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The Provincial Health Officer’s 2002 Annual Report details

progress towards achieving British Columbia’s health goals.

Established in 1997, these interlinked health goals are broad

statements of intent and aspiration. The indicators described in

this report provide tangible social, economic, environmental, and

health targets for focusing our collective efforts and improving

the health and well-being of B.C.’s citizens and communities.

The Provincial Health Officer’s 1999 Annual Report: The Health Of

British Columbians was the first report on the health goals and the

progress towards achieving them. This 2002 Annual Report

provides an update, tracking health trends into the 21st century

and further charting our progress in enhancing the health of

British Columbians.

For each health goal, indicators were chosen to measure progress.

Health indicators are also useful tools for setting direction and

improving accountability.

Over the last decade, many organizations have been establishing

health goals and indicators in order to measure health care

performance and highlight areas where more work needs to be

done. Health goals and indicators are now being used nationally

in all provinces in Canada and by the Canadian Institute for

Health Information in collaboration with Statistics Canada. For

the first time, B.C.’s six regional health authorities have set

performance targets and indicators. These are now written into

yearly performance contracts with the provincial government.

This widespread focus on targets and indicators is a positive

trend that will help improve accountability and performance, and

help focus our efforts and resources on actions that can make the

most difference in improving the health of the population.

Six Health Goals

Over the last three decades it has become increasingly apparent that

good health depends on much more than health services. Good

jobs, access to education, a stable economy, a supportive and well-

functioning family, and a clean and safe environment impact the

health of individuals and the population as a whole. These social

determinants of health are clearly reflected in B.C.’s health goals.

Along with measuring health status, British Columbia’s six health

goals include measures of:

• Positive and supportive living and working conditions in all

our communities – Health Goal 1.

HIGHLIGHTS
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• Opportunities for all individuals to develop and maintain the

capacities and skills needed to thrive and meet life’s

challenges and to make choices that enhance health 

– Health Goal 2.

• A diverse and sustainable physical environment with clean,

healthy and safe air, water and land – Health Goal 3.

• An effective and efficient health service system that provides

equitable access to appropriate services – Health Goal 4.

• Improved health for Aboriginal peoples – Health Goal 5.

• Reduction of preventable illness, injuries, disabilities and

premature death – Health Goal 6.

In total, 91 indicators are examined to reflect how well we are

doing in reaching each health goal in British Columbia. Some of

the most important and interesting highlights are presented here.

For a more in-depth discussion on each indicator and future

trends, see the relevant chapter and Appendix C, which provides

each indicator’s definition and data source. Regional differences

among indicators and trends are found in Appendix D.

Overall Trends

As this report shows, British Columbia has made progress and

improvements in the population’s health and wellness. Of the 91

indicators, 41 show positive or improving trends. Over the last few

years, British Columbia has continued to maintain and make

gains in long-established health measures, such as increases in

life expectancy and reductions in premature deaths. For the first

time, B.C. now leads the country in having the highest-educated

working-age population. The number of people on income

assistance continues to decline. The crime rate continues to fall.

Fewer people than ever are smoking tobacco, giving B.C. the

lowest percentage of smokers of any province in Canada. Fewer

people are being injured on the job. Fewer teenage girls are

becoming pregnant. Our province has exceeded the national

target for protecting land areas in their natural state. Each year,

more people are getting influenza immunizations, preventing

illnesses, avoiding unnecessary hospitalizations, seeking help to

stop smoking, and getting the assistance they need to look after

their own health. Death rates for heart disease, stroke and cancer

have also dropped.

Significantly, we also observed improvements in the health status

and health determinants of specific populations. Aboriginal

peoples, although having significantly lower health status, are

experiencing lower infant mortality rates, increased life

expectancy, and fewer premature deaths. More Aboriginal British

Columbians are completing high school than ever before. Fewer

B.C. families headed by single-mothers are living in poverty. More

seniors in B.C. are living longer with fewer disabilities and better

quality of life.

For some health measures, data show stable or less encouraging

trends. For 31 indicators, health trends have remained relatively

unchanged. After many years of decline, the infant mortality rate

appears to have leveled off and 2002 shows a statistically 

non-significant increase in infant deaths. This is the subject of an

in-depth review. The rate of low birthweight babies has remained

stable for about two decades. Among B.C.’s population, rates of

hip fractures, tuberculosis cases and mental health

hospitalizations have remained unchanged and could be lowered.

Of all the indicators, 14 show a negative trend. Data indicate that

more people are drinking heavily. More women are having

caesarean sections and the prevalence of chronic conditions has

increased. Greenhouse gas emissions are worsening, and the

number of boil-water advisories is increasing. Slightly more

inspected restaurants have potential health hazards.

Focus on Seniors

B.C.’s aging population is an important element in the progress

towards achieving the province’s health goals. Over the next thirty

years, the proportion of B.C. residents over the age of 65 will

continue to increase annually, from 13.3 per cent of the

population in 2002 to 23.3 per cent by 2030.

Throughout the report, data about seniors are presented for each

health goal. B.C.’s seniors population is diverse. In general, seniors

age 75 and older face more health problems than those under age

75. Almost half of the 91 health indicators have data by seniors’

age groups. Some health indicators are irrelevant to the seniors’

population, such as low birthweight and teen pregnancy rates,

while others have no data available by age groups.

In general, the majority of B.C.’s seniors are aging well and living

longer. Two thirds of seniors rate their health as either good or

very good. Seniors continue to contribute to society and the

health care system by volunteering with hospitals, hospices and

community programs. Seniors also provide a substantial portion

of informal care giving. Fewer female seniors are now living

below the poverty line, with 10.2 per cent considered under the

low-income threshold set by Statistics Canada. Nationally, the
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majority of seniors are homeowners and 64 per cent are

mortgage-free, the highest proportion of any age group. Seniors

have the lowest proportion of smokers and heavy drinkers of any

age group and eat a healthier diet than most other British

Columbians. Most seniors (94.5 per cent) continue to live

independently or with moderate support in the community or

with their families, rather than in care facilities.

Seniors in B.C. do have a greater share of health concerns than

younger generations. They have higher rates of cancer, heart

disease, high blood pressure, and stroke than other age groups.

While they represent 13.3 per cent of B.C.’s population, seniors

account for 36.5 per cent of hospitalized cases and 55 per cent of

all inpatient days. At least 20 per cent of the hospital days spent by

seniors are rated as “alternative level of care” (ALC) days, meaning

seniors are waiting in an acute care bed for more appropriate

services such as home support, community care, or placement in

a care facility. Seniors with mental illness are the least likely to

receive follow-up care from physicians or community mental

health services after hospitalization.

While most are healthy, some seniors are isolated and alone with

insufficient income or social support. These are often women who

have outlived their partners. The increasing diversity of seniors,

and the growing population of seniors living in urban centres,

highlights the need for policies and programs that help seniors

stay socially connected, identify seniors in need, and provide

assistance for keeping them independent and healthy.

Priority Actions and Recommendations

For each health goal, recommendations are presented for B.C.

residents and their families. This report also outlines

recommendations for health regions, municipalities and the

provincial government, where applicable.

This annual report also highlights many recurring themes for

B.C.’s health goals. These are summarized in the following top ten

essential actions for individuals and top ten actions for policy-

makers. In almost all cases, the recommended actions for helping

individuals achieve good health require informed social policy,

effective public health programs, and targeted government action.

Individuals
Individuals have a great deal of control over their health and

quality of life. Although well-known, the top 10 list of good health

habits and choices are worth repeating here. They are:

1 Don’t smoke. Tobacco smoking contributes to and causes

various health concerns and illnesses. If you are a non-

smoker, don’t start and help make sure that your children

don’t smoke either. If you are a smoker, seek help to quit. If

you can’t quit, cut down as much as possible.

2 Eat a balanced, healthy diet. Follow Canada’s Food Guide to

Healthy Eating. Limit your intake of sugars and dietary fat,

particularly hydrogenated and saturated fat, and eat plenty of

whole grains, fruits and vegetables. Make healthy choices and

order smaller portions when eating out.

3 Remain physically active. You don’t have to enter a

triathalon, marathon, or take endlessly punishing exercise

classes. Simply move whenever and wherever you can by

walking frequently, taking the stairs, dancing, gardening,

biking, or getting off the bus a few stops early. As little as

three 10-minute sessions of moderate to intense activity

everyday – or an hour of exercise three times a week – is

enough to start improving health. You may find that once you

get moving it not only makes you feel healthier but also

happier. Encourage your children, family and friends to stay

active and help them participate in healthy activities.

4 Drink alcohol responsibly. One glass of wine or beer for

women and two for men a day has been shown to confer

moderate health benefits. Non-drinkers do not need to start

drinking but heavy drinkers should cut down to these levels.

Any health benefits of alcohol rapidly disappear with

excessive regular drinking or binge drinking and lead instead

to increased health problems. If you or a member of your

family has a problem with excessive drinking, seek help.

Never drink and drive.

5 Practice safe sex. Use a condom with a new partner. Know

each other’s sexual history and risk factors. Avoid multiple or

anonymous partners. Get tested for sexually transmitted

diseases after becoming intimate with a new partner. Talk to

your children about responsible sexuality.
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6 Use preventive services. Immunize your children. If you are

over 65, have a chronic health condition, or work as a health

professional, get your flu shot. Contact your doctor, nurse or

local health unit for more information. If you are a woman,

ensure you have regular Pap tests once you become sexually

active. If you are a woman between the ages of 50 and 70

years, have a regular mammogram. If you or someone you

know is being abused or needs emotional or physical support,

contact one of the community agencies listed on the inside

cover of your phone book.

7 Use safety devices. Wear seat belts when driving. Wear a

helmet when cycling, rollerblading, skateboarding,

motorcycling or scootering. Wear life jackets on or near the

water. Have working smoke detectors and fire extinguishers in

your home.

8 Protect yourself and your children from the sun. Wear

sunscreen, seek shade, wear a hat and long-sleeve shirt, and

avoid direct sun between 10 a.m. and 3 p.m. Seek medical

advice if you have a changing mole.

9 Learn basic first aid. Learn which common health

complaints can be treated safely and more comfortably at

home, and learn which types of health concerns must be

handled by a doctor, nurse or other health professional. For

health information and advice, see your B.C. HealthGuide

Handbook, visit the Web site at www.bchealthguide.org, or

call the B.C. NurseLine toll-free at 1-866-215-4700 and speak

to a registered nurse. Learn CPR and other life-saving

techniques, like the Heimlich-maneuver for choking. Have a

first aid kit in your home and vehicle.

10 Adopt an attitude of lifelong learning. Education and good

health go hand-in-hand. Encourage your children to stay in

school. Seek higher education where possible, either by

learning a trade, or completing a diploma or degree. Go back

to school, take a course, or read a book. And remember to

read to your children. If reading is difficult for you or

someone you know, seek help. Continue to learn for life.

Local, Provincial and National Governments
While the top ten actions for individuals listed above will go a

long way to improve individual and family health, not everyone

has the same abilities, opportunities, or life circumstances to

enable them to make healthy choices. The role of government is to

provide equitable access to appropriate services and programs to

help improve the health of citizens. Governments at all levels need

to work together to develop policies and programs that provide

support for people to make healthy choices, participate in healthy

activities, and change detrimental health behaviors. Many health

promotion and illness prevention programs are established or are

being expanded to meet population health needs, such as

universal childhood immunization, screening mammography,

and pap test programs. Government has an important role in

ensuring that healthy options are accessible and affordable for all

individuals and that the healthy choice is the easier choice.

It has become clear that poverty, lack of education,

unemployment, poor housing, drug and alcohol abuse, poor diet

and unstable family life are highly predictive of poor health.

Government programs that reduce social inequities, mitigate the

impacts of low socio-economic status, and target known risk

factors will have more health impact than simply providing

services for disease-based outcomes.

The top ten government actions are:

1 Support healthy child development. Ensure pregnant

women continue to have access to a wide range of prenatal

services, including adequate food and vitamin

supplementation for women with low incomes. Make it a

priority to provide support for Aboriginal communities to

develop culturally appropriate early childhood development

programs, parent education and support initiatives. Make

quality childcare and other childhood services available to all

children and families.

2 Make equal access to quality education a priority. Provide

programs and supports for school completion, paying

attention to disadvantaged students. Ensure that access to

post-secondary education remains affordable and available to

qualified students, and provide student loan programs.



3 Create a healthy, diverse economy. A thriving economy

improves the health determinants for most citizens.

However, government needs to ensure they are not simply

widening inequalities. Economic growth must benefit all

British Columbians.

4 Provide supportive programs and policies to protect the

disadvantaged. Improve social programs and create tax

policies that reduce growing inequalities in income. Increase

the availability of affordable housing. Work to lower

unemployment rates. Support breakfast food programs at

schools and other targeted programs that meet communities’

needs. In particular, work with Aboriginal peoples to improve

their health status and address the social, cultural, economic

and spiritual determinants of health.

5 Implement evidence-based programs to promote non-

smoking, responsible alcohol use, regular physical

activity, healthy eating and other healthy behaviours.

People need support and creative programs to encourage

them to adopt healthier lifestyles. Where these programs are

lacking, support research and pilot projects to determine

what works to promote healthy behaviours.

6 Continue to support and expand broad public health

programs. Public health programs such as universal

childhood immunization, flu immunization, food and water

testing, communicable disease surveillance and control, and

programs to prevent chronic disease and unintentional injury

need continued support.

7 Continue to support and expand programs that help

citizens become wiser health consumers. B.C. HealthGuide,

B.C. OnLine and B.C. NurseLine provide 24/7 access to health

information and advice to British Columbians. These services

provide support and assistance to individuals and families on

how to stay healthy, home remedies, when to access health

services and where to find specialized services. It is also

important to ensure seniors have easy access to information

about available programs and services.

8 Be committed to health research, analysis of trends and

evaluation of programs, particularly for new policy

directions. Health indicators help assess progress towards

achieving health goals. Importantly, all government policies

and programs should include research and evaluation to

determine if they improve the health and wellness of British

Columbians.

9 Continue to build an evidence-based culture focused on

appropriate health care services. Support health services

that are shown to improve health and wellness. Where ever

possible ensure that people receive necessary care at the right

level, such as using primary care and chronic disease

management to maintain health and avoid the escalation of

complications, invest in and provide home care and

supportive community care to avoid hospital admissions, and

reserve hospital care for those health problems that cannot be

treated more effectively or safely in other venues.

10 Create safer and healthier indoor and outdoor

environments. Promote injury prevention, improve

occupational health and safety, and encourage community

planning that promotes healthy living. Have programs to

improve air, food and water quality, and reduce exposure to

harmful contaminants. Take action to reduce and mitigate the

impacts of global warming and climate change.

In future years, British Columbia will continue to follow progress

towards achieving the six health goals. The actions recommended

here if implemented will help ensure improvements in the health

and wellness of all British Columbians.
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The Provincial Health Officer’s 2002 Annual Report updates British

Columbia’s progress towards achieving the provincial health goals.

Established in the 1997, these interlinked health goals are broad

statements of intent and aspiration. They describe tangible social,

economic, environmental and health targets toward which to focus

our collective efforts to improve the health and well-being of

British Columbia’s citizens and communities.

The Provincial Health Officer’s 1999 Annual Report: The Health Of

British Columbians was the first report to closely examine the

health goals and progress towards achieving them. This second

document provides an update on that progress and follows the

trends into the 21st century.

Linking Past Actions To
Future Progress
Over the last decade it has become increasingly clear that in order

to improve the health of individuals and the population at large,

we must establish goals for the future and then ensure we are

working towards them. In many nations, the process of setting

health goals and evaluating progress towards them is well

established. In the past, the focus was on simply recording how

much money was being spent on health care and related

activities. Now the focus is shifting to setting measurable

objectives to determine whether our efforts and resources are

actually resulting in better health for individuals and society.

In addition, research by population health experts and social

scientists indicates that to improve health we cannot focus only

on delivering health services. We also need to address the social,

economic and environmental factors that influence health and

well-being. Factors such as how we work and live, the quality of

the air we breathe, the food we eat and the water we drink, and

our relationships with others all have a bearing on our health.

In the early 1990s, acting on one of the recommendations of the

B.C. Royal Commission on Health Care and Costs, British Columbia

started working on establishing provincial health goals to reduce

health inequities, to raise awareness of all the factors that affect our

health, and to link policy and funding to health outcomes.

British Columbia’s Provincial Health Officer (PHO) was given the

task of developing the health goals. The process took a number of

years and in 1997, six comprehensive health goals were

established by the PHO and approved by the provincial

government. These health goals, along with the traditional public

health measures of health status, encompassed improving living

and working conditions, personal capacities and skills, physical

environments, health services, aboriginal health, and reducing

preventable illness and injury.
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Along with establishing health goals, the PHO established a set of

indicators – standardized statistics, measures or data sources –

to determine whether a goal is being achieved. For example, the

number of teenagers who smoke tells us the effectiveness of anti-

smoking programs and the potential incidence of tobacco-

related illnesses in the future.

Initially, 150 indicators were put forward as potential data sources

that could be used to measure performance. This large list was

further refined to 93 indicators. The Office of the Provincial

Health Officer, as part of its role to report annually on the health

of British Columbians, released the first report on achieving the

health goals. The 1999 Annual Report used the 93 indicators as a

framework not only for the provincial government but also for

B.C. residents to use to improve health.

This 2002 Annual Report updates and reviews the 1999 Annual

Report with new data collected from 1999 to 2002.

Update on Health Indicators
In this report, the indicator framework and 91 of the original 93

indicators are the same or very similar as those used in the 1999

Annual Report, enabling consistency and comparisons over time.

In the 1999 Annual Report, two indicators for chronic disease

were used, one tracking chronic diseases that were improving and

the other tracking chronic diseases that were worsening. These

patterns did not hold true for this round of data so the two

indicators have been combined into one for this report.

2
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FRAMEWORK FOR MEASURING PROGRESS

TOWARD B.C.’S HEALTH GOALS

Health status
• Well-being
• General health
• Health conditions
• Deaths

Goal 1 – Living & working conditions
• Employment
• Income
• Participation and social integration
• Housing 

Goal 2 – Individual skills, capacities & choices
• Healthy child development
• Learning opportunities
• Healthy choices
• Independent living

Goal 3 – Physical Environment
• Air
• Water
• Food
• Land and soil
• Sustainability

Goal 4 – Health Services
• Accessibility
• Doing the right things right
• Improving health

Goal 5 – Aboriginal Health
• Health status
• Factors affecting health

Goal 6 – Disease and Injury Prevention
• Non-communicable diseases
• Communicable diseases
• Injuries

LENS ON SENIORS’ OUTCOMES

Like the rest of Canada, B.C.’s population is rapidly
aging. The proportion of B.C. residents over the age of
65 will continue to increase annually, from 13.3 per cent
of the population in 2002 to 13.8 per cent in 2005 and
14.7 per cent by 2010. By 2030, 23.3 per cent of British
Columbians will be over age 65.

In 2002, 551,820 people in B.C. were over the age of
65, of whom 53 per cent were “younger seniors” age 
65 to 74 years, and the remaining were older seniors,
75 years or more in age.

Aging brings a unique perspective to health status and
provincial health goals. In this report we will view each
of the six health goals, as well as health status, through
a seniors’ lens.

These seniors’ snapshots will be presented in shaded
boxes throughout the document at the end of each
chapter.



The second indicator dropped in this report is “improved health

behaviors” (Pregnancy Outreach Program), in goal 4. Comparative

data for pregnancy are no longer collected by the Pregnancy

Outreach Program and no alternative sources exist. In addition,

many individual health behaviors, such as bicycle helmet use and

cessation of smoking, are already covered under goal 2.

The Provincial Health Officer continues to research valid and

reliable indicators. Health indicators are not perfect tools, but they

are useful for monitoring our health, measuring our progress and

suggesting new targets to achieve. They also provide a gauge of

how well the health goals are met. Data for several indicators used

in previous reports are no longer collected or they are collected

using different methodologies. Therefore, several new indicators or

variations of existing indicators have been included in this report.

Their utility and limitations are also discussed. Recent data are not

available for 5 of the 91 indicators. In some cases, the gaps are

addressed by using proxy measures to illustrate general trends.

