness and
sustainability of social- and market-based housing for First
Nations communities, and exploring on- and off-reserve
partnership opportunities between the public and private
sectors to promote home ownership (INAC, 2008a).

4FBCJSE*TMBOE4VTUBJOBCMF$PNNVOJUZ)PVTJOH
*O UIF4FBCJSE*TMBOE'JSTU/BUJPO MPDBUFEOFBS
"HBTTJ[ PQFOFEUIF4FBCJSE*TMBOE'JSTU/BUJPO4VTUBJOBCMF
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by the smoker, second-hand smoke has twice the nicotine
and tar and ﬁve times the carbon monoxide. In addition, it
remains in the environment, in clothes, carpets, draperies,
and air even after the cigarette has been extinguished — and
it remains toxic (Alberta Alcohol and Drug Abuse Commission
[AADAC], 2007).

*OEPPS"JS1PMMVUJPO
From a public health perspective, indoor air pollution is an
important issue, since most people spend the majority of time
living and working indoors. Of the different types of indoor
air pollutants, second-hand smoke and mould are the most
critical, particularly for the Aboriginal population.

People exposed to second-hand smoke are at risk for lung
cancer, heart disease, leukemia, lymphoma, and breathing
problems. Children are particularly vulnerable as their
lungs are still developing and their intake is higher due to
faster breathing rates. Risks for children include bronchitis,
pneumonia, asthma, middle ear infection, and tonsillitis.
Second-hand smoke can affect children’s behaviour and their
ability to understand and reason. Studies have shown that
children who are regularly exposed to second-hand smoke
score lower on tests in reading, math, logic, and reasoning
skills (Ministry of Health [MOH], 2005). Infants have a higher
likelihood of dying of sudden infant death syndrome (SIDS),
and there are also risks to unborn babies, including improper
fetal development or stillbirth (AADAC, 2007).

4FDPOEIBOETNPLF
Second-hand smoke is made up of mainstream smoke (smoke
exhaled by the smoker) and sidestream smoke (smoke from
the burning end of the cigarette, cigar, or pipe). It is identiﬁed
as a “Class-A” cancer-causing substance, which means that it
is very dangerous to human health, and there is no safe level
of exposure (Health Canada, First Nations and Inuit Health,
2005).
Less than half of the smoke from cigarettes is inhaled by the
smoker, leaving the remainder in the air, where it can be
inhaled as second-hand smoke. Compared to what is inhaled
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Based on data from the 2005 Canadian Community Health
Survey (CCHS), 38.4 per cent of the Aboriginal population
smoked compared to 17.2 per cent of other British
Columbians. Due to this higher smoking rate among the
Aboriginal population, the issue of second-hand smoke is
particularly important to this group. In the 2005 CCHS, a
signiﬁcantly higher proportion of the non-smoking Aboriginal
population mentioned that they were exposed to secondhand smoke at home, in private vehicles, and in public places
compared to the non-Aboriginal population (Figure 5.4).
A 1997 study by the Heart & Stroke Foundation of Canada
also found that the Aboriginal population had higher levels
of exposure to second-hand smoke than the rest of the BC
population, at home, work, and school (Heart & Stroke
Foundation of BC & Yukon, 1997).
Measures are underway to expand smoke-free environments.
In 2008, the province passed amendments to the Motor
Vehicle Act to protect children under the age of 16 from
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second-hand smoke in vehicles. Children and youth are more
vulnerable to second-hand smoke in vehicles than older
people, due to their lack of choice to be in that environment
(Provincial Health Ofﬁcer [PHO], 2008). Research indicates
that smoking one cigarette in a parked vehicle with the
windows rolled up will produce a concentration of secondhand smoke up to 11 times higher than what would be
encountered in a smoky bar (MOH & Ministry of Public Safety
and Solicitor General, 2008). Regulatory requirements for
the legislation are being determined and enforcement will
be the responsibility
of local police and the
RCMP (MOH & Ministry
.PVME1SFWFOUJPO
of Public Safety and
Solicitor General, 2008).
.PVMEIBTCFFOBDPOTJTUFOU

.PVME
BC has a relatively damp
climate, conducive to
the growth of mould
both indoors and
outdoors. There has not
been much systematic
study of the health
effects of mould in BC;
however, studies that
are available indicate
associated health
problems. In 2001, a
study by a Health Canada
team noted that the
frequency of substandard
housing in First Nations
communities was
associated with humid,
damp conditions, and
that these conditions
contributed to poor
air quality and health
problems, such as
asthma (Lawrence &
Martin, 2001).
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Children, people with a history of allergies, those with
underlying lung damage, and immunocompromised persons
are most vulnerable to the health effects of mould. These
effects include coughs, asthma, bronchitis, and allergic
reactions (PHO, 2004).
The basic advice for dealing with mould, second-hand smoke,
or other indoor air contaminants is to keep houses clean, dry,
and well-ventilated, and to remove the source or reduce the
level of the contaminant.
The Ofﬁce of the Auditor General of Canada is monitoring
the progress of INAC, CMHC, and Health Canada in
addressing mould issues in First Nations communities. The
Auditor General’s report in May 2006 noted that no federal
organization had taken responsibility for assessing the extent
of the problem and developing a comprehensive strategy for
addressing it. Without sustained attention to an action plan
to address the problem, it is likely that housing stock will
continue to degrade and negative health impacts will continue
(Ofﬁce of the Auditor General of Canada, 2006).
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Outdoor air pollution is another issue that has a signiﬁcant
health impact in BC, both for the Aboriginal population and
the BC population as a whole. In BC in 2007, over one-third of
monitored sites exceeded the provincial air quality objective
for ﬁne particulate matter (PM2.5) at least once in the year.
Outside of the Lower Mainland, particulate pollution is a
major issue, due to industry (e.g., pulp and paper mills) and
open burning of forest debris and domestic sources (e.g.,
wood stoves) (PHO, 2004). In the Lower Mainland, pollutants
related to vehicle exhaust are likely the most signiﬁcant health
risks.
In order to assess whether First Nations communities
have better or worse air quality than non-First Nations
communities, pollutant concentrations on or near a number
of First Nations communities in BC were analyzed. Airborne
particulate matter is of particular concern, as it has been
linked to mortality and increased disease from both shortand long-term exposure. Fine particulate matter (extremely
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small solid or liquid particles smaller than 2.5 millionths of a
metre and labelled PM2.5), has been shown to penetrate deep
into the lung, where it is capable of causing lung and other
respiratory diseases. PM2.5 is a prime constituent of smoke
emitted by both domestic heating and the open burning of
woody debris. Airborne particulate up to 10 millionths of a
metre in size (PM10) includes PM2.5 and coarser particulate
matter that cannot penetrate deep into the lung. However,
these coarser particles can still aggravate disease in the upper
respiratory tract and can aggravate asthma. This analysis only
includes particulate matter, since particulates are the primary
pollutants that have been monitored in or near First Nations
communities (see Table 5.1).
Figure 5.5 shows the daily averages of PM2.5 concentrations
and a measure of the highest concentrations at six First
Nations communities from 2004 to 2008, although some sites
have data gaps.
Figure 5.5 indicates that the average PM2.5 concentrations at
all six First Nations communities meet the guidelines of the

World Health Organization (10 micrograms per cubic metre).
This guideline is used to address concerns about long-term
exposure to PM2.5. Of the six communities monitored, the
Kamloops Indian Band and the Cape Mudge First Nation
had the highest average PM2.5 concentrations (6.8 and 6.4
micrograms per cubic metre, respectively), suggesting that
residents there would have a higher level of exposure to PM2.5
over the long-term than the other sites.
The 98th percentile bars in Figure 5.5 show the daily average
concentration of PM2.5 that was not exceeded (98 per cent of
the year). Based on this metric, this ﬁgure indicates that all of
the communities listed had PM2.5 concentrations below the BC
Interim Objective for PM2.5 (25 micrograms per cubic metre)
for 98 per cent of the year. In the central interior (Hazelton,
Chalo, Kitwanga) and the coast (Cape Mudge), the highest
pollution days usually occur during cold, stagnant winter days
when major emission sources are domestic wood stoves,
open burning, and industry. In the southern interior (Lillooet,
Kamloops), summer wildﬁres are often the cause of these
relatively high PM2.5 concentrations.
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Figure 5.6 compares the concentration of PM2.5 throughout
the year at the Kamloops Indian Band location, to illustrate
how seasonal changes in emissions and meteorology
inﬂuence air quality in First Nations communities. A blanket of
snow and deep, cold air masses frequently cover central and
northern BC for much of the late fall and winter. This leads
to high concentrations of air pollutants at these times, for the
following reasons. First, cold temperatures increase the need
for domestic heating, resulting in higher use of wood stoves
and therefore higher emissions of PM2.5 and gaseous organic
pollutants. Also, the forest industry prefers to burn forest
debris at these times. This is because snow cover prevents the
spread of any wildﬁres that may be ignited by open burning.
Finally, cold air is dense and sluggish and settles in valley
bottoms during stagnant conditions, where it traps pollutants.
This allows PM2.5 concentrations to gradually build up over
several days, sometimes signiﬁcantly degrading the air quality,
until a new weather system arrives and pushes fresh, cleaner
air into the valley. It is generally after a few days of cold,
stagnant conditions that the Ministry of Environment issues
most air quality advisories related to PM2.5. At the Kamloops

1

Indian Band location and in other southern interior First
Nations locations, late-summer wildﬁres can also lead to high
PM2.5 concentrations that trigger air quality advisories.
Figures 5.5 and 5.61 suggest that outdoor air quality in the
six First Nations communities monitored is comparable to
that of an interior non-Aboriginal community (Kamloops).
However, additional monitoring is needed to improve the
understanding of air quality in the First Nations communities.
That said, any improvement in air quality will further protect
the health of people in these communities.
In addition to the locations in Table 5.1, air quality was
analyzed in the Sto:lo Nation traditional territory in the Lower
Fraser Canyon, where salmon drying occurs each summer
and fall. Concentrations of airborne mercury, chromium,
phosphorus, potassium, metals, pesticides, polychlorinated
biphenyls (PCBs), polycyclic aromatic hydrocarbons (PAHs),
and ozone were measured. Fortunately, only extremely low
concentrations of these pollutants were detected, suggesting
that any health risk associated with these air pollutants was
negligible (M. Graham, Ministry of Environment, personal
communication, 2009).

In Figures 5.5 and 5.6, the Kamloops data is representative of both the City of Kamloops and the Kamloops Indian Band located adjacent to the city. Therefore the Kamloops data in
these charts can be used to compare a non-Aboriginal community to all six First Nations communities. Except for Kitwanga, which had only ten months of data, all communities
had at least one year of air quality data.
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Over the years, governments at all levels have engaged in
activities to protect the environment and the health of the
public, including First Nations communities. BC implemented
the Environmental Management Act in 2004, which gives the
province overall responsibility for air emissions, and provides
the legislation for air quality-related regulations, including
industrial point sources, mobile sources, and area sources.
More recently, the Air Action Plan has been implemented,
diesel retroﬁts of school buses and trucks are underway, and
the Open Burning Smoke Control Program is being updated.
Airshed plans are also in place or near completion in many
BC communities, including Metro Vancouver, Fraser Valley
Regional District, Prince George, Whistler/Sea to Sky Highway,
Quesnel, Williams Lake, Bulkley Valley-Lakes District, North
Okanagan, Central Okanagan, Okanagan-Similkameen,
and Merritt. Most First Nations’ communities, however, do
not yet have their own airshed plans, though First Nations
representatives are invited and often participate in community
airshed planning.
In February 2005, a workshop on Air Quality on First Nations’
Lands was held at the Shxwha:y First Nation Hall in Chilliwack.
Workshop participants agreed that air quality issues in First
Nations communities were at least as important as other
environmental issues such as waste water, drinking water, and
contaminated sites. The main gaps and challenges identiﬁed
at the workshop included:
• A province-wide air quality network to share information
on initiatives to monitor, assess, and improve air quality in
First Nations communities should be developed.
• Greater jurisdictional certainty on air quality issues
on First Nations lands needs to be established. This
includes development of a clearer deﬁnition of who has
responsibility for improving air quality on First Nations
land.
• A First Nations “air quality pathﬁnder” should be put in
place to help ﬁnd information and resources to improve
air quality in each community.
• Partnerships should be developed between First
Nations, the health care community, and other levels
2

R. Lawrence, personal communication, May 7, 2009.
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Funding provided by INAC does not necessarily cover all costs.

of government to
improve indoor and
outdoor air quality.
• Community
knowledge of
indoor and outdoor
air quality and its
relation to health
should be increased
through improved
communication and
education.
• First Nations
communities should
be more involved in
air quality monitoring
and management
through training and
through partnerships
with other levels of
government (Ministry
of Water, Land and
Air Protection, 2005).
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There are currently 280
First Nations community
water supply systems in
BC, under the local First
Nations jurisdiction.2
The local First Nation is responsible for construction, design,
operation, and maintenance of their water systems, supported
by funding from INAC. Funding is also available for water
ﬁltration treatment (PHO, 2007).
While bands ultimately make decisions about management
of their water supply systems, programs on-reserve in BC are
similar to those off-reserve. For example, INAC3 undertook
an engineering assessment of most water supply systems onreserve serving more than three homes. INAC has committed
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to ﬁltering all surface water sources and meeting criteria set
out in the Guidelines for Canadian Drinking Water Quality
(PHO, 2007).
Operators of First Nations water systems have access
to training and certiﬁcation. For example, First Nations
communities can participate in the Circuit Rider Program,
where an experienced operator trains the local First Nations
operator on the proper operation and maintenance of the
water supply system. The number of certiﬁed operators
working for local First Nations has steadily increased. Before
2003, there were 86 certiﬁed operators. In 2003/2004, 42
more were certiﬁed, and in 2004/2005, 18 additional operators
obtained certiﬁcation (PHO, 2007).
Another example of training is Health Canada’s Drinking
Water Safety Program (see information box). As of 2007/2008,
167 BC First Nations participated in the program, and over
75 per cent of participating bands have been provided with
on-site water sampling equipment and supplies (R. Lawrence,
personal communication, March 13, 2007).
The safety of drinking water in First Nations communities is a
concern both provincially and nationally. Boil-water advisories
are one way to track issues with a drinking water source.
A boil-water advisory is a notice from a water supplier to a
consumer that the drinking water may be contaminated, and
#PJM8BUFS"EWJTPSJFTJO1MBDFGPS4QFDJmFE
1FSJPETPG5JNF 'JSTU/BUJPOT0O3FTFSWF 
BTPG+BOVBSZ 

5BCMF

5JNF1FSJPET 





/VNCFSPG#PJM8BUFS"EWJTPSJFT

o:FBS 















o:FBST















o:FBST















:FBST 















505"-"%7*403*&4 











%PFTOPUJODMVEFiEPOPUDPOTVNFwBEWJTPSJFT XIJDIXPVMECSJOHUIFUPUBMOVNCFSPG
BEWJTPSJFTUP
4PVSDF-1JMMTXPSUI QFSTPOBMDPNNVOJDBUJPO +BOVBSZ 



that they should boil
or otherwise disinfect
the water before use, or
use an alternate source
of drinking water. As of
January 2009, there were
25 First Nations water
systems on boil-water
advisory in BC, which
represents nearly 5 per
cent of the total number
of BC water systems on
advisory (503 systems).
The advisories for First
Nations systems together
affect approximately
3,577 people (L.
Pillsworth, personal
communication, January
28, 2009).

%SJOLJOH8BUFS4BGFUZ
1SPHSBN
5FTUJOHBOENPOJUPSJOHPG
ESJOLJOHXBUFSTVQQMJFTBSF
DSVDJBMBDUJWJUJFTJOFOTVSJOH
UIFBWBJMBCJMJUZPGTBGFESJOLJOH
XBUFS5IF%SJOLJOH8BUFS
4BGFUZ1SPHSBNXBTMBVODIFE
CZ)FBMUI$BOBEBJO BTB
NFBOTUPEFWFMPQ'JSTU/BUJPOT
DBQBDJUZJOUIFTFBDUJWJUJFT
5IFQSPHSBNQSPWJEFT
t 8BUFSTBNQMJOHUSBJOJOH
t $PNNVOJUZNJDSPCJPMPHJDBM
MBCPSBUPSZFRVJQNFOUGPS
XBUFSUFTUJOH
t 0OHPJOHBTTJTUBODFPG
&OWJSPONFOUBM)FBMUI0öDFST
POESJOLJOHXBUFSJTTVFT

Boil-water advisories
are usually temporary,
t "OPOMJOFEBUBNBOBHFNFOU
but may last weeks,
UPPMUIBUBMMPXTVTFSTUP
months, or even years
HFOFSBUFXBUFSRVBMJUZ
if the situation is not
SFQPSUT
addressed. Concern
has been raised that
4PVSDF3-BXSFODF QFSTPOBM
long-term boil-water
DPNNVOJDBUJPO .BSDI 

advisories can result in
consumer complacency.
“Many surface water
sources in BC contain
few pathogens and communities relying on these sources
without treatment may not experience a noticeably high
incidence of intestinal illness. However, when a contamination
event does occur—something as simple as a beaver taking up
residence near the intake works—a high proportion of the
population can become infected by pathogens” (MOH, PHW,
2006). As of January 2009, of the 25 boil-water advisories in
place on First Nations systems, 5 had been in place for 5 to 10
years (see Table 5.2).
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The concern with the quality of drinking water in First Nations
communities was highlighted in the September 2005 report
by the Ofﬁce of the Auditor General of Canada. The report
found that many First Nations communities were at risk from
unsafe drinking water, and that there was a lack of legislation
on the quality of drinking water and inadequate technical
support available to assist First Nations in managing their
water systems (Ofﬁce of the Auditor General of Canada,
2005). Subsequently, in October 2005, the community of
Kashechewan in Northern Ontario was evacuated, due to
concerns about water quality in the community (INAC,
2006d).
In response to the national attention focused on drinking
water quality in First Nations communities, the federal
government launched an action plan in 2006 to address these
concerns. The federal action plan committed to the following:
• Implement the protocol for safe drinking water for
First Nations communities (with standards for design,
construction, operation, and maintenance of systems).
• Implement mandatory training for treatment plant
operators.
• Appoint an expert panel to advise on a regulatory
framework.4
• Implement remedial plans for those First Nations
communities with serious water issues (INAC, 2006c).
• Provide regular reporting on the progress of the plan.
INAC is conducting regional consultations with First Nations
in British Columbia, as part of a cross-Canada process to gain
feedback necessary to develop a legislative framework for
drinking water protection.
Twenty-one First Nations water systems across Canada
were identiﬁed as priority systems for action under the
federal government’s plan, due to the high-risk nature of
the water systems, and the fact that they were under boilwater advisories. Six of these communities are located in BC
(Semiahmoo, Shuswap, Toqhaht, Canoe Creek, Lake Babine
Nation [Fort Babine], and Toosey). Remedial plans are
currently in place for all of these community water systems,

4

and progress has been made towards improving the safety of
the drinking water supplies. For example, in November 2006,
the boil-water advisory was lifted for the Shuswap (INAC,
2006a). The remaining BC communities have been removed
from the Priority Community category as their risk level has
been downgraded from high to medium (INAC, 2008b).
For the off-reserve population, the safety of drinking water
is not assured. According to the 2001 Aboriginal Peoples
Survey, 17 per cent of Aboriginal people living off-reserve in
BC reported that the water in their homes was not safe for
drinking, and 21 per cent reported that there were times in
the year when their water was contaminated (O’Donnell &
Ballardin, 2006).

5SBEJUJPOBM'PPETBOE'PPE4BGFUZ
The traditional diet of Aboriginal peoples included many
varieties of ﬁsh, seafood, wild game, berries, and plants.
It was a diet high in protein, fruits and vegetables, and
essential minerals and vitamins, and low in reﬁned and
starchy carbohydrates. Harvesting of traditional foods had
non-nutritional beneﬁts as well, through increased physical
activity. The traditional diet of Aboriginal peoples sustained
them for centuries before European contact.
Contact with Europeans resulted in many changes to
Aboriginal peoples’ diets and lifestyles. The traditional
diet changed, and began to include reﬁned and starchy
carbohydrates, such as ﬂour, potatoes, rice, and beans. The
residential school system separated children from their
families, and this hindered the passing down of knowledge
about traditional foods. Generally, the current western diet
is less healthy than the traditional diet, due to the increase in
calories, carbohydrates, total fat, and saturated fat, and lower
levels of nutrients (Mos et al., 2004; Kuhnlein & Chan, 2000).
Changes in the Aboriginal diet may be an important factor
underlying higher rates of premature morbidity and mortality
among the Aboriginal population.
Only about 15 per cent of Aboriginal people across Canada
still obtain most of their animal proteins from hunting and
ﬁshing (Young, Reading, Elias, & O’Neil, 2000); however,
ﬁsh, shellﬁsh, and wild game are still an important part

The expert panel’s report, Report of the Expert Panel on Safe Drinking Water for First Nations (INAC, 2006d), was released in November 2006.
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of Aboriginal nutrition and culture. There are risks of
contamination that must be considered in consuming these
types of foods.
• Red tides, or harmful algae blooms, are a concern for
Aboriginal people who harvest shellﬁsh. The algae
produce a biotoxin that can be fatal to individuals who eat
the affected shellﬁsh.
• Industrial pollutants, such as methylmercury and
polychlorinated biphenyls (PCBs), can contaminate
marine animals and result in ﬁshery closures. Long-term
exposure to mercury, through consuming infected marine
animals, can cause permanent brain and kidney damage.

3FE5JEF
3FE5JEFT BMTPDBMMFEIBSNGVMBMHBFCMPPNT DBOCFBQSPCMFN
GPSUIPTF"CPSJHJOBMDPNNVOJUJFTXIPDPOUJOVFUPIBSWFTU
TIFMMmTIBTQBSUPGUIFJSUSBEJUJPOBMIFSJUBHF3FE5JEFJT
DBVTFECZBOBMHBF "MFYBOESJVNUIJTBMHBFQSPEVDFTB
CJPUPYJOUIBUDBODBVTFBQPUFOUJBMMZGBUBMOFSWPVTTZTUFN
EJTFBTFLOPXOBT1BSBMZUJD4IFMMmTI1PJTPOJOH 141 
.POJUPSJOHPGTIFMMmTIIBSWFTUJOHBSFBTDBOIFMQSFEVDF
UIFSJTLPG1414PNF"CPSJHJOBMDPNNVOJUJFTPOUIFDPBTU
NBOBHFUIFJSPXO141NPOJUPSJOHQSPHSBNT'PSFYBNQMF 
/JTHBB'JTIFSJFTXBTDPOUSBDUFECZUIF%FQBSUNFOUPG
'JTIFSJFTBOE0DFBOTUPDPOEVDUBCJWBMWFCJPUPYJOTUVEZGPS
UIF/JTHBBIBSWFTUBSFBT'PVS141NPOJUPSJOHTUBUJPOTXFSF
JOTUBMMFEJO8JOUFS*OMFU /BTPHB(VMG BOEUIFOPSUIBOETPVUI
FOETPG0CTFSWBUPSZ*OMFU /JTHBB/BUJPO  
5PmOEPVUJGBOBSFBJTPQFOGPSTIFMMmTIIBSWFTUJOH DPOUBDU
UIF%FQBSUNFOUPG'JTIFSJFTBOE0DFBOTUPMMGSFFBU
 PSWJTJUUIFJSXFCTJUFBUIUUQXXXQBDEGPNQP
HDDBPQTGNTIFMMmTICJPUPYJOTDMPTVSFTEFGBVMU@FIUN
4PVSDF/JTHBB/BUJPO 



• Foodborne botulism is a concern among Aboriginal
peoples; common sources include home-prepared
products like canned foods, fermented Inuit food, and
improperly stored marine meat (Weir, 2001). At the
beginning, the symptoms of botulism can be similar
to food poisoning (e.g., vomiting and nausea). It can
progress, however, to include blurred vision, slurred
speech, and muscle weakness. In some cases, the victim
can become completely paralyzed (Public Health Agency
of Canada, 2002).
• Micro-organisms, such as trichinella, can be found in wild
game (e.g., bear, wolf). In 2005, 27 cases of trichinosis
were diagnosed in BC, primarily from eating bear meat
(McIntyre et al., 2006).
The potential risks from contamination of traditional foods
must be weighed against the nutritional beneﬁts of the diet.
Ensuring the safety of traditional foods requires partnerships
with scientiﬁc, health, and government organizations, such as
the Department of Fisheries and Oceans.

