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I am pleased to present the final report of the British

Columbia Regional Health Survey. This report was

developed from the British Columbia First Nations

Regional Survey component of the National First

Nations and Inuit Regional Health Survey Core Data

and the British Columbia Focus Group Study. Data

was collected in 1997.

Under the direction of the B.C. Regional Health Survey

Subcommittee, Ms. Marlene R. Atleo drafted the many

versions leading to a final report. Investigators and

technical advisors to the project, staff and members

of the Chiefs’ Health Committee have also been

involved in completing the research and producing

this document.

Several skilled researchers have been committed to

seeing this project through to a successful completion.

These include: author of the final report, Ms. Marlene

R. Atleo, PhD (Cand.); Dr. Jeff Reading; Dr. Andrew

Jin; Dr. R.A. Lockhart, Mr. Paul Lewis-Willie of

the Gilakasla Research Group, Ms. Karen Joseph

and Christina Knighton.
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members that contributed to the completion of the

project include Ms. Margery McRae, Ms. Agnes Snow,

ACKNOWLEDGEMENTS
Chief Allan Claxton, Mr. James Wilson, Ms. Darleen

Watts, Ms. Shaunee Pointe, Ms. Linda Day and

Mr. Doug Kelly.

A very special acknowledgement must be made to

the people and administrations of the 16 British

Columbia First Nation’s partner communities who

participated in this survey. It has been recognized

that B.C. Region worked very hard to ensure

communities were included in the planning and

implementation of the health survey. As coordinator

of the survey, Mr. Paul-Lewis Willie was very

committed to building capacity for research in First

Nation’s communities through this project.

As this first B.C. First Nation’s Regional Health

Survey provides the benchmark, we expect to see

further enhancement of health research and evidence

based decision-making. First Nation’s must assume

more ownership, control and access to health research

data in order to be full participants in improving

the health status of families and communities.
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Respectfully submitted:

Ms. Shaunee Pointe, RN, BScN,

Executive Director

First Nation’s Summit Chiefs’ Health Committee

March 2000

OUR NATIONS
ON THE EDGE OF A NEW CENTURY
BBBBB .....CCCCC.....  F F F F FIIIIIRRRRR SSSSSTTTTT     NNNNNAAAAATTTTTIIIIIOOOOONNNNNSSSSS     RRRRR EEEEEGIGIGIGIGIOOOOONNNNNAAAAALLLLL     HHHHHEAEAEAEAEALLLLLTTTTTHHHHH     SSSSSUUUUURRRRRVEVEVEVEVEYYYYY
Note: original pictures are not included in this document



22222 BBBBB .....CCCCC ..... F F F F F IIIIIRRRRR SSSSSTTTTT     NNNNNAAAAATTTTTIIIIIOOOOONNNNNSSSSS     RRRRR EEEEEGIGIGIGIGIOOOOONNNNNAAAAALLLLL     HHHHHE AE AE AE AE A LLLLLTTTTTHHHHH     SSSSS UUUUURRRRRVEVEVEVEVE YYYYY

ACKNOWLEDGEMENTS 1

WHAT’S INSIDE? 2

EXECUTIVE SUMMARY 3

FINDINGS OF THE BCFNRHS  5

SPEAKING OUT ABOUT HEALTH AND

WELLNESS 10

A B.C. FIRST NATIONS VISION OF

HEALTH & WELLNESS 11

WHERE HAVE WE COME FROM? 12

WHAT IS IT ABOUT: “GOOD DATA”? 13

WHAT DOES THE BCFNRHS TELL US? 18

HOW WAS THE BCFNRHS DONE? 19

Capacity and organizational development 19

Qualitative and quantitative methods. 21

B.C. HEALTH SURVEY FOCUS GROUP

FINDINGS 23

What is health? 23

Where is the source of well being? 24

What is our current health status? 24

What are our current health problems? 24

How did we arrive here? 25

What keeps us here? 25

What needs to be done? 26

WHAT’S INSIDE?

TABLES

Table 1 -B.C.NHS Sample Design &

Survey Completion Data 27

Table 2 - BCFNHS Age Distribution 30

Table 3 -Perceptions of Traditional

Wellness Values 32

Table 4- Medical Conditions Identified
by a Health Professional 35

Table 5 -Evaluation of Child’s Health
Status by Parent I Guardian 40

Table 6- Birth Weight Distribution 40

Table 7- Prevalence 41

Table 8 -Lifetime Prevalence 42

FIGURES

Figure 1 - Factors that Determine Health  15

Figure 2 - National Governance Model 19

Figure 3 - B.C. Organizational Model 20

Figure 4 - B.C.FNHS Age Distribution 29

Figure 5 - Post Secondary Years Completed 34

Figure 6 - Medical Conditions Identification 36

Figure 7 - Medical Conditions Identification  37

Figure 8 - Disability 38

Figure 9 - Smoking Rates 39

B.C. FIRST NATIONS HEALTH SURVEY

RESULTS 27

“Goodness” of the Data?  27

Who Participated? 28

What about Wellness? 31

What about Health Status? 33

What about Education and Job Training? 33

What about Residential School

Attendance and its Effects? 34

What Chronic Medical Conditions are

Diagnosed? 35

What are the Needs for Continuing

Care Due to Activity Limitations? 37

What about Dental Care and Services? 38

What about Tobacco Use? 39

What about the Health of

First Nation’s Children? 39

What do the results of the

BCFNRHS mean? 43

10 Recommendations in Response

to the BCFNHS 44

References 46

B.C. First Nations Regional Health Survey

Questionnaire 48



33333BBBBB .....CCCCC .....  F F F F F IIIIIRRRRR SSSSSTTTTT     NNNNNAAAAATTTTTIIIIIOOOOO NNNNNSSSSS     RRRRR EEEEEGIGIGIGIGIOOOOO NNNNNAAAAALLLLL     HHHHHE AE AE AE AE ALLLLLTTTTTHHHHH     SSSSSUUUUU RRRRRVEVEVEVEVE YYYYY

33333

The health status of the First Nation’s of British

Columbia living on reserve in 1997 is presented in

this final report. The study distinguishes between two

parts of the B.C. First Nation’s Regional Health Survey

(BCFNRHS) process. The first part was a focus group

study to permit communities to include their own local

questions in the main survey. Seven communities in

three geo-cultural regions including over 500

individuals participated in the focus group research.

In the second part, the survey proper, 1,984 individuals

and 595 children (by proxy) from 16 First Nation’s

were interviewed. These First Nation’s are in the three

regional divisions of British Columbia (Northern

Interior, Southern Interior and the Coast) roughly

equivalent to geo-cultural divisions and Environmental

Health Services Zone Boundaries of Medical Services

Branch, Health Canada.

The BCFNRHS part of the National First Nation’s

Regional Health Survey was the first opportunity for

First Nation’s of British Columbia to participate in

a health survey with significant participation in most

of the planning and development stages of the research

process. The initiative was to correct previous

omissions of First Nation’s from several federal

national longitudinal research initiatives in 1994. The

Medical Services Branch of Health Canada provided

funding for this project.

The questions in the Regional Health Surveys were

developed from a national core of questions in an

initial round of consultation with First Nation’s health

and social service professionals. The consultation took

place at the national, provincial, regional and

community levels. The Regional Health Surveys in

aggregation became the National First Nation’s

Regional Health Survey.

During the week long  training session of the B.C.

level of consultation, community representatives

voiced their concerns about a lack of consideration

for First Nation’s cultural sensibilities in the survey

questions. In response to the concerns, the B.C.

Chiefs’ Health Committee authorized the B.C. Focus

Group Study to investigate the perceptions or

assumptions underpinning some of the ideas being

used in the National Regional Health Survey and

B.C. Regional Health Survey.

The B.C. Focus Group Study concentrated on the

following questions:

• How do B.C. First Nation’s people define

 “health”?

• Where is the source of wellbeing?

• What is the current health status of B.C. First

Nation’s communities?

• What are the current health problems in the

First Nation’s communities in B.C.?

• How did we arrive here?

• What keeps us here?

• What needs to be done?

EXECUTIVE SUMMARY
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Finding out the nature of community sensibilities was

expected to add some of the meaning making context,

which the community representatives said was needed

to interpret the more objective results of the B.C.

Regional Health Survey.

The B.C. FOCUS GROUP STUDY findings show

that First Nation’s people had a clear view of the

position of First Nation’s health status, its genesis

and potential solutions. More than 500 Focus Group

participants answered the following questions with

high levels of consensus and some regional variation.

What is health?
Health was seen to consist of physical, mental and

spiritual aspects of which the physical aspect was

seen to be most important.

Where is the source of
wellbeing?
The source of wellbeing was seen to be located first

in the individual, then the community and lastly in

health professionals.

What is our cur rent health
status?
Current health status was overwhelmingly perceived

as “poor”

What are our cur rent health
problems?
Drug and alcohol issues ranked first, then diet and

nutrition, and a lack of services for chronic and sexually

transmitted diseases, people felt that helplessness

and a lack of understanding of public and personal

health context came last.

How did we arrive here?
The negative impact of outside agencies on First

Nation’s health, and, First Nation’s’ failure to make

health a priority were seen as the reason health status

is seen as poor.

What keeps us her e?
Community apathy, defeatism, and a lack of First

Nation’s leadership initiative about health issues

are perceived to sustain the poor health status of

First Nation’s people.

What needs to be done?
The number one priority is mobilizing self help

resources together with better health education from

schools and health service agencies and reconnecting

with traditional healing practices.

The Focus Group results sketch a pragmatic picture

of perceptions First Nation’s people have about their

health, and include a vision for solutions.
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The B.C. FIRST NATION’S REGIONAL HEALTH

SURVEY findings report what First Nation’s

individuals think and feel in response to more than

200 questions about personal information, residency,

children’s health, health services, tobacco use, medical

conditions, community health, disability, residential

schools and wellness. Interviewers recorded the

answers. The results reported here are aggregated.

Demographics
• 1,984 First Nation’s people 15 years and over,

and living on reserve participated in the survey;

• average age was 29 years;

• 54.7% were female and 45.3% were male;

• majority were lifelong reserve residents;

• 29% lived in the Northern Interior, 30% lived in

the Southern Interior and 41% lived on the Coast.

Wellness
• The majority said “no progress” had been made

in combating drug and alcohol problems or getting

more First Nation’s health care professionals to

serve the community in the last two years.

• 68% or more of the participants said that there

“had been progress” made in health programming,

housing quality, water and sewage facility

development, and educational opportunities in the

last two years.

• Reports of wellness was highest in the Southern

Interior, then the Coast, and lowest in the Northern

Interior.

FINDINGS OF THE BCFNRHS
B.C. First Nation’s Regional Health Survey

Health ser vice equity with
Non-Natives
• Almost half of respondents said they did not have

equity and another 30% said they had no way to

judge whether they did.

Health status
• 81% of respondents rated their own health as

“very good” to “fair” with 13.6% saying it was

“excellent” and only 5.5% claiming it to be

“poor”.

This personal rating by respondents of their own

health status is in stark contrast to the

overwhelming perception reported in the Focus

Group findings that “the health status of First

Nations” generally is “poor”.