Data Sources
Data for the indicators used to measure the health status and

B.C.’s health goals in this report were obtained from the following

key sources:

• National Population Health Survey (NPHS) 

The NPHS is a Statistics Canada longitudinal study that

interviewed the same 17,000 households every two years from

1994 through 1998. It was one of the main data sources for the

1999 Annual Report and so forms a basis of the trends cited in

this report. Age, gender, education, ethnicity, household income

and other socio-economic data, as well as some specific health-

related data, were collected. Indicators such as self-rated health,

chronic conditions, mental illness and physical activity are

taken from this survey and the survey below.

• Canadian Community Health Survey (CCHS) 

Statistics Canada modernized its Health Survey program by

implementing a more comprehensive cross-sectional survey

designed to better address sub-provincial needs. In 2000/01 it

conducted the CCHS, which represents Statistics Canada’s

largest survey outside of the census. The CCHS uses many of

the same survey questions as the NPHS. However, it

represents a much larger sample as more than 130,000

respondents ages 12 and over were interviewed in person or

by telephone. This survey covers all ten provinces and three

territories. However, due to the change in sample size and

methodology, there are a few instances in which it is not clear

whether trends are due to changes in methodology between

the NPHS and the CCHS or real societal changes, or both.

These instances will be noted in this report.

For both the NPHS and the CCHS, this report uses Statistics

Canada’s Web site (http://www.statcan.ca/english/freepub/82-

221-XIE/00502/tables.htm ) to extract data on many of these

indicators by geography, years, age and gender. For more

specific or detailed information, the report uses the Share

Files from the CCHS, which contain data for British Columbia

for every question asked.

• 2001 Census

Every five years, Statistics Canada conducts the Census of

Population to develop a statistical portrait of Canada and its

people. The census describes many characteristics including

the demographic, social and economic make-up of its people.

Data collected cover all provinces, territories, cities and
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SEE APPENDICES FOR MORE DETAILS

More detailed reference information for this report on
the sources, indicators, contributors, literature references
and regional data can be found in the one of the
following appendices:

Appendix A: People and organizations that
contributed to the report.

Appendix B: Literature references.

Appendix C: Definition and rationale for each
indicator.

Appendix D: Tables on regional data for the
indicators by HSDAs.

Appendix E: Seniors data

Appendix F: Map



districts. Several indicators in this report were taken from the

most recent census conducted in May 2001. Income,

education levels and living arrangements for seniors are some

of the indicators from the census. It is also the source for

three Aboriginal health indicators.

• British Columbia Vital Statistics Agency,

B.C. Ministry of Health Planning

The British Columbia Vital Statistics Agency has been

collecting and publishing birth, death and marriage statistics

for the province for more than 130 years. The agency

provided the data for indicators such as infant mortality, low

birthweights, neural tube defects and suicide deaths.

• BC STATS, B.C. Ministry of Management Services

This agency provides most of the provincial government’s

statistical products, services and expertise. Many agencies

that provide indicators in this report use the population

estimates provided by BC STATS to calculate rates per

standard population. This report also relies on this central

statistical agency, for data collected at the national level and

for indicators at the regional level.

• Administrative Databases from Government 

Ministries and Web Sites

Many government ministries including Health Services,

Health Planning, Education, Children and Family

Development, Human Resources, Water, Land and Air

Protection, Public Safety and Solicitor General also collect

information to measure their service plan performances.

Several service plan indicators used are the same indicators

for the health goals used in this report. Data were obtained

from ministry Web sites, published reports or

administrative databases.

Other data sources include the annual reports from the B.C.

Center for Disease Control (BCCDC), B.C. Cancer Agency, B.C.

Workers’ Compensation Board, Canadian Tobacco Use Monitoring

Survey, and Statistics Canada’s National Longitudinal Survey of

Children and Youth.

Other Health Indicator
Developments
As we noted in the 1999 Annual Report, the establishment of

reliable health indicators is a developing science. A great deal of

activity has occurred towards identifying and reporting health

indicators over the last five years. Some of this activity we

detailed in the 1999 Annual Report, including the World Health

Organization’s report assessing the health performance of various

countries, and the United Nations Development Programme’s

Human Development Report measuring progress on various

indicators of human development.

In 1999, a core set of health indicators relating to the health of the

population and the health care system was identified at the first

National Consensus Conference on Population Health Indicators.

This conference was convened by the Canadian Institute for

Health Information (CIHI) in cooperation with the
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CANADIAN HEALTH INDICATOR FRAMEWORK

Health status:
• Health Conditions
• Human Function
• Well being
• Deaths

Non-Medical Determinants of Health
• Health Behaviors
• Living and Working Conditions
• Personal Resources
• Environmental Factors

Health System Performance
• Acceptability
• Accessibility
• Appropriateness
• Competence
• Continuity
• Effectiveness
• Efficiency 
• Safety

Community and Health System Characteristics
• Community
• Health System
• Resources



Federal/Provincial/Territorial Advisory Committee on Population

Health and Health Services, Health Canada and Statistics Canada.

The Canadian Health Indicator Framework, as shown here, has

many similarities with B.C.’s Health Goals framework. This

national framework is the basis of CIHI’s annual reports on the

performance of Canada’s health system. CIHI’s indicators are used

each year by Maclean’s Magazine to compile simplified rankings

of health system performance across the country.

Nationally Comparable Indicators
In a related development in September 2000, Canada’s First

Ministers agreed to provide clear reporting to all Canadians about

nationally comparable performance indicators, beginning in

2002. Under the agreement, common indicators were chosen in 14

areas of health status, health outcomes and quality of health

services. Each jurisdiction is responsible for reporting on these

areas with the assistance of CIHI and Statistics Canada. For 2002,

a total of 67 indicators were identified in the 14 areas.

In September 2002, the B.C. Ministry of Health Planning released its

first report on these nationally comparable indicators, How Healthy

Are We? The 75-page report notes the province’s progress in life

expectancy, infant mortality, burden of disease and injury, wait

times for key diagnostic services and treatments, patient satisfaction

and other measures of service quality.A brochure is available

summarizing the key findings of the larger report. Both documents

can be found on the B.C. Ministry of Health Planning Web site at:

http://www.healthplanning.gov.bc.ca/cpa/publications/how_healthy

_highlights.pdf

How Healthy Are We? reported on a different set of indicators

than this PHO report, but in general the findings are highly

comparable. The document notes that British Columbians enjoy

among the highest health status in the world. British Columbians

have an average life expectancy of 80 years, lower infant

mortality rates and fewer low birthweight infants than any other

province, and seniors who tend to live more years without

disability than the Canadian average. However, some trends

highlighted by the report are worrisome. Lung cancer in women

has doubled over the last 25 years, more than one in eight seniors

has diabetes, and more than 40 per cent of British Columbians

are overweight. British Columbia will report again on these

national indicators in 2004.

Table 1.1 summarizes recently published national and provincial

reports and resources for performance indicators.
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Publications and Web Sites

National Level:
Health Care in Canada, 2003.
www.cihi.ca

Provincial Level:
How Healthy Are We? British Columbia’s Report
on National Comparable Performance Indicators,
September 2002.
www.healthplanning.gov.bc.ca/cpa/publications/
how_healthy_sept2002.pdf

Provincial Level:
BC Progress Board, Toward British Columbia North
Star 2010: Second Annual Benchmarking Report of
the BC Progress Board, December 2002.
http://www.bcprogressboard.com/report2.html

Provincial Level:
British Columbia Regional Indicators, April 2003
www.bcstats.gov.bc.ca/data/sep/index.htm

Provincial Level:
Health Data Warehouse
www.hdw.moh.hnet.bc.ca/

Provincial Level:
The Health and Well-Being of Aboriginal 
Children and Youth in B.C., June 2002.
Indicators of Early Childhood Health and 
Well-Being in British Columbia, January 2003.
http://www.mcf.gov.bc.ca/publications/title.htm#M

Provincial Level:
Environmental Trends in British Columbia 2002
http://wlapwww.gov.bc.ca/soerpt/publications.html

Provincial Level:
State of the Fraser Basin Report, January 2003
www.fraserbasin.bc.ca

Health Authority Level:

Fraser Health Authority
Health Profile 2001 

Author

Canadian Institute for Health
Information (CIHI) and
Statistics Canada.

B.C. Ministry of Health
Planning

B.C. Progress Board

BC STATS,
B.C. Ministry of 
Management Services

B.C. Ministries of Health
Services and Health Planning

B.C. Ministry of Children and
Family Development

B.C. Ministry of Water, Land
and Air Protection

Fraser Basin Council

Fraser Health Authority

Summary of Contents

The fourth annual report contains information on health status,
patient outcomes, health care professionals, associated costs and
resources.

Meeting its national commitment to standardized accountability,
B.C. reports on fourteen specific indicator areas, covering health
status, health outcomes, and quality of service.

An independent board appointed by Premier Gordon Campbell,
the Progress Board has established goals, targets and measures
to evaluate B.C.’s progress compared to other jurisdictions. These
include primarily economic indicators and also several
environment, health and societal indicators.

An inter-ministry initiative coordinated by BC STATS, this Web site
contains information on social and economic indicators by local health
areas and other geographical breakdowns such as college regions.

By request, this in-house Web site is made available to
researchers or other government officials in the B.C. ministries
and health authorities. It contains data on a wide variety of
topics including the indicators for the health goals.

These documents use sets of indicators to measure and report on
the health and wellness of children in British Columbia.

The third environmental report since 1998 from the province, it
follows the progress and trends of 16 key indicators. Many of
these impact the health and well-being of the population,
including air quality, water quality, toxic contaminants, greenhouse
gas emissions, climate change, and habitat protection.

Established in 1997, the non-profit Fraser Basin Council’s
mandate is to protect and advance the social, economic and
environmental sustainability of the Fraser River Basin, home to
2.6 million British Columbians and 80 per cent of the provinces’
GDP. The report includes analysis of trends for three sustainability
components, many of which are also health-related indicators.

Socio-economic indicators, health status and delivery of services
by Local Health Areas are key topics covered in this report.
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Health Goals Framework
Compared To New Era
Commitments
Originally, B.C.’s health goals were established to serve as a guide

for creating a unifying policy framework for government

planning. This outcome was not explicitly achieved. However, the

concepts underlying the health goals were used in ministry’s

business plans (See report, Policy and Practice - A report on the

use of B.C.’s health goals by B.C. Government Ministries, Web site:

http://www.healthplanning.gov.bc.ca/pho/hlthgoals.html ).

The heath goals are still used by communities and organizations

in B.C. With the change in government in June 2001, the New Era

Statement for British Columbia has become the primary structure

for government strategic plans and ministry service plans. (The

New Era document is available at www.bcliberals.com/policy.)

Ministries whose mandates also encompass the broader societal

goal, including Children and Family Development, Education,

Human Resources, and Water, Land and Air Protection, have also

established performance goals and indicators that reflect some of

the health goals.
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New Era Vision Statements

Vision Statement 3: A thriving private sector economy that creates
high-paying job opportunities.

Vision Statement 4: Safer streets and schools in every community.

Vision Statement 1: A top-notch education system for students 
of all ages.

Vision Statement 8: Greater equity and equality for British Columbia
in Canada.

Vision Statement 7: A leading-edge forest industry that is globally
recognized for its productivity and environmental stewardship.

Vision Statement 2: High-quality public health-care services that
meet all patients’ needs where they live and when they need it.

Vision Statement 5: Better services for children, families and 
First Nations.

10-year health strategy: Intensify efforts to promote wellness 
and preventive care through better education, dietary habits and
physical activity.

Health Goals

Goal 1: Living and Working Conditions: Positive and supportive
working conditions in all our communities.

Goal 2: Individual Capacities, Skills and Choices: Opportunities
for all individuals to develop and maintain the capacities and skills
needed to thrive and meet life’s challenges and to make choices that
enhance health.

Goal 3: Physical Environment: A diverse and sustainable physical
environment with clean, healthy and safe air, water and land.

Goal 4: Health Services: An effective and efficient health service
system that provides equitable access to appropriate services.

Goal 5: Aboriginal Health: Improved health for Aboriginal peoples.

Goal 6: Disease and Injury Prevention: Reduction of preventable
illness, injuries, disabilities and premature deaths.
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From time to time, health authorities approach the
Ministry of Health Services to request approval for
changes in geographical boundaries to better reflect the
changing communities and to make the data collection
by region more meaningful for comparison within the
health authority. For example, Courtenay local health
area is now part of the North Vancouver Island HSDA.
Previously, it was part of Central Vancouver Island
HSDA. These changes do not always coincide with the
reporting cycle of the PHO’s annual reports, and can
only be incorporated in the next cycle.

Performance Targets and
Monitoring
Since 2001, the previous Ministry of Health has undergone

major restructuring into two new health ministries. The

Ministry of Health Services is focused on the day-to-day

management and delivery of health services through the

health authorities. The Ministry of Health Planning is

focused on long-term policy and planning. In 2001, the

service plans of both ministries established outcome-based

targets and strategies to meet the goal of improving patient

care and the health of British Columbians. A series of

indicators are being monitored to measure progress towards

these targets. The concept of establishing targets and

indicators first developed through the establishment of

health goals is being widely adopted for the management 

and delivery of health services.

In addition, in 2001, B.C.’s former 52 health authorities were

streamlined into five regional health authorities and one provincial

health authority. The Provincial Health Services Authority (PHSA)

is the umbrella agency responsible for delivering specialized health

services such as organ transplants, cancer treatment and pediatric

medical care, as well as provincial programs like the B.C. Centre

for Disease Control. Performance contracts have been signed with

each health authority requiring them to report on how well they

are meeting a list of performance targets. Establishing goals and

measuring progress by a standard set of indicators will enhance

accountability and service quality in B.C.’s health system.

Regional Health Authorities and Health
Goal Performance

B.C.’s five regional health authorities are Interior, Fraser,

Vancouver/Coastal, Vancouver Island and Northern. Within the

five regions are 16 health service delivery areas (HSDA).

Each HSDA population has its unique health challenges.

Therefore, where data are available, we present regional

differences for each indicator in this report. However, there are

several health organizations that are still in the process of

mapping their data into the new boundaries. Many non-health

indicators are simply not compiled by HSDAs.
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Interior

East Kootenay
Kootenay/Boundary
Okanagan
Thompson/Cariboo

Fraser

Fraser Valley
Simon Fraser
South Fraser

Vancouver Coastal

Richmond
Vancouver
North Shore/Coast
Garibaldi

Vancouver Island

South Vancouver Island
Central Vancouver Island
North Vancouver Island

Northern

Northwest
Northern Interior
Northeast
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NEW PUBLIC HEALTH ACT TO INCLUDE “OUTCOME-BASED” CORE PUBLIC HEALTH PROGRAMS

Public health has been defined as the science and art of preventing disease, prolonging life and promoting health
through the organized efforts of society. In B.C., consultation and planning are now underway to strengthen and
redefine the Public Health Act and to include a set of core public health programs that will be available to all British
Columbians. The core programs are still being determined through a detailed consultation process, but will fall into
three broad categories:

• Health Improvement Programs that advance the health status of the population, such as promoting healthy
pregnancies, healthy infant and child development, healthy living conditions and healthy patterns of living.

• Prevention Programs that reduce the incidence of specific diseases, disabilities and injuries such as immunization
programs, communicable disease control, and injury prevention.

• Environmental Health Programs that protect people from environmental hazards, ensuring clean air, water, safe food,
community sanitation, safe institutions and emergency preparedness.

Essential elements of a core program must include more than just the ability to prevent diseases and control health
threats within the mandate of the Ministries of Health Planning and Health Services. These programs must also include
reasonable evidence of the program’s scientific effectiveness and cost-effectiveness, and have indicators to measure its
impact on health. Thus, once again, goals and programs will be linked to a reliable set of indicators to help measure and
evaluate progress, not just note actions. Evidence and best practices are being gathered, indicators and information
systems developed, and core programs finalized with the goal of having a new Public Health Act by spring 2005.
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Chapter 2

HEALTH STATUS

HEALTH STATUS

Well-being 
Self-rated health – Not much change

Positive mental health – Not much change

General health and function
Functional health – Worsening
Activity limitation – Worsening

Disability days – Not much change

Health conditions
Overweight – Not much change

Chronic conditions – Worsening
Chronic pain – Not much change

Mental illness – Worsening

Deaths
Infant mortality – Not much change

Potential years of life lost – Improving
Life expectancy – Improving

How healthy are British Columbians? Monitoring traditional

measures of health status can give us a good picture. This chapter

reviews twelve indicators frequently used by public health

officials to gauge the health of the population. These are

summarized into the following categories:

• Well-being – self-rated health, positive mental health

• General health – functional health, activity limitation,

disability days

• Health conditions – prevalence of obesity and chronic

conditions 

• Deaths – infant mortality, premature deaths, life expectancy.



Well-Being 
Well-being is health in the positive sense and characterizes how

one feels about oneself, one’s health and one’s life situation. Self-

rated health asks individuals to rank their own perception of their

health. Feelings of self-esteem, happiness and mastery are other

measures used to gauge well-being. These measures are considered

“soft” measures as they are subjective and cannot be standardized,

nor can they be obtained from administrative databases.

What Do The Data Show?

• As in 1999, most British Columbians continue to report good,

very good or excellent health. The likelihood of reporting

excellent health continues to be strongly linked with higher

levels of education and income.

• Most British Columbians – 75 per cent – continue to say they

are happy and interested in life. Three-quarters ranked high

or moderate on scores of feelings of mastery and self-esteem,

similar to findings in the last report.

Self-Rated Health 
Self-rated health is collected directly through routine surveys of

sample populations. In 2000/01 self-rated health was one of the

questions in the Canadian Community Health Survey (CCHS),

which polled more than 130,000 randomly selected respondents

across the country. Comparative data for the previous years from

1994/95 to 1998/99, reported in our 1999 Annual Report, were

derived from the National Population Health Survey (NPHS).

A total of 24.2 per cent of British Columbians rate their health as

“excellent”, similar to the previous years (see Figure 2.1). In fact,

rankings have not changed much for almost 20 years. Ratings of

“excellent”,“very good” or “good” in self-rated health tended to

decrease as age increased. By regions, North Shore/Coast Garibaldi

Health Service Delivery Area (HSDA) had the highest proportion

rating their health as “excellent” (32.0 per cent), while Northern

Interior HSDA had the lowest (20.6 per cent) proportion.

12
P R O V I N C I A L  H E A L T H  O F F I C E R ’ S  A N N U A L  R E P O R T  2 0 0 2

Well-Being
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Source: Statistics Canada.  National Population Health Survey 1994/95, 
1996/97, 1998/99 and Canadian Community Health Survey 2000/01.   
Prepared using CANSIM II (2002 September),  
http://www.statcan.ca/english/freepub/82-221-XIE/00502/tables.htm. 

Self-rated health as “excellent”, “good or 
very good” or “fair or poor”, Age 12 years 
and over, B.C., 1994/95 to 2000/012.1
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Source: Statistics Canada.  Canadian Community Health Survey 
2000/01.  Prepared using Share Files from Information Support,  
B.C. Ministry of Health Services.



The proportion of British Columbians who rated their health as

“poor” or “fair” in the NPHS has increased from 9.5 per cent in

1994/95 to 12.4 per cent reported in CCHS 2000/01 survey. This

three per cent increase reaches statistical significance (p.005).

Results for this indicator should be watched in future years to see

whether it is the emergence of a genuine trend.

Women continue to have lower self-rated health than men.

Similarly, people with lower levels of education or income are also

less likely to rate their health as “excellent” than people with

higher educational attainment or incomes (see Figure 2.2).

Positive Mental Health
Feelings of happiness, high self-esteem, mastery and coherence

are all signs of positive mental health. Provincial data on this

measure were collected through numerous questions in the CCHS

and have been compared to the NPHS results. Happiness and

interest in life are general measures of well-being and quality of

life. Self-esteem refers to one’s sense of self worth, while mastery

measures the extent to which individuals feel their life situation is

under their own control. A sense of coherence measures whether

the individual feels that life events are comprehensible,

manageable and meaningful. Scores for self-esteem, mastery, and

sense of coherence are based on scales. Self-esteem, for example,

is based on a series of questions with a scale of 25 points with

those scoring 20 to 25 considered to have high self-esteem.

Over the last decade, results for positive mental health measures

have been consistent. In 2000/01, about three-quarters of British

Columbians describe themselves as happy and interested in life

and three quarters rank as moderate or high in their feelings of

mastery and self-esteem. These scores are unchanged from the

1999 Annual Report.

• The same patterns of positive mental health in relation to socio-

economic status reflect those observed in 1999 (see Figure 2.3):

• People with higher income report having more self-esteem

than do people of lower income.