4VNNBSZPG8IBU8F,OPX
• In March 2003, an estimated 17 per cent of all Aboriginal
housing units on-reserve in Canada needed major repairs,
and nearly 5,000 housing units had to be replaced.
In addition, in the same year, a need for over 20,000
additional housing units was noted.
• In 2001, BC and Saskatchewan had the highest percentage
of the Aboriginal population in core housing need at 29
per cent. The overall rate for Aboriginal households in
Canada was 24 per cent, while the overall rate for nonAboriginal households was 14 per cent.
• Data from Indian and Northern Affairs Canada showed
that over the period of 1994/1995 to 2005/2006, the
percentage of Aboriginal housing units in need of major
renovations increased by 121 per cent.
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• Other barriers to affordable housing on-reserve include
construction costs for materials, labour, and utilities that
are often higher due to remote locations; and land tenure
and ﬁnancing issues. Due to provisions of the Indian
Act, First Nations do not have ownership of reserve land,
making it difﬁcult to ﬁnance housing construction.
• In the Lower Mainland, Aboriginal people represent
2 per cent of the Greater Vancouver Regional District
population, but constitute 30 per cent of the homeless.
The rate is higher among the street homeless, who do not
access shelters.
• In July 2007, the province announced the allocation of
292 units at 13 housing developments in 10 communities
across BC under the Aboriginal Housing Initiative. This
initiative was funded through a $50.9 million grant
transferred by the federal government from the OffReserve Aboriginal Housing Trust.
• In May 2008, the First Nations Leadership Council, the
province, and the federal government signed a First
Nations Housing Memorandum of Understanding, to
develop a comprehensive approach to housing both onand off-reserve that addresses issues along the full range
of the housing continuum.
• In the 2005 Canadian Community Health Survey, a
signiﬁcantly higher proportion of the non-smoking
Aboriginal population mentioned that they were exposed
to second-hand smoke at home, in private vehicles, and in
public places compared to the non-Aboriginal population.
A 1997 study by the Heart & Stroke Foundation of Canada
found that the Aboriginal population had higher levels of
exposure to second-hand smoke than the rest of the BC
population.
• Children and youth are more vulnerable to second-hand
smoke in vehicles than adults, due to their lack of choice
to be in that environment. In response, the province
passed amendments to the Motor Vehicle Act in 2008 to
protect children under the age of 16 from second-hand
smoke in vehicles.

• In 2001, a study by a Health Canada team noted that
the frequency of substandard housing in First Nations
communities was associated with humid, damp
conditions, and these conditions contributed to poor air
quality and health problems, such as asthma.
• As of January 2009, there were 25 First Nations water
systems on boil-water advisory in BC, which represents
nearly 5 per cent of the total number of BC water systems
on advisory (503 systems). The advisories for First Nations
systems together affect approximately 3,577 people. In
contrast, about one per cent of the total BC population
obtained their drinking water from sources on a boil-water
order.

8IBU"DUJPOT$BO8F5BLF 
Individuals and families can:
• Maintain a smoke-free home, and encourage others to do
so.
• Use newer, less polluting, wood-burning stoves.
The health system can:
• Engage with Aboriginal organizations to actively improve
on-reserve housing.
• Work with First Nations to ensure that housing conditions
on-reserve are regularly monitored and tracked so that
deﬁciencies may be addressed.
• Develop ways to monitor indoor air quality and study
the health effects resulting from second-hand smoke,
inadequate heating, and moisture control.
• Continue to provide training and certiﬁcation for water
system operators and make this mandatory, with subsidies
to enable participation. Undertake monitoring to make
sure water systems are adequately maintained and that
they are providing health beneﬁts.
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Governments can:
• Support Aboriginal communities to identify and address
local housing needs; e.g., by supporting loan funds
operated by First Nations organizations or by offering
courses on technical or administrative subjects.
• Work with First Nations, on a priority basis, to make
continued improvements to drinking water systems onreserve.
• Encourage research and public discussion about
environmental risks and the options for managing them,
using both traditional and scientiﬁc knowledge.
• Encourage public reporting on the impact of human
activities on ﬁsh stocks, forest areas, mineral supplies, and
other natural resources.
• Conduct surveillance of contaminants in food safety.
• Support capacity building initiatives to address knowledge
gaps in home maintenance and ﬁnancial management.
• Ensure easy access to housing resources and information
through expanded broadband connectivity.
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This chapter provides information on health services
utilization by the Aboriginal population in British Columbia.
Where possible, data is provided on health services access
and utilization, such as use of physician and hospital services,
prescription drugs, and mental health follow-up services.
Culturally appropriate services and traditional healing are also
discussed.
The publicly-funded health care system provides a wide range
of services designed to keep people healthy, treat illnesses
and injuries, restore function, and care for the vulnerable. For
Aboriginal people, ongoing federal/provincial jurisdictional
and funding issues have created gaps and inadequacies in
services. Some of the acknowledged needs are:
• Improved Aboriginal access to health programs and
services.
• Greater Aboriginal control and involvement in decisions
about health services.
• Improved working relationships with health authorities
and service providers.

)JHIMJHIUT
• Aboriginal people receive health services through a
unique combination of federal, provincial, and Aboriginalrun programs and services. Responsibility for the delivery
of health care to Aboriginal people in Canada has been the
subject of considerable debate.
• The BC provincial government has direct responsibility to
deliver all aspects of health care to all residents of British

Columbia, including Status and non-Status Indians living
on- and off-reserve, the Inuit, and Métis.
• From 2004/2005–2006/2007, the most common reasons
for hospitalization for the Status Indian population were
diseases of the digestive system, pregnancy and childbirth,
and external causes such as injuries and poisoning.
• Between 2004/2005–2006/2007, the Status Indian
population was almost twice as likely to experience a fall
as other residents. The rate of motor vehicle and pedal
cycle hospitalizations was also signiﬁcantly higher for
Status Indians compared to other residents (21.5 per
10,000 versus 12.6 per 10,000).
• The largest gap between the two populations was in
hospitalizations for HIV disease, with Status Indians being
hospitalized at a rate nearly 7 times higher than the rate
for other residents (9.5 per 10,000 versus 1.5 per 10,000).
• In 2006/2007, nearly 5 times as many Status Indians as
other residents were hospitalized in BC due to attempted
homicides (208 per 100,000 versus 41 per 100,000).
• In 2006/2007, nearly 5 times as many Status Indians were
hospitalized due to attempted suicides as other residents
(155.0 per 100,000 versus 32.5 per 100,000).
• Compared to other British Columbians, Status Indians
are more likely to be admitted to hospital for preventable
admissions, which are conditions that can usually be
managed in the community, without the need for hospital
admission (e.g., diabetes, asthma, hypertension, neurosis,
depression, or abuse of alcohol or other drugs).
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• Aboriginal people have often not had a positive
experience receiving health care services. A study in a
reserve community in BC found that Aboriginal patients
felt that their concerns were not taken seriously and that
health care providers had negative stereotypes and had
no consideration for the personal circumstances of the
patients.
• As many researchers have suggested, what is likely to
help improve the health of the Aboriginal population is a
return to what was forcibly taken away—their culture and
traditions.

3FTQPOTJCJMJUZGPS)FBMUI$BSF
Aboriginal people receive health services through a unique
combination of federal, provincial, and Aboriginal-run
programs and services. Responsibility for the delivery of
health care to Aboriginal people in Canada has been the
subject of considerable debate. For many years, the lack
of coordination between various levels of government and
Aboriginal community agencies has resulted in fragmented
services or a lack of services for Aboriginal people.
The BC provincial government has direct responsibility to
deliver all aspects of health care to all residents of British
Columbia, including Status and non-Status Indians living
on- and off-reserve, the Inuit, and Métis. Health services
are delivered through ﬁve regional health authorities, each
serving a deﬁned geographic area of the province, and the
Nisga’a Valley Health Board, which serves residents of the
Nass Valley. In 1998, the Nisga’a Valley Health Board became
the ﬁrst Aboriginal group in Canada to entirely administer
their own health care program, with federal and provincial
funding for services provided in the community. In addition,
the Provincial Health Services Authority governs and manages
provincial agencies and programs: BC Cancer Agency; BC
Centre for Disease Control; BC Mental Health and Addiction
Services; BC Women’s Hospital and Health Centre; and BC
Children’s Hospital & Sunny Hill Health Centre for Children.
British Columbia’s health authorities are required to create
Aboriginal Health Plans that identify and address Aboriginal
health priorities for their regions. These plans must address
improving access to service and increasing Aboriginal



involvement in decision-making and planning for their
population, and the plans must show that the health authority
has established a meaningful working relationship with the
Aboriginal community.
Historically, the federal government has recognized that
a special relationship exists between the government and
First Nations with respect to the provision of health care.
However, this responsibility is largely deﬁned as a matter of
policy and goodwill and is not considered by the courts to
be a legal obligation. The federal government has accepted
responsibility for ensuring the provision of health care
services to First Nations and Inuit on-reserve. In British
Columbia, more than 50 per cent of First Nations manage
their own health services on-reserve.
The federal government currently provides funding to the
province for cost-shareable programs, contracted services,
and Medical Services Plan premiums for Status Indians.
Estimates of health care expenditures for Status Indians are
calculated on a per capita basis and not actual utilization costs.
First Nations and Inuit Health, Health Canada, also provides
funding to First Nations and First Nations organizations for
programs that address particular health needs such as:
• Nursing care, nutrition, dental health, mental health,
environmental health, and communicable disease control
on-reserve.
• The Aboriginal Diabetes Initiative (ADI), which ensures
access to funding to support culturally sensitive diabetes
programs and services for First Nations on-reserve.
Essential elements of this initiative include screening,
primary prevention, promotion, and surveillance. The ADI
also provides funding for diabetes primary prevention and
health promotion programs that are culturally appropriate
to Métis and off-reserve and urban Aboriginals,
coordinated through the First Nations and Inuit Health
headquarters.
• The National Native Alcohol and Drug Abuse Program and
Aboriginal Head Start (both available on-reserve), and the
Canada Prenatal Nutrition Program (aimed at the general
population).
In addition to the above noted programs, there is the NonInsured Health Beneﬁts program. The program provides a
range of medically necessary goods and services to status
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Indians and eligible Inuit that supplement beneﬁts provided
by private or provincial/territorial programs including
dental and vision care, prescription drugs, medical supplies
and equipment, transportation to medical services, shortterm/crisis mental health counselling and payment of health
insurance premiums in British Columbia.
For many years, in addition to supporting the delivery of
public health and health promotion services on-reserve,
First Nations and Inuit Health has provided direct health
care services in remote and isolated areas. Over the past two
decades, signiﬁcant changes have occurred in the delivery and
control of health services for First Nations communities, with
government policies advocating for more direct control by
First Nations communities of their own health services. The
transfer of control of health services provides opportunities
for local decision-making.
The federal government’s transfer of control of health
programs and services is recognized both nationally and
internationally as a signiﬁcant achievement in restructuring
health services to First Nations communities. Launched in
1986, the health transfer initiative allows community health
services to be transferred to First Nations-governed and
managed health organizations. Community health services
eligible for transfer include community health, treatment,
prevention services, and facilities.

5IF5SJQBSUJUF'JSTU/BUJPOT)FBMUI1MBO
On November 27, 2006, the Government of British Columbia
and the First Nations Leadership Council released the bilateral
Transformative Change Accord: First Nations Health Plan. The
First Nations Health Plan sets into action BC’s commitments
under the Transformative Change Accord to close the health
gap between First Nations and other British Columbians, and
to improve the health outcomes of Aboriginal people across
BC. The First Nations Health Plan is based on the BC First
Nations Health Blueprint, the 2001 Report of the Provincial
Health Ofﬁcer, The Health and Well-being of Aboriginal
People in British Columbia, and the Transformative Change
Accord. It contains 29 actions in 4 categories where First
Nations and the province will collaborate to close the health
status gap.

'JSTU/BUJPOT)FBMUI1MBO
&YBNQMFTPGBDUJPOTJEFOUJmFEJOUIF1MBOJODMVEF
(PWFSOBODF 3FMBUJPOTIJQTBOE"DDPVOUBCJMJUZ
t &TUBCMJTIB1SPWJODJBM'JSTU/BUJPOT)FBMUI"EWJTPSZ$PNNJUUFF
UPSFWJFXBOENPOJUPSIFBMUIBVUIPSJUJFT"CPSJHJOBMIFBMUI
QMBOTBOESFDPNNFOEBDUJPOT
t 5IF1SPWJODJBM)FBMUI0öDFSXJMMBQQPJOUBO"CPSJHJOBM
QIZTJDJBOXIPXJMMBEWJTFPO"CPSJHJOBMIFBMUIJTTVFTBOE
SFQPSUPOUIFIFBMUIPG"CPSJHJOBMQFPQMFJO#$
)FBMUI1SPNPUJPO%JTFBTFBOE*OKVSZ1SFWFOUJPO
t 5IF.JOJTUFSPG4UBUFGPS"DU/PX#$XJMMXPSLXJUI'JSTU
/BUJPOTDPNNVOJUJFT UIF/BUJPOBM$PMMBCPSBUJOH$FOUSF
GPS"CPSJHJOBM)FBMUI BOEIFBMUIBVUIPSJUJFTUPEFWFMPQBO
"DU/PX#$QSPHSBNTQFDJmDBMMZGPDVTFEPO"CPSJHJOBMQFPQMF
t "CPSJHJOBMQFPQMFXJMMIBWFBDDFTTUPIFBMJOHDJSDMFT DVMUVSBM
DBNQT BOEDPVOTFMMJOHQSPHSBNTUPBEESFTTBEVMUNFOUBM
IFBMUI TVCTUBODFBCVTF BOEZPVOHBEVMUTVJDJEF
)FBMUI4FSWJDFT
t #VJMEBIFBMUIDFOUSFJO-ZUUPO XIJDIXJMMIFMQJOUFHSBUFB
OVNCFSPGTFSWJDFTBOECFUUFSNFFUUIFOFFETPG'JSTU/BUJPOT
BOEPUIFSBSFBSFTJEFOUT
t $SFBUFBGVMMZJOUFHSBUFEDMJOJDBMUFMFIFBMUIOFUXPSLUIBUXJMM
MJOLSFNPUF'JSTU/BUJPOTIFBMUIDFOUSFTUPBDPNQSFIFOTJWF
IFBMUIBVUIPSJUZUFMFIFBMUIOFUXPSL
1FSGPSNBODF5SBDLJOH
t 5IF'JSTU/BUJPOT-FBEFSTIJQ$PVODJMBOEUIFQSPWJODJBM
HPWFSONFOUXJMMJNQSPWFEBUBDPMMFDUJPOUPIFMQ'JSTU/BUJPOT
DPNNVOJUJFTBOEIFBMUIQSPWJEFSTQMBOIFBMUITFSWJDFTBOE
NPOJUPSDIBOHFTJOIFBMUITUBUVT
t 5IF1SPWJODJBM)FBMUI0öDFSXJMMJTTVF"CPSJHJOBM)FBMUI
TUBUVTSFQPSUTFWFSZmWFZFBSTXJUIJOUFSJNVQEBUFTFWFSZUXP
ZFBST
4PVSDF.JOJTUSZPG)FBMUI 0öDFPGUIF1SFNJFS .JOJTUSZ
PG)FBMUI 'JSTU/BUJPOT-FBEFSTIJQ$PVODJM 
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The scope of the plan is broad-based and includes innovations
in governance structure, health services delivery, health
promotion and injury prevention, and performance tracking.
This new approach impacts on and is being implemented at
all levels of the health care system, from senior-level planning,
data sharing, and performance tracking to frontline First
Nations health care workers and health promotion initiatives.
A Memorandum of Understanding was also signed on
November 27, 2006, by the Government of British Columbia,
the First Nations Leadership Council, and the Government
of Canada, to develop a tripartite agreement establishing
and deﬁning a collaborative and coordinated partnership
for improving the health of First Nations people and their
communities in British Columbia.
The Tripartite First Nations Health Plan, signed June 11,
2007, commits the federal government to the bilateral plan
and is based on four key principles: respect and recognition,
commitment to action, nurture the relationship, and
transparency. It allows the federal, provincial, and First
Nations partners to develop, test, and implement new
priorities, structures, and processes over time, and recognizes
the fundamental importance of community solutions and
approaches. The role of Health Canada will continue to

evolve from designer and deliverer of First Nations health
services to that of co-funder and governance partner. Federal
and provincial support for First Nations-delivered services
will be provided through ﬂexible funding mechanisms with
streamlined reporting requirements and accountability
measures.
The Tripartite First Nations Health Plan aims to revolutionize
how the health care system addresses the needs of First
Nations communities. Health for First Nations encompasses
the physical, spiritual, mental, economic, emotional,
environmental, social, and cultural wellness of the individual,
family, and community. The plan recognizes that closing the
health gap must also include addressing conditions such as
poverty, education, housing, employment, and economic
opportunities affecting First Nations.
The Tripartite First Nations Health Plan also recognizes that
developing capacity within the First Nations health sector will
be paramount, through planned growth, knowledge, and skill
transfer. Federal and provincial service delivery infrastructure
will not be expanded or enhanced without consideration
of viable First Nations alternatives. An association of health
directors and other health professionals will create and
implement a comprehensive capacity development plan for

+PSEBOT1SJODJQMF
+PSEBOT1SJODJQMFJTBDIJMEmSTUBQQSPBDIGPSSFTPMWJOHKVSJTEJDUJPOBMEJTQVUFTXJUIJOBOECFUXFFOGFEFSBMBOEQSPWJODJBMUFSSJUPSJBM
HPWFSONFOUTUIBUBQQMJFTUPBMMHPWFSONFOUTFSWJDFTBWBJMBCMFUP4UBUVT*OEJBOTBOE*OVJUDIJMESFO ZPVUI BOEUIFJSGBNJMJFT5IF1SJODJQMF
SFRVJSFTUIBUUIFHPWFSONFOUEFQBSUNFOUPGmSTUDPOUBDUQBZGPSUIFTFSWJDFUPUIFDIJMEXJUIPVUEFMBZBOEQVSTVFSFQBZNFOUBGUFSXBSE
UISPVHIBQQSPQSJBUFJOUFSHPWFSONFOUBMDIBOOFMT 'JSTU/BUJPOT$IJMEBOE'BNJMZ$BSJOH4PDJFUZPG$BOBEB OE 
+PSEBOT1SJODJQMFXBTEFWFMPQFEJOSFTQPOTFUPUIFDBTFPGB'JSTU/BUJPOTDIJMEXIPXBTCPSOXJUIDPNQMFYNFEJDBMOFFETJOOPSUIFSO
.BOJUPCBJO"GUFSUXPZFBSTPGUSFBUNFOUJO8JOOJQFH NFEJDBMTUBõEFUFSNJOFE+PSEBOXBTSFBEZUPCFEJTDIBSHFEUPTQFDJBMJ[FE
GPTUFSDBSFDMPTFUPIJTSFTFSWF .BD%POBME"UUBSBO  )PXFWFS UIFGFEFSBMBOEQSPWJODJBMHPWFSONFOUTDPVMEOPUBHSFFPOXIPXBT
mOBODJBMMZSFTQPOTJCMFGPSIJTBUIPNFDBSF+PSEBOTQFOUUXPNPSFZFBSTJOIPTQJUBMBOEEJFEUIFSF CFGPSFBHSFFNFOUDPVMECFSFBDIFE
$VUIBOE  
*O%FDFNCFS UIF)PVTFPG$PNNPOTVOBOJNPVTMZQBTTFEBQSJWBUFNFNCFSTCJMMFOEPSTJOH+PSEBOT1SJODJQMF*OUIF4QFFDI
GSPNUIF5ISPOF UIF#$HPWFSONFOUFYQSFTTFEJUTTVQQPSUGPS+PSEBOT1SJODJQMFBOEQMFEHFEUPDPMMBCPSBUFXJUIUIFGFEFSBMHPWFSONFOU
POJUTJNQMFNFOUBUJPO 3FQSFTFOUBUJWFGPS$IJMESFOBOE:PVUI  
4PVSDFT$VUIBOE 'JSTU/BUJPOT$IJMEBOE'BNJMZ$BSJOH4PDJFUZPG$BOBEB OE.BD%POBME"UUBSBO 3FQSFTFOUBUJWFGPS
$IJMESFOBOE:PVUI 
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$IBQUFS)FBMUI4FSWJDFT

the management and
delivery of communitybased services, and will
support First Nations and
their mandated health
organizations in training,
program development,
and knowledge transfer.

$BODFS4DSFFOJOH
)VNBO1BQJMMPNBWJSVT )17 
)17JTPOFPGUIFNPTUDPNNPO
TFYVBMMZUSBOTNJUUFEJOGFDUJPOT
5IFSFBSFNPSFUIBOUZQFT
PG)17 TPNFPGXIJDIBSFMJOLFE
UPDFSWJDBMDBODFS.PTU)17
JOGFDUJPOTXJMMHPBXBZPOUIFJS
PXO CVUGPSTPNFXPNFO UIF
JOGFDUJPOEPFTOPUDMFBSBOE
UIFJOGFDUFEDFMMTDBOEFWFMPQ
JOUPDBODFS5SFBUNFOUFYJTUT
GPSUIFUZQFTPG)17UIBUDBVTF
HFOJUBMXBSUT CVUUIFTFIBWF
OPUCFFOTIPXOUPXPSLPOUIF
UZQFTPG)17UIBUBSFMJOLFE
UPDFSWJDBMDBODFS5IF$FSWJDBM
$BODFS4DSFFOJOH1SPHSBNJO#$
JTDVSSFOUMZJOWFTUJHBUJOHUIFVTF
PG)17UFTUJOHJOUIFQSPWJODF
5IFUFTUNBZQSPWJEFHSFBUFS
QSPUFDUJPOUIBOUIFTUBOEBSE
1BQUFTU)17WBDDJOFTBSFBMTP
BWBJMBCMF*OGBMM BOFX)17
WBDDJOFQSPHSBNCFHBOJO#$ GPS
HJSMTFOUFSJOHHSBEFTBOE

BC health authorities
have been increasing
their Aboriginal
stafﬁng and expertise.
Health authorities
are accountable for
implementing an
Aboriginal Health
Plan consistent with
the Tripartite First
Nations Health Plan.
Accountability measures
include monitoring the
gap between Status
Indians and other British
Columbians for life
expectancy, mortality
rates, infant mortality
4PVSDFT#$$BODFS"HFODZ OE
rates, youth suicide
.JOJTUSZPG)FBMUI 
rates, and prevalence of
diabetes. The Tripartite
partners will also
be developing indicators and an ongoing mechanism for
collecting data on childhood obesity and practicing, certiﬁed
First Nations health care professionals.

"DDFTTUP4FSWJDFT
Accessibility is one of the fundamental principles of Canada’s
health care system. Unfortunately, accessibility is difﬁcult to
deﬁne and measure with available data. Utilization rates—the
proportion of the population who use speciﬁc services—
provide one way of measuring accessibility.

1

Aboriginal people1 have lower or equal rates of nearly all
types of cancers compared to other BC residents. In 2006,
for all cancers combined, Status Indians and other British
Columbians had roughly the same death rate (14.2 per 10,000
versus 14.9 per 10,000), although cancer claims younger lives
in the Status Indian population. Death rates from certain
types of cancers, such as cervical cancer, have historically
been much higher for the Status Indian population.

$FSWJDBM$BODFSBOE1BQ5FTUT
Cervical cancer is one of the most preventable types of
cancers due to the availability of the Papanicolaou smear test
(Pap test), which can detect pre-cancerous lesions before the
cancer becomes invasive (Public Health Agency of Canada
[PHAC], 2003, as cited in Pakula, 2006). In a review of the
Cervical Cancer Screening Program, the BC Cancer Agency
reported that over 50 per cent of invasive cervical cancers
were diagnosed in women who did not have a Pap test in
more than 7 years (BC Cancer Agency, 2004, as cited in
Pakula, 2006). Therefore, screening is essential in preventing
and controlling cervical cancer.
Research has consistently shown that First Nations women,
particularly those with lower socio-economic status, continue
to be at higher risk of developing cervical cancer. The
increased rate of cancer in this population has been linked to
a lower number of screenings (PHAC, 1998, as cited in Pakula,
2006). In addition, studies done by the BC Cancer Agency
have shown that the participation of First Nations women
in regular Pap testing was much less frequent and regular
compared to other women. A 1992 BC Cancer Agency study
involved matching records in the Pap smear registry against
band membership lists. Study results showed that only half of
First Nations women (age 18 to 69) had a Pap test within the
last three years, while the ﬁgure for the BC population overall
was 85 per cent. The proportion of Status Indian women who
had regular Pap smears was lower in each age group, with
an overall difference of approximately 30 per cent (Hislop,
Deschamps, Band, Smith, & Clarke, 1992).