Education &Job training
 • There were 3 generations of respondents who

reported a range of educational achievement.

• 66% of respondents had completed Grade 11 or

less, with only about one third graduating from

high school.

• School drop out patterns varied by age and

gender.

• High school graduation was significantly higher

in the Southern Interior.

• Health status rose as school grade completion

increased, with better health and higher

completion rates among younger age groups.

• Less than 20% of respondents age 20 and over

had completed one or more years of job training

with the Southern Interior having the highest

rates.
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Residential School Attendance
and Effects
 • 25% of all respondents reported having attended

residential school, for the most part involuntarily.

• Attendance began as young as 3 years old and

school leaving was as late as 23 years old.

• Average duration of attendance was 4.9 years.

• Attendees said their language skills and culture

were most negatively affected by their residential

school attendance.

Health status of those that attended residential

school was lower than those that did not attend

residential school.

Diagnosed with Chronic
Diseases
 • 11.3% of all survey respondents reported having

been diagnosed with chronic diseases by a health

care professional.

• 19.2% of those diagnosed had high blood pressure

and 10% had heart problems;

• 13.6% of those diagnosed reported breathing

problems and 10.1% reported having asthma;

• 23% of those diagnosed reported having arthritis

and / or rheumatic conditions.

• 6.2% reported having TB, 5.5% had diabetes and

2.8% had cancer.

• Females reported being diagnosed with chronic

disease by health care professionals almost 1.5

times more often than males.

• Respondents diagnosed in the Southern Interior

reported the highest prevalence of all chronic

conditions except TB, the highest prevalence of

which was reported in the Northern Interior.

Continuing Care Needed Due
to Activity Limitations
 • 16.7% of respondents (an almost equal number

of males and females) said they had hearing

difficulties.

• 12.9 % of respondents said they were “disabled”

and reported having “activity limitations”; of

these, 3% more were females than males.

• Twice as many females as males said they were

“housebound”.

• Almost twice as many females as males either

“needed help” or had “difficulty moving about

• A higher prevalence of hearing problems was

reported in the Southern and Northern Interior

compared to the Coast.

• Activity limitations from disabilities were almost

twice as high in the Southern Interior as in the

Northern Interior and the Coast.
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Dental Care and Services
 • Almost half of all respondents said they needed

dental treatment.

• One quarter of all respondents said they had dental

problems last month.

• Both the perception of need and the report of dental

problems were similar for males and females.

• The participants from the Southern Interior

reported slightly higher levels of perceived need

for treatment and actual reports of treatment in

the previous month for dental care than the other

regions.

• Perceived need for treatment was almost double

that of the actual reports of treatment both by

gender and by region.

Tobacco Use
• 71% of all respondents had used tobacco regularly

at some time.

• 44.6% of all respondents smoked tobacco at the

time of the survey.

• 18.1% had quit smoking at the time of the survey.

• The average age that smokers had started was at

15.4 years.

• Current smokers were on average 35 years old.

• Current smokers averaged 9 cigarettes a day.

• “Quitters” stopped smoking at around 29 years

of age.

• Females quit smoking on average 2 years before

males quit.

• In the Southern Interior the current smokers were

older and the average number of years current

smokers had smoked was longer than in the other

regions.

Children’s Health
Parent or guardian reported children’s health.

Birth Weight
• Recalled birth weights generally tended to be

heavier than the general population expected.

• Male birth weights were reported to be slightly

higher than female birth weights.

• Higher birth weights were reported more in the

Northern Interior than in other regions.

Breast-feeding
• 67% of women reported the child had been

breast-fed.

• Breast-feeding lasted on average for 9.3 months

ranging from 1 - 36 months.

• 6% of women over 50 years and 95% of women

under 50 years reported the child had been breast-

fed.

Health status
• 84% of the children were reported to be in

“excellent” or “very good” health.

• “Excellent” health was equally likely to be male

or female children but male children rated “very

good” more than female children whose health

status was rated “fair” more than males.

• Almost 10% more children in the Southern

Interior were reported to have “excellent” health

than in other regions.

Children’s specific health problems:
• 18.7% of children were reported to have more

emotional or behavioural problems than parents

or guardians perceived other children their age

to have.
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• 16.6% of children were reported to have allergies.

• 15.6% were reported to have ever had bone

fractures.

• 10.3% of all children had asthma and 5.7% had

breathing problems.

• About 14% of the children were reported to have

ear problems.

• Less than half (45%) of the children were reported

to get along with the “family very well, with no

problems”.

Cultural knowledge:
• About 70% of parents and guardians reported that

they were “very satisfied” to “satisfied” with the

child’s cultural knowledge.

“What do these findings
mean?”
This is the first evidence based (objective, survey

based) data about B.C. First Nation’s with high

involvement by B.C. First Nation’s people. The report

is rich in data. It is however, data that must be

approached with caution because by its very design

it was expected to provide local and regional

complexity, first, for local use and then, possibly for

generalizability to all First Nations. These results

provide a snapshot in order to have a baseline for

further investigation.

This report is the “first cut” or first look at the data,

mainly from a standard population health perspective

but with some cultural orientation and observations

built into the questionnaire and through the Focus

Group results. What this means is that the survey

results may be interpreted in the light of Focus Group

sensibilities with the above mentioned cautions. But

in fact, what these survey results mean could be

discussed in the community for clarification. This

document should be the basis of community

discussion to allow “community meaning making

of the results”.

“Where we should go from here” calls for

recommendations that “flow from the data”.

Ten recommendations are offered at the end of this

report. The recommendations are integrated from a

First Nation’s perspective that acknowledges the

search for a balance, that acknowledges the inherent

sociohistorical limitations of a population health

perspective. Following through on the

recommendations is highly dependent on political

good will to allocate financial and human resources

that can carry them forward in all their complexity.

“Where we should go from here” calls for

partnerships.

The journey to a full research partnership in the

area of health between First Nation’s, the provincial

and federal governments has begun in the First

Nation’s and Inuit Regional Health Surveys

(FNIRHS). In British Columbia, the BCFNRHS

demonstrates how this partnership works based in

“mutual respect” has begun but still requires hard

work at all levels. Such hard work includes the

development of organizational vehicles and

protocols to encourage health care system growth

in the First Nation’s community to meet the

governance needs of a fast growing population. Self-

determination requires control and authority in

health care. This BCFNRHS provides a research

model and baseline from which we can progress.
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NOTE:

The target population of the B.C. First Nation’s

Health Survey sample procedure is defined as

follows: “All First Nation’s individuals, sixteen years

of age and older who, at the beginning date of the

survey, (nominally, Dec. 31, 1996) were officially

enumerated as on-reserve, registered band

members resident in any reserve communities that

lies within the British Columbia region” (Gilakasla

Research Group, 1997:2). This sample is comparable

to data based on Status Indian populations living on

reserve in British Columbia. The findings may not

reflect the health status of all First Nation’s people

in all communities.

In the 1996 Census, 139,655 persons in British

Columbia were considered aboriginal. This included

all individuals who identified themselves as

aboriginal, as “registered Indians” or as Band

members. In previous censuses, the Status Indian

population was derived from the question to what

“ethnic or cultural group(s) ancestors belonged”.

Statistics Canada stipulates that “Aboriginal Identity”

data and “Aboriginal Ancestry” data are not

comparable. (Prov. Of B.C. , 1998)



1010101010 BBBBB .....CCCCC ..... F F F F F IIIIIRRRRR SSSSSTTTTT     NNNNNAAAAATTTTTIIIIIOOOOONNNNNSSSSS     RRRRR EEEEEGIGIGIGIGIOOOOONNNNNAAAAALLLLL     HHHHHE AE AE AE AE A LLLLLTTTTTHHHHH     SSSSS UUUUURRRRRVEVEVEVEVE YYYYY

The voices of the people of the First Nation’s of

British Columbia are providing evidence about the

state of their health and their perceptions of wellness

through their participation in the B.C. First Nation’s

Health Survey (BCFNHS). The B.C. First Nation’s

Health Committee/ B.C. Chiefs’ Summit Health

Committee, took the opportunity of the First Nation’s

and Inuit Regional Health Surveys (FNIRHS) to

launch this B.C. First Nation’s Regional Health

Survey (BCFNRHS). The participation of B.C. First

Nation’s people at every level of the survey has been

a benchmark in the documentation of the health and

wellness of the First Nation’s people of B.C.

A benchmark because First Nation’s involvement

went well beyond that of the 1991 Aboriginal Peoples

Survey. Higher levels of involvement by the First

Nation’s community translate into higher levels of

confidence in the process and data for self-

governance.

This survey shows that B.C. First Nation’s people

have opinions and perceptions about health and

wellness that can provide a basis for decision making

about health issues. This research process provides

a foundation for the development of the research

capacity in the B.C. First Nation’s community in the

context of the transfer of health programs. This

process and capacity development is further expected

to provide a level of confidence, utility, and ownership

for B.C. First Nation’s in research programs that are

part of First Nation’s self governance in the future.

SPEAKING OUT ABOUT
 HEALTH AND WELLNESS
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 The B.C. First Nation’s Chiefs’ Summit Health

Committee supports a vision that promote goals of

health and wellness that come from a cultural

perspective of wholeness. In such a wholistic

perspective the needs of First Nation’s people are

respected, acknowledged, valued and met. Health and

wellness as a state of being is a basic expectation of

First Nation’s people from a cultural point of view.

Such expectations include a coherent way of life that

is kept in the historical memory of First Nation’s

people. This way of life was made possible by

leadership that managed the resources and social

networks of local territories effectively and equitably.

This way of life met normative needs at every stage

of life with standards that sustained personal and

social identity.

Those remembered expectations precede and are

superordinate to the crisis orientation brought about

by social and environmental pressure that exists in

many communities today. That historical memory

sustains the expectation of the potential for the

balance of spiritual, emotional, physical, and social

aspects of life resulting in “right relationships”.

Today, such “right relationships” require a context

of social, economic, and educational development to

maintain the balance. Thus, from a B.C. First

Nation’s perspective, health and wellness is

inseparable from a supportive, sustaining

socioeconomic environment that facilitates and

promotes health and wellness in a concrete, tangible

manner.

A B.C. FIRST NATIONS VISION
OF HEALTH & WELLNESS
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The history of colonialism by which First Nation’s

became marginalized and physically oppressed in

their traditional territories, by a process of

encroachment and imperialism, has been well

documented (Culhane, 1998). In the late 50’s and

60’s, research commissioned by the federal

government (Hawthorn, et al., 1958; Hawthorn, 1966,

1967) clearly delineated some of the low levels of

socioeconomic determinants of health in the First

Nation’s of British Columbia. The federal

bureaucratic and political process squelched this

research because the recommendations were seen as

a political time bomb (Graham, et. al, 1993; Weaver,

1993). Consequently, the erosion of community,

family and individual wellbeing, as well as the

competition of perspectives about First Nation’s

governments and health continues (Kelm, 1998;

Waldram, et. al, 1995). And even now, epidemics

such as drug and alcohol abuse, youth suicide, HIV

and AIDs take their disproportionate toll of the lives

of First Nation’s people.