• People with a university education are still more likely to have

a high ranking for self-esteem than people who have not

completed high school.

• As in 1999, women tend to report feeling interested in life

slightly more often then men, but men tend to rank in the

highest level of self-esteem slightly more often than women.

• Feelings of self-esteem tend to peak at middle age.
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47.3%15 - 24

12 - 14 43.0%  

2.3

Source: Statistics Canada.  Canadian Community Health Survey 
2000/01.  Prepared using Share Files from Information Support,  
B.C. Ministry of Health Services.

Targets to improve well-being are difficult to
set. However, certain sections of the B.C.
population (men, people aged 24 to 45, the
highly educated) report good, very good or
excellent health, higher self-esteem and
greater feelings of mastery and coherence.
More work needs to be done to find ways to
reduce disparities known to be associated with
poorer feelings of health and well-being and
with greater feelings of dysphoria (mental
discomfort or unease).

? Where do we go from here?



General Health 
General health can be assessed by looking at people’s ability to

carry out the everyday tasks of living. Functional health, activity

limitation and disability days are three indicators available to

assess general health status.

What Do The Data Show?

• In 2000/01, 78.9 per cent of British Columbians reported very

good functional health, a decline from 85.2 per cent since

1994/95.

• One in four people reported having activity limitations in

2000/01 compared to one in five in 1994/95.

• 18.2 per cent people reported having to stay in bed or cut

down on activities because of illness or injury in the two

weeks preceding the survey, slightly greater than in 1994/95.

Functional Health 
Functional health is measured by nine dimensions of physical

functioning – vision, hearing, speech, mobility, dexterity, feelings,

cognition, memory and pain. A score of 1.0 is considered perfect

health, between 0.8 and 1.0 is very good health with any

problems easily corrected (for example, use of corrective

eyeglasses). Scores below 0.8 are considered to indicate moderate

to severe functional health problems.

Compared to NPHS data from 1994/95 and 1996/97, the CCHS

found a lower proportion of the B.C. population in 2000/01

reporting “very good” or “perfect” functional health: 78.9 per cent

in 2000/01 compared to 85.2 in 94/95 (see Figure 2.4).

Activity Limitation
Activity limitation is measured by the number of people who

report having a disability or being unable to perform certain

activities for at least six months or more because of a physical

condition, mental condition, or health problem. In 2000/01, 25.3

per cent of those polled said they had an activity limitation, up

from 18.4 per cent in 1994/95.

Two-Week Disability Days
Both the NPHS and the CCHS asked respondents whether they

had to stay in bed or cut down on normal activities because of

illness or injury on one or more days in the past two weeks. The

results for 2000/01 were very similar to 1994/95, with 18.2 per

cent compared to 17.1 per cent saying they had experienced

illness or injury in the two weeks previous to the survey. This

number is better than the Canadian average of 22.9 per cent.

The data for these three indicators appear to show that while a

slightly smaller proportion of British Columbians are in good

functional health, the majority nonetheless continue to maintain

their normal daily activities. This finding is confirmed by a study,

using data from the 1996 General Social Survey Study and the

1991 Health and Activity Limitation Survey, showing that many

care receivers continue to work despite a chronic health problem

(Cranswick, 1999). These are individuals who received help with

daily chores from another person or organization because of a

long-term health problem or physical limitation lasting more than

six months. This national study reported that one out of every

four care-receivers of working age continued to put in a full work

week. They worked an average of 38 hours per week, only slightly

lower than the average employee, who typically worked 42 hours

per week.
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and over,  B.C., 1994/95 and 2000/012.4
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Poor functional health and limitations on daily activity can be a result of a wide range of health problems, such
as back problems, heart conditions, mental illness, and vision and hearing impairment. Advancing age is highly
correlated to declining functional health and increased activity limitation. However, some conditions that lead to
poorer functional health, activity limitation and disability days are preventable. Back problems are a common
cause of activity limitation or missed days of work and many can be prevented with attention to proper lifting
and regular exercise.

Injuries are often deemed random accidents by the general public, but as the Canadian Public Health Association
(CPHA) notes in a recent position paper, most injuries are the result of preventable factors that follow predictable
patterns associated with age, gender, injury mechanism, social characteristics and geography (CPHA, 2002).
These predictable patterns point to the potential for public health campaigns to target prevention and control
measures to specific groups to reduce the toll of injuries. Other common causes of a decline in functional health,
activity limitations and days off work can be reduced by improved diet and exercise. These issues will be
discussed in more detail under Goal 6 on Disease and Injury Prevention.

? Where Do We Go From Here?
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Health Conditions
The rates at which specific diseases or conditions occur in the

population help identify trends and patterns in illness or health

problems and also help determine the need for prevention,

treatment and support services.

This section reports on a few of the specific conditions and

diseases that impact health and quality of life: being overweight,

having a chronic disease such as arthritis or diabetes and

experiencing chronic pain or a chronic mental health problem.

Mortality due to heart disease, cancer, injuries, and other major

diseases are discussed under Goal 6 on Disease and Injury

Prevention.

What Do The Data Show?

• The rate of obesity in B.C. adults has remained at a relatively

constant rate since 1999. Many British Columbians have or

will have health problems related to their excess weight. In

children, the rate of obesity has more than doubled over the

last two decades. This is a cause for alarm because of the

potential health impacts this trend may bring in the future.

• In general, the prevalence of chronic conditions has

increased. Rates of diabetes and asthma are of a particular

concern because of the burden of illness and impact on

individuals’ lives.

• Chronic pain is a significant problem for one in six people

in B.C., a number that has remained relatively unchanged

since 1999.

• Mental illness is exacting a huge toll on the lives of those it

affects. Compared to the general population, individuals with

psychiatric illness are much more likely to die of both natural

and external causes. Some of this excess mortality is likely

due to inadequate medical care for treatable conditions. The

proportion of the population with probable or possible risk of

depression is worsening – 9.1 per cent in 1994/95, which

dropped to less than 7.0 per cent in 1996/97 and 1998/99, but

increased to 11.6 per cent in 2000/01.

Obesity
Obesity is a serious health problem in B.C., and in most nations

around the world. In fact, according to the World Health

Organization (WHO), obesity is now so common that it is

replacing the more traditional public health concerns such as

under-nutrition and infectious disease as one of the most

significant contributors to ill health worldwide (WHO, 1997).

Carrying excess weight is strongly related to numerous health

problems, including higher rates of cardiovascular disease,

diabetes, gastrointestinal illness, arthritis and many cancers.

One of the most common, although imperfect, method to

calculate whether an individual is overweight or obese is to use

the Body Mass Index (BMI). It is considered an imperfect

measure because it can misclassify individuals, such as labeling

athletic individuals who have a higher weight from muscle as

overweight. It is also not accurate for children or for very tall or

very short people and becomes less accurate as people age. More

precise measures of obesity would be obtained if waist

circumference or waist-to-hip ratios were also measured, both of

which give an indication of how much excess weight individuals

are carrying around their abdomens. A round “apple” shape poses

the highest risk for adverse health effects. Despite its weaknesses,

however, BMI is the simplest and most standardized way to

collect an estimate on the prevalence of obesity in the population.

BMI is calculated by dividing weight in kilograms by height in

meters squared. The resulting number will generally lie

somewhere on a scale between 15 and 40. In the 1980s and 1990s,

it was generally considered that a BMI of 25 to 26.9 denoted some

excess weight, 27 to 29.9 was considered overweight and a BMI of

30 to 40 was obese. An expert committee convened by the WHO

recommended in the mid-1990s that the BMI scale be altered

downward so that anyone with a BMI of 25 to 29.9 is considered

overweight, and 30 or more obese or severely obese (WHO, 1995).

In part, this change was recommended because more evidence

was emerging of the negative health effects of excess weight from

a BMI of 25 or greater.

Health Conditions

Underweight
Normal
Some excess weight
Overweight
Obese

Old

<20

20-24.9

25.0-26.9

27.0-29.9

30-40+

New

<18.5

18.5-24.9

N/A

25-29.9

30-40+

BODY MASS INDEX



Over the last few years various organizations such as the U.S.

Center for Disease Control, the National Institutes of Health, and

Health Canada have adopted this new ranking. In choosing

nationally comparable indicators, the Canadian Institute of Health

Information, Statistics Canada and the provinces selected a BMI of

25 or greater as being overweight. Using this number, the B.C.

Ministry of Health Planning reported in September 2002 that

more than 40 per cent of British Columbians are overweight. These

are based on self-reported heights and weights collected through

the CCHS and NPHS. Numerous studies have also shown that

people tend to understate their weight, leading to underestimation

of the prevalence of obesity. The 1999 BC Nutrition Survey used

nurses to measure subjects’ heights and weights and found 55 per

cent were overweight or obese with a BMI of 25 or greater. This is

notably higher than the self-reported figure of 40 per cent.

For the 1999 Annual Report, a BMI of 27 or greater was categorized

as overweight or obese. Using this ranking in 2000/01, CCHS

statistics indicate that 27.0 per cent of the adult B.C. population, age

20 to 64, can be classified as overweight and 15.3 per cent carry some

excess weight. It is important to note that data for this finding is the

same as that used by the B.C. Ministry of Health Planning which

found that 40 per cent of the province’s population is overweight. The

only difference is that people were grouped in slightly different

categories. These numbers remain relatively unchanged over the last

decade. Using the 27 or greater BMI, more men (30.8 per cent) than

women (23.1 per cent) are overweight (see Figure 2.5).

The highest proportion of overweight people is found in the

Northwest (40.7 per cent) and the lowest is in Vancouver (14.5 

per cent) HSDA. In future reports, the Provincial Health Officer will

use a BMI of 25 or greater to indicate those overweight or obese.

Epidemic of Obesity in Children
An alarming trend over the last two decades is the progressive

increase in excess weight and obesity among Canadian children.

From 1981 to 1996, the prevalence of overweight increased by 92 per

cent in boys and by 57 per cent in girls. The prevalence of obesity

has more than doubled in both sexes (Tremblay & Willms, 2000).

According to findings of the National Longitudinal Survey of

Children and Youth (NLSCY), one-third of Canadian children (age

2 to 11) were overweight in 1998/99 and 56 per cent were

overweight for at least one year during the period 1994/95 to

1998/99 (Statistics Canada, The Daily, October 18, 2002). Ten per

cent were consistently overweight over the four-year period.

These findings are of concern because of the impact of increasing

levels of obesity on the health and wellness of individuals and the

population at large due to the potential increase in the prevalence

of certain illnesses and chronic diseases. An internal analysis

conducted by the B.C. Ministry of Health Planning using a

combination of data found that the population-attributable risk of

diabetes due to excess weight is 48 per cent (Population Health

Surveillance and Epidemiology, 2002). This is based on data from

the CCHS 2000/01 and study on The Cost of Obesity in Canada

(Birmingham et al., 1999 February).

The WHO concludes that the fundamental causes of the obesity
epidemic are sedentary lifestyles and high-fat, energy-dense diets.
The WHO notes that people who sustain moderately high levels of
physical activity throughout life may be able to tolerate higher-fat
and higher-calorie diets, but the widespread decline in physical
activity in most societies combined with higher-fat and higher-
calorie diets are associated with rapidly rising rates of obesity and
steadily rising rates of medical complications from obesity. The
findings from indicators for diet, nutrition and exercise are
discussed in more detail in Goal 2, under the section on Healthy
Choices. Results generally show that many B.C. individuals are not
eating a healthy diet or getting enough exercise.
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In addition to physical activity programs, we need to start a
serious conversation about how our children live and play, and the
food choices they and their families make.

Chronic Conditions
In 2000/01, a higher proportion of individuals (12 years and over)
were diagnosed with chronic conditions compared to 1994/95.
This increasing trend was seen particularly in conditions such as
diabetes, arthritis, high blood pressure and asthma.

Although chronic conditions can occur at any age, they are more
common among older age groups. Over the period 1994/95 to
2000/01, a lower proportion of British Columbians, age 45 to 64,
reported being diagnosed by their physicians with high blood
pressure. Slightly more reported a diagnosis of diabetes or
arthritis/rheumatism. (See Figure 2.6.) These increases are not
considered statistically significant.

Chronic conditions not only place limitations on daily activities,

they can also reduce the number of disability-free years and add to

the global burden of disease in British Columbia. The burden of

chronic conditions and how it translates into years of life lost and

years lost due to disability is discussed in more detail in Goal 6.

The prevalence of diabetes is a particular concern. According to a

report from the provincial Diabetes Working Group for the B.C.

Ministry of Health Planning, each year about 19,000 British

Columbians are newly diagnosed with diabetes. The vast majority

of them have Type 2, which typically starts in late middle age, and

is largely associated with obesity and a lack of exercise.

Uncontrolled diabetes can cause severe complications, including

blindness, renal failure, limb amputation, stroke and heart attack

and can ultimately lead to death. In 2000/01, more than $663

million was spent in B.C. on hospitals, doctors, drugs, and renal

services for the care of people with diabetes. Those costs

represent about 14.4 per cent of the hospitals, doctors and

PharmaCare budget and cover about 175,000 (4.3 per cent)

people in the province. With the increasing rates of diagnosis and

aging of the population, those costs are projected to double by

2010 if proactive measures are not widely introduced (Population

Health Surveillance and Epidemiology, B.C. Ministry of Health

Planning, 2003). The Aboriginal population of B.C. has a diabetes

rate that is 3.2 times greater than the general population.

Programs which focus on healthy diet and exercise can help

prevent new cases of diabetes from occurring. The complications of

diabetes, once diagnosed, can be reduced if patients, in partnership

with their doctors, learn how to strictly control their blood sugar

through diet, medication and exercise and have regular testing to

detect the early signs of trouble before major complications arise.

The emerging focus on chronic disease management (CDM) is an

important trend that needs to be supported and should improve

patient health and lessen the impact of diabetic complications.

CDM has four essential features: patient registries so doctors can

track and recall their chronic disease patients for preventive tests

and treatments; strict adherence to treatment protocols so

patients are sure to get the most beneficial care; multidisciplinary

teams so patients have easy access to a range of expertise

including dieticians and therapists; and resources for patient

education and self-management that give patients the tools and

information they need to better manage their disease.

Asthma affects only six per cent of adults and 12 per cent of

children. It is one of the more prevalent chronic conditions in B.C.

and Canada. It seriously undermines the quality of life of affected

individuals and contributes to increased burden on health care

services. Asthma mortality rates increased significantly during
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the 1970s and 80s. By the mid-1990s, the mortality rates began to

drop, due in part to efforts of the National Task Force on Asthma

and the Canadian Asthma Consensus Group, which focused on

better pharmaceutical management and control of asthma

(Health Canada, 1999, Boulet et al., 1999). Although there is a

strong genetic component to asthma, environmental factors such

as air pollution, climate, and exposure to tobacco smoke and

occupational irritants have been associated with increased risk of

asthma. In the last decade, research has also found a link between

too-clean environments and higher rates of asthma, raising the

theory that insufficient exposure to dirt and common infectious

agents in childhood may be contributing to children’s altered

immune response in asthma (Strachan, 2000, Sherriff et al.,

2002). Further research is needed to better understand these

environmental influences to help guide clinical management and

potentially direct public health intervention.

Chronic Pain
According to the 2000/01 CCHS, 17 per cent of British
Columbians suffer from chronic pain and discomfort. This is a
slight increase – one per cent – from the last reported data in
1994/95 and 1996/97 and is not statistically significant.

Chronic pain increases with age and more B.C. women have
reported being “not free from chronic pain or discomfort” than
B.C. men (see Figure 2.7). People with more education are less
likely to report chronic pain and discomfort than those with lower
levels of education. As we reported in 1999, most people reporting
pain describe it as mild or moderate. Some who report chronic
pain, particularly men, may still describe their self-rated health
status as good or excellent – which explains why more people
report chronic pain (17 per cent) than say their health is fair or
poor (12.4 per cent).

There are some regional differences, with Richmond (12.0 per cent)
having the lowest proportion of respondents who report
experiencing chronic pain or discomfort. East Kootenay ranked
highest for this indicator, with 22.3 per cent reporting chronic pain.

Mental Illness
Mental illness is one of the largest contributors to disability and
ill health, contributing more than 10 per cent of the total burden
of human disease (the combined loss of life and disability) based
on World Health Organization assessment. The onset of most
mental health disorders occurs during adolescence and young
adulthood, and can affect people of all ages, educational and
income levels, and cultures.

About one in five British Columbians will experience a mental
illness during any given year. Many more people will experience
mental health problems that warrant attention but do not meet
the diagnostic criteria as a mental illness.

Mental illness exacts a huge toll on the health and well-being of

those it affects as well as their families. Numerous studies have

consistently shown that psychiatric patients of all age groups have

higher mortality rates than the general population, not only from

suicide, homicide and injuries, but from natural causes too. People

with mental illness are at higher risk of concomitant medical

illness than the general population. An analysis of B.C. mortality

data from April 1997 to December 2000 has shown that people

who were hospitalized with a psychiatric diagnosis in 1996/97 had

a much higher overall morality rate than the general population
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(Population Health Surveillance and Epidemiology, B.C. Ministry

of Health Planning, 2001). Those with psychiatric illness are three

times more likely than the general population to die from coronary

heart disease, five times more likely to die of cerebrovascular

disease or stroke, nine times more likely to die of AIDS, 13 times

more likely to die from ill-defined medical conditions, 15 times

more likely to die of chronic liver disease or cirrhosis, and 23

times more likely to die of suicide (see Figure 2.8).

Experts who have studied this phenomenon note the reasons for the

higher mortality from all causes can, in part, be attributed to

psychiatric illness itself, which makes individuals less likely to notice

or respond to health problems and less likely to keep appointments

or comply with medical treatment. Frequently the patient may lack

the skills and resources to use the health system appropriately

(Felker et al., 1996). Psychiatric patients often have unhealthy

lifestyles, such as addictions to cigarettes, alcohol or drugs, that place

them at higher risk of illness. However, the excess mortality can also

be attributed to less-than-optimal medical care, particularly

inadequate physician assessment and follow-up (Felker et al., 1996).

More attention must be paid to the medical management of

psychiatric patients to help address this excess mortality and to bring

their mortality rates in line with those of the general population.

B.C. Trends For Mental Illness
There are several indicators that we can use to measure the

magnitude of mental health problems experienced by a

population. Depression is one indicator, and in this area the trend

appears to be worsening in British Columbia. According to the

NPHS/CCHS, the proportion of the population with probable or

possible risk of depression was 9.1 per cent in 1994/95, dropped

to less than 7.0 per cent in 1996/97 and 1998/99, and increased to

11.6 per cent in 2000/01.

According to British Columbia’s Provincial Depression Strategy, Phase

I Report, each year one in 25 British Columbians will have a

depressive illness, with women affected twice as often as men.

Depression and stress disorders at work account for more than 30 per
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cent of all disability recorded at major Canadian corporations and

represent the fastest growing category of disability claims (B.C.

Ministry of Health Services, 2002). Likewise, anxiety disorders are

now estimated to affect one in every 10 B.C. adults, with 39,000

British Columbians severely disabled by this condition. Frequently,

however, anxiety disorders go undiagnosed and untreated (Provincial

Strategy Advisory Committee for Anxiety Disorders, 2002).

Recently released data from the second cycle of the CCHS showed

that slightly more than 10 per cent of Canadians interviewed had

experienced a mental disorder or substance dependence in the past

12 months (Statistics Canada, The Daily, September 3, 2003). Table

2.1 illustrates the prevalence rates at the national level and we

believe they are relatively reliable as an estimate of B.C.’s experience.

The stigma associated with mental illness can lead to under-

reporting. Many types of mental illness are also often

misunderstood or perceived as part of the normal life stress.

Therefore, they are often under-diagnosed or under-treated.

Both the Provincial Depression Strategy and Provincial

Anxiety Disorders Strategy are province-wide initiatives to

develop frameworks and produce recommendations to

prevent and treat these two common forms of mental illness.

More research and support is needed for those with chronic

schizophrenia, which is a devastating illness, that often

marginalizes its sufferers.

It is increasingly clear that those with mental illness and

their families need improved access to information and

services, improved appropriate care, chronic disease self-

management tools, and improved outcomes.
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Health conditions such as obesity, chronic conditions, pain and mental illness are a continuing concern. Although
British Columbia continues to lead the country in the proportion of people with acceptable weight, there is a
disturbing trend of increasing overweight and obesity among Canadian children. If it is not reversed, there will be
serious consequences for future health. We should target particular groups like adults between the ages of 45 to
64, where twice as many are found to have excess weight or were definitely overweight compared to younger
adults. Overweight adults put themselves at higher risk for high blood pressure, diabetes, heart disease and certain
types of cancer. The increasing rate of obesity in children is a worrisome trend and children should form another
target group. In both groups, increased physical activity and healthy eating patterns should be encouraged.