The terms used in this report to describe the Aboriginal population will vary according to the data and the sources used. For consistency, material presented from a published study
quote the exact terms and deﬁnitions used in that study.
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5IF"CPSJHJOBM)FBMUI1SPHSBNQSPWJEFTPVUSFBDITFSWJDFTUPJNQSPWFUIFIFBMUI
PG"CPSJHJOBMXPNFOBOEUIFJSGBNJMJFT5IFQSPHSBNPõFSTTVQQPSUUP"CPSJHJOBM
DPNNVOJUJFT POBOEPõSFTFSWF JODMVEJOHFEVDBUJPOBCPVUXPNFOTIFBMUIJTTVFT
BOETDSFFOJOHDMJOJDTGPSDFSWJDBMBOECSFBTUDBODFS5IFQSPHSBNXPSLTJOQBSUOFSTIJQ
XJUIDPNNVOJUZQSPWJEFST QBSUJDVMBSMZDPNNVOJUZIFBMUISFQSFTFOUBUJWFT $)3T BOE
PUIFSIFBMUIQSPWJEFSTCPUIPOBOEPõSFTFSWF'PSUIFTDSFFOJOHDMJOJDT UIFQSPHSBN
XPSLTXJUI$)3TBOEMPDBMIFBMUIQSPWJEFSTUPTFUVQBUFNQPSBSZDMJOJD8PNFONFFU
XJUIBIFBMUIDMJOJDOVSTF XIPHPFTPWFSUIFQBUJFOUTNFEJDBMIJTUPSZBOESFBEJFT
UIFQBUJFOUGPSUIFTDSFFOJOHQSPDFTT JOBDVMUVSBMMZTFOTJUJWFBOETBGFFOWJSPONFOU
.PSFJOGPSNBUJPOBCPVUUIF"CPSJHJOBM)FBMUI1SPHSBNDBOCFGPVOEBUIUUQXXX
CDXPNFOTDB4FSWJDFT"CPSJHJOBM)FBMUIEFGBVMUIUN
4PVSDFT#BSSPFUBWFOB.ZMFT #$8PNFOT)PTQJUBMBOE)FBMUI$FOUSF OE

Various studies conducted in BC
regarding the lower level of participation
of First Nations women in regular Pap
testing identiﬁed barriers such as lack
of knowledge about the test, feelings of
embarrassment, and lack of continuity of
care due to high turnover of physicians
in First Nations communities (Hislop &
Band, 1995, as cited in Pakula, 2006).
Most studies concluded that in order to
increase the proportion of First Nations
women receiving regular pap tests, there
should be effective strategies in place,
including creating a safe and comfortable
environment with a culturally
appropriate level of care (Pakula,
2006). Efforts have since been made to
increase the accessibility of this service
to Aboriginal women. BC Women’s
Hospital and Health Centre currently
has an Aboriginal Health Program, with
a major focus on delivering Pap testing
to Aboriginal women throughout the
province.
Mortality from cervical cancer remains
high among Status Indian women
compared to other women. Overall,
for the period 2002 to 2006, the Status
Indian rate for BC was 3 times higher
than the rate for other residents, and the
difference was statistically signiﬁcant.
In looking at potential years of life
lost (PYLL), substantially more Status
Indian women die from cervical cancer
compared with other women, before
they reach 75 years of age (Figure 6.1).

4DSFFOJOH.BNNPHSBQIZ
Status Indian women have lower death
rates from breast cancer compared to
other BC women. Since 1992, the agestandardized mortality rates (ASMR) for
breast cancer have decreased for both
populations, although the decrease
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for Status Indian women has been
more pronounced. Early and multiple
pregnancies, which are more common
among Aboriginal women, are factors
that reduce the risk of breast cancer, and
these may account for the slightly lower
breast cancer rate among Status Indian
women.
The BC Cancer Agency’s Screening
Mammography Program has a number
of strategies to recruit Aboriginal women
to the screening program. These include
expanding access to sites with a large
Aboriginal population, working with
community health representatives to
organize group appointments so that
Aboriginal women can attend together at
their nearest screening site, and working
with community health representatives
and public health nurses to promote the
beneﬁts of screening.

5SFBUNFOUBOE4VQQPSU
4FSWJDFT
.FEJDBM4FSWJDFT1MBO6UJMJ[BUJPO
There are approximately 168,000 Status
Indians in the Medical Services Plan
(MSP) records. Those counted in the
MSP database are registered Status
Indians, who have their MSP premiums
paid for by the federal government.
As shown in Figure 6.2, in 2006/2007,
the age-standardized MSP utilization
rate was 16 per cent lower for the Status
Indian population compared to other
residents (708.1 per 1,000 compared to
844.0 per 1,000). A trend of decreasing
MSP utilization rates can be observed for
both populations; however, the decrease
was more signiﬁcant for the Status
Indian population. Between 1996/1997
and 2006/2007, the Status Indian MSP
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utilization rate decreased by almost 10
per cent, compared to 4.5 per cent for
other residents.
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It is important to note that not all MSP
services used by the Status Indian
population are included in the data. As
a result, the utilization rate included
in this report may underestimate (or
under-report) the actual level of service
utilization by Status Indians.2
No variation was seen between health
authorities for MSP utilization for the
Status Indian population. For more
detailed data tables and additional
regional data please refer to the website
of the Ofﬁce of the Provincial Health
Ofﬁcer at http://www.hls.gov.bc.ca/pho.

3FBTPOTGPS)PTQJUBMJ[BUJPO
Figure 6.3 illustrates the top eight causes
of hospitalization for Status Indians
and other residents from 2004/2005–
2006/2007. Status Indians had higher
rates of hospitalization in all categories,
and the most common reasons were
diseases of the digestive system,
pregnancy and childbirth, and external
causes such as injuries and poisoning.

2

The MSP data in this report includes physician, laboratory, and diagnostic services that are paid on the basis
of individually billed fees-for-service under the Medical Services Plan of BC. In many areas of the province,
nearly all primary care services are funded through salary arrangements. This is the case for several small rural
communities, such as Haida Gwaii, and also for high-need areas like the Downtown Eastside of Vancouver. In
these circumstances, the individual services provided to patients cannot be easily reported and therefore are
not included in the data in this report. Caution is therefore advised in the interpretation of population-based
comparisons, both in a single year and over time (Kelly Barnard, personal communication, December, 2008).



The rate for hospitalizations due to
diseases of the digestive system was
signiﬁcantly higher for Status Indians
than for other residents (35.9 per
1,000 versus 22.2 per 1,000). The
hospitalization rate for both external
causes and respiratory conditions
was twice as high for Status Indians.
While the rates for other causes of
hospitalizations were lower for both
Status Indians and other residents, the
differences between the two populations
were still signiﬁcant.
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A more detailed analysis of
hospitalizations for each of the categories
listed is provided later in this chapter,
with two exceptions. Hospitalizations
for “pregnancy, childbirth and the
puerperium” were not analyzed further
since the higher Status Indian rate is
mainly due to the higher Status Indian
birth rate (approximately double that of
other residents). Also, hospitalizations
for “symptoms, signs, and abnormal
clinical and laboratory ﬁndings, not
elsewhere classiﬁed” were not analyzed
in more detail because it is not possible
to deﬁnitively attribute the reason for
the hospitalization to any one particular
disease.

%JTFBTFTPGUIF%JHFTUJWF4ZTUFN
During 2004/2005–2006/2007, the Status
Indian population had substantially
higher rates of hospitalization for almost
all diseases of the digestive system
(Figure 6.4). The most signiﬁcant
differences between the Status Indian
population and other residents were
found in diseases of the oral cavity,
salivary glands, and jaw (58.9 per 10,000
versus 24.6 per 10,000); disorders of the
gallbladder, biliary tract, and pancreas
(59.1 per 10,000 versus 26.9 per 10,000);
and diseases of the oesophagus,
stomach, and duodenum (83.5 per
10,000 versus 43.1 per 10,000).
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As shown in Figure 6.5, between
2004/2005–2006/2007, the Status
Indian population had higher rates of
hospitalization due to all external causes.
The Status Indian population was almost
twice as likely to experience a fall as
other residents (59.8 per 10,000 versus
33.6 per 10,000). The hospitalization rate
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Figure 6.6 shows that during 2004/20052006/2007, the Status Indian population
had higher rates of hospitalization due
to diseases of the respiratory system.
Status Indians were over 3 times more
likely to be hospitalized for inﬂuenza or
pneumonia compared to other residents
(54.7 per 10,000 versus 15.5 per 10,000),
and were twice as likely to be hospitalized
for chronic lower respiratory diseases
(42.6 per 10,000 versus 21.2 per 10,000).







for Status Indians experiencing adverse
effects, misadventure, and post-operative
complications was also much higher
compared to other residents, (34.1 per
10,000 versus 23.7 per 10,000). The
rate of motor vehicle and pedal cycle
hospitalizations was also signiﬁcantly
higher for Status Indians compared to
other residents (21.5 per 10,000 versus
12.6 per 10,000). Status Indians were
almost 5 times more likely as other
residents to be hospitalized as a result of
an assault (20.6 per 10,000 versus 4.3 per
10,000) or self-inﬂicted injury (17.3 per
10,000 versus 3.6 per 10,000).

.FOUBMBOE#FIBWJPVSBM%JTPSEFST
As shown in Figure 6.7, during
2004/2005–2006/2007, the rate
of hospitalizations for mental and
behavioural disorders due to substance
use was signiﬁcantly higher for Status
Indians than for other residents (50.6
per 10,000 versus 11.7 per 10,000). Rates
of hospitalization due to schizophrenia,
schizotypal, delusional disorders, and
other neurotic, stress-related, and
somatoform disorders were also higher
for Status Indians compared to other
residents.
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Hospitalizations for infectious and
parasitic diseases were signiﬁcantly
higher for Status Indians compared to
other residents between 2004/2005–
2006/2007, although the actual numbers
of people represented in this disease
classiﬁcation were relatively low (Figure
6.8). The largest gap between the two
populations was in hospitalizations
for HIV disease, with Status Indians
being hospitalized at a rate nearly 7
times higher than the rate for other
residents (9.5 per 10,000 versus 1.5 per
10,000). The gap between the Status
Indian population and other residents
for hospitalization for other bacterial
diseases was also considerable (13.4
per 10,000 versus 4.8 per 10,000). The
hospitalization rate for tuberculosis was
over 7 times higher for the Status Indian
population compared to other residents
(2.2 per 10,000 versus 0.3 per 10,000)
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Figure 6.9 illustrates the rates of
hospitalization for endocrine, nutritional,
and metabolic diseases for 2004/2005–
2006/2007. For this time period, the
highest rate of hospitalization for
both populations was from diabetes
mellitus, although the Status Indian
rate was over twice the rate of other
residents (24.3 per 10,000 versus 9.4
per 10,000). Status Indians were also
hospitalized for metabolic disorders
at more than twice the rate of other
residents (11.9 per 10,000 versus 5.1 per
10,000). Even though other disorders
of glucose regulation and pancreatic
internal secretion represent a much
smaller proportion of Status Indian
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hospitalizations, the rate was still four
times higher for Status Indians than for
other residents.
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Hospitalization data for 2004/2005–
2006/2007 show similar hospitalization
rates for diseases of the circulatory
system for both Status Indians and
other residents, with the exception of
other forms of heart disease; for that
disease classiﬁcation, the Status Indian
population had a rate of 47.8 per 10,000,
compared to 35.5 per 10,000 for other
BC residents (Figure 6.10).

$BODFS
Figure 6.11 shows that from 2004/2005–
2006/2007, compared to other residents,
Status Indians were less likely to be
hospitalized due to benign cancers. The
hospitalization rates for most types of
cancers were similar between the two
populations, and in some categories the
Status Indian rates were slightly lower
than the rates for other residents.
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In 2006/2007, over 5 times as many
Status Indians were hospitalized in BC
due to attempted homicides4 than other
residents (208 per 100,000 versus 41 per
100,000).


3BUFQFS 







)PNJDJEF4UBUVT*OEJBOT
)PNJDJEF0UIFS3FTJEFOUT
4VJDJEF4UBUVT*OEJBOT
4VJDJEF0UIFS3FTJEFOUT

)PNJDJEFTBOE4VJDJEFT












'JTDBM:FBS
/PUF)PNJDJEFTBMTPJODMVEFJOKVSJFTQVSQPTFMZJOnJDUFECZBOPUIFSQFSTPOXJUIJOUFOUUPLJMMPSJOKVSF
BTTBVMUT 4VJDJEFTJODMVEFBUUFNQUFETVJDJEFT$MBTTJmDBUJPOPGIPNJDJEFPSTVJDJEFJTEFUFSNJOFECZ
UIFSFDFJWJOHEPDUPSJOUIFFNFSHFODZJOUBLFBOEPSBNCVMBODFQFSTPOOFM QBSBNFEJDT %BUBJODMVEF
"DVUF 3FIBCBOE%BZ4VSHFSZDBSFMFWFMT JODMVEJOHOFXCPSOT3FTJEFOUTPG#$USFBUFEPVUPGQSPWJODF
BSFJODMVEFEBOEOPO#$SFTJEFOUTBSFFYDMVEFE3JWFSWJFX)PTQJUBMDBTFTXJUIMFOHUIPGTUBZHSFBUFS
UIBOEBZTBSFFYDMVEFE%BUBGPSBOEPOXBSETBSFCBTFEPO*$%$"'PSDBMDVMBUJPO
PGUIFJODJEFODFSBUFT JOEJWJEVBMTXJUIVOLOPXOHFPHSBQIJDFWFOUMPDBUJPOTXFSFFYDMVEFE
4PVSDF%JTDIBSHF"CTUSBDU%BUBCBTF .JOJTUSZPG)FBMUI4FSWJDFTQSFQBSFECZ1PQVMBUJPO)FBMUI
4VSWFJMMBODFBOE&QJEFNJPMPHZ .JOJTUSZPG)FBMUIZ-JWJOHBOE4QPSU 

The hospitalization pattern for attempted
suicides (suicides/self-inﬂicted injuries)
among Status Indians is similar to the
pattern for homicides. In 2006/2007,
nearly 5 times as many Status Indians
were hospitalized due to attempted
suicides as other BC residents (155
per 100,000 versus 32.5 per 100,000).
Northern Health Authority had the
highest number of Status Indian
hospitalizations due to attempted
suicides at 236 per 100,000; this rate
was substantially higher than the
provincial average for Status Indians. The
hospitalization rate for other residents
in Northern Health Authority was 48
per 100,000. Vancouver Island Health
Authority also had signiﬁcantly higher
rates of hospitalization due to attempted
homicides for the Status Indian
population compared to other residents
(178 per 100,000 versus 36 per 100,000).
The suicide rate for the Status Indian
population has shown a downward trend
since 2000/2001. A signiﬁcant gap exists
between the Status Indian population
and the other resident population for
rates of hospitalization for both suicides
and homicides (Figure 6.12).

3
4

Due to small numbers, rates are not age-standardized.
Homicides also include injuries purposely inﬂicted by
other persons.
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Compared to other British Columbians,
Status Indians are more likely to be
admitted to hospital for preventable
admissions, which are conditions that can
usually be managed in the community,
without the need for hospital admission
(e.g., diabetes, asthma, hypertension,
neurosis, depression, or abuse of alcohol
or other drugs). Although there has been
a decrease in the rate of preventable
admissions for both Status Indians and
other residents in the past decade, a gap
still remains between the populations
(Figure 6.13). In 2006/2007, the rate for
the Status Indian population was 54.5
per 10,000, compared to 32.4 per 10,000
for the other resident population. One
reason for the gap could be the lack of
access to primary care for Status Indians
in doctors’ ofﬁces, clinics, or other
community settings.
In 2006/2007, the rates for preventable
admissions were considerably higher for
Status Indians than for other residents
in all health authorities except Interior
Health. Northern and Vancouver Coastal
Health Authorities had the highest
rates of preventable admissions in the
Status Indian population (64.0 and 60.9
per 10,000 respectively). The largest
gap between the Status Indian and
other resident populations was seen
in Vancouver Coastal Health Authority
(60.9 per 10,000 versus 22.1 per 10,000)
(Figure 6.14).
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Through a special request to the PharmaNet Prescription
Committee of the College of Pharmacists of British Columbia,
the Ofﬁce of the Provincial Health Ofﬁcer obtained data to
examine the different patterns of prescription drug use in the
Status Indian and other resident populations for antimanic
agents, anti-infectives, antidepressants, antipsychotics,
anxiolytics, and cerebral (psychic) stimulants between 1998
and 2006.
The information provided in this analysis is based on unique
personal health numbers (individuals receiving prescriptions)
rather than numbers of prescriptions per patient for a given
drug. Tracking the actual number of prescriptions per person
and presenting it in a meaningful way would be difﬁcult,
since dosages vary considerably, as does the frequency of
prescriptions. For the purpose of this analysis, the appearance
of an individual in a drug category means that he/she
received at least one prescription for that drug category; if
the individual received several prescriptions within that same
drug category, he/she is only counted once. Although this
measure will not determine the degree to which people are
using a particular prescription drug, it will provide insight on
the group of individuals who received prescriptions for the
drug.
The prescription drugs analysed in this report are the
following:
• Antimanic Agents – An antimanic agent is a substance
used to treat mood disorders such as bipolar disorder.
The antimanic agent reduces the intensity of the mania
and lessens the frequency of the mood swings (Canadian
Pharmacists Association, 2004).

• Antidepressants – Antidepressants are psychiatric
medications used for alleviating depression, and include
drug groups known as monoamine oxidase inhibitors
(MAOIs), tricyclic antidepressants (TCAs), and selective
serotonin reuptake inhibitors (SSRIs). These medications
are now among the drugs most commonly prescribed
by medical psychologists, psychiatrists, and general
practitioners (Canadian Pharmacists Association, 2004).
• Antipsychotics – Antipsychotic drugs are used
to treat psychotic disorders such as schizophrenia,
manic depression, or paranoia (Canadian Pharmacists
Association, 2004).
• Anxiolytics – Anxiolytics are prescribed for short-term
relief of extreme anxiety as well as nervousness caused
by psychological problems (Canadian Pharmacists
Association, 2004).
• Cerebral Stimulants – Cerebral stimulants (nervous
system stimulants) act on the central nervous system
and provide a temporary sense of alertness and wellbeing as well as relief from fatigue. For example, Ritalin
(methylphenidate) and Adderall (amphetamines), used
for treating attention deﬁcit disorder (ADD) or attention
deﬁcit hyperactivity disorder (ADHD) in children, are
central nervous system stimulants that help the brain be
more selective in the way it ﬁlters and responds to various
stimuli (Canadian Pharmacists Association, 2004).
• Anti-Infectives – An anti-infective is something capable
of acting against infection, and includes antibacterials,
antibiotics, antifungals, antiprotozoans, and antivirals
(Medicinenet.com). Antibiotics, one type of anti-infective,
are one of the most commonly prescribed categories of
drugs (Canadian Pharmacists Association, 2004).
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In general, psychoactive prescriptions
have remained stable from 1998 to
2006 for both Status Indians and
other residents, with the exception of
antidepressants, antipsychotics, and
cerebral stimulants, which all show an
increase (Figures 6.16, 6.17, and 6.18).
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The pattern of use for all the
psychoactive prescriptions, with the
exception of cerebral stimulants, was
lower for Status Indians compared to
other residents—a pattern that has been
consistent since 1998. In 2006, rates of
prescriptions for cerebral stimulants
were higher for Status Indian children
age 0–4 and 5–9 and youth age 10–14.
In the other resident population, the use
of cerebral stimulants was also noticeably
higher in the 5–9 and 10–14 age groups,
compared to other age groups (Figure
6.15).
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Since 1998, prescription rates for
anti-infectives have been consistently
higher for the Status Indian population
(Figure 6.19). The Status Indian rate was
highest in the 0–4 age group, which is
consistent with highly reported rates
of upper respiratory infections often
associated with the adverse health
effects of environmental toxins such as
mould, second-hand smoke, and other
environmental contaminants.
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Participants in the 2008 consultations for
this report expressed concern that many
people use analgesic drugs in excess.
While the analyses in this report do not
verify this perception, it is a concern, and
should be a topic for future review.
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XJUIJOEBZTGSPNIPTQJUBMEJTDIBSHF*ODMVEFTBMMMPDBUJPOTFYDFQUJOQBUJFOUMPDBUJPOT$MJFOUTXIPTFMFOHUI
PGTUBZBU3JWFSWJFX)PTQJUBMJTEBZTPSNPSFBSFFYDMVEFE.))PTQJUBM4FQBSBUJPOTJODMVEFUIPTFXJUIB
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Based on Ministry of Health Services data,
in 2006/2007, over twice as many Status
Indians received a hospital discharge
relating to a mental health condition
than other residents. Early follow-up
services are important for the recovery,
stability, and continuing care of mental
health patients who are discharged
from the hospital, and these services are
generally provided by physicians and
community mental health centres. While
some research supports the existence of
a causal relationship between early postdischarge follow-up care (30-day followup) and lower rates of readmission, other
ﬁndings suggest that the readmission
rate increases with early follow-up, since
those people who receive follow-up may
be more ill than those who do not.
Since the release of the 2001 Provincial
Health Ofﬁcer’s report, The Health and
Well-being of Aboriginal People in British
Columbia, there has been signiﬁcant
improvement in the quality of follow-up
data for mental health. In addition, more
Aboriginal people, particularly Status
Indians, can now be accurately identiﬁed
in the databases.
In 2006/2007, the data showed that 61.3
per cent of Status Indian mental health
patients received community follow-up
for mental health conditions once they
had been discharged from the hospital
for a period of 30 days, compared with
79.3 per cent of other residents. Since
2001/2002, there has been a gradual
increase in community follow-up care
for both populations (almost 8 per cent
more for Status Indians and 5 per cent
more for other residents) (Figure 6.20).
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In 2006/2007, the highest rates of
mental health community follow-up
for the Status Indian population were
in Vancouver Coastal and Interior
Health Authorities, with 30-day followup rates of 68.2 per cent and 67.5 per
cent respectively (Figure 6.21). With
the exception of those with unknown
location, the region with the lowest
follow-up rate for Status Indians was
Northern Health Authority (57.3 per
cent), and it also had the largest gap in
the rates for the two populations, with
Status Indians receiving 23.0 per cent
less community follow-up care than
other residents. Vancouver Island Health
Authority also had a sizable gap between
the two populations, with Status Indian
mental health patients receiving 21.1
per cent less follow-up care than other
residents in that region.
The majority of mental health patients
receive their 30-day follow-up through
Medical Services Plan (MSP), although
there has been a gradual shift towards
receiving follow-up through mental
health centres (MHCs). Other patients
receive their follow-up examinations
through a combination of MHCs and
MSP. Figure 6.22 shows the distribution
of mental health follow-up examinations,
by each method, for both Status Indians
and other residents. These percentages
depict how all the follow-ups are
distributed among the three methods
(MHC, MSP, or a combination of both
MHC and MSP follow-ups) and do not
represent mental health follow-up
rates. The percentages are therefore
additive. In 2006/2007, 46.0 per cent
of Status Indians and 41.8 per cent
of other residents received follow-up
through MSP, while 18.5 per cent of
Status Indians and 12.6 per cent of other
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Figure 6.23 shows that since 2001/2002,
the percentage of patients who obtained
their 30-day follow-up through MHCs
has increased for both the Status Indian
and other resident populations, with
slightly more Status Indians receiving
follow-up through MHCs than other
residents. Figure 6.24 shows that the
percentage of patients receiving 30-day
follow-up through MSP declined for
both populations between 2001/2002
and 2006/2007. The decrease in MSP
follow-up has been sharper for the other
resident population than for the Status
Indian population.
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residents received follow-up through
MHCs. There were 35.4 per cent of Status
Indians who received their follow-up
examinations through a combination of
MSP and MHCs, compared to 45.6 per
cent of other residents.
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Figure 6.25 shows that while the
percentage of patients receiving followup through a combination of MHCs and
MSP increased for both populations
between 2001/2002 and 2006/2007, the
increase was more signiﬁcant for the
other resident population (from 15.1 per
cent to 36.1 per cent) than for the Status
Indian population (10.2 per cent to 21.7
per cent).
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Aboriginal people have often not had a positive experience
receiving health care services. Many studies have examined
and documented the experience of Aboriginal people with
the health care system. For example, a study in a reserve
community in BC found that Aboriginal patients felt that
their concerns were not taken seriously and that health care
providers had negative stereotypes and had no consideration
for the personal circumstances of the patients (Browne, Fiske,
& Thomas, 2000). In addition, a focus group study of women
in the eastside of Vancouver showed the need for a nonjudgmental, encouraging, safe, gender-sensitive environment
for provision of health care services, with an assurance of
anonymity. In this study, women also expressed the need
for more culturally based programming, including traditional
healing, and the need for formal and informal participation of
Aboriginal women in the decision-making processes regarding
provision of services (Benoit & Carroll, 2001).
In 2002, the Royal Commission on the Future of Health
Care in Canada emphasized that non-Aboriginal health care
providers needed training to learn to provide culturally
appropriate services to Aboriginal people (Romanow, 2002,
as cited in Browne & Varcoe, 2006). Other commission
recommendations
included the involvement
of Aboriginal people in
“Traditional healing
the design, planning,
rebuilds balance,
and delivery of programs
re-enforces the
and services; more
stronger aspects of
health care training
self; begins developing
opportunities for
weaker aspects of
Aboriginal people; and
self; revives a sense
programs to address
of clarity, strength,
speciﬁc health issues.
vitality, desire for life,
Efforts are being made
to improve services for
Aboriginal people and to
address some of these
longstanding concerns.
Some initiatives include
Aboriginal-run clinics
and services, efforts
to increase Aboriginal

increased cultural
pride, improved selfcare, parenting and
leadership.”
– Final Report of the
Aboriginal Healing
Foundation, 2006

participation in health
professions, and
Aboriginal hospital
liaison programs.

