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Review of research on aboriginal populations in Canada:
relevance to their health needs
T Kue Young

Abstract
Objective To determine if research has adequately
examined the health needs of the aboriginal
population of Canada.
Design Review.
Study selection Medline search of journal articles
published during 1992-2001. The search terms used
were “Canada” and various synonyms and categories
for Canadian aboriginal people. Each paper was
categorised according to the aboriginal group, age-sex
group, comparison group, geographic location, and
type of research topic (health determinant, health
status, or health care).
Results Of 352 citations found, 254 were selected
after elimination of those without abstracts, not
containing data on Canada, or not focusing on
health issues. The proportion of papers does not
reflect the demographic composition of aboriginal
people in Canada, with severe under-representation
of Métis, urban aboriginal people, and First Nations
people not living on reserves and over-representation
of the Inuit. Children and women received less
attention proportional to their share of the
population. A few prolific research groups have
generated a disproportionate amount of publications
from a few communities and regions. 174 papers
dealt with health determinants (for example, genetics,
diet, and contaminants), 173 with health status, and
75 with health care. Injuries, which account for a
third of all deaths, were studied in only 8 papers.
None of the health care papers examined
rehabilitation.

Conclusion Researchers have not adequately
examined several important health needs of the
aboriginal population.

Introduction
Despite tremendous progress, the health of the aborigi-
nal population of Canada continues to lag behind that
of the national population.1 Health research may hold
the key to why such disparities exist and to solutions for
eliminating them. In 1990 the Commission on Health
Research for Development recognised the close links
between health research and equity in development and
promoted the concept of “essential national health
research.”2 Since then the “10/90 gap” (less than 10% of
global spending on health research is devoted to
diseases that account for 90% of the global disease bur-
den) has become recognised.3 The Global Forum for
Health Research advocates setting priorities on health
research on the basis of analyses of disease burden,
health determinants, current knowledge, cost effective-
ness, and available resources.

This paper aims to review health research
conducted among Canadian aboriginal people and to
determine if research has examined the health needs
of the population. While recent international studies
have used a common “currency” (such as disability
adjusted life years) to measure disease burden and
impact,4 which would facilitate considerably the prior-
ity setting process, such an approach cannot yet be
used for the Canadian aboriginal population.

According to the 2001 Canadian census, just under
one million (3.3%) Canadians identified themselves as

Sixty six of the 254
references appear
on bmj.com as
examples of the
articles reviewed
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aboriginal. The aboriginal population comprises 62%
First Nations people (or “Indians”), 30% Métis, 5%
Inuit, and 3% people with more than one identity.5

The health status of aboriginal people improved
considerably in the second half of the 20th century in
relation to, for example, life expectancy, infant mortality,
and incidence of tuberculosis.6–8 A health transition can
be observed,9 characterised by the decline but persist-
ence of infectious diseases, followed by the rise of
chronic diseases such as diabetes and injuries.10

Much early research on the health of aboriginal
people in Canada consisted of clinical observations
and laboratory investigations into physiological adap-
tation. In the past 20-30 years, however, population
based studies have been conducted on the distribution,
aetiology, and control of common diseases—such as
tuberculosis and diabetes—and on suicide; studies also
examined the cultural aspects of illness and healing.

Methods
I did a Medline search covering 1992-2001. For search
terms, I used the various names for aboriginal groups
(“Indian,” “Métis,” “Inuit,” “Eskimo,” “Native,” “Aborigi-
nal”) and “Canada.” For each abstract, I obtained infor-
mation on aboriginal identity, age-sex group, compari-
son group, geographic location of research, research
topic, and associations between exposure and out-
come. Each paper can be given more than one label
under each category.

Research topics are broadly divided into those
dealing with “health determinants,” “health status,” and
“health care.” The inter-relations between these three
categories are also recorded.

Results
The 352 citations generated by Medline were reduced
to 254. Citations without abstracts and those not focus-
ing on Canada, aboriginal people, or health were
eliminated.

Over 60% (158) of papers referred to First Nations
people, only two of which dealt with those not living on
Indian reserves (“off-reserve”). The Inuit were repre-
sented in 122 papers. Only two papers provided data
on the Métis, and five on urban aboriginal people (fig-
ure). The Cree and Ojibwa were the tribal groups most
studied, accounting for 37 of papers.

The age-sex group was specified in 148 papers.
Twenty eight papers dealt specifically with women, and
46 specifically with children.

One hundred and thirty eight papers did not
specify a comparison group. Eighty one used the non-
aboriginal population in the study area, “all Canadi-
ans,” or the total population in the province; four
specified the southern regions of the country. Eleven
papers specified “caucasian,” “white,” or “euro-
Canadian” as the comparison group.

Forty two studies were national in scope. All three
northern territories, but only six (out of 10) provinces
and three cities were represented in regional or
community studies. Fifty one studies were based on
single communities; one of these communities, the site
of a long term diabetes study, accounted for 25
studies.11

One hundred and seventy four papers dealt with
health determinants, 173 with health status, and 75
with health care.

Human biology (including genetics) accounted for
72 of the 174 papers dealing with health determinants,
followed by lifestyle (49), social environment (49), and
physical environment (33). Genetics was studied in 39
of the 72 human biology papers. The most important
lifestyle factor studied was diet, mentioned in half of
the papers on lifestyle and personal behaviours; other
behaviours such as smoking, sexual practices, and alco-
hol and drug misuse together accounted for 22 of the
papers on health determinants.