The provincial government is developing a Chronic Disease Prevention Strategy to complement its Chronic Disease
Management Strategy. The former will focus on tobacco prevention, healthy diets, and physical activity in the
context of the broader, psycho-social and environmental determinants of health. These measures, with a focus on
reducing stress, preventing childhood trauma and increasing social supports, should also help to decrease the
occurrence of mental illnesses such as anxiety and depression.

As we noted in the 1999 Annual Report, individuals and families must be encouraged to take action to do what they can to
improve or safeguard their own health, such as eating a healthy diet and making physical activity a part of everyday life.

Government, too, can do more to improve the health of the population by:

• Placing higher importance on coordinated and comprehensive strategies to encourage healthy eating and
physical activity and on developing methods to evaluate these strategies.

• Working with non-governmental organizations and the private sector to develop a society-wide effort to
prevent chronic disease.

• Leading by example by allocating space in the government offices for employees to exercise during lunch
breaks or out-of-work hours and setting up workshops on ways to reduce stress.

• Encouraging wider uptake of chronic disease management strategies to improve quality of life of people with
chronic conditions and to reduce complications. In addition, government should further support research that
adds to scientific knowledge of chronic conditions, their causes and treatment.

• Gathering and analyzing data to better define the trends in mental illness in British Columbia and to
determine how well health and social services are meeting the health needs of men and women with mental
illness. Gender-appropriate strategies should be developed and implemented to reduce the excess mortality
from medically treatable conditions among the mentally ill population.

? Where Do We Go From Here?



Deaths 
The following three indicators – infant mortality, potential years

of life lost and life expectancy – have long been used as

standardized indicators of population health and health status.

What Do The Data Show?

• Infant mortality has been on a downward trend for several

decades, but from year to year there can be fluctuations

within that trend. Between 1999 and 2002 the infant

mortality rate rose from 3.8 to 4.4 per 1,000 live births. This

is not statistically significant but is still a cause for concern

and attention. B.C.’s rate is still consistently below the

Canadian average and among the lowest in the world.

• Premature deaths continue to follow a downward trend, with

proportionally fewer people dying each year before age 75.

There is still room for improvement, however, since a

substantial proportion of premature deaths are due to motor

vehicle crashes (3.1 per cent) and lung (and trachea) cancer

(10.7 per cent). Many of these deaths could be prevented

through a reduction in hazardous or impaired driving and

reduction in tobacco use.

• Life expectancy for males has increased by 0.8 years since the

1999 Annual Report, slightly closing the gap between women

and men. Life expectancy in B.C. continues to be slightly

higher than the Canadian average.

Infant Mortality
Infant mortality is defined as the number of infants who die in

the first year of life, expressed as a rate per 1,000 live births for a

given year. It is considered a general indicator of the health of a

society because the rate is related to the underlying health of the

mother, public health practices, socio-economic conditions and

availability and use of appropriate health care by pregnant women

and their children.

The B.C. Vital Statistics Agency reports 177 infant deaths in 2002,

15 more than in 2001, to produce an infant mortality rate of 4.4

per 1,000. The result is an increase in the provincial infant

mortality rate, up from 3.8 per 1,000 in 1999. However, this is not

a statistically significant increase. In the 1960s, the infant

mortality rate was 20.0 per 1,000 dropping to 8.0 per 1,000 by the

mid 1980s and to less than 4.0 per 1,000 by the end of the 1990s.
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The major causes of infant mortality continue to be low birth

weights, multiple gestations, premature birth, congenital

abnormalities and Sudden Infant Death Syndrome (SIDS). While

it is often assumed that a higher rate of infant mortality implies a

lack of access to adequate medical care, some of the increase in

fact could be attributed to increased access to medical care. For

example, infertility treatment that creates multiple gestations can

lead to multiple births of low birthweight premature infants who

have a higher risk of death. The trend towards late child bearing

and older mothers can create higher risk pregnancies with

potentially higher rates of adverse outcomes. The increase in

infant mortality since 1999 is being closely examined to better

determine the underlying reasons for this increase.

Some regions recorded lower infant mortality rates since 1999 and

others higher. In the last five years, the HSDA with the highest rate

is typically 1.5 times higher than the provincial average. The

lowest regional rate is typically at 83 per cent of the provincial rate

– a possible target for many HSDAs to aim toward (see Figure 2.9).

Infant mortality rates for the Aboriginal population (based on

Status Indian data) traditionally higher than the rates in the

general population, have also been steadily declining over the last

several decades. In the 1950s, 120 aboriginal infants per 1,000 died

in their first year, a rate five times the provincial average. By the

year 2000, the rate was 4.0 per 1,000, comparable to that of the

general population (Provincial Health Officer, 2002).

Potential Years of Life Lost (PYLL)
Fewer people are dying prematurely in B.C., but lower rates are

attainable. About 28,000 deaths occur each year in B.C. and four

in 10 of these occur in persons under the age of 75. Every death

occurring to a person younger than age 75 is considered a

premature death and results in potential years of life lost.

In 2002, close to 11,200 deaths in B.C. were considered premature,

accounting for 186,300 potential years of life lost. This translates

as approximately 46.0 potential years of life lost per 1,000

standard population in 2002. Figure 2.10 illustrates that trend,

showing the 30-per-cent drop from 1986 for this indicator for

both males and females.

Many of these premature deaths are still amendable to

prevention. In 2002, lung (and trachea) cancer accounted for 10.7

per cent of premature deaths. Tobacco smoking causes the

majority of lung cancers. Motor vehicle crashes took 352 lives

prematurely (3.1 per cent) and many of these could be prevented

by a reduction in hazardous driving. Priorities can be established

by examining age-specific rates for the major causes. For

example, motor vehicle crashes are the leading cause of death for
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Potential years of life lost (All causes), Males and females, B.C., 1986 to 20022.10

Source: B.C. Vital Statistics Agency, B.C. Ministry of Health Planning.
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those between 15 and 24 years, and are a major cause of death for

those younger than 15 and those between 25 and 44 years (see

Goal 6 for more information). Prevention programs aimed at

these risk groups could help reduce the rate.

Life Expectancy
Life expectancy for Canadians and British Columbians continues

to be one of the highest in the world. During the short span of the

four years since we first reported on the health goals, life

expectancy has increased by 0.8 years. Males are experiencing a

greater rate of increase in life expectancy than females. While the

long-standing gap between the life expectancy of men and

women still exists, the gap widened from 6 years in the 1950s to

about 7 years in the 1970s, and since 2000 has narrowed to less

than five years (see Figure 2.11).

Increases in life expectancy are due to both reductions in deaths at

younger ages and to increases in longevity at older ages. Life

expectancy at age 65 continues to increase as B.C. seniors enjoy

better health. In 1950, life expectancy at age 65 was 13.7 years for

males and 15.7 years for females. Seniors in 2002 can enjoy higher

life expectancies – 18.2 years for males and 21.3 years for females.

There are regional differences in life expectancy. Residents of

Richmond HSDA continue to enjoy the highest life expectancy –

81.8 years. Those in the Northwest HSDA have the lowest life

expectancy at 77.7 years.
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Life expectancy at age 0, Males and females, B.C., 1950 to 20022.11

Source: BC STATS, B.C. Ministry of Management Services. http://www.bcstats.gov.bc.ca/DATA/POP/vital/bcexp.htm
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Infant Mortality

Infant mortality rates have been declining for
decades, but there is evidence they can be
reduced even further. In the 1999 Annual Report,
the lowest regional infant mortality rate was 3.4
per 1,000 live births. This was set as an achievable
target for all regions. In 2002, three out of the 16
HSDAs had infant mortality rates lower than 3.4
per 1,000 live births and East Kootenay HSDA had
no infant deaths. This means there is room to
improve for the remaining twelve HSDAs.

? Where Do We Go From Here?



Life Expectancy
Individuals:
• Keep active, do not smoke, eat well and

maintain social relationships such as
through volunteering and participating in
community activities.

Government:
• Take actions to reduce the burden of chronic

and preventable diseases such as cancer,
heart disease and diabetes.

• Manage chronic and preventable diseases
more effectively through province-wide
education and prevention strategies.

? What Actions Can We Take?
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Infant Mortality
Individuals:
• Maintain a healthy diet, especially

expectant mothers.
• Keep a smoke-free home, especially families

with young infants.
• Take necessary precautions at home, such as

putting young infants on their backs to
sleep, which has been shown to prevent
sudden infant death syndrome.

Health Providers:
• Screen women for health risks and chronic

conditions before conception.
• Provide high-quality and coordinated pre and post

natal care, as well as during labour and delivery.
• Reach expectant mothers at risk of low birth

weight through programs such as the
Pregnancy Outreach Program.

Government:
• Provide continuing economic and social

supports for women during and after their
pregnancies.

? What Actions Can We Take?

Life Expectancy
Most experts believe there is a biological
maximum for the age humans can achieve. While
there are still differences within our own
population, the goal should be for those regions
with lower life expectancy to reach the life
expectancy of the best region, which is Richmond
at 81.8 years (1997 to 2001 annual average).

? Where Do We Go From Here?

PERSONAL CHOICES VERSUS SOCIETAL CONDITIONS

Individuals have a great deal of control over how healthy
they are and how healthy they feel. In fact, the list of
personal choices to improve health is becoming well known:

1. Don’t smoke. If you can’t stop, cut down.
2. Eat a balanced diet with plenty of fruits and vegetables.
3. Keep physically active.
4. If you drink alcohol, do so in moderation.
5. Practice safe sex.
6. Drive safely.
7. Use seatbelts in cars; a helmet when bicycling, a

lifejacket in a boat, and a smoke detector in the home.
8. Protect yourself and children from the sun.
9. Learn basic first aid.

But we also know that good health is equally reliant on
factors over which many have little control. An alternative
list of do’s and don’ts, adapted from Dr. David Gordon of
the United Kingdom, wryly illustrates the influence that
societal and family conditions can have on how healthy
people are and feel:

1. Don’t be poor, or at least try not to be poor for too
long.

2. Have wealthy parents with good DNA.
3. Have access to high quality education including

university.
4. Don’t work in a stressful, low-paying job.
5. Don’t live in damp, low-quality housing.
6. Don’t become unemployed.
7. Don’t become homeless or mentally ill.
8. Don’t become disabled.
9. Don’t become old.
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SPOTLIGHT ON SENIORS’ HEALTH STATUS

In general, B.C. seniors are aging well and enjoying improved health status over previous generations. Where data permits,
discussion on seniors is segregated into young seniors (65 to 74 years) and older seniors (75 and older).

Well-being
• Approximately one-third of seniors were found in each of the three self-rated categories – “very good/excellent”, “good”

or “fair/poor”. There were only slight differences between younger and older seniors.

General Health
• Three out of four younger seniors versus one out of two older seniors, described their functional health as very good or

perfect. A higher proportion of older (56.9 per cent) than younger seniors (34.4 per cent) report having some activity
limitation. However, the difference is not large in the proportion of younger (14.1 per cent) and older seniors (16.8 per
cent) who reported one or more disability days in the last two weeks.

Health Conditions
• Arthritis is a chronic condition that increases with age. Almost half of all older seniors report being diagnosed by their

physician as having arthritis or rheumatism. Fewer younger seniors (36.9 per cent) reported being diagnosed with either
of these two chronic conditions.

• The likelihood of being diagnosed with high blood pressure and diabetes also increases with age.

Life expectancy
• Life expectancy for B.C. seniors continues to increase (see Figure 2.12). During the past half-century, life expectancy

beyond age 65 has increased by 33 per cent for males, from 13.7 years in 1950 to 18.2 years in 2002. For the same
period, female seniors enjoyed similar rates of increase in life expectancy from 15.7 years in 1950 to 21.4 years in 2002.

1950 1954 1958 1962 1970 1974 1978 1982 1986 1994 1998 2002 2001 2002
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Life expectancy at age 65 years, Males and females, B.C., 1950 to 20022.12

Source:  BC STATS, B.C. Ministry of Management Services. http://www.bcstats.gov.bc.ca/DATA/POP/vital/bcexp.htm
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LIMITATIONS TO SENIORS’ HEALTH STATUS DATA

Collecting data in more defined categories can be a very complex and expensive process. Thus, data on seniors (or any age
group) disaggregated by income, education, ethnic or geographical categories are not readily available. If available, they may
not be reliable because small samples are susceptible to high variability.

However, from time to time, there are research studies that collect detailed data about particular groups of seniors. For
example, a recent study of the Health and Well-being of Chinese Seniors in Canada revealed that seniors within Canada’s
largest visible minority group, the Chinese, are not as healthy as elderly Canadians within the general population (University 
of Calgary, 2003). This study covered seven major Canadian cities, including Vancouver, and found that poor financial status
among those studied was highly related to poor health. In understanding the health of our seniors we need to gather more
reliable data, especially at sub-population levels, to find solutions in closing discrepancies.

A Portrait of Seniors in Canada (Statistics Canada, 1999) is another comprehensive study that we can depend on to describe the
health of the nation’s elderly. It is also a reliable source for understanding the changing socio-economic status of seniors. Many
of the findings at the national level confirm experiences in our province. It is especially encouraging to know that while eight in
10 seniors who live at home have been diagnosed with at least one chronic health condition, most seniors said that their
overall health is relatively good. This demonstrates the importance of positive attitudes when it comes to self-rated health.
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GOAL 1: LIVING AND WORKING CONDITIONS

Employment 
Unemployment rate – Not much change

Workplace injuries – Improving
Decision latitude at work – No recent data

Income
Low income rate – Not much change

Income assistance rate – Improving
Income inequality – Not much change

Participation and social integration
Social support – Not much change
Volunteer rate – Worsening

Crime rate – Improving
Children/youth in care – Not much change

Housing
Housing need – No recent data 

(likely worsening)

Positive and supportive living and working 
conditions in all our communities

The conditions in which we work and live affect not only our

mental and social health, they have a strong bearing on our

physical health as well. Meaningful work, healthy and supportive

workplaces, sufficient income, supportive families and friends,

and safe and well-designed communities are important

determinants of good health. Goal 1 focuses on the following

categories and their indicators:

• Employment – unemployment rates, workplace injury,

decision latitude at work

• Income – low income rates, income assistance, income

inequality

• Participation and social integration – social support,

volunteer rate, crime rate, children and youth in care

• Housing – housing need, homelessness.

LAOG

HTLA E H1 CHAPTER 3

Living and 
Working Conditions



Employment
A healthy, diverse economy provides opportunities for

employment. It also creates workplaces that are safe and

employers who value their workers. Productive, meaningful work

or work in which employees have high degrees of control are

strongly associated with better health outcomes. Conversely,

unemployment or a lack of control over work situations is

associated with poorer health. The three indicators used to gauge

employment and working conditions are unemployment rate,

workplace injury rates and decision latitude at work.

What Do The Indicators Show?

• Unemployment rates in B.C. have been higher than the

Canadian average for the last three years but have generally

declined from unprecedented highs in the 1980s. However,

some regions such as Cariboo and North Coast /Nechako, saw

unemployment rates climb over the last three years to a high

of 12.6 per cent. Youth unemployment is a particular concern

province-wide.

• Injury rates have continued to decline over the last decade in

B.C. among all ages. However, young workers still have

disproportionately higher rates of injuries compared to other

age groups.

• No new information is available about decision latitude at

work, a measure of the amount of control one has over one’s

working life. This measure has been shown to have a strong

relationship to rates of diseases and therefore more data

should be collected about this indicator in B.C.

Unemployment
Self-worth and well-being are closely associated with employment

status. What we do for a living determines our income and

identity. British Columbia’s economy over the last two decades has

undergone significant shifts, with the proportion of resource-

based manufacturing and primary goods production shrinking in

comparison to the service sector industries.

Except for the period from 1990 to 1997, unemployment rates in

B.C. have typically been higher than rates in the rest of the

country (see Figure 3.1). But the general trend has been

downward, with B.C.’s annual unemployment rates dropping from

a high of 14.8 per cent in 1984 to less than 10 per cent since 1993.

For 2000 and 2001 the unemployment rate was below 8.0 per cent

but returned to 8.5 per cent in 2002.
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Unemployment rates, B.C. and Canada. 1984 to 20023.1

Source: Statistics Canada.  Prepared using data from Labour Force Survey, by BC STATS, B.C. Ministry of Management Services. 
http://www.bcstats.gov.bc.ca/data/lss/lfs/bccanlfs.pdf
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Regions with a higher dependence on primary goods production,

particularly forestry, experienced a greater increase in

unemployment rates compared to other regions. North

Coast/Nechako saw the greatest increase in the recent years, from

8.8 per cent in 1999 to 12.6 per cent in 2002 (see Figure 3.2).

Unemployment rates in the urban centers are typically lower than

the less populated regions and mirror the provincial trends. For

example, metro Vancouver Mainland unemployment rates were

lowest in 2000 (5.9 per cent) – the same year provincial

unemployment rates were also lowest, at 7.2 per cent.

Youth, women, Aboriginal people, visible minorities and persons

with disabilities traditionally face disadvantages in employment,

including high unemployment, occupational segregation, pay

inequities, and limited opportunities for career progression. In

some cases, unemployment rates for these groups can be almost

double the provincial rate.

In the 1999 Annual Report, we documented the gains made

during the 1990s of women moving into traditionally male-

dominated professions. This trend has continued with women

during the last decade accounting for nearly 50 per cent of the

growth in occupations that normally require a university

education. The female workforce grew by 23.4 per cent in B.C

between 1991 to 2001. According to the 2001 Census, however, the

most common jobs for women in Canada are still in sales and

secretarial positions, which are usually lower-paying positions

with less autonomy.

Young people have the highest level of unemployment. According

to BC STATS, B.C.’s young people (age 15 to 24 years) in 2002

faced an unemployment rate of 14.3 per cent, down from a high

of 17.3 per cent in 1998. Despite the improvement, B.C.’s youth

unemployment rate in 2002 is higher than the Canadian average
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Source: Statistics Canada.  Prepared using data from Labour Force 
Survey, by BC STATS. B.C. Ministry of Management Services. 
http://www.bcstats.gov.bc.ca/data/lss/lfs/lfspage.htm
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IMPACT OF “TRAINING” WAGE

In November of 2001, B.C. introduced a training wage
of $6 per hour, which applies only to employees with
with less than 500 hours paid work experience. At the
same time, the minimum wage was raised to $8 per
hour for all others, becoming the highest in the country.

Business leaders and company owners have hailed the
training wage as a way to encourage employers to take
on inexperienced help, spur youth employment and
create a wider pool of trained workers.

However, youth and labour groups have criticized it as
unfair and discriminatory. They claim that some employers
fire workers before they reach 500 hours, hiring novices to
replace them at the lower wage and making it harder for
youth with work experience to continue employment, find
new jobs, or get wage increases.

With twice the rate of unemployment of other age
groups, young people need effective strategies to help
them enter and stay in the workforce. It is not yet clear
what the overall impact of this wage policy is.
Therefore, an independent evaluation is needed to
assess whether the policy is achieving its desired aims.



of 13.6 per cent and considerably higher than Alberta (10.7 per

cent), Saskatchewan (11.0 per cent), and Manitoba (10.2 per cent).

Workplace Injuries 
The injury rate is the major indicator of overall health and safety

in B.C. workplaces. Since the 1999 Annual Report, injury rates

have continued to decline, dropping to a record low of 3.2 short-

term disability claims per 100 person years of employment by

2002. That means that for every 100 full-time workers employed

in the course of a year, 3.2 were injured.

Men are injured far more frequently on the job than women and the

decline in injuries is confined to males. The decline in injuries in the

workplace for males has dropped from 6.8 (per 100 person years of

employment) in 1994 to 4.8 in 2002 (see Figure 3.3). The injury rates

for females remained almost unchanged over the last few years.

Some industries, however, need more attention. The injury rate

for workers in the health care industry is higher than the

provincial injury rate for workers in all industries combined.

Almost 50 per cent of health industry injuries are musculoskeletal

injuries, arising from improper handling of patients or materials.

The Workers’ Compensation Board (WCB) has been developing

programs in the health sector to prevent the most common

injuries, with good results. In health care, while employment rose

6.2 per cent between September 2001 and September 2002, the

injury rate fell by 13.7 per cent in the same period.