“Effective healing
for First Nations
people focuses on
interconnectedness
rather than on
autonomy, which is
a more common goal
for Western therapy.
For the First Nations
people in our study,
connecting with
family, community,
culture, nature,
and spirituality all
seem important in
successful healing.”

The Ministry of Healthy
Living and Sport,
Aboriginal Healthy
Living Branch, in
consultation with the
health authorities, has
secured approximately
$8.5 million in funding
through the federal
government’s Aboriginal
Health Transition Fund:
Adaptation Envelope.
Funding is available
over a 3-year period
– McCormick, 1997
to support adaptation
of existing health
programs to the unique
needs of Aboriginal
people. Initiatives vary between regions and include cultural
competency, curriculum development, circles of practice,
Aboriginal patient navigators, and improved client transition
strategies.

5SBEJUJPOBM)FBMJOH
After European settlement, the Aboriginal people of
Canada had to adapt to the ways of life imposed by the
new settlers. Aboriginal people were forced to abandon
their own traditional health care practices, along with their
other traditions. Health practices based on Aboriginal
healing concepts that were passed down from generation to
generation (often orally) were nearly lost (Letendre, 2002).
For Aboriginal people, health is based on the concept of
balance and harmony with nature. There are four equal
and interconnected parts (physical, emotional, mental,
and spiritual) that determine the health and well-being
of individuals. It is important that each of these parts be
nourished in order to live a healthy and productive life.
An important element in traditional healing is the role of
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family members, friends, and the community. For Aboriginal
people, traditional healing often involves the support of
the whole community (Ross, 1992 and Torrey, 1972 as cited
in McCormick, 2005). A study by McCormick (2005) that
included 50 participants showed that over 80 per cent felt
that a tendency to withdraw from their community would
be problematic and that their healing could only take
place through connectedness with their family and their
community.

A study that examined the facilitation of healing for Aboriginal
people of British Columbia conﬁrmed that reconnection
to family, community, culture, nature, and spirituality
was the primary source of healing for Aboriginal people.
Connection to traditional Aboriginal culture and values
means that a person must become connected to extended
family, community, the natural world, the spirit world, and,
in essence, all of creation (McCormick, 1995 as cited in
McCormick, 2000).

The sharing and mutual support provided by family and
community is critical to helping Aboriginal people maintain
a healthy and balanced life. The disruptions experienced by
Aboriginal people as they were separated from their families
and communities, through practices such as residential
schooling, disturbed this support system, and may be the
root of many of their health problems. The 1996 Royal
Commission on Aboriginal Peoples stressed the importance
of family in Aboriginal society. Many Aboriginal people told
the commission that the solution to the problems in their
communities lies in the reconnection of the family bonds that
would give individuals, particularly the younger generation, a
sense of stability and belonging.

Signiﬁcant components of traditional healing are the
Aboriginal ceremonies and healing practices that often take
place as a collective approach to keeping the network of
family, extended family, and community strong. Centuriesold traditions such as sweat lodges and pipe ceremonies are
recognized as important forms of healing (Ross, 1992 as cited
in McCormick, 2005).
In British Columbia, a number of Aboriginal communities
have begun to revive their cultural and spiritual traditions,
to aid in the healing of community members. For example,
Alkali Lake has employed Aboriginal healers to reintroduce

1BUIUP)FBMJOH
"SFTFBSDITUVEZDPOEVDUFECZ.D$PSNJDL  EJTDVTTFEBQBUIUPIFBMJOHDPNNPOUPBMM"CPSJHJOBMDFSFNPOJFTBOEIFBMJOHKPVSOFZT"
TUVEZPGUIFTUPSJFTTIPXFEGPVSTUBHFTJOUIF"CPSJHJOBMIFBMJOHQSPDFTT
4FQBSBUJOHGSPNUIFVOIFBMUIZMJGFo*OEJWJEVBMTSFNPWFUIFNTFMWFTGSPNUIFVOIFBMUIZXBZPGCFJOHJOPSEFSUPEFUFSNJOF DMBSJGZ BOE
NBLFTFOTFPGUIFQSPCMFN
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traditional dances, ceremonies, and spiritual practices to
community members. Cultural activities such as traditional
dancing, sweet grass smudging, sweat lodge ceremonies, and
singing and drumming have helped the people to overcome
illness and addictions. The treatment strategy used by the
people of Alkali Lake has been adopted by other Aboriginal
treatment programs such as Poundmaker and Round Lake.
These programs have been very successful; for example, the
Alkali Lake community has decreased its alcoholism rate from
95 per cent to 5 per cent in 10 years. The success of these
and other programs is due to their strong emphasis on the
cultural and spiritual elements of healing.
Overall, the cultural practices of traditional healing have been
and continue to be an essential part of the life of Aboriginal
people. Considering the gaps between the Aboriginal
population and other residents in health-related indicators,
particularly in alcohol and drug-related deaths, it is necessary
to consider the value and contribution that traditional healing
practices can make to improve the health of the Aboriginal
population.
In essence, as many researchers have suggested, what is likely
to help improve the health of the Aboriginal population is
a return to what was forcibly taken away—their culture and
traditions (Letendre, 2002).

4VNNBSZPG8IBU8F,OPX
• Aboriginal people receive health services through a
unique combination of federal, provincial, and Aboriginalrun programs and services. Responsibility for the delivery
of health care to Aboriginal people in Canada has been the
subject of considerable debate.
• The BC provincial government has direct responsibility to
deliver all aspects of health care to all residents of British
Columbia, including Status and non-Status Indians living
on- and off-reserve, the Inuit, and Métis.
• Research has consistently shown that First Nations
women, particularly those with lower socio-economic
status, continue to be at higher risk of developing cervical
cancer. The increased rate of cancer in this population has
been linked to a lower number of screenings.

• From 2004/2005–2006/2007, the most common reasons
for hospitalization for the Status Indian population were
diseases of the digestive system, pregnancy and childbirth,
and external causes such as injuries and poisoning.
• Between 2004/2005–2006/2007, the Status Indian
population was almost twice as likely to experience a fall
as other residents. The rate of motor vehicle and pedal
cycle hospitalizations was signiﬁcantly higher for Status
Indians compared to other residents (21.5 per 10,000
versus 12.6 per 10,000).
• The largest gap between the two populations was in
hospitalizations for HIV disease, with Status Indians being
hospitalized at a rate nearly 7 times higher than the rate
for other residents (9.5 per 10,000 versus 1.5 per 10,000).
• From 2004/2005–2006/2007, the hospitalization rates
for most types of cancer were similar between the two
populations, and in some categories—such as breast
cancer and cancers of the respiratory system—the rates
were slightly lower for Status Indians compared to other
residents.
• In 2006/2007, nearly 5 times as many Status Indians as
other residents were hospitalized in BC due to attempted
homicides (208 per 100,000 versus 41 per 100,000).
• In 2006/2007, nearly 5 times as many Status Indians were
hospitalized due to attempted suicides as other residents
(155.0 per 100,000 versus 32.5 per 100,000).
• Compared to other British Columbians, Status Indians
are more likely to be admitted to hospital for preventable
admissions, which are conditions that can usually be
managed in the community, without the need for hospital
admission (e.g., diabetes, asthma, hypertension, neurosis,
depression, or abuse of alcohol or other drugs).
• The Status Indian population is nearly 5 times more likely
to be hospitalized for mental and behavioural disorders
due to psychoactive substance use than other residents
(50.6 per 10,000 and 11.7 per 10,000 respectively).
• In general, psychoactive prescriptions have remained
stable from 1998 to 2006 for both Status Indians and
other residents, with the exception of antidepressants,
antipsychotics, and cerebral stimulants, which all show an
increase.
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• Since 1998, Status Indians have had a slightly higher rate
of cerebral stimulant prescriptions (stimulants that act on
the central nervous system and provide a temporary sense
of alertness and well-being as well as relief from fatigue)
than other residents.

8IBU"DUJPOT$BO8F5BLF

• Based on Ministry of Health Services data, in 2006/2007,
over twice as many Status Indians received a hospital
discharge relating to a mental health condition than other
residents.

• Work towards increasing the participation of Aboriginal
women in prevention and screening programs, such as
Pap tests and screening mammography.

First Nations communities can:
• Participate in health governance structures and planning
processes.

The health system can:
• In 2006/2007, the Status Indian population had a
signiﬁcantly lower rate of 30-day community follow-up
for mental health patients compared to other residents.
The majority of mental health patients receive their 30day follow-up through Medical Services Plan, although
there has been a gradual shift towards receiving follow-up
through mental health centres.
• Aboriginal people have often not had a positive
experience receiving health care services. A study in a
reserve community in BC found that Aboriginal patients
felt that their concerns were not taken seriously and that
health care providers had negative stereotypes and had
no consideration for the personal circumstances of the
patients.
• Overall, the cultural practices of traditional healing have
been and continue to be an essential part of the life of
Aboriginal people. Considering the gaps between the
Aboriginal population and other residents in healthrelated indicators, particularly in alcohol and drugrelated deaths, it is necessary to consider the value and
contribution that traditional healing practices can make to
improve the health of the Aboriginal population.
• As many researchers have suggested, what is likely to
help improve the health of the Aboriginal population is a
return to what was forcibly taken away—their culture and
traditions.

• Work with the Aboriginal community to develop
performance expectations for Aboriginal health. Include
performance measures and targets in health authority
service plans.
• Make a comprehensive effort to respond to mental health
problems and trauma in Aboriginal communities.
• Work with Aboriginal communities to increase the uptake
of breast cancer screening and Pap tests by Aboriginal
women.
• Encourage Aboriginal involvement in describing and
capturing evidence about what works to promote health,
treat illness, and care for the vulnerable. Support the use
of traditional healing in conjunction with other primary
health services.
The College of Physicians and Surgeons can:
• Continue to monitor professional prescribing practices
and deal with those professionals who are inappropriately
prescribing medications.
Government can:
• Work from the principle that Aboriginal people, like all
British Columbians, have the right to receive services that
will help them achieve and maintain good health and wellbeing. Jurisdictional issues should not negatively impact
the delivery of health services.
• Continue to work on plans for routine record linkage
to identify Status Indian records in health databases
(e.g., hospital morbidity, physician claims, mental health
database, BC Cancer Registry, BC Centre for Disease
Control).
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The Métis population, which consists of people who selfidentify as Métis, is distinct from other Aboriginal peoples,
is of historic nation ancestry, and is recognized by the Métis
Nation British Columbia (MNBC). According to the MNBC,
this deﬁnition reinforces that the Métis Nation is a unique
nation with its own culture and deep roots in Canada. This
deﬁnition was ratiﬁed in September 2003 at the MNBC Annual
General Assembly. The contemporary Métis Nation is the
continuation of a unique, historic Aboriginal people known as
the Métis, who appeared as a distinct group as early as 1816.

• In the fall of 2006, the MNBC conducted their ﬁrst provincial
survey. The survey was distributed to households through
local MNBC afﬁliates, and collected data from those who selfidentiﬁed as Métis.

)JHIMJHIUT

• Arthritis was the most commonly reported chronic condition
for the Métis people completing the survey, with over 54
per cent of households surveyed having at least one person
in their household with the condition. This was followed
closely by chronic back pain at 47.1 per cent and stomach/
digestive problems at 41.8 per cent. Diabetes and heart
disease also ranked high, at 40.7 per cent and 32.5 per cent
respectively.

• According to the 2006 Census, approximately 59,445 Métis
people live in British Columbia. The highest percentage of
the Métis population lives in Alberta (22.2 per cent), with
Ontario (19.1 per cent) and Manitoba (18.6 per cent) close
behind. Prince Edward Island has the lowest percentage
of Métis. A little over 15 per cent of Canada’s Métis
population lives in BC.

• Education and training appeared to be of greatest
importance to the young Métis population. Nearly 81 per
cent of households surveyed reported education and
training as the most important issue. A little over 78 per cent
considered Métis rights important. Seventy-ﬁve per cent
identiﬁed employment opportunities as a major concern.

• The Métis Nation British Columbia Centralized Registry
was established in October 2004. The Registry is a means
to establish Métis citizenship, and arose as a result of the
Powley decision by the Supreme Court of Canada in 2003.
• On May 12, 2006, the Métis Nation British Columbia and
the Province of BC signed the Métis Nation Relationship
Accord.

• Over 91 per cent of the Métis households surveyed reported
drug addiction as the most important issue for Métis youth.
A considerable percentage reported teen pregnancy and
smoking as important issues (approximately 66 per cent and
63 per cent respectively). Suicide ranked as the fourth most
important issue for Métis youth at 50 per cent.

Photo courtesy of Kiwetin Consulting
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The largest proportion of the Métis
population lives in Alberta (22.2 per
cent), with 19.1 per cent living in Ontario
and 18.6 per cent living in Manitoba.
Prince Edward Island has the smallest
Métis population. A little over 15 per cent
of the total Métis population lives in BC.
Based on the 2006 Census, approximately
59,445 people who identiﬁed themselves
as Métis live in BC (Figure 7.1).
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In BC, approximately 72 per cent of the
Métis population lives in the Interior,
Fraser, and Northern Health Authorities
(Figure 7.2). The vast majority of the
Métis population is concentrated in
urban centres such as Vancouver, Prince
George, and Victoria (Statistics Canada
2006 Census data).












The Métis population is considerably
younger than the non-Métis population.
In 2006, around 45 per cent of the Métis
population was under 25 years of age,
compared to around 30 per cent of the
non-Aboriginal population. Only 13 per
cent of the Métis population is over 55
years of age, compared to approximately
27 per cent of the non-Aboriginal
population (Figure 7.3).
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$FOUSBMJ[FE3FHJTUSZ
The Métis Nation British Columbia Centralized Registry was
established in October 2004. The Registry is a means to
establish Métis citizenship, and arose as a result of the Powley
decision by the Supreme Court of Canada in 2003. The Powley
case involved “two Métis men, Steve and Roddy Powley, who
killed a moose in 1993
and were charged with
contravening Ontario
5IF.ÏUJT'MBH
hunting law. The men
5IF.ÏUJT/BUJPO#$'MBHEJTQMBZT
argued that Section 35
UIFJOmOJUZTZNCPMPOBCBDLHSPVOE
of the Constitution Act
PGSFEBOECMVF5IFDPMPVST
protects the right of
SFQSFTFOUUIFDPNJOHUPHFUIFSPG
Métis to hunt for food.
UXPDVMUVSFT &VSPQFBOBOE'JSTU
The case was appealed
/BUJPOT UPGPSNBOFXHSPVQ BOE
up to the Supreme Court
UIFJOmOJUZTZNCPMTJHOJmFTUIBUUIF
of Canada, which ruled
.ÏUJTXJMMDPOUJOVFGPSFWFS ./#$ 
in favour of the Powleys
OE 
in September 2003”
5IFSFNBJOEFSPGUIFnBH
(Indian and Northern
JODPSQPSBUFTFMFNFOUTTJNJMBSUPUIF
Affairs Canada, 2005).
#$nBH5IFEBSLCMVFXBWZMJOFT
TZNCPMJ[FUIFNBKPSSJWFSTPGUIF
QSPWJODF5IFTVOBOENPVOUBJOT
SFnFDUUIFQSPWJODFPG#$ BOEUIF
3FE3JWFS$BSUJTB.ÏUJTTZNCPM UIF
DBSUJTBUSBEJUJPOBMWFIJDMFGSPNUIF
3FE3JWFSBSFBJO.BOJUPCB XIJDI
JTUIFCJSUIQMBDFPGUIF.ÏUJT  'MBHT
PGUIF8PSME  

The Supreme Court
decision conﬁrmed
the existence of Métis
communities in Canada,
and constitutional
protection of their
Aboriginal rights. The
Court included the
Métis as one of the
Aboriginal peoples of
Canada under Section
35 of the Constitution Act (Métis Nation British Columbia
[MNBC], 2004). The Court suggested the need for a
standardized process of identifying members of the Métis that
was “objectively veriﬁable”. The Centralized Registry is this
objectively veriﬁable process. The Court also set out three
factors to be used in identifying Métis: self-identiﬁcation,

1

ancestral connection, and community acceptance (MNBC,
2007). These factors are included in the citizenship
application to the Registry.
Since the implementation of the Registry, over 3,300 Métis
Citizens have been registered (as of August 2008). Current
projects include the development of an Historical Document
Database in conjunction with the University of British
Columbia. The database will be available via the Internet to
Métis Citizens throughout the Métis Nation Homeland; they
will be able to access and share documents that will help
individuals and their families to understand their past
(L. Katernick, personal communication, February 16, 2007).
For further information on the Registry, please visit the MNBC
website at http://www.mnbc.ca.

.ÏUJT/BUJPO#SJUJTI$PMVNCJB4VSWFZ
%BUB 
On May 12, 2006, the MNBC and the Province of BC signed
the Métis Nation Relationship Accord. To fulﬁll one of the
objectives of the Accord regarding data collection, the MNBC
coordinated a three-step plan:
1) Gather baseline data by conducting a Métis Nation
Provincial Survey.
2) Implement strategies for an annual data review process.
3) Conduct subsequent surveys to measure progress and
take corrective measures when needed.
In the fall of 2006, MNBC conducted their ﬁrst provincial
survey.

4VSWFZ.FUIPEBOE-JNJUBUJPOT
The survey was distributed to households through local
MNBC afﬁliates, and data was collected from those who selfidentiﬁed themselves as Métis.1 The 129 survey questions
covered a variety of topics, including demographics,
education, health, and other socio-economic indicators, as
well as cultural awareness, Métis governance, and veterans
issues.

Since the questionnaire was applied to households, some of the people living in the household may not meet the formal deﬁnition of “Métis”.
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There were some technical limitations that should be noted
in reviewing the survey data. First, during the course of the
survey, the questionnaire was revised and re-distributed. This
affected the total sample size for some of the questions asked.
Second, it can be difﬁcult to make the distinction between
individuals within a household for some of the responses, as
in some cases, one individual answered questions on behalf
of the entire household. For example, if there were three
people with different levels of educational attainment living in
a household, it would not be possible to identify the age and
gender of each person and their individual level of education.
In some instances, there were multiple answers where only
one answer was required. In these instances, the data was left
out. It should be noted that this involved very small numbers
that could be deemed insigniﬁcant.
Finally, the sample in the MNBC survey cannot be classiﬁed as
a “random sample”, as the survey was distributed to existing
MNBC-member households. In a simple random sampling,

each member of the target population has the same chance of
being selected for participation in the study. For a sample to
truly be a simple random sample, a list or a sampling frame is
developed, which includes almost all of the members of the
population. From this list, names are chosen using a random
method such as a random number table or a random number
generator.2 While it can be argued that the MNBC survey is
not representative of all of BC, the sample is large enough
relative to the actual size of the Métis population in BC to be
useful.
In spite of these technical challenges, the MNBC survey has
collected some valuable data that will provide very useful
information and insight into health, social, and economic
issues facing the Métis population in BC. A summary of the
results and analysis are provided in the following section.
Where applicable, other survey data, such as the Canadian
Community Health Survey and the Aboriginal Peoples Survey,
are used for further analysis and comparison purposes.

.ÏUJT/BUJPO3FMBUJPOTIJQ"DDPSE
0O.BZ  UIF1SPWJODFPG#SJUJTI$PMVNCJBBOE.ÏUJT/BUJPO#SJUJTI$PMVNCJBTJHOFEUIF.ÏUJT/BUJPO3FMBUJPOTIJQ"DDPSE
5IF"DDPSEDPNQMFNFOUTBOFYJTUJOHBHSFFNFOU TJHOFECFUXFFOUIF1SPWJODFPG#$ UIF(PWFSONFOUPG$BOBEB BOEUIF.ÏUJT
1SPWJODJBM$PVODJM UPBEESFTT.ÏUJTTPDJPFDPOPNJDDIBMMFOHFT5IF"DDPSEBMTPCVJMETPOUIFDPNNJUNFOUTPVUMJOFEJOUIF'JSTU.JOJTUFST
.FFUJOHPO"CPSJHJOBM*TTVFT IFMEJO,FMPXOBJO/PWFNCFS
5IFPCKFDUJWFTPGUIF"DDPSEBSFUP
t 4USFOHUIFOFYJTUJOHSFMBUJPOTIJQT
t *NQSPWFFOHBHFNFOU DPPSEJOBUJPO JOGPSNBUJPOTIBSJOH BOEDPMMBCPSBUJPO
t 'PMMPXUISPVHIPODPNNJUNFOUTGSPNUIF'JSTU.JOJTUFST.FFUJOHPO"CPSJHJOBM*TTVFTBTUIFZQFSUBJOUP.ÏUJTQFPQMF UPDMPTFUIF
HBQJOUIFRVBMJUZPGMJGFCFUXFFO.ÏUJTQFPQMFBOEPUIFS#SJUJTI$PMVNCJBOT QBSUJDVMBSMZJOUIFBSFBTPGIFBMUI IPVTJOH FEVDBUJPO 
BOEFDPOPNJDEFWFMPQNFOU
t 3FOFXUIFDPMMBCPSBUJWFQSPDFTTPGUIF.ÏUJTUSJQBSUJUFBHSFFNFOUT .ÏUJTJEFOUJmDBUJPO BOEEBUBDPMMFDUJPO
4PVSDFT.JOJTUSZPG"CPSJHJOBM3FMBUJPOTBOE3FDPODJMJBUJPO<."33> OE."33.ÏUJT/BUJPO#SJUJTI$PMVNCJB 

2
It is also possible to conduct a stratiﬁed random sample, in which the population is classiﬁed into “strata” or subgroups and then a random sample is pulled from each subgroup.
Surveys such as the Canadian Community Health Survey (CCHS) take it a step further by selecting dwellings with clusters from which the people are ﬁnally selected (complex survey
design). In such surveys, sampling weights are used to ensure that the demographic is representative of each geographic area. Sampling weights are used when the data are analyzed
to correct for unequal probabilities of selection that occurred at any stage of sampling.
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In terms of overall health, 74 per cent
of survey participants reported good to
excellent health (based on a response
from 1,486 households out of a total of
1,509 households surveyed) (Figure 7.4).
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When asked about areas of concern
regarding health, 71.8 per cent of
households surveyed ranked dental care
highest. The need for assistance with
prescriptions ranked second (66.7 per
cent), with traditional healing (52.6 per
cent) and spiritual concerns (43.3 per
cent) being the third and fourth highestranked areas. In-Home care and support
services, mental health, and addictions
were also signiﬁcant issues (Figure 7.5).
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Being able to access health information is
important for health care prevention and
maintaining good health. Approximately
73 per cent of households reported
that their major source of health care
information came from health care
professionals. The next largest source
was friends, family, and word-of-mouth
at 37 per cent, an indication of the strong
connection of the Métis people with
their community. Other sources of health
information were the media, at almost
30 per cent, and the BC HealthGuide (or
BC NurseLine) at just over 24 per cent
(Figure 7.6).