While First Nation’s people have not been silent about

their expectations and needs, they have been publicly

silenced as a group of people by a system of

oppression that is only now beginning to be lifted.

The B.C. Regional Health Survey is the first

opportunity for B.C.  First Nation’s people to speak

directly and publicly to the issues about their health

status regionally and provincially through a research

process supported by the B.C. First Nations Chiefs’

Summit Health Committee.

WHERE HAVE WE COME FROM?
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“Good data” is a basic need for governance. In 1991,

as part of the 1991 Census of Population by Statistics

Canada, the Aboriginal Peoples Survey (APS) was

conducted. The APS was designed to capture the

relevant data for all people of aboriginal original

descent both on and off reserve. Questions asked in

the interview schedule were about: identity; language

and tradition; disability, health, lifestyle and social

issues; mobility; schooling; work and related

activities; expenditures and sources of income; and

housing. While there was some consultation and

involvement, with trained local interviewers, the First

Nation’s community was highly resistant because

there had been little real consultation. There were

large gaps in participation by the First Nation’s

community.

By 1992, Health Canada, acknowledged its lack of

sufficient “good data” to make population health

decisions at the federal level. In 1994, federal

government funding was committed for several long-

term Canadian population health studies that

included; the National Population Health Survey

(NPHS), the National Longitudinal Survey of

Children and Youth (NLSCY) and the National

Survey of Labour and Income Dynamics (SLID).

These surveys were to provide information to allow

the tracking of trends and patterns in the general

population to permit informed decision making in

the areas of public policy in the health and welfare

of Canadians. The surveys were based on a

population health model now used by Health Canada.

Historically, First Nation’s and Inuit, as well as

populations in the armed forces, correctional facilities

and mental health facilities were all generally

excluded from national surveys because they were

classified as “dependant populations”. Such

“dependant populations” were directly governed by

provincial ministry policies, therefore the opinions

of individuals were considered irrelevant by

definition. First Nation’s were governed directly by

the Department of Indian Affairs and Northern

Development (DIAND /INAC) in various guises

and had no direct voice in their own governance.

When the actual extent of this dependency in the

First Nation’s communities of British Columbia was

investigated, Hawthorn (Hawthorn, et. al., 1958;

Hawthorn, 1967) found such dependency was linked

to a lack of facilitating conditions in terms of

resources and social opportunities, and were the

greatest limitation to the health and welfare of First

Nation’s people. The federal government ignored

those recommendations. Instead, the government

issued a policy paper, the White Paper (Gov’t of

Canada, 1969): a political statement of a solution

to the “Indian problem” (Weaver, 1993) which

proposed the de facto, legal elimination of Indians

and their “special status” by eliminating the Indian

Act. In response, the Indian Chiefs of Alberta (1970)

stated nationally and publicly that First Nation’s

people wanted a say in their governance (“Citizens

Plus”, which is also referred to as The Red Paper).

The “Red Paper” was the First Nation’s perspective

on the issues and also cited factors that determine

health as the most problematic in keeping First

Nation’s people in a state of dependency.

WHAT IS IT ABOUT: “GOOD DATA’?
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First Nation’s people heard Hawthorn’s (1967)

recommendations that they needed facilitating

resources which had been denied them through the

colonial process. They knew their colonized status

needed developmental remedies rather than merely

legal manipulation. And as Hawthorn suggested, First

Nation’s people chose education as a vehicle for their

aspirations and a focus in the search for solutions.

Searching for facilitating conditions makes sense

based on Hawthorn’s recommendations. How to

proceed became a matter of perspective.

Health and wellness, advanced in a “determinants of

health” framework, makes more intuitive sense from

a First Nation’s perspective. This model begins to

reflect a more wholistic view (i.e., of the linkages

between determinants of health). This view includes

such concepts as “life stages” which also offers a

more intuitive rationale linked to a normal progression

through life as it relates to biologically recognized

transitions that are culturally definable. For example,

movement into and out of life role stages: foetus

(pregnancy/peri-natal), infant (birth), toddler

(walking), latency & adolescence (first achievements),

biological and social adult (coming of age), spouse

(marriage), parent (birth of child), elder (survival to

old age). A Health Canada research model and policy

perspective that conceptualizes health from this

vantage point is more consistent with the wholistic

perspective in the First Nation’s community than ever

before. To develop “good data” for health and

wellness decision-making we need to know what

information is needed to make such decisions. What

determined health and wellness as used for this

survey? We have seen that in a B.C. First Nation’s

perspective health and wellness is seen as a product

of a wholeness that includes life promoting balance

between spiritual, physical, emotional, social

cultural aspects of being. The question is slightly

different from a western perspective.

A historical overview of the idea of “determinants

of health” (Frank and Mustard, 1995) shows it is a

complex ideal that takes into account the norms and

standards that can adjust an impact on health in

changing social environments. For example, food

supply and social environment, environmental risks,

and availability of energy resources are related to

deaths (mortality rates), births (fertility rates) and

life expectancy are all considered linkages with

potential for intervention to increase health and

wellness. Understanding links between norms,

standards and the environment requires a long term

or longitudinal research program.

Bringing together a B.C. First Nation’s vision of

health and wellness and a Health Canada

longitudinal research agenda in a population health

perspective holds promise over the long run for the

production of sound decision making data. This

consistency should lend itself to demonstrate how

First Nation’s researchers and participants may see

cultural reasons and scientifically based reasons

contributing to determining First Nation’s health.
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The deteminants of health model allows B.C. First

Nation’s to explore the unique linkages between

norms and standards of their cultural expectations

in the changing social environment. Consequently,

identifying determinants of health and then testing

probabilities of linkages between such determinants

seems to be a reasonable research priority for First

Nation’s people.

Keeping in mind, that from a scientific perspective,

determinants of health or risks to health are usually

presented as an expression of statistical probability.

Events expressed as trends and patterns of

frequencies based on a normal statistical pattern of

occurrence are used as the basis for understanding

probabilities. Determinants of health have been so

derived.

Lay or cultural theories of risk or determinants are

embedded in the values and experiences of historical

and cultural relations in a local context or territory.

Consequently, cultural beliefs about risk include

complex webs of relationships in which individuals

and communities participate. Cultural beliefs about

risk take a look at the intricate web of linkages by

examining their dynamics for balance (Douglas,

1992). The difference between the way experts and

lay people, First Nation’s or non-native, understand

risk to health and determinants of health, probably

lies somewhere in between a strict scientific and a

cultural way of thinking. When differences in

history, culture and world view are added to the

equation, as in the case of First Nation’s health

research, that “gap” in understanding may be wide

enough for people to fall into and disappear (see,

p.117 in Smith, 1999, The Indigenous research

agenda.)

As scientific research shifts to a more wholistic

vision, the methods required are increasingly

complex (as per CAPRA, in RCAP, 1997). This

complexity suits the wholistic needs of First Nation’s

perspectives, which have begun to be reflected in

this baseline study.

A baseline survey, the BCFNHS is a starting point

for longitudinal population research which over time

can demonstrate some of the trends and patterns of

events in which to chart change in the social

environment.

The convergence of perspectives between First

Nation’s and the population health model being used

by Health Canada can be seen in the idea of “life

stages”. As noted previously, life stages are that

progression of stages individuals pass through from

birth to death, as they move through their life-span,

or life cycle. This idea creates smaller, more

researchable “problems”, in smaller more accessible

parts of the population. Life stages such as infancy,

childhood and adolescence, adulthood and old age

or elderhood can be understood both culturally and

from a population health perspective.

Figure 1
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Research can then be designed to look at a whole

population (for example, First Nations people) and

also look at such populations within the life stages to

assess needs at every stage. Such needs assessments

allow more data for planning policy, programming,

and service delivery requirements.

First Nation’s can become increasingly more

confident in data that is a product of research that

has the complexity and flexibility to be interpreted

from a First Nation’s perspective and at the same

time have validity from a technical, scientific

perspective.

The consultation process undertaken to initially gauge

the feasibility of a national First Nation’s and Inuit

population health survey was partially in response to

the expressed frustration by the First Nation’s

communities across Canada for some level of First

Nation’s and Inuit comparability with the national

longitudinal surveys (O’Neil, 1994). The process,

directed by a national Aboriginal Steering Committee,

was Canada wide, involving approximately 150

aboriginal professionals representing socioeconomic

and health concerns in public and private institutions.

First Nation’s and Inuit in the areas of service delivery,

research, and policy activities were also involved.

The national feasibility consultation (O’Neill,  1994)

found that First Nation’s and Inuit people expect:

• to have control and ownership of the research

process and access to results,

• survey designs to reflect the complexity of First

Nation’s and Inuit health concerns by geo-cultural

region, addressing local, regional and national

levels of analysis,

• survey questions that reflect First Nation’s and

Inuit perspectives while also including questions

that allow comparisons with other Canadian

population surveys in progress,

• their ethical integrity to be respected and

addressed through a detailed code of ethics

guiding the research process,

• capacity development for research and

evaluation to be an integral aspect of the survey

process,

• the scope of the First Nation’s and Inuit surveys

to be longitudinal after an initial cross-sectional

study provides a baseline.

These results corroborated the results in the Royal

Commission on Aboriginal Peoples (Gathering

Strength: RCAP, 1996) that although there was still

no “[C]ontrol over Aboriginal health research and

over special health education campaigns...” that

there was a need and a desire for such. The

recommendations of the report suggested that “...it

is important to develop a national research and

development capacity in economic development, as

part of an overall policy capability encompassing

this and related fields, such as education, health

and social policy.”
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The British Columbia First Nation’s Health Committee

(B.C.FNHC) is funded by Medical Services Branch

(MSB) to provide direction to a process which was

to meet the demand of the consultative findings by

articulating them locally and regionally as part of

the national level survey of tobacco use, the Tobacco

Demand Reduction Strategy (First Nation’s and Inuit

Regional Health Survey. National Steering Committee

Technical Report, 1999).

By 1998, the need for “good data” at the community

and regional level was becoming more urgent. As

program transfers to First Nation’s and Inuit local

control increased in rate and pace so did the need for

data in which there was confidence and accountability.

The AFN identified three principles in the development

of an “info-structure” by which research and evaluation

can articulate at a rate and pace that the community

considers appropriate.  (Health Canada.  Federal

Advisory Council on Health Info-structure. Aboriginal

Info-structure Recommendations, Chapter 7, 1999)

Respect for the
legitimate aspirations
of  self-determination
by First Nation’s
and Inuit: Autonomous institutional development,

a fundamental right, can only occur in the context of

self-determination. Thus, to be consistent with

conditions for success, research and evaluation

processes must develop under such conditions.

Knowledge must
be recognized as a
legitimate source
of  power: The institutional capacity to direct

and control information to determine policy as well

as implement and evaluate programs is essential for

First Nation’s and Inuit. This process is dependent

on the power to develop and control databases,

research and the analytic process which links health

information to policy and program outcomes.

External control
and manipulation of
health information,
including research, must be recognized as a reason

for the lack of compliance (resistance) by First

Nation’s and Inuit in health information gathering.