Forestry is another higher-risk occupation. The rate at which

forest industry workers are injured is more than twice the rate for

other industries in the province. Between 1997 and 2001, the

average injury rate was 9.6 per 100 person years of employment

compared with the provincial average of 4.2 over the same five-

year period. While the forest industry rate has been steadily

declining, it still translates into one in 13 forest workers being

injured or killed on the job each year. WCB is aiming prevention

programs at this group, particularly among tree fallers.

The WCB also reports that each percentage point of reduction in

injury rate translates into 618 fewer workers experiencing time

lost due to injury, $10 million in avoided costs and approximately

30,000 productive days gained by the economy. This means that

the declining injury rate from 1998 through 2002 resulted in

20,613 fewer workers losing time off work from injuries and saved

more than 1 million days of work (T. Bogyo, Director of Corporate

Planning, WCB, personal communication, June 10, 2003).
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Injury rates by gender, Age 25 years and over, B.C., 1994 to 20023. 3

Note: 2002 data is as of March 11, 2003. Injury rate is the number of claims per 100 estimated person-years of employment, including claims for short-term or 
long-term disability or survivor benefits in the year of the injury or in the first quarter of the year following the year of injury.  Source: Workers' Compensation 
Board of British Columbia.
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Injuries among young workers, although declining, continue to be

a concern. British Columbia’s 300,000 young workers, aged 15 to

24, remain a key prevention focus for the WCB through its Young

Worker Strategy. In 2002, 170 young workers were injured every

week, with five of those injuries resulting in permanent

disabilities. Five young workers were killed on the job in 2002.

This translates to a rate of 3.2 claims per 100 – a reduction of 32

per cent since 1997 when the young workers’ injury rate was 4.7

per 100 person years of employment. This decline is encouraging

and needs to continue. With some 8,800 young workers injured

on the job every year, this is still too high a toll.

Decision Latitude at Work
How much control one has over one’s working life and

environment has been shown to have a strong bearing on health.

The ability to control one’s work circumstances is called “decision

latitude”. It is not solely the amount of stress on the job that

undermines health, but the amount of control the worker feels

over that stress. High stress with high control has little health

impact, but high stress combined with low control is associated

with much higher risk of disease. These findings have been

replicated in numerous studies around the world following the

famous Whitehall studies of British civil servants.

Unfortunately, recent data for this indicator is unavailable for

British Columbia. In the 1999 Annual Report, we summarized

data from 1994/95 that showed 68 per cent of British Columbians

between ages 15 and 74 who are employed indicated a high level

of decision latitude at work.

Decision latitude is an important indicator and new studies are

showing that it applies not only to working life, but home life, too

(Diez Roux, 2001). More research should be conducted and more

data collected in B.C. on this important indicator and its

association with health outcomes.
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BRITISH CIVIL SERVANTS SHED LIGHT ON
DECISION LATITUDE AND HEALTH STATUS

The most famous pair of studies illuminating the
relationship between working life, status, control and
health outcomes occurred over three decades among
British civil servants. The first Whitehall study began in
1967 and followed 10,000 male civil servants. None
were poor by society standards, but the study found a
dramatic difference between those at the top of the Civil
Service hierarchy and those at the bottom, with a four-
fold greater risk of heart disease at the bottom (Marmot,
1984). Even after adjusting for known risk factors, such
as smoking, obesity and physical activity, the gradient
held true: the lower a worker was in the hierarchy, the
higher the risk of all disease, not just heart disease.

In Whitehall II, a new group of 10,308 men and women
civil servants were followed. The results of the second
study found an association with workers who had low
control over their daily activities in the workplace and a
higher risk of cardiovascular disease and other causes of
death. Low control also translated into increased risk of
depression, particularly among women in low status jobs.

Marmot and colleagues concluded that giving
employees more variety in tasks and a stronger say in
decisions about work may decrease the risk of
coronary heart disease and other illnesses (Marmot,
1997, Bosma,1997).
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Notes: Income share of the poorest half of households: the 
proportion of each region's household income that accrues to 
households earning less than the median income. In a situation of 
perfect equality, the bottom half (poorest) households would receive 
50 per cent of the total income. In B.C., most HSDAs have values 
around 21.2 per cent, slightly down from 22.0 per cent as reported in 
the 1999 Annual Report. 
Source: Income - Statistics Canada. Data prepared by Health Analysis 
and Measurement Group using data from 2001 Census, special 
tabulations. Health - PYLL is expressed as a rate per 1,000 population 
(age standardized) 1998-2002 annual average. B.C. Vital Statistics 
Agency, B.C. Ministry of Health Planning. Unpublished tables.
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One way to assess income distribution equality, adopted in the

1999 Annual Report, is to compare the income share of the

wealthiest half of households with that of the poorest half of

households. A region with aggregate incomes of families in the

bottom half totaling closer to 50 per cent of all incomes in the

region can be said to have more income equality. Figure 3.6

illustrates the relationship between health status (measured by

potential years of life lost) and the income inequality measure.

Using data from the recent 2001 Census, most regions in B.C.

have this measure of income inequality clustered around 21.2

per cent – a finding that has not changed much since the 1999

Annual Report. Differences in health status between HSDA’s are

not clearly linked to this measure of income disparity in B.C.
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Individuals:
• Be informed about the impacts of poverty in British Columbia.
• Participate in community programs that alleviate poverty and inequalities.
• Ask governments to enact policies and programs that will reduce poverty and inequalities.

Governments:
• Protect and improve social programs and tax policies that help to mitigate against income inequalities.
• Develop long-term strategies for supporting low-income families, such as lone-parent families.
• Develop indicators and collect data to measure income inequality and its impact on health.

? What Actions Can We Take?

As we noted in the 1999 Annual Report, some countries, particularly in Northern Europe, have been able to keep
child poverty at a very low rate – less than five per cent even during periods of recession. With the LICO measure
around 12 per cent in B.C. or the new Market Basket Measure showing 20 per cent of households struggling to
make ends meet, we can do more to protect children from the life-long negative effects of growing up in relative
deprivation and poverty.

International studies have shown that in more egalitarian societies, people tend to live longer and have better
health (Marmot & Wilkinson, 1999, Marmot, 2003). Analyzing the results achieved by other industrial countries 
can provide some clues in setting a target for British Columbia. But as we noted in 1999, these are often difficult
political and social policies that need a great deal of discussion and research.

There are signs, based on the indicators discussed, that decisions and policies we have made about social safety
net and income redistribution at the provincial and national levels are slowly showing some positive outcomes.
Many seniors are enjoying a better socio-economic status because of retirement saving programs and public
income assistance programs like Old Age Security (see Seniors box on page 47), but many seniors, especially single
women, have low incomes.

Over the last two decades the switch from universal family allowance to income-tested benefits has helped
redistribute income to families with the lowest incomes. In 1981, under the old universal family allowance
program, families with the lowest income received almost exactly the same payment in child benefits (about
$1,280) as families with the highest incomes. Twenty years later, under the Canada Child Tax Benefit, the lowest
income families received an average $2,378 per child per year and the 10 per cent of families with the highest
incomes received only $26 in child benefits per child per year.

? Where Do We Go From Here?



Participation and Social
Integration 

The support we get from others throughout life has an important

influence on health. In fact, connections to our family, friends and

communities may be as important to health as currently

recognized factors such as blood pressure, smoking and diet. The

caring, respect and satisfaction that occur in social relationships

guard against illness and help people cope when problems do arise.

Social support and levels of volunteering are two ways of

measuring participation and social integration. Crime rates and

the number of children and youth in care provide information

about the levels of security and stress that families and

communities are experiencing.

What Do The Indicators Show?

• Eight in 10 British Columbians have good social support,

unchanged from the 1999 Annual Report.

• The social support that male seniors get through marriage is

associated with a lower risk of dying after the age of 65.

• Fewer people are volunteering time but more money is being

donated to charitable causes.

• Crime rates continue to drop in B.C. and around the world,

largely due to an aging population.

• More B.C. children in recent years are in government care,

though the rate of increase has slowed markedly.

Social Support
Based on the Canadian Community Health Survey 2000/01, eight in

ten British Columbians reported that most or all of the time they

have someone they can confide in, someone they can count on for

advice or get advice from in a time of crisis, and someone who

makes them feel loved and wanted. Women tend to have a higher

level of social support than men based on these measurements.

People living in Vancouver and other more densely populated

areas tend to have a lower level of social support than those in

less populated areas. Even though there were high proportions of

those living in Vancouver who reported that they felt supported

(based on the four components listed above) for most or all of

the time, the proportions were consistently lower than in other

Health Service Delivery Areas (HSDA) (see Figure 3.7). This tells

us that in our cities about 30 per cent of the residents may feel

lonely and isolated.

For seniors, studies suggest the social support that comes with

marriage has a protective effect on health, but only for men.

Statistics Canada examined the mortality among a group of men

and women aged 65 and older from 1994/95 to 2000/01 through

the longitudinal National Population Health Survey. They found

married men had a 40 per cent lower risk of death compared to

men who were single, widowed, divorced or separated.

Volunteering or participation in community organizations also

had a protective impact for senior men. Nevertheless, women still

tend to out-live men, whether they have social support or not

(Statistics Canada, The Daily, May 23, 2003).
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Volunteering
For many of us, it is just as important to give as it is to receive

social support. We demonstrate our care for the communities we

live in by volunteering time and donating money. In 2000,

collective unpaid hours contributed by volunteers in Canada are

equivalent to almost 549,000 full-time year-round jobs (Canadian

Centre for Philanthropy, 2001). The volunteer rate, defined as the

percentage of population who performed a service without pay in

the last 12 months preceding the survey, was 26 per cent for

British Columbia. This is a decrease of 4 per cent from the last

survey conducted in 1997. Total volunteer hours have also

dropped from 169 to 143 million hours. The rest of the country is

experiencing the same trend.

Volunteers in British Columbia are typically 45 to 54 years of age,

married, university graduates, employed, and belong to a

household with income greater than $60,000. A slightly higher

percentage of females than males volunteer in B.C.

Although volunteer rates by British Columbians have dropped,

total charitable donations have increased from $552 million in

1997 to $614 million in 2000. Charitable donations increase with

income and education (see Figure 3.8). Religion is also a

contributing factor in how much one donates or volunteers.
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Crime Rate
According to the summary statistics published by the Police

Services Division of the province, overall crime rates have steadily

dropped in the province since 1992 (see Figure 3.9). This includes

crime rates for the three major categories – property crime,

violent crime and other (vandalism, trespassing, weapons

possession, etc.). In total, the crime rate has decreased 25 per cent

over the last decade, reaching the lowest rate in 20 years.

Crime rates are dropping across the country and around the Western

world. This is due in part to an aging population, resulting in fewer

males between ages 15 to 24 – the age when most violent and

property crimes are committed. Policing efforts at the community

level and better law enforcement practices are other reasons for the

decrease. Unemployment rates have been declining in recent years

and more employment typically leads to reduced crime.

Children And Youth In Care
Most children in B.C. live in families with one or both of their

biological or adoptive parents. Current policy is to avoid removing

children from the home and to support families to care for their

own children. In cases where this cannot be done without risk to

the health and safety of children and youth, the B.C. Ministry of

Children and Family Development (MCFD) provides substitute 

parenting, usually in the form of foster homes. Figure 3.10

illustrates the rates and numbers of children and youth in care.

About one per cent of B.C.’s children age 18 years and under are

cared for in foster homes or other non-parental care provided by

MCFD. Studies conducted by MCFD indicate that 50 to 60 per cent

of children taken into care are from families that have received

income assistance within the previous year, showing the link

between poverty and family instability. Sixty per cent were lone

parent families. Forty per cent of children and youth in care are

Aboriginals. Demographically, the provincial Aboriginal population

is increasing and now makes 8 per cent of children (age 0 to 18

years). By 2005, MCFD aims to have 50 per cent of Aboriginal

children who are in care served by delegated Aboriginal agencies

and as many as possible placed with Aboriginal foster families.

Although returning children in care back to their original family

is the most important and key goal of the ministry, for a small

portion of children it may not be possible. For those in permanent

care, successful adoption is preferred. Adoption will allow them to

learn and grow in a stable family and cultivate a sense of

belonging. The number of children and youth in care who are

adopted is increasing. In 2001/02, 243 of these often hard-to-place

children found a permanent home. The target is to raise that

number to 300 children a year by 2005 (B.C. Ministry of Children

and Family Development, 2003 October).
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Most British Columbians live in safe communities and receive strong social support from family, friends and co-
workers. Many also do their part by giving back to their communities through donating money or time. These
findings are consistent with our understanding of what makes people healthy when they live in a healthy
community.

With crime rates falling our communities are becoming more secure. However, unstable or dysfunctional family
functioning continues to disrupt a small proportion of children’s lives, necessitating the child’s removal from the
home. While constituting just one per cent of the child population, children in care are disproportionately from
single parent families on income assistance or from Aboriginal families. This points to the need for policies and
initiatives to help these groups obtain more stable and nurturing family lives.

? Where Do We Go From Here?

Individuals:
• Encourage a climate of zero tolerance for violence in all areas of society.
• Participate in community decisions and activities.

Employers:
• Adopt policies that support employees’ participation in voluntary activities.
• Support flexible work arrangements for employees.

Governments:
• Address the underlying factors that put people at risk of turning to crime and violence, including poverty,

inadequate housing, inequality, racism, family breakdown, child abuse and neglect, school failure and
unemployment.

• Improve services to support the safety of mothers, which in turn will support the safety of children.
• Provide funds for social development and outreach programs for groups that are isolated, disadvantaged or

showing signs of distress.

? What Actions Can We Take?



Housing 
The homes in which we live and the surrounding neighbourhood

can influence our opportunities for work, recreation and social

interaction. They can also affect our health and quality of life.

Houses we live in keep us dry and sheltered. A damp or cold home

or one that needs repair can contribute directly to disease or injury.

If it is too small or overcrowded, it can contribute to family stress

because there will be insufficient room for all family members.

What Do The Indicators Show?

• B.C. has the second highest rate of renters in Canada, after

Quebec, with 30.9 per cent of households renting in B.C.,

pointing to the high cost of home ownership in the province.

• An estimated 130,000 people live at risk of homelessness in

Greater Vancouver, living in unaffordable, inadequate

dwellings and spending more than 50 per cent of their

income on shelter. In a 24-hour snapshot census, 1,121 people

in Greater Vancouver, including 71 children, were living on the

street or in emergency shelters.

Housing Need
This indicator refers to the proportion of renter households that

are unable to afford suitable and adequate housing. It is based on

the Core Housing Need index developed by the Canadian

Mortgage and Housing Corporation, using census data.

Unfortunately, the data from the most recent census required for

the calculation of the index are not yet available. Therefore, we

cannot update this indicator. In the 1999 Annual Report we found

that one in three renter households were unable to afford suitable

and adequate housing.

However, we know that 30.9 per cent of B.C. households are

renters. This is the second highest rate after Quebec (Lefebvre,

2002). According to a recent national study, the Survey of

Household Spending (2000), the following are some findings

about renters in the country:

• In general, renters spend about 28 per cent of their income on

housing.

• Those in the lowest quintile of income, however, spend about

40 per cent of their income on housing.

• Low-income renters who live in subsidized housing spend a

lower proportion (31 per cent) of their income on housing

than do those in non-subsidized housing (48 per cent).

• Nineteen per cent of renters live in housing that is in need of

repairs or unsuitable in size.

As a general rule, households are considered to have affordability

problems if more than 30 per cent of household income is spent

on housing costs. The 2001 update of the Survey of Household

Spending found that shelter costs account for one-third of

household spending in lowest-income households (Statistics

Canada, The Daily, December 11, 2002). Households in these

situations are quite likely to have insufficient money for other

necessities such as food, clothing, and transportation. They may

have to make difficult choices such as sacrificing food, working

longer hours, or relying on food banks. These choices can lead to

poorer health. In contrast, the same survey found the top 20 per

cent of households by income only allocated 15 per cent of their

budgets to shelter.

Homelessness
In the 1999 Annual Report, we noted that there were no reliable

indicators to accurately measure the number of homeless people

in B.C. This remains true today.

However, new research has given us better estimates, particularly

for the Lower Mainland. In January 2001, a research project was

launched by the Greater Vancouver Regional District and the

Greater Vancouver Regional Steering Committee on

Homelessness. The project’s aims were to improve data and

methodology to better estimate the number and needs of people

who are homeless, develop a demographic profile, and improve

data collection and methodology, all of which would be used to

support a regional homelessness plan.

During one 24-hour period in January 2001, a snapshot survey was

conducted to tally the number of homeless people in Greater

Vancouver.A nighttime count was conducted of homeless people

staying in 40 emergency shelters, transition and safe houses. During

the day, counts were made at 45 locations where homeless people

congregate, such as parks, bottle depots, meal programs and

panhandling locations. People were screened to determine whether

they had stayed in a shelter the previous night. In total, 1,121

homeless individuals were counted during the snapshot survey,

including 71 children. This tally is thought to underestimate the

number of homeless by perhaps 60 to 80 people for the time period.
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The GVRD research project also estimated the number of people

at risk of becoming homeless – those who spend more than 50

per cent of their income on shelter. The 2001 GVRD study,

available on their Web site (www.gvrd.bc.ca/homelessness)

estimated that by 1996, 131,000 individuals were at risk of

homelessness, up from 80,000 in 1991. In terms of households,

58,000 in 1996 were at risk, up 48 per cent since 1991.

Researchers in this project also found that 66 per cent of

homeless people report at least one health condition. Addiction,

at 39 per cent, is the most commonly reported health issue.

Twenty-three per cent reported a mental illness and 15 per cent

reported a disability.

In April 2003, the British Columbia Homelessness and Health

Research Network was established to promote a collaborative,

multidisciplinary program of research on homelessness and

health. Funded by the Canadian Institutes of Health Research, the

network is based out of the Institute for Health Promotion

Research at the University of British Columbia and includes a

project team of research and community partners from around

the province. This new group will establish more high-quality

research and data about homelessness and health in B.C. Its Web

site is found at http://bchhrn.ihpr.ubc.ca

Meanwhile, it is reported anecdotally that more people are living

in emergency shelters, parkades, ravines and other temporary

shelters in towns and cities around the province. Vancouver,

Victoria, Prince George, Kelowna, and Nanaimo are some

apparent examples. Strategies and programs to combat

homelessness should take into account the gender differences

among the homeless population. Some services, which have

evolved to serve homeless men, are inappropriate for 

homeless girls and women.
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We need to continue to take action to ensure
housing continues to be a priority. The increased
focus on research and data collection for
homelessness is an important new trend that is
applauded.

? Where Do We Go From Here?

Governments and community groups:

• Continue the focus on improved research
and data collection to understand the full
impact of housing need and homelessness 
in B.C.

• Recognize the importance of housing as a
determinant of health for individuals and
communities.

• Expand provincial and local efforts to help
people with housing needs, especially the
homeless, the mentally ill, people with
addictions, single parents with children and
people with special needs.

? What Actions Can We Take?
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FOCUS ON SENIORS’ LIVING AND WORKING CONDITIONS

Seniors, like other age groups, require favourable living and working conditions. How do B.C. seniors measure up against the
first health goal? 

Employment
• According to 2001 labour force statistics, five per cent of seniors (24,500) in British Columbia are employed and another

1,500 are looking for work. More male (6.8 per cent) than female seniors (3.3 per cent) and greater proportion of
younger (10.3 per cent aged 65 to 69 years) than older seniors (2.6 per cent 70 years and older) are employed. More
than half who are employed are in full-time jobs.

• Almost half of seniors who are working are self-employed. Highly educated Canadians are more likely than those with
less schooling to continue working beyond retirement age (Duchesne, 2002). In B.C., 1.3 per cent of the workforce are
seniors but among doctors, 6.8 per cent are seniors (Canadian Institute for Health Information, 2001).

Income
• Seniors are becoming wealthier. In 2001, just 9.4 per cent of B.C. seniors were considered to be persons in the LICO

bracket, fewer than the general B.C. population (12.1 per cent). Elderly families in British Columbia, with the major
income earner being 65 or older, had an average after-tax income of $42,536 in 2001. The average after-tax income 
for a B.C. family of two or more was $57,581 in the same year.

• The socio-economic status of seniors has been helped by income redistribution strategies such as employment pension
plans, the Canada Pension Plan, private savings plans like the Registered Pension Plans and Registered Retirement
Savings Plans, and public income assistance
programs like the Old Age Security Program.