/PUF PVUPG IPVTFIPMETTVSWFZFEBOTXFSFEUIJTRVFTUJPO5IFSFXFSFOPOSFTQPOEJOHIPVTF
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.ÏUJT$VMUVSFBOE5SBEJUJPOTo#FBEXPSLBOE4BTI
5IF.ÏUJTQFPQMFIBWFNBOZUSBEJUJPOT JODMVEJOHDSBGUTTVDIBTCFBEJOHBOEUIF.ÏUJTTBTI BTXFMMBTmEEMFQMBZJOH GPMLTPOHT BOE
EBODFT
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Chronic Conditions
Of all chronic conditions, arthritis was
the most commonly reported condition
for the Métis people, with over 54 per
cent of those surveyed having at least
one person in their household with the
condition. This was followed closely by
chronic back pain at 47.1 per cent and
stomach/digestive problems at 41.8 per
cent. Diabetes and heart disease also
ranked high, at 40.7 per cent and 32.5
per cent respectively (Figure 7.7).
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While not directly comparable, it is
interesting to look at the results of the
Aboriginal Peoples Survey (APS) in terms
of chronic conditions. While the two
surveys did not ask the same questions
in terms of chronic conditions, most
of the same conditions appeared in
their results. In 2001, the APS indicated
that of all the Aboriginal groups who
responded to the question, the Métis
were more likely to report suffering from
chronic conditions such as arthritis or
rheumatism.3 The APS identiﬁed 21 per
cent of Métis people in BC with arthritis/
rheumatism, 12 per cent with high
blood pressure, asthma, and stomach
problems/intestinal ulcers, and 7 per
cent with diabetes. The proportion of
Métis people with heart problems was
the same as for other Aboriginal groups
(Figure 7.8).
Mental Health
Of the 1,509 Métis households surveyed,
648 households indicated that at least
one member of their family suffered
from at least one of the mental health
conditions listed in Figure 7.9. The
MNBC survey results showed depression
as the most signiﬁcant problem (32.2 per
cent), followed by personal problems
and anxiety attacks at approximately 17.4
and 14.8 per cent respectively.

.FOUBM)FBMUI$POEJUJPO
/PUFPVUPG IPVTFIPMETTVSWFZFEBOTXFSFEUIJTRVFTUJPO5IFIPVTFIPMETUIBUEJEOPUSFTQPOEXFSF
JODMVEFEJOUIFEFOPNJOBUPSUPEFUFSNJOFUIFQSPQPSUJPOPGBMM.ÏUJTIPVTFIPMETXJUIQFPQMFTVõFSJOHGSPNUIF
BCPWFNFOUBMIFBMUIDPOEJUJPOT*UJTQPTTJCMFUIBUBTNBMMQPSUJPOPGUIPTFXIPEJEOPUBOTXFSJODMVEFTQPTJUJWF
OPOSFTQPOTFT UIPTFXJUIBNFOUBMIFBMUIDPOEJUJPOUIBUEJEOPUSFQPSUJU 
4PVSDF.ÏUJT/BUJPO#SJUJTI$PMVNCJB 1SPWJODJBM4VSWFZ QSFQBSFECZUIF0öDFPGUIF1SPWJODJBM)FBMUI0öDFS
BOE#VTJOFTT0QFSBUJPOTBOE4VSWFJMMBODF .JOJTUSZPG)FBMUI 

3

The results of the Aboriginal Peoples Survey were based on responses from individuals rather than households, as was the case for the MNBC survey.
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Results from the 2005 Canadian
Community Health Survey (CCHS)
also show that depression could be a
signiﬁcant issue for the Métis population.
Figure 7.10 illustrates the proportion of
those people who were sad/blue for two
continuous weeks or more, in the year
prior to the survey. The Métis population
had the highest rate of being sad/blue
(8.2 per cent) compared to all other
groups.4 While the depression-related
rates for indicators in Figure 7.10 seem
lower in comparison to the results from
the MNBC survey, it must be emphasized
that the indicator for sad/blue in Figure
7.10 is based on the condition having
occurred for 2 weeks continuously.

$POEJUJPO
/PUF5IFJOEJDBUPSTJOUIJTDIBSUBSFCBTFEPOUIFSFTQPOEFOUTFYQFSJFODJOHUIFDPOEJUJPOTGPSBQFSJPEPGXFFLTPS
MPOHFSPWFSUIFQBTUNPOUIT

4PDJP&DPOPNJD%FUFSNJOBOUTPG)FBMUI

4PVSDF4UBUJTUJDT$BOBEB $BOBEJBO$PNNVOJUZ)FBMUI4VSWFZ 4IBSF'JMF$ZDMF QSFQBSFECZUIF0öDFPGUIF
1SPWJODJBM)FBMUI0öDFSBOE#VTJOFTT0QFSBUJPOTBOE4VSWFJMMBODF .JOJTUSZPG)FBMUI 

The MNBC survey also included
questions on socio-economic
determinants of health such as
education, living conditions, and food
security. Approximately 18 per cent of
households surveyed indicated poor
education and almost 15 per cent
reported harsh living conditions. Around
13 per cent of Métis households surveyed
experienced a lack of food and around 11
per cent were in need of proper clothing
(Figure 7.11). According to data from the
CCHS (2005), 17 per cent of the Métis
population age 12 and over surveyed
stated that their food did not last and
that they did not have enough money to
buy more.
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Data was not reportable for all of these groups and indicators at the BC level, as the CCHS survey sample size was too small.
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Income
The majority of households who
responded to the MNBC survey indicated
that they were in the lower income
categories. Furthermore, data from the
survey strongly suggest that there are
more women in the lowest income group
than men. Approximately 39 per cent of
Métis women earned an annual income
of $10,000 or less, compared to 24 per
cent of Métis men. The data further
suggest that as income increases, there
are disproportionately more men in the
higher income categories compared to
women, with the biggest inequality in the
$70,000 and over group. Approximately
7 per cent of men reported an income
of $70,000 or more, compared to 1.2 per
cent of women (Figure 7.12).
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Social Issues
The MNBC survey also included
questions on verbal, physical, emotional,
and sexual abuse. A large proportion of
the Métis households surveyed reported
experiencing abuse. Almost 47 per
cent of those surveyed responded that
they had been subject to verbal and/or
emotional abuse, and almost 31 per cent
of households identiﬁed the presence
of physical abuse. Just over 21 per cent
also reported sexual abuse. In addition,
18.3 per cent of those surveyed indicated
that their household members had
been bullied. A signiﬁcant proportion of
those surveyed were witness to various
forms of abuse and were also exposed
to harsh discipline. Nearly 45 per cent of
households indicated that they had not
experienced any types of abuse listed
(Figure 7.13).

/PUF"CVTFJODMVEFTWFSCBM QIZTJDBM BOETFYVBMBCVTFBOECVMMZJOHPVUPG IPVTFIPMETTVSWFZFEBOTXFSFE
UIFTFRVFTUJPOT5IFIPVTFIPMETUIBUEJEOPUSFTQPOEXFSFJODMVEFEJOUIFEFOPNJOBUPSUPEFUFSNJOFUIFQSPQPS
UJPOPGBMM.ÏUJTIPVTFIPMETXJUIQFPQMFXIPIBWFFYQFSJFODFEBCVTF8IJMFJUJTBTTVNFEUIBUNPTUPGUIFQFPQMF
JOUIFOPOSFTQPOEJOHIPVTFIPMETEJEOPUFYQFSJFODFBCVTF JUJTQPTTJCMFUIBUBTNBMMQPSUJPOPGUIPTFUIBUEJEOPU
BOTXFSJODMVEFTQPTJUJWFOPOSFTQPOTFT QFPQMFXIPNBZIBWFFYQFSJFODFEBCVTFCVUEJEOPUSFQPSUJU 
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When youth respondents (14–29 years of
age) were asked about the importance of
issues for youth, education and training
appeared to be of greatest importance
(80.4 per cent). Seventy- ﬁve per cent
identiﬁed employment opportunities as
a major concern. An interesting result
was the high percentage (around 78 per
cent) of those who considered Métis
rights to be one of the most important
issues for youth. This suggests a strong
desire of the Métis population surveyed,
speciﬁcally youth, to have greater
control over their lives. The importance
of preserving culture and heritage also
ranked high with Métis youth at 72.2 per
cent. Housing, entrepreneurship, justice
and corrections, and youth governance
were also of moderate importance
(Figure 7.14).
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In identifying health issues affecting
youth (physical and mental), over 91
per cent of the Métis households that
responded to the question reported
drug addiction as the most important
issue for Métis youth (Figure 7.15). A
considerable percentage reported teen
pregnancy and smoking as important
issues (approximately 66 per cent and
63 per cent respectively). Suicide ranked
as the fourth most important issue for
Métis youth at 50 per cent. Youth suicide
has been a concern for a number of
Aboriginal communities, and its impacts
are far-reaching for the families and
communities. Approximately 41 per
cent identiﬁed diabetes as an important
issue for Métis youth, while just over 36
per cent of the responding households
considered mental disorders to be
important.
Youth Drug Addiction and Suicide
The MNBC survey also suggests that
almost half of the Métis youth surveyed
have either been affected by drug
addiction themselves or know someone
who has been affected (49.0 per cent).
Approximately 78 per cent of Métis youth
feel that crystal meth is becoming an
epidemic problem in their community.
Nearly one-quarter of the Métis youth
surveyed (23.7 per cent) knew another
Métis youth who had committed suicide.
In addition, 16.6 per cent of youth in
responding households indicated that
they had contemplated or attempted
suicide at some point (Figure 7.16).
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.ÏUJT&EVDBUJPO
While the education component of the
MNBC survey included 1,523 households,
the number of households that actually
responded to the questions on education
varied depending on the nature of
the question; some of the questions
only applied to certain members of
the household or speciﬁc age groups.
There were 1,415 households out of
a possible 1,523 who responded to
the question on the highest level of
education completed. The question was
directed to adults who were currently
not attending school. While only 2.0 per
cent of the people in those households
reported having no formal education,
there were a considerable number
with only elementary school education
(18.5 per cent). Over half of the adults
in these households had at least high
school education (51.2 per cent), and
21.1 per cent had a college education.
Approximately 7 per cent indicated
that they had completed a university
education (Figure 7.17).
For the question of continuing studies,
there were 1,245 respondents in 942
households (out of a possible 1,523
households) who indicated that they
would like to achieve a higher level
of education. A little over 45 per cent
indicated that they would like to have
a college certiﬁcate or diploma (Figure
7.18). This is more than double what
was indicated for actual academic
achievement (Figure 7.17). As for
obtaining a university education, 24.9
per cent of those who responded
expressed their interest in pursuing a
bachelor’s degree and 11.2 per cent
wanted to obtain their master’s degree.
Finally, 4.2 per cent indicated that they
would consider pursuing their doctorate

1BUIXBZTUP)FBMUIBOE)FBMJOHtOE3FQPSUPOUIF)FBMUIBOE8FMMCFJOHPG"CPSJHJOBM1FPQMFJO#SJUJTI$PMVNCJB

$IBQUFS5IF.ÏUJT1PQVMBUJPOPG#SJUJTI$PMVNCJB

#BSSJFSTUP&EVDBUJPO #$ 

'JHVSF

degree. This suggests that over 40 per
cent of Métis respondents would like
to achieve a university education, in
comparison to only 7 per cent of adults
who had actually attained this level of
schooling.
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So why are the Métis people not
achieving higher levels of education if
in fact they desire to do so? The MNBC
survey also asked respondents to identify
their reasons for not being able to
achieve their desired levels of education.
Figure 7.19 identiﬁes the main barriers.
The question was structured in such a
way as to allow respondents to answer
yes to any combination of barriers.
Over 31 per cent indicated ﬁnancial
difﬁculty as the main barrier to achieving
higher levels of education. Affordable
housing and balancing school and
family responsibilities were identiﬁed
by approximately 15 per cent and 14
per cent respectively. Geographical
distance to educational institutions,
transportation, access to study resources,
and child care were also identiﬁed as
barriers to education. While these last
three barriers ranked lower for the
majority of participants, they can present
signiﬁcant difﬁculties for individuals who
are faced with a combination of them.
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The MNBC survey also asked a question
on what supplemental assistance the
Métis population desired to achieve their
educational goals. Respondents had the
option of choosing any combination
of assistance measures. Approximately
71 per cent of respondents were in
favour of “Earn As You Learn” programs
to help them return to school.
Educational programs targeted to lowincome students and the availability
of tutoring for upgrading were each
selected by approximately 56 per cent
of respondents. Just over 50 per cent
indicated that making funds available for
child care and elder care would assist
in their academic pursuits. Almost 43
per cent selected peer support, and a
little over 29 per cent thought that more
opportunities for disabled students
would be of value (Figure 7.20).
With respect to students learning about
their own culture in the school system,
the MNBC survey also included a
question on the teaching of Métis history
and culture in schools and preschools.
As shown in Figure 7.21, almost 58 per
cent of households that responded felt
that their children do not have access
to Métis culture and history in schools
today. Furthermore, while almost 81 per
cent of respondents indicated that Métisspeciﬁc preschools would be beneﬁcial,
only 16 per cent indicated that they have
access to them.
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Michif is the traditional language of
the Métis. Figure 7.22 shows that less
than 5 per cent of the Métis population
surveyed speak Michif themselves;
almost 15 per cent indicated that Michif
was spoken by someone in their home.
Despite the fact that the language is not
widely spoken, over two-thirds of the
respondents indicated that they were
interested in learning Michif.
The MNBC survey examined the possible
loss of cultural identity by including
a question on strength of culture and
social isolation. Nearly 22 per cent of
Métis households surveyed indicated
a loss of cultural identity and almost
17 per cent experienced isolation from
their families. In addition, 14.2 per cent
of the respondents mentioned that they
had lost their language and 14.1 per
cent indicated a loss of their traditional
religion and spirituality (Figure 7.23).
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• The Métis population consists of people who self-identify
as Métis, are distinct from other Aboriginal peoples, are
of Historic Nation ancestry, and are accepted by the Métis
Nation British Columbia (MNBC).
• According to the 2006 Census, approximately 59,445 Métis
people live in British Columbia. The highest percentage of
the Métis population lives in Alberta (22.2 per cent), with
Ontario (19.1 per cent) and Manitoba (18.6 per cent) close
behind. Prince Edward Island has the lowest percentage
of Métis. A little over 15 per cent of Canada’s Métis
population lives in BC.
• The Métis population is considerably younger than the
non-Métis population. In 2006, around 45 per cent of the
Métis population was under 25 years of age, compared
to around 30 per cent of the non-Aboriginal population.
Only 13 per cent of the Métis population is over 55 years
of age, compared to approximately 27 per cent of the nonAboriginal population.
• The MNBC Centralized Registry was established in
October 2004. The Registry is a means to establish Métis
citizenship, and arose as a result of the Powley decision by
the Supreme Court of Canada in 2003.
• On May 12, 2006, MNBC and the Province of BC signed
the Métis Nation Relationship Accord.
• In the fall of 2006, MNBC conducted their ﬁrst provincial
survey. The survey was distributed to households through
local MNBC afﬁliates, and collected data from those who
self-identiﬁed as Métis.
• In terms of overall health, 74 per cent of survey
participants reported good to excellent health, based on
a response from 1,486 households out of a total of 1,509
households surveyed.
• When asked about areas of concern regarding health, 71.8
per cent of households surveyed ranked dental care the
highest. The need for assistance with prescriptions ranked
second (66.7 per cent) with traditional healing (52.6 per
cent) and spiritual concerns (43.3 per cent) being the
third and fourth highest-ranked areas. Mental health and
addictions were also signiﬁcant issues.



• Arthritis was the most commonly reported chronic
condition for the Métis people completing the survey,
with over 54 per cent of households surveyed having at
least one person in their household with the condition.
This was followed closely by chronic back pain at 47.1 per
cent and stomach/digestive problems at 41.8 per cent.
Diabetes and heart disease also ranked high, at 40.7 per
cent and 32.5 per cent respectively.
• The MNBC survey results showed depression as the most
signiﬁcant mental condition identiﬁed (32.2 per cent),
followed by personal problems and anxiety attacks at
approximately 17.4 and 14.8 per cent respectively. Around
57 per cent did not respond to this question.
• Approximately 18 per cent of households surveyed
indicated poor education and almost 15 per cent reported
harsh living conditions. Around 13 per cent of Métis
households surveyed experienced a lack of food and over
11 per cent were in need of proper clothing.
• The majority of households who responded to the MNBC
survey indicated that they were in the lower income
categories. Furthermore, data from the survey strongly
suggests that there are more Métis women in the lowest
income group than Métis men. Approximately 39 per cent
of Métis women earned an annual income of $10,000 or
less, compared to nearly 24 per cent of Métis men.
• Education and training appeared to be of greatest
importance to the young Métis population. Nearly 81 per
cent of households surveyed reported education and
training as the most important issue. A little over 78 per
cent considered Métis rights important. Seventy-ﬁve per
cent identiﬁed employment opportunities as a major
concern.
• Over 91 per cent of the Métis households surveyed
reported drug addiction as the most important issue
for Métis youth. A considerable percentage reported
teen pregnancy and smoking as important issues
(approximately 66 per cent and 63 per cent respectively).
Suicide ranked as the fourth most important issue for
Métis youth at 50 per cent.
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• Almost a quarter of Métis youth surveyed know another
Métis youth who has committed suicide. In addition,
approximately 17 per cent of Métis youth surveyed
mentioned that they had contemplated or attempted
suicide at some point.
• Almost 58 per cent of Métis households indicated that
their children do not have access to Métis culture and
history in schools today. Furthermore, while almost 81
per cent of responding households reported that Métis-

speciﬁc preschools would be beneﬁcial, only 16 per cent
indicated that they have access to them.
• Michif is the traditional language of the Métis. Less than
5 per cent of the Métis population surveyed speak Michif
themselves; almost 15 per cent indicated that Michif was
spoken by someone in their home. Despite the fact that
the language is not widely spoken, over two-thirds of
the respondents indicated that they were interested in
learning Michif.
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&TUBCMJTIFEJO UIF*OEJBOBOE.ÏUJT&EVDBUJPO%FWFMPQNFOU1SPHSBN *.&% QSPWJEFTJODFOUJWFHSBOUTUPTDIPPMEJWJTJPOTGPS
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1SFTFSWJOH.JDIJGUIF-BOHVBHFPGUIF.ÏUJT1FPQMF
"OJOUFHSBMQBSUPGUIF.ÏUJTDVMUVSFJTUIFJSMBOHVBHF.JDIJG UIFPöDJBMMBOHVBHFPGUIF.ÏUJTQFPQMF XBTBUSBEFMBOHVBHFUIBU
EFWFMPQFEPSJHJOBMMZJOUIFTCFUXFFOUIF'SFODI&OHMJTIGVSUSBEFSTBOEUIF$SFF"MHPOLJBO4JPVYTQFBLFSTGSPNXIBUJTOPX
0OUBSJPBOE.BOJUPCB"TUIFGVSUSBEFTQSFBEOPSUIBOEXFTUJOUIFT UIF.JDIJGMBOHVBHFDBNFUPUIFTFOFXBSFBT5IFMBOHVBHF
JUTFMGTUFNTGSPNUIFHSBNNBUJDBMSVMFTPG$SFF BO"MHPOLJBOMBOHVBHF BOEBEPQUTBMBSHFWPDBCVMBSZPGXPSETGSPNUIF'SFODI
MBOHVBHF5IFSFBSFTFWFSBMEJBMFDUTPG.JDIJG XJUIUIFNPTUDPNNPOPOFCMFOEJOH'SFODIBOE$SFFXPSET .JDIJG.ÏUJT$VMUVSBM4JUF 
OE 5IF.JDIJG.ÏUJT$VMUVSBM4JUF CBTFEJO4BTLBUDIFXBO JTBOPSHBOJ[BUJPOUIBUGPDVTFTPOLOPXMFEHFBOEQSFTFSWBUJPOPGUIF
.JDIJGMBOHVBHFBOEUIFFOIBODFNFOUPGTUVEFOUTFMGFTUFFNBOETFMGBXBSFOFTTUISPVHILOPXMFEHFBOEVOEFSTUBOEJOHPGUIFJSPXO
DVMUVSF 'PSNPSFJOGPSNBUJPOPO.JDIJGBOEUIFDVMUVSBMPSHBOJ[BUJPO QMFBTFWJTJUUIFJSXFCTJUFBUIUUQNJDIJGEFWLDEDDB 
"SFDFOUQBSUOFSTIJQCFUXFFOUIF.ÏUJT/BUJPO#SJUJTI$PMVNCJBBOEUIF#$6OJUFE.ÏUJT:PVUI$JSDMFSFTVMUFEJOBOFXJOJUJBUJWFUP
DPOOFDUUIF.ÏUJTQFPQMFXJUIUIFJSQBTUBOEUIFJSGVUVSF5IJTQBSUOFSTIJQSFTVMUFEJOUIFDSFBUJPOPGUIFiMFBSONJDIJGDPNwXFCTJUF 
XIJDITUSPOHMZBEWPDBUFTDVMUVSBMJEFOUJUZBOEUIFVTFPG.JDIJGMBOHVBHF BOEQSPWJEFTPOMJOFMFTTPOTUPIFMQQSFTFSWFUIFMBOHVBHF
'VOEJOHGPSUIJTQSPHSBNXBTQSPWJEFECZUIF$BOBEJBO$VMUVSF0OMJOF1SPKFDU BEJWJTJPOPGUIF%FQBSUNFOUPG$BOBEJBO)FSJUBHF'PS
NPSFJOGPSNBUJPOPOUIJTQSPHSBN QMFBTFWJTJUUIFJSXFCTJUFBUIUUQXXXMFBSONJDIJGDPNBCPVU
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This chapter summarizes the ﬁndings in this report as
well as the improvements and actions to date on the
recommendations from the 2001 annual report, The Health
and Well-being of Aboriginal People in British Columbia.
Speciﬁc recommendations for action are also provided on
various indicators aimed at further improving the health and
well-being of Aboriginal people in British Columbia.
As mentioned in Chapter 1, a special agreement was made in
2007 between the BC Ministry of Health, Indian and Northern
Affairs Canada, and Health Canada, to create data linkages
for the sole purpose of providing the most comprehensive
data on the Status Indian population in British Columbia
for this report. Through these linkages, data have been
provided for 167,782 registered Status Indians in British
Columbia. Although this ﬁgure includes only those with Status
registrations, the health and socio-economic implications
could also be relevant to the non-Status population, and to
other Aboriginal populations (i.e., Métis and Inuit) in the
province.
Overall, 64 indicators have been analyzed and are included
in this report. For 57 of these indicators, we are able to
report the progress since 2001. Of these 57 indicators, 18
have shown improvement, 10 have worsened, and 8 have
shown increasing rates of chronic disease conditions. The
remaining indicators have shown either not much change
or a ﬂuctuation in data with no trend. The improvements
have generally been seen in the decline in overall mortality
and increasing life expectancy due to a decline in external
causes of death such as motor vehicle accidents, accidental
poisoning, and drug-induced and alcohol-related deaths.

However, more effort is still necessary in these areas as the
rates for the Aboriginal population were 2 to 4 times higher
than the rates for other residents based on the latest data
available in 2006. Cancer mortality was lower among the
Status Indian population compared to other BC residents.
Overall, prevalence of chronic disease is increasing and
remains higher for the Status Indian population compared
to other residents. The most concerning outlier is the
widening gap between Status Indians and other residents
for HIV/AIDS disease, which is clearly reﬂective of both
increased vulnerability and a lack of access to Highly Active
Antiretroviral Therapy (HAART).
Compared to other British Columbians, the Status Indian
population is also twice as likely as other residents to be
hospitalized for diseases of the digestive system and external
causes such as injuries, and ﬁve times more likely to be
hospitalized for mental and behavioural disorders due to
psychoactive substance use. The Status Indian population is
also more likely to be hospitalized for medically preventable
conditions, which is likely a corollary of their lower utilization
of MSP services. Based on data from the Ministry of Health
Services, in 2006/2007, over twice as many Status Indians
received a hospital discharge relating to a mental health
condition than other residents.
The 2001 Provincial Health Ofﬁcer’s report suggested that
Aboriginal people on average scored considerably lower
on socio-economic ranking compared to other residents.
This gap still persists, although for some communities it has
narrowed considerably.
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Evidence has shown that economic self-determination and
educational achievements are critical determinants of health;
therefore, the removal of structural impediments to First
Nations community economic development and educational
attainment should be a priority.