The issue of owners control and access (OCA) to

research and evaluation processes and outcomes has

emerged as a central area of concern for the Regional

Health Survey National Steering Committee. The

development of First Nation’s health information

systems and their use cannot succeed without

participation in and ownership by the First Nation’s

community.
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The purpose of this report is to:

a) report the results of the B.C. First Nation’s

Regional Health Survey;

b) describe the method by which the research was

accomplished;

c) to make appropriate comparisons to other studies

to put the results in perspective;

d) to make specific recommendations based on the

data;

e) suggest future research strategies or activities.

Describing the method is directly aimed at the

capacity development in First Nation’s and Inuit

communities, to contribute to the potential to replicate

and extend such studies at the local level and to

increase future survey research participation.

Revealing the research procedure is also aimed to

provide a level of confidence in the information

generated by this process. If the transformation of

information into knowledge is what creates power,

then understanding how that occurs is critical. The

research must be understandable by, accessible to and

in control of the First Nation’s community.

The organizational structures and methods by which

the research was initiated, designed, implemented,

managed and completed are reported first. Then the

results of the focus group study are reported. Next

the survey results are presented with graphs and

comparisons to other public health information

reports. Finally, recommendations are presented.

WHAT DOES
THE BCFNRHS TELL US?
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 The design of the research was meant to gather “good

data” in which all end users (local, regional, and federal)

could have confidence and possibly develop info-

structure capacity. Consequently, the strategic method

of the BCFNRHS resulted in a complex research design

developed to serve the many needs of the parties

involved. Three aspects of this method are:

1. The manner in which capacity development was

achieved through the organizational development

wherein committees consisting of First Nation’s

and Inuit members, bureaucrats and technicians

at the federal, regional and local level become

vehicles for the research process.

2. The research design.

3. The research procedure.

HOW WAS THE BCFNRHS DONE?

Figure 2 (above) illustrates the interrelationships

between members of the NSC, the co-principal

investigator group, the National Reporting Center,

the Coordinator and Research Consultants in a field

that included the Code of Ethics to guide the process

and legal issues to manage relationships.

Capacity and organizational
development
Organizational development is primary in creating

new structures and capacities. For First Nation’s

and Inuit, such new organizational structures leading

to self-governance replace the direct policy links

that previously existed with DIA/INAC. The

development of the First Nation’s and Inuit Regional

Health Survey began in January 1996, with the

creation of a National Steering Committee (NSC).

The NSC included membership from the political

organizations of First Nation’s drawn from nine

participating regions including Labrador, New

Brunswick, Nova Scotia, Quebec, Ontario, Manitoba,

Saskatchewan, Alberta and British Columbia. Two

ex-officio members, one each from the Assembly

of First Nation’s and Medical Services Branch of

Health Canada, attended.
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The NSC handled decision making by a consensus

process. The entire survey process including the

development of national core questions and a detailed

code of ethics, management of legal and contractual

arrangements, financial and community accountability,

data security, ownership, control, analysis,

interpretation and dissemination was managed by the

NSC.

The NSC crafted the national core set of questions

with the consultation of their regional committees.

These were designed to elicit incidence of chronic

medical conditions (such as diabetes), as well as

information about residential school and gerontological

issues, the ‘non-traditional’ or recreational use of

tobacco, wellness, children’s health, dental health,

health services, disabilities and restrictions on activities.

This core set of questions was supplemented by

regionally developed questions.

At the national level, the nine participating regions

each submitted national core data reports and electronic

copies of their databases as backup. After a series of

quality checks were performed, individual records

were appropriately weighted to properly represent the

national population of adults living in First Nation’s

and Labrador Inuit communities. Comparable data

responses from the National Population Health Survey

(NPHS), the Aboriginal Peoples Survey (APS), and

community-specific ecological variables were added

onto the national database. To maintain anonymity

and confidentiality, individual, community and

regional identifiers were removed from the sample

of 9,870 adult respondents as well as the 3,791

“children” and “youth” surveyed through interviews

with their primary caregivers. British Columbia

respondents totalled 1,984 or 20% of the national

sample with a total of 754 “children” and youth

representing 19.9% of the national sample.

The NSC provided the organizational model for the

Regional Steering Committees. In British Columbia,

the entire organizational development, research

design, focus group process, research facilitator

training, data management, reporting and archiving

was completed under the direction of the First

Nation’s Summit Chief’s Health Committee

(FNSCHC).

Legal
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Figure 3
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The BCFNHC seriously undertook the opportunity

to develop aspects of the survey that would provide

capacity building and provide usable information at

the community and regional levels. The strategy the

BCFNHC authorized was an innovative integrative

methodology that combined qualitative, subjective

data which was summarized directly from meetings

with First Nation’s individuals, with quantitative

objective outcomes, summaries of the answers to

survey questions by First Nation’s individuals. This

strategy provided subjective data that would permit

more community sensitive interpretive power of the

objective data from the survey.

As suggested by the outcome of the consultative

round, the lack of compliance by First Nation’s people

may not only be related to a lack of participation in

the process as well as accessibility and utility of the

findings in at the local and regional level. This is not

only a pragmatic issue but a deeply philosophical

one about the use of knowledge about aboriginal

people and by aboriginal people that is only beginning

to be acknowledged and addressed (see, Smith, 1998,

for a comprehensive discussion of these issues in

health research, policy, planning, service delivery

among the Maori).

Qualitative and quantitative
methods
During the training for the FNIRHS, First Nation’s

community representatives lobbied for the inclusion

of questions that would provide more of an entry

into First Nation’s sensibilities than those national

core set of questions based in the population health

model. The community health worker

representatives were interested in information to

which they could relate and use in their practice

that for them was missing from the national core

set of questions. Consequently, in an attempt to meet

this demand, the quantitative method of the

BCFNRHS was supplemented with a qualitative

component: focus group research.

Focus group research is a qualitative method that

elicits themes from groups of people who share the

same social contexts and have similar values. This

approach offers a process through which a

community of interests may express their own

understanding and concerns about one or more

specifically focused questions. It allows questions

about specific topics to come directly from the group

process. This approach was determined to be part

of the design so those First Nation’s community

partners could include their own local questions in

the main B.C.FNH Survey.
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The focus group process in British Columbia was

facilitated and recorded by individuals who

participated as community research assistants for the

main survey in each particular community. These

community representatives received training both for

the main survey and the focus group project. For the

focus group process, the training included supervised

practice sessions of preparation for all aspects of the

procedure. This included advertising the project,

arranging for materials and facilities in which to hold

the sessions, convening groups, leading the groups

in “focused” free association, managing the

interaction of the group members and recording the

results. Two essential roles in the procedure are those

of the facilitator and the recorder. The facilitator

serves to keep the discussion focused, flowing and

encourages equal opportunity for participation for

those who may be less vocal. The recorder documents

the outcomes of the discussion by recording the words

of the participants on response sheets. These response

sheets are sent on to more specialized and experienced

researchers who consolidate the data by a method of

“successive approximation reduction” or more

simply, one that reduces the words of the participants

into focused themes. The final step is completed by

more experienced researchers to control for

interpretive bias and categorical clarity.

The focus group approach permitted the involvement

of about five hundred (500) participants in developing

the survey questions at the community level. The

individuals that participated came from seven (7)

communities in which a total of fifty-three (53)

community level focus group sessions were held. The

regional breakdown of the province into three

divisions in which these fifty-three (53) sessions were

held was: twelve (12) in the Northern Interior

region, twenty-six (26) in the Southern Interior and

fifteen (15) on the Coast including Vancouver

Island.

The median number of sessions per focus group

was eight (8) sessions per community with a median

number of seventy (70) participants per focus group

process. Community members conducted these

focus groups after a week of intensive training in

Vancouver by the research consultant team. This

large amount of data was subsequently aggregated

or summarized by regional divisions that are the

same as the divisions in the main B.C.FNHS sample

design.

The results were informative in two ways:

1. The discussions focused around defining shared

insights into fundamental questions relating to

health and social circumstances.

2. The responses were tabulated to compare

insights within, among and between categories

and regional divisions.
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Respect for individual and community level privacy

and confidentiality was a commitment made from

the beginning of the National Regional Health

Research process. It was also carried through to the

B.C. Health Survey Focus Group process. Thus,

community specific focus group discussions were

recorded, analyzed, scored, and summarized for each

of the communities. Then the aggregated responses

from all seven (7) of the participating communities

were ranked and compared with the total responses

combined from all fifty-three (53) focus groups.

The results are reported in “aggregate” or total

responses for each question from this group of First

Nation’s people living on reserve. Variations from

the aggregate in the regional divisions are reported.

The relative response strength scaling used to rate

the focus group data is based on a weighted ordinal

scale from 0 (0=no response) to 10 (maximum

response). Response weights are reported in brackets

throughout the text.

What is health?
The question “‘What is health?” resulted in discussion

in which three distinct aspects of “being”

predominated: physical (9), mental (7) and spiritual

aspects of health (4). The numbers in brackets are

the weighted responses across all communities. For

this question or finding all of these aspects in the

discussion suggests that health is still perceived

holistically or multidimensionally among B.C. First

Nation’s. In other words, health was not seen as

merely the absence of disease but as a balance

between aspects of being. However, it seems that

“health” defined as the absence of physical or mental

disease was the predominate response. This suggests

a possible competition in the sample population

between traditional perceptions of “health” as

“wellness” in which “balance” was sought and

medical models of “health” and “wellness” as “dis-

ease” (Kelm, 1998). This may also suggest that more

emphasis needs to be placed on factors outside the

delivery of specific health services such as the basic

physical necessities of life which on reserve life

makes available in severely limited quantities: safe

and secure housing, clean water sources, predictable

food sources, transportation. These results reflect

that the most basic necessities of a reasonable

quality of life are not in place.

The regional distribution (Northern Interior,

Southern Interior, Coastal) of the ratings were very

similar to the overall aggregation with Northern and

Southern Interior weighing first ranked “physical

wellbeing” (10) most strongly as the focus of the

health problem.

B.C. HEALTH SURVEY
FOCUS GROUP FINDINGS
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Where is the source of  well
being?
Over all, the “source of well being” is identified as

having three “locations” or centres: the individual (8),

community (3) and health professional (1). These

results reflect a multidimensional perception of the

centre/core of wellbeing. The “individual” emerged

as the highest ranked source of well being, consistently

ranked much higher than the “community”. The

“professional health worker” was ranked last as a

source of well being.

The responses suggest that the “individual” be seen

as being the source of their own well being with little

expectation for support from other sources. This

suggests that individuals may see themselves as solely

responsible for their well being with little expectation

for help for that responsibility from the community

or professional health workers. This may be reflective

of current health programming initiatives to decrease

dependencies on the health care system through self

care health education and promotion. Or this may

alternatively reflect a self-blaming, victimized

perspective in which respondents feel they do not

understand what it is they could be doing to improve

their health. Alternatively, individuals may not want

to be perceived as weak even when they lack the

physical, emotional, spiritual and psychological

resources to fulfill this responsibility.

 • Respondents in the Northern Interior were

strongest in their endorsement of the individual as

the premier source of well being (10).

 • This high level of general consensus was

reflected at the regional level also with only the

Southern Interior suggesting that the

“community” may be an alternative source of

well being (4).

