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EXECUTIVE SUMMARY

In recent decades, there has been
considerable improvement in the health
status of Aboriginal' people in Canada.
Nevertheless, Aboriginal people continue
to experience a consistently lower level of
health than do non-Aboriginal peoples.
There are multiple reasons for these health
disparities, and many national Aboriginal
organizations, as well as federal, provincial
and territorial governments, are working
to eliminate these disparities.

To further understand the prevalence

of health issues among Aboriginal
peoples, the underlying causes of these
health issues, and what is being done to
address them, the National Collaborating
Centre for Aboriginal Health formed

“There is clearly a great need for|... ] equity
in the types of health-related programs and
initiatives offered to Aboriginal peoples
across the provinces and texritories, in order

to improve health and well-being in a

culturally appropriate and respectful way.”

a partnership with the Public Health
Agency of Canada to compile a report

on the current state of knowledge of
Aboriginal health, which is intended

to inform a Public Health Agency of
Canada Aboriginal Public Health Policy
Framework. The goal of The State of the
Knowledge of Aboriginal Health, therefore,
is to provide a high-level summary of what
is currently known about and being done
to improve the health of First Nations,
Inuit, and Métis peoples. The report
includes an overview of literature and
data pertaining to the health issues faced
by Aboriginal peoples, an examination of
these issues from the perspective of social
determinants of health, and summaries of
current health programs and initiatives for

Aboriginal populations offered by federal,
provincial and territorial governments.
(These summaries are based on an Internet
search conducted in 2009, and therefore
may not be inclusive of all programs and
initiatives currently available).

Key Health Issues Facing
Aboriginal Peoples

While Canadians, on average, enjoy

some of the world’s best health care

and quality of life, Aboriginal peoples
generally have poorer health than the
non-Aboriginal population, particularly in
terms of maternal, fetal and infant health;
child health; certain communicable and
non-communicable diseases; mental

! The Aboriginal peoples of Canada are defined, by Statistics Canada, as “persons who reported identifying with at least one Aboriginal group, that is, North American

Indian, Métis or Inuit [Eskimo], and/or those who reported being a Treaty Indian or a Registered Indian as defined by the Indian Act of Canada, and/or who were

members of an Indian Band or First Nation.” For the purposes of this report, “Aboriginal peoples” refers to these three population groups: First Nations, Métis and

Inuit, which is inclusive of those who are non-status Indians but who self-identify as First Nations or Inuit.



health and wellness; violence, abuse and
injury; and environmental health. This
disproportionate burden of ill-health can
be largely attributed to adverse socio-
economic conditions and historical
circumstances which have resulted in

a higher prevalence of the risk factors

for these conditions, such as alcohol

or tobacco use, overcrowded housing
conditions and inadequate diet. There
are considerable barriers to addressing
these health issues, such as geographic,
educational and economic barriers, that
affect access to health services. The health
issues facing Aboriginal peoples, and the
barriers encountered in addressing them,
are not uniform across First Nations,
Inuit and Métis peoples. If they are to be
effective, public health interventions must
consider the unique contexts in which
Aboriginal people live.

Effective implementation of public
health interventions requires current

and relevant data. However, there are
serious limitations in the current health
research and data for Aboriginal peoples.
At present, much of the available research
and data consider Aboriginal peoples as a
homogenous group and fail to take into
account differences among First Nations,
Inuit and Métis; among urban and rural
populations; and among on-reserve and
off-reserve populations, with respect

to the health issues faced, the factors
underlying these issues, and the challenges
in addressing them. Also lacking is data
that is longitudinal, national in scale,

and compares the same variables across
the same cohort over the same time
period. These limitations impede a full
understanding of the health of First
Nations, Inuit and Métis peoples and the
development of strategies to address their
unique health concerns and challenges.

Social Determinants of Health

Given that health status is determined
by factors that go beyond genetic

determinants and lifestyle decisions,
but also by a host of other factors that
influence physical, mental and social
health and well-being, a more holistic
perspective is required to understand
the current health disparities between
Aboriginal Canadians and the general
population. A social determinants of
health framework can provide this
holistic perspective. Social determinants
of health are those factors that focus on
the economic and social conditions that
govern peoples’ lives.

The World Health Organization and

the Public Health Agency of Canada
have identified some common social
determinants that have considerable
influence on the health of individuals

and communities. These international
and national perspectives on social
determinants are inadequate for
understanding the health inequities

faced by Aboriginal peoples in Canada.
Indigenous-specific social determinants,
such as the impacts of colonialism on
Aboriginal languages, culture and identity,
underlie some of the most pervasive socio-
economic inequities between Aboriginal
and non-Aboriginal Canadians. However,
Aboriginal peoples do not uniformly
experience the same social and economic
disparities, nor are they equally affected
by colonial policies, and these differences
must be taken into consideration in

the development of public health

interventions.

While attempts can be made to examine
each social determinant of health in
isolation, the determinants are in fact
multifaceted and interactive. This
implies that if there are to be meaningful
improvements in the health and well-being
of Aboriginal Canadians, not only must
public health strategies address the socio-
economic disparities between Aboriginal
and non-Aboriginal Canadians, but they
must also adopt an integrated and multi-
sectoral approach.

National Aboriginal Health
Programs and Initiatives

At the national level, Health Canada

has been providing health programs and
services to status (registered) Indians
living on-reserve and to Inuit living within
their traditional territories since 1945.
The nature of how these programs and
services are being delivered has undergone
considerable changes since the 1980s,
however, with the federal government
moving away from direct service delivery
to First Nations and Inuit communities.
Most hospital care and primary health
services are provided through provincial
and territorial governments for all
Aboriginal peoples, but there has also
been devolution of responsibility towards
community-based health services. The
federal government’s direct role is now
primarily through the implementation

of limited public health and prevention
services and health promotion programs
through the First Nations and Inuit
Health Branch of Health Canada. Most
of the programs and initiatives have been
implemented to address the existing
health disparities between Aboriginal
peoples and other Canadians. However,
they are also primarily limited in scope

to those Aboriginal peoples which fall
under the federal government’s direct
responsibility as defined under the Indian
Act. Only a few programs and initiatives
have been implemented to assist First
Nations that are not registered or live
off-reserve, Inuit who live outside their
traditional territories, and Métis. The
federal government also provides funding
to a number of other non-governmental
organizations to develop, implement or
administer health programs and initiatives.

Several of the health issues facing
Aboriginal peoples are well recognized
and addressed by the federal government
through targeted programs and initiatives.
Most notably, the federal government

has implemented several programs
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and initiatives aimed at the healthy
development of infants and children, at
improving overall health and reducing
diabetes, and at reducing substance use/
abuse. Other health issues are less well
addressed by the federal government,
including those related to cancer, injury,
mental health and respiratory illness.
There were also few federal programs and
initiatives available for Métis and urban
Aboriginal populations.

Provincial and Territorial
Aboriginal Health Programs
and Initiatives

The provinces and territories are
responsible for providing health care
services for First Nations people living
off-reserve, Métis, those not eligible for
registration, and Inuit people not living
within their traditional territories. They
are also responsible for hospital care and
most primary health care services for

all Aboriginal peoples, including First
Nations on-reserve and Inuit. In addition,
provincial and territorial governments also
implement, either directly or indirectly,
health programs and initiatives targeted
at addressing current health disparities
between Aboriginal peoples and other
Canadians. The implementation and
administration of programs and initiatives
within provinces and territories reflects
the complexity of health care provision
for Aboriginal peoples in Canada
generally. While provincial and territorial
governments may develop, implement
and administer such health programs

and initiatives directly, often this involves
multiple levels of government working in
partnership with Aboriginal governments
and organizations. In addition, most
programs and initiatives are not province-
wide in scope, but are more local or
regional. As a result, there is a lack of

consistency in the types of programs
and initiatives that are provided for
Aboriginal peoples across the provinces
and territories.

As with federal programs and

initiatives, some Aboriginal health

issues are recognized and addressed
more consistently across the provinces
and territories than others. While
programs and initiatives related to carly
child development, maternal health

and healthy living (physical activity/
nutrition) programs are fairly typical
across the provinces and territories,
programs and initiatives in the areas

of suicide prevention, substance abuse,
violence against women, cancer and
communicable diseases are less common,
particularly in provinces with low
proportions of Aboriginal people.
Programs and initiatives in the territories
tend to be available more commonly to
the general public than to Aboriginal
peoples specifically. And, despite a fairly
substantial Aboriginal population, few
programs and initiatives that met our
search criteria were identified in Manitoba
and Saskatchewan.

Given the diversity of Aboriginal

peoples across the country - reflected

in Aboriginal cultures, socio-economic
indicators and differences in health
priorities and needs — it is not surprising
that diversity and complexity are also
reflected in the implementation of

health programs and initiatives to serve
this population. Nevertheless, in many
provinces and territories, too many health
needs of Aboriginal peoples are expected
to be satisfactorily met through programs
and initiatives that are available to the
general public, without regard for the
unique context in which these health
issues have arisen. There is clearly a greater

need for programs and initiatives that
reflect the lived-world realities of the
population they are intended to serve,
and for equity in the types of health-
related programs and initiatives offered to
Aboriginal peoples across the provinces
and territories, in order to improve health
and well-being in a culturally appropriate
and respectful way. As well, there is a
need to enhance access to programs and
initiatives for Aboriginal peoples living
outside urban centres (where most health
programs and services are located) and
for non-status First Nations and Métis
peoples who are currently excluded from
most programs and initiatives and whose
health needs are not being adequately

addressed.

One limitation of this report is that

its focus is on federal and provincial/
territorial government programs and
initiatives. Aboriginal organizations and
governments have been implementing
some innovative health programs in
particular places that are more culturally
appropriate and reflect the specific
health needs of those communities.
Some of these programs also incorporate
Aboriginal approaches to health and
healing and are having positive impacts
on improving health. The success of such
programs draws attention to the need to
recognize existing Aboriginal approaches
to health and healing.



THE STATE OF KNOWLEDGE OF
ABORIGINAL HEALTH
A Review of/fborzgzm/ Public Health in Canada

It should come as no surprise that a
person’s overall health and well-being are
affected by a multitude of factors. To have
optimal health, people must have adequate
nutrition and housing; they must live free
from violence and substance abuse; they
must feel like they are contributing to
their family, community or environment;
and they must have timely access to

health care. When people do not have
access to these basics of life, they become
increasingly vulnerable to serious

medical conditions, such as chronic
diseases and mental illness. Alarmingly,
this is the state of health in which many
Aboriginal peoples in Canada live. In fact,
in almost every health-related area, the
Aboriginal peoples of Canada experience
a consistently lower level of health than do
the non-Aboriginal peoples.

There are multiple reasons for the health
disparities faced by Canada’s Aboriginal
populations. Many national Aboriginal
organizations, as well as federal,
provincial and territorial governments,
are working to eliminate these disparities.
To further understand the health issues
facing Canada’s Aboriginal peoples, the
underlying causes of these health issues,
and what is being done to address them,
the National Collaborating Centre for
Aboriginal Health formed a partnership

R .

with the Public Health Agency of Canada
to compile a report on the current state of
knowledge of Aboriginal health, which is
intended to inform a Public Health Agency
of Canada Aboriginal Public Health Policy
Framework. The goal of this document,
therefore, is to provide a comprehensive,
high-level summary of what is currently
known and being done for the health of
Canada’s Aboriginal peoples.

Definitions

In undertaking a knowledge-gathering
exercise like this, and to frame the scope of
this report, it is important to define three
key terms: Canada’s “Aboriginal peoples”,
“public health” and “public health policy

initiative.”

The Aboriginal peoples of Canada

Broadly speaking, the Aboriginal peoples
of Canada are defined, by Statistics
Canada, as “persons who reported
identifying with at least one Aboriginal
group, that is, North American Indian,
Meétis or Inuit [Eskimo]), and/or those
who reported being a Treaty Indian or a
Registered Indian as defined by the Indian
Act of Canada, and/or who were members
of an Indian Band or First Nation.”? For
the purposes of this report, “Aboriginal
peoples” refers to these three population

—

groups: First Nations, Métis and Inuit,
which is inclusive of those who are non-
status Indians but who self-identify as
First Nations or Inuit.

Public health

Public health can be described as “the
science and art of promoting health,
preventing disease, prolonging life and
improving quality of life through the
organized efforts of society.”® Through
combining sciences, skills and beliefs,
public health secks to improve the health
of entire communities and of society as a
whole. As such, it emphasizes two areas:
“the prevention of disease, and the health

needs of the population as a whole.™

Public health policy initiative

For the purposes of this report, the

term “public health policy initiative”
refers to those programs and activities
that have been formed in response to
federal, provincial or territorial, regional
and organizational policies directly
related to public health. As such, these
initiatives (programs, foundations) focus
on community or society-wide health
benefits. More specifically, these initiatives
are aimed at addressing and eventually
eliminating the health disparities faced by
particular populations in Canada: First
Nations, Inuit and Métis.

? Statistics Canada (2011). Definitions, sources and symbols. Health profile, February 2011. Ottawa, ON: Statistics Canada. Retrieved April 30, 2011 from
htep://www12.statcan.ca/health-sante/82-228/help-aide/DQ-QD04.cfm?Lang=E
> Committee of Inquiry into the Future Development of the Public Health Function, 1988, as cited in National Advisory Committee on SARS and Public Health
(2003). Learning from SARS: Renewal of public health in Canada. Ottawa, ON: Health Canada, p. 46.
# Premier’s Advisory Council on Health, 2001, as cited in National Advisory Committee on SARS and Public Health (2003), p. 46.
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How This Report is Organized

This report contains four substantive
chapters.

Chapter 1 provides an overview of
literature and data pertaining to

the health issues faced by Canada’s
Aboriginal population. It summarizes
current knowledge of the prevalence

and incidence of diseases for Aboriginal
peoples generally, and for First Nations,
Inuit and Métis peoples, where available.
It also highlights some of the current gaps
in knowledge of these issues. The chapter
draws on published and unpublished
literature released since 1995 in the areas
of maternal, fetal and infant health; child
health; communicable diseases; chronic
diseases; childhood abuse/neglect; mental
health and wellness; unintentional injuries
and disabilities; environmental health;
and food security and nutrition.

Chapter 2 outlines an approach to
understanding the health issues faced by
Canada’s Aboriginal population. This
approach is rooted in an understanding
of health as determined not only by
genetics and lifestyle decisions, but also
by a host of other factors that influence
physical, mental and social health and
well-being and that are commonly referred
to as “social determinants of health.” The
chapter begins by providing an overview
of what is meant by social determinants
of health from international, national and
Indigenous perspectives. It then brings
these perspectives together to examine
the disparities between Aboriginal and
non-Aboriginal people on a range of
social determinants and the impacts these
disparities have had on the health of
Aboriginal people in Canada specifically.
These social determinants are organized
in six categories: socioeconomic status,
children and youth, gender, health
services, the physical environment, and
culture and language. It is important

to note that these are not stand-alone

categories, but are instead multifaceted
and interactive. The chapter draws on
available published and unpublished
literature on social determinants, as well
as statistical data, to demonstrate the
disparities between Canada’s Aboriginal
and non-Aboriginal population with
regards to social determinants of health.

Chapter 3 examines the role of the federal
government in providing health programs
and initiatives for Aboriginal peoples. It
begins with a brief historical overview

of the role of the federal government

in public health, and then outlines its
current roles and responsibilities in the
provision of health programs and services.
The chapter then summarizes the public
health programs and initiatives that have
been developed by the federal government
for, or have a targeted component for,
various Aboriginal populations. This list
begins with an overview of programs and
initiatives that provide benefits spanning
multiple health areas. It is followed

by programs and initiatives aimed at
improving Aboriginal peoples” health in
the areas of children and youth; mental
health, suicide and substance use; chronic
diseases; communicable diseases; physical
activity and nutrition; and environmental
health. It concludes with a summary of
federal programs and initiatives targeted
specifically at the urban Aboriginal
population. These programs and
initiatives were located through a search of
federal government websites and reports
in early 2009.

The implementation of health-related
programs and initiatives for Aboriginal
peoples in Canada is complex. Not only
is the federal government involved, but
the programs and initiatives are often
implemented directly by provincial/
territorial governments or through
partnerships involving multiple levels
of government and/or Aboriginal
governments and organizations. Chapter
4 presents profiles of health-related

programs and initiatives implemented at
the provincial/territorial level for each
province and territory. Each profile begins
with some context for the implementation
of programs and initiatives in that
province or territory. The programs

and initiatives are then split into two
sections. The first section includes health-
related programs and initiatives that are
funded and administered directly by

the provincial/territorial government

for its Aboriginal population across the
province or territory. The second section
presents examples of other types of health-
related programs and initiatives that are
available in that province or territory

for its Aboriginal population, including
regional programs and initiatives that are
offered through regional health authorities
or municipalities, federal initiatives

that are administered by provincial or
territorial governments and/or Aboriginal
organizations, and programs and
initiatives that are administered directly
by Aboriginal organizations, such as
Aboriginal friendship centre associations.
These programs and initiatives were
identified through an Internet search in
early 2009. Given the challenges associated
with Internet-based searches and the
different ways programs and initiatives are
implemented across Canada, this section is
not meant to be inclusive of all programs
and initiatives available.

The conclusion summarizes what has been
learned about the state of knowledge of
Aboriginal public health in Canada. It
summarizes the findings from each of the
four substantive chapters and uses them
to highlight the gaps in knowledge and

in programs and initiatives that currently
exist in the efforts to meet the health
needs of Canada’s Aboriginal population.

In addition, an annotated bibliography
developed from the literature that was
collected for and that formed the basis of
Chapter 2 of this report is available as a
companion to this report.



C/Mpter 1

LITERATURE REVIEW:

KEY HEALTH ISSUES

This chapter provides an overview

of the literature and data pertaining

to health issues faced by Canada’s
Aboriginal population. It summarizes
current knowledge of the prevalence and
incidence of diseases, conditions and
health-related issues among Aboriginal
peoples in Canada generally, and where
available, among First Nations (with and
without status, living on- and off-reserve),
Inuit and Métis populations specifically.
It also highlights some of the gaps in
knowledge of these health issues.

The literature reviewed for this chapter
includes published and unpublished
literature® released since 1995 in the areas
of maternal, fetal and infant health; child
health; communicable diseases; chronic
diseases; childhood abuse and neglect;
mental health and wellness; unintentional
injuries and disability; environmental
health; and food security and nutrition.
Peer-reviewed literature was identified
through the use of scientific databases
such as PubMed, MEDLINE and the
Applied Social Sciences Index, among
others. Non-peer-reviewed literature was
identified through a search of the websites
of government agencies and departments
such as Health Canada and the Public
Health Agency of Canada; through
national Aboriginal organizations such

e

/

/40_...-.

as the Aboriginal Healing Foundation
and the National Aboriginal Health
Organization, among others; and by
drawing on our own collection of
Aboriginal health resources. This is not a
systematic review, nor is there an attempt
to critically appraise the literature.

We would like to acknowledge the work
of the research team affiliated with the
Effective Public Health Practice Project
at McMaster University for collecting the
data that formed the basis of this chapter.
Their annotated bibliography of relevant
literature forms a companion document
to this report. However, the views and
opinions expressed in this chapter remain
ours alone.

1.1 Maternal, Fetal and
Infant Health

Birthing and midwifery

Birthing and midwifery has been
identified in the literature as an important
topic among Aboriginal women, whose
fertility rate is nearly twice that of non-
Aboriginal women (2.6 compared with
1.5, respectively) (Statistics Canada,
2006a). The fertility rate is highest among
Inuit (3.3) and lowest among Métis

(2.2) women (Statistics Canada, 2006a).
Despite this, the literature related to this

topic is relatively sparse and focuses on
two key themes: access to health care
services generally and more culturally
appropriate care specifically.

In remote and rural areas where many
Aboriginal communities are located,

lack of access to health services can

be problematic because of population
density too low to support wide-

ranging health services, lack of
transportation infrastructure, northern
climate conditions, and difficulties in
communicating health issues and needs as
a result of language and cultural barriers
(Halseth & Ryser, 2006; Tait, 2008;
National Aboriginal Health Organization
[NAHOY], 2008). Health services in
remote and isolated communities are
typically characterized by health centres
that are staffed primarily by nurses rather
than physicians, critical shortages of
medical specialists and personnel, high
turnover rates for health professionals,
limited programs, and lack of medical
equipment (NAHO, 2004, 2008; Rohan,
2003; Smith, 2003). This forces the
majority of expectant mothers to travel
to larger urban centres at 36 weeks,

away from the support of their families
and communities, in order to give

birth (NAHO, 2008; Rohan, 2003). In
addition, a lack of culturally relevant

> Unpublished literature is often referred to as grey literature. This literature typically includes technical reports from government agencies or scientific research groups,

working papers from research groups or committees, white papers or preprints. These sources of information may be available electronically on the Internet or as

hard copies, and since their distribution is not controlled by commercial publishing companies, they may lack basic information such as author, publication date or

publishing body. (Wikipedia, “Gray literature,” http://en.wikipedia.org/wiki/Gray_literature, accessed January 13,2011).
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services, supports and facilities is a barrier
to quality care for Aboriginal mothers
(Tait, 2008; NAHO, 2008). It has been
recognized by national Aboriginal
organizations and practitioners that
bringing birthing back to the communities
is a means of improving access to culturally
appropriate health services for expectant
Aboriginal mothers (NAHO, 2008;
SOGC, 2007; Epoo & Van Wagner, 2005;
Couchie & Sanderson, 2007; Van Wagner,
Epoo, Nastapoka & Hardy, 2007).

The birthing process for Aboriginal
women is entrenched in culture and
tradition. As a result, not only must
health services for expectant mothers
include modern forms of medical care,
but they must also incorporate tradition
and cultural beliefs (Skye, 2010; NAHO,
2008). This includes incorporating
traditional knowledge, medicine and
practices of maternal and child health, as
well as Aboriginal conceptions of health
and well-being (Skye, 2010). While there
is considerable diversity among Aboriginal
populations regarding these conceptions
of health and well-being, what is shared

is a holistic view of health, where balance
must be maintained mentally, physically,
spiritually and emotionally (Skye, 2010).
Increasing the number of Aboriginal
midwives to bring birthing back to the
communities is seen as one means of
improving access to culturally appropriate
health services (Smith, 2002, as cited in
NAHO, 2008; NAHO, 2004; Healey &
Meadows, 2007; Smith, 2003; Couchie &
Sanderson, 2007).