8IZJTUIFSFBHBQCFUXFFOUIF
IFBMUIPGUIF"CPSJHJOBMQPQVMBUJPO
BOEPUIFS#$SFTJEFOUT 
For many years, research has supported the inﬂuence of
socio-economic factors on health. Community identity,
employment, income, education, housing, and other societal
factors all inﬂuence and determine the health of individuals.
The inﬂuence of socio-economic factors on the Aboriginal
population has been shown in the data analysis presented
in this report. The Aboriginal population in BC has a much
higher unemployment rate, and for those who are employed,
the jobs are generally lower paying and more hazardous
compared to the rest of the BC population. Aboriginal
students have a lower ﬁrst-time graduation rate from high
school compared to non-Aboriginal students. Data from
Indian and Northern Affairs Canada showed that from
1994/1995 to 2005/2006, the percentage of Aboriginal housing
units in need of major renovations in BC increased by 121
per cent. Survey results showed that many Aboriginal people
experience a disproportionate level of food insecurity due to
poverty. Those living on remote reserves also face additional
challenges in obtaining fresh and healthy food that must be
transported long distances. Food insecurity is a precursor
to many health problems including malnutrition, low birth
weight babies, unhealthy pregnancies, and sub-optimal child
development, as well as poorer health in seniors, and greater
rates of chronic disease. For infants and children, poor health
is often associated with parental low income and low levels of
education. Several studies have shown a strong link between a
mother’s income and education and her infant’s health.
Many factors are responsible for the lower socio-economic
status and the consequent lower health status of the
Aboriginal population. A long history of colonization, systemic
discrimination, the degrading experience of residential
schools, and other experiences have led to adverse,
multi-generational health effects on Aboriginal families.


An abundance of research and documentation, including
the 1996 Royal Commission on Aboriginal Peoples, have
shown how children in residential schools lost their culture,
family, identity, and language, and suffered abuse (physical,
sexual, psychological, and spiritual). These experiences
have been the root of inequities in the health and wellbeing of the Aboriginal population, and the inequities have
continued through the generations. Colonization and cultural
deprivation have created an environment that has negatively
impacted the social structures, personal psychology, and
coping strategies of a majority of the Aboriginal population.
Many Aboriginal groups and researchers have argued that
the key to improving the health of Aboriginal people lies
in programs that involve the full participation of Aboriginal
communities in their design, delivery, and evaluation. Efforts
are being made to improve services for Aboriginal people and
to address some of these longstanding concerns. In 2006, the
bilateral First Nations Health Plan was signed to ensure that
First Nations are integral partners in the design and delivery
of health services. In 2007, the Tripartite First Nations Health
Plan was signed. The intention of this plan is to deliver First
Nations health services through a new governance structure
that will lead to improved accountability and control of these
health services by First Nations.
Under the Tripartite First Nations Health Plan, a new
First Nations Health Governing Body will be established
to provide for the effective participation of First Nations
in enacting policies, setting targets, allocating resources,
establishing service standards, implementing ongoing
reciprocal accountability requirements, and other key
functions of governance. Upcoming health governance
negotiations between the province, First Nations, and the
federal government will focus on the transfer of programs,
services, and funding from First Nations and Inuit Health, BC
Region, to the First Nations Health Governing Body. These
negotiations will culminate in BC First Nations assuming
control over the design, delivery, day-to-day management,
and accountability of health programs and services for First
Nations in BC.
The Ministry of Healthy Living and Sport, Aboriginal Healthy
Living Branch, in partnership with the health authorities,
has secured funding of approximately $8.5 million through
the federal government’s Aboriginal Health Transition Fund:
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Adaptation Envelope. Funding is available over a 3-year
period to support adaptation of existing health programs
to the unique needs of Aboriginal people. Initiatives vary
between regions and include cultural competency curriculum
development, circles of practice, Aboriginal patient navigators,
and improved client transition strategies.
In addition, in British Columbia, a number of Aboriginal
communities have revived their cultural and spiritual
traditions, to aid in the healing of community members.
For example, Alkali Lake has employed Aboriginal healers
to reintroduce traditional dances, ceremonies, and spiritual
practices to community members. Cultural activities such as
traditional dancing, sweet grass smudging, and sweat lodge
ceremonies, and singing and drumming have helped the
people to overcome illness and addictions. The treatment
strategy used by the people of Alkali Lake has been adopted
by other Aboriginal treatment programs such as Poundmaker
and Round Lake. These programs have been very successful;
for example, the Alkali Lake community has decreased its
alcoholism rate from 95 per cent to 5 per cent in 10 years. The
success of these and other programs is due to their strong
emphasis on the cultural and spiritual elements of healing.

1SPHSFTTPOUIF(FOFSBM
3FDPNNFOEBUJPOTGSPNUIF
"OOVBM3FQPSU
The following section summarizes the recommendations
in the 2001 Annual Report, The Health and Well-being of
Aboriginal People in British Columbia, and gives examples of
some achievements in these areas.

'PSNBM$PNNJUNFOUT
Establish provincial and regional targets for achieving
comparable health status between the Aboriginal population
and other British Columbians or speciﬁc Aboriginal targets,
where appropriate. Hold ministries and health authorities
accountable for progress toward those targets and for
coordination with agencies that serve the same populations.
Achievements to Date
In November 2006, the Government of British Columbia and
the First Nations Leadership Council released the bilateral

Transformative Change Accord: First Nations Health Plan to
close the health gap between First Nations and other British
Columbians. Details of the Transformative Change Accord:
First Nations Health Plan are provided later in this chapter.
Within this framework, the health authorities have committed
to improve Aboriginal health and wellness by ensuring
Aboriginal people have meaningful input into the health
authority Aboriginal Health Plan and other service planning
and delivery activities, and that these activities clearly support
the achievement of the measures, goals, and objectives
articulated in the Transformative Change Accord: First Nations
Health Plan and the Tripartite First Nations Health Plan.
Health authority Aboriginal Health Plans will be reviewed and
monitored by the Provincial Advisory Committee on First
Nations Health. The Ministry of Health Services monitors
health authority performance on Aboriginal health against
targets established in the First Nations Health Plan.

*NQSPWFE4UBOEBSEPG-JWJOH
Work collaboratively to improve housing conditions and
economic and educational opportunities for Aboriginal
people.
Achievements to Date
Aboriginal Housing
• The First Nations Leadership Council, the Government
of Canada, and the Government of British Columbia
signed a Memorandum of Understanding on May 21,
2008, to establish a partnership to improve housing and
infrastructure for First Nations, individuals, and families
and to set out an initial framework for on- and off-reserve
housing strategies. The parties agreed to meaningful
engagement of First Nations in the design, development,
and decision-making concerning the provision of housing
and infrastructure.
• The Ofﬁce of Housing and Construction Standards,
Ministry of Housing and Social Development, in
collaboration with Aboriginal partners, other provincial
ministries, and federal departments, is leading the
development of a ten-year, off-reserve Aboriginal Housing
Action Plan. The action plan will address the entire
housing continuum as well as capacity within Aboriginal
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communities and partner organizations in all aspects of
housing off-reserve. A needs and capacity assessment
has been prepared and community engagement sessions
have been held across the province to assist in the
development of the plan.
Homelessness
• Non-proﬁt societies in eight communities in BC have
been selected to provide homeless Aboriginal people with
access to housing and support services through a new
$500,000 Aboriginal Homeless Outreach Program. The
new outreach program, which was developed following
a series of Talking Circles with Aboriginal groups, is
designed to recognize the unique cultural and social
needs of Aboriginal people, and effectively address the
disproportionate number of Aboriginal homeless people.
The program will enable these people to regain their
independence and overcome the barriers that prevent
them from leaving the street. The Aboriginal Homeless
Outreach Program builds on the very successful Homeless
Outreach Program, which directly engages and connects
homeless individuals living on the street to housing,
income assistance, and community-based support
services.
Aboriginal Enhancement Programs for Education
• Aboriginal Enhancement Agreements are in place in
many school districts throughout BC, to improve the
educational achievement of Aboriginal students. The
agreement is between a school district, the Ministry
of Education, and the local Aboriginal communities,
and focuses both on academic performance and the
importance of Aboriginal culture in the development and
success of Aboriginal students. As of November 2008, 43 of
BC’s 59 school districts had signed agreements.
• In July 2006, a federal/provincial/First Nations tripartite
agreement was signed regarding the rights of First
Nations communities in BC to have control over the
education of their learners. The agreement will give
First Nations communities legal authority to govern and
control kindergarten to grade 12 education on-reserve,
including curriculum, teacher and school certiﬁcation, and
standards development. In December 2006, the federal
First Nations Jurisdiction over Education Act was passed,


allowing for the negotiation of individual agreements
with interested First Nations. As of February 2009, 63 First
Nations in BC had taken the ﬁrst step in the agreement
process.
• In April 2007, the BC government announced a $65million Aboriginal Post-Secondary Education Strategy to
encourage greater participation and success of Aboriginal
learners in post-secondary schooling. The strategy
addresses the barriers to post-secondary education
in a variety of ways, including increased access and
participation through funding for scholarships and loan
options for Aboriginal students; increased opportunities
for institutions and communities to develop culturally
relevant programs; and support for Aboriginal people
to enter post-secondary education through adult basic
education and upgrading.

.PSF3FDPHOJUJPOBOE3FTQFDU
Increase awareness of the health status of Aboriginal people
and the health issues and challenges that Aboriginal people
face.
Achievements to Date
• The Government of BC and the First Nations Leadership
Council released the Transformative Change Accord:
First Nations Health Plan in November 2006. This was
followed by the signing of the Tripartite First Nations
Health Plan in June 2007. The Tripartite Plan commits the
federal government to the bilateral plan. Details of the
Transformative Change Accord: First Nations Health Plan
and the Tripartite Plan are provided later in this chapter.
The Tripartite Plan revolutionizes how First Nations
health policy, programs, and initiatives are developed
and implemented through collaboration between First
Nations, and the federal and provincial governments. A
new governance structure is being developed to ensure
First Nations participation in decisions relating to their
health.
• On May 12, 2006, the Province of British Columbia and
the Métis Nation British Columbia signed the Métis
Nation Relationship Accord. The Accord complements an
existing 2003 agreement, signed between the Province of
BC, the Government of Canada, and the Métis Provincial
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Council, to address Métis socio-economic challenges.
The objectives of the Accord are to strengthen existing
relationships; to improve engagement, coordination,
information sharing, and collaboration; to follow through
on commitments from the First Ministers’ Meeting on
Aboriginal Issues as they pertain to Métis people, to close
the gap in the quality of life between Métis people and
other British Columbians, particularly in the areas of
health, housing, education, and economic development;
and to renew the collaborative process of the Métis
tripartite agreements, Métis identiﬁcation, and data
collection.

.PSF)PMJTUJD"QQSPBDI
a)

Pay more attention to the non-medical, cultural, and
spiritual determinants of health.

Achievements to Date
• In partnership with the First Nations Health Council
and in collaboration with provincially-funded health
authorities, the provincial government and the health
authorities are developing a cultural competency
framework to guide mandatory training for all staff of
health authorities and the Ministries of Health Services,
and Healthy Living and Sport.
• The Tripartite First Nations Health Plan recognizes the
importance of cultural knowledge and traditional practices
for the health and well-being of First Nations in BC.
b)

Encourage participatory research to gain a more
clear understanding as to why some Aboriginal
communities are “healthier” than others.

c)

Identify and collect indicators that are meaningful
and useful to Aboriginal communities. Perceived
progress in a return to traditional ways, personal
commitment to healing, housing quality, and
employment opportunities are some examples from
the BC Regional Longitudinal Health Survey that
could be used as a starting point.

Achievements to Date
• Since 2001, there has been a more collaborative approach
to research and surveys undertaken by government,
universities, and other organizations. Many of these

research projects and surveys are highlighted in this
report.
• The Tripartite First Nations Health Plan commits partners
to identify other indicators that are meaningful and useful
to First Nations communities.

.PSF"VUPOPNZ
Support efforts by Aboriginal people to achieve selfdetermination and a collective sense of control over their
futures, in both on- and off-reserve communities.
Achievements to Date
• In March 2005, the Province of British Columbia and First
Nations leaders agreed to enter into a New Relationship
guided by principles of trust, recognition, and respect
for Aboriginal rights and title. Efforts to reconcile rights
and title include: settling an 150-year land claim by the
Songhees and Esquimalt First Nations that included the
grounds of the BC Legislature; reaching an Agreement
in Principle with the Tsay Keh Dene and the Kwadacha
Nation on the impacts of decades of ﬂooding from the
Williston Reservoir and Bennett Dam; providing $100
million to the New Relationship Trust for First Nations
capacity-building; and providing an additional $1.2 million
to preserve and promote Aboriginal languages.
• On May 12, 2006, the Province of British Columbia and
the Métis Nation British Columbia signed the Métis Nation
Relationship Accord. The Accord complements an existing
2003 agreement, signed between the Province of BC, the
Government of Canada, and the Métis Provincial Council,
to address Métis socio-economic challenges.

.PSF3FQSFTFOUBUJPO
Encourage greater Aboriginal participation in health
governance and in the design and delivery of culturallyappropriate health services.
Achievements to Date
• The Ofﬁce of the Provincial Health Ofﬁcer has appointed
Dr. Evan Adams to the position of Aboriginal Health
Physician Advisor, to provide expert medical advice,
support, and guidance regarding Aboriginal health, policy
development, programs and other initiatives.
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• Health authorities have dedicated staff to develop
collaborative Aboriginal Health Plans, administer targeted
funding, and pursue integration of Aboriginal health in
the overall planning and delivery of provincially-funded
services.
• The Tripartite First Nations Health Plan commits partners
to the development of a new First Nations Health
Governing Body.
• The provincial government has provided a $6 million grant
to the National Collaborating Centre for Aboriginal Health
to develop an Aboriginal-speciﬁc ActNow BC program.
Funding to support Aboriginal ActNow programming
has been provided to the First Nations Health Council,
Métis Nation BC, and the BC Association of Aboriginal
Friendship Centres.
• Health authorities are accountable for implementing an
Aboriginal Health Plan consistent with the Tripartite First
Nations Health Plan. Accountability measures include
monitoring the gap between Status Indians and other
British Columbians for life expectancy, mortality rates,
infant mortality rates, youth suicide rates, and prevalence
of diabetes.

)FBMUI"VUIPSJUZ"DUJPO1MBOT
In addition to the above general recommendations, speciﬁc
actions for health authorities were also recommended in the
2001 annual report.
Speciﬁc Areas for Health Authority Action
In the 2001 annual report, the Provincial Health Ofﬁcer
suggested the following eight areas where the greatest health
gains for the Aboriginal population could be achieved. It was
further recommended that these gains could be accomplished
by targeting strategic initiatives to build on the gradual
improvements in Aboriginal health over past decades.
•
•
•
•
•



Early childhood development
Tobacco
Alcohol and drugs
HIV
Diabetes

• Injuries (such as motor vehicle crashes, accidental
poisoning, suicide, falls, ﬁres, and drowning)
• Primary care
• Information
Achievements to Date
Health authorities are responsible for improving the health
outcomes for Aboriginal people through various program
areas (e.g., tobacco reduction, mental health and addictions,
HIV/AIDS, diabetes prevention, injury prevention, primary
care). Aboriginal health departments within the health
authorities are responsible for applying an “Aboriginal lens”
to overall health authority policy development and program
implementation in order to positively affect change for
Aboriginal people.
Each regional health authority has an Aboriginal health plan
that speciﬁes actions on issues unique or speciﬁc to each
region, targets the speciﬁc areas for health authority actions,
and is aligned with relevant bilateral and tripartite plans. In
addition to region-speciﬁc strategies, the health plan includes
the following three components that will improve the health
of Aboriginal people:
• Aboriginal Health Initiatives Program – Each regional
health authority has a community-based funding program
that supports and encourages Aboriginal communities
to identify health promotion projects that are culturally
meaningful.
• Cultural Competency – A provincially facilitated, online
cultural competency training program is being developed
for delivery to all health system staff in the province,
to facilitate Aboriginal patient access to health services
and ensure cultural safety. This provincial training will
complement programs already being developed and
delivered.
• Aboriginal Patient Liaisons/Navigators – These positions
assist patients and families to navigate the health system
and link to community-based services.
The following table is a summary of the 64 indicators and the
progress to date:
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May be underreported due to non-participation.

2

The Status Indian infant mortality rate is subject to ﬂuctuation from year to year because it is derived from small numbers. Statistical testing shows that the recent decline in infant
mortality in the Status Indian population was not statistically signiﬁcant. During the last 11-year period, indicators of risk to infant health in the Status Indian population have
not improved: preterm birth rates have been increasing, as well as low birth weight rates. Furthermore, the adequacy and timeliness of prenatal care for Status Indian mothers is
much worse compared to other residents. For these reasons, it is believed that the decline in the Status Indian infant mortality rate in 2006, as in 1998, is merely another random
ﬂuctuation of an indicator that is prone to such year-to-year ﬂuctuations.

1BUIXBZTUP)FBMUIBOE)FBMJOHtOE3FQPSUPOUIF)FBMUIBOE8FMMCFJOHPG"CPSJHJOBM1FPQMFJO#SJUJTI$PMVNCJB



$IBQUFS3FDPNNFOEBUJPOT

*OEJDBUPS 



1SPHSFTT5PXBSET"CPSJHJOBM)FBMUIBOE8FMMCFJOHDPOUJOVFE

5SFOETJO PS 
 PS 6QEBUF 4JODF

%JTFBTFBOE*OKVSJFT
-JGF&YQFDUBODZ

.BMFT*NQSPWJOH ZST

.BMFT*NQSPWJOH ZST

'FNBMFT/PUNVDIDIBOHF ZST 
 oEBUB

'FNBMFT/PUNVDIDIBOHF ZST 
 oEBUB

.PSUBMJUZ "MM$BVTFT 

QFS 

*NQSPWJOH QFS  

'PPE4FDVSJUZ

5SFOEOPUBWBJMBCMF

5SFOEOPUBWBJMBCMF

0WFSXFJHIUBOE0CFTJUZ

5SFOEOPUBWBJMBCMF

5SFOEOPUBWBJMBCMF

$ISPOJD%JTFBTF 1SFWBMFODF 
TJODF

1SFWBMFODFJODSFBTJOHBTUIFQPQVMBUJPOBHFTBOEHSPXT

%JBCFUFT

WTQFS

*ODSFBTJOH WTQFS

)ZQFSUFOTJPO

WTQFS

*ODSFBTJOH WTQFS

4USPLF

WTQFS

*ODSFBTJOH WTQFS

*TDIFNJD)FBSU%JTFBTF

WTQFS

*ODSFBTJOH WTQFS

$POHFTUJWF)FBSU'BJMVSF

WTQFS

*ODSFBTJOH WTQFS

$01%

WTQFS

*ODSFBTJOH WTQFS

$JSDVMBUPSZ4ZTUFN%FBUIT 

WTQFS 

*NQSPWJOH WTQFS 

%FNFOUJB

WTQFS

*ODSFBTJOH WTQFS

0TUFPBSUISJUJT

WTQFS

*ODSFBTJOH WTQFS 

$BODFS .PSUBMJUZ 

*OHFOFSBM DBODFSNPSUBMJUZJTMPXFSGPS"CPSJHJOBMQFPQMF

"MM$BODFST

WTQFS 

'MVDUVBUJOHo/PTJHOJmDBOUUSFOE

-VOH$BODFS

WTQFS 

'MVDUVBUJOHo/PTJHOJmDBOUUSFOE

'FNBMF#SFBTU$BODFS

WTQFS 

'MVDUVBUJOHo/PTJHOJmDBOUUSFOE

$PMPSFDUBM$BODFS

WTQFS 

'MVDUVBUJOHo/PTJHOJmDBOUUSFOE

$FSWJDBM$BODFS

WTQFS 

'MVDUVBUJOHo/PTJHOJmDBOUUSFOE

1SPTUBUF$BODFS

WTQFS 

'MVDUVBUJOHo/PTJHOJmDBOUUSFOE

WTQFS 

'MVDUVBUJOHo/PTJHOJmDBOUUSFOE

%JHFTUJWF4ZTUFN%FBUIT

3

Prevalence of chronic disease has been increasing for both Status Indians and other residents.

4

No signiﬁcant trend was seen in the types of cancers analyzed (lung, female breast, colorectal, cervical, and prostate) for the Status Indian population. Mortality rates for these
cancers were generally higher for other residents.
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8PSTFOJOH WTQFS 

*NQSPWJOH WTQFS 

/PUNVDIDIBOHF

)PVTJOH


*NQSPWJOH


8PSTFOJOH

)PNFMFTTOFTT

5SFOEOPUBWBJMBCMF

5SFOEOPUBWBJMBCMF

4FDPOEIBOE4NPLF

 WTBMM#$

5SFOEOPUBWBJMBCMF

.PVME

5SFOEOPUBWBJMBCMF

5SFOEOPUBWBJMBCMF

%SJOLJOH8BUFS

*NQSPWJOH

/PUNVDIDIBOHF

1BQ5FTUT


/PSFMJBCMFEBUBBWBJMBCMF


/PSFMJBCMFEBUBBWBJMBCMF

4DSFFOJOH.BNNPHSBQIZ

/PSFMJBCMFEBUBBWBJMBCMF

/PSFMJBCMFEBUBBWBJMBCMF

.416UJMJ[BUJPO

WTQFS 

WTQFS 

)PTQJUBMJ[BUJPOGPS)PNJDJEFT

WTQFS 

*NQSPWJOH WTQFS  o(BQUJNFT

)PTQJUBMJ[BUJPOGPS4VJDJEFT

WTQFS 

*NQSPWJOH WTQFS  o(BQUJNFT

1SFWFOUBCMF"ENJTTJPOT

*NQSPWJOH QFS 

*NQSPWJOH QFS  o(BQUJNFT




)*7"*%4
4VJDJEF
1IZTJDBM&OWJSPONFOU


)FBMUI4FSWJDFT

5IF6TFPG1SFTDSJQUJPO%SVHTJOUIF
"CPSJHJOBM$PNNVOJUZ




"OUJNBOJD"HFOUT



WTQFS 

"OUJEFQSFTTBOUT

WTQFS 

8PSTFOJOH WTQFS 

"OUJQTZDIPUJDT

WTQFS 

8PSTFOJOH WTQFS 

"OYJPMZUJDT

WTQFS

/PUNVDIDIBOHF

$FSFCSBM4UJNVMBOUT

WTQFS 

8PSTFOJOH WTQFS 

"OUJ*OGFDUJWFT

WTQFS

/PUNVDIDIBOHF


/PUNVDIDIBOHF

*NQSPWJOH WTQFS

.FOUBM)FBMUI'PMMPX6Q"GUFS)PTQJUBM
4FQBSBUJPO

8PSTFOJOH WTQFS  o(BQUJNFT
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*OEJDBUPS 



1SPHSFTT5PXBSET"CPSJHJOBM)FBMUIBOE8FMMCFJOHDPOUJOVFE

5SFOETJO PS 
 PS 6QEBUF 4JODF

5IF.ÏUJT1PQVMBUJPOPG#$

%BUBCBTFEPO./#$TVSWFZ
PG.ÏUJTIPVTFIPMETSFQPSUFEIBWJOHBSUISJUJTBOE
SFQPSUFEIBWJOHEJBCFUFTPGUIFZPVUI
TVSWFZFEDPOUFNQMBUFEDPNNJUUJOHTVJDJEF
SFHBSEFEESVHBEEJDUJPOBTUIFNPTUJNQPSUBOUJTTVF
GBDJOHZPVUI

0WFSBMM)FBMUI

%BUBOPUBWBJMBCMFJO

)FBMUI$POEJUJPOT

%BUBOPUBWBJMBCMFJO

$ISPOJD$POEJUJPOT

%BUBOPUBWBJMBCMFJO

.FOUBM)FBMUI

%BUBOPUBWBJMBCMFJO

*ODPNF

%BUBOPUBWBJMBCMFJO

4PDJBM*TTVFT

%BUBOPUBWBJMBCMFJO

:PVUI4VJDJEFTBOE%SVH"EEJDUJPO

%BUBOPUBWBJMBCMFJO

0WFSBMM .ÏUJTIFBMUIJOEJDBUPSTBQQFBSUPCFDMPTFSUPUIF
JOEJDBUPSTGPSUIF4UBUVT*OEJBOQPQVMBUJPOSBUIFSUIBO
PUIFSSFTJEFOUT

5BSHFUT
In the 2001 annual report, a series of targets was suggested as a way to move towards reducing the health inequities for the
Aboriginal population. Within this framework, the 2001 report suggested that each health authority set their own regional
targets, depending on local needs and priorities. The following table updates the 2001 targets and suggests actions for further
improvement in the future.
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5BSHFUTJO