What is our curr ent health
status?
The focus group consensus was that the health status

of First Nation’s people is “poor” (7). For this on

reserve First Nation’s population, perceptions of

First Nation’s health are very clear, again with only

the Southern Interior suggesting that it might be

“middling” (4).

What are our current health
problems?
Substance abuse was ranked as the number one health

problem by respondents (7). Dietary issues (bad

diet and nutrition) (4) ranked second. Perceived

vulnerabilities due to difficulties in accessing health

services (3), high risk for chronic diseases (3) and

sexually transmitted diseases (3) tied for third place.

Ranked fourth were a cluster that included: the decline

in traditional healing practices (2), depression,

frustration, feelings of hopelessness (2), and a lack

of health knowledge (2). The final cluster included

the lack of cultural sensitivity in health service delivery

(1), poor public health conditions (1), and poor

personal hygiene awareness (1).
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The regional distribution (Northern Interior, Southern

Interior, and Coastal) showed some variations from

the overall aggregation.

• The Northern Interior division rated feelings of

hopelessness and depression (5) third, right after

substance abuse (9) and dietary issues (6), with

high incidence of chronic disease (4) next and lack

of health knowledge (3) with access to health

services difficult (3). This combination suggests

a discouraged population at risk due to inadequate

health service support and understanding of the

issues by service providers.

• The Southern division cited dietary issues (4) and

high incidence of chronic disease (4), second, only

to substance abuse (6). In this division, the

complex difficulty accessing health services (2),

high vulnerability to sexually transmitted diseases

(2), decline in traditional healing practices (2),

depression, frustration, feelings of hopelessness

(2) and lack of health knowledge (2) ranked third.

• The Coastal division had a slightly different order

with substance abuse again ranking first but a

high vulnerability to sexually transmitted disease

(5) ranking second. Difficulty in accessing health

services (3) and dietary issues (3) ranked third,

followed by decline in traditional healing (2).

These divisional differences suggest there may be

different dynamics in each of the regions that need to

be acknowledged and explored for better understanding

of the issues.

How did we arri ve here?
It was clear to the participants who answered this

question that First Nation’s arrived in this position

because “outside agencies (had) negatively impacted

our health” (3) and the community has failed to make

health a priority” (3). The participants perceived

that both the community and outside agencies

contributed to the health status problems.

• The Northern region ranked the “outside

agencies” (4) as the foremost contributor to

current health problems.

• The Coastal region ranked the fact that the

community had not made health a priority (5)

as the foremost contributor.

• The Southern region ranked all three as equal

contributors to the problem: negative impact of

outside agencies (2), community not making

health a priority (2), and failure to maintain

traditional healing practices (2).

What keeps us here?
There was a strong sense that “what keeps us here”

is foremost, “community apathy and defeatism” (5)

and second, the failure of our own leadership to

take the initiative (4).

• The Northern Interior division ranked

community apathy and defeatism (6) first, but

ranked “ Government failure to provide us with

what we need” (4) second.

• The Southern Interior division ranked

community apathy and defeatism (5) first, but

seemed to be split on second place by endorsing

both the lack of leadership (2) and the perception

that there is improvement in the health

situation (2).
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• The Coastal division ranked community apathy

and defeatism (5) first, lack of leadership initiative

(4) second, and the “health situation is improving”

(3), third.

What needs to be done?
The need to ‘mobilize our own self- help organizations’

(5) was identified as the number one priority. Getting

better education from schools and health service

agencies (3) was the second priority. The expressed

need to re-connect with traditional healing practices

(2) suggests a growing sense that control and achieving

health requires both traditional knowledge about healing

practices as well as education generally, and specifically

health education.

• The Northern region weighed the priorities of

mobilizing self help organizations (7) and getting

better education from schools and health agencies

(7) equally and the most strongly of all the regions.

•  The Coastal region concentrated its weight on

the first priority, the need to mobilize self-help

resources (5), with low levels of endorsement for

better health education and traditional healing

practices. There was no weight given to

“pressuring for more health delivery services” or

“feelings of hopelessness.”

The Focus Group component of the B.C.FNHS brings

First Nation’s individuals, communities and geo-

cultural divisions very close through this data. The

statements from these focus groups have been ranked

and weighted based directly on the responses from

the sessions. These results provide evidence of First

Nation’s opinions about health, their priorities and

the weight which they give the issues. The results

speak directly and contribute to the understanding of

the main B.C.FNH survey results, which follow.
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SAMPLE DESIGN & SURVEY COMPLETION DATA
TABULATE MAY 15, 1997

Table 1

This section reports the results of the B.C.FNH

Survey. The sample design targets are given first to

provide a sense of reliability of the results. Then the

results of each of the following areas are reported: a

profile of the people that participated

(Demographics), and their reports of Wellness, Health

Status, Education and Job Training, Residential

School and Elder Health, Chronic Diseases, the Need

for Continuing Care Due to Activity Limitation,

Dental Care and Health Services, and Children’s

Health. The order of this report reflects a wholistic

perspective in which reports by parents and guardians

of their Children’s Health is nested in their own

perceptions of wellness. Children’s health is seen as

the hope for a healthy future.

B.C.FN HEALTH SURVEY RESULTS

Table 1 summarizes the sample design targets and

outcomes by community and division. The sample

target of the number of returned surveys was 2,437.

The expected usable return was 2,000 surveys. The

actual usable return was 1,984 surveys. The returns

were then divided by regional divisions to check

for distribution based on a population/return/division

ratio. The result was: the Northern Interior,

contributed 28.7% of the sample (short of the design

target by 6%), the Southern Interior, contributed

30.2%, and the Coastal division contributed 41.1%

(over by 2% and 4% respectively). While actual

returns are not exactly what were proposed in the

research design, they fall close to the 95% level of

confidence. The key variables (answers of questions)

and variables in turn derived from them, met or

exceeded the 95% minimum reliability target.

Because this data meets reliability criteria we can

have some measure of confidence in the findings.

DIVISIONS Total BND. On Res. ORBP ORBP ORBP15 Sample Surveys Surveys to Surveys Divisions
Communities Pop. Bnd. Pop. /TBP 15 & Over /ORBP Design Completed ORBP 15 to Target Communities

(TBP) (ORBP) Ratio (ORBP 15) Ratio Target May 15 Ratio

N. INTERIOR
Kispiox 1237 636 0.51 392 0.62 196 189 2.1 96.4 Kispiox
Nazko 279 164 0.59 109 0.66 109 31 3.5 28.4 Nazko
Gitanyow #1 402 346 0.86 205 0.59 145 145 1.7 100.0 Gitanyow #1
Gitsegukla 750 466 0.62 318 0.68 191 66 4.8 34.6 Gitsegukla
Nak’azdli 1374 641 0.47 442 0.69 221 141 3.1 63.8 Nak’azdli
N. Interior total 4042 2253 0.56 1466 0.65 862 572 2.6 66.4 All N. Interior %
N. Interior mean 808 451 293 172 114 30 All N. Interior S.D.
S. INTERIOR S. INTERIOR
Adams Lake 604 408 0.68 195 0.48 137 137 1.4 100.0 Adams Lake
Lower Nicola 855 482 0.56 405 0.84 204 204 2.0 100.0 Lower Nicola
Osoyoos 337 240 0.71 152 0.63 122 80 1.9 65.6 Osoyoos
Sea Bird I. 641 399 0.62 234 0.59 140 137 1.7 97.9 Sea Bird I.
Little Shuswap 257 161 0.63 122 0.76 78 44 2.8 56.4 Little Shuswap
S. Interior total 2694 1690 0.63 1108 0.66 681 602 1.8 88.4 All S. Interior %
S. Interior mean 539 338 222 136 120 19 All S. Interior S.D.
COAST COAST
Kitkatla 1324 485 0.37 299 0.62 179 179 1.7 100.0 Kitkatla
Ahoushat 1509 528 0.35 283 0.54 173 173 1.6 100.0 Ahoushat
Sliammon 812 423 0.52 299 0.71 173 109 2.7 63.0 Sliammon
Nimpkish 1045 507 0.49 381 0.75 208 208 1.8 100.0 Nimpkish
Malahat 215 88 0.41 59 0.67 59 45 1.3 76.3 Malahat
Songhees 359 217 0.60 127 0.59 102 102 1.2 100.0 Songhees
Coast total 5624 2248 0.43 1448 0.64 894 816 1.8 91.3 All Coast %l
Coast mean 877 375 241 149 136 15 All Coast S.D.
All Com. total 12000 6191 0.52 4022 0.65 2437 1990 2.0 81.7 All Com. %
All Com. mean 750 387 251 152 124 24.3 All Com. S.D.
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“Goodness” of the Data?
One of the important questions for the B.C. First

Nation’s community is: How confident can data users

be of information when they themselves have not

personally been involved in the designing of the research

and actual data gathering? We have previously

discussed safeguards instituted at the National Regional

Health Survey level by which ethical standards and

process protocols have been instituted to provide some

level of confidence in the “info-structure” and process

at the organizational level. The other way that

confidence can be determined is through the “reliability

check” conducted routinely in research. The reliability

check is an indicator of to what degree the terms of

the research design proposal for the data gathering

were achieved. That in turn provides a level of reliability

that can provide confidence in the data. A more technical

and complete treatment of this can be found in

B.C.FNHS: Sample Design Report and in “Sample

Distribution” (p. 1-2) section of the B.C.FNHS -1997:

Primary Data Analysis Report by the Gilakasla

Research Group.

Who Participated?
The group of individuals that participated in the

B.C.FNHS are characterized by their population

attributes: age, gender and residence by geo-cultural

division. The survey results may be interpreted and

generalized with some degree of confidence when the

attributes of the sample population meet the attributes

of the actual population. Many more young First

Nation’s people participated in the study than older

First Nation’s people. This means that the age

distribution of the sample is weighted towards younger

age groups. In fact, the results of this study sample

reflected the actual age distribution in the actual First

Nation’s population at the time of the survey. For

example, young people make up a larger percentage

of the First Nation’s population (30%) than do young

people in the total B.C. population (19%) (Provincial

Health Officer’s Report 1997).

This is an important finding because much social

and health service delivery is age-specific, or targeted

for specific age groups, such as life stage research

(pp. 14-15). The more young people in the First

Nation’s population, the more health policies would

be expected to allocate proportionately greater

resources to meet their needs. Policies developed

for the Province of British Columbia based on

population distributions in the total population that

has a different age distribution from that of the First

Nation’s population will not meet the health care

needs of First Nation’s population. A greater

percentage of First Nation’s youth requires more

programming specifically targeted toward their

requirements. Key policy concerns for children and

youth are primary prevention, education and security

issues (Provincial Health Officer’s Report, 1997:

Appendix D, Goals & Outcome Objectives for

Children and Families). The average age of the 1,984

survey participants was 29 years; 25% were under

24 years of age and 50% were under 34 years.
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% of population age 15 + yrs                                      population
Survey Status Total Status Total

Age sample Indian BC Indian BC
15-24 25.1% 25.8% 16.7% 19,424 490,368
25-34 24.1% 28.0% 20.8% 21,103 609,961
35-44 22.1% 21.2% 20.8% 15,986 610,395
45-54 14.3% 11.9% 15.2% 8,997 447,497
55-64 8.0% 6.7% 10.7% 5,079 313,905
65+ 6.4% 6.3% 15.8% 4,765 465,019

All Ages 100% 100% 100% 75,355 2,937,146
Note: “Status Indian” means persons with Indian Status as defined by the Indian Act of Canada.
Status Indian & Total BC populations were estimated from average numbers of MSP of BC registrants during the period 1991-1997
Source: BC Vital Statistics Agency, Analysis of Status Indians in British Columbia: 1991-1997, Dec. 1998

Although, overall Status Indians made up 3 % of the

provincial population (living both on and off reserve),

they comprised 4.5% of the population under age 20

due to the higher birth rate among Status Indians in

recent decades. (Analysis of Status Indians in British

Columbia. British Columbia Vital Statistics Branch,

Ministry of Health. Updated Report, 1991 - 1997).