• Some segments of the seniors’ population, such as
single women living alone, have significantly lower
levels of income. The average after tax income of
unattached elderly B.C. females is only $21,017,
one of the lowest of all family type categories
(Statistics Canada, 2003 June).

Social Support and Participation 
• According to the CCHS 2000/01, most B.C. seniors

reported that they had someone to confide in (74.6
per cent), had someone who would give them advice
about a crisis (70.8 per cent), had someone they can
count on for advice (65.2 per cent) and someone
who makes them feel loved and cared for (77.2 per
cent). While seven out of 10 had medium or high
levels of social support, this aggregate score is still
slightly lower than the overall population (see Figure
3.11). The social support of marriage is associated
with longer lives in senior men, but not in women,
according to data from the NPHS.
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• More seniors than any other age groups volunteer for charitable and non-profit organizations, spending an average of
351 hours as volunteers in 2000. In the same year, the average donation from B.C. seniors was $224, just slightly below
the average donation of $255 for all ages.

Crime

• Generally, seniors are less likely to be victims or perpetrators of crime compared to other age groups. However,
seniors, especially females, often feel unsafe when walking in the dark or feel worried when at home alone 
(A Portrait of Seniors in Canada, 1999).

Housing
• Nationally, 70 per cent of seniors are home owners and 64 per cent are mortgage-free, the highest of any age group.

Of the 30 per cent of seniors who rent, many spend a substantial amount on housing – 34 per cent of their income.
• B.C. has been shifting from a medical model of seniors’ care to a social housing model of care with the aim to keep

seniors independent in the community for as long as possible with community supports or assisted living rather than
having to enter a care facility.

Seniors are performing well based on the measures in Goal 1. However, some seniors are isolated and alone with insufficient
income or social support. These are often women who have outlived their male partners. The increasing age and ethnic
diversity of our seniors, and the increasing numbers living in urban centres, highlights the necessity of creating and keeping
policies and programs that help seniors stay socially connected, help identify seniors in need and help provide the assistance
that keep them independent and healthy. We need to ensure that we can effectively communicate with seniors in culturally
sensitive ways.

FOCUS ON SENIORS’ LIVING AND WORKING CONDITIONS (CONTINUED)
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GOAL 2: INDIVIDUAL CAPACITIES, SKILLS AND CHOICES

Healthy child development 
Low birthweight – Not much change

Breastfeeding – Improving 
Family functioning – Not much change

School readiness – Improving

Learning opportunities
High school graduation – Improving

Post-secondary education – Improving
Grade 12 exam completion rate – Improving

Healthy choices
Smoking – Improving

Heavy drinking – Worsening
Physical activity – Not much change

Healthy eating – No trend data
Bicycle helmet use – No recent data

High-risk sexual practices – No recent data
Teen pregnancy rate – Improving

Independent living
Living in the community, – Not much change

age 65 and over –

Opportunities for all individuals to develop and maintain

the capacities and skills needed to thrive and meet life’s

challenges and to make choices that enhance health.

The choices we make in our lives have a potent influence on our

health. Choosing to eat a healthy, nutritious diet, to drink alcohol

responsibly, to remain physically active and to continue to engage

one’s mind with life-long learning can translate into a longer,

healthier life. Likewise, the decision to smoke, drink to excess, use

illegal drugs, have unsafe sex or remain sedentary can lead to a

shorter life with more illness-filled years. However, the ability to

make healthy choices often depends on underlying factors such

as healthy child development in stable, functional families, which

gives children the best start in life. Access to high-quality

education helps build the skills and capacities to choose wisely

and exercise autonomy throughout one’s own life. The ability to

be in charge of one’s own life and remain independent, even if

one is elderly or disabled, also translates into better health.

P R O V I N C I A L  H E A L T H  O F F I C E R ’ S  A N N U A L  R E P O R T  2 0 0 2
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Health Goal 2 aims to establish opportunities for all individuals to

develop and maintain the capacities and skills needed to thrive

and meet life’s challenges and to make choices that enhance

health. Goal 2 focuses on the trends in the following categories

through the various indicators:

• Healthy child development: low birthweight, breastfeeding,

family functioning, school readiness.

• Learning opportunities: high school and post-secondary

graduation, Grade 12 exam completion.

• Healthy choices: smoking, alcohol consumption, physical

activity, healthy eating, bicycle helmet use, high risk sexual

practices, teen pregnancy.

• Independent living: living arrangements for seniors,

mentally ill and the disabled.
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Healthy Child Development 
The early years of life are critical to the future well-being of the

child. As the First Ministers of Canada noted in September 2000,

what happens from conception to age five establishes the

foundation for competence and coping skills that will affect

learning, behaviour and health for the rest of a child’s life.

According to the National Children’s Agenda (1999), five

predominant influences affect children’s development:

• biological inheritance 

• family 

• child care and school

• physical and community environments

• society.

Generally, healthy children emerge most often from healthy

families, and healthy families lead to healthy communities.

What Do The Indicators Show?

• The proportion of low birthweight babies born each year has

remained relatively unchanged for the last two decades, but

improvement can be made particularly in some sub-

populations such as Aboriginal families.

• B.C. mothers still lead the country in the number

breastfeeding their children, but the majority stop three to six

months after the child’s birth. Children can benefit from

longer periods of breastfeeding. More can be done by society,

employers and individuals to support women to continue

breastfeeding for longer periods of time.

• The majority of families in B.C. still rank high on scales of

family functioning. However, about 10 per cent of families

emerge as being dysfunctional. The makeup of families is

changing. While traditional “nuclear” families, consisting of a

legally married mother and father raising a child or children

together, are still the majority, increasingly more common are

single parent families, common-law families, or families in

which the parents separate or divorce while the children are

still preschoolers.

Low Birthweight
Infant weight at birth tells us about the health of the child as well

as the mother. Low birthweight – below 2,500 grams (5.5 lbs) – is

a well-established indicator that is associated with a higher

chance of death within the first year of life. Infants with low

birthweight are also more likely to have birth defects, illnesses

and/or poor health throughout childhood. In British Columbia,

low birthweight rate has remained relatively unchanged in the last

two decades. For 2002, 5.3 per cent of live births were of low

birthweight (see Figure 4.1).

As we noted in the 1999 Annual Report, the Vancouver Health

Service Delivery Area (HSDA) continues to have a greater
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NATIONAL CHILDREN’S AGENDA

As we reported in the 1999 Annual Report, at the end
of the 1990s, the federal, provincial and territorial
government began to set out a shared vision to
promote the health and wellness of Canada’s children.
Called the National Children’s Agenda, it outlined
values and goals as well as six policy areas in which
governments could cooperate to better support
children. One of the policy areas was early childhood
development.

Early childhood development agreement 
In September 2000, the federal government and all the
provinces and territories (except Quebec) agreed to
improve and expand the services and programs to young
children in Canada. Under the agreement, all
governments committed to producing annual reports to
the public on progress among a common set of 11
indicators. The indicators measure the physical health,
safety, security and early development of young children.

B.C. released its first baseline report under the agreement
in January 2003, Indicators of Early Childhood Health and
Well-being in British Columbia. The report uses the same
data sources as this PHO report and echoes many of the
same findings stated here.

An electronic copy of the indicators report is available
from the B.C. Ministry of Children and Family
Development Web site:
www.mcf.gov.bc.ca/publications/early_childhood.htm



prevalence of low birthweight infants than the provincial average

for this indicator for all years, except 2001, during the period 1986

to 2002. Data for low birthweight is recorded by the mother’s

usual residence, so this higher prevalence is not a by-product of

high risk mothers coming to Vancouver’s tertiary hospitals to give

birth. Instead, it is probably related to socio-economic factors,

including low income, smoking by the mother during pregnancy,

poor diet, pregnancy-induced hypertension, and multiple births.

The trend of women postponing pregnancy until age 35 or older

can also be a factor as these women are more likely to have

pregnancy–induced hypertension and gestational diabetes.

Breastfeeding
Breastfeeding provides the essential nutrients for healthy infant

growth and development and provides antibodies to protect

against infection and allergies. Experts agree that human breast

milk contains the optimal balance of nutrients needed for brain

and body growth (McCain & Mustard, 1999). In addition, it also

allows emotional bonding between mother and child, fostering

positive child development.

The vast majority of B.C. babies are now breastfed for at least a

few weeks of life. The National Longitudinal Survey of Children

and Youth (NLSCY) 1998/99 cycle found that 93.1 per cent of

children aged 0 to 3 in B.C. were breastfed for at least some

portion of life. This is substantially higher than the rest of

Canada, where the same survey found 79.9 per cent of children

aged 0 to 3 were breastfed. It also appears to be an improvement

from the previous NLSCY data, which we reported in the 1999

Annual Report, that showed 88 per cent of infants were breastfed

(although this survey just measured children aged 0 to 2).

Not all of these babies were breastfed for the recommended period

of time, but the proportion is improving. According to the

Canadian Community Health Survey 2000/01, of mothers who

breastfed, 28 per cent stopped before three months, but 70 per cent

breastfeed for at least three months or longer (see Figure 4.2). This

is a greater number than reported in the National Longitudinal

Survey of Children and Youth 1996/97, where only 46 per cent of

mothers breastfed their last child for longer than 3 months.

Experts recommend that babies be exclusively breastfed for 

four to six months until solid food is introduced. Subsequently,

breastfeeding can continue as part of the diet into the second

year. This is where future improvement can come, particularly

extending the length of feeding from three months to six months.

Returning to work and unsupportive environments for

breastfeeding are some of the reasons women stop breastfeeding.

Some public places, however, are becoming more baby and

mother friendly. Allocated family rest areas that allow mother and
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child quiet space to breastfeed are more common. It is likely that

more women might continue breastfeeding after six months if

employment policies were more flexible or if a special room was

set aside to enable nursing mothers to express milk at work.

Family Functioning 
Family functioning has been described as “the way in which

families work together on tasks that are necessary for the family

unit to survive” (Racine & Boyle, 2002). A well-functioning family

can effectively solve problems, communicate well with each other,

and provide a stable, consistent home that is free of violence and

abuse. A well-functioning family has positive interactions with

each other and spends time playing and laughing together.

The National Longitudinal Study of Children and Youth, which

has followed more than 15,000 children and youth in Canada

since 1994, has been assessing family functioning by a series of

questions that look at parenting style, communication patterns,

involvement and behavioural control to arrive at a global scale of

family functioning. According to the 1998/99 results of this study,

the majority of B.C. families (89.4 per cent) are functioning

adequately or well. About 10.6 per cent of families could be

characterized as dysfunctional, which may cause future problems

for children, particularly in forming healthy, respectful and

meaningful relationships with others. The findings from 1998/99

are slightly lower than those reported in the 1999 Annual Report,

down from 93 per cent in 1996/97. Nevertheless, about nine in 10

B.C. children live in families that are functioning well. They work

together on tasks necessary for a family to survive – solving

problems together, offering support to each other and

communicating effectively as a unit.

The Canadian family, however, is changing. According to the

report on The Well-being of Canada’s Young Children (Human

Resources Development Canada, 2002):

• Families are smaller: average size is 3.0 per family, more than

25 per cent of children are the only child in the family.

• Families are breaking up when children are younger: five

times as many children in the late 1980s experienced parental

separation before their sixth birthday as compared to

children in the 1960s.

• More families are headed by a single parent than in the past:

13 per cent in 1991, up from 9.4 per cent in 1971.

While there are many happy and well-functioning single parent

families, in general children from two-parent families report

fewer problems than children from single parent families (see

Figure 4.3). Absent parents and spouses, difficult divorces, lower

incomes, all contribute to more challenges for single parent

families. Difficulties range from school performance to emotional

well-being (Human Resources Development Canada, 2002).

Children from two-parent families were also less likely to be poor.

These difficulties highlight the need for supportive programs and

policies such as universal access to childhood development

programs and opportunities, availability of affordable housing,

adequate incomes and childcare for single parent families, and

support services for families in difficult transitions.

School Readiness
Most B.C. children start formal schooling between the ages of five

and six. The school “readiness” of children age four to five is an

indirect measurement of the quality of the early childhood

development and experiences. Children who are ready for school

have usually been exposed to books and numbers, have had

positive social interactions with other children and adults, have

developed social skills in a group setting, and have the physical,

intellectual, emotional and behavioral maturity to begin a

kindergarten or Grade 1 program. School readiness at age five
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translates into a positive attitude towards learning and school that

can stay with the child throughout their years of education and

contribute to better functioning and performance in school.

We can measure the readiness of four and five year olds for school

by using the Peabody Picture Vocabulary Test. This test measures

verbal ability and emotional and behavioural readiness.

According to the National Longitudinal Survey of Children and

Youth, the proportion of B.C. children who are considered ready

has improved slightly from 81 per cent in 1994/95 to 83.7 per cent

in 1998/99. In fact, 14.4 per cent are considered above average in

their scores for the Peabody Picture Vocabulary Test.

Many factors have been associated with increased school

readiness, including higher family income, higher level of

education of the parents and positive parenting style. Frequent

reading to young children is also positively associated with school

readiness, a factor that may partially explain the slight increase.

In 1998/99, 82.1 per cent of B.C. children (2 to 5 years of age)

were read to at least once per day by their parent or another adult

caregiver (see Figure 4.4) – significantly higher than the national

average of 69.7 per cent for the same measure.

The parents’ educational levels are also important in predicting a

child’s performance, even before they enter school. The mother’s

level of education was found to be the strongest predictor of a

child’s vocabulary ability prior to entering school, and of

mathematics achievement at the elementary school level (Human

Resources Development Canada, 2002).
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B.C. is doing well in relation to the rest of Canada on measures of early childhood development, but there is room
for even more improvement, particularly in healthy birthweights, breastfeeding and family functioning.

Finland, Sweden and Ireland are some of the countries with the lowest rates in low birthweight babies and B.C.
should be able to achieve similar rates. In fact, in East Kootenay HSDA, the low birthweight rate has consistently
been low, averaging 3.4 per cent in the last few years (annual average 1998 to 2002). We can look to this HSDA as
an achievable target for the province.

Our target is to have 80 per cent of all babies exclusively breastfed for the first four to six months of life. Although
we are not meeting our target yet, of those mothers who do breastfeed, seven out of 10 breastfeed for at least
three months or longer.

Family functioning is a fairly new indicator and therefore no target was set in the 1999 Annual Report. However,
the decreasing proportion of B.C. families scoring well on this indicator and the changing face of the family unit
means we must be cognizant that some families are at high risk. For example, some families headed by single
mothers should be targeted for social and financial supports.

Although no targets were set for school readiness, our four and five year olds are showing more readiness to learn
than previous cohorts. This is due in part to being read to by their parents more frequently. In fact, according to the
Canadian Council on Social Development (2000), parents with low incomes read to their young children as often as
parents in other income groups.

? Where Do We Go From Here?
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The actions that we recommended in the 1999 Annual Report are still as relevant today.

Parents and caregivers:

• Breastfeed your children where possible for at least six months.

• Be warm and responsive to children by talking, singing and reading to your children regularly.

• Recognize that each child is unique.

• Choose quality child care and stay actively involved in your child’s life.

Employers:

• Promote family-friendly workplace policies that allow parents to spend time with their children and provide a
quiet private location for working mothers to breastfeed or express breast milk at work.

Governments and organizations:

• Make high-quality child care and other early childhood services accessible to all children, regardless of income
background.

• Provide targeted programs for children living in disadvantaged families and neighbourhoods.

• Address the needs of young children in a coordinated, comprehensive manner, so that children and families do
not “fall through the cracks”.

• Provide prenatal outreach services to women at risk of having low birthweight babies and other poor
pregnancy outcomes.

• Encourage all maternity hospitals to follow international guidelines for breastfeeding and to work towards
achieving Baby-Friendly designation.

• Establish programs to set comprehensive assessment points in the early childhood period by routinely
assessing all children for school readiness and making parents aware of good care in early childhood.

• Tackle larger issues that affect children’s health and development – poverty, hunger, security, and social
conditions of disadvantaged groups.

? What Actions Can We Take?



Learning Opportunities 
Research repeatedly shows that education is one of the most

important determinants of health. In general, the higher the level

of education, the better the health. In this section, we will discuss

the educational level of B.C.’s population in general, as well as how

the student population has been performing.

What Do The Indicators Show?

• More working age British Columbians (25 to 64 years) than

ever have graduated from high school – up to 80.6 per cent of

the population in 2001 from 73.4 per cent in 1991.

• During the 1990s, B.C. experienced a huge growth in the

population of working-age people with university degrees – up

62 per cent for men and 91 per cent for women. In 2001, 24 per

cent of the entire working population had university degrees.

• Among recent high school students, fewer teens are dropping

out and more are passing high school Grade 12 exams, up to

77.0 per cent in 2001/02 from 74.8 per cent in 1999/2000.

• Adults who return to school to acquire high-school

equivalency are also passing Grade 12 exams at a much

higher rate. In 2001/02, 59.7 per cent of adults passed Grade

12 exams, compared to only 24.4 per cent in 1996/97.

• The majority of students in Grades 4,7, and 10 who take the

mandatory Provincial Foundations Skills Assessment tests are

meeting expectations in reading comprehension, writing and

numeracy.

High School And Post-Secondary Graduation
British Columbians, like other Canadians, are better educated

than ever. In fact, according to 2001 Census, B.C. had the highest-

educated working-age population among all the provinces

(Statistics Canada, 2001 Census, March 11, 2003).

The decade from 1991 to 2001 saw great improvements in

education attainment. By 2001, 80.6 per cent of all working-age

(25 to 64 years) British Columbians had at least completed high

school. This compares favorably with the 1991 Census count

where only 73.4 per cent had a high school diploma. Of 1.2

million working people aged 25 to 64 in 2001, 56.4 per cent had

graduated from a trade school, college or university, up from 46.9

per cent in 1991.

B.C. women experienced greater gains in attainment of university

qualification than the province’s men during the decade. Not only

are there more working-age women (263,240) than men

(249,475) with university degrees, the growth in university

education attainment in the last decade is also greater for women

(91 per cent) than men (62 per cent).

Figure 4.5 shows that regions that have higher proportions of the

population with post-secondary education, such as North Shore

and Vancouver, tend to have lower rates of premature deaths (as

measured by potential years of life lost). Those in the northern

regions of B.C., where proportions of the population with post-

secondary education are lower, tended to have higher premature

death rates.
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FIFTY YEARS OF HIGHER EDUCATION

Between 1951 and 2001, a massive shift towards higher
education occurred in Canada.

According to Statistics Canada, in 1951, only two per
cent of Canadians had education beyond high school
but by 2001, for the first time, 51 per cent did; 36 per
cent of those were trade and college degrees while 15
per cent were university degrees.

Part of the huge growth in educated Canadians came
through immigration policies in the 1990s, bringing 61
per cent of immigrants with post-secondary degrees to
Canada compared to 48 per cent in the two decades
before. Another factor was the recession of the 1990s,
which had more young adults staying in university
rather than entering the job market.

As a result in 2001, 28 per cent of Canadians age 25
to 34 had university degrees and 21 per cent had
college diplomas.

On the world stage, Canada now ranks fourth overall
for the proportion of the population with university
degrees, after the U.S., Norway and the Netherlands.
(Statistics Canada, 2001 Census, March 11, 2003).



Grade 12 Exam Completion
Recent high school students are doing better, with more successfully

completing Grade 12. For those who took the Grade 12 examinations,

77.0 per cent (includes all schools) successfully passed in 2001/02.

This is an increase from 74.8 per cent in 1999/2000.

As in most years, more females than males and more non-

Aboriginals than Aboriginals are completing Grade 12. There

was also considerable regional variation. Grade 12 exam

completion rates were as low as 33.9 per cent in Stikine and as

high as 88.7 per cent in West Vancouver. Figure 4.6 shows the

completion rates for selected groups in 2001/02.

Other student learning measures also show positive signs:

• Adults – those who lack a high school degree tend to perform

more poorly on simple daily literacy tasks and also tend to have

lower earning power. It is encouraging to know that 59.7 per

cent of continuing education students, primarily adults

returning for certification, are also passing Grade 12

examinations. This is significantly higher than six years ago,

when completion rate for the same group was only 24.4 per

cent. This is consistent with findings at the national level. The

2001 Census revealed that a greater proportion of adults, age

20 to 34 years, are making a greater commitment to full-time

education at all levels – high school, trade, college or university.