"DIJFWFNFOUTUP%BUF CBTFEPOMBUFTUEBUB

8IBUOFFETUPCFEPOF

"DIJFWFBOENBJOUBJOJOGBOUNPSUBMJUZ
JOUIF4UBUVT*OEJBOQPQVMBUJPOBUBSBUF
FRVBMUPUIFHFOFSBMQPQVMBUJPOCZ

t %BUBGSPNUPTIPXUIBU4UBUVT*OEJBO
JOGBOUNPSUBMJUZJTPOBEPXOXBSEUSFOE*O 
UIF4UBUVT*OEJBOSBUFXBTQFS MJWFCJSUIT 
DPNQBSFEUPQFS GPSPUIFSSFTJEFOUT
#BTFEPOEBUB UIFHBQCFUXFFOUIFUXP
QPQVMBUJPOTXBTQFSDFOU

*OBDDPSEBODFXJUIUIF5SJQBSUJUF'JSTU/BUJPOT)FBMUI
1MBO DPOUJOVFUPXPSLUPXBSETSFEVDJOHUIFHBQ
CFUXFFOUIF4UBUVT*OEJBOQPQVMBUJPOBOEPUIFS
SFTJEFOUTCZQFSDFOUCZ

%FWFMPQNFBTVSFTPGTVDDFTTGPSFBSMZ
DIJMEIPPEHSPXUIBOEEFWFMPQNFOUCZ


t 5IFSFIBTCFFOBTJHOJmDBOUJNQSPWFNFOUJOUIF
QPTUOFPOBUBMNPSUBMJUZSBUFGPSUIF4UBUVT*OEJBO
QPQVMBUJPO GSPNQFS MJWFCJSUITJO
UPQFS MJWFCJSUITJO5IFSBUFGPS
PUIFS#$SFTJEFOUTXBTJOBOEJO

t 5IFOFPOBUBMNPSUBMJUZSBUFnVDUVBUFEGSPN
UPBOEIBTTIPXOOPTJHOJmDBOUUSFOE*O
 UIFOFPOBUBMNPSUBMJUZSBUFXBTUIFTBNF
GPSCPUIQPQVMBUJPOT BUQFS 
t 5IF+PJOU4QFDJBM3FQPSU )FBMUIBOE
8FMM#FJOHPG$IJMESFOJO$BSFJO#SJUJTI
$PMVNCJB&EVDBUJPOBM&YQFSJFODFBOE0VUDPNFT
SFDPNNFOEFEUIFEFWFMPQNFOUPGBTUSBUFHZ 
BDUJPOQMBO BOETQFDJmDUBSHFUTUIBUXPVME
JEFOUJGZBOEBEESFTTQSPCMFNBSFBTGPS"CPSJHJOBM
DIJMESFOJODBSFBOEXPSLXJUIPUIFSNJOJTUSJFT
BOEPSHBOJ[BUJPOTUPBDIJFWFIJHIFSMFWFMTPG
IFBMUIBOEFEVDBUJPOGPSUIFTFDIJMESFO

t *NQSPWFQSFOBUBMDBSFo'SPNUP UXJDF
BTNBOZ4UBUVT*OEJBOTNPUIFSTIBEJOBEFRVBUF
QSFOBUBMDBSFDPNQBSFEUPPUIFSNPUIFST
'PSUIFTBNFUJNFQFSJPE JOGBOUNPSUBMJUZ
XBTTJHOJmDBOUMZIJHIFSGPSBMMUIPTFXIPIBE
JOBEFRVBUFQSFOBUBMDBSF

*ODSFBTFJNNVOJ[BUJPOSBUFTBNPOH
ZFBSPMEDIJMESFOUPQFSDFOUCZUIF
ZFBS

t 'SPNUP JNNVOJ[BUJPODPWFSBHFGPS
ZFBSPMETGPSUIF%151 ..3 BOE)JCWBDDJOFT
XBTGBJSMZDPOTJTUFOU BOEXBTHFOFSBMMZJOUIF
UPQFSDFOUSBOHF

%FWFMPQCFUUFSEBUBPOJNNVOJ[BUJPOPG"CPSJHJOBM
DIJMESFO

3FEVDF"CPSJHJOBMTNPLJOHSBUFTCZ
QFSDFOUQFSZFBSJOPSEFSUPMPXFSUIF
DVSSFOUTNPLJOHSBUFPGQFSDFOU

t -BUFTUBWBJMBCMFEBUBGSPNUIF$BOBEJBO
$PNNVOJUZ)FBMUI4VSWFZTIPXUIBUUIFTNPLJOH
SBUFBNPOHUIF"CPSJHJOBMQPQVMBUJPOXBT
QFSDFOU DPNQBSFEUPQFSDFOUGPSPUIFS
SFTJEFOUT

3FEVDFUIFHBQJOTNPLJOHSBUFTCFUXFFO4UBUVT
*OEJBOTBOEPUIFSSFTJEFOUTCZQFSDFOUCZ

3FEVDF4UBUVT*OEJBOEFBUISBUFTEVFUP
)*7"*%4UPUIFoBWFSBHFSBUF
PGQFS CZ FõFDUJWFMZ
IBMUJOHUIFXPSTFOJOHUSFOE UIF
SBUFXBTQFS  

t %FBUITEVFUP)*7EJTFBTFGPSUIF4UBUVT*OEJBO
QPQVMBUJPOIBWFNPSFUIBOEPVCMFETJODF
QFS JOUPQFS JO 
XIJMFUIFSBUFGPSPUIFSSFTJEFOUTIBTEFDSFBTFE
TJHOJmDBOUMZJOUIFTBNFUJNFQFSJPE QFS
 QPQVMBUJPOJOUPQFS JO
 

3FEVDFUIFHBQJOEFBUISBUFTEVFUP)*7"*%4
CFUXFFO4UBUVT*OEJBOTBOEPUIFSSFTJEFOUTBOE
NBLF)*7"*%4QSFWFOUJPOBQSJPSJUZ

t 3FEVDFQPTUOFPOBUBMEFBUIT UISPVHIJOJUJBUJWFT
TVDIBTJNQSPWJOHLOPXMFEHFBSPVOEQSFWFOUJOH
TVEEFOJOGBOUEFBUITZOESPNF
t %FDSFBTFTVCTUBODFVTFEVSJOHQSFHOBODZo'SPN
UP 4UBUVT*OEJBONPUIFSTIBEBIJHIFS
QFSDFOUBHFPGTVCTUBODFVTFEVSJOHQSFHOBODZ
UIBOPUIFSXPNFO*OGBOUNPSUBMJUZSBUFTXFSF
IJHIFSGPS4UBUVT*OEJBONPUIFSTXIPJOEJDBUFE
TNPLJOH BMDPIPM PSESVHVTFEVSJOHQSFHOBODZ 
DPNQBSFEUPUIPTFXIPEJEOPU
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$IBQUFS3FDPNNFOEBUJPOT

5BSHFUTJO

"DIJFWFNFOUTUP%BUF CBTFEPOMBUFTUEBUB

8IBUOFFETUPCFEPOF

t 5IFPWFSBMMSBUFGPSFYUFSOBMDBVTFTPGEFBUIGPS
4UBUVT*OEJBOTGPSo ZFBSBHHSFHBUF 
XBTQFS 'SPNoUPo
 UIFSFIBTCFFOBEFDSFBTFPGQFSDFOU

$POUJOVFUPSFEVDFUIFHBQJOEFBUISBUFTEVF
UPFYUFSOBMDBVTFTPGEFBUICFUXFFOUIFUXP
QPQVMBUJPOT

*NQSPWF"CPSJHJOBMXPNFOT1BQTNFBSBOE
TDSFFOJOHNBNNPHSBQIZQBSUJDJQBUJPOUPB
SBUFFRVBMUPPUIFSXPNFO TQFDJmDUBSHFUTUP
CFTFUPODFJOGPSNBUJPOTZTUFNTBSFJOQMBDFUP
BMMPXJNQSPWFNFOUTUPCFUSBDLFE 

t "#$$BODFS"HFODZTUVEZJOWPMWFENBUDIJOH
SFDPSETJOUIF1BQTNFBSSFHJTUSZBHBJOTUCBOE
NFNCFSTIJQMJTUT0OMZIBMGPG'JSTU/BUJPOT
XPNFO BHFUP IBEB1BQUFTUXJUIJO
UIFMBTUUISFFZFBST XIJMFUIFmHVSFGPSUIF#$
QPQVMBUJPOPWFSBMMXBTQFSDFOU
t 'PSUIFoUJNFQFSJPE BHFTUBOEBSEJ[FE
NPSUBMJUZSBUFT "4.3T GPSDFSWJDBMDBODFSXFSF
BOEQFS GPS4UBUVT*OEJBOTBOEPUIFS
SFTJEFOUTSFTQFDUJWFMZ5IFSBUFIBTOPUDIBOHFE
TJHOJmDBOUMZTJODFo"MUIPVHIUIF
"4.3TGPSCPUIQPQVMBUJPOTBSFOFBSMZUIFTBNF 
PWFSUISFFUJNFTNPSF4UBUVT*OEJBOXPNFOEJFPG
DFSWJDBMDBODFSCFGPSFBHFDPNQBSFEUPPUIFS
XPNFO

$POUJOVFUPJNQSPWF"CPSJHJOBMXPNFOT
1BQTNFBSBOETDSFFOJOHNBNNPHSBQIZ
QBSUJDJQBUJPOUPBSBUFFRVBMUPPUIFSXPNFO

%FDSFBTF4UBUVT*OEJBOQSFWFOUBCMFBENJTTJPOT
UPIPTQJUBMCZQFSDFOUGSPNUIFo
CBTFMJOF DBTFTQFS  CZ

t 5IFSBUFPG4UBUVT*OEJBOQSFWFOUBCMFBENJTTJPOT
GPS ZFBSBHHSFHBUF 
XBTQFS 'SPNUP
 UIFSFIBTCFFOBEFDSFBTFPGQFS
DFOUJOQSFWFOUBCMFBENJTTJPOTGPS4UBUVT*OEJBO
QPQVMBUJPO

8PSLUPSFEVDFUIFHBQCFUXFFO4UBUVT*OEJBOT
BOEPUIFSSFTJEFOUTJOUIFSBUFPGQSFWFOUBCMF
BENJTTJPOTUPIPTQJUBMCZBDIJFWJOHFRVBMSBUFT
JO

t *O QFSDFOUPG4UBUVT*OEJBO
NFOUBMIFBMUIQBUJFOUTSFDFJWFEDPNNVOJUZ
GPMMPXVQGPSNFOUBMIFBMUIDPOEJUJPOTPODFUIFZ
IBECFFOEJTDIBSHFEGSPNUIFIPTQJUBMGPS
EBZT DPNQBSFEUPQFSDFOUPGPUIFSSFTJEFOU
QBUJFOUT4JODF UIFSFIBTCFFOB
HSBEVBMBOETUFBEZJODSFBTFPGBMNPTU
QFSDFOUGPS4UBUVT*OEJBOTBOEQFSDFOUGPS
PUIFSSFTJEFOUTJODPNNVOJUZGPMMPXVQDBSF

$POUJOVFUPJNQSPWFUIFDBSFGPSNFOUBMIFBMUI
QBUJFOUTBOESFEVDFUIFHBQCFUXFFO4UBUVT
*OEJBOTBOEPUIFSSFTJEFOUTJODPNNVOJUZ
GPMMPXVQDBSF

3FEVDFUIF4UBUVT*OEJBOJOKVSZEFBUISBUF
CZQFSDFOUGSPNUIFoCBTFMJOF
QFS  CZ
4UBUVT*OEJBO*OKVSZEFBUISBUFGPS
ZFBSBHHSFHBUF XBTQFS 

5IFSBUFPG4UBUVT*OEJBOQSFWFOUBCMF
BENJTTJPOTGPS ZFBS
BHHSFHBUF XBTQFS 
*NQSPWFDPOUJOVJUZPGDBSFGPSNFOUBMIFBMUI
QBUJFOUTCZQFSDFOUQFSZFBS GSPNUIF
CBTFMJOFPGQFSDFOUJOo BT
NFBTVSFECZUIFQSPQPSUJPOPGUIF4UBUVT
*OEJBOQPQVMBUJPOIPTQJUBMJ[FEGPSBNFOUBM
IFBMUIEJBHOPTJTXIPSFDFJWFDPNNVOJUZ
GPMMPXVQXJUIJOEBZTPGEJTDIBSHF

5

The “injury death rate” as referenced in the 2001 annual report is called “external causes of death” in this report.

6

For comparative purposes, 5-year aggregate rates based on the latest available death data are used.

7

For comparative purposes, 5-year aggregate rates based on the latest available hospitalization data are used
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8IBUIBTCFFOEPOFTJODF
In March 2005, the Province of British Columbia and First
Nations leaders agreed to enter into a New Relationship
guided by principles of trust, recognition, and respect for
Aboriginal rights and title.
In November 2005, the Province of British Columbia, the
First Nations Leadership Council, and the Government of
Canada signed the Transformative Change Accord, which
identiﬁed general actions to close the gaps in education,
health, housing, and economic opportunities for First Nations
peoples over the next ten years. Building on the Accord, a
bilateral First Nations Health Plan was developed and released
in November 2006. This plan identiﬁed 29 speciﬁc actions
in 4 areas, with 7 key targets, to close the gap and improve
the health of the First Nations population in BC. In June
2007, the Province, the First Nations Leadership Council,
and the Government of Canada signed the Tripartite First
Nations Health Plan, formally committing Health Canada
to the bilateral plan and adding new tripartite governance
requirements.

The Tripartite Plan is an enabling document that allows the
federal, provincial, and First Nations partners to develop,
test, and implement new priorities, structures, and processes
over time. It recognizes the fundamental importance of
community solutions and approaches and that cultural
knowledge and traditional health practices and medicines will
be respected as integral to the well-being of First Nations. The
Tripartite Plan is based on the four key principles: respect and
recognition; commitment to action; nurture the relationship;
and transparency. The implementation of the commitments
is ongoing and is being coordinated in partnership with the
province, the First Nations Health Council, Health Canada,
and health authorities. Upcoming negotiations between the
province, First Nations, and the federal government will focus
on the transfer of First Nations and Inuit Health programs and
services to the First Nations Health Governing Body.
On May 12, 2006, the Province of British Columbia and
the Métis Nation British Columbia signed the Métis Nation
Relationship Accord. The Accord complements an existing
2003 agreement, signed between the Province of BC, the
Government of Canada, and the Métis Provincial Council, to
address Métis socio-economic challenges.
The following table lists the indicators and targets for the First
Nations Health Plan.
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'JSTU/BUJPOT)FBMUI1MBO1FSGPSNBODF*OEJDBUPST
*OEJDBUPSBOE#BTFMJOF 
.FBTVSFJO
-JGF&YQFDUBODZ
4UBUVT*OEJBOTOFBSMZZST
0UIFS3FTJEFOUTZST





"HF4UBOEBSEJ[FE.PSUBMJUZ3BUF
EFBUITEVFUPBMMDBVTFT 
"4.3UJNFTHSFBUFSGPS
4UBUVT*OEJBOTUIBOGPSPUIFS
SFTJEFOUT


4UBUVT*OEJBO:PVUI4VJDJEF3BUF
4UBUVT*OEJBOZPVUITVJDJEFT
BQQSPYJNBUFMZUJNFTIJHIFS
UIBOGPSPUIFSZPVUI

*OGBOU.PSUBMJUZ3BUF
4UBUVT*OEJBOT 
0UIFS3FTJEFOUT 


1SFWBMFODFPG%JBCFUFT
4UBUVT*OEJBOT
0UIFS3FTJEFOUT




$IJMEIPPE0CFTJUZ


1SBDUJDJOH $FSUJmFE'JSTU/BUJPOT
)FBMUI$BSF1SPGFTTJPOBMT

5BSHFUCZ

#BTFMJOF.FBTVSF  

3FEVDUJPOJO(BQ
4JODF

%FDSFBTFUIFHBQJOMJGFFYQFDUBODZ
CFUXFFO4UBUVT*OEJBOTBOEPUIFS
#SJUJTI$PMVNCJBOTCZQFSDFOUUP
MFTTUIBOZFBSTEJõFSFODF

4UBUVT*OEJBOTZST
0UIFS3FTJEFOUTZST
CBTFEPOmWFZFBSBHHSFHBUFEBUB
o 




4UBUVT*OEJBOT 
0UIFS3FTJEFOUT 
CBTFEPOmWFZFBSBHHSFHBUFEBUB
o

4UBUVT*OEJBOTZST
0UIFS3FTJEFOUTZST
CBTFEPOmWFZFBSBHHSFHBUFEBUB
o 

(BQ


4UBUVT*OEJBOT 
0UIFS3FTJEFOUT 
CBTFEPOmWFZFBSBHHSFHBUFEBUB
o 

(BQ

4UBUVT*OEJBOT 
0UIFS3FTJEFOUT 
CBTFEPOUISFFZFBSBHHSFHBUFEBUB
o 

(BQ

4UBUVT*OEJBOJOGBOUTEJFJOUIFJSmSTU
ZFBSPWFSUJNFTNPSFPGUFOUIBO
PUIFSJOGBOUT
CBTFEPOmWFZFBSBHHSFHBUFEBUB
o 

4UBUVT*OEJBOT 
0UIFS3FTJEFOUT 

3FEVDFUIFHBQJONPSUBMJUZSBUFT
CFUXFFO4UBUVT*OEJBOTBOEPUIFS
#SJUJTI$PMVNCJBOTCZQFSDFOU

3FEVDFUIFHBQJOZPVUITVJDJEFSBUFT
CFUXFFO4UBUVT*OEJBOTBOEPUIFS
#SJUJTI$PMVNCJBOTCZQFSDFOU

3FEVDFUIFHBQJOJOGBOUNPSUBMJUZ
CFUXFFO'JSTU/BUJPOTBOEPUIFS
#SJUJTI$PMVNCJBOTCZQFSDFOU

3FEVDFUIFHBQJOUIFQSFWBMFODFPG
EJBCFUFTCFUXFFO'JSTU/BUJPOTBOE
PUIFS#SJUJTI$PMVNCJBOTCZQFS
DFOU

/PUZFUBWBJMBCMF
/PUZFUBWBJMBCMF


4UBUVT*OEJBOT 
0UIFS3FTJEFOUT 
CBTFEPOUISFFZFBSBHHSFHBUFEBUB
o 


4UBUVT*OEJBOT 
0UIFS3FTJEFOUT 
CBTFEPOmWFZFBSBHHSFHBUFEBUB
o



4UBUVT*OEJBOT
0UIFS3FTJEFOUT
EBUB 




/PUZFUBWBJMBCMF


/PUZFUBWBJMBCMF

(BQ


4UBUVT*OEJBOT
0UIFS3FTJEFOUT
 

(BQ


/PUZFUBWBJMBCMF


/PUZFUBWBJMBCMF

%BUBPCUBJOFEGSPN5IF5SBOTGPSNBUJWF$IBOHF"DDPSE'JSTU/BUJPOT)FBMUI1MBO 
%BUBPCUBJOFEGSPNUIJT1SPWJODJBM)FBMUI0öDFST"OOVBM3FQPSU
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3FDPNNFOEBUJPOTGSPN$VSSFOU
3FQPSU
%FUFSNJOBOUTPG)FBMUI
Individuals and families can:

• Ensure that effective, culturally appropriate programs are
in place to support those who have suffered abuse.
• Encourage participatory research to gain a more clear
understanding of the relationship between socioeconomic conditions and the health of Aboriginal
communities.

• Actively oppose racism.
• Find out more about self-governance and other selfdetermination issues.
Aboriginal communities and organizations can:
• Work together to overcome disadvantages of small
community size, for example, they can form institutional
cooperatives to achieve economies of scale.
Employers can:
• Examine hiring practices to ensure equality of
opportunity.
Schools can:
• Provide strategies that will incorporate the factors that
are linked to success in school. These factors ﬁt into six
categories: Leadership, school climate, staff, funding and
resources, community, and programs.
Governments and communities can:
• Continue to honour and support principles in the First
Nations Health Plan.
• Facilitate the removal of structural impediments to
economic development in First Nations communities.
• Set clear, measurable goals for employment, income,
and education levels of Aboriginal people equal to those
within the general population, along with methods for
public reporting of results.
• Support efforts by Aboriginal people to achieve selfdetermination and a collective sense of control over their
futures, in both on- and off-reserve communities.
• Invest in adult education opportunities, skills upgrading,
training, job preparation, ﬁnancial assistance for ﬁnding
work and work clothing, child care, and stable, affordable
housing.

)FBMUIZ#FHJOOJOHT1SFHOBODZ *OGBOUT BOE
$IJMESFO
The health system can:
• Work with Aboriginal communities to develop culturally
appropriate reproductive care programs, including better
prenatal access, outreach, and nutrition programs for
mothers and infants.
• Continue to monitor the birth weights of Status Indian
infants, to better understand the factors that affect it.
• Develop better methods for preventing, diagnosing,
and tracking the occurrence of fetal alcohol spectrum
disorder.
• Support Aboriginal communities in motivating community
members to reduce tobacco misuse.
• Develop culturally sensitive and supportive programs to
address the root cause of alcohol and substance use and
to help achieve better health outcomes for mothers and
their infants.
• Continue to promote awareness of how to prevent
sudden infant death syndrome.
• Continue to improve immunization coverage.
• Promote car safety including appropriate child seats.
Government and community organizations can:
• Tackle the larger issues that affect children’s health
and development: Poverty, food security, and social
conditions.
• Implement community programs (such as the Four Pillars
Approach in Vancouver) to prevent, treat, and reduce
harms from substance abuse, with a focus on culturally
based services speciﬁc to the Aboriginal population.
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%JTFBTFBOE*OKVSJFT
The health and social services systems can:
• Work on Aboriginal control, planning, governance, and
delivery of services (especially primary care services) and
enhance these services in ways that meet the needs of
Aboriginal people, in order to reduce the gap in medically
treatable and other diseases.
• Develop services to assist Aboriginal people with chronic
illnesses and disability-related activity limitations.
• Work with communities to develop prevention programs
for diabetes in order to improve treatment outcomes.
• Continue to improve data collection systems, in order to
get comparative regional data about the occurrence of
diabetes, arthritis, and other chronic conditions in the
Aboriginal population.
• Expand arthritis services to include all health professionals
important in arthritis care (e.g., physiotherapists,
occupational therapists) and provide these services to the
areas of the province where care is needed.
• Develop a priority system for surgical intervention for
Aboriginal people with severe arthritis to reduce surgical
wait times.
• In consultation with Aboriginal communities, develop
and deliver education programs to heighten awareness of
arthritis, osteoporosis, exercise, weight control, and injury
prevention. Expand prevention and treatment for alcohol
and substance misuse.
• Focus on underlying factors that lead to illness, such as
poverty, family distress, child abuse, inadequate housing,
and untreated mental illness.
• Increase awareness and promotion of HIV disease
prevention and develop more treatment options and
increase uptake of HAART among Aboriginal patients.
• Collaborate with Aboriginal groups to review external
causes of death data (e.g., motor vehicle accidental deaths
and other injury deaths) and develop local strategies to
reduce these causes of death in each community.



• Continue to develop a coordinated response to the health
and social problems faced by injection drug users.
• Create a provincial Aboriginal mental health and wellness
plan. One pillar of the plan would focus on vulnerable
communities and youth suicide prevention.

1IZTJDBM&OWJSPONFOU
Individuals and families can:
• Maintain a smoke-free home, and encourage others to do
so.
• Use newer, less polluting, wood-burning stoves.
The health system can:
• Engage with Aboriginal organizations to actively improve
on-reserve housing.
• Work with First Nations to ensure that housing conditions
on-reserve are regularly monitored and tracked so that
deﬁciencies may be addressed.
• Develop ways to monitor indoor air quality and study
the health effects resulting from second-hand smoke,
inadequate heating, and moisture control.
• Continue to provide training and certiﬁcation for water
system operators and make this mandatory, with subsidies
to enable participation. Undertake monitoring to make
sure water systems are adequately maintained and that
they are providing health beneﬁts.
Governments can:
• Support Aboriginal communities to identify and address
local housing needs; e.g., by supporting loan funds
operated by First Nations organizations or by offering
courses on technical or administrative subjects.
• Work with First Nations, on a priority basis, to make
continued improvements to drinking water systems onreserve.
• Encourage research and public discussion about
environmental risks and the options for managing them,
using both traditional and scientiﬁc knowledge.