A greater number of youth and children in the First

Nation’s population means that this is a segment of

the total population that is going to grow more rapidly

than other segments. Due to higher birth rates, the

First Nation’s will make up an increasingly greater

relative share of the overall B.C. population. This

pattern is expected to be particularly evident in the

northern and more remote regions of the province

and will have direct implications for regional health

care delivery.

 Because population health service delivery

strategies target specific age groups in which

particular health issues are a concern, understanding

the age distribution by gender and geo-cultural

division becomes important. For example, the adult

onset diabetes is more likely to begin in mid life

with complications increasing in older people.

Prevention education would be targeted at youth,

whereas promotion of care strategies for diabetes

complications, such as foot care, would be targeted

at older people who have the disease. Since there

are more younger people, more resources would be

directed toward prevention services. Health service

delivery and resource planning can be more effective

with data that permits strategic decision making.

BCFNHS AGE DISTRIBUTION OF SAMPLE & REFERENCE POPULATION

Figure 4
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Table 3 shows that the pattern of youth skewed age

distribution holds for both male and female

dimensions of the sample as well as by geo-cultural

division.

While there is little gender equity in most health issues,

it is important that the gender distribution (how many

males and females occur at every age) of the sample

match the actual gender distribution of the First

Nation’s population. How well the sample fits the

actual population allows us to have confidence in the

data and influences how we can use it. For example,

Table 2 shows that there were almost 10% more

females in the sample (54.7%) than males (45.3%)

than in a “normally” distributed distribution.

However, the Indian Act has regulated status based

on gender and thus has defacto have residence in such

a manner that over the three generation span found

in this data, the definition of “status” would have

changed at least twice (Joseph, 1991).

BCFNHS AGE DISTRIBUTION

Age Total Female Male North Interior South Interior Coast
Cohort Sample % % % % %

All 100% 54.7% 45.3% 29% 30% 41%

15-24 25.1 25.4 24.8 26 23 26
25-34 24.1 24.2 23.6 27 21 24
35-44 22.1 22.1 22.2 19 26 21
45-54 14.3 13.5 15.3 17 15 13
55-64 8.0 7.7 8.4 6.9 9.4 7.8
65-74 4.4 4.9 3.8 2.9 4.9 5
75-84 1.5 1.8 1.2 1.5 1.3 1.7
85+ 0.5 0.4 0.7 0.2 0.2 0.9

A closer inspection of the data shows that under

the age of 45 years there are more females than

males, between the ages of 45 - 64 years there are

more males than females, and then in old age the

females again out number the males. The collective

effect of this is 10% more females in the sample

population may reflect some of the realities in the

actual population that have to do with the changing

definition of adult females under the Indian Act,

overshadowing more natural population dynamics.

However, because there are notable gender

differences in health service needs, and since the

females dominate the gender ratio in this study

sample compared to the general population, it

becomes important to keep in mind gender

differences when developing First Nation’s health

policies. (See, David Martin, “A Statistical Report

on the Health of First Nation’s in B.C.”, Health

Canada, 1995 for complementary data and

comment.)

by total sample, gender & geographic division

Table 2
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The respondents were mainly lifelong reserve residents.

Approximately one third were single, one third

widowed and a final third married, living common

law, separated or divorced. A majority of the

respondents reported having ever had more than 4,000

children in total through biology, adoption, foster care,

and extended family. 42% reported ever having 1 to

3 children and 58% reported ever having from 4 to

10 children. Seven hundred and eighty respondents

reported an average of 2.3 children currently living

in their household. Considering the young average

age of this sample, it is probable that the number of

children per household can be expected to increase

in future.

The nature of and make-up of the age distribution of

this sample must also be understood by regional

divisions. The distribution of the sample population

by gender and age was relatively consistent by geo-

cultural region. Geo-cultural divisions of the sample

population allow us to better understand the conditions

and how they might impact on delivering health care

to local First Nation’s. The dynamics between

demographics in this population needs to be examined

more closely for linkages and trends both in a more

detailed examination of this data set and specific First

Nations trends.

What about Wellness?
The questions about “wellness” were in fact a request

to assess progress made in areas assessed by the

National Steering Committee to be related to

community wellness. The first question was about

“traditional ways” and the second, a list of factors

presumed to be part of a wholistic view of health

residing in the First Nation’s community. Fifty six

percent of respondents said that the least amount of

progress in the “last two years” was seen to be made

in fighting drug and alcohol abuse, and in the

participation of First Nation’s health care

professionals. Between 45% and 40% felt that no

progress was being made in training First Nation’s

health professionals, the relationship to the land,

personal commitments to health, employment

opportunities and community networking. More than

68% of the participants felt that there was progress

in health programming, housing quality, water and

sewage facility development, educational

opportunities as well as return to cultural ways, use

of elders, awareness in schools and traditional

language.

While these perceptions varied little by gender there

was noticeable variation by geo-cultural regions.

• A higher number of participants (75% to 47%)

in the Northern Interior said that no progress

had been made in the area of drug and alcohol

abuse, hiring more First Nation’s health

professionals, the relationship to the land,

personal commitment to health, professional

health service training, community networking,

First Nation’s control of health programming,

employment opportunities or housing quality.
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• In the Southern Interior more than 65% of the

participants felt that progress had been made in

everything but availability of First Nation’s health

care professionals and professional health service

training.

• Coastal division participants felt that there was

still no progress with the drug and alcohol abuse

problem, accessing more First Nation’s health

professionals and professional health service

training, or relationship to the land and

employment opportunities.

Table 3 shows that about half the participants saw

no progress in the revival of traditional cultural roles

of men and women. These perceptions were very

similar for males and females. By geo-cultural

divisions, these perceptions differed for the Northern

Interior in which 66% of the participants saw no

progress being made in the revival of traditional

gender roles. Participants in the Southern Interior

and Coastal divisions were perceptually similar.

However, 75% of all respondents felt progress was

made in the use of ceremony to promote wellness.

BCFNHS PERCEPTIONS OF WELLNESS VALUES
WHERE THERE HAS BEEN NO PROGRESS

No Progress T.S. Fem Male N.lnt S.lnt Coast Resp.
Areas % % % % % % N=

Female Roles 55 51 53 66 50 53 1557
Male Roles 54 56 52 66 49 51 1560
Healing 36 35 37 57 20 33 1593
Spirituality 34 35 34 57 17 32 1588
Ceremonies 24 24 23 31 26 17 1599

Mean 41 41 40 55 32 37 1579

Table 3

Total Sample & by Gender & Geo-Cultural Divisions
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What about Health Status?
A global rating of “Health Status” is possible with

the responses to the single questions: “In general,

how would you rate your health?” Eighty-one percent

of respondents declared themselves to be in “very

good” or “fair” health. Twice as many respondents

evaluated their health to be “Excellent” (13.6%) than

“Poor” (5.5%).

What about Education and
Job Training?
Education has historically been associated with higher

levels of wellness. Sixty-six percent of the total sample

completed Grade 11 or less, only a third of all

respondents completed high school. For males and

females the overall drop out trend was similar but

the pattern was different. Males drop out earlier at

Grades 8-9, and females drop out in Grades 10-11

and then again more males in Grades 11-12 (Figure

5). It must be kept in mind that there are three

generations represented in this data, each with their

own unique reasons for dropping out of or staying in

school. Part of the sample attended residential school.

Males may have dropped out as soon as legally possible

(average respondent age of leaving residential school

was 14) to participate in family economic activities

such as farming, ranching, hunting, logging, or fishing.

Girls may have stayed in school to learn more of

the fundamentals but then dropped out when males

in their cohort began to be able to provide a living

for their own families. There may have been less

employment opportunity for girls at earlier ages and

thus they may have remained in school longer. This

is clearly an interesting finding that needs to be

investigated in the face of the “dropping out” and

“dropping in” phenomenon of First Nation’s

education. It suggests a complex interplay between

contextual socioeconomic opportunities by gender

and dropping in and out of school as suggested by

Atleo (1990).

School grade completion showed variation between

regional divisions. Figure 6 shows that 42% of the

respondents from the Southern Interior had graduated

from high school compared to 33% from the Northern

Interior and 28% from the Coastal division. These

differences between regional divisions are worth

remarking on since they represent an average of

about an 11% difference between divisions. These

differences may point to historical and current

differences of educational and other services as well

as differences in the types of economic opportunities

between regional divisions. For example, natural

resource based industries in the Coastal division

would permit economic participation with less formal

education. Since these low education employment

opportunities are disappearing it may be important

to understand this divisional phenomenon better in

future.
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 NOTE: The age range of the respondents spanned

three generations. And while there seemed to be an

even rate of positive change in educational

achievement, the data is clear that there is a sudden

break in educational achievement between those

respondents in the 60-69 and 50-59 cohorts which

coincides with the mandatory residential school

attendance policy.

Post secondary participation shows that less than 17%

of those participants age 20 and older continued their

education. Women participated at about twice the rate

of men. Those participants living in the Southern

Interior division have a higher post secondary

participation compared to the Northern Interior and

Coastal divisions. High school graduates are more

likely to participate at the post secondary level. Again

the differences between the geo-cultural divisions need

to be better understood.

Formal job training may be instead of, or in addition

to, post-secondary participation. Less than 22% of

respondents had completed one or more years of job

training.

BCFNHS HIGHEST POSTSECONDARY YEAR COMPLETED

Years % % % % % %

comp T.S. Female Male N.lnt. S.lnt. Coast

0 83.5  78.9 89.0 85.6 76.6 87.0

1.0 5.9  7.0 4.3 5,3 7.5 4.4

2.0 5.0  6.5 3.1 4.4 6.8 4.2

3.0 2.3  2.9 1.7  1.6 3.5 2.0

4.0 1.8  2.4 1.0  1.8 3.3 0.6

5.0 1.7  2.3 0.9  1.4 2.2 0.5

Total 100.2 100.0 100.0 100.1 99.9 99.7

What about Residential
School Attendance and its
Effects?
Again the Southern Interior leads in participation

in job training. The results from the National FNRHS

core questions and those added particularly for the

BCFNRHS are reported. Twenty-five percent of

all participants (N=423) reported attending residential

school. The average age of these respondents in 1997,

the year of the survey, was 49 years of age, ranging

between 30 to 60 years. 92% of these respondents

reported attending schools at a distance from their

home communities. Seventy-nine percent of these

respondents reported that they did not attend

“voluntarily”.