• Grades 4, 7, and 10 – Results from the Foundation Skills

Assessment (FSA) are also encouraging. The FSA tests are

mandatory provincial tests designed to gauge how well students

in general are doing in B.C. schools. They measure student

reading, numeracy and writing abilities during the milestone

years of grades 4, 7 and 10. In 2002, between 70 to 95 per cent of

students in all three grades met or exceeded expectations in all

three testing areas.While reading comprehension and writing

showed relatively consistent results over the last three years of

tests, numeracy scores have improved. Now higher proportions

of students in all three grades have met or exceeded targets set

by the B.C. Ministry of Education in 2000/01.

Education is a key determinant of better health and it is

encouraging that both student and adult populations are showing

positive trends. Learning is a life-long enterprise and increasingly

there is greater acceptance and opportunities for adults who want

to go back to school. Regardless of the time of life, more

education and training can translate into more control and

options in one’s life, and potentially better overall health.
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With B.C. now leading the country with the highest educated working-age population, we are progressing in the
right direction. Nevertheless, it is important that we continually strive for a more educated population and ensure
that opportunities for education are equitable and available for all. An educated, healthy population has value in
itself and will enable B.C. to compete in the global economy.

Both B.C. Ministries of Education and Advanced Education have set achievement targets up to 2005/06. Using
2001/02 provincial rates as baseline measures, they aim to improve them yearly. In post-secondary education, for
example, the target is an increase of one per cent in graduation rate each year. Although not explicitly addressed in
setting their targets, there is recognition that some groups would require more attention, particularly aboriginal
populations, children with special needs and Asian immigrants.

? Where Do We Go From Here?

The actions recommended in the 1999 Annual Report still hold true:

Parents and caregivers:

• Talk to children about what goes on in school and help them develop positive attitudes towards learning.

• Take an active role in improving the education system by participating in school activities, parent advisory
councils and other functions, such as school accreditation teams.

Employers:

• Develop an organizational culture committed to learning and support employees who want to upgrade and/or
attain certificates of education.

• Recognize women’s greater share of family responsibilities and create a supportive workplace that will allow
women to pursue life-long learning opportunities and/or allow men to take on more family responsibility.

School system:

• Provide programs and support that help young people stay in school.

• Provide opportunities for life-long learning.

• Investigate successful educational methods from other provinces and countries.

• Encourage parents and communities to be involved in schools and issues affecting the educational system.

• Monitor and report on student outcomes and performance for all students including disadvantaged students
and students in targeted programs.

• Keep tuition rates for post-secondary education affordable for the majority of the population.

? What Actions Can We Take?



Healthy Choices 
Many diseases and injuries can be prevented if individuals make

healthy choices. Not smoking at all, drinking responsibly,

practicing safe sex and wearing protective gear during leisure

activities are choices that lead to reduced risk of illness and injury.

Our ability to adopt healthy behaviours, however, is influenced by

our environment and our life circumstances. The addictiveness of

tobacco, for example, makes it difficult to stop even for those

desperate to quit. Eating nutritious food is dependent on access to

high quality, wholesome foods and sufficient income. Risky

choices – such as driving dangerously, using drugs or drinking

irresponsibly, or having unsafe sex – are often celebrated on

television or films or affected by peer pressure. Some women and

men are in relationships in which it is difficult or impossible to

negotiate safe sex. The objective of Goal 2 is to create conditions

that help people make informed healthy choices while balancing

the individual’s need for freedom in making these choices.

What Do The Indicators Show?

• B.C. continues to have the lowest number of smokers in the

country (20.5 per cent), including the lowest percentage of

teen smokers (16.5 per cent). However, the devastating health

consequences of smoking mean we must do more to prevent

people from starting in the first place or to help them quit

once they start.

• More people in B.C. are engaging in heavy drinking (measured

as more than five drinks in a sitting 12 or more times a year).

Heavy drinking has risen from 14.2 per cent of the population

in 1994/95 up to 19.5 per cent of the B.C. population in 2000/01.

Fetal Alcohol Spectrum Disorder (also known as Fetal Alcohol

Syndrome) has also increased over the last decade. Recent

changes to liquor laws in B.C. should be evaluated for their

impact on the health consequences of alcohol consumption.

• B.C. has the most physically active population in Canada, but

this percentage has not changed much over a decade. A full 50

per cent of the population is inactive or sedentary; therefore

there is much room for improvement.

• Only four in 10 British Columbians ate fruit and vegetables five

or more times per day, according to the CCHS 2000/01.

Trend data are not yet available, but this indicator shows room

for improvement.

• The majority of British Columbians wear a bicycle helmet

when cycling, with the highest compliance in urban centres.

Bicycle injury rates might be further reduced by policies and

city design that create safe bicycle paths.

• No new data is available about high-risk sexual practices or

teen sexual activity for the last three years. The 1999 Annual

Report found that a significant number of individuals were not

using condoms in new relationships, however, slightly fewer

teens were becoming sexually active before age 19.

• Pregnancy rates among younger teens are close to the

provincial target of 20 per 1,000 females but among older teens

(age 18 to 19 years) are still too high at 56.5 per 1,000 females.

British Columbia can achieve even lower rates along the lines of

some European countries such as the Netherlands (8.7 per

1,000 females) by adopting messages that stress being healthy

and responsible about sexuality.

Smoking
According to data from the Canadian Community Health Survey

(CCHS) 2000/01, only 20.5 per cent of the B.C. population age 12

and over are current smokers. This is a notable drop from 25.8 per

cent in 1994/95. Government policies, such as restricting sales to

minors, raising tobacco taxes, requiring health warnings on tobacco

packaging, and placing restrictions on advertising tobacco

products, have helped to deliver the message that smoking is bad

for our health and to reduce the smoking rate.

The proportion of former smokers continues to increase – a natural

trend to expect as proportion of current smokers decrease. Data at

the national level show that concern for their future health is the

main reason many former smokers have quit their habit.According

to the B.C. Doctors’ Stop-smoking Program, willingness to quit is

low among existing smokers, with fewer than 20 per cent of B.C.

smokers indicating that they are ready to quit.

Although 5.9 million people in the country reported that they had

quit, quitting is not an easy task (Health Canada, 2002 November).

Many quitters make several attempts. In Chapter 6, Goal 4 we

discuss smoking prevention and cessation programs in more detail.

B.C. has the lowest rate of teen smokers age 15 to 19 of any other

province in Canada, according to the CCHS 2000/01. Only 16.5 per

cent of B.C. teens smoke, compared to 22.3 per cent in Prince

Edward Island and up to 33.6 per cent in Quebec (see Figure 4.7).

Quitting is also a difficult task for teens. Half of B.C. teen smokers
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made one to three attempts to quit in the past 12 months.

Nationally, only 18 per cent of teens successfully quit the habit.

And according to the Canadian Tobacco Use Monitoring Survey

(February to December 2001), the rate of quitting increases with

age. Since quitting smoking is very difficult, more effort must be

made to ensure teens never start smoking in the first place.

Regular Heavy Drinking
Alcohol, when used responsibly, can be an enjoyable part of the

lives of many people without demonstrable harm. New research is

showing that moderate drinking in certain age groups – a glass of

wine a day for women and two for men – can provide positive

health benefits, such as reducing heart disease in people older

than age 40. The benefits of regular moderate drinking, however,

are limited to older individuals. Increased consumption by

younger drinkers whose habits and patterns of drinking are less

likely to be moderate could result in the harms of drinking

outweighing any benefits. The indication that binge drinking in

young people is increasing, is therefore of concern.

About four in 10 British Columbians aged 12 and over described

themselves as regular drinkers in 2000/01. This means in the last

year, they had an alcoholic drink at least once a month. However,

a greater proportion of this group engaged in heavy drinking. The

rate of drinkers having five or more drinks on one occasion,

twelve or more times a year, rose from 14.2 per cent in 1994/95 to

19.5 per cent in 2000/01.

Excess alcohol consumption can harm the body directly (for

example, liver disease or alcoholic psychoses) or can adversely

affect behaviour. In 2002, 315 deaths in B.C. were directly related

to alcohol. Another 1,503 deaths were indirectly related to

alcohol. Three-quarters of alcohol related deaths occurred to

people less than 75 years of age (B.C. Vital Statistics Agency,

unpublished table, 2003).

Traffic collision statistics for 2001 show that alcohol was involved

in 10.5 per cent (1,971) of all police attended injury collisions and

30.9 per cent (114) of all reported fatal collisions (Insurance

Corporation of British Columbia, 2001). The hours between 9

p.m. and 3 a.m. are the peak times for alcohol-related collisions.

More than half of all collisions occur on Fridays, Saturdays or

Sundays between 9 p.m. and 3 a.m. (see Figure 4.8).
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CHANGES TO LIQUOR LAWS
NEED PUBLIC HEALTH EVALUATION

In the spring of 2002, the B.C. government liberalized
alcohol sales in the province. In a May 2002 report, the
PHO expressed concern over the potential increase in
alcohol abuse and recommended the changes be
accompanied by:

• Monitoring the public health and safety impacts,
i.e. motor vehicle crashes;

• Increased prevention programming for alcohol abuse;

• Rigorous enforcement and monitoring to prevent
sales to underage and intoxicated customers;

• More addiction treatment and rehabilitation and;

• Involvement of public health experts in future
changes to alcohol policy.

See
http://www.healthplanning.gov.bc.ca/pho/pdf/alcoholpolicy.pdf



Besides poorer health and increased motor vehicle collisions,

alcohol abuse can lead to a range of work, family, and social

problems. The Police Services Division reported that alcohol was

involved in 50 per cent of domestic assaults (see Goal 6 on

domestic assault).

Alcohol can have devastating effects on unborn children.

According to the Health Status Registry Report, between 1996 and

2000, at least 713 babies were born in B.C. with Fetal Alcohol

Spectrum Disorder (FASD), an increase over previous years. The

actual number is likely greater, but due to under-reporting or

delayed diagnosis the exact number is unknown. FASD is caused

by excessive alcohol consumption by the mother during

pregnancy and results in children with permanent physical,

mental and emotional disabilities (see box).
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FASD’S DEVASTATING TOLL

Drinking during pregnancy can cause life-long physical
and facial deformity for the affected child as well as
mental handicap and emotional and behavioral
problems. As many as 5 in 1,000 births may be affected
by Fetal Alcohol Spectrum Disorder. However, provincial
reporting and diagnosis has been inconsistent in the
past. Medical professionals, with assistance from the
Health Status Registry, are working to produce
guidelines for assessment and diagnosis of FASD.



Responsible drinking means knowing and respecting your limits,
never driving drunk, and drinking moderately. It means planning
ahead for alternate transportation or appointing a designated
driver when attending an event where alcohol will be served.
Although denial of the problem is a hallmark of people who drink
to excess, individuals must be encouraged to seek help if drinking
is causing them or others harm, such as when excess drinking
precedes violent behaviour.

Physical Activity
Physical activity is an essential component of a healthy lifestyle
that can help delay or prevent many serious illnesses and
conditions, improve sleep and energy levels, reduce excess weight,
and help alleviate stress, anxiety and mild depression. Moreover, it
can be a fun, enjoyable and fulfilling way to interact with family
and friends. However, many British Columbians seem to consider
physical activity an unpleasant chore.

Based on responses to questions about frequency, duration and
intensity of their participation in leisure time activity (National
Population Health Survey and Canadian Community Health
Survey), the proportion of British Columbians age 12 and over
who are considered physically active has not changed since
1995/96. In 2000/01, just 26.9 per cent are considered physically
active and another 22 per cent moderately active. This means a full
50 per cent of British Columbians are inactive. It is assumed that
people 65 and older would be less physically active, however, there
is little difference in the activity level of the B.C. population
between the ages of 45 to 65 (41.7 per cent) and those over 65
(42.1 per cent) who are considered inactive (see Figure 4.9). These
are essentially the same findings as the 1999 Annual Report.

Healthy Eating 
Healthy living means healthy eating. The Canada’s Food Guide to

Healthy Eating recommends five to 10 servings of fruits and

vegetables each day. Fruits and vegetables are high in vitamins,

fibre and antioxidants, and when eaten along with a low fat diet

have been shown to reduce the risk of certain cancers and heart
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NEW PROGRAM PROMOTES PHYSICAL ACTIVITY AMONG B.C. SCHOOL CHILDREN

More than 50 per cent of B.C. children are not physically active enough to benefit their health. Now a new program,
funded by the B.C. Ministry of Health Planning, is working with university researchers, educators, health professionals, and
sports and recreation professionals to integrate physical activity into a wide range of school activities and curriculum, not
just traditional physical education classes.

The Action Schools! program has two phases. The first phase, from February 2003 to June 2004, is a pilot project targetting Grade
4 and 5 students at 10 pilot schools in Richmond and Vancouver. Action Schools! focuses on four themes: healthy heart, healthy
bones, healthy self, and healthy school. It includes both educational instruction and physical activities under those themes.

The pilot will develop curriculum and evaluate the outcome among the children – including measuring children’s changes
in bone health and heart functioning. Results will be compared to regular school physical education programs.

All schools will be invited to participate if the 2004 evaluation shows effectiveness.
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disease. High-fat, high-calorie diets usually result in excess

weight gain, which is linked to chronic diseases such as adult-

onset diabetes and heart disease.

In the Canadian Community Health Survey 2000/01, just 37.7 per

cent of British Columbians consume fruits and vegetables at least

five or more times per day. This is a newly available indicator and

as yet, no trend data is available.

Dietary practices between males and females differ. There are

also differences in dietary practices between regions of the

province. A review of B.C. data shows that females are more likely

than males to eat the recommended amount of fruits and

vegetables. On the average, 43 per cent of B.C. females consume

fruits and vegetables five or more times daily. Fewer B.C. males
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NEW B.C. STUDY SHEDS LIGHT ON WEIGHT,
EXERCISE AND EATING HABITS

The B.C. Nutrition Survey (BCNS) surveyed 1,823 people
in the province aged 19 to 84 in 1999 to obtain the
most comprehensive information on eating habits, body
weight and exercise. Conducted by Health Canada, the
B.C. Ministry of Health Planning and the University of
British Columbia, the study included 90 minute in-home
interviews by trained public health nurses and
nutritionists and included measuring the height, weight
and waist circumference of participants.

It found:

• 55 per cent of participants were overweight or
obese based on researchers’ measurements.

• 61 per cent did no strenuous exercise and 36 per
cent did no moderate exercise.

• “Lack of time” was the most frequent reason for
not doing more physical activity.

• Despite these findings, 80 per cent believed they
were getting enough activity from their lifestyle.

The researchers noted that public health programs
designed to increase lifestyle physical activity may have
limited impact because most British Columbians believe
they are already physically active (B.C. Ministry of
Health Planning, 2003).



consume fruits and vegetables that frequently (32.2 per cent).

This was true for all HSDAs except in North Vancouver Island

HSDA, where males more often than females ate more fruits and

vegetables. The highest consumption of fruits and vegetables

among women was in the North Shore/Coast Garibaldi HSDA

(see Figure 4.10).

People who eat a healthy diet are more likely to make wise choices

in other areas of their life, tending to be more physically active,

less likely to smoke and more likely to drink responsibly. There is

also a strong relationship between the frequency of eating fruit

and vegetables and body mass index (BMI). People who are in the

acceptable weight range ate fruits and vegetables more frequently

than those who are obese (Pérez, 2002 March).

The B.C. Nutrition Survey (BCNS) found similar findings. In its

survey of 1,823 B.C. adults in 1999, it not only found higher rates of

obesity and inactivity than the CCHS 2000/01 (see box on page 64),

but also that the majority of men and women in B.C. (as high as 84

per cent in some age groups) ate less than the recommended

amount of fruits, vegetables and milk products. Taking into account

the contribution of both food and supplements, it also found:

• Many British Columbian adults have inadequate intakes of

folate, vitamins B6 and B12, vitamin C, magnesium and zinc.

• Intake of calcium and fibre was below recommended levels

for all adults.

• 10 to 14 per cent of pre-menopausal women had inadequate

iron intake.

• 25 per cent were consuming more than 35 per cent of their

caloric intake from fat.

• Supplement use is widespread among B.C. adults and

increases with age; 80 per cent of women 71 years and older

reported taking nutritional supplements.

The BCNS has created the first provincial database of food

consumption and nutrient intakes that will service as a baseline

for future nutrition monitoring (Forster-Coull, personal

communication, June 23, 2003).

It is hard to eat well if you are worried about having enough to

eat. Not surprisingly, those who do eat well rarely felt insecure

about food supplies. Fortunately, the majority of British

Columbians do not experience hunger at the drastic levels of

people living in poorer parts of the world. However some British

Columbians feel anxious or insecure about food supplies. In the

Canadian Community Health Survey 2000/01, 11.8 per cent of

B.C. respondents (age 12 years and over) said they are worried

about having sufficient food to eat and 8.3 per cent reported that

they did not have enough to eat.

National data based on the earlier National Population Health

Survey 1998/99 suggest that children aged 0 to 17 were the age

group most likely to live in food-insecure households (Statistics

Canada, The Daily, August 15, 2001). Feelings of food insecurity

are associated with poorer health status. The same survey reported

that twice as many respondents in food-insecure households rated

their health as “fair” or “poor”, and three times as many reported

emotional distress, than those in food-secure households.

Food insecurity levels are slowly increasing. One indicator is the

reliance on food banks. In Canada, the number of people who

used a food bank was 747,665 in March of 2002. This is 12.5 per

cent increase from 1997 (Canadian Association of Food Banks,

2002 October). For British Columbia, food bank use has increased

since 1997. Over 100 food banks and associated agencies are

currently operating in this province. The Greater Vancouver Food

Bank alone feeds over 25,000 people each week. A 2001 report on

The Cost of Eating in B.C., authored by the Dietitians of Canada,

showed a five per cent increase in the cost of healthy eating over

the previous year. This translates into $30 more, or $626 a month,

to feed a family of four. High housing cost is a major factor

consuming large portions of the low-income earners’ wages. This

means they have to rely more heavily on food banks – an option

never intended as a long-term solution to hunger.

Bicycle Helmet Use
In the 1999 Annual Report we reported findings from the 1996/97

National Population Health Survey (NPHS) that more than half (53

per cent) of British Columbians who ride bicycles said they always

wear a helmet when cycling. This was a significant increase since

1994/95 when only 29 per cent reported always wearing a helmet.

No new trend data from the NPHS or the CCHS is available.

However, a 1999 study by the Traffic Injury Research Foundation

(Ontario) examined the impact of British Columbia’s mandatory

bicycle helmet law, the first such law in North America, which was

passed in 1996. The study found that three years after the

legislation was passed, bicycle helmet use for B.C. had increased

further to over 70 per cent by 1999 (Beirness, 2000). The same

study found variation in helmet use for rural and urban areas –
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rural areas were estimated at 58 per cent and the Greater

Vancouver and Victoria areas were estimated at 74 per cent. The

study reported that this law has proven to be an excellent example

of the effects of legislation on influencing behaviour and enabling

both individuals and the community to benefit from it.

The increased acceptance of bicycle helmets and their high rate of use

suggest that the individual is playing an active role in preventing head

injuries and other injuries.Any further reductions in injuries from

cycling are therefore more apt to come from improved engineering and

city planning.An example would be creating designated bicycle routes

that keep cyclists safe from motor vehicles and other city hazards.

High-Risk Sexual Practices 
High-risk sexual practices include having multiple sexual partners,

having sex without a condom (in a short-term relationship), and

not using an effective method of contraception. There is no

updated information on the sexual practices of the province’s

population based on these definitions. The last provincial data for

high-risk sexual practices were from the National Population

Health Survey 1996/97. In that year, one in four British Columbians

age 15 to 69 years, who were in relationships of less than 12

months’ duration, did not use a condom the last time they had sex.

In terms of the number of sexual partners, youth is the only

group on whom more recent data are available. Of the youths that

are sexually active, one out of four said they had four or more

sexual partners (The McCreary Center Society, 1999).

High-risk sexual practices can lead to sexually transmitted

diseases (STD) and unintended pregnancies. Although these

outcomes are steadily decreasing, there were still 2,100 reports of

STD in 2002 (B.C. Centre for Disease Control, unpublished tables,

2003 July) and another 4,676 reports of teen pregnancies in 

2002 (B.C.Vital Statistics Agency, August 2003) for teenagers

between 15 to 19 years. This translates as a teen pregnancy rate of

20.5 per 1,000 females for age group 15 to 17 years and 56.5 per

1,000 females for those 18 to 19 years. These rates, while still above

the target, represent an improving trend in teen pregnancy rates.