Most (29) of the 33 studies on the physical environ-
ment related to chemical contaminants, with only 10
dealing with housing, climate, and geographic isolation.

Studies dealing with the social environment
encompassed socioeconomic and psychosocial factors
and broader issues such as marginalisation, social
disorganisation, colonialism, and cultural change.

Under the category of health status, 173 studies
covered specific diseases, general measures of health
status, or physiological function. Chronic diseases
accounted for the largest number (77, of which 30 dealt
with diabetes and related disorders and 19 with
cancer), followed by infectious diseases (41, of which 14
dealt with tuberculosis and 8 with HIV). Injury (mostly
suicide) was studied only in eight papers and mental
health (mostly substance misuse) in seven papers.

Of 75 papers dealing with some aspect of health
care, 48 dealt with curative services and 26 with
prevention and public health. None dealt with
rehabilitation.
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The table shows the inter-relations between health
determinants, health status, and health care. The 254
papers can be classified according to nine non-
mutually exclusive categories (box).

Discussion
I reviewed only research that was reported in journal
articles indexed in Medline. I assessed the content but
not the quality of research. I also did not take into
account research which falls outside the Western scien-
tific tradition—often conducted by indigenous people
and based on indigenous knowledge.

The research fails to reflect the demographic com-
position of Canadian aboriginal people, with severe
under-representation of Métis, urban residents, and
First Nations people not living on reserves. The Inuit
are overstudied relative to their share of the aboriginal
population. Research has not focused enough on the
unique health needs of women and children.

The choice of a comparison group is driven by the
hypothesis being tested—for example, whether it is
“ethnicity,” “race,” “poverty,” or “isolation” that is being
used to explain the disparities. The comparison group
used most often is Canadians nationally, which is
appropriate as improving the health of aboriginal
people to the level of all Canadians is a declared goal
of governments. Often overlooked are the consider-
able geographic, cultural, socioeconomic, and indeed
health differences in the aboriginal population. A case
can be made to compare communities in similar

circumstances in terms of variables such as access to
health services and infrastructure. On the other hand,
statistically “controlling” for socioeconomic status and
geographic isolation, while feasible, may not be
advisable, as such factors are central to the aboriginal
experience in many regions, and removing them takes
away the most powerful explanatory variable.

Comparative studies often assume implicitly that
the non-aboriginal is the “ideal” or “normal” group.
From a policy perspective, it is useful to consider the
population with the “better” rate as indicating what is
feasible and achievable. The discrepancy can then be
used to direct research into seeking explanations and
designing appropriate interventions. Traditionally,
First Nation data are broken down by externally
defined regions. Increasingly First Nations people
prefer to see data aggregated according to tribal affilia-
tions (such as Cree Nation and Mohawk Nation), which
transcend provincial boundaries.

A few prolific research groups have generated a
disproportionate amount of publications from several
communities and regions. At the moment, aboriginal
health research is limited to only a few centres in the
country.

Without estimates of attributable risks specific to
the aboriginal population, it is difficult to assess if
research on determinants corresponds to their public
health significance. It seems that genetics and environ-
mental contaminants have received far more attention
than other, especially social, determinants. The
prevalence of smoking, for example, is very high (62%)
among aboriginal people, yet only 3% of publications
deal with the issue of smoking

Although the increasing importance of chronic
diseases such as diabetes is reflected in the research lit-
erature, researchers have not paid sufficient attention
to injuries. Although injuries account for a third of all
deaths, they are the subject of research in only 3% of
publications. It is not surprising that curative services
received the most attention, as it reflects their relative
importance in healthcare financing. Rehabilitation has
been grossly neglected by health researchers.

Aboriginal health research in Canada has taken a
quantum leap in the past two years, with the establish-
ment of the Institute of Aboriginal People’s Health (an
institute of the Canadian Institutes of Health
Research). Not only has funding been increased
substantially, but several strategic initiatives and special
programmes were launched to build capacity and
develop the infrastructure nationally.12 It is too early to
assess if the increased funding for research is adequate
or appropriate to the needs.

Although gaps are identified in this study, the solu-
tion is not necessarily to make the bars in the upper
and lower parts of the figure equal in length. In devel-
oping research priorities, it is not just health needs that

Classification of studies on aboriginal health in Canada: health determinants, health
status, and health care and their inter-relations

Exposure variable

Outcome variable

Health determinants Health status Health care

Health determinants 60 (A) 92 (B) 20 (C)

Health status 1 (D) 36 (E) 20 (F)

Health care 1 (G) 24 (H) 10 (I)

Categories are not mutually exclusive.
See box for key to letters A to I.

Non-mutually exclusive categories to which
papers were assigned

(A) Health determinants only (the distribution of a
health determinant (for example, the prevalence of
smoking) or the inter-relations among different types
of determinants (for example, diet and environmental
contaminants))

(B) Effect of a health determinant on health status (for
example, the risk factors for suicide)

(C) Effect of a health determinant on health care—that
is, how a health determinant affects the use of health
services (for example, socioeconomic status and
hospitalisation rate)

(D) Effect of health status on a health determinant (for
example, the impact of diabetes on employment)

(E) Health status only (the clinical features of a disease,
pattern of health, or course of an epidemic—for
example, growth monitoring of children)

(F) Effect of health status on health care—that is, how
disease burden determines the need