The youngest reported age for residential school

attendance was 3 years, while the average age of

entry was 9 years old. The oldest age at which a

respondent left school was 23 years, with the average

age about 14 (coinciding with Grade 8 or 9). The

duration of attendance was between 1 and 16 years,

with 4.9 years the average.

The highest portion of respondents (29.3%) attended

Kamloops Residential School in south central B.C..

While 10.3% of respondents attended school in Port

Alberni, 7.1% in Alert Bay, 6% in Edmonton and

the remaining were scattered at various smaller

schools. 78% of residential school attendees were

in Roman Catholic institutions, 12% attended

Anglican schools, and the remainder was divided

among other Protestant denominations.

Figure 5

By total Sample, Gender & Geographic Division
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The residential school attendees were asked to evaluate

the impact (positive, negative, no effect) of the

residential school experience on their present level

of health, present employment, education preparation,

language and culture. The majority felt that residential

school attendance had the greatest negative impact

on their language (58%) and culture (62%). The

majority also felt there had been either a negative

effect or no effect on current employment or educational

preparation. When asked about the effect on their

current health levels, the majority (54%) felt that there

had been “no effect”, 27% indicated the effect was

negative and 19% felt the effect had been positive.

Although the majority of residential school attendees

reported that their attendance had “no effect” or a

“positive effect” this was contradicted when compared

with their self-reported health status.

A comparison of the “health status” between the

residential school attendees and those who did not

attend (a four-point scale for self-reported health status:

1 = excellent, 2 = very good, 3 = fair, 4 = poor)

showed a difference for attendees (2.56, standard error

= 0.04) compared to those who did not attend (2.30,

standard error = 0.02).

The higher average score of the attendees suggest

poorer current health status compared to those who

did not attend residential school.

What Chronic Medical
Conditions are Diagnosed?
The following table lists the chronic medical

conditions diagnosed by health professionals in rank

order of their occurrence, in the total sample

population.

The prevalence of identified cardiovascular diseases

of the heart and blood vessels was reported most in

the BCFNRHS. While circulatory system diseases

include heart diseases, cardiovascular disease or

stroke, diseases of the arteries, cardiac dysrhythmia,

cardiomyopathies, and congestive heart failure the

only two categories reported are high blood pressure

and “heart problems” which do not distinguish

clinically between diseases.

Table 4

by total sample, gender & geographic division

MEDICAL CONDITIONS IDENTIFIED BY A
HEALTH PROFESSIONAL

Medical Conditions Female Male North Interior South Interior Coast
Identified Avr.Age1st % who %who %who %who %who %who

(T.S. Rank Order) identified identified identified identified identified identified identified

Arthritis/Rheumitism 35.0 23.0 28.4 17.0 21.0 29.0 20.0
High Blood Pres. 36.3 19.2 21.4 17.0 19.0 20.0 19.0
Breathing problems 31.4 13.6 15.8 11.0 11.0 16.0 14.0
Asthma 26.6 10.1 13.2 6.3 7.6 11.0 11.0
Heart Problems 37.4 10.0 11.0 8.7 8.9 12.0 9.4
Tuberculosis 21.4 6.2 6.0 6.4 8.6 6.1  4.0
Diabetes 42.3 5.5 6.9 3.8 3.3 6.7 6.0
Cancer 36.3 2.8 3.7 1.8 2.3 3.0 3.0
Mean 33.3 11.3 13.3 9.0 10.2 13.1 10.8

Total Sample
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Slightly over nineteen percent (19.2%) of B.C.

respondents were identified as having high blood

pressure and 10% with heart problems. Identification

of the onset of high blood pressure was on average at

36 years and the onset of heart problems at 37 years.

More females reported these two conditions. While

the highest reported prevalence of heart problems was

in the Southern Interior, the prevalence of high blood

pressure was the same for all three geo-cultural

divisions. Nationally, the FNIRHS recorded an 18%

prevalence of high blood pressure and 8% prevalence

of heart problems among respondents. This national

rate includes Inuit whose lower prevalence of

cardiovascular disease may have the effect of reducing

the reported cases for the total sample average. (p.

62-65, FNIRHS, 1999) and does not necessarily reflect

the First Nation’s averages accurately.

Thirteen percent of respondents were identified with

breathing problems and 10.1% with asthma. The mean

age of onset of breathing problems was about 31 years

while the mean age of onset of asthma was about at

27 years. One and a half as many females as males

reported breathing problems while almost twice as

many females as males reported asthma.

The highest prevalence of breathing problems was

in the Southern Interior and the lowest in the Northern

Interior, which also had the lowest prevalence of

asthma.  Figure 6

Arthritis or rheumatic conditions were identified

in 23% of B.C. respondents. Females were identified

with this condition one and one half times more

often then males. Average age of onset was 35 years.

Prevalence of rheumatic conditions in the Southern

Interior was higher than the Coast and higher than

the Northern Interior. Nationally, First Nation’s

people suffer more arthritis and rheumatism than

other Canadians, in all age/sex groups, with higher

rates among women and older age groups.

(p.74 FINRHS, 1999);

The prevalence of tuberculosis (TB) was 6.2%

with an average age of onset 21 years. Males and

females had TB at about the same rate. Northern

Interior participants reported TB more than twice

as often as those on the Coast and one and a half

times as often as in the Southern Interior.

The prevalence of diabetes was 5.5% in the B.C.

data with an adult onset average age of 42 years.

The prevalence of 5.5% is surprisingly high,

considering the youthful average age of the survey

sample but is not inconsistent with national findings.

Males were identified as having diabetes almost at

twice the rate as females. Southern Interior and

Coastal divisions had almost twice the number of

cases of diabetes identified as the Northern Interior

division. It may be possible that traditional foods

and lifestyle are more typical in the Northern Interior

and reduce the prevalence of adult onset diabetes.

Figure 7
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It should be remembered that self-reported cases are

recognized as an under estimation of the actual

prevalence due to under reporting. The actual

prevalence rates would also likely be adjusted upwards

based on clinically validated prevalence studies rather

that survey self-reports. Cases are likely to be missed

due to gaps in client access to health professionals

with advanced diagnostic skills and equipment in some

regions more than others are.

What are the Needs for
Continuing Care Due to
Activity Limitations?
This section focused on the need for continuing care

services in the face of activity limitations due to

chronic health condition. Hearing difficulty was the

most common disabling condition (almost 17% of

respondents) equally common among males and

females but only about half as frequent on the Coast

as in the Northern and Southern Interior. About 13%

reported that their disability limited their activity,

with women reporting a higher prevalence and the

Southern Interior reporting more than the Northern

Interior and Coast division. Those reporting

“difficulties moving about”, “needing help” and

“being house bound” were twice as likely to be

female than male and almost twice as likely to live

in the Southern Interior.

Nationally, the FNIRHS showed that one in ten

respondents said their activities had been restricted

in the six months preceding the survey due to health

problems or poor physical condition. Of respondents

over 55 years, one in five individuals reported activity

limitations due to health problems or poor physical

condition. Many elders are confined to the home

and/or need assistance to leave the home. Difficulty

with hearing is a major problem affecting one in

three respondents 55 years and over, increasing with

age, and then affecting every second respondent above

age 75 years.

Figure 7
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Figure 8

As the next two graphs indicate, there is significant

difference of chronic conditions by gender except for

hearing difficulties and significant difference by geo-

cultural division for all chronic conditions. (Figure

8) In B.C. First Nation’s activity limitations due to

disability shows significant geo-cultural variation

(Southern Interior = 18.5%, Northern Interior = 10.7%

and Coast = 10.2%); and gender differences (F =

14.2%, M = 11.2%).

What about Dental Care and
Services?
The Medical Services Branch of Health Canada

provides dental care and other health services to

status Indians living on reserves through the Non-

Insured Health Benefits Program.

Just over forty-three percent (43.2%) of all B.C.

First Nation’s respondents (N=857) said that they

needed dental treatment. One out of every five

respondents indicated they had dental “problems”

in the last month. Females reported slightly more

need and more recent problems than males. The

pattern of need for treatment and recent problems

was lowest for Northern Interior and highest for

Southern Interior with the Coast in between.

Examining the national survey results indicates that

more than one of every eight respondents (13.2%)

reported that they could not remember when they

last visited a dentist. One in three respondents reported

that they had not seen a dentist in the last year.

More than one out of every five respondents (21.1%)

reported that they experienced problems in the month

preceding the survey. The rate of dental visits and

care received was inversely related to age. As age

increased, dental visits decreased. Extraction

accounted for 5% of care reviewed (one in twenty

of those people who received dental care). The most

common dental care was restorative dental work at

14.5% (over one in seven respondents).
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Figure 9 SMOKING RATES
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In the National Health Survey, only one in three First

Nation’s and Inuit respondents said that their health

services were at the same level as that of other

Canadians. Forty-five percent of respondents said

they do not receive the same level of care as Canadians

while a further 19% had no opinion on the topic.

The highest percentages of respondents who believe

that their health services were not equal to Canadians

were from groups with higher levels of education.

Overall, services that respondents felt needed

improvement in ascending order include: paediatric

services, specialized infant care, information and

prevention sessions on diseases and medications, the

creation of residential centres for Elders and diabetes

programs. A high proportion of respondents with

chronic conditions want more health staff, chronic

care facilities, home care, education on medications,

prevention education and mental health services.

What about Tobacco Use?
The B.C. First Nation’s smoking rate in 1997 was

45% including daily and occasional smokers. The

national average First Nation’s adult cigarette smoking

prevalence is 62%. Nationally, smoking prevalence

shows a consistent inverse relationship by age (as

age increases smoking decreases). Cigarette smoking

is a rapidly growing problem among the sixty-percent

of First Nation’s population under age 40. Children

and youth initiate smoking at an average of age 11

with peak initiation at 16 years.

The following chart (Figure 9) compares tobacco

smoking rates (current smokers, including both daily

and occasional smokers) among adults in the general

Canadian population (National Population Health

Survey, 1994-95 cycle), the B.C. Status Indian

population (B.C. First Nation’s Regional Health

Survey, 1997), the Aboriginal-identity population

of Canada (Aboriginal Peoples’ Survey, 1991) and

the Status Indian and Inuit population of Canada

(First Nation’s and Inuit Regional Health Survey,

1997).

There was little gender difference in smoking rates

in B.C. Those with chronic disease are less likely

to be current smokers, however the incidence of

smoking is still very high. Fifty-six percent of

respondents said that there were smokers in their

household. One in every two persons stated that the

smoking of others bothered them. One in 3 respondent

said smoking controls exist in their community, of

these respondents 1 in 10 stated that smoking controls

were effective.

Tobacco smoking rates among First Nation’s in

British Columbia are lower than the national First

Nation’s average but still much higher than the

national Canadian average. Such data underscores

the need to engage in intensive prevention efforts

before the smoking rates increase.
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(Provincial Health Officer’s Report, 1997). The social

and economic conditions of the parents and family in

which children grow and develop are probably the

most influential on the health of the child and have

been reported for this sample. The stage is then set in

which to the report parents’ and guardians’ perceptions

of the child’s health generally, and in regard to health

indicators such as: birth weight, breast-feeding, specific

health problems and disease.