The McCreary surveys showed some encouraging findings on

sexual practices of B.C. teens in grades 7 to 12. More teens are

delaying onset of sexual activity. The 1998 McCreary survey

found that a higher proportion (77 per cent) have never had

sexual intercourse, compared to 1992 survey (70 per cent).

Teen Pregnancy

It is assumed that most pregnancies among teenage women,

particularly those under age 18, are unintended. An unintended

pregnancy exposes the parents and the child to a number of risks

- physical, psychological, economic and social. Early teenage
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EUROPE HAS BETTER TEEN SEXUALITY OUTCOMES
THAN CANADA AND U.S.

Scandinavian countries, the Netherlands and Germany
all have teen pregnancy rates, birth rates and abortion
rates (per 1,000 women age 15 to 19 years) well below
Canada and the United States. For example in the
Netherlands, pregnancy rates are 8.7 per 1,000 and
abortion rates are 4.2 per 1,000. In Canada, the
pregnancy rate is 54.7 per 1,000 – two to four times
higher than these European countries; and up to six
times that of Holland.

Despite an openness towards sexuality in those countries,
onset of sexual activity is the same in Europe and North
America. However, European teens report fewer sexual
partners and much lower rates of sexually transmitted
diseases. Despite easier access to abortion, abortion rates
are generally lower than in North America.

A U.S.-based organization, Advocates for Youth, which
annually compares European/North American statistics,
found the difference lies in the approach to sexuality in
teenagers, particularly the belief that sexuality is a
normal and healthy part of being human.

• Programs are geared not to prevent sex, but to
stop unwanted consequences.

• Access to contraception is unimpeded or even free.

• Prevention programs focus on safety, pleasure and
responsibility.

• Political or religious groups have little influence on
public health policy.

• As a consequence, most European teenagers
believe “it is stupid and irresponsible” to have
unprotected sex.

(Feijoo, 2001).



childbearing is of particular concern because it can affect a young

woman’s development and life opportunities and create an

unstable home life for the growing child.

The target for teen pregnancy was set at 20 per 1,000 teenage

females in the 1999 Annual Report. In 2001, the rate for younger

teen females, age 15 to 17, is closer to the target at 20.5 per 1,000

(see Figure 4.11). Although the rate for females age 18 to 19 years is

declining, it is still too high at 56.5 pregnancies per 1,000 females

(nearly three times the target teen pregnancy rate). Many teenagers

choose to terminate their pregnancies, but about 2,150 new babies

are born yearly to teenage mothers age 15 to 19 years, averaged over

the period 1993 to 2001 (B.C.Vital Statistics Agency, 2003 August).

A decade ago, less than half of all teen pregnancies ended in

abortions. In 2001, 62 per cent of teens 15 to 17 years of age and

56 per cent of older teens, 18 to 19 years, terminated their

pregnancies.

The decline in teen pregnancy rates may be an indication that we

are providing more effective education and increasing access to

contraception. However, the increasing teen abortion rates show

that too many young women are still experiencing the trauma of

unwanted pregnancy and are not using reliable contraception despite
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AN OUNCE OF PREVENTION

The data from a variety of British Columbian sources
clearly indicate that adolescence is a time of special risk
and adaptation as teenagers pass through puberty and
attain adult status. On this journey adolescents typically
engage in a range of experimentation behaviours.

However, knowledge, attitudes and behaviours that are
established in childhood and youth set a pattern –
whether good or ill – for behaviours and circumstances
in later adult life. The impact is felt not just by the
individual, but by communities and society at large.

British Columbia, like many other jurisdictions, has in
the past failed to take advantage of the opportunities
that a “captive” school age population presents. The
Office of the Provincial Health Officer recently released
a report that presented compelling data to encourage
policy makers to use the school as a setting for health
promotion. This report can be found on 

http://www.healthplanning.gov.bc.ca/pho/



being sexually active. More should be done to promote healthy,

responsible sexuality and alternative methods to abortion, such as

the more widespread availability of emergency contraception.

In December 2000, B.C. pharmacists became certified to dispense

emergency contraception (EC) without a doctor’s prescription.

Sometimes called the “morning after pill”, emergency

contraception can be taken up to 72 hours after unprotected

intercourse and may prevent conception by stopping the ovaries

from releasing an egg, stopping sperm from fertilizing the egg, or

stopping implantation in the uterus of the embryo. Along with

more than 100 pharmacies in B.C., emergency contraception can

also be obtained from family doctors, walk-in clinics, Planned

Parenthood, youth clinics, sexual assault centres, public health

units and emergency departments.

Many young women and their partners are not aware of the

widespread availability of emergency contraception and its

existence needs consistent promotion. A recent study looking

at the impact and awareness of emergency contraception

surveyed women attending five B.C. abortion clinics over a

six-month period and found that while the majority had

heard of emergency contraception, most were unaware of

their own personal risk of pregnancy and were unaware of

how to obtain EC. Only 17 per cent knew they could obtain it

from their pharmacist. The majority said that if they had

been able to have EC on hand to take as needed they would

have used it. In general, knowledge about EC was

significantly less among Cantonese/Mandarin and

Hindi/Punjabi women (Soon et al., 2003).
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Changing behaviours can be a life-long process. Creating supportive conditions for change can also take a long
time. Based on the information available, British Columbians are making better and healthier choices in some areas
of their lives, particularly in smoking and bicycle helmet use, but more improvement is needed in responsible
alcohol consumption, healthy eating and physical activity.

Smoking
In the 1999 Annual Report, a smoking rate of 15 per cent was set as the target for British Columbia. In B.C., rates
have dropped by 5.3 per cent in six years to 20.5 per cent – that is about a one per cent reduction per year. We
should aim to continue this trend of a percentage a year, reaching 12 per cent or lower by 2009. The B.C. Ministry
of Health Planning is currently finalizing the Tobacco Control Strategy. One of its goals is to identify and eliminate
disparities related to tobacco use and its effects among different population groups (age, ethnicity, socio-economic
and geography). We are hopeful that this strategy will help us to reach the smoking rate of 12 per cent by the end
of the decade or sooner.

Drinking
The number of heavy drinkers in B.C. is increasing and the liberalization of the B.C. liquor laws will make alcohol
even more available. While moderate alcohol consumption is not harmful and may even be helpful to some, excess
alcohol consumption or irresponsible drinking can harm the health and well-being of individuals, families, children
and even innocent bystanders. Alcohol consumption during pregnancy can create lasting harm for the unborn child.
New policies should be monitored and evaluated to ensure they are not contributing to the societal harm caused
by alcohol and leading to a greater prevalence of addiction, disease and injury. More resources should be put
toward alcohol prevention, treatment and rehabilitation.

Physical Activity
Fifty per cent of British Columbians are still physically inactive. There is no indication that the trend is reversing. It
is unfortunate that we have not met the target of reducing inactivity by 10 per cent per year. As the recent B.C.

? Where Do We Go From Here?
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Nutrition Survey noted, part of the problem may be that 80 per cent of individuals surveyed were inactive, but felt
they were physically active enough. Motivation was lacking and the majority said they did not have enough time
for exercise. More research is needed about ways to motivate individuals to take up a more active lifestyle. The
lead up to the 2010 Olympics in Vancouver/Whistler is an opportunity to promote physical activity among all
British Columbians, not just among elite athletes.

Healthy Eating
In general, most British Columbians should be eating more fruits and vegetables and consuming less fat, refined
carbohydrates and sugar. The B.C. Nutrition Survey provides important baseline data to help us measure our
progress in the years ahead, but more research is needed into effective programs that help people adopt and
maintain a healthy diet. As well, we need to raise awareness among British Columbians about the issue of food
insecurity and hunger. In a survey of Canadians, almost one in three British Columbians opted for a “don’t know”
response when asked if they could name the principal users of food banks. Respondents from other provinces have
better knowledge of food bank users; many citing homeless people, single mothers with children and seniors as
principal users (Simpson, 2002 August).

Helmet Use
Like seatbelt use, bicycle helmet use is now becoming widely accepted in regions where usage is high. Further
reductions in injury are now more likely to come from engineering and urban planning, such as wider provision of
safe bicycle routes in our cities and towns.

Healthy Sexuality
While high-risk sexual activity and unwanted pregnancy are not confined to teenagers, those entering adulthood
often have the greatest difficulty negotiating safe sex or taking responsibility for their emerging sexual identities.
We can learn from the European approach (see box on page 66) by adopting a more open and accepting attitude
to the inevitability that our teenagers will become sexually mature adults. We can do so by providing programs and
policies that ensure the transition is safe and marked by awareness, respect and responsibility. It is through this
approach that our rates for teen pregnancies, sexually transmitted diseases and abortions can be reduced.

A positive development is the introduction of a renewed Career and Personal Planning (CAPP) education program
offered to all students from Grades 8 to 10. It covers a wide range of topics including education on sex and family
life and on prevention of child abuse, substance abuse and injuries. Programs like CAPP allow teenagers to make
informed decisions and hopefully assist them through their teenage years. However, evidence from Europe suggests
that these programs can be even more effective if they are begun in early elementary school and continued through
to Grade 12. In addition, CAPP guidelines can be interpreted very broadly and some teachers may only emphasize
abstinence. Consistent and comprehensive curriculum guidelines are needed for sexual and reproductive health. (See
box on page 67.)

The target for teen pregnancy has been set at 20 per 1,000 teenage females in the 1999 Annual Report. The rate
for younger teen females (15 to 17 years) is closer to the target. But rate for females 18 to 19 years are still almost
three times higher than the target.

? Where Do We Go From Here? (Continued)
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As in the 1999 Annual Report, many of the recommendations still apply.

Individuals:

• Maintain a smoke-free home.

• Build physical activity into your everyday life.

• Follow Canada’s Food Guide to Healthy Eating and eat together as a family.

• Be aware of food insecurity and hunger issues.

• Prevent injuries by wearing the necessary safety gear.

• Practice safe sex.

• Seek help for addictions.

Employers:

• Provide smoking cessation information.

• Support employees’ efforts to incorporate physical activity by providing fitness facilities and time for workouts.

• Ensure cafeterias serve nutritious meals.

• Designate bicycle and car-pool parking spaces.

• Provide information on mental health and addiction resources.

Schools:

• Involve youths in planning and implementing alcohol, drug and tobacco education programs.

• Require quality and daily physical education for every grade and emphasize life-long physical activity as part
of healthy living.

• Ensure that foods available at school contribute to good nutrition and lifelong healthy eating habits.

• Develop effective health education programs for all grades.

Governments:

• Ensure smoking cessation services are offered to smokers by working together with the medical profession
and health care providers and legislating all public premises to be smoke-free.

• Provide comprehensive plans for dealing with addictions and reducing harms caused by alcohol and other
drugs; monitor and evaluate the impact of liberalized liquor laws.

• Support schools, community and voluntary organizations in their program and efforts to increase physical
activity and healthy eating habits among individuals of all ages.

• Make sure that British Columbians have access to up-to-date knowledge about reproductive health services,
emergency contraception and prevention of sexually transmitted diseases.

• Develop legislation requiring restaurants to disclose basic nutritional facts on menus.

• Address underlying social and economic factors that affect teen pregnancy, poverty, emotional deprivation,
hunger, school failure and lack of hope for the future.

? What Actions Can We Take?



Independent Living
Personal freedom and personal control over one’s life are cherished
hallmarks of a democratic society. Those who are healthy often take
this freedom and independence for granted; those with physical or
mental challenges have lobbied for decades to make our cities and
living environments more accessible and supportive so that they, too,
can express their independence and freedom in our communities.

Seniors consistently identify independence and the ability to live
in their own homes as important issues for them. A way to
measure this achievement is to know the proportion who are
capable of participating, planning and managing their personal
daily living in the community with minimal support.

About half a million people (age 15 years and over) in this
province live with some form of disability. Disabled British
Columbians also want to live as independently as possible but less
is known about their living arrangements or amount of daily
assistance they require. So far, only survey results of the
prevalence, type and severity of disability by age and gender have
been released through the report called A Profile of Disability in
Canada (Statistics Canada, 2002 December). Also recently
released are details related to employment, education, and income
of adults with disabilities.

What Does The Indicator Show?
• B.C. seniors are increasingly independent and able to

continue living longer at home, with 94.5 per cent of people
65 years and older still in the community and only 5.5 per
cent in long-term care homes or care facilities. While this
number is being decreased further through new policies that
promote assisted living in the community and a reduction in
reliance on long-term care, it is not clear what the ideal level
of institutionalization should be.

• While no reliable indicators are available, the province’s five
regional health authorities have set targets to improve
options for independent and supportive living for the
mentally ill and disabled.

Living Arrangements, Age 65 And Older
In British Columbia, approximately 551,800 persons are age 65
years or over. Of this group, 94.5 per cent are reported to be living
in the community alone or with their families. The assumption is
that these living arrangements allow them to be connected to the
community and that they require minimal assistance in their
daily chores. In other words, these seniors are independent,
healthy and economically able to live in the community.

The remaining 5.5 per cent live in collective dwellings including
health care institutions. This is not much change from the 1996
Census findings.

But an encouraging sign is that a higher proportion of seniors in
B.C., especially those 85 years or older, are living independently
compared to the rest of the country. Although B.C.’s proportion of
older seniors is slightly higher than the rest of the country, it has
one of the lowest proportions of older seniors living in health care
institutions (see Figure 4.12). Only 29 per cent of older female
seniors and 17 per cent of older male seniors, compared to 35 per
cent and 23 per cent respectively in Canada, are living in health
care institutions (Statistics Canada, 2002 October).

New B.C. government policy is also shifting focus away from a
medical model of care for seniors towards a social housing and
support model of care, which aims to keep the elderly independent
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EARLY STUDIES GIVE IMPETUS TO
GREATER INDEPENDENCE FOR SENIORS

More than 25 years of research increasingly shows that
seniors who retain as much personal control and
independence as possible have longer, healthier lives.

In two landmark studies in 1976 and 1977, Harvard and
Yale researchers gave similar residents of two floors of
a nursing home two very different messages. One floor
was told everything would be done for them – they
could have a plant, but staff would water and care for
the plant; they could see a movie, but staff would
choose the movie; menus would be decided for them
etc. The second floor was given a message stressing
their personal control – they could choose a plant and
must take care of it, they could decide if and when they
wanted to watch a movie and choose the show etc.

Three weeks later, those given the message of greater
autonomy were significantly happier, more sociable and
more active than those given the message they were cared
for. And 18 months later the independent group not only
reported feeling happier and more active, doctors rated
them in better mental and physical health and 30 per cent
more of them were alive than on the “cared-for
floor”(Langer & Rodin, 1976, 1977).

Since that time, an increasing number of studies and
surveys of seniors have shown that greater independence
and control translates to healthier, happier, longer lives.



in the community with the appropriate level of support. This shift
will be supported by the new Community Care and Assisted Living
Act (Bill 73), which will be enacted in 2003/04.

A new “needs-based” policy was introduced in 2002 and provides

placement in care facilities based on a standard assessment of

urgency, not on the length of time someone has been on the list.

This should help ensure that those with the highest need for

institutional care have access to new vacancies. However, we must

ensure that sufficient capacity is available to meet urgent needs.

While independence is an important goal and usually equates to a

higher quality of life, some level of institutionalization will be

required for individuals who are unable to live safely or

comfortably in the community. As we stated in 1999, we do not

know what the ideal rate of institutionalization would be. We

must ensure, however, that we are not reducing

institutionalization levels below what is needed for optimum care.

Since women are the majority of caregivers, we must also ensure

we are not simply shifting the burden of care on their shoulders.

Simple supports may be all that are required to keep many of the

elderly independent. A B.C.-based research study in 2001 found

services like housecleaning appear to help maintain the elderly’s

functioning and prevent deterioration. It is also a less-costly

option in the long run (Hollander, 2001). Comparing similar

populations that had the housecleaning services to others that

lost the services through cost-saving policies of the mid-1990s,

investigators found that in the second and third year after the cuts

both health care costs and institutionalization rates increased for

those whose services were cut. By the third year, annual health

costs for those without housecleaning services were $4,000 higher

than those with housecleaning services, and 17 per cent had been

institutionalized compared to only 7 per cent of the seniors with

housecleaning services. The government and regional health

authorities should be wary about policy changes that appear on

the surface to be cost-effective, but in the long run translate to

higher costs and less independence.

Fostering Independence Among People With
Disabilities And Mental Illness
Like the elderly, other members of society, particularly the

mentally ill and disabled, benefit from being able to live as

independently as possible either in supportive living

arrangements or with home support. Reliable data for these

populations, however, are not available. All five regional health

authorities in B.C., as well as the Ministry of Health Services, have

set performance targets from 2003 to 2005. These targets include

less institutionalization and more independent living options for

these often high-needs clients. They also include providing

supportive care and rehabilitation for the mentally ill closer to

their home communities, rather than institutionalizing them in

the Lower Mainland. These programs and targets should be

monitored and evaluated to ensure they are providing appropriate

care and independence for these populations and not simply

cutting needed services.
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The greater focus on supporting independence
for seniors, the disabled and mentally ill is a
positive trend. In theory and in practice, a higher
quality of life is achieved by living independently
than in an institution. However, we must be
careful that in our focus on promoting
independence we do not prevent access to care-
facility beds for people who need them and
cannot live safely in the community. Policy
changes should be monitored and evaluated to
better assess their impact on all sectors of
society, including various ethnic groups, families
and caregivers. We do not yet know the ideal
rate of institutionalization, therefore, a target
rate is not proposed.

? Where Do We Go From Here?

FOCUS ON SENIORS’ SKILLS, CAPACITIES AND CHOICES

The choices, skills and capacities of B.C. seniors
translate to better health for them, too. Here’s how
they fare under Health Goal 2’s indicators:

Education
• Seniors in B.C. have lower levels of formal

education than non-seniors, probably due to
fewer opportunities and facilities for schooling
in their youth. Just 50.6 per cent of B.C. seniors
have at least high school qualifications and only
33 per cent have post-secondary qualifications,
such as a college diploma, university degree or
trade certificate.

Smoking
• Seniors have the lowest rate of smoking among

B.C. adults, with daily or occasional smokers
representing only 11 per cent of those age 65 to 74
and only 6.2 per cent for those age 75 and older
(Canadian Community Health Survey 2000/01) (See
Figure 4.13) It is possible that heavy smokers do
not live long into their senior years.
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Governments:

• Maximize opportunities for people to reach
the highest levels of independence they
comfortably can in all aspects of life –
home, work and community.

• Provide adequate community supports to
enable independent living for vulnerable
groups.

• Monitor and evaluate the impact of policies
that support or affect the level of independence
for our most vulnerable citizens.

? What Actions Can We Take?
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FOCUS ON SENIORS’ SKILLS, CAPACITIES AND CHOICES (CONTINUED)

Drinking
• B.C. seniors are also not frequent drinkers. Only seven per cent of younger seniors are considered heavy drinkers –

drinking five or more drinks on one occasion, 12 or more times a year. For older seniors, the proportion of heavy drinkers
is even lower. Again, the propensity for heavy drinking may preclude a long life.

Activity
• The elderly in the country generally have more leisure time than younger people. Television viewing accounted for the

largest share of the free time of older persons (A Portrait of Seniors in Canada, Statistics Canada, 1999). Among B.C.
seniors, 48.2 per cent of younger seniors are moderately or physically active. Among older seniors, 35.8 per cent are
moderately or physically active.

Healthy Eating
• B.C. seniors eat a healthier diet than others, with 43.4 per cent of younger seniors and 47 per cent of older seniors

consuming fruits and vegetables five or more times per day.

Independent Living
• In the 2001 Census, 94.5 per cent of seniors are living in the community alone or with their families. Among young

seniors, only 1.3 per cent live in care facilities.

• More seniors are living with children and grandchildren in the same house. In 1986, only 150,000 households in
Canada had three generations together but this had increased 49 per cent to 208,000 households by 1996 (Che-
Alford & Hamm, 1999). The rise may be due, in part, to the increase in Asian and South Asian immigrants in Canada
who tend to live in large extended families. In 54 per cent of the households, seniors contributed to finances. This
finding may have implications for women who may be caregiving for two generations. While 40 per cent of the
households had someone with an activity limitation, this family member was not always from the oldest generation
in majority of the households. Sixty-three per cent were in the middle or youngest generation.

Seniors in B.C. are aging well, making healthy choices and keeping their independence in greater numbers than in the past.