Aboriginal midwives typically receive
their training either through community-
based training programs (as in Ontario
and Quebec) or through the passing on
of traditional knowledge and skills from
one generation of midwives to another
(NAHO, 2004). Some midwives, as in the
case of Manitoba and British Columbia,
prefer to be accredited and work within
the College of Midwifery, while others
want to be exempt from midwifery

regulations (NAHO, 2004). Aboriginal
midwives play an important role in
prenatal health promotion, providing
primary health services within the scope
of their practice, assessing prenatal risk
and making appropriate referrals, and
assisting with the birth of infants (NAHO,
2008). In addition, they provide expectant
mothers with a choice about where they
would like to give birth.

There have been a number of recent
initiatives to support Aboriginal
midwifery, including the development of
Aboriginal midwifery training models and
Aboriginal community-based birthing
centres such as the Inuulitsivik Health
Centre in Puvirnitug, the Rankin Inlet
Birth Centre in Nunavut, and the Tsi
Non:we Ionnakeratstha Ona:grahsta:

Six Nations Maternal and Child Centre
in southern Ontario (NAHO, 2004,
2008; Skye, 2010). There is some limited
evidence demonstrating the success

of these birthing centres in improving
prenatal care and birth experiences

for Aboriginal women (Couchie &
Sanderson, 2007). This is reflected in some
evaluations that show improvements in
perinatal mortality rates, preterm labour,
infant birth weight, breastfeeding and the
rate of interventions such as C-sections

(Epoo & Van Wagner, 2005). Wider
expansion of Aboriginal midwifery is
restrained by multiple factors, including
increasing regulations regarding midwifery
practice, difficulty in recruiting and
retaining midwives, lack of public funding
for midwifery care, and requirements for
midwives to carry professional liability
insurance (NAHO, 2004, 2008; Skye,
2010; Smith, 2003).

Breastfeeding and infant nutrition

Very limited epidemiological data on
breastfeeding and infant nutrition are
available, and what there is tends to focus
primarily on breastfeeding initiation

and sustained breastfeeding rates. Rates
have been found to be generally lower
for Aboriginal women than for other
Canadians (Black, Godwin & Ponka,
2008). These rates differed among First
Nations, Inuit and Métis women. A
report edited by McShane, Smylie and
Adomako (2009) used data from the 2006
Aboriginal Peoples Survey (APS) for First
Nations (off-reserve), Inuit and Métis
women and the 2002/03 First Nations
Regional Health Survey (RHS) for First
Nations women on-reserve to highlight
differences in breastfeeding initiation
and sustained breastfeeding among these
groups of women (Figure 1.1). They

Figure 1.1: Breastfeeding initiation and sustained breastfeeding among mothers, by Aboriginal identity

100

W sustained
90 breastfeeding
80 at 6 months
M breastfeeding
70 initiation

Percentage of mothers

60
50
40
30
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First Nations Inuit
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First Nations
(off-reserve)

Canadian
Population

Métis

Sources: ACS 2006, RHS 2002/03 and NLSCY 2000/01 (as reported in McShane, Smylie & Adomako, 2009, p. 45)



found that breastfeeding initiation rates
were highest among Métis women (74%),
followed by First Nations living off-reserve
(69%) and Inuit women (66%). They

were lowest among First Nations women
living on-reserve (63%). Inuit women were
more likely to sustain breastfeeding at six
months (54%), followed by Métis women
(51%), First Nations women living off-
reserve (48%), and First Nations women
living on-reserve (43%).

Fetal alcohol syndrome and fetal alcohol
spectrum disorder

Fetal alcohol spectrum disorder (FASD)
encompasses a range of lifelong disabilities
resulting from prenatal exposure to
alcohol, from the less visible alcohol-
related neurodevelopmental disorder

to full fetal alcohol syndrome (FAS)
(Masotti, Szala-Meneok, Selby, Ranford
& Van Koughnett, 2006). This disorder
can affect brain function and result in
intellectual disability and/or significant
alterations in memory, judgment,

and cognitive abilities (Masotti et al,,
2006). FASD is preventable and is often
undiagnosed, with high human and
financial costs (Public Health Agency
of Canada [PHAC], 2005; Masotti et
al., 2006). While FASD is not unique

to Aboriginal communities, prevalence
has been documented as being higher
among Aboriginal children (Robinson,
Conry & Conry, 1987; Williams, Odaibo
& McGee., 1999). One reason for this
is that the risk of FASD is increased by
social determinants such as poverty,
poor education, untreated mental illness,
physical and sexual abuse (Schréter,
2010), conditions which can be more
prevalent in Aboriginal communities.
This section examines current literature
regarding the incidence and prevalence
of FAS/FASD among Aboriginal
populations. It also summarizes the
available literature related to prevention
and intervention strategies as they apply
to expectant Aboriginal women.

In terms of incidence and prevalence

rates, the limited evidence available
generally suggests higher rates among
Aboriginal populations than among
non-Aboriginal populations, but rates can
differ substantially between Aboriginal
communities. Some researchers describe
FAS/FASD as reaching epidemic
proportions among Canada’s Aboriginal
peoples (PHAC, 2005; Premji, Benzies,
Serrett & Hayden, 2006; Chudley et al.,
2005), while others suggest simply an
over-representation of FAS/FASD among
Aboriginal populations (Sandor et al.,
1981; Williams et al., 1999; Robinson
etal., 1987). However, a review of the
Aboriginal-specific literature by Pacey
(2009) reveals that there is insufficient
epidemiological evidence to support
higher prevalence of FAS among
Aboriginal peoples in Canada. Pacey
highlights several issues concerning the
published literature on FAS and FASD:
the studies are “too methodologically
diverse to provide the basis for Aboriginal-
specific rates”; the experiential knowledge
of Aboriginal communities and clinicians
may substantially differ from estimates
provided in the literature; “some Canadian
Aboriginal-specific published studies focus
on higher-risk communities,” which may
skew perceptions; and most FAS/FASD
cases likely fall within the non-Aboriginal
population, given the proportion of the
total population they constitute (p. ii).
Nevertheless, FAS/FASD has been
identified as an important public health
concern among Aboriginal peoples (Stout,
Kipling & Stout, 2001; Pacey, 2009).

There is also a small body of literature on
the barriers facing pregnant Aboriginal
women in accessing primary, secondary
and tertiary FAS/FASD prevention and
intervention programs and initiatives, as
well as several studies that evaluate current
programs and initiatives. A report by the
Aboriginal Healing Foundation (2003b)
provides a good examination of this

body of literature. The authors do this by
highlighting the “best practices” for FASD

prevention, identification and intervention
reported for the general population by
Roberts and Nanson (2000); situating
cach “best practice” within the larger
socio-cultural and historical context of
Aboriginal peoples’ lives; and assessing
each against the various barriers and

gaps identified in the literature that
prevent successful implementation in an
Aboriginal context. The best practices
are categorized as primary, secondary
and tertiary prevention strategies. The
authors conclude that primary prevention
strategies, through public health
promotion, must be combined with other
prevention and intervention strategies if
they are to be successful in an Aboriginal
context. Secondary prevention strategies
can be successful; however, health care
profcssionals must receive training so
that trust, communication and respect
can be improved between them and their
Aboriginal clients (also highlighted by
Masotti et al,, 2003). Strategies must

also be non-judgmental, incorporate
traditional Aboriginal knowledge and
practices, and be developed in ways that
consider the individual and collective
experiences of Aboriginal women. The
report highlights numerous barriers

in addressing tertiary prevention for
at-risk Aboriginal women, including
psychological, socio-geographic and
economic barriers, as well as barriers
associated with social networks, stigma
and addiction treatment programs. Many
of these barriers are directly related to

the social context of women’s lives — in
particular, the role of child welfare services
in apprehending children from mothers
who are identified as having a substance
abuse problem.

Key themes emerging from the Aboriginal-
specific literature on FASD are that in
order for interventions to be successful,
they must adopt holistic approaches,

be non-threatening and culturally
appropriate, and have the involvement

and support of the community (PHAC,
2005; Aboriginal Healing Foundation
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[AHF], 2003b; Masotti et al., 2003). In
addition, there must be a coordination

of services in order to improve the
continuum of care for women struggling
with substance abuse problems (AHF,
2003b). Many programs and initiatives
focus solely on substance abuse and fail

to consider the root causes of FASD, such
as poverty and a history of oppression

and cultural disruption, which have

led in many cases to multi-generational
patterns of poor mental health, family
violence and substance abuse (George et
al., 2007; Stout, Kipling & Stout, 2001;
AHF, 2003a). In fact, government funding
programs tend to be targeted at specific
health issues, such as FASD, rather than at
multi-dimensional initiatives that address
some of the root causes of FASD (i.c.,
poverty) that may be considered higher
priority by Aboriginal communities
(AHF, 2003b). The Aboriginal Healing
Foundation (2003b) argues that the
empbhasis of FASD prevention strategies
must shift from pregnancy to the health of
women generally, so that life circumstances
that are at the root of additional problems
can be improved (AHF, 2003b). A key
part of improving the health of women
generally is improving social conditions

in communities with a high prevalence

of FASD, which, argues Schréter (2010),
should be the most important component
of prevention.

While FASD is considered preventable,
the Aboriginal Healing Foundation
(2003b) emphasizes that most programs
and initiatives currently in place in
North America have limited success in
achieving prevention among women who
are considered at highest risk of having
children with FASD. Progress has been
slow in developing and implementing
FASD interventions that address the
needs of Aboriginal women and build
upon community strengths and cultural
characteristics, particularly in urban
settings, where at-risk Aboriginal women
are more likely to access mainstream
services (Masotti et al., 2003).

1.2 Child health

In general, the literature related to child
health highlights several key health
concerns for Aboriginal children,
including otitis media, dental health and
respiratory infections. Many of these
health concerns stem from poor nutrition,
poor housing conditions and a lack of
access to adequate health care facilities
(UNICEF Canada, 2009).

Otitis media

Otitis media (or middle ear infection)

is a common ailment in infants and
young children that can lead to hearing
loss. It can affect a child’s ability to learn
and thus have lifelong impacts (First
Nations Centre [FNC], 2007). Aboriginal
children are more likely to be afflicted
with otitis media than non-Aboriginal
children; however, prevalence rates vary

(Bowd, 2002).

There are no Canada-wide data with
which to directly compare prevalence rates
of otitis media among First Nations (on-
and off-reserve), Métis and Inuit children.
Smaller case studies have recorded high
prevalence rates, particularly among the
Inuit, where rates have been recorded as
high as 40 times that of non-Aboriginal
children living in urban communities
(Bowd, 2005). The two largest studies,
the 2006 Aboriginal Peoples Survey
(APS) and the 2002/03 First Nations
Regional Longitudinal Health Survey
(RHS), provide data for Aboriginal
peoples across Canada, but they used
different age cohorts and phrased the
question differently, and therefore cannot
provide directly comparable data. The
Aboriginal Childrens Survey (ACS)
2006 found ear infection rates among
6-14-year-old children, as diagnosed by a
health professional, to be highest among
Inuit children (15%), compared with
Meétis and First Nations off-reserve with
status (9%), and First Nations off-reserve
without status (8%) (McShane, Smylie &
Adomako, 2009). Using 2002/03 RHS

data, McShane et al. (2009) also reported
prevalence of otitis media among First
Nations children on-reserve at 9%.

While heredity and developmental
factors (e.g., immature immune systems)
can increase the risk of otitis media,
environmental factors also play an
important role in the high prevalence

of this infection (Bowd, 2002; Reading,
2009b). Environmental factors include
living in crowded conditions, household
moulds, poor sanitation, inadequate
access to medical care, bottle feeding and
use of pacifiers, and exposure to smoke
(Bowd, 2002).

While otitis media is generally more
common in infants and very young
children, Aboriginal children appear to
remain at risk for developing this infection
beyond early childhood and are more
likely to develop chronic otitis media
(Langen, Sockalingam, Caissie & Corsten,
2007). The RHS also found that most
First Nations children suffering from otitis
media do not receive treatment, with only
25% reporting that they do (FNC, 2007).
Lack of access to health care professionals
is one reason why some First Nations
children may not receive treatment.

Dental health

Dental health is an important component
of overall health and has been identified

as a health concern among Aboriginal
peoples (McShane et al., 2009; UNICEF
Canada, 2009; Peressini, Leake, Mayhall,
Maar & Trudeau, 2004a, 2004b; Lawrence
et al., 2008; Macnab, Rozmus, Benton &
Gagnon, 2008). The First Nations Centre
(2007) states that poor dental health is the
main source of health disparities among
Aboriginal and non-Aboriginal children,
particularly in light of associations
between poor oral health and infectious
disease, obesity and diabetes.

Several studies reveal that Aboriginal
children in Canada have much poorer
dental health than other non-Aboriginal



children; however, cross-Canada studies
that can provide directly comparable data
for First Nations (on- and off-reserve),
Meétis and Inuit children are lacking. A
study by Macnab et al. (2008) revealed
that Aboriginal children have two to
three times poorer dental health than
other Canadian children, while a study
by Lawrence et al. (2004) reported that
approximately 70% of Aboriginal children
living on reserve had experienced tooth
decay by age 3. Prevalence of dental

caries was found to be particularly high
among Aboriginal children living in the
north (Schroth, Smith, Whalen, Lekic

& Moffatt, 2005). A contributing factor
in the higher prevalence in the north

may be that lower incomes combined
with high food costs have made it more
difficult to obtain nutritionally rich foods
(Boult, 2004). The 2006 Aboriginal
Children’s Survey (ACS), which examined
the prevalence of childhood “dental
problems,” found the highest rates among
Inuit (31%), followed by First Nations
living off-reserve with status (24%),
Meétis (15%) and First Nations living off-
reserve without status (13%) (as cited in
McShane et al., 2009). For First Nations
children living on-reserve, the 2002/03
RHS found the prevalence of dental
caries among 3-5-year-old children to be
29% (as cited in McShane et al., 2009).
However, the usefulness of the ACS and
RHS data is limited because of a lack of
comparison with non-Aboriginal children,
making it difficult to assess the degree to
which dental health is a problem among
Aboriginal children in Canada.

Respiratory health

There are many types of respiratory
problems, ranging from asthma and
chronic obstructive pulmonary disease
(COPD) to lower respiratory infections,
such as bronchitis and pneumonia.
Respiratory problems can afflict all

ages but are a greater concern among
Aboriginal children than adults (Berghout
etal,, 2005; Reading, 2009a). For this
reason, this section focuses on the
prevalence of respiratory health problems
as they affect Aboriginal infants and
children specifically. It also includes a
discussion on some of the risk factors for
the increased prevalence and the impacts
of respiratory problems on Aboriginal
populations.

Literature on the prevalence of asthma
among Aboriginal infants and children
reveals mixed findings, suggesting there
may be risk factors in some locations
that are not present in others. A study by
McShane et al. (2009), which used data
from the 2006 ACS, the 2002/03 RHS
and the 2000/01 National Longitudinal
Survey of Children and Youth (NLSCY),
provides insight into prevalence rates of
asthma among Aboriginal infants and
children in Canada (Figure 1.2).° The
ACS, which examined the prevalence of
asthma among children under age 7, found
the highest rates among First Nations
off-reserve with status (15%), followed
by Métis (13%), First Nations off-reserve
without status (12%), and Inuit (11%)
(McShane et al., 2009). The RHS found

the prevalence of asthma among First
Nations children on-reserve under age 12
to be 14% (McShane et al.,, 2009). When
considered with NLSCY data showing
that 16% of Canadian children under
age 12 suffer from asthma (McShane
etal., 2009), the data seem to indicate
that asthma is a health concern among
Aboriginal and non-Aboriginal children
alike; however, it may also suggest a
problem with asthma going undiagnosed
(Crighton, Wilson & Senécal, 2010).
Other studies have found higher rates of
asthma and/or COPD among Aboriginal
populations in particular settings (Sin,
Wells, Svenson, & Man, 2002; Crighton et
al,, 2010; Berghout et al., 2005).

Geographic location was found to be
the most significant factor associated
with asthma, with those living in
northern territories, on-reserve or rural
locations being the least likely to report
having asthma (Crighton et al., 2010).
Other factors that contribute to higher
prevalence of asthma include poor and
overcrowded living conditions, low
levels of formal education, high rates of
unemployment, high rates of tobacco use,
and frequent respiratory tract infections

Figure 1.2: Prevalence of asthma among children, by identity and status
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¢ Asthma has not traditionally been considered a more major health concern for Aboriginal adults than for other Canadians; however, this appears to be changing
(Bcrghout etal,, 2005; Statistics Canada 2008a; Statistics Canada, 2009a; FNC, 2007). Data compiled from Statistics Canada (2008a; 2009a) and the First Nations
Centre (2007) show that while 7.8% of the Canadian adult population reported having asthma, prevalence was greater in the Aboriginal population, with 10.6% of
First Nations, 9% of Inuit and 14% of Métis adults reporting asthma.
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(Jetté, 1992, as cited in Hemmelgarn &
Ernst, 1997: 1870; Berghout et al.,, 2005).

Lower respiratory tract infections among
Inuit infants and children have been
identified as a serious public health issue
and considerable attention has been
devoted to this topic in the health literature
(Young, Kandola, Mitchell & Leamon,
2008; Kovesi et al., 2007; Orr, 2007;
Banerji et al.,, 2001; Reading, 2009b).
Studies have shown that lower respiratory
tract infections occur with high frequency
and considerable severity, resulting in an
extremely high rate of hospital admissions.
Orr (2007) reported bronchiolitis attack
rates among Inuit infants as high as 57%
in some communities in some years, while
Banerji et al. (2001) reported hospital
admission rates for bronchiolitis in the
Baffin Region at 484 per 1000 infants from
October 1997 to June 1998. Similarly,
Creery et al. (2005) reported high annual
hospital admission rates for bronchiolitis
and viral pneumonia during the period
1999-2002, with 197 per 1000 infants.
Again, environmental concerns such

as overcrowding, poor ventilation and
exposure to tobacco smoke are key factors
in the higher prevalence of these types

of respiratory infections (Banerji et al.,
2001, 2009; Kovesi et al., 2006, 2007). In
addition, lack of breast-feeding (Banerji
etal., 2009) and prenatal exposure to
polychlorinated biphenyls (PCBs) (Dallaire
etal,, 2006) have also been identified as
possible factors in the alarmingly high
rates of respiratory infections among Inuit
infants and children.

It is clear from the literature that indoor
environmental conditions are a primary
cause of respiratory problems among
Aboriginal peoples. In colder northern
climates, the prevalence of respiratory
problems can become even higher
because of the increased amount of time
spent indoors and exposed to household
contaminants such as mould and dust
mites (Berghout et al., 2005). Poor indoor
environmental air quality is exacerbated

by tobacco smoke; the rate of tobacco
smoking among the Inuit has been
reported at higher than 70% of adults
aged 18-45 (Health Canada, 2007).

1.3 Communicable Diseases

Sexually transmitted infections

Sexually transmitted infections (STIs)

are serious health concerns that threaten
the general health, well-being and
reproductive capacity of many Canadians.
If left untreated, STIs may result in serious
health consequences, especially for women
(Steenbeek, Tyndall, Sheps & Rothenberg,
2009). There are many different types of
sexually transmitted infections, the most
common of which include chlamydia,
gonorrhea, syphilis and HIV/AIDS
(which can also be transmitted through
injection drugs). The rates of these sexually
transmitted infections have continued to
rise dramatically, yet little surveillance data
are available on STTs and the Aboriginal
population (Steenbeek et al., 2009). What
data do exist reveal a disproportionate
burden of STIs among Aboriginal people,
particularly among youth (Devries, Free,
Morison & Saewyc, 2009; Steenbeck et al.,
2006, 2009).

High rates of sexually transmitted
infections have been found among certain
First Nations and Inuit populations
(Devries et al., 2009; Government of
Manitoba, 2004; Health Canada, 2004)
and in the northern regions (Gesink Law,
Rink, Mulvad & Koch, 2008; Steenbeek et
al., 2006, 2009). Among the First Nations
population, the 2000 reported rate of
genital chlamydia was about six times
higher than the Canadian rate (1071.5
cases per 100,000 population compared
with 178.9) (Health Canada, 2005a). In
cases where age and sex were recorded,
over half of all First Nations cases occurred
in females aged 15-24 (Health Canada,
2005a). The highest chlamydia rates in the
country have been recorded in Canada’s
northern territories. In 2008, Nunavut
reported the highest rates of chlamydia

and gonorrhea in Canada, with chlamydia
rates 17 times higher and gonorrhea rates
30 times higher than the national average
(PHAC, 2010). Common risk factors

for STTs include lack of accessible and
culturally appropriate health services, lack
of anonymity in obtaining condoms and/
or clean needles, transience, homelessness,
poverty, less than a high school education,
prostitution, marginalization of injection
drug users and sex-trade workers,

and unstable housing arrangements
(Government of Manitoba, 2004). Loss of
self-esteem and/or a history of substance
or child abuse, which are common legacies
of colonial policies such as residential
school, often underlie these risk factors,
leading to the high-risk sexual behaviours
that contribute to the spread of ST1s
(PHAC, 2006b; Young & Katz, 1998).

In northern regions, limited access to
health care services and confidential
treatment may be contributing to the
higher prevalence of STIs (Gesink Law et
al., 2008).

While most STI prevention strategies
focus on common risk behaviours and
recommend approaches such as delaying
sexual intercourse, limiting partners and
using condoms, Devries et al. (2009) also
highlight unique factors associated with
risky behaviours among Aboriginal youth.
These include a higher level of substance
use, experiences of sexual abuse, and living
on a reserve.

The rapid increase in reported HIV/
AIDS cases among Aboriginal populations
is another important health concern.
The most current epidemiological data
on prevalence of HIV/AIDS among
Aboriginal populations come from the
Public Health Agency of Canada. These
data are somewhat problematic, since
not all provinces and territories collect
ethnicity information as part of their
reporting requirements, leaving the
possibility of undercounting incidences
of HIV/AIDS among Aboriginal
populations. Using Canadian Centre for



Figure 1.3: Reported AIDS cases among Canadian
Aboriginal populations
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Disease Prevention and Control data,
the Public Health Agency of Canada
(2004) reported 19,344 cases of AIDS
over the period 1979-2003. Of the 87.8%
of the cases that included information on
ethnicity, 3.1% were reported as being
Aboriginal people. The Public Health
Agency of Canada (2004) also reported
an increase in the number of Aboriginal
people diagnosed with AIDS, from 1.2%
in 1993 to 13.4% in 2003 (Figure 1.3).