What about the Health of
First Nations Children?
The health of First Nation’s children provides the

foundation for the future health of our nation’s. On

many measures of health, aboriginal children in B.C.

have historically not fared as well as others (Provincial

EVALUATION OF A CHILD’S HEALTH STATUS
BY A PARENT/GUARDIAN

Health All Children Female Male North Interior South Interior Coast
Status Sample % % % % % %

(1) Exc. 39 39 39 37 46 36
(2) V.G. 45 43 41 45 38 49
(3) Fair 14 16 13 IS 14 13
(4) Poor 2 2 2 2 2 2

Total 100 100 101 99 100 100

Table 5

Health Officer’s Report, 1997). The social and

economic conditions of the parents and family in

which children grow and develop are probably the

most influential on the health of the child and have

been reported for this sample. The stage is then set

in which to the report parents’ and guardians’

perceptions of the child’s health generally, and in

regard to health indicators such as: birth weight,

breast-feeding, specific health problems and disease.

Eighty four percent of parents and guardians reported

that the health status of their children was “excellent”

or “very good”. Those with “excellent” health were

as likely to be female as male. More females ere

likely to be reported to have “fair” health than males

were. Children in the Southern Interior were reported

to have excellent health more than those in other

regions.

Birth weight has been used as an indicator of good

neo-natal health and good developmental potential,

which translates into a positive trajectory of health

and wellness. Recalled birth weights tended to be

heavier than expected in a population with a history

of low birth weights. Male birth weights were reported

to be slightly higher than those of females. Higher

birth weights were reported more often in the Northern

Interior.

The BCFNRHS reports higher birth weights for male

infants compared to females with 7.0% of females

above 9 lb. compared with 16% of males above 9

lb. at birth. Birth weight distributions were skewed

(higher than expected) for males and for infants from

the Northern Interior region. Higher than expected

weights in infants may be associated with gestational

diabetes. Higher birth weights may also be related

to a more traditional diet high in wild game and

salmon.

Table 6

BIRTH WEIGHT DISTRIBUTION

Grouping All Female Male North Interior South Interior Coast
BW Lbs. % % % % % %

2 or < 1.2 0.6 1.9 1.5 0.7 0.8
3 1.3 1.4 1.3 0.9 1.4 1.5
4 1.1 0.8 1.3 0.5 0.9 1.5
5 4.7 5.2 4.2 3.8 6.4 4.0
6 19.0 20.0 11.0 17.0 19.0 21.0
7 31.0 35.0 28.0 30.0 32.0 31.0
8 30.0 30.0 30.0 31.0 31.0 29.0
9 9.2 6.5 12.0 11.0 6.8 9.6

10 or > 2.4 0.5 4.2 4.3 1.8 1.5
Total % 99.9  100.0 99.9 100.0 100.0 99.9
All Reported Births, by Gender & Geographic Division
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Breast-feeding is associated with better health in

infancy and childhood. The long term benefits of breast-

feeding are well established in the infant development

literature such as promoting the development of

stronger immune system functioning and orthodontic

configuration.

While breast-feeding seems to go in and out of fashion

and is dependant on a supportive maternal context,

67% of women reported that the child had been breast

fed. Breast-feeding ranged anywhere from 1 to 36

months with an average duration of 9.3 months.

Mothers over 50 years reported that children were

breast fed only 6% of the time whereas 95% of women

under 50 years reported that the child had been.

BCFNHS PREVALENCE OF SELECTED CHRONIC
CONDITIONS AMONG CHILDREN & YOUTH (AGE 17 OR LESS)

which if any, ...does your child have ?

Allergies ................................................................................................................................ 17%
Breathing problems ................................................................................................................. 6%
Asthma .................................................................................................................................. 10%
Tuberculosis ............................................................................................................................ 1%
Heart condition ........................................................................................................................ 2%
Kidney problem ....................................................................................................................... 2%
Epilepsy ................................................................................................................................... 1%
Diabetes .................................................................................................................................. 1%
Overweight or obese ................................................................................................................ 5%
Psychological or nervous difficulties ........................................................................................ 4%
Ear infection or ear problems................................................................................................. 14%

Table 7
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16.6% of children were reported to have allergies.

15.6% of children were reported as ever having bone

fractures. Ear problems were reported to occur in

14% of children. Respiratory problems such as asthma

(10.3%) and bronchitis (5.7%) were also reported.

Children were reported to have specific health problems.

Parents or guardians reported that mental health, in

the form of “more emotional or behavioural problems

than other children their age” occurred in 18.7% of

children. Less than half of the children were reported

as getting along very well with the family. This needs

to be understood in the context of 34% of respondents

reporting that there is serious failure to deal with the

source and consequences of family dysfunctionality.

Table 8

BCFNHS LIFETIME PREVALENCE OF SELECTED INJURIES
AMONG CHILDREN & YOUTH (AGE 17 OR LESS)

has your child ever had...

Serious head injury .................................................................................................... 3%
Serious burn .............................................................................................................. 3%
Broken bones or fractures ....................................................................................... 16%
Almost drowned, needed to be rescued..................................................................... 5%
Cold weather injury such as frostbite or hypothermia................................................. 1%
Accident/injury causing loss of limb(s), vision or hearing ........................................... 0%
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The successful creation of the FNIRHS national core

database and the BCFNRHS proves that regional

participation in the development, implementation, and

management of a national level health survey, by First

Nation’s and Inuit peoples, is technically feasible,

scientifically valid and appropriate.

The first cut of the data demonstrates a rich source

of evidence that must be examined more closely to

understand its implications. It should be remembered

that some health concerns may not have been addressed

in the FNIRHS or the FNIRHS due to limited planning

time, scarce resources for training of community based

researchers, survey respondent fatigue, and/or ethical

and legal issues concerning sensitive issues.

For example: the difference in perception between

the “poor health status” of the focus group results

and the relatively high levels of “good health status”

of the B.C.FNHS could be an artifact of the

methodology. Interviewer participation may have

created a halo effect by which the respondent provides

more socially desirable answers (i.e., excellent to good

health) than in an interviewer absent condition (e.g.,

in the focus group where questions are indirect and

issue focused). On the other hand, the population of

the survey sample and the focus group sample were

not the same, so there may be real differences. The

survey sample population may indeed be younger

and healthier but since we have none of the personal

WHAT DO THE RESULTS
OF THE BCFNRHS MEAN?

data about the focus group participants there can

be no comparison between the two. Nevertheless,

the methodological  innovation raises some real issues

about the interplay between perceptions of health

conditions of “self” and the perceptions of health

conditions of “others like oneself” in the First Nation’s

community. The performance of such concepts in a

First Nation’s population needs further investigation.

The literature base on which the questions rely does

not yet, for the most part, include First Nation’s

data nor have the questions been adequately tested

in the First Nation’s populations for cultural and

language differences.
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Consistent with a First Nation’s perspective of wellness

as balance and wholeness, continued emphasis needs

to be placed on factors outside the delivery of specific

health services that determine health and well being

and predisposed individuals to health risk.

1. To complete the research process this report needs

to be brought back into the community in a manner

that illuminates “what it is” and how it “works”.

Information becomes knowledge when it becomes

understood and only then is it potentially transformed

into power. Such a process can be facilitated through

a conference or a series of workshops for the First

Nation’s community held in the three geo-cultural

divisions that participated.

2. The unique population dynamic of the current

wave of First Nation’s young people must be

understood. This suggests further research, possibly

action and participatory research, to understand the

implications of this demographic phenomenon in setting

priorities for health education and prevention

promotion. A particular focus could include changing

models of health perspectives from a science based

way of knowing and First Nation’s cultural ways for

this population that seems to agree that traditional

values promote health and wellness. Alternative coping

strategies for healthful living that draw on traditional

values can encourage hopefulness for the future, and

improved self care practices.

10 RECOMMENDATIONS IN
RESPONSE TO THE B.C.FNHS

3. Preventative interventions, appropriate, timely

treatment can serve to reduce the burden of chronic

disease. This is especially urgent when the already

overburdened social network as well as individuals

in mid life are taxing the health delivery system.

Chronic medical conditions among elders are

discouraging in a population that is traditionally

considered the “elders” and “elderhood” as a gift

for future generations.

4. Meeting childhood health and safety needs during

critical early development lays the foundation for a

lifetime. Perinatal and early childhood programming

and maternal care need to made more prominent

programming concerns and more comprehensive,

possibly in a cooperative effort with the local

education, day care and child welfare system.

Traditional teachings about the health, safety and

security of the child and mother can serve to lend a

moral foundation for the future.

5. Training and education for First Nation’s health

professionals who serve the interests of First Nation’s

at the federal, regional, divisional and local level is

a critical and key component to all aspects of

supporting communities in their bid to re-establish

healthy communities. Lack of systematic training

programs for First Nation’s health professionals in

B.C. is not supportive of these workers and their

clients needs. Consequently, there is a need for

systematic, on-going training and promotion of health

careers.
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6. More First Nation’s people at the community

level need to be given incentive and encouragement

to become involved in health research, planning, policy,

programming, education and evaluation. First Nation’s

people readily perceive the lack of real control and

understanding in the area of health and consequently,

blame their leadership and themselves. First Nation’s

people in the health care area need to be given more

support in the articulation and legitimation of their

unique cultural perspective on wellness.

7. Gains in combating high levels of alcohol and

drug use, smoking among youth, suicide and other

self destructive acting out in the First Nation’s

community requires programs that are more wholistic

and culturally appropriate philosophically not just

at the program delivery level. More sophisticated

treatment, delivery and evaluation models are needed

to take the limits off the socio-historical bias in

professional health care practice.

8. “Self help resources” as a solution to what needs

to be done must be investigated more closely so that

it can be better understood and distinguished from

the medical model of “self care”. First Nation’s

respondents and community health workers daily face

competing values, models and visions of health.

Translating expectations for wellness into technical

medical language and bureaucratic solutions is an

example of the inaccessibility of health care from a

medical perspective. “Self care” resources that fit

into a bio-social medical model requires a basic

understanding of the science of health in which those

resources of health are available. Self-help resources

may be a focus on the management of the systems

that deliver resources both traditional and scientific

that facilitate health. It becomes important to more

accurately understand the underlying dimensions of

terms such as “self help” and “self care” in a research

program that is meaningful across cultural

boundaries.

9. Self determination and accountability in First

Nation’s health by First Nation’s people requires

policy with political will that translates into human

and financial resources to support such a position.

Self-management requires a First Nation’s

perspective. First Nation’s perspectives rather than

merely cultural practices need to be brought into

the health care system for the well being of First

Nation’s people.

10.  Regional and local development of the

infrastructure of a comprehensive First Nation’s

health delivery system in British Columbia should

more vigorously and systematically promoted. This

can be advanced by securing resources for the

development of health networks between First

Nation’s communities. Such networks can aid in

mutual and educational support as well as

infrastructure and policy development. Development

and support grounded more closely on local

perceptions which seem, based on the evidence in

this report, to be highly realistic and useful.
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