1BUIXBZTUP)FBMUIBOE)FBMJOHtOE3FQPSUPOUIF)FBMUIBOE8FMMCFJOHPG"CPSJHJOBM1FPQMFJO#SJUJTI$PMVNCJB

$IBQUFS3FDPNNFOEBUJPOT

• Encourage public reporting on the impact of human
activities on ﬁsh stocks, forest areas, mineral supplies, and
other natural resources.
• Conduct surveillance of contaminants in food safety.
• Support capacity building initiatives to address knowledge
gaps in home maintenance and ﬁnancial management.
• Ensure easy access to housing resources and information
through expanded broadband connectivity.

)FBMUI4FSWJDFT
First Nations communities can:
• Participate in health governance structures and planning
processes.
• Work towards increasing the participation of Aboriginal
women in prevention and screening programs, such as
Pap tests and screening mammography.
The health system can:
• Work with the Aboriginal community to develop
performance expectations for Aboriginal health. Include
performance measures and targets in health authority
service plans.

The College of Physicians and Surgeons can:
• Continue to monitor professional prescribing practices
and deal with those professionals who are inappropriately
prescribing medication.
Government can:
• Work from the principle that Aboriginal people, like all
British Columbians, have the right to receive services that
will help them achieve and maintain good health and wellbeing. Jurisdictional issues should not negatively impact
the delivery of health services.
• Continue to work on plans for routine record linkage
to identify Status Indian records in health databases
(e.g., hospital morbidity, physician claims, mental health
database, BC Cancer Registry, BC Centre for Disease
Control).

8IBUNPSFOFFETUPEPOF
• Commit to making self-determination for the Aboriginal
population in the province a reality.
• Examine and review systemic barriers to economic
development and make it a priority.

• Make a comprehensive effort to respond to mental health
problems and trauma in Aboriginal communities.

• Continue to improve the socio-economic status of the
Aboriginal population by creating more educational and
job opportunities.

• Work with Aboriginal communities to increase the uptake
of breast cancer screening and Pap tests by Aboriginal
women.

• Focus on implementing demonstrated best practices so
that Aboriginal children can fully beneﬁt from educational
opportunities.

• Encourage Aboriginal involvement in describing and
capturing evidence about what works to promote health,
treat illness, and care for the vulnerable. Support the use
of traditional healing in conjunction with other primary
health services.

• Improve housing and the physical environment for the
Aboriginal population.
• Continue to work on Aboriginal health plans for health
authorities.
• Recommit to achieving stated goals.
• Make issues underlying HIV/AIDS a priority.
• Create a provincial Aboriginal Mental Health and Wellness
Plan.
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'FEFSBM#VEHFU)JHIMJHIUT
*OJUTCVEHFU UIFGFEFSBMHPWFSONFOUDPNNJUUFEUPJOWFTUJOHBOFYUSBCJMMJPOPWFSUIFOFYUUXPZFBSTUPBEESFTT
"CPSJHJOBMQSJPSJUZJTTVFT NPTUPGJUUBSHFUFEUPUIFPOSFTFSWFQPQVMBUJPO#VEHFUJUFNTDPWFSFEBXJEFSBOHFPGDPODFSOTJODMVEJOH
t NJMMJPOPWFSUIFOFYUUXPZFBSTUPJNQSPWFIFBMUIPVUDPNFTGPS'JSTU/BUJPOTBOE*OVJUJOEJWJEVBMTCZTUSFOHUIFOJOHDVSSFOU
QSPHSBNT /PO*OTVSFE)FBMUI#FOFmUTBOEQSJNBSZDBSFTFSWJDFT BOETVQQPSUJOHHSFBUFSJOUFHSBUJPOXJUIQSPWJODJBMIFBMUI
TZTUFNT
t NJMMJPOPWFSUIFOFYUUXPZFBSTUPFYUFOEQBSUOFSTIJQTXJUIQSPWJODFTUPGVSUIFSJNQSPWFDIJMEBOEGBNJMZTFSWJDFTPOSFTFSWFT
t NJMMJPOPWFSUXPZFBSTUPBEESFTTPOSFTFSWFIPVTJOHJTTVFTUISPVHIDPOTUSVDUJPOPGOFXTPDJBMIPVTJOHQSPKFDUT SFNFEJBUJPO
PGFYJTUJOHTPDJBMIPVTJOHTUPDL BOEDPNQMFNFOUBSZBDUJWJUJFT TVDIBTMPUTFSWJDJOH
t NJMMJPOPWFSUXPZFBSTGPSiSFBEZUPHPw'JSTU/BUJPOTQSPKFDUTJOUISFFQSJPSJUZBSFBT4DIPPMT XBUFS BOEDSJUJDBMDPNNVOJUZ
TFSWJDFT TVDIBTIFBMUIBOEQPMJDJOH.PSFUIBOOFXQSPKFDUTBOEBQQSPYJNBUFMZSFNFEJBUJPOQSPKFDUTBSFFYQFDUFEUPCF
DPNQMFUFEPWFSUIFOFYUUXPZFBST
t NJMMJPOPWFSUISFFZFBSTUPTVQQPSUUIF"CPSJHJOBMTLJMMT USBJOJOH BOEFNQMPZNFOUQBSUOFSTIJQQSPHSBNTUPJNQSPWFMBCPVS
NBSLFUPVUDPNFTGPS"CPSJHJOBMQFPQMFT
4PVSDFT$VSSZ %FQBSUNFOUPG'JOBODF$BOBEB 
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5FDIOJDBM5FSNT .FUIPET 
BOE4UBUJTUJDBM$PNQVUBUJPOT
"HF4UBOEBSEJ[BUJPO
Age standardization is a method of calculation that adjusts a
statistical measure for differences in the age/gender structures
between populations. With standardized measures, more
meaningful comparisons can be made between genders,
different time periods, or geographic areas, because the agestandardized statistic is calculated as if all populations had the
same age/gender population distribution.

Incidence is calculated as: (total number of people with a case
date for the disease or condition in the current ﬁscal year) ÷
(total population count for the current ﬁscal year without the
disease or condition minus previously prevalent cases).
The denominator uses the count for the entire year rather
than the mid-year estimate. It includes persons who
migrate or die during the year, since they are included in
the numerator. Age-standardizing adjusts for differences in
population age structure over time.

"HF4UBOEBSEJ[FE.PSUBMJUZ3BUF "4.3
A summary of age-adjusted death rates by age and gender,
which have been standardized to a “standard” population
(1991 Canada Census) for the purpose of rate comparisons
between genders, different time periods, or different
geographic locations. The ASMR is the theoretical number of
deaths that would occur per 10,000 population, if the speciﬁc
population had the same age structure as the standard
population.

*ODJEFODF
Incidence is the number or rate of new cases of a disease or
condition occurring each year in the population. New cases
arise sporadically and create volatility in the rates for small
populations, so a ﬁve-year period is used to smooth out the
ﬂuctuation in the age-speciﬁc rates.

1SFWBMFODF
Prevalence is the number or rate of cases of a disease or
condition existing within a population during the ﬁscal year
(April 1–March 31).
Prevalence is calculated as: (total number of people with a
disease/condition case date prior to and including March 31
of the current ﬁscal year) ÷ (total population count for the
current ﬁscal year).
The denominator uses the count of persons for the entire
year rather than the mid-year estimate. It includes persons
who migrate or die during the year, since they are included
in the numerator. Age-standardizing adjusts for differences in
population age structure over time.

1PUFOUJBM:FBSTPG-JGF-PTU 1:-The number of years of life lost when a person dies before a
speciﬁed age (75 years).
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4UBOEBSE1PQVMBUJPO

4UBUJTUJDBM$PNQVUBUJPOT

A reference population of known age distribution used in the
calculation of standardized indicators, in order to adjust for
variations in population age structures in different geographic
areas or time periods. For Standard Mortality Ratios and
Potential Years of Life Lost calculations the standard
population is the British Columbia population for the year(s)
concerned. The 1991 Canadian Census is used as the standard
population in the calculation of ASMR and PYLL Standardized
Rate.

The following provides the reader with computational
examples of how various measures are calculated. In the
examples, Local Health Areas (LHAs) have been employed
as the geographic unit of analysis. All data shown in the
examples are hypothetical.
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"HF4UBOEBSEJ[FE*ODJEFODF3BUFT
Let ƨJ denote the summation over the range of age groups of interest. Let QJ denote population of the standard population (1991
Canada Census) and deﬁne XJQJƨJQJ, which is the proportion of the standard population implied by the symbol ƨJ , then 13
represents the age-standardized prevalence rate for that age group and is deﬁned below:

*3KƨJXJ*3JKƨJXJ*JK1:JK
WBS<*3K>ƨJXJWBS<*3JK>ƨJXJ*JK1:JK
-PXFS#PVOEWBS<*3K> JOWHBNNB B *3KWBS<*3K> *3K
6QQFS#PVOEWBS<*3K> JOWHBNNB B *3KWBS<*3K>  *3K

"HF4UBOEBSEJ[FE1SFWBMFODF3BUFT
Let ƨJ denote the summation over the range of age groups of interest. Let QJ denote population of the standard population (1991
Canada Census) and deﬁne XJQJƨJQJ , which is the proportion of the standard population implied by the symbol ƨJ , then 13
represents the age-standardized prevalence rate for that age group and is deﬁned below:

13ƨJXJ13JƨJXJ1J/J
WBS<13>ƨJXJWBS<13J>ƨJXJ1J/J
-PXFS#PVOEWBS<13> JOWHBNNB B 13WBS<13> 13
6QQFS#PVOEWBS<13> JOWHBNNB B 13WBS<13>  13
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.BZOPUBEEVQUPEVFUPSBOEPNSPVOEJOHBOEQPTTJCMFEBUBTVQQSFTTJPO      

/PUB3FHJTUFSFE*OEJBO $PVOU                                             

/PUB3FHJTUFSFE*OEJBO %JTUS                                           

3FHJTUFSFE*OEJBO $PVOU                                                 

3FHJTUFSFE*OEJBO %JTUS                                             

"CPSJHJOBMSFTQPOTFTOPUJODMVEFEFMTFXIFSF $PVOU                                            

"CPSJHJOBMSFTQPOTFTOPUJODMVEFEFMTFXIFSF %JTUS                                     

"CPSJHJOBMNVMUJQMFSFTQPOTFT $PVOU                                          

"CPSJHJOBMNVMUJQMFSFTQPOTFT %JTUS                                       

*OVJU $FOTVT $PVOU                                           

*OVJU $FOTVT %JTUS                                              

.ÏUJT $FOTVT $PVOU                                                   

.ÏUJT $FOTVT %JTUS                                           

/PSUI"NFSJDBO*OEJBO4JOHMFSFTQPOTFT $PVOU                                        

/PSUI"NFSJDBO*OEJBO4JOHMFSFTQPOTFT %JTUS                                    

0õSFTFSWF"CPSJHJOBM $PVOU                                                

0õSFTFSWF"CPSJHJOBM %JTUS                                          

0OSFTFSWF"CPSJHJOBM $PVOU                                                

0OSFTFSWF"CPSJHJOBM %JTUS                                          

"CPSJHJOBMJEFOUJUZ $PVOU                                               

"CPSJHJOBMJEFOUJUZ %JTUS                                            

"CPSJHJOBMJEFOUJUZBTQSPQPSUJPOPGSFHJPOTQPQVMBUJPO                                

5PUBMQPQVMBUJPOCZ"CPSJHJOBMBOEOPO"CPSJHJOBMJEFOUJUZ $PVOU                                   

5PUBMQPQVMBUJPOCZ"CPSJHJOBMBOEOPO"CPSJHJOBMJEFOUJUZ %JTUS

1PQVMBUJPO        

)FBMUI*OEJDBUPST
3FHJPOBM%BUB 

*OEJDBUPSTGPS%FUFSNJOBOUTPG)FBMUIo)FBMUI"VUIPSJUJFT

"QQFOEJY#*OEJDBUPS%BUB5BCMFT

*OUFSJPS

'SBTFS

7BODPVWFS
$PBTUBM

7BODPVWFS
*TMBOE

/PSUIFSO
#SJUJTI
$PMVNCJB

5PUBM"CPSJHJOBM1PQVMBUJPO $FOTVT                                    

"CPSJHJOBM'FNBMFT $FOTVT                                       

"CPSJHJOBM.BMFT $FOTVT                                       

5PUBM"CPSJHJOBM $FOTVT                                         

"CPSJHJOBM'FNBMFT $FOTVT                                        

"CPSJHJOBM.BMFT $FOTVT                                       

6OFNQMPZNFOU3BUF      

&BSOFEEPDUPSBUF                                             

.BTUFSTEFHSFF                                               

%FHSFFJONFEJDJOF EFOUJTUSZ WFUFSJOBSZNFEJDJOF PSPQUPNFUSZ                             

6OJWFSTJUZDFSUJmDBUFPSEJQMPNBBCPWFCBDIFMPSMFWFM                                 

#BDIFMPSTEFHSFF                                             

6OJWFSTJUZDFSUJmDBUFPSEFHSFF                                         

6OJWFSTJUZDFSUJmDBUFPSEJQMPNBCFMPXCBDIFMPSMFWFM                                 

6OJWFSTJUZDFSUJmDBUF EJQMPNB PSEFHSFF                                     

$PMMFHF $&(&1 PSPUIFSOPOVOJWFSTJUZDFSUJmDBUFPSEJQMPNB                               

"QQSFOUJDFTIJQPSUSBEFTDFSUJmDBUFPSEJQMPNB                                   

)JHITDIPPMDFSUJmDBUFPSFRVJWBMFOU                                      

$FSUJmDBUF EJQMPNB PSEFHSFF                                           

/PDFSUJmDBUF EJQMPNB PSEFHSFF                                         

&EVDBUJPOBM"UUBJONFOUGPS"CPSJHJOBM1FPQMF       

)FBMUI*OEJDBUPST
3FHJPOBM%BUB 

*OEJDBUPSTGPS%FUFSNJOBOUTPG)FBMUIo)FBMUI"VUIPSJUJFT $POUJOVFE

"QQFOEJY#*OEJDBUPS%BUB5BCMFT
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"CPSJHJOBM$*$BTPGUPUBM#$"CPSJHJOBMQPQVMBUJPO ZFBST                              

1FSDFOUBHFPGBMM$*$BTPGUPUBMQPQVMBUJPO ZFBST JOSFHJPO                             

/PO"CPSJHJOBM$*$BTPGOPO"CPSJHJOBMQPQVMBUJPO ZFBST JOSFHJPO                        

"CPSJHJOBM$*$BTPG"CPSJHJOBMQPQVMBUJPO ZFBST JOSFHJPO                            

/VNCFSPGDIJMESFOJODBSF                                               

/PO"CPSJHJOBM$*$BTQSPQPSUJPOPGBMMDIJMESFOJODBSF                                 

"CPSJHJOBM$*$BTQSPQPSUJPOPGBMMDIJMESFOJODBSF                                   

$IJMESFOJO$BSF $*$       

5PUBM"CPSJHOBM1PQVMBUJPO $FOTVT                                     

"CPSJHJOBM'FNBMFT $FOTVT                                        

"CPSJHJOBM.BMFT $FOTVT                                        
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5PUBM"CPSJHJOBM $FOTVT                                      
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"CPSJHJOBM.BMFT $FOTVT                                       
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"CPSJHJOBM'FNBMFT $FOTVT                                       

       








/PUFTBOE4PVSDFT

*OUFSJPS

"CPSJHJOBM.BMFT $FOTVT                                      

-BCPVS'PSDF1BSUJDJQBUJPO3BUF       

)FBMUI*OEJDBUPST
3FHJPOBM%BUB 

*OEJDBUPSTGPS%FUFSNJOBOUTPG)FBMUIo)FBMUI"VUIPSJUJFT $POUJOVFE

"QQFOEJY#*OEJDBUPS%BUB5BCMFT


,PPUFOBZ
#PVOEBSZ

&BTU,PPUFOBZ

#SJUJTI
$PMVNCJB

/PSUIFBTU

/PSUIFSO
*OUFSJPS

/PSUIXFTU

/PSUI
7BODPVWFS*TMBOE

$FOUSBM
7BODPVWFS*TMBOE

4PVUI
7BODPVWFS*TMBOE

/PSUI4IPSF
$PBTU(BSJCBMEJ

7BODPVWFS

3JDINPOE

'SBTFS4PVUI

'SBTFS/PSUI

'SBTFS&BTU

0LBOBHBO

1BUIXBZTUP)FBMUIBOE)FBMJOHtOE3FQPSUPOUIF)FBMUIBOE8FMMCFJOHPG"CPSJHJOBM1FPQMFJO#SJUJTI$PMVNCJB





 .BZOPUBEEVQUPEVFUPSBOEPNSPVOEJOHBOEQPTTJCMFEBUBTVQQSFTTJPO                   
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/PUB3FHJTUFSFE*OEJBO %JTUS                                                         
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"CPSJHJOBMSFTQPOTFTOPUJODMVEFEFMTFXIFSF $PVOU                                                     
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/PSUI"NFSJDBO*OEJBO4JOHMFSFTQPOTFT $PVOU                                            

/PSUI"NFSJDBO*OEJBO4JOHMFSFTQPOTFT %JTUS                                                  

0 õSFTFSWF $PVOU                                                    

0 õSFTFSWF %JTUS                                                             

0OSFTFSWF $PVOU                                                        

0OSFTFSWF %JTUS                                                          

"CPSJHJOBMJEFOUJUZ $PVOU                                                 

"CPSJHJOBMJEFOUJUZ %JTUS                                                            

"CPSJHJOBMJEFOUJUZBTQSPQPSUJPOPGSFHJPOTQPQVMBUJPO                                                 
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Health and Well-being of Aboriginal
People in British Columbia, The,
175, 191, 225

gay and lesbian, 63
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174–175, 224–226, 235, 237

government, responsibility for health
care, 174–177

First Nations Housing Memorandum of
Understanding, 161, 225

graduation rates, high school, 41–42
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Issues, 152
National Native Alcohol and Drug
Abuse Program, 174

P
pap tests, 177–178, 234, 239
Paralytic Shellﬁsh Poisoning (PSP), 170
parasitic diseases, 183
Peerless, Jean, 220
peptic ulcer, 141

National Occupancy Standards, 158

plant consumption, 114–115

New Relationship, 28, 29, 227

PM2.5, 165–166

Nicola Valley Institute of Technology,
54

pneumonia, 112, 162, 182

Nike Air Native N7, 118
Nisga’a, 1, 17

poisoning, accidental, 112, 143, 146
pollution, air, 162, 164–167

Nisga’a Valley Health Board, 174

polychlorinated biphenyls (PCBs) 114,
166, 170

Non-Insured Health Beneﬁts, 174

population, 10-12, 15

nutrition. See diet

characteristics of, 10–12
decline of aboriginal, 4
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distribution of, 21–22

prenatal care, 78–79, 91–92

growth rate, 12

preterm births, 81–82, 90

Métis Nation, 200–201

rates, 71

pre-contact, 1

substance use during, 80–81, 91

post-traumatic stress disorder, 5, 120

prenatal care, 78–79, 91–92

potential years of life lost (PYLL),
111–112, 241, 243

Prentice, Jim, Indian Affairs Minister,
10

potlatch, 3, 26, 28

prescription drugs, 187–190

poverty. See socio-economic status

prevention

Powley, Steve and Roddy, 202

infant tooth decay, 96

pre-contact

injury, 153, 175

culture, 3

mould, 163

economy, 26

SIDS, 87

education system, 5

Prime Minister Stephen Harper, 7–8

health, 3

prison, 62

population of BC, 1

prostate cancer, 140

settlement types, 2

provincial exams, 52–53

pregnancy

R
racism, 37–39, 56–57, 67, 70, 237

birth weight, 77, 82–83, 85, 89–90
fertility rates, 72
healthy diet during, 77
infant mortality, 9, 73–75, 78,
85–92, 162, 233
mother’s age, 75, 82–83, 85, 88

Raven’s Children, 64

establishment of, 5–10
ofﬁcial apology for, 7–8
and parenting ability, 70, 93
and suicide, 152
Residential School Settlement
Agreement, 10
residential school syndrome, 6
resource management, 2, 29–30
RespectED, 137
respiratory diseases, 165, 182, 190, 206
rights of Métis Nation, 212
R’Native Voice, 60
RoadHealth, 143
road improvement initiative, 143
Royal Commission on Aboriginal
Peoples, 5, 196, 224
Royal Commission on the Future of
Health Care in Canada, 195
Rural Aboriginal Maternity Care
Project, 84

Red River Cart, 202
Red River Valley, 215
Red Tide, 170
Registered Indian population, 12

mother’s weight, pre, 76–78, 91

registry, centralized, of Métis Nation,
202

outcome, by socio-economic
status, 73–75

residential schools

place of residence, 73

and distrust of current education
systems, 56

teen, 72, 88, 90

post-secondary education, 55, 214–216

Pre-Employment Floorman
(Roughneck) training, 211

and disruption of traditional
healing, 196

and children in provincial care, 59

S
safety of food, 114, 170, 239
schizophrenia, 182, 187, 207
school drop out rates, 42
school performance factors, 46
schools, high ranking, 46–47
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schools, residential. See residential
schools
Seabird Island First Nation Sustainable
Community Development Project,
161
seafood, 2, 114, 170
secondary school, 40, 214–216. See
also education
second-hand smoke, 64, 162–164, 190,
238
Secwepemc Cultural Education
Society, 7, 8
Secwepemc Injury Surveillance Project,
153
Secwepemc Nation, 55
self-esteem, 56–57, 92
self-determination, 29, 224, 225, 227
settlement types, pre-contact, 2
Seventh Generation Club, 42
sexual activity in youth, 63, 64
shelters, homeless, 160–161
Simon, Mary, Inuit Leader, 8
Simon Fraser University Kamloops, 55

T

education, 39–40,

tea, traditional, 115

for Métis Nation, 208

teen pregnancy, 72, 88, 90

and pregnancy, 73–75, 91

terra nullius, 28

and standard of living, 23–25,
157–170, 208, 225, 237

Those Who Help, 190

Songhees First Nation, 4, 227

Three Corners Health Services Society,
73

special needs, 61

tonsillitis, 162

St. Eugene Mission, 6

tooth decay, 93–96

standard of living. See socio-economic
status

trading

Statistics Canada, 15, 16
“Status Indian,” 13
Status Veriﬁcation File (SVF), 14, 15
Stewart, Phillip, Grand Chief, Union of
BC of Indian Chiefs, 8–9
stillbirth, 75, 162
street youth, 63
stroke, 122, 125, 126–128, 133, 184,
206
substance use. See drug use, alcohol
abuse
sudden infant death syndrome (SIDS),
73–75, 87, 88, 91, 162, 237

single parents, 38
smallpox epidemic, 4
smoke, second-hand, 64, 162–164, 190
smoking, 64, 233
during pregnancy, 80, 87, 91
socio-economic status, 28, 54–55, 93
and access to food, 63, 116
and dental health, 95



and disease, 113, 116–117, 177

pre-contact, 26–27
traditional foods, 2–3, 113–115, 170
traditional healing, 3, 115, 195–197
Transformative Change Accord, 9,
28–29
treatment for HIV, 148
tribal councils, 20
trichinella, 170
Tripartite First Nations Health Plan, 9,
14, 23, 153, 175–177, 224, 225, 226,
227, 228, 235
Truth and Reconciliation Commission,
10
tuberculosis, 146–147

suicide, 9, 64, 146, 149–152, 185, 190,
194, 213, 234
Surrounded by Cedar Child and Family
Services, 40
Survey of First Nations People Living
Off-Reserve, Métis, and Inuit, 16
Survey of First Nations People Living
On-Reserve, 16

U
unemployment rates, 32–35
Union of BC Indian Chiefs, 9, 20
United Native Nations, 20
Urban Native Youth Association
(UNYA), 65
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V
Vancouver Indian Centre Society, 20
varicella-zoster virus, 99
Victor M. Terry Award, 167
violence, 62, 63, 79
Vital Statistics Agency, 14, 15
vitamins and minerals, 114

W
Walking the Prevention Circle, 137
water, 29, 161, 167–169, 171, 238, 240
weather and air quality, 163, 165, 166
weight at birth, 77, 82–83, 85, 89–90
weight during pregnancy, 76–78,
91–92
Wilp Wilxo’oskwhl Nisga’a (WWNI), 17

Y
Young Wolves Lodge, 65
youth in custody, 62
youth issues, 63–65, 212–213
youth suicides, 63, 64, 150–151
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