Aboriginal people are also overrepresented
in the number of cases of HIV infection in
Canada, accounting for 5-8% of all cases
even though they represent only 3.3%

of the total population (PHAC, 2004).

In addition, there has been fairly rapid
growth in the number of positive HIV
tests in Canada among Aboriginal people,
from 18.8% of all positive HIV tests in
1998 to 25.3% in 2003 (PHAC, 2004).

Aboriginal women are disproportionately
affected by HIV/AIDS when compared
with other Canadian women (PHAC,
2004). This difference is most notable

in terms of reported HIV cases. When
comparing the proportion of women as a
total of all reported HIV cases, Aboriginal
women accounted for nearly 45% of all
Aboriginal cases, while non-Aboriginal
women accounted for only 20% of non-
Aboriginal cases (PHAC, 2004).

Among youth (under 30 years), more
Aboriginal youth tested positive for

both HIV and AIDS than did non-
Aboriginal youth, and they did so ata
younger age (PHAC, 2004). Nevertheless,
the Aboriginal youth proportion of

all Aboriginal AIDS cases has been
declining. While youth accounted for
40.6% of Aboriginal AIDS cases prior to
1993, during the period 1999-2003 this
percentage declined to 13% of Aboriginal
AIDS cases (PHAC, 2004).

Injection drug use has become the

most common mode of HIV/AIDS
transmission within Aboriginal
populations. In 1993, 10.9% of AIDS
cases were attributed to injection drug use;
this increased to 58.3% of cases by 2003
(PHAC, 2004), indicating a shift from
HIV as primarily a sexually transmitted
disease to one that is transmitted primarily
through injection drug use.

Like the transmission of sexually
transmitted infections, there is growing
evidence that social factors play a pivotal
role in susceptibility to HIV/AIDS (Heath
etal,, 1999). The multi-generational
effects of colonization have resulted in
many Aboriginal youth participating

in high-risk activities (e.g., unprotected
sex, injection drug use) that can lead to
increased transmission of STIs and HIV/
AIDS. Having a history of sexual abuse,
mental health issues or involvement

in the sex trade are key factors in the
high prevalence of HIV/AIDS among
Aboriginal peoples (Heath et al., 1999;

Craib et al., 2003). In addition, individuals
who are socially and economically
disadvantaged are also at greater risk

of becoming HIV infected (NAHO,

2007; Devries et al., 2009; Steenbeek,
2004; Steenbeek et al., 2009; Varcoe &
Dick, 2008; Canadian Aboriginal AIDS
Network, 2000).

Tuberculosis

Tuberculosis (TB) is a highly infectious
disease that begins as a lung infection

but can spread to other parts of the body
(US Centers for Disease Control and
Prevention, 2005). It is transmitted from
person to person by breathing infected air
during close contact. In the early years of
European contact, TB would periodically
erupt among Aboriginal populations,
resulting in high mortality rates
(Grzybowski & Allen, 1999). Over the
past century, mortality rates have fallen
dramatically as a result of public health
interventions, effective drug treatments
and improvements in living standards
(e.g., housing) (Canadian Tuberculosis
Committee, 2002). Tuberculosis has been
acknowledged as a major health problem
by Canada’s Chief Public Health Officer
(Butler-Jones, 2008).

Aboriginal peoples in Canada continue
to experience disproportionate rates of
TB (Canadian Tuberculosis Committee,
2002; Tait, 2008; Smeja & Brassard,
2000; Butler-Jones, 2008). Despite
accounting for only 3.8% of Canada’s

Figure 1.4: Proportion of TB cases, by Aboriginal identity and status
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Figure 1.5: Rate of TB incidence per 100,000 population, by Aboriginal identity
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population (Statistics Canada, 2008a),

in 2004 Aboriginal people accounted

for 16.6% of all TB cases in the country
(Figure 1.4)(PHAC, 2007). In 2004,

the incidence rate of TB per 100,000
population was 4.8 times higher for

the Aboriginal population than for the
general Canadian population (including
foreign-born) and 26.4 times higher than
for Canadian-born non-Aboriginal people
(PHAC, 2007). While TB rates appear to
have stabilized among First Nations, and
rates are generally low for Métis, periodic
outbreaks continue in Inuit settlements,
resulting in strikingly high incidence rates
of TB (Figure 1.5) (PHAC, 2007). Rates
of TB approximately 23 times higher than
the total Canadian population have been
recorded (Tait, 2008).

1.4 Non-Communicable Diseases

Cancer

Epidemiological data related to cancer
among Canadian Aboriginal populations
are lacking (Louchini & Beaupré, 2008;
Circumpolar Inuit Cancer Review
Working Group, 2008a, 2008b; Health
Canada FNIHB, 2009; Keon & Pepin,
2009). Among the few studies that do
examine the prevalence and impacts

of cancer on Canada’s Aboriginal
populations, findings are mixed. This

First Nations Aboriginal

(status)

Inuit

may be a reflection of the numerous types
of cancer and the risk factors associated
with each (Earle, 2011), as well as the
inconsistent reporting of ethnicity in
provincially based cancer registries (First
Nations and Inuit Regional Health Survey
National Steering Committee, 1999).

Generally, the impact of cancer among
Aboriginal people is less than that among
non-Aboriginal populations (Reading,
2009b; Keon & Pepin, 2009). However,
some types of cancers may be a greater
health concern, while others may be of
less concern. For example, in some studies
cancer mortality rates have been found to
be lower for lung, colorectal and breast
cancer among First Nations people than
among other Canadians (Health Canada,
2005a). Other sources report higher rates
of cervical cancer (Alvi, 2000; FNC, 2006;
Young, Kliewer, Blanchard, & Mayer,
2000; Healey, Aronson, Mao & Franco,
2003; Healey, Plaza & Osborne, 2003;
Bjerregaard, Young, Dewailly & Ebbesson,
2004) and breast cancer among Aboriginal
women (Alvi, 2000; Bjerregaard et al,,
2004), prostate cancer among First
Nations men (Health Canada, 2005a;
Keon & Pepin, 2009; FNC, 2007), and
colorectal and lung cancer among First
Nations and Inuit (Bjerregaard et al.,
2004; Healey, Plaza & Osborne, 2003;

Louchini & Beaupré¢, 2009). Figure 1.6
shows the mortality rates among the First
Nations and the Canadian population for
three types of cancer as reported in the
2002/03 RHS.

Diabetes

Diabetes has emerged as one of the

most important public health concerns
for Aboriginal people (Ley et al., 2008;
Dyck, Klomp, Tan, Turnell & Boctor,
2002; Oster & Ellen, 2009; Ley et al.,
2009). The disease can lead to a wide
range of severe health complications,
including heart problems, lower limb
amputations, diabetic nephropathy and
diabetic retinopathy (Health Canada,
2003a). There are three main types of
diabetes: type 1 is genetic and results
from the pancreas’s inability to produce
insulin, resulting in patients requiring
insulin injections; type 2 is related to
lifestyle and generally develops when the
body is unable to properly use the insulin
produced by the pancreas, resulting in
excessive insulin (Campbell, 2002);

and gestational diabetes occurs during
pregnancy. Type 1 diabetes is fairly

rare, even among Aboriginal people,
occurring in only about 10% of the general
population (Health Canada, 2000b).
Type 2 diabetes, which generally occurs
later in life and is considered to be largely

Figure 1.6: Mortality rates due to cancer, First Nations
compared to the Canadian population, 2007
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preventable (Colagiuri, 2002; Jermendy,
2005), is the most prevalent type of
diabetes (Health Canada, 2000b). While
limited data exist regarding prevalence
of diabetes among Métis and Inuit, type
2 diabetes is considered to be epidemic
among First Nations communities,
higher than average among Métis, and
increasing among Inuit (Health Canada,
2000b). Aside from the high prevalence
rates, type 2 diabetes is an important
public health issue among Aboriginal
people because there is a trend towards
increased prevalence of this disease and
its risk factors among this population,
and Aboriginal people are more likely to
be younger at onset, have greater severity
of the disease at diagnosis, and have more
health complications from the disease
compared with non-Aboriginal people
(Health Canada, 2000b; Thommasen,
Patenaude, Anderson, McArthur &
Tildesley, 2004).

The most comprehensive national data on
prevalence of diabetes among Aboriginal
people can be found in the 2006 APS (for
First Nations off-reserve, Inuit and Métis
populations) and the 2002/03 RHS (for
First Nations on-reserve). Combining the
data from these two surveys with 2005
Canadian Community Health Survey
(CCHS) data for a Canadian comparison
reveals prevalence rates among First

Figure 1.7: Prevalence of diabetes among
Aboriginal populations
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Nations on-reserve that are approximately
four times greater than for the Canadian
population (Figure 1.7). Métis and First
Nations off-reserve also have prevalence
rates that are higher than for the rest of
Canadians. While the data from these
surveys seem to suggest that diabetes is not
a major health issue among Inuit, there
are some causes for concern. Longitudinal
trends suggest that the prevalence rate for
diabetes is steadily increasing, with a 2%
increase since 2001 (Tait, 2008), as is the
prevalence of risk factors such as obesity
(Health Canada, 2000b).

Until approximately 20 years ago, type 2
diabetes was typically considered “adult-
onset” diabetes (Campbell, 2002). Since
then, cases of type 2 diabetes have been
diagnosed in First Nations children
(Dean, 1998; Dean, Mundy & Moffatt,
1992, 1998; Harris, Perkins & Whalen-
Brough, 1996; Fagot-Campagna et al,,
2000). While rates vary among First
Nations because of inconsistent screening
programs and different genetic risks
(Dean, 1998), in some First Nations
communities, particularly in Manitoba
and northwestern Ontario, the prevalence
of this disease in children and youth

is 1% (Dean et al., 1998). Since type 2
diabetes occurred more often in young
females in this study, Dean et al. suggest
that the cycle of poor health is likely to be
perpetuated because the onset of diabetes
before or during pregnancy can affect the
health of a developing fetus.

We found few studies that focus on
diabetes-related health complications
among Aboriginal people. Most studies
that examined heart problems and
hypertension among Aboriginal diabetics
show ratios that are comparable with other
Canadians who have diabetes (Health
Canada, 2000b). A study by Whiteside
(1994) shows higher prevalence of
diabetic nephropathy in First Nation
diabetics than in non-Aboriginal diabetics.
Studies on the extent of lower limb
amputations, peripheral neuropathy and

diabetic retinopathy among Aboriginal
diabetics are lacking.

The literature also suggests that the
prevalence of diabetes among Aboriginal
peoples will continue to rise because of the
increased prevalence of risk factors such

as obesity, hereditary factors and an aging
population (Dean, 1998; First Nations and
Inuit RHS National Steering Committee,
1999; Health Canada, 2000b; Campbell,
2002; Garriguet, 2008; Health Canada,
2003a). Traditionally, Aboriginal peoples
had more active, healthier lifestyles that
included hunting and gathering activities,
coupled with feast and famine cycles,
making inactivity and obesity uncommon
(Campbell, 2002). This traditional lifestyle
resulted in a genetic predisposition to
store energy from the diet more efficiently
(Young, Sevenhuysen, Ling & Moffatt,
1990; Thouez, Rannou & Foggin, 1989;
Gittelsohn et al., 1998). Over the past 50
years, there has been a rapid shift to a diet
of less nutrient-dense market foods, along
with the adoption of a more sedentary
lifestyle (Thouez et al., 1989, as cited in
Health Canada, 2000b; Sharma et al.,
2010), which, when coupled with this
genetic predisposition, have left Aboriginal
peoples more susceptible to obesity and
diabetes (Katzmarzyk & Malina, 1998;
Young, Dean, Flett, B. & Wood-Steiman,
P., 2000; Young, Reading, Elias & O’Neil,
2000; Kuhnlein, Receveur, Soueida &
Egeland, 2004; Willows, 2005).

There are numerous barriers in addressing
this serious public health issue among
Aboriginal peoples. Campbell (2002)
highlights a number of social, cultural,
economic, geographic, environmental,
and financial obstacles to preventing,
managing and treating diabetes among
this population. Social and cultural
barriers include perceptions about weight
gain in Aboriginal communities, fears
about the side-effects of insulin, the
network of family relations that shape
children’s health, and a reluctance to
accept and implement suggestions from
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non-Indigenous health care providers.
Economic barriers include poverty, which
prevents access to more nutritious but
costly foods and may limit a family’s ability
to relocate to areas where better health
care can be obtained. Geographic and
environmental barriers include living in
isolated, northern regions, which limits
access to health care and adequate physical
activity. Financial obstacles include

the prohibitive costs of screening all
Aboriginal children, a strategy proposed by
Dean (1998, 1999) and Fagot-Campagna
etal. (2000) as necessary in the fight
against diabetes among Aboriginal peoples.

Cardiovascular disease

Cardiovascular disease encompasses a
range of ailments that affect the heart or
blood vessels, including arteriosclerosis,
coronary artery disease, heart valve
disease, arrhythmia, heart failure,
hypertension, orthostatic hypotension,
shock, endocarditis, diseases of the

aorta and its branches, disorders of the
peripheral vascular system, and congenital
heart disease (MedicineNet.com, n.d.).
Aboriginal Canadians report higher rates
of cardiovascular disease (CVD) than
other non-Aboriginal Canadians (Anand
et al., 2001; Butler-Jones, 2008). This can
be attributed, in part, to increased risk
factors, including poverty, tobacco use,
obesity, hypertension, hyperlipidemia
and diabetes (Anand et al., 2001; Keon
& Pepin, 2009). This section focuses on
the prevalence of CVD among Canada’s
Aboriginal population.

There are very limited cross-national data
regarding prevalence of CVD among
Aboriginal peoples. While some hospital
admission and mortality data related

to CVD may be available in particular
regions, cross-national data are generally
limited to self-reported survey data
through the 2006 APS and the 2002/03
RHS. Most of this information is for the
First Nations population only.

The 2002/03 RHS found that heart
disease was slightly more prevalent among
First Nations adults than among other
Canadians (7.6% compared with 5.6%).
However, as First Nations adults age,
prevalence of heart disease increases, with
11.5% of First Nations adults reporting
heart disease compared to 5.5% of other
Canadians (FNC, 2007). The acute
myocardial infarction rate among First
Nations adults is more than 20% higher
than among the Canadian population
(72.7% compared with 52.1% of the
general population, and rates of stroke

are nearly twice as high as among other
Canadians (71.5% compared with 34.2%)
(Health Canada, 2005a).

The main source of information on
prevalence of CVD among Métis is the
2006 APS, where 7% of Métis adults
self-reported that they had heart problems
(Statistics Canada, 2009a). In addition,
16% of Mcétis self-reported that they had
high blood pressure, a risk factor for CVD
(Statistics Canada, 2009a). These rates are
similar to those reported in the 2001 APS.

No similar analysis of the APS data is
publically available for Inuit adults who
self-report heart problems. This may be
a reflection of the fact that mortality
rates for CVD have, in the past, been
lower for Inuit than for other Canadians
(Young, 2003a). The Inuit traditional
marine-based diet, which is high in
omega-3 fatty acids, has been identified
as a protective factor against CVD (Pars,
Osler & Bjerregard, 2001; O’Keefe &
Harris, 2000). However, a shift away from
traditional lifestyles and diets towards a
more market-foods-based diet has been
occurring among Inuit and is increasing
the risk factors for CVD, such as high
blood pressure, diabetes and obesity
(Young, 2003a; Kuhnlein et al., 2004).
Recent studies examining prevalence
and risk factors for CVD among specific
cohorts of Inuit suggest that CVD
prevalence is rising and emerging as a
health issue for this population (Chateau-

Degat et al. 2010; Egeland & Inuvialuit
Settlement Region Steering Committee,
2010; Dewailly, Chateau-Degat, Ekoé &
Ladouceur, 2007).

1.5 Mental Health and Wellness

Like childhood abuse/neglect and
violence against women, the mental
health issues experienced by many
Aboriginal people are often rooted in

the erosion of Aboriginal culture and
values that has resulted in socio-economic
marginalization and loss of self-esteem
(Browne, McDonald & Elliott, 2009).
There is considerable literature about
mental health issues among Aboriginal
populations in Canada that sets these
issues within the context of the impact of
colonial policies (PHAC, 2006a; Mignon,
O’Neil & Wilkie, 2003). However, current
epidemiological data on specific mental
health issues and suicide are lacking,
particularly disaggregated data that show
prevalence rates for specific Aboriginal
populations (First Nations, Métis, Inuit,
on-reserve versus off-reserve, young versus
old, etc.). This section focuses on the
available literature on the prevalence of
two specific mental health issues: suicide
and substance abuse.

Figure 1.8: Number of suicides per 100,000 deaths, First
Nations and Inuit compared with Canadian population
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Source: Government of Canada, 2006, p. 167



Suicide

While there are some epidemiological
data on suicide among Canada’s First
Nations and Inuit populations, these
data are lacking for non-status First
Nations and Métis (Kirmayer et al., 2007;
Moniruzzaman et al., 2009; Advisory
Group on Suicide Prevention, 2003). The
literature shows that Aboriginal suicide
rates have consistently been higher than
those of other Canadians (Figure 1.8)
(Kirmayer et al., 2007). In 2000, for
example, suicide rates were reported at
24/100,000 for First Nations, which was
approximately double the rate among the
general Canadian population (Kirmayer
et al., 2007). The Inuit suicide rate is
considered to be among the highest in the
world (Health Canada, 2006). Between
1999 and 2003, it was reported to be
more than 10 times the national rate, at
135/100,000 (Government of Canada,
2006, as cited in Kirmayer et al., 2007).
Suicide tends to be more common among
the young; over a third of all deaths
among Aboriginal youth are attributable
to suicide (Health Canada, 2003b). The
2002/03 RHS also found that alcohol
use was implicated in 80% of suicide
attempts (FNC, 2007). As in the general
population, males were more likely to

die as a result of suicide than females
(Advisory Group on Suicide Prevention,
2003); however, Kirmayer et al. (2007)
also found that Aboriginal females were
more likely to attempt suicide than their
male counterparts.

Despite these alarming statistics, there are
considerable variations in suicide rates
among communities. A study of suicide
in First Nations communities in British
Columbia found that some communities
had rates nearly 800 times the national
average, while in others suicide was
virtually unknown (Chandler & Lalonde,
1998). Another study showed that all
cases of suicide among Aboriginal people
in Newfoundland were found within a
few communities in northern Labrador,
comprising only 25% of that province’s

Aboriginal population (Aldridge & St.
John, 1991). There is a tendency for
suicides to occur in clusters, which may
be because of the ripple effect of trauma
within small, close-knit communities
(Advisory Group on Suicide Prevention,
2003). Chandler and Lalonde (1998)
found that communities that had taken
active steps to preserve and rehabilitate
their culture had dramatically lower rates
of suicide.

The high rates of suicide among youth in
many Aboriginal communities indicate
that the problem is not just an individual
one but stems from community-wide
issues (Kirmayer et al., 2007). Many
Aboriginal youth experience isolation,
marginalization and unsupportive family
relationships, which, when coupled with
uncertainty about their identity (brought
about by colonization and rapid cultural
change), leaves them feeling that suicide
is the only solution to their problems
(Advisory Group on Suicide Prevention,
2003). Given these wide-ranging risk
factors, community-based programs
would be most appropriate, particularly
those that target multiple levels (from
general programs to promote mental
health among individuals, families and
communities to programs that target
at-risk individuals and programs that
respond to crises) (Advisory Group on
Suicide Prevention, 2003). There are,
however, few evaluation-based studies to
assist communities with selecting suicide
prevention strategies that will be effective
within their communities (Advisory
Group on Suicide Prevention, 2003).

Substance use

Use and abuse of alcohol, drugs, solvents
and tobacco have been well-documented
in many Aboriginal communities. A
report from Health Canada (2003b)
revealed that 73% of respondents
considered alcohol and 59% considered
drug abuse as problems in First Nations
communities. The same report also noted
that 1 in 5 Aboriginal youth reported

using solvents, with over half starting
before age 11. Despite this, current
cross-national data about the prevalence
of substance abuse among specific groups
of Aboriginal people are often lacking
(Korhonen, 2004; Kirmayer et al., 2007).
Much of the literature on this topic is
qualitative and focuses primarily on the
need for community-based strategies to
reduce substance use and abuse. The most
detailed quantitative data on substance
abuse are available for First Nations
populations only and can be found in the
2002/03 RHS.

In terms of alcohol abuse, the 2002/03
RHS found that First Nations people
consumed alcohol less frequently than the
general Canadian population; however,
when they drank, they were more likely to
consume five or more drinks on a single
occasion (16% for First Nations compared
with 6.2% for other Canadians) (FNC,
2007). This finding was supported by the
2000/01 CCHS for off-reserve Aboriginal
people (as reported in Tjepkema, 2002)
and for Inuit peoples (as reported in
Kinnon, 2007). Tjepkema reported that
27.2% of off-reserve Aboriginal people
drank weekly, compared with 38.4% of the
general Canadian population; however,
22.6% of off-reserve Aboriginal people
were heavier drinkers, compared with
16.1% of the general population. Similarly,
Kinnon reported that 37% of Inuit adults
did not drink alcohol, and among those
who did, 70% drank less than three

times per month; however, 30% drank
heavily, compared with only 20% of other
Canadians.

Data on the prevalence of drug use among
Aboriginal peoples are very limited.

The 2002/03 RHS provides some data
regarding marijuana and general illicit
drug use among First Nations. Marijuana
is the most widely used illicit drug in
Canada (Chansonneuve, 2007). This is
reflected in the RHS, with 26.7% of First
Nations survey respondents self-reporting
marijuana use over the past year compared
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with 14.1% of the general Canadian
population (FNC, 2007). The RHS also
found that overall illicit drug use was

generally low among First Nations survey
respondents; however, it was still more
than double that of the general Canadian
population (7.3% compared with 3%)
(ENC, 2007). In terms of type of illicit
drug use, a study by the National Native
Addictions Partnership Foundation
(2000, as cited in Chansonneuve, 2007)
reported that 20% of the organization’s
clients used illicit drugs, and of these,
12.2% reported narcotics use and 8.6%
reported hallucinogen use.

There is an extreme lack of data on the
misuse of prescription drugs among
Aboriginal populations, with no national-
level data available and only a handful of
isolated studies published. The available
evidence suggests that Aboriginal people
are at elevated risk for abusing prescription
drugs (Rehm & Weckes, 2005). While

the 2002/03 RHS did ask First Nations
respondents about prescription drug use,
including codeine, morphine and opiates,
the survey did not ask about whether there
was misuse of prescription drugs. A study
by Wardman, Kahn & el-Guebaly (2002)
found that 48% of Aboriginal people

who sought addiction treatment services
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did so as a result of prescription drug
abuse. Prescription drug misuse has been
identified as a health concern in some
First Nations communities. For example,
the Sioux Lookout First Nations Health
Authority identified prescription drug
misuse as a health concern within their
communities and devoted a workshop to
finding a solution to this problem (Sioux
Lookout First Nations Health Authority,
2009). In addition, a survey of National
Native Alcohol and Drug Abuse Program
health service workers reported that 40%
of workers felt that prescription drug
misuse was a problem in their community

(Health Canada, 2005b).

Very little information about solvent
abuse is available. There have been isolated
studies in some First Nations and Inuit
communities (and most of them quite
dated), but none in Métis communities
(Baydala, 2010). What studies have been
done seem to indicate that solvent abuse is
most prevalent among First Nations and
Inuit youth aged 12-19 living in places
with limited economic opportunities
(Coleman, Grant & Collins, 2001; Weir,
2001; Baydala, 2010; Collin, 2006).

For example, a large study of Aboriginal
children and youth in Manitoba and
Quebec found that that 20% of Manitoba

youth and 15% of Quebec youth tried
solvent sniffing, with regular use being
reported by 3% and 2% of adolescents
respectively (Layne, 1987, as cited in
Health Canada, 1998). Similarly, a 1996
survey in the Northwest Territories
revealed high use of solvents among
Aboriginal people (19%, compared with
1.7% among non-Aboriginal people)
(Northwest Territories Bureau of
Statistics, 1996, as cited in Health Canada,
1998). More recently, 50% of Manitoba’s
Pauingassi First Nation children and
youth living on-reserve were reported to
be abusing solvents (Collin, 2006), while
other communities have stated that up
to 60% of youth report use of inhalants
(Dell, 2005). A National Native Alcohol
and Drug Abuse Program survey of health
service workers reported that 24.3%

of workers felt that solvent or inhalant
abuse was a problem in their community

(Health Canada, 2005b).

In discussing the prevalence of tobacco-
smoking among Aboriginal people, it

is important to distinguish between
traditional and non-traditional tobacco
use. For many First Nations people,
tobacco is considered sacred and is
used for a variety of medicinal and
ceremonial purposes, including giving



thanks to the Creator and Mother Earth,
communicating with the spirits, and
purifying the mind and healing the body
(Assembly of First Nations, 2002.). A
sacred pipe is used for these purposes.
However, non-traditional tobacco use,

or recreational use, is highly addictive
and harmful to health and is considered a
serious and growing public health concern
among First Nations, Inuit and Métis
populations (Reading & Allard, 1999;
FNC, 2007). This section reports on the
prevalence of non-traditional smoking
among Aboriginal people.

There is a strong association between
tobacco-smoking and increased risk

for cardiovascular discase, respiratory
illnesses and certain cancers, and evidence
to suggest that non-traditional use of
tobacco may also lead to drugand alcohol
experimentation, gambling and other
unhealthy behaviours (Reading & Allard,
1999). Among First Nations adults living
on-reserve, the 2002/03 First Nations
Regional Health Survey reported a
smoking rate of 58.8%, with the majority
smoking on a daily basis (FNC, 2007).
The highest rates of daily smoking were
found among younger adults, with 53.9%
of adults aged 18-29 reporting that they
smoked daily, compared with 23.5% of
those aged 60 or more (FNC, 2007). The
smoking rate among First Nations youth
was reported at 37.8%, with 12-year-olds
at 10.9% and 17-year-olds at 60.7% (FNC,
2007). Rates of smoking were higher for
female youth than for male youth. The
smoking rate for pregnant First Nations
women was the same as that of the general
First Nations population.

The 2006 APS reveals that smoking rates
are highest among Inuit ('Tait, 2008).
Smoking rates among Inuit varied by

age and by region. Among Inuit adults,
64% reported being smokers, with 58.8%
smoking on a daily basis. The rate has
remained relatively unchanged since 2001
and is still over three times that reported
in the 2005 CCHS for all adults in

Canada (17%)( Tait, 2008). The highest
rates of smoking were found among
young Inuit adults aged 25-34, while the
lowest were found among adults over age
55 (38%). Among Inuit youth, 56% of
those aged 15-19 reported smoking daily.
Inuit adults living inside Inuit Nunaat
were more likely to report smoking daily
than those living outside this region (73%
compared with 40%).

Smoking prevalence data are much more
limited for Métis adults and youth. This
may be a reflection of the lower prevalence
rates that have been reported to date
compared with Inuit and First Nations
populations, and/or the fact that a
number of Métis adults have reported that
they have already reduced their smoking
(Statistics Canada, 2009a). The 2006 APS
reported that 31% of Métis adults smoked
on a daily basis, a decline of 6% from the
2001 APS. (Statistics Canada, 2009a). The
percentage of Métis adults who did not
smoke at all had also increased 7% since
2001 (61% in 2006 compared with 54%
in 2001) (Janz, Seto & Turner, 2009).

Substance abuse is a common method

of dealing with the daily challenges of
marginalization, poor self-esteem and
intergenerational trauma experienced by
many Aboriginal peoples (Chansonneuve,
2007). Substance abuse, which can lead
to high rates of incarceration, injury,
accidental deaths, suicide, violence,

child abuse and neglect, and sexual
promiscuity (Chansonneuve, 2007;
Aucoin, 2005), has had tremendous social
and psychological impacts on individuals,
families and communities. Nevertheless,
Aboriginal communities have made
significant progress over the past 30 years
in addressing this widespread and long-
standing social and health issue. There are
numerous examples of best practices in
prevention and recovery programs that
encompass a holistic health-promoting
world view and Aboriginal approaches
(Chansonneuve, 2007).

1.6 Violence, Abuse, Injury and
Disability

Abuse and family violence

This section examines available literature
related to abuse and family violence.
Specifically, it focuses on two topics that
are recognized as having considerable
impact on Aboriginal families and
communities: violence against women
and childhood abuse and neglect (Tai,
2008; Aboriginal Healing Foundation,
2003a; Keon & Pepin, 2009; PHAC,
2003). Violence and abuse among
Aboriginal individuals, families and
communities must be considered within
the complex social, political and historical
factors that have shaped Aboriginal
peoples’ lives (Reading, 2009a). Colonial
policies such as the establishment of
reserves and the residential school system
eroded Aboriginal culture and values,
resulting in widespread socio-economic
marginalization and loss of self-esteem
(Reading, 2009a; Aboriginal Justice
Implementation Commission [AJIC],
1999; Browne, McDonald & Elliott,
2009; Native Women’s Association of
Canada [NWAC], 2009). These policies
produced conditions in which violence
and abuse have become the norm in many
Aboriginal communities (AJIC, 1999).

Much of the literature on childhood

abuse and neglect is informed by the
results of the Canadian Incidence Study
of Reported Child Abuse and Neglect
1998 and/or 2003, which revealed an
overrepresentation of Aboriginal children
in the child welfare system (PHAC, 2003).
While Aboriginal people constituted
approximately 3.8% of the population of
Canada (Statistics Canada, 2008a), they
accounted for approximately 15% of the
total cases of substantiated maltreatment
(Trocmé et al., 2005). Among these cases,
10% were First Nations children with
status, 2% were Métis or First Nations
children without status, and 1% were Inuit
children. The 2003 data suggest that these

cases were more likely to involve neglect
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and lack of supervision than physical or
sexual abuse (Trocmé et al., 2005). In
interpreting these data, it is important

to consider not only the context of
Aboriginal peoples’ lives but also some
unique social and cultural factors:
Aboriginal families are more likely to be
headed by a female single parent than are
non-Aboriginal families (PHAG, 2003),
which can create additional stresses in the
houschold, leading to abuse or neglect;
and interpretations of what constitutes
“neglect” can vary among cultures.

Irvine (2009), for example, describes
how traditional Aboriginal child-rearing
practices that include the ethic of non-
interference can be misinterpreted by
non-Aboriginal child welfare authorities
as being indicative of “neglect.”

For many Aboriginal women, violence

is a very real threat that they must live
with. The literature on this topic focuses
on prevalence, severity, the root causes
of this violence, and the barriers faced by
Aboriginal women in puttingan end to
it. Violence against women is considered
in some Aboriginal communities to

have reached epidemic proportions
(AJIC, 1999). It has been reported

that approximately three-quarters of
Aboriginal women are the victims of
family violence at least once in their lives
(Health Canada, 1999), and that they
are 3.5 times more likely to experience
violence than are other Canadian women
(NWAC, 2009). While there are limited
prevalence data on violence against
women among Canadian Aboriginal
populations, the alarmingly high rate

of violence experienced by Aboriginal
women in their homes, communities and
Canadian society at large is recognized
by government departments and agencies
and Aboriginal organizations as being one
of the most important health concerns
Aboriginal women face (NWAC, 2009;
AJIC, 1999; AuCoin, 2005; Health
Canada, 2000a).

Aboriginal women are more likely to be
the victims of severe forms of spousal
violence (e.g., being choked, threatened
with a deadly weapon, or sexually
assaulted) than are non-Aboriginal
women (NWAC, 2009). They are also
more likely to live in an environment
where spousal violence is triggered by
substance abuse (RCAP, 1996; Aucoin,
2005). Further, Aboriginal women

are three times more likely than non-
Aboriginal women to die as a result of
violence (Health Canada, 2000a).

In addition to the literature on the
socio-economic roots of violence,”

there is literature on the systemic and
discriminatory barriers Aboriginal
women face when they are victims of
violence. Systemic barriers include a lack
of safe housing, shelters and services for
victims of abuse, particularly those that
can address the unique cultural and social
issues Aboriginal women face (Ipsos-Reid
Corporation, 2006; National Aboriginal
Circle Against Violence, n.d.; Harper,
2005). Discriminatory barriers include
sexism and racism. Sexist beliefs typically
place women in a position inferior to
men, resulting in violence (AJIC, 1999).
Sexism is often manifested in a lack

of support for female victims of abuse

on reserve when the chief and council
members are male and seem unwilling

to address abuse issues (Ipsos-Reid
Corporation, 2006). Racism can take

the form of unsympathetic treatment

by police and judicial authorities (AJIC,
1999; Ipsos-Reid Corporation, 2006).
Given these barriers, many Aboriginal
women are forced to move from their
reserves into urban centres to escape

the violence, where, instead of finding a
better life, they may become vulnerable to
sexual exploitation and further violence
(Levesque, 2003, and Culane, 2003, as
cited in Browne et al., 2009).

7 Literature on socio-economic roots of violence will be discussed in further detail in chapter two.
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The literature on childhood abuse and
neglect and family violence tends to
address Aboriginal people generally, with
no real disaggregation by First Nations,
Inuit or Métis populations, or by urban
compared with on-reserve populations.
To provide a better understanding of

the impacts of childhood abuse and
neglect and family violence on specific
populations so that meaningful solutions
can be found, further research is needed.

Injury and disability

Injuries have tremendous impact on
Canadian society in terms of direct and
indirect economic costs (costs of health
care, loss of employment income) and
diminished quality of life (Tjepkema,
2005). They can also contribute to other
health problems, including depression,
substance abuse, eating and sleeping
disorders, and sexually transmitted
infections (FNC, 2007). Injuries are
considered to be the leading cause of death
for Aboriginal people under age 45 and a
major cause of disability (Health Canada,
1996, as cited in Health Canada, 2001;
Tjepkema, 2005).

Unintentional injuries

Injuries can be both unintentional,

where there is no intent to harm, and
intentional, where injuries are either
self-inflicted or inflicted by someone else
(Health Canada, 2001). Since suicide and
family violence are covered earlier in this
chapter, this section focuses specifically on
unintentional injuries, the causes of which
can include motor vehicle accidents,
drowning, accidental poisonings or drug
overdoses, accidental falls and fire (Health
Canada, 2001).

It is widely accepted that Aboriginal
people are at greater risk for injury

than are other Canadians, due to social,
psychological and environmental factors.
For example, northern climates and road
conditions and access can lead to higher



rates of motor vehicle accidents; a hunting
lifestyle can result in higher numbers

of suicides and injuries due to firearms;
overcrowded and dilapidated housing can
lead to increased stress, resulting in family
violence and accidental injuries; and poor
social conditions can lead to increased
risk of violence and suicide (Health
Canada, 2001). High-risk lifestyle factors
also increase the risk of injury among
Aboriginal peoples. For example, alcohol
is believed to contribute to motor vehicle
crashes, suicide and violence (FNC, 2007),
while tobacco use has increased the risk
of injury resulting from fires (Health
Canada, 2001). Despite the fact that
injuries account for one third of deaths
among Aboriginal people (Young, 2003b),
very little data are available on this health
issue beyond some First Nations-specific
and/or total Aboriginal population

data (Health Canada, 2001). Most of

the existing data are based on mortality
statistics rather than non-fatal injuries
(Tjepkema, 2005).

The available data on unintentional injuries
among Aboriginal people show patterns
similar to those of the general Canadian
population, but with significantly higher
rates (Health Canada, 2001; FNC,
2007). For example, Aboriginal people
are more likely than their non-Aboriginal
counterparts to be injured as a result of
motor vehicle accidents (including AT Vs
and snowmobiles), drowning, accidental
poisoning and accidental falls (Health
Canada, 2001; FNC, 2007; Karmali et al.,
2005). There are disparities in injury rates
between Aboriginal and non-Aboriginal
people in terms of gender, age, Aboriginal
identity and geographic location. Injury
rates are generally higher for Aboriginal
males than for females, which may reflect
their participation in higher-risk activities
(Tjepkema, 2005; Karmali et al., 2005;
FNC, 2007). Aboriginal people living in
more northern and remote regions are at
higher risk for motor vehicle accidents,
and drowning rates for Aboriginal people
are particularly high in the Northwest

Territories, Yukon and Atlantic provinces
(Health Canada, 2001). Injury rates are
lower for Aboriginal children than they
are for higher age groups (FNC, 2007).
First Nations youth living on-reserve have
extremely high injury rates compared
with other Canadian youth in general

or First Nations youth living off-reserve
(FNC, 2007). Injury rates are fairly similar
for Aboriginal children and youth living
off-reserve and other Canadian children
(Statistics Canada, 2004; Tjepkema, 2005).

Unintentional injury rates among
Aboriginal people have improved
considerably over time, but remain higher
than for the general Canadian population
and can lead to premature mortality
(Health Canada, 2001). For the First
Nations population, the potential years of
life lost (PYLL) for unintentional injuries
is 2,571.7 per 100,000 population, which
is almost 4.5 times the 2001 Canadian rate
(Health Canada, 2005a). First Nations
men are more likely to die prematurely
than women, with 3,376.2 PYLL
compared with 1,688.7 PYLL for women
(Health Canada, 2005a)

The lack of non-fatal injury data represents
a signiﬁcant barrier to injury prevention
programs targeted at Aboriginal peoples
(Tjepkema, 2005). Identifying the most
common causes of injuries would help
communities plan programs that reduce
injury (FNC, 2007). Injury prevention
strategies require action at multiple levels,
including attacking the root causes (e.g.,
reducing socio-economic disparities,
strengthening families and communities),
modifying the environment in which
injuries take place (e.g., enforcing seatbelt
laws, reducing access to firearms), and
implementing programs that modify
lifestyles, such as public safety education
programs or treatment for substance abuse
(ENC, 2007).

Disabilities
Disability has been defined in several
ways but generally refers to a reduction of

activity levels due to a health (cognitive

or physical) condition (Health Canada,
2009). With the exception of the 2002/03
RHS, which provides some discussion

on the prevalence of disabilities among
Canada’s First Nation population, few data
exist for other groups of Aboriginal people.

Disabilities are more prevalent among
First Nations adults, children and youth
than in the general population, and as
with the general population, disabilities
become more common as individuals age
(FNC, 2007). When the age-standardized
prevalence is calculated to provide a more
accurate picture of prevalence, 28.5% of
First Nations adults living on-reserve self-
report having a disability, compared with
25.8% of the general Canadian population
(FNC, 2007). The most common
disabilities identified among First Nations
adults are arthritis/rheumatism and
chronic back pain.

Among First Nations children living
on-reserve, attention deficit disorder
(ADD) and attention deficit hyperactivity
disorder (ADHD), learning disability, fetal
alcohol syndrome (FAS), and fetal alcohol
effects (FAE) are recognized in First
Nations communities as having potentially
harmful or challenging implications for
school learning and lifelong trajectories
(FNC, 2007). The 2002/03 RHS found
that 2.4% of First Nations youth and 2.6%
of First Nations children have ADD/
ADHD, with only 34.2% and 37.6%
respectively receiving treatment for it. In
terms of a learning disability, fewer on-
reserve First Nations youth than Canadian
youth generally reported prevalence of a
learning disability (3.5% compared with
6.3%), while 2.9% of on-reserve First
Nations children also reported having
alearning disability (FNC, 2007). In
terms of FAS/FAE, 1.8% of First Nations
children have been diagnosed as having
this condition (FNC, 2007). The low
reported prevalence rates may represent a
lack of access to diagnosis by educational
psychologists and other professionals.
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Figure 1.9: Visual and hearing impairments among Aboriginal children, by identity and status
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Sources: Adapted from ACS 2006, RHS 2002/3 and NLSCY 2000/1 data, as cited in McShane, Smylie, & Adamako, 2009

There are few gender-based differences
in prevalence of disability between
on-reserve First Nations boys and girls
generally (FNC, 2007).

For First Nations children living off-
reserve, the 2006 APS asked questions
regarding learning disability and attention
deficit disorder. Unlike the RHS, the APS
found a greater prevalence of learning
disabilities and ADHD among First
Nations children living off-reserve than
among other Canadian children, and
among First Nations boys compared to
girls. First Nations boys were twice as
likely as girls to have been diagnosed
with a learning disability (18% compared
with 9%) and more than twice as likely to
have been diagnosed with ADHD (13%
compared with 5%) (Statistics Canada,
2009b). No similar data from the 2006
APS have been analyzed or are publically
available for Inuit or Métis children.

The 2002/03 RHS also reported low
prevalence of blindness or vision problems
among First Nations children on-reserve
(less than 2% of First Nations children),
while the 2006 APS reported 11% of
First Nations (off-reserve), Métis and
Inuit children had visual impairments
(Statistics Canada, 2009b) (Figure 1.9).
The differences in prevalence identified by
the RHS and APS may again reflect a lack
of access to diagnostic services.
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While the percentages of Aboriginal
adults, youth and children living with a
disability are in most cases either similar
to or slightly higher than the general
Canadian population, living with a
disability can be more challenging for
Aboriginal people because of lower levels
of health, income and employment.
Aboriginal people also face more barriers
in accessing health-related services (Elias,
Demas & Assembly of Manitoba Chiefs,
2001; ENC, 2007).

1.7 Environmental Health

Two environmental health issues
important to Canada’s Aboriginal
population are environmental
contamination and climate change. Both
of these environmental health issues have
significant implications for the safety
and overall health and well-being of
Aboriginal people.

Environmental contamination

This section explores two environmental
contamination topics: the presence of
pollutants in the food chain and drinking
water quality.

To a large extent, there has been a
transition in Aboriginal peoples’ diet
away from country foods — foods that
are predominantly harvested from the
environment — towards a market-based
diet. Nevertheless, country foods such as

seal, caribou, whale, ducks, fish and berries
continue to be important from both a
nutritional and cultural perspective, and
compose a large proportion of Aboriginal
peoples’ diet (Kirmayer et al., 2000; Van
Qostdam et al., 2005; Tait, 2008; Batal,
Gray-Donald, Receveur & Gray-Donald,
2005; Lawn et al., 2002; Simpson, 2003).
Over the past 20 years, environmental
contamination of the food chain has
been well documented (Dewailly et al.,
2000). Human industrial and urban
activities have resulted in the emission

of toxic heavy metals, particularly
mercury and lead, that are transported
through the atmosphere to northern
regions and accumulate in traditional
food sources (Hermanson & Brozowski,
2005; Dallaire, Dewailly, Muckle &
Ayotte, 2003). Aboriginal populations
thus have a greater risk of exposure to
contaminants than do non-Aboriginal
populations, particularly the Inuit, who
consume considerable quantities of sca
mammals that are highly contaminated
by methylmercury and other potentially
pro-oxidant contaminants (Bélanger,
Mirault, Dewailly, Berthiaume & Julien,
2008; F. Dallaire et al., 2003; F. Dallaire et
al,, 2004; R. Dallaire et al., 2009; Nickels,
Furgal, Buell & Moquin, 2005).

A number of studies have been
undertaken investigating the association
between organochlorine (OC) exposure,
either through direct consumption

of contaminants or through prenatal
exposure, and a number of health-
related illnesses. Prenatal exposure to
polychlorinated biphenyls (PCBs) has
been associated with neurodevelopmental,
cognitive and motor functions. (A good
discussion of the health impacts of
consuming environmental contaminants
can be found in El-Hayek, 2007.) Given
that the Inuit consume greater quantities
of country foods and are therefore more
likely to be exposed to environmental
contaminants, most Aboriginal-specific
studies have focused on this population.
A study by E. Dallaire et al. (2004)



highlighted a possible association
between prenatal exposure to OC with
acute infections early in life in this subset
of the Inuit population, while another
study by Dewailly et al. (2000) found an
association between OC exposure with
the incidence of infectious diseases and
immune dysfunction in Inuit infants.
However, another study by R. Dallaire
etal. (2009) on the relationship between
exposure to potential thyroid-disrupting
toxicants and thyroid hormone status

in pregnant Inuit women and their
infants within the first year of life found
little evidence that the environmental
contaminants examined in the study had
any affect on thyroid hormone status.
Among Nunavik adults, a study by Valera,
Dewailly and Poirier (2008) suggested
that mercury has a harmful effect on blood
pressure and heart rate variability.

Over recent decades, there has been
adecline in exposure to persistent
organic pollutants (POPs) through
food contamination, both as a result of
restrictions and regulations on the use
and disposal of POPs and as a result of
dietary changes (F. Dallaire et al., 2003;
Fontaine et al., 2008). Nevertheless,
higher mean concentrations of POPs
and heavy metals have still been found
in adult blood, cord blood and breast
milk of Inuit (Ayotte, Dewailly, Fyan,
Bruneau & Lebel, 1997; Dewailly et al.,
1993, 1998; Rhainds, Levallois, Dewailly
& Ayotte, 1999; El-Hayek, 2008;
Fontaine et al., 2008). Concentrations
of contaminants were directly correlated
with age, level of education, marital status
and household size, with higher levels
being found among older Inuit, those
with less formal education completed,
and those living in couples and

among houscholds with more than six
individuals (Van Oostdam et al., 2005).

The decline in the consumption of
traditional foods among Aboriginal
peoples, particularly in the Arctic,
has placed these people in a dilemma

(Dewailly, 2006). On the one hand is
concern over the health implications of
consuming environmental contaminants,
which has, in part, played a role in the
decline of traditional food consumption
(Furgal et al., 2005). On the other hand,
traditional country foods, in particular
marine products, are important sources of
protein and essential nutrients and some
individuals may lack access to healthy
alternatives to these food sources. They
have also been linked to positive health
outcomes; for example, increases in birth
weight and visual acuity of newborns,
lower incidence of thrombotic disease, and
lower mortality rates from cardiovascular
diseases (Dewailly et al., 2001). Dewailly
(2006) argues that while there is a need

to reduce the exposure of Inuit to POPs
and heavy metals, there must be preventive
action to ensure that levels of protective
factors in this traditional diet are not
diminished. F. Dallaire et al. (2004) posit
that, given the association of prenatal
exposure to environmental contaminants
with the health of infants, the focus
should be on reducing prenatal exposure
by focusing on preventive action on
expectant mothers.

The issue of quality and delivery of

safe drinking water has been a long-
standing concern for many First
Nations communities (Standing Senate
Committee on Aboriginal Peoples
[SSCAP], 2007). Poor-quality drinking
water and wastewater systems can pose
the risk of water-borne diseases. The
most public manifestation of this was
the case of Kashechewan in northern
Ontario where community members were
evacuated because of a contaminated
water crisis (SSCAP, 2007). Despite
investments made in recent decades

to improve drinking water systems, an
assessment by the Department of Indian
and Northern Affairs and Health Canada
in 2001 revealed that almost three-
quarters of on-reserve drinking water
systems posed significant health risks,
with a 2007 progress report indicating

that 97 First Nations communities were
considered at high risk (SSCAP, 2007).
As of January 31,2011, 116 First Nations
communities were under long-term

boil water advisories (Health Canada,
2011a). In many communities, water

is contaminated not only as a result of
poor treatment facilities (design and
location), but also as a result of economic
development and other human activities
that have polluted the source water
surrounding them (SSCAP, 2007).
Despite the importance of this health
issue for First Nations people, very little
literature is available beyond what is
found in government reports focusing on
challenges and barriers.

In rural and remote locations, wells,
cisterns and septic systems are very
common. They are often poorly
constructed, with wells often located
poorly, allowing for surface run-off

and contamination by animals (Expert
Panel on Safe Drinking Water for First
Nations [EPSDW, 2006). In First
Nations communities, there are numerous
challenges in establishing safe and efficient
water regimes, including “high costs of
equipment, construction and maintenance
of facilities in remote locations; limited
local capacity and ability to retain
qualified operators; and lack of resources
to properly fund system operation and
maintenance” (Cram, 2007, as cited in
SSCAP, 2007, p. 3). In addition to these
challenges, there is a lack of consistency in
the way small water systems are legislated
and managed, and multiple federal and
provincial or territorial government
authorities are involved in First Nations
water and wastewater matters, creating
confusion over roles.

First Nations communities have

been advocating for a comprehensive
framework for safe drinking water in
their communities. The Expert Panel on
Safe Drinking Water for First Nations
was created as part of a federal action
plan to address their concerns. The panel
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recommended that a framework include
source water protection; treatment of
drinking water and wastewater; secure
distribution of water; monitoring; training
and certification of small water system
operators; good operations, management
and governance; cautious decision-
making; research and technology; and a
suitable policy and regulatory framework,
particularly for water and wastewater
systems that do not fall under provincial
or territorial jurisdiction, such as wells and
cisterns (EPSDW, 2006). The Standing
Senate Committee on Aboriginal Peoples
concluded that before a regulatory regime
is put in place, the resource gap must be
addressed. Small water system operators
cannot be expected to comply with

new regulations on the provision of safe
drinking water, with heavy fines for failure
to comply, without significant investment
in both human resources (training and
certification of water system operators)
and physical assets (improved water
system infrastructure)(SSCAP, 2007).

Climate change

Climate change and its impacts are
expected to be experienced first, and
most dramatically, in Arctic regions
(Intergovernmental Panel on Climate
Change [IPCC], 2001; Berkes &

Jolly, 2001). In these regions reside
large groups of Aboriginal people

who are “still inextricably tied to their
local environments through culture

and tradition,” and who rely “on the
natural environment for many aspects
of livelihoods, health and well-being”
(Furgal et al., 2008, p. 308). They are
thus vulnerable to the impacts of climate
change. Research on climate change and
health impacts on Canada’s Aboriginal
population is in its infancy (Berner,
2005; Hassie, Rytkonen, Kotaniemi

& Rintamaki, 2005; Furgal & Séguin,
2006). This research is based on scientific
evidence as well as on indigenous
knowledge and local observations.
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The available evidence suggests that
significant changes in climate are
occurring in Canada’s north and that they
are having impacts, some positive and
some negative, on the Aboriginal people
living in these regions (Furgal & Sequin,
2006; Van Qostdam et al., 2003, 2005;
Nickels et al., 2005). Over the past several
decades, average temperatures in the
western and central Arctic have warmed
by approximately 2-3° C (Weller et al.,
2005). This has resulted in a thinning of
sea- and freshwater ice; shorter winter
season; reduction of permafrost; changes
in fish, bird and mammal distribution
and migration patterns; and increased
erosion of some shorelines, among other
effects (Huntingdon & Fox, 2005;
Ouranos Climate Change Consortium,
2004; Weller et al., 2005; Cohen, 1997).
The impacts of these environmental
changes on the health and well-being of
Aboriginal peoples living in these regions
can be characterized under four main
categories: access to resources, safety,
predictability and species availability
(Berkes & Jolly, 2001).

In terms of access to resources, earlier
melting of ice has meant changes to

the frequency and timing of fishing

and hunting (Furgal & Séguin, 2006).

For example, early melting of ice may
prevent transportation to hunting and
fishing areas. This has also meant higher
financial costs for those who are gathering
traditional foods through hunting and
fishing activities, and increased risk of
injury, as methods of marine and land
transportation must be changed in order
to travel greater distances to procure these
foods (Guyot, Dickson, Paci, Furgal &
Chan, 2006; Furgal et al., 2002).

“Significant warming, increased
precipitation, and changes in climatic
variability and the occurrence of extremes”
have been recorded in Arctic regions (Ford
& Smit, 2004, p. 390). Climate change
has also resulted in unpredictability

of weather conditions, which has

implications for Inuit access to resources,
safety and health. The unpredictability of
weather has meant fluctuations in water
levels, with flooding noted at times, while
at other times, lower rainfall levels have
meant fewer berries, less water for wildlife,
and warmer waters, which affects fish
spawning (Guyot et al., 2006). Furgal and
Séguin (2006) also reported increases in
respiratory stress resulting from summer
temperature extremes.

In terms of safety, early melting of ice
has resulted in increased injuries and
drowning (Furgal & Séguin, 2006).
Sound knowledge of sea ice is critical

to hunting success and safety (Berkes &
Jolly, 2001). Inuit are also more likely to
live in coastal communities, and in these
communities, climate change has resulted
in shore erosion and reduced permafrost
melting, which threatens housing and
infrastructure (Furgal & Séguin, 2006;
Furgal et al., 2008).

Warmer seasonal temperatures have meant
the arrival of new species, increases in the
number of existing species, declines in other
species, and changes in migratory patterns
(Guyot et al., 2006; Berkes & Jolly, 2001;
Furgal & Séguin, 2006). For example,
cougars have expanded into more northern
areas (Guyot et al., 2006), increasing risks
to safety. The presence of more biting

flies and insects has been noticed (Furgal

& Seguin, 2006). There have also been
changes in the range and intensity of
infectious diseases, food and water-borne
diseases, and diseases associated with air
pollutants and acroallergens (Ebi, Sari
Kovats & Menne, 2006; Furgal et al., 2008).
Changes in the availability of forage and
water and increased intensity of parasitic
infections have affected the size of wildlife
stocks, migration patterns and the size of a
community’s harvest (Berkes & Jolly, 2001).

Inuit are more vulnerable to the impacts
of climate change because of the critical
health challenges they face, lower socio-
economic status, a limited natural and



economic resource base (Furgal & Séguin,
2006), and their intimate connection to
the natural environment (Furgal et al,,
2008). The impacts of climate change have
implications for their cultural, social and
mental health. For the Inuit in particular,
hunting and gathering activities are “an
important source of physical activity,
[bring] individuals together and [are]

an important part of reconnecting with
Inuit identity, transmitting language and
knowledge, and relieving physical and
mental stress associated with community-
based jobs” (Furgal et al., 2008, p. 337).
Further, restricted access to traditional
food sources has potential implications
for food security and nutritional health,
and may further shift Inuit towards a more
sedentary lifestyle (Furgal et al., 2008).

Aboriginal communities in the Arctic
have shown tremendous capacity to adapt
to environmental changes brought about
through climate change (Furgal & Seguin,
2006: Berkes & Jolly, 2001; Ford & Smit,
2004; Ford, Smit & Wandel, 2006). Short-
term responses to land-based activities

such as switching species and adjusting

when, where and how hunting takes place
are more immediate coping mechanisms.
Longer-term locally appropriate strategies
are also being developed in many
communities to address climate-related
impacts. For example, community hunting
and sharing programs have been developed
in some places to ensure equitable access
to traditional food sources (Berkes & Jolly,
2001; Furgal et al., 2002), and community
freezers have been established in some
places to increase access to safe and
healthy foods in the face of environmental
changes (Furgal & Seguin, 2006).

1.8 Food Security and Nutrition

Food security was defined by the World
Food Summit of 1996 as having “access
to sufficient, safe, nutritious food to
maintain a healthy and active life” (World
Health Organization, 2011, Para. 1).
This definition includes dimensions of
food availability (sufficient quantities of
appropriate quality), food access (having
sufficient resources to obtain appropriate
nutritious food), utilization (adequate
diet, clean water, sanitation and health

care such that all physiological needs are
met), and stability (access to adequate
foods at all times) (FAO Agricultural

and Development Economics Division,
2006). Generally, lack of food has not been
considered a problem for Canada (Che &
Chen, 2001). However, food security and
nutrition have been identified as important
issues for Aboriginal people, particularly
in rural and remote regions where access

to low-cost nutritious food can be lacking
(UNICEF Canada, 2009; Tait, 2008;
ENC, 2007; Willows, Veugelers, Raine &
Kuhle, 2009; Batal et al., 2005).

Information on Aboriginal food security
and insecurity rates is generally lacking.
What exists focuses mainly on First
Nations and Inuit populations and
suggests that they are more likely to
experience food insecurity than is the
general Canadian population. Among
on-reserve First Nations households, rates
of food security on reserves have ranged
from 21% to 83% (McShane, Smylie

& Adomako, 2009). For Aboriginal
households living off-reserve, the 2007/08
CCHS reported rates of food insecurity
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that were three times higher than for
non-Aboriginal houscholds (Health
Canada, 2011b). The survey reported

that approximately 20.9% of Aboriginal
off-reserve households were food insecure
(compared with 7.2% of non-Aboriginal
households), with 8.4% having severe food
insecurity (compared with 2.5% of non-
Aboriginal houscholds) (Health Canada,
2011b). Among Inuit, the 2006 APS
reported that 30% of Inuit children aged
6-14 experienced being hungry because of
a lack of food in the household or lack of
money to buy food (Tait, 2008). Of these
children, 24% experienced it on a monthly
basis, while 21% experienced it more
frequently (Tait, 2008).

There is a strong association between

food security, income and employment
(McShane, Smylie & Adomako, 2009;
Willows et al., 2009; Batal et al., 2005;
Reading, 2009b). The inability to afford
or access nutritious food can result in
inadequate nutrition, which has significant
health implications, particularly early

in life, including hampered intellectual,
social and emotional development; growth
retardation and impaired psychomotor
development; decreased ability to
concentrate and poor school performance;
greater risk of chronic diseases; and
compromised immune systems and

Figure 1.10: Percentage of First Nations adults
consuming traditional foods, by community size
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increased susceptibility to infections

(Che & Chen, 2001). In rural and remote
regions, the ability to afford nutritious
food is hampered further by the high costs
and poor selection of these foods (Che &
Chen, 2001; Boult, 2004). Junk food is
generally lighter and less costly to ship to
remote locations than are nutritious foods
(Haas, 2002), making them the more
affordable options for low-income families
living in these regions. For example, in
places like Paulatuk, Northwest Territories,
food prices can be 470% higher than in
Ottawa (Haas, 2002). Cost and availability
of nutritious food is an important factor in
the increased reliance of Aboriginal people
on processed “Western” foods, increased
overall sodium consumption, and higher
calorie intakes (Willows et al., 2009). The
significant health risks associated with
these dietary practices have been noted
elsewhere in this chapter.

Traditional (country) food sources are a
nutritious and less expensive alternative
to high cost store-bought foods (Statistics
Canada, 2001). Country foods are rich

in iron, calcium and vitamins A and C,
and are considered to be higher in protein
and lower in fat than most meats from
southern Canada (Statistics Canada,
2001). In addition, seal and whale are
excellent sources of omega-3 fatty acids,
which have been found to reduce the

risk of cardiovascular diseases (Pars et al.,
2001; O’Keefe & Harris, 2000). Along
with the nutritional benefits of country
foods, acquiring them is physically
demanding and therefore contributes

to improved fitness levels. For the Inuit,
acquiring country foods also offers
economic benefits, with an estimated $40
million of country food being harvested
in Nunavut annually (Canadian Arctic
Resources Committee, 1989). It is an
important component of Inuit culture, the
“...embodiment of the connection Inuit
have to the land and its bounty” (NAHO,
2004, as cited in Statistics Canada, 2001,
p- 12), and thus contributes to Inuit health
and well-being (Statistics Canada, 2001).

The consumption of country foods has
been declining among Aboriginal people
in Canada (Kuhnlein, 1992; Kuhnlein

et al., 2004; Sharma et al., 2010). Many
factors have been attributed to this
decline, including the introduction of
wage labour (Kuhnlein, 1992), concern
about the level of contaminants found in
these foods (Furgal et al., 2005), the high
cost of harvesting traditional foods, the
effects of global change on access to these
foods (Furgal & Séguin, 2006; Berkes &
Jolly, 2001), and a decline in farming skills
and knowledge about traditional foods
(Brown, Isaak, Lengyel, Hanning & Friel,
2008; Guyot et al., 2006; Furgal et al.,
2002). Nevertheless, country foods are
still an important food source for many
Aboriginal people, particularly among
Inuit, where they still account for the
majority of fish and meat consumed (Tai,
2008). Among Inuit, the consumption
of country foods is highest among those
living in Inuit Nunaat (Tait, 2008), with
68% of the adult population harvesting
country foods and 65% of its residents
living in homes where at least half of

the meat and fish consumed is country
food (65%)(Statistics Canada, 2008b).
Among First Nations populations, the
2002/03 RHS investigated consumption
of protein-based and plant-based
traditional foods and found a correlation
between traditional food consumption
and community size. While the majority
of First Nations adults living on-reserve
consumed protein-based country foods,
those who lived in larger communities
were less likely to consume traditional
foods than those living in smaller
communities (Figure 1.10).

Older Aboriginal people are more likely to
consume country foods, while youth are
consuming more processed, store-bought
foods (Brown et al., 2008; Kuhnlein et

al., 2004; Willows et al., 2009; Statistics
Canada, 2001). This trend does not bode
well for the health of future generations of
Aboriginal people.



1.9 Summary

It is clear from these findings that
Aboriginal people generally have poorer
health than the general Canadian
population has. This can be attributed
largely to the social, cultural and political
factors that have shaped, and continue

to shape, their lives. Many of the health
conditions facing Aboriginal peoples

are the result of a higher prevalence

of the risk factors that underlie these
conditions, such as alcohol or tobacco
use, overcrowded housing conditions
and inadequate diet. They also face
considerable barriers in addressing

their health issues, such as geographic,
educational and economic barriers that
can affect access to health services. Public
health interventions targeted at addressing
these health conditions must consider the
unique contexts in which First Nations,
Inuit and Métis live.

It is also evident from this literature
review that there are serious limitations

in the data available, which impedes

our understanding of the health of First
Nations, Inuit and Métis. A great deal of
the literature available on the health topics
reviewed in this chapter treats Aboriginal
people as a homogenous group. Literature
and data that compare First Nations, Inuit
and Métis, or urban and rural, or on-
reserve and off-reserve Aboriginal people
are often lacking. Likewise, data that are
cross-national and longitudinal and that
compare the same variables across the
same cohort, over the same time period,
are also lacking. This makes it difficult to
assess the true picture of the health status
of the Aboriginal population, and to
make meaningful comparisons between
different groups. Without such data,
developing strategies to address key public
health concerns facing specific groups of
Aboriginal people will be challenging.
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SOCIAL DETERMINANTS OF HEALTH

The enjoyment of the highest attainable
standard of health is one of the
fundamental rights of every human
being, without distinction of race,
religion, and political belief, economic
or social condition.

— World Health Organization, on its
inception July 22, 1946 (as cited in
Anderson, Baum & Bentley, 2004: 58).

It is well accepted that health is
determined not only by genetics and
lifestyle decisions, but by a host of other
factors that influence physical, mental
and social health and well-being. Social
determinants of health are those factors
that focus on the economic and social
conditions that govern peoples’ lives
(National Collaborating Centres for
Public Health [NCCPH], 2008). For
Canada’s Aboriginal population, social
determinants are often at the root of the
many health disparities. This chapter
summarizes current knowledge of

the social determinants of health for
Canada’s Aboriginal peoples. It begins
by providing an overview of what

is meant by “social determinants of
health” from international, national and
Indigenous® perspectives. It then brings
these perspectives together to examine
the disparities between Aboriginal and
non-Aboriginal people on a range of social

determinants, and the impact of these
disparities on the health of Aboriginal
people in Canada specifically. These social
determinants are presented in six sections:
socioeconomic status, children and youth,
gender, health services, the physical
environment, and culture and language.

It is important to note that these are not
stand-alone categories of determinants,
but are multifaceted and interactive.

2.1 Perspectives on the Social
Determinants of Health

Before we can understand the impact

of social determinants on the health

of Canada’s Aboriginal population, we
must understand what is meant by social
determinants of health. The World Health
Organization [WHO] (2011) defines
social determinants of health as

...the conditions in which peaple are born,
grow, live, work and age, including the
health system. These circumstances are
shaped by the distribution of money,
power and resources at global, national
and local levels, which are themselves
influenced by policy choices. The social
determinants of health are mostly
responsible for health inequities — the
unfair and avoidable differences in
health status seen within and between
countries. [para. 1]

®

Several frameworks have been presented,
both internationally and in Canada, that
identify the factors that constitute social
determinants of health. These frameworks
have some commonalities, yet also have
differences to suit the socio-economic
circumstances in particular places.
However, the factors identified in these
frameworks as important influences on
health tend not to adequately address the
unique context of Aboriginal peoples’
lives. This section begins by providing

an overview of those social determinants
that are considered important influences
on health and that have been identified
by the World Health Organization

(the international perspective) and the
Public Health Agency of Canada (the
national perspective). This is followed by
a discussion of some of the unique socially
determined factors that affect the health of
Aboriginal people in Canada specifically.

The international perspective

The sensitivity and relationship of

health to our social environment is
multifaceted and complex. For example,
many major diseases (e.g., type 2 diabetes,
cardiovascular disease) are believed to be
determined by networks of interacting
exposures that have the ability to affect
an individual’s health either positively or
negatively. In general, disease and health

# The term “Indigenous” is commonly used in an international context to refer to those peoples who originated from or are native to a particular place. In Canada,

Indigenous people are often referred to as “Aboriginal.” For the purposes of this chapter, the term “Indigenous” will be used whenever referring to international

perspectives on social determinants, while the term “Aboriginal” will be used when referring specifically to the Canadian context and will include First Nations (on-

reserve and off-reserve, status or non-status), Inuit and Métis collectively.
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conditions are thought to be a result
of social, economic and even political
forces, which are referred to as social
determinants of health. In 2003, the
World Health Organization identified
10 main social determinants in Socia/
determinants of health: The solid facts
(Wilkinson & Marmot, 2003 ):

Social gradient or status

Low socio-economic status is strongly
correlated with poor education, a lack

of amenities, unemployment and job
insecurity, poor working conditions and
unsafe neighbourhoods (Commission

on the Social Determinants of Health
[CSDH], 2008). Individuals with low
socio-economic status are generally twice
as likely to develop serious illnesses and
experience premature death as those with
higher socio-economic status (Donkin,
Goldblatt & Lynch, 2002). WHO also
notes gender as a particularly important
factor in social status; gender inequalities
affect health through violence against
women, lack of decision-making power, and
unfair divisions of work and leisure, and the
empowerment of women is recognized as a
“key to achieving fair distribution of health”
(CSDH, 2008, p. 16).

Stress

Stressful circumstances, such as lack

of control over work, home or social
situations, have the potential to damage
health, leading to premature death. Stress
is caused both by social circumstances

and the psychological ability to cope

with those circumstances. Individuals
who report frequently feeling stress are
vulnerable to a variety of conditions,
including infections, diabetes, high blood
pressure, cardiovascular disease, depression
and aggression (Brunner, 1997; Brunner
et al., 2002; Wilkinson & Marmot, 2003).

Early life

The World Health Organization
empbhasizes early life, including fetal
development, as an important determinant

for healthy adult development (Wilkinson
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& Marmot, 2003). Healthy fetal
development is compromised by factors
such as exposure to teratogenic substances
(e.g., alcohol, tobacco), maternal stress,
nutritional deficiencies and insufficient
exercise. Investment in early childhood
development results in positive health
outcomes (Early Child Development
Knowledge Network [ECDKN], 2007, as
cited in CSDH, 2008). A continuum of
care for mothers and children is crucial,
from pre-pregnancy through pregnancy
and childbirth to the early days and years
of life (WHO, 2005).

Social inclusion and control

Poverty, deprivation and social exclusion
have all been shown to have major impacts
on health and to play a role in premature
death (Shaw, Dorling & Brimblecombe,
1999). Both absolute poverty (a lack of
basic material necessities to sustain life)
and relative poverty (defined as living

on less than 60% of the national median
income) deny individuals access to decent
housing and education (Walter, 2007).
The stress resulting from living in poverty
has particular consequences for pregnant
mothers, babies, children and elderly
people. Social exclusion can be a result of
racism, discrimination, stigmatization and
hostility (Wilkinson & Marmot, 2003).

The nature of employment

Financial security, social status, personal
development, social relations and self-
esteem, and protection from physical and
psychosocial hazards are linked to good
employment and working conditions
(Marmot & Wilkinson, 2006, as cited in
CSDH, 2008). The nature of employment
also plays an important role in health and
longevity. Having less control in one’s
work environment is strongly related

to health problems like back pain and
cardiovascular disease (Bosma, Peter,
Siegrist & Marmot, 1998).

Unemployment
Generally, employed people experience
better health than those who are

unemployed (Wilkinson & Marmot,
2003). Unemployment can provide unique
barriers to both physical and psychological
health for individuals and their families.
This includes direct barriers to health
imposed by financial strain, as well as
indirect barriers resulting from anxiety and
depression associated with unemployment
and basic financial insecurity.

Social support

Support works on two levels: individual
and societal. Feelings of belonging and
being cared for, loved, respected and
valued help to protect people against poor
mental and physical health. Research

on the physiological effects of positive
social support (Cohen & Herbert, 1996;
Heftner, Kiecolt-Glaser, Loving, Glaser &
Malarkey, 2004; Uchino, Uno & Holt-
Lunstad, 1999) has identified disparities
in rates of depression (Oxman, Berkman,
Kasi, Freeman & Barrett, 1992), pregnancy
outcomes (Nuckolls, Cassel & Kaplan,
1972) and various chronic diseases between
individuals who feel socially included

and those who feel excluded or isolated
(Kaplan, Salonen, Cohen, Brand, Syme &
Puska, 1988). Social support can improve
recovery rates and improve pregnancy
outcomes in vulnerable groups of women
(Wilkinson & Marmot, 2003).

Addiction

The World Health Organization has
identified addiction to alcohol, tobacco
and other drugs as an important social
determinant that is commonly linked to
socially and economically disadvantaged
populations (Wardle et al., 1999, as

cited in Wilkinson & Marmot, 2003).
Substance use and misuse are directly
linked to numerous detrimental physical
and mental health outcomes such as injury,
suicide, poisoning, cancers, depression
and premature death. Addictions are also
associated with increases in violence and
crime rates (Health Canada, 1998).

Food: Access to affordable, nutritious food
is vital to health and well-being. Shortages,



poor-quality foods and lack of variation
of foods contribute to malnutrition

and deficiency-based diseases, including
cardiovascular diseases, diabetes, cancer,
degenerative eye diseases, obesity and
dental problems. Excessive processing
of foods, resulting in high levels of fats,
starch, sugar and salt in foods is also a
concern, especially among low-income
populations. Wilkinson and Marmot
(2003) note that access to good, affordable
food makes more difference to what
people eat than does health education.

Transport

The World Health Organization identifies
“healthy” transport — cycling, walking,
and the use of public transport rather
than the use of automobiles — as a social
determinant of health, arguing that
these alternative means of transportation
promote health because they provide
exercise, reduce fatal accidents, increase
social contact and reduce air pollution
(Wilkinson & Marmot, 2003).

The World Health Organization’s

overarching recommendations for action

to address inequities focus on improving

daily living conditions and tackling
inequitable distribution of power,
money and resources, as well as
measuring inequality, evaluating actions
taken, expanding the knowledge base,
training, and raising public awareness
about the social determinants of health
(CSDH, 2008).

The national perspective

The population health approach
recognizes that health is a capacity or
resource rather than a state, a definition
which corresponds more to the notion of
being able to pursue one’s goals, to acquire
skills and education, and to grow. This
broader notion of health recognizes the
range of social, economic and physical
environmental factors that contribute

to health. The best articulation of this
concept of health is

...the capacity of people to adapt to,
respond to, or control life’s challenges and
changes (Frankish, Green, Ratner,
Chomic & Larsen, 1996, as cited in
PHAC, 2001, para. 3).

The Public Health Agency of Canada
(PHAC) recognizes that major health
disparities persist among various groups in
Canada (Public Health Agency of Canada
[PHAC], 2006). Factors such as socio-
economic status, Aboriginal heritage,
gender and geographic location are closely
linked to key health inequalities.

PHAC (2003) identifies 12 categories of
determinants of health. Of these, healthy
child development is a determinant shared
with the World Health Organization’s
(WHO) (2003) early life determinant,
and several other PHAC determinants are
embodied within the WHO framework.
For example, PHAC’s education and
literacy, and gender determinants are
somewhat embodied in WHO’s social
gradient or status determinant; PHAC’s
income determinant is embodied in both
the WHO social gradient and social
inclusion and control determinants;

and PHAC s social environment and
social support networks determinants

are embodied in WHO’s social support
determinant. Differences between the two
frameworks include four determinants
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identified by WHO that are not found

in PHAC’s framework (stress, addiction,
food and transport) and five determinants
not found in WHO?s framework (physical
environment, personal health practices
and coping skills, biology and genetic
endowment, health services and culture).
The differences in these two frameworks
largely reflect different expectations of
what conditions are essential for healthy
living for individuals living in Third World
conditions (which the WHO framework
targets) compared with the expectations
of individuals living in more developed
nations like Canada.

In order to avoid repetition with the
WHO framework, brief summaries

are provided below for only those
determinants identified by PHAC that
are cither not addressed or not adequately
addressed in the WHO framework:

Education and literacy

The attainment of education is linked
with lifelong developmental trajectories
and is thought to positively contribute

to learning, problem-solving skills and

a sense of mastery or control over a
multitude of life circumstances (Ross &
W, 1995). Education levels are closely
linked with socio-economic status, income
security and subsequent material security
for individuals and their families.

Physical environment

Whether man-made (e.g., housing quality)
or natural (e.g,, air quality), the environment
plays a key role in physical and psychological
well-being (PHAC, 2003). Environmental
factors, such as contaminants in the

air, water, food and soil, contribute to
negative health outcomes, including

cancer, birth defects, respiratory illness and
gastrointestinal ailments.

Personal health practices and coping skills
These are defined as “actions by which
individuals can prevent diseases and

promote self-care, cope with challenges,
develop self-reliance, solve problems

and make choices that enhance health”
(PHAC, 2003, p. 7). Personal health
practices can include smoking, alcohol
and drug use, unsafe sex and high
consumption of fats. Research has shown
that personal life “choices,” or practices,
are greatly influenced by socio-economic
environments (Bobak, Jha, Nguyen &
Jarvis, 2000; Canadian Public Health
Association, 1997; Makela, Valkonen &
Martelin, 1997; Marsh & McKay, 1994).

Biology and genetic endowment

The organic makeup of the body affects
health and well-being. Genetic
endowment can predispose individuals
to particular diseases and health issues.
For example, a genetic predisposition
may be a factor in the significantly higher
prevalence of type 2 diabetes among
Aboriginal populations in Canada (Toth,
Cardinal, Moyah & Ralph-Campbell,
2005; Robert, Henian, Anthony, Zinman,
Harris & Anderson, 2000).

Health services

Access to health services, including both
treatment and secondary prevention, are
important factors in health promotion,
prevention and restoration. Access to
particular types of health care, such as
dentistry, mental health counselling and
prescription drugs, is directly related to
income levels, with Canadians who have
low and moderate incomes having limited
access to these types of health services
(PHAC, 2003).

Culture

Some individuals and groups face
cumulative health risks associated with
being “outside” of dominant cultural
values. Stigmatization, marginalization
and/or racism based on cultural
preferences by mainstream society can
have detrimental and irreversible effects
on health and longevity.

The indigenous perspective

Indigenous people’s concept of health and
survival is both a collective and an
inter-generational continuum
encompassing a holistic perspective
incorporating four distinct shared
dimensions of life. These dimensions are
the spiritual, the intellectual, the physical,
and emotional. Linking these four
fundamental dimensions, health and
survival, manifests itself on multiples levels
where the past, present, and future co-exist
simultaneously. (Durie, 2004, p. 1139)

In the Assembly of First Nations’

2006 First Nations Health Reporting
Framework, health determinants are
organized in four overlapping areas (see
Figure 2.1). The unique First Nations
measures included in the “social and
cultural health” category are related to
effects of colonization (e.g., residential
schools), self-determination, language,
cultural practices and traditional land.

Current models of health and the social
determinants that inform them do not
comprehensively target Aboriginal
peoples’ needs, nor do they properly
address the health disparities that exist
in Aboriginal communities (Anderson,

Figure 2.1: First Nations determinants of health
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Sources: Assembly of First Nations (AFN), 2006

? For example, see the work of the National Collaborating Centre on Aboriginal Health (at http://www.nccah-censa.ca/), First Nations Centre (2007) and RCAP

(1996b).
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2001; Anderson, Baum & Bentley, 2004;
ENGC, 2007b). While the current models
address “surface” causes, such as health
practices, stress, psychosocial resources
and medical care, they do not address

the underlying “structural” causes, such

as economic, political, legal, cultural and
social factors (e.g., racism) (Anderson,
2001). De Leeuw, Greenwood and
Cameron point out that the literature on
social determinants tends not to account
for the ways that “colonial institutions,
ideas, and practices combine to undermine
Indigenous peoples’ access to and control
over a range of social determinants such as
culture, physical environment, and healthy
child development” (2009, p. 2).

A vital starting point in addressing the
long-standing economic, political and
social disparities that Aboriginal peoples
face is an understanding of the history

of their oppression and marginalization
and how it has affected their health and
well-being (Anderson, Baum & Bentley,
2004; Browne, Smye & Varcoe, 2005;
Loppie Reading & Wien, 2009; Pan
American Health Organization [PAHO],
2008). Also required is an understanding
of Indigenous peoples’ concepts of health,
which often embrace an eco-social and
communal perspective rather than simply
a perspective that places importance on
the health of the individual (Nettleton,
Napolitano & Stephens, 2007). Tynan
and colleagues (2004) believe that
understanding social determinants

of health is about understanding the
stories, experiences and daily lives of the
individuals, families and communities
that negotiate the many coexisting
determinants on a routine basis.

If the health of Indigenous peoples, both
in Canada and internationally, is to be
markedly improved, a wider range of
Indigenous-specific social determinants
needs to be addressed. Recent literature

identifies Indigenous-specific social
determinants of health that include
colonialism, globalization, migration,
cultural continuity, territory, access,
poverty, racism, social exclusion, self-
determination, land/environment and
environmental stewardship.” Although
these determinants are listed as discrete
categories, there is a complex and
interconnected relationship between them.
De Leeuw, Greenwood and Cameron
(2009) note that Indigenous peoples and
organizations agree with and utilize a social
determinants framework in attempting to
conceptualize Indigenous peoples’ health
disparities (see Loppie Reading & Wien,
2008). Indeed, it is this fundamental
interconnectedness between the various
social determinants of health that appeals
to Indigenous peoples, as it conforms to
their shared world view, which emphasizes
the interconnectedness of life. The focus
of the discussion of Indigenous-specific
determinants and their impacts on health
that follows is on the four inter-related
determinants: colonization, culture, racism
and self-determination.

Colonization has been defined as

“a process that includes geographic
incursion, socio-cultural dislocation, the
establishment of external political control
and economic dispossession, the provision
of low-level social services and ultimately,
the creation of ideological formulations
around race and skin colour that position
the colonizer at a higher evolution level
than the colonized” (Kelm, 1998, as cited
in Loppie Reading & Wien, 2009, p. 21).
Colonization has long been recognized

in the literature as being an Indigenous
social determinant with direct impacts on
the health status of Indigenous peoples
(Anderson, 1988, as cited in Anderson et
al.,, 2004). Colonization affects the health
of Indigenous peoples by producing social,
political and economic inequalities, and
by eroding cultural identity.

The World Health Organization suggests
that “a toxic combination of policies”
resulted in irrevocable loss of land,
language, culture and livelihoods (CSDH,
2008, p. 36). Colonization has:

...de-territorialized and ... imposed social,
political, and economic structures upon
Indigenous peoples withour their
consultation, consent, or choice.
Indigenous peoples’ lives continue to be
governed by specific and particular laws
and regulations that apply to no other
members of civil states. Indigenous people
continue to live on bounded or segregated
lands and are often at the heart of
Jurisdictional divides between levels of
government, particularly in areas
concerning access to financial allocations,
programmes, and services.

(CSDH, 2008, p. 36)

For Indigenous peoples, who generally
view health as encompassing the
individual, the community and the
ecosystem in which they live (PAHO,
2008), and whose cultures have been
intimately connected to traditional

lands and environments, the loss and
degradation of the lands and resources
on which they have depended for their
livelihoods have weakened or destroyed
associated economic, social and cultural
practices considered essential for health
and well-being (Nettleton, Napolitano
& Stephens, 2007). Research has shown
that the health of the land and the health
of the community are synonymous,

and that relationships to the physical
environment nurture the spiritual,
economic, political and social roots of
culture (US Department of Health and
Human Services, 1999). Bartlett (2003)
states that “land loss is among the most
significant factors contributing to cultural
stress within Aboriginal communities” (as

cited in Richmond & Ross, 2009, p. 404).

! The term “Indian” has historically been used by the federal government to refer to the Indigenous population. While this term has more commonly been replaced by

“First Nations,” it is still reflected in historical documents such as the Indian Act.
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Colonialism has also had irrevocable
consequences for cultural continuity —
the degree of social and cultural cohesion
within a community (Loppie Reading &
Wien, 2009). Maintenance of language
and cultural traditions are important
here in fostering a sense of individual and
community identity. Cultural continuity
has been identified as important for the
mental health and well-being of Aboriginal
populations. For example, Chandler and
Lalonde (1998) demonstrated the link
between cultural continuity and rates of
suicide among British Columbia’s First
Nations population.

Another social determinant closely linked
to colonialism, with its embedded notions
of the inferiority of those being colonized,
is “racism.” Racism has been defined as “a
belief that race is the primary determinant
of human traits and capacities and that
racial difference produces an inherent
superiority of a particular race” (Merriam-
Webster online). Research suggests that
individuals who are subject to racism and
other forms of discrimination often have
more negative health outcomes than those
who are not (Wortley, 2003). Racism
results in an inequitable distribution of

Figure 2.2: Percentage of Aboriginal and non-Aboriginal
labour force unemployed, 2001 and 2006
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tabulations, Cat. No. 97F0011XCB01044; Statistics Canada
(2006), Census 2006, Data Products, Topic-based tabulations,
Cat. No. 97-559-XCB2006019

'The quality and coverage of data related to Aboriginal peoples has long been a source of concern (Smylie, 2009)
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resources, power, freedom and control,
which ultimately influences Indigenous
peoples’ socio-economic and health status
(Adelson, 2005).

A final social determinant identified

as important to Indigenous peoples’
health is that of self-determination. Self-
determination is broadly defined as the
right of all peoples to “freely determine
their own political status and freely
pursue their economic, social and cultural
development” (Office of the United
Nations High Commissioner for Human
Rights, 1996-2001). Self-determination
has important implications for Aboriginal
health because it fosters empowerment
and allows individuals to take control

of their lives and health development
(Cornell, 2006; Marmot, 2005). Loss

of autonomy has been a prominent
feature of colonial processes (Royal
Commission on Aboriginal Peoples
[RCAP], 1996b). Research has shown that
self-determination can improve mental
well-being (Chandler & Lalonde, 1998)
and generate economic development that
can serve as a tool for alleviating poverty
and other social conditions that lead to ill
health (RCAP, 1996a).

Figure 2.3: Percentage of North American Indian, Métis,
and Inuit unemployed, 2001 and 2006
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Sources: Statistics Canada (2001), Census 2001, Topic-based
tabulations, Cat. No. 97F0011XCB01044; Statistics Canada
(2006), Census 2006, Data Products, Topic-based tabulations,
Cat. No. 97-559-XCB2006019

2.2 Current Health Realities

This section integrates Indigenous,
international and national perspectives
on social determinants with available
socio-economic data to highlight the
environment in which First Nations,
Inuit, Métis and non-status Indian*
health is currently determined. The first
part focuses on the socio-economic status
of Aboriginal people across Canada,
including employment, type of work,
income, educational attainment and
economic development. The second

part focuses on children and youth,
emphasizing healthy early development
and family structures. The third part
focuses on health concerns specific to
and particularly prevalent for Aboriginal
women, and discusses violence and
criminalization not only as a result of
social status but also as a mitigating
factor in Aboriginal women’s wellness.
The fourth part discusses access to health
services in terms of early detection and
prevention, while the fifth part looks at
loss of language and culture as important
social determinants of health for

Aboriginal Canadians.

Figure 2.4: Percentage of Aboriginal force unemployed,
by location, 2001 and 2006

On reserve M Rural H Urban

. 30 276
238
5 25
E 20 18.5
5 15 - S
@ 15
g 10
o
Il
5 5
2001 2006

Sources: Statistics Canada (2001), Census 2001, Topic-based
tabulations, Cat. No. 97F0011XCB01044; Statistics Canada
(2006), Census 2006, Data Products, Topic-based tabulations,
Cat. No. 97-559-XCB2006019



In this section, the term “Aboriginal” is
used to refer to all groups of Aboriginal
peoples collectively, and wherever possible
the terms “Inuit,” “Métis” or “First
Nations” are used to denote specific groups
of Aboriginal peoples. However, source
data may use and employ terms differently
than is done in this chapter. For example,
data derived from Statistics Canada may
use the term “North American Indian” to
refer to the First Nations population, or
may further define First Nations people
by whether they are registered status
Indian (that is, they are registered under
the Indian Act and are thus entitled to

the rights and benefits articulated in the
act). Further, some sources may use the
term “Aboriginal” in a way that is not as
inclusive as it is used here. Please note
that when highlighting the differences
among Aboriginal peoples, the discussion
that follows uses the same terms as those
employed by the source data.

Socio-economic status

This section examines socio-economic
status among Canada’s Aboriginal
populations using data pertaining to
employment, unemployment and labour
participation rates; levels of educational

Figure 2.5: Percentage of Aboriginal labour force
employed, by gender, 2006
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Source: Statistics Canada (2006), Census 2006, Data Products,
Topic-based tabulations, Cat. No. 97-559-XCB2006019

attainment; type of occupation; and
income. The data reveal notable socio-
economic disparities among Aboriginal
and non-Aboriginal Canadians, and
among various groups of Aboriginal
peoples, that can result in health
disparities.

Employment

According to Statistics Canada,'" in 2001
the unemployment rate for Aboriginal
people as a whole was well over twice the
rate for non-Aboriginal people (19.1%
and 7.1%). The pattern was the same in
2006 (14.8% and 6.3%), although both
groups showed reduced unemployment
rates between 2001 and 2006 (Figure 2.2).

Among Aboriginal people, Inuit people
have the highest unemployment rates
in Canada. They are followed closely by
North American Indians (Figure 2.3).

Statistics Canada census data for 2001
and 2006 show notable differences in
unemployment rates for Aboriginal people
living on-reserve and those living in urban
and rural areas (Figure 2.4). In 2001,
Aboriginal people living on-reserve were
almost twice as likely to be unemployed
as those living in urban areas, and in 2006
they were more than twice as likely to be
unemployed. Over the five-year period
between the Statistics Canada censuses,
unemployment rates decreased for all
three groups; however, those living on-
reserve experienced significantly smaller
decreases in their unemployment rate
(2.8%) than those in rural (4.1%) and
urban (4.3%) areas.

Unemployment rates also vary by province
and territory. In 2001, Newfoundland and
Labrador had the highest unemployment
rates for Aboriginal people across

Canada (33.5%), followed closely by

New Brunswick (28.1%) and Yukon
(26.8%)(Statistics Canada, 2001a). The
unemployment rate improved in 2006 for

Aboriginal peoples in all provinces, with
rates declining by an average of 4.8%, with
the exception of the Northwest Territories,
which declined by only 1.9% over the five-
year period.

There have been improvements in the
labour force participation of Aboriginal
peoples since the 2001 census. According
to Statistics Canada’s 2006 census data,
the employment rate of Aboriginal
peoples was 53.7%, up from 49.7% in
2001 (Statistics Canada, 2006). The
participation rate of Aboriginal peoples
had similarly increased to 63%, up from
61.4% in the previous census (Ibid.).
Nevertheless, significant disparities
remain between the labour force
participation of Aboriginal peoples
compared to non-Aboriginal people, with
significantly lower rates of employment
and participation.

There are also gender differences in
Aboriginal peoples’ participation in

the labour force. In 2006, male North
American Indians had an unemployment
rate of 19.8%, compared with females

at 16.2%. Similarly, Inuit men’s
unemployment rate was 23.8%, compared
with 16.7% for Inuit women. Gender
differences in unemployment rates were
largely insignificant for Métis people:
10.5% for males and 9.5% for females
(Statistics Canada, 2006).

Aboriginal women are also less likely to be
employed than both Aboriginal men and
non-Aboriginal women. In 2006, both
Meétis men and women had the highest
employment rates of all Aboriginal groups.
With the exception of Inuit women, men
were more likely to be employed than their
female counterparts. Of all Aboriginal
men, Inuit men were the least likely to be
employed (Figure 2.5).

Among registered Indians,'> employment
rates were higher for males than for

12 “Registered Indians,” or “Status Indians,” refers to those individuals who are registered under the Indian Act and are thus entitled to the rights and benefits articulated

in that act (Statistics Canada, Registered or Treaty Indian status of person, http://www.statcan.gc.ca/concepts/definitions/aboriginal-autochtone4-eng.heml).
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females both on-reserve (39.6% and
38.5%, respectively) and off-reserve
(57.6% and 49.3%, respectively) (Figure
2.6) (Statistics Canada, 2006).

Type of work

According to Statistics Canada,
Aboriginal people are less likely to be
employed in higher-paying positions that
require higher levels of education. While
the non-Aboriginal population worked
more in management, health, natural and
applied sciences, and financial or business

Figure 2.6: Percentage of labour force employed,
registered Indians on-reserve™ and off-reserve, "
by gender, 2006
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Source: Statistics Canada (2006), 2006 Census of Population,
Cat. No. 97-559-XCB2006013

positions, Aboriginal people were more
likely to be employed in sales and services,
trades and primary industry positions.
There was little change to this pattern
between the 2001 and 2006 censuses
(Figures 2.7 and 2.8).

Aboriginal occupation varies by location,
in on-reserve, urban and rural areas
(Statistics Canada, 2001a; 2006a). In
2001, the urban Aboriginal (14.9%)
population worked more often in business,
finance and administrative positions

than did individuals living in rural areas
(10.7%) or on-reserve (10.5%). The
urban population also worked more often
in sales and service industry positions
(28.9%) than did rural (24.8%) and
on-reserve (23.9%) individuals. There
were significantly more primary industry
positions on-reserve (9.5%) and in rural
areas (10.7%) than in urban areas (3.7%)
(Figure 2.9).

In 2006 (Figure 2.10), these trends
continued, with urban Aboriginal

people working in business, financial and
administrative positions (16.2%) and sales
(30.3%) more often, while on-reserve

and rural populations were more often
employed in primary industry positions
(10.1% compared with 3.3% in urban
areas)(Statistics Canada, 2006).

Aboriginal women are also more likely
to work in lower-paying occupations,
such as sales or administration (Hull,
2001), and the 2002/03 First Nations
Regional Longitudinal Health Survey
(RHS) indicated that First Nations
women are also more likely to work in
part-time positions than men (9.4% and
5.7%, respectively) (First Nations Centre
[ENC], 2007).

There were no other reportable differences
in either the 2001 or the 2006 census
between North American Indians, Inuit
and M¢étis or between registered and non-
registered Indian status in terms of the
types of occupation held.

Income

The association between household
income and health is illustrated by Loppie
Reading and Wien (2009) using data
adapted from Tjepkema (2002). They
report that Aboriginal Canadians living in
low-income situations have significantly
higher levels of fair or poor health (34%)
than do middle- (26%) or high-income
(14%) Aboriginal Canadians. Low-,
medium- and high-income Aboriginal
Canadians report fair or poor health
significantly more often than do non-
Aboriginal Canadians in all three income
categories (Figure 2.11).

Figure 2.7: Type of occupation, 2001, by percentage of Aboriginal identity and non-Aboriginal labour force M Aboriginal Il Non-Aboriginal
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13 Registered Indian status is based on self-reporting of the respondent.

! Total registered Indian Canadian population living off-reserve.
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Figure 2.8: Type of occupation, 2006, by percentage of Aboriginal identity and non-Aboriginal labour force M Aboriginal Il Non-Aboriginal
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Figure 2.9: Percentage of Aboriginal labour force, by type of occupation and location, 2001 @ Uban M Rural M On-reserve
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Figure 2.10: Percentage of Aboriginal labour force, by type of occupation and location, 2006 % Urban M Rural M On-reserve

40

30

20

Percentage of labour force

Source: Statistics Canada (2006), Census 2006, Data Products, Topic-based Tabulations, Cat. No. 97-564-XCB2006002

The State of Knowledge of Aboriginal Health: A Review of Aboriginal Public Health in Canada 45



Figure 2.11: Percentage off-reserve Aboriginal and
non-Aboriginal populations who self-reported fair or
poor health, by level of household income, 2000/01
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Figure 2.14: Comparison of differences in annual
income between Aboriginal and non-Aboriginal
populations over the period 2001-2006
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While income levels have been rising

for Aboriginal peoples, they are still
significantly lower than for non-
Aboriginal peoples. According to the 2001
census, the average annual income was
$19,132 for Aboriginal people compared
with $30,062 for non-Aboriginal people,
while the median annual income was
$13,525 for Aboriginal people compared
with $16,167 for non-Aboriginal people
(Figure 2.12). The 2006 census showed
increases in both average income ($23,888
for Aboriginal people, compared with
$35,872 for non-Aboriginal people) and
median income ($16,752 for Aboriginal
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Figure 2.12: Comparison of annual average and
median incomes between Aboriginal and non-
Aboriginal populations, 2001
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Source: Statistics Canada (2001), Census 2001, Topic-based
Tabulations, Cat. No. 97F0011XCB01047

people compared with $25,955 for non-
Aboriginal people) (Figure 2.13).

Despite the rising income levels, the
income gap between Aboriginal and
non-Aboriginal people has, in fact, been
increasing, with a difference in average
income of $11,868 between the two
groups (Figure 2.14).

Differences in total average income
between Aboriginal and non-Aboriginal
people also vary across provinces and
territories. The largest income gaps are
found in Nunavut, Northwest Territories,
Alberta, and the Yukon (Figure 2.15).

Notable disparities exist among North
American Indians, Inuit, and Métis in
terms of average employment income,
with rates lowest for North American
Indians and highest for Métis. In 2001,
average employment income for North
American Indians was $17,376, $4,837
lower than for Métis (Statistics Canada,
2001a). While the 2006 census shows
increased average annual employment
income for all three identities, the
disparity between identities continues,
with Métis people earning approximately
5.6% more than North American Indians
over this census period (Figure 2.16).

Figure 2.13: Comparison of annual average and
median incomes between Aboriginal and non-
Aboriginal populations, 2006
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Source: Statistics Canada (2006), Census 2006, Data Products,
Topic-based Tabulations, Cat. No. 97-563-XCB2006061

Educational attainment

For Indigenous peoples, education is “a
lifelong learning process that requires
both formal and informal learning
opportunities” for all ages (Battiste, 2005,
p- 4). Mainstream skills such as literacy and
numeracy are important in ensuring that
Aboriginal peoples are able to compete

in the labour market and thus improve
their socio-economic circumstances.
Equally important in the learning and
education process for Aboriginal peoples
is their intimate connection to the land,
the knowledge and skill in and from place,
and their language and culture (Battiste,
2005). The incorporation of these values
into education has been clearly linked with
“being and becoming a healthy person,
family member, community member, and
member of society” (Smylie, Williams &
Cooper, 2006, p. S22).

Educational attainment is an issue of
particular importance to Aboriginal
peoples, given the youthfulness of the
population. The average age of Aboriginal
people is 27 years, with 30% of the
Aboriginal population under the age of 15
compared with 17% of the non-Aboriginal
population (Statistics Canada, 2006).



Figure 2.15: Average employment income of Aboriginal identity and non-Aboriginal Canadians (15 years of age and older) in constant (2005) dollars by province and territory
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Lower levels of education for Aboriginal
peoples than for their non-Aboriginal
counterparts have been reported.
According to the 2006 census, nearly
twice as many Aboriginal people (43.7%)
as non-Aboriginal people (23.1%) had
not completed high school or received

a certificate or diploma for any kind of
educational training (Statistics Canada,
20006). In addition, non-Aboriginal
people were 2.8 times more likely than
Aboriginal people to have completed

a bachelor’s degree at a post-secondary
institution (11.9% compared with 4.2%).
By extension, a smaller proportion of
Aboriginal people had attained a graduate
degree at cither a master’s or doctorate
level (0.8% and 0.2%, respectively) than
had non-Aboriginal people (3.5% and
0.7%, respectively). However, a higher
percentage of Aboriginal people had
completed apprenticeships and trades
(11.4%) than had non-Aboriginal people
(10.8%) (Statistics Canada, 2006).

Among the different Aboriginal
populations, educational attainment levels
were lowest among Inuit, with 60.7% not
having completed high school, compared
to 48.4% of North American Indians and
34.6% of Métis (Statistics Canada, 2006).

Geography is also a factor in levels of
educational attainment among Aboriginal
populations. Individuals living on-reserve
had the lowest levels of education across
all categories. They also had the highest
percentage of people with no certification,
diploma or degree (59.5%), compared
with Aboriginal people living in urban
(36.3%) and rural (44.1%) areas (Statistics
Canada, 2006). Figure 2.17 shows
education levels by location.

Statistics Canada (2001, 2006) census
data indicate that educational attainment
of Aboriginal people varied across
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Figure 2.16: Average employment income by
Aboriginal identity, 2001 and 2006
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Figure 2.17: Highest level of education among Aboriginal identity population by location, 2006
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provinces and territories as well. Figure
2.18 shows percentages of individuals
possessing less than high school
education, with no certificates, diplomas
or degrees, across Canada in 2001

and 2006. Over this period, while the
percentage of Aboriginal people with less
than high school education decreased in
most of the provinces and territories, it
increased by 3.9% in Yukon Territory and
by 8.3% in Nunavut.

The castern provinces had the highest
percentage of Aboriginal people with
completed university certificates and/

or degrees. This was particularly evident
in Nova Scotia (10.5% of the Aboriginal
population), followed by Newfoundland
(8.8%), New Brunswick (6.4%) and
Quebec (6.1%). The lowest rates of post-
secondary completion were in Nunavut
(2%), Northwest Territories (3.2%),
Yukon (5.3%) and British Columbia
(5.3%) (Figure 2.19).

Aboriginal people experience multiple
barriers in completing post-secondary

education. Aboriginal men and women

give different reasons for not completing
a post-secondary program. A study that
examined post-secondary education
among First Nations men and women
using Aboriginal Peoples Survey 2006
data (Milligan & Bougie, 2009) found
that the main reasons given by women

for not completing post-secondary
education included financial reasons
(14%), obtaining or wanting to work
(14%), pregnancy (12%) and other family
responsibilities (11%); while for men,
obtaining a job or wanting to work was the
main reason given. Despite these financial
and familial barriers, Aboriginal women
were nearly twice as likely as Aboriginal
men to have a university certificate,
diploma or degree (7.1% compared with
4.5%) (Statistics Canada, 2006). However,
36% of Aboriginal women completed
post-secondary levels of education,
compared with 50% of the general
population of Canadian women. In 2006,
6.3% of Aboriginal women had obtained
a university degree, compared with 16%
of non-Aboriginal women (Milligan &
Bougie, 2009).

Economic development

Economic development generates
employment opportunities and leads to
improved education and skills acquisition.
It is an important tool in alleviating
poverty and other social conditions that
lead to ill health (RCAP, 1996a). In turn,
good health is essential to economic
development, as “ill health reduces an
individual’s probability of participating
in the labour force” (Suhrcke, McKee &
Rocco, 2007, p. 1467).

Economic development encompasses a
range of practices aimed at promoting
more intensive and advanced economic
activity, including macro-economic
development, local economic
development and community economic
development (Dauncey, 1996). When
economic development is undertaken
with community values and aspirations
in mind, the resulting revenues can be
used to improve local services and the
health and well-being of communities as
awhole (e.g., Ketilson & MacPherson,
2001). It can also foster empowerment,
build capacity and enhance individual
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and community resilience. For
Aboriginal Canadians, who experience

a disproportionate burden of ill-health
compared with the rest of the population,
economic development is of critical
importance to improved health outcomes.

Economic development in an Aboriginal
context must take into consideration some
unique circumstances. Aboriginal people
have an intimate connection to the land
and view the health of the land and the
health of the community as synonymous,
“nurtured through relationships to the
physical environment and the cultural,

spiritual, economic, political and social
roots it provides” (RCAP, 1996c, as
cited in Richmond & Ross, 2009, p.
404). Consequently, Aboriginal people
are “more likely to experience the
adverse health effects of government

and industrial decisions that can
dispossess them of their environments”
(RCAP, 1996c, as cited in Richmond

& Ross, 2009, p. 404). Resource
development projects can threaten
traditional economies and result in loss
of habitat, environmental contamination
and depletion of resources, affecting
Aboriginal peoples’ physical and spiritual

health, and the availability of traditional
foods (Richmond & Ross, 2009).

The impacts of economic development
on Aboriginal health can be both direct
and indirect. Direct health outcomes
are more readily apparent in cases where
economic development initiatives have
resulted in environmental degradation
and contamination. For example, in
Northwestern Ontario, the spilling of
methyl mercury into a local river by a
nearby chemical plant poisoned the
food supply of the Ojibway people

in the Grassy Narrows First Nation

Figure 2.18: Percentage of Aboriginal population with lower than high school levels of education, by province, 2001 and 2006
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Figure 2.19: Percentage of Aboriginal population with a university degree or certificate, by province, 2006
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and drastically altered their cultural

and economic ways of life (which are
dependent on the fishing industry)
(Wheatley, 1998, as cited in National
Collaborating Centre for Aboriginal
Health, 2009). Similarly, a number of
Dene Nation employees who worked at
the Port Radium uranium mine in the
Northwest Territories between 1942 and
1960 were uninformed about the risks of
working with uranium and subsequently
experienced high rates of death from
cancer (Nikiforuk, 1998).

While negative health outcomes like these
may seem to be a convincing argument to
avoid economic development initiatives,
most Aboriginal communities recognize
the need for economic development

to facilitate increased Aboriginal
participation in the economy and enhance
community well-being. Though less
tangible, the indirect health benefits of
economic development are numerous

and cumulative. For example, Arctic
Co-Operatives Limited not only created
employment for a substantial number of
Aboriginal people, but it also contributed
to the physical, social and personal
infrastructure of Aboriginal communities,
improving access to services that the
community needs and improving quality
of life (Ketilson & MacPherson, 2001).
Similarly, the Diavik Diamond Mine in
the Northwest Territories formalized an
agreement in 1999 with the Government
of Northwest Territories and with the
Tlicho Government, Yellowknife Dene
First Nation, Kitikmeot Inuit Association
and Lutsel K’e Dene First Nations

that included provisions for training,
employment and business opportunities
specifically for Aboriginal northerners;
cultural and community well-being
components that integrate cultural values
and respect for the community into its
operations; and committed the company to
providing a number of health and wellness-
related services for its employees (Diamik
Diamonds Project, 1999).

While the potential benefits of economic
development can be numerous, they

can also be harmful for Aboriginal
health. In order to ensure that economic
development provides more benefits
than harm, meaningful involvement by
Aboriginal peoples is required so that
initiatives reflect community aspirations
and needs. For Aboriginal peoples,
generating revenue is not the only reason
for undertaking economic development
initiatives, and it is important that there
be a genuine effort to balance social

and economic benefits and to include
consideration for market and traditional
economies in these initiatives.

Children and youth

Early development

A child’s early development is dependent
on healthy maternal care, as well as the
environment in which infants grow and
develop. This section focuses on maternal
behaviours during pregnancy, infant birth
outcomes, and rates of breastfeeding
among Aboriginal mothers.

Maternal smoking during pregnancy can
negatively affect the fetus in a variety of
ways, including suppressing the mother’s
appetite, reducing oxygenation and flow
of nutrients to the fetus in vitro, and
altering cellular growth and activity of
the nervous system (Slotkin, 1998). First
Nations mothers living on-reserve have
higher rates of smoking during pregnancy
(36.6%) than do other Canadian
mothers (23.7%) (Connor & Mclntyre,
2002; FNC, 2007a). According to both
the National Longitudinal Survey of
Children and Youth (Statistics Canada
& HRSDC, 1999) and the RHS (ENC,
2007a), pregnant Aboriginal women
living on-reserve are three times as likely
to smoke more than 10 cigarettes per day
as are other pregnant Canadian women
(5.3%), and to smoke more often into
the third trimester (32.2% and 17.2%,
respectively). Using results from a 1997
Heart and Stroke Foundation survey,
the Provincial Health Officer of British

Columbia (1998) stated that in addition
to prenatal exposure to tobacco smoke,
27% of Aboriginal children aged 11 years
and under are exposed to environmental
tobacco smoke on a daily basis.

The impacts of alcohol consumption
during pregnancy on the health of infants
are well documented. In many Aboriginal
communities, fetal alcohol spectrum
disorder (FASD) has been identified as

a public health concern, yet given the
ambiguities associated with diagnoses,
documentation and biased data collection,
the true prevalence of the disorder is
unknown (Pacey, 2009; May, 1994).
Currently available studies have tended
to involve communities where alcohol
use was known to be high (Poole, 2007).
Prevalence rates vary across Canada, with
the majority of diagnoses being made in
western regions (Tait, 2003). (Please see
Chapter 1 for more information about
FASD prevalence.)

Despite the lack of research on FASD,
alcohol abuse has been consistently
reported as a major problem in Aboriginal
women’s health (Grace, 2003; Stout,
Kipling & Stout, 2001). Tait (2003)
argues that the high prevalence rates of
FASD/alcohol-related birth effects and
alcohol abuse in Aboriginal women are
more importantly connected with chronic
poverty and social marginalization than
with the ethnic identity of the women

at risk. Similarly, Bray and Anderson
(1989) argue that research that examines
demographic, socio-economic and socio-
cultural factors in relation to FASD among
Aboriginal populations would help to
determine which Aboriginal populations
are at increased risk.

Inadequate maternal health can also

be reflected in birth outcomes such

as unhealthy birth weights and infant
mortality. Birth weight is an important
measure of infant health. Infants with
lower than average birth weights are
thought to be at higher risk for infection,



illness and death (Health Canada,

2002). In 2001, 8% of Aboriginal infants
living off-reserve had low birth weights,
compared with 5.6% for infants in the
general population (Statistics Canada,
2005; Statistics Canada, 2004a).
Conversely, the proportion of high birth
weight infants is also more prevalent and
significant in Aboriginal communities. For
example, the 2002/03 RHS found that that
21% of First Nations infants were in a high
birth weight range (> 4.0 kg.) compared
with 13.1% of non-Aboriginal infants
(FNC, 2007a). Evidence suggests that
changes in utero can be linked to poorer
health later in childhood and adulthood
(e.g., type 2 diabetes [Barker, Hales, Fall,
Osmond, Phipps & Clark, 1993]). High
birth weight among Aboriginal infants

has been attributed to factors such as diet,
lifestyle and genetics (Schwartz & Taramo,
1999; Boyd, Usher & McLean, 1983).

Aboriginal infants have substantially
higher rates of infant illness and death
(17.9%) than those in the general
population (7.9%) (Luo et al., 2004). In
British Columbia, infant mortality rates
between 1981 and 2000 were more than
twice as high in the Aboriginal population
as in the non-Aboriginal population, and
post-neonatal mortality rates were 3.6

times higher (Statistics Canada, 2004b).
Post-neonatal mortality is commonly
attributed to socio-economic and living
conditions (e.g., preventable infections).
During the same period, however, infant
mortality rates for Aboriginal infants born
in rural areas declined by 64% and by 47%
for those living in urban areas, suggesting
a need for greater attention to Aboriginal
maternal and infant health in urban areas
(Luo et al., 2004).

Breast-feeding has been shown to provide
infants with optimal nutrition, protect
against gastrointestinal and respiratory
infection (Canadian Pediatric Society,
Dieticians of Canada, and Health Canada,
1998), and build maternal bonds between
mother and infant (Else-Quest, Hyde

& Clark, 2003). Despite these benefits,
Aboriginal children are less likely to

be breast-fed than other children in
Canada.” The prevalence of breast-feeding
among Aboriginal women has been
associated with some social determinants.
For example, an analysis of 2002/03 RHS
data has suggested that breast-feeding

was more common among First Nations
mothers with university education
(83.5%) than among those with less than
high school (57.8%), high school (60.0%)
and college (69.7%) education (FNC,

Figure 2.20: Percentage of First Nations mothers who breastfed their infants, by family income, 2002/03
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2007a). Breast-feeding was also found to
be associated with higher family income
(>$50,000); First Nations mothers living
in lower-income households (<$15,000)
reported being less likely to breast-feed
their infants (FNC, 2007a) (Figure 2.20).

Family

The physical and social environments in
which children live are vital to healthy
individual development. Family size and
structure, and the age and education levels
of parents, are factors in providing infants
and children with an optimal environment
for healthy development. Aboriginal
families in Canada are faced with more
challenges and stresses than are non-
Aboriginal families.

Aboriginal families are larger than
non-Aboriginal families. For example,
approximately 17% of young First Nations
children living off-reserve, 28% of Inuit
children and 11% of Métis children live

in families with four or more children,
compared with 8% of their non-Aboriginal
counterparts (Statistics Canada, 2006).
First Nations children living off-reserve
with registered Indian status also live in
larger families than do children with non-
registered Indian status (Statistics Canada,
2006). The 2002/03 RHS found that a
large proportion of children living in First
Nations communities lived in homes in
which five or more people resided (66.3%)
(ENC, 2007a). The survey also found that
approximately 83% of First Nations families
included two or more adults, and 38% had
three or more children and/or youth.

Among Aboriginal households, it is
quite common for adults other than
parents to be living in the houschold.
For example, the 2002/03 RHS found
that 37.9% of First Nations households
on-reserve included adults other than
parents, with approximately 16.5% of
households including grandparents and
15.5% including aunts, uncles or cousins

' For more details on the prevalence of breast-feeding among Aboriginal populations, please see Chapter 1.
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(FNC, 2007a). Nine percent of First
Nations children living off-reserve lived
with their grandparents, compared with
5% of non-Aboriginal children (Statistics
Canada, 2008b). Among the Inuit, the
number of people living in households

is presenting serious health challenges,'®
as Inuit are nearly five times more likely
to live in houscholds containing more
than one family than are non-Aboriginal
people (18% compared with 4%)
(Statistics Canada, 2008a). While larger
houschold size can be attributed in part to
the fact that Inuit have traditionally lived
in family groupings, a serious shortage

of housing in most Inuit communities
has also been identified as a contributing
factor (Pauktuutit Inuit Women of
Canada, 2006).

Aboriginal children are also less likely to
live in two-parent houscholds than are
non-Aboriginal children. Approximately
50% of First Nations children living
off-reserve, 59% of First Nations children
living on reserve, 67% of Métis children
and 70% of Inuit children live with two
parents, compared with 86% of non-
Aboriginal children (Statistics Canada,
2008a). Aboriginal children are more
than twice as likely to live in lone-parent
houscholds compared to non-Aboriginal
children (35% compared with 17%)
(Statistics Canada, 2008a). Of Aboriginal
children, First Nations children living
off-reserve are most likely to live in lone-
parent households (41%), followed by
First Nations children living on reserve
(33%), Métis children (31%) and Inuit
children (26%) (Statistics Canada, 2008a).
Living in lone-parent houscholds can
place additional financial, emotional and
mental strains on individuals.

There have been only slight variations in
the percentages of Aboriginal lone parent

families since 2001. For First Nations
children living on-reserve, there has been
only a one percent increase in lone parent
households since 2001 (Statistics Canada,
2001b; 2009). Unfortunately, no direct
comparisons can be made in terms of
lone parent family status for First Nations
families living off-reserve using publically
available sources of census data from 2001
and 2006."” Among Métis households,
the percentage of lone-parent families has
declined slightly (approx. 3%) since 2001,
while it has increased slightly (approx.
3%) among Inuit houscholds (Statistics
Canada, 2001b; 2008a). The percentage
of lone parent houscholds among non-
Aboriginal people has remained virtually
unchanged at 17% (Statistics Canada,
2001b; 2008a).

Family living situation (lone-parent versus
two-parent households) has been found
to be linked with level of education and
household income. The 2002/03 RHS, for
example, found that First Nations parents
with higher levels of education (bachelor’s
degree or greater) had significantly higher
incomes and were also more likely to be
living in a household with the second
parent rather than being single parents
(FNC, 2007a)." Figure 2.21 shows the
percentage of First Nations children in
Canada, by mother’s education level, living
in two-parent homes.

In addition to lone-parent family status,
the age of parents can be a factor that
hinders or contributes to a child’s healthy
development. Younger parents may have
lower education levels or incomes, which
can affect their ability to support their
children. Aboriginal children are being
raised by younger parents than non-
Aboriginal children are, with 27% of off-
reserve First Nations, 22% of Métis and
26% of Inuit children under age 6 living

!¢ For example, see the discussion on respiratory illnesses among Inuit in Chapter 1.

with mothers between the ages of 15 and
24, compared with 8% of non-Aboriginal
children (Statistics Canada, 2008b).

Gender

Gender is a powerful social determinant
of health (PHAC, 1999, 2003).
Epidemiological data show that males
tend to die earlier than females, while
females experience more mental health
issues (e.g., depression, anxiety) and a
wider range of cancers than men (PHAC,
1999). For Aboriginal women, the health
inequities that can result from gender are
exacerbated by issues stemming from such
factors as colonialism, social exclusion
and racism. These issues include lower
socio-economic status, lower educational
levels, fewer employment opportunities,
lower-quality housing and physical
environment, and weaker community
infrastructure (Society of Obstetricians
and Gynecologists of Canada, 2001).
Social determinants of health are cyclical
and repetitive in nature — one stemming
from another — which in turn perpetuates
the inequalities that a multitude of
Aboriginal women in Canada face on a
daily basis.

Health concerns

In Canada, diabetes is the seventh leading
cause of death. Type 2 diabetes prevalence
rates are currently five times higher for
Aboriginal women than non-Aboriginal
women, whereas Aboriginal men are three
times more likely than non-Aboriginal
men to suffer from this disease (Health
Canada, 1999a). According to Health
Canada (1999b), Aboriginal people in
Saskatchewan, Manitoba and Ontario
have the highest rates of diabetes, whereas
those in British Columbia have the lowest
rate. In 1996/97, Aboriginal women

in Saskatchewan were 24 times more
likely to be hospitalized as a result of this

17 Statistics Canada 2001b breaks down lone parent family status among First Nations families by whether they are on-reserve or living in Census Metropolitan areas

(thus omitting other off-reserve First Nations persons), while 2008b provides lone parent family status for First Nations families off-reserve only (including those

living in rural areas and in Census Metropolitan arcas).
'8 Caution should be used in interpreting these statistics, as they do not necessarily mean that parents with higher education levels stay in relationships longer or more often.
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disease than Aboriginal women in any
other province or territory (Saskatchewan
Women’s Secretariat, 1999).

Cancer mortality rates have also been
found to be higher in the female
Aboriginal population than in the non-
Aboriginal population. For example,
cervical cancer death rates for First
Nations women in British Columbia are
close to six times the national average
(Band, Gallagher, Threlfall, Hislop,
Deschamps & Smith, 1992). Over a 30-
year period, the average rate of death from
cervical cancer for Aboriginal women in
British Columbia was 33.9 per 100,000,
whereas for non-Aboriginal women the
rate was 8.1 (Centres of Excellence for
Women’s Health Research, 2001).

Canadian Aboriginal women are also
close to three times more likely to contract
AIDS than non-Aboriginal women
(23.1% compared with 8.2%) (Barlow,
2004). Aboriginal women, in particular
younger populations (15-29 years), have
accounted for approximately 50% of new
HIV cases over the past 20 years, while
non-Aboriginal females across Canada
make up only 16% of the population
diagnosed with HIV (Prentice, 2004).

Figure 2.21: Percentage of First Nations children
living in two-parent home, by mother’s education
level, 2002/03
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Violence

One of the most serious threats to the
well-being of Aboriginal women is the
alarmingly bhigh rate of violence they
experience in their homes, communities,
and Canadian society at large.

(Native Women's Association of
Canada, 2009, p.1)

It has been estimated that three-quarters
of Aboriginal women are the victims of
family violence at some point in their
lives (Health Canada, 1999c). Aboriginal
women are 3.5 times more likely to
experience violence than their non-
Aboriginal counterparts (Native Women’s
Association of Canada [NWAC], 2009).
The Native Women’s Association of
Canada (2009) reports that Aboriginal
women are more likely to suffer from
severe forms of spousal violence (e.g., to
be choked, threatened with gun or knife,
or sexually assaulted) compared with non-
Aboriginal women. Aboriginal women
are also much more likely to live in an
environment with substance abuse-related
spousal violence (RCAP, 1996a). Alcohol-
related hospital admissions are three times
more prevalent among Aboriginal women
than among non-Aboriginal women

Figure 2.22: Percentage of Aboriginal and non-
Aboriginal women in the general and correctional
facility population, 2003

M Aboriginal Il non-Aboriginal
100
90
s 80
& 70
§ 60
s 50
S 40
< 30
5 2
10
General Correctional
population population

Source: Canadian Human Rights Commission, 2003

(NWAC, 2002). The overall mortality rate
as a result of violence is three times higher
for Aboriginal women than for non-
Aboriginal women, with approximately
five times more Aboriginal women aged
25-44 dying from violence-related injuries
than other Canadian women (Health
Canada, 2000).

Criminalization

The over representation of Aboriginal
peaple within the Canadian criminal
Justice system is euro-centric and
indisputably the most egregious example
of the racist legacy of colonialism.

(Canadian Association of Elizabeth Fry
Societies, 2004)

In 2003, Aboriginal women accounted
for 29% of women in federal correctional
facilities (Canadian Human Rights
Commission, 2003) yet represented

only 3% of the female population in
Canada (Figure 2.22). During the period
1996/97-2001/02, the number of
Aboriginal women in the correctional
system increased by 36.7%, compared with
an increase of 5.5% for Aboriginal men
(Canadian Human Rights Commission,
2003). During the same period, of the
Aboriginal women within the federal
prison system, 66% were between the ages
of 20 and 34, compared with 56% for

other Canadian women.

Research has shown that women who
have been incarcerated are more often
unemployed, have significantly lower
education levels (Trevethan, 1999),

and more commonly experience drug
and alcohol addiction issues (Serin

& Cousineau, 2001). In addition,
incarcerated Aboriginal women are more
likely to report a history of physical abuse
than are their non-Aboriginal counterparts
(90% compared with 67%)(Canadian
Human Rights Commission, 2003).
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Health services: access and utilization
Access to health services is an important
determinant of health that can be limited
by challenges associated with socio-
economic status, geographic location, lack
of infrastructure and staff, jurisdictional
ambiguities, language and climate. Some
of these challenges apply to all groups of
Aboriginal peoples, while others may be
unique to specific groups.

Individuals with lower income and
education levels may not seek treatment
at the early stages of an illness or may not
be able to afford prescription medication
or additional services that are currently
extra-billed by physicians. The challenge
to access is a particular issue among
homeless populations. Homeless people
encounter additional barriers in accessing
health services, including an inability to
provide proof of insurance coverage, and
mental illness or substance abuse problems
(Hwang, 2001).

Aboriginal people living in rural and
remote locations face unique barriers

to health care access, including lack of
transportation infrastructure, speaking
only Indigenous languages, long wait
times, northern climate conditions and
low population density (Halseth & Ryser,
2006; Tait, 2008). For example, of 52
Inuit communities in the North, none
have year-round road access and only a
few have hospitals (Tait, 2008). Large
distances and low population density
mean higher service delivery costs per
capita, resulting in reduced access to
health services and health professionals
(Halseth & Ryser, 2007, 2006). Halseth
and Ryser (2006, 2007) also note that
urban service delivery models (e.g., rigid
delineation of job responsibilities between
physicians and nurses) are not well suited
to rural settings.

Aboriginal people are more likely to access
the services of a nurse than those of a
doctor, and are less likely to access more
specialized health care professionals, such
as dentists and family physicians. This is
particularly true in Canada’s northern
regions. A key reason for this is a lack

of access to permanent physicians and
medical specialists, and greater reliance
on the provision of health services
through health centres that are staffed
with nurses (Tait, 2008). Patients are
usually sent to urban areas in the south
for medical emergencies, hospitalization,
appointments with medical specialists,
diagnosis and treatment (Guévremont &
Kohen, 2001). Many Aboriginal people
must therefore leave their communities
and their support networks to access more
specialized medical care. For those who
speak only their Native language, a lack
of translation services can add additional
stress for patients.

Results from the 2006 Aboriginal Peoples
Survey highlight the reduced access to
health care experienced by Inuit. Inuit
were less likely to have seen or talked on
the phone with a medical doctor over

the past year than the general Canadian
population (56% compared with 79%)
(Tait, 2008). The first point of contact
with the medical system for 70% of Inuit
was a nurse. Ten percent of Inuit adults
indicated that they did not receive health
care at a time when they required it, and
5% indicated that over the past year, they
have had to be away from their home for a
month or more due to illness.

In order to have positive health outcomes,
individuals must not only have access to
health services but also have timely access
(Loppie Reading & Wien, 2009). Loppie
Reading and Wien state that the most
common type of barrier to health service

access faced by First Nations adults living
on-reserve are systemic barriers, including
long wait-lists, needed services not being
covered or approved by the federal Non-
Insured Health Benefit plan, and doctors
or nurses not being available in their area."”

Jurisdictional issues also hamper access

to health care services. The federal
government has primary responsibility
for the provision of health services for
Inuit living within traditional territories
and registered/status Indians® living
on-reserve. Only the Non-Insured Health
Benefits program applies to all status
Indians and Inuit regardless of where
they live (NCCAH, 2011). All other
Aboriginal people who do not qualify for
registration under the Indian Act receive
their health services from provincial and
territorial governments.

While this delineation appears precise,

the fragmented and complex nature of

the health care system for Aboriginal
peoples is generally acknowledged

(Lavoie & Gervais, 2011; Assembly of
First Nations, 2006; Canada, 2005; Inuit
Tapiriit Kanatami, 2004). Provincial and
territorial governments provide a number
of health services, and in some places there
has been a regionalization of provincial
health services through the development
of health boards or authorities. In
addition, federal and provincial/territorial
ministries and departments have entered
into agreements to provide some services,
including agreements related to the Health
Transfer Policy whereby the planning,
management and delivery of health
services has devolved to the communities
(National Health and Welfare, 1989). This
has resulted in unequal provision of health
services among provinces and territories
(NCCAH, 2011).

1 Data adapted by Loppic Reading and Wien from the First Nations Regional Longitudinal Health Survey (RHS) 2002/03: Results for Adults, Youth and Children
Living in First Nations Communities (Ottawa, ON: First Nations Centre, 2005), p. 130, Table 3.
0 “Registered, status or treaty Indian” refers to those who reported that they were registered under the Indian Act. Treaty Indians are persons who are registered under

the Indian Act and can prove descent from a band that signed a treaty. The term "treaty Indian" is more widely used in the Prairie provinces (Statistics Canada,

hetp://www12.statcan.ca/english/census01/products/analytic/companion/abor/definitions.cfm).

54



Jurisdictional issues like these, with the
various levels of government disputing
responsibility for payment of health
services, have led to inequitable access to
health services for Aboriginal peoples.
The death of a young Cree boy, Jordan
River Anderson, while waiting for federal
and provincial governments to resolve
jurisdictional issues, underscores the
inequity of health service provision for
Aboriginal peoples (Blackstock, 2009).
Blackstock, Prakash, Loxley and Wien
(2005) identified 393 First Nations
children (from 12 of the 105 First
Nations child welfare agencies) affected
by jurisdictional disputes. Extending
these findings to all First Nations child
welfare agencies resulted in an estimate of
thousands of First Nations children being
denied access to government services each
year (Blackstock, 2009).

Similarly, the jurisdictional limitations
that fail to recognize Métis identity and
rights (Lamouche, 2002) have resulted
in health disparities among the Métis
(Tait, 2009). The Métis lack access to
services that status First Nations and
Inuit receive through Health Canada’s
Non-Insured Health Benefits Program
and other federal programs. While Métis
have access to mainstream services, little
or no attention is paid to their specific
cultural or geographical needs (Tait,
2009). While the federal government has
recently included the Métis in Aboriginal
initiatives, funding has not been
comparable to First Nations and Inuit
funding (National Aboriginal Health
Organization, 2004).

Early detection and prevention

Lack of access to health care services can
prevent early diagnosis of illness and
disease. Individuals who are unable to

access health care regularly will be less likely
to seek help when they experience irregular

symptoms, and diseases that are treatable
when detected early are often not found
until treatment or total recovery is no
longer possible. With the rates of cancers,

diabetes and communicable diseases rising,
carly screening is of particular importance
for Aboriginal people in Canada. Cancer
— including cervical, breast, lung, prostate
and colorectal cancer — is the fastest-
growing health concern currently among
Aboriginal populations (Cancer Care
Ontario, 2004; Morrisseau, 2009). Higher
mortality rates among Aboriginal people
than among non-Aboriginal people have
been attributed to diagnosis at later stages
of the discase, limited access to screening
and treatment services, and lack of
awareness of early detection and prevention
(Morrisseau, 2009).

Health Canada (2009) examined

the utilization of diagnostic services,
specifically mammograms, the
papanicolaou (Pap) test, and the digital
rectal exam, among Aboriginal and
non-Aboriginal individuals from 1999 to
2003. They found that non-Aboriginal
women aged 50-59 had mammograms
more often than Aboriginal women in the
same age cohort (88.3% compared with
73.3%), and older Aboriginal men were
more likely to have a digital rectal exam
than younger men (16.9% compared with
13.8% for men younger than 60 years

of age). Conversely, young Aboriginal
women reported having Pap tests (89.4%)

more often than did females in the general

Canadian population (87.7%).

Despite the rates of utilization of such
diagnostic services, the latent timing of
the diagnosis remains largely problematic
for Aboriginal peoples’ health outcomes.
Health Canada (2009) reported that

in the case of diseases such as cervical
cancer, which is approximately three
times more prevalent among Aboriginal
females, access to screening services,
vaccination and education programs
could generously assist in prevention
and early detection. Diabetes and
communicable diseases (e.g., pneumonia
and influenza) are also disproportionately
prevalent in Aboriginal communities.
Lack of accessible services and education
pertaining to prevention is suggcstcd as
a plausible explanation as to why these
diseases, which are thought to be largely
preventable, are disproportionately
represented in Aboriginal communities

(Health Canada, 2009).

The physical environment

The physical environment, whether
man-made (e.g., housing quality) or
natural (e.g., air quality), also has a direct
impact on health outcomes. For Canadas
Aboriginal peoples, environmental
dispossession, or the “processes through
which Aboriginal peoples’ access to the
resources of their traditional environments
is reduced,” is also a unique physical
environment feature that has been shown
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to have a direct impact on health and well-
being (Richmond & Ross, 2009, p. 404).
The disruption of traditional food supplies
caused by dislocation from traditional
territories and the establishment of
“reserve lands” has resulted in dietary

and lifestyle changes that have led to
higher rates of diabetes and obesity, and
the prevalence of other major chronic
diseases such as arthritis/rheumatism,
hypertension and asthma (Smylie, 2008).
Further details about the prevalence of
such diseases can be found in Chapter 1.
This section focuses primarily on
Aboriginal peoples’ housing conditions.

Housing conditions

Housing quality and accessibility are
important determinants of health. Poor
housing conditions, such as the presence
of mould, lack of safe drinking water,
and overcrowding, have been associated
with increased risk of morbidity from
infectious disease, chronic illness, injuries,
poor nutrition and mental disorders
(Krieger & Higgins, 2002). Similarly,
housing, homelessness and use of
temporary shelters contribute to poor
health outcomes and an increased risk
of premature death (Centre for Housing
Policy and Enterprise Community
Partners, 2007; Hwang, 2001).

Disparities in housing reflect a range

of other determinants, including low
socio-economic status, unemployment,
poverty, social exclusion and low levels

of educational attainment. In Canada,
Aboriginal peoples are disproportionately
affected by poor housing and living
conditions (RCAP, 1996a).

A home encompasses not just a physical
structure, but the social and natural
environment in which it is situated. The
physical condition of a home includes its
state of repair; the presence and quality
of plumbing, electricity, safe drinking
water, insulation, fire prevention, heating,
flooring and furnishings; and the presence
of physical, biological or chemical
contaminants such as pests, allergens,
mould or radon (Krieger & Higgins,
2002). Social dimensions of housing range
from a sense of belonging and control
over one’s home (i.c., housing security,
social status, prestige) to the domestic
environment in the home (i.e., personal
sense of safety, overcrowding) (Bryant,
2003). The environment surrounding a
home is equally important. Proximity of
services, such as schools, recreation areas,
health care, support services, grocery
stores and shopping centres, and water and
sewage facilities, has a direct impact on

health, as does the proximity of industrial
waste and other ecological contaminants
(Krieger & Higgins, 2002).

Housing for Aboriginal people must

be considered within the context of
demographic pressures. The Aboriginal
population in Canada is young,
increasingly urban, and growing at a rate
nearly six times Faster than the non-
Aboriginal population (Statistics Canada,
2008a). In 2006, the Aboriginal population
surpassed the one million mark, reaching
1,172,790, which is 4% of the total
population of Canada (Statistics Canada,
2008a). Approximately 54% of Aboriginal
people resided in urban areas in 2006.
Almost half of the Aboriginal population
(48%) consists of children and youth under
the age of 24 (Statistics Canada, 2008a).
While there have been improvements
over the past decade in the availability and
quality of housing for Aboriginal people,
they have so far failed to keep pace with
these demographic pressures.

Although recent census data show that
overcrowding in Aboriginal homes has
declined in the last decade, housing and
living conditions across Canada remain a
critical health issue for Aboriginal people,
particularly with respect to the spread of

Figure 2.23: Number of Aboriginal people in household, by province and territory
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communicable diseases like tuberculosis
(Clark, Riben & Nowgesic, 2002). In
2006, 11% of Aboriginal people lived

in homes with more than one person

per room, a decline of 6% since 1996
(Statistics Canada, 2008a). Overcrowding
is particularly acute for First Nations
people on-reserve, where approximately
26% live in crowded homes, and for Inuit,
where 36% of the population report living
in crowded homes. Almost half (49%)

of Inuit in Nunavik reported living in
crowded dwellings (Statistics Canada,
2008a).

Overcrowded housing conditions
among Aboriginal people vary across the
provinces and territories (Figure 2.23).
Nunavut had the highest percentage

of its Aboriginal population living in
overcrowded conditions, followed by
Saskatchewan and Manitoba (Statistics
Canada, 2006). Overcrowded living
conditions were less of a concern for
Aboriginal people living in the Maritime
provinces. The overcrowded housing
conditions among Inuit have been
linked, in part, to the forced relocation
of Inuit to permanent settlements, and
have contributed to high rates of severe
respiratory tract infections (Kovesi et al.,
2007, as cited in Smylie, 2008).

In the 10-year period between the 1996
and 2006 censuses, there was also no
marked improvement in the number

of Aboriginal people living in homes

that require major repairs (Statistics
Canada, 2008a). Statistics Canada 2006
census data indicate that nearly one in
four Aboriginal people reported living

in such homes. Twenty-cight percent of
First Nations people reported living in a
home requiring major repairs. On-reserve,
housing disparities were greater, with
approximately 44% of First Nations people

residing in homes in need of major repairs.
For Inuit people, approximately 28%
reported living in homes requiring major
repairs; this number increased to 31% in
Inuit Nunaat?! (Statistics Canada, 2008a).

The problems with on-reserve housing
have been recognized widely (Office of
the Auditor General of Canada [OAGC],
2003). On-reserve housing tends to
deteriorate more rapidly because of poor
construction, lack of maintenance and
overcrowding (OAGC, 2003). There are
backlogs in social housing construction
and limited funding for basic on-reserve
services such as sanitation, education and
primary health care (Webster, 2007).
These housing deficiencies can lead to
increased social, physical and medical
stresses. Improvement of on-reserve
housing is impeded by several factors,
including ambiguous legal rules for on-
reserve housing, uncertain band council
regulation powers, socio-economic and
demographic factors (Aboriginal growth
rate, levels of income and unemployment,
societal problems on-reserve), and
increasing band debt (OAGC, 2003).

On-reserve housing conditions, coupled
with better opportunities for education
and employment, access to services,

and home ownership off-reserve, have
contributed to the increasing urbanization
of Aboriginal people. The latest Statistics
Canada census data reveal that of the
substantial off-reserve First Nation
population,* three out of four live in
urban areas (Statistics Canada, 2008a).
However, instead of finding a better life

in the cities, many Aboriginal people
encounter homelessness. While estimates
vary, a study by Hwang (2001) reveals that
Aboriginal people are overrepresented

by a factor of 10 in Canada’s overall
homeless population — that is, they

constitute a percentage of the homeless
population that is 10 times greater than
their percentage of that city’s population.
Homeless individuals are at risk of dying
prematurely and suffer from a wide range
of health problems stemming from the
physical and social conditions under
which they live (Hwang, 2001). For
example, homeless people are admitted
to hospital up to five times more than the
general population.

Culture and language

From an Aboriginal perspective, health is
not “merely the absence of illness or
disease, nov is it a set of statistics or
measurements. Health is understood to be
the physical, spiritual, mental, economic,
emotional, environmental, social and
cultural wellness of the individual, family,
and community” (British Columbia
Ministry of Health, 2002, p. 10). Illness
can be understood as a failure ro
maintain harmony or balance in all

aspects of life.

While there are cultural and linguistic
differences among Aboriginal peoples

in Canada, they “share a common social,
economic, and political predicament that
is the legacy of colonization” (Kirmayer,
Brass & Tait, 2000, p. 607). Colonization
has led to the disruption of languages and
cultures that are central to perceptions
and experiences of health and illness.

For Aboriginal Canadians, who bear a
disproportionate burden of illness, culture
and language are essential to improving
health outcomes.

Culture is a dynamic and adaptive system
of meaning that is learned, shared and
transmitted from one generation to

the next and is reflected in the values,
norms, practices, symbols, ways of life

! The term “Inuit Nunaat” means Inuit homeland and refers to all Inuit living within one of four regions extending from Labrador to the Yukon and Northwest

Territories: Nunatsiavut, Nunavut, Nunavik and Inuvialuit. They share a common culture and many traditions (Atlas of Canada, 2010). Recently, the Board of

Directors of the Inuit Tapiriit Kanatami voted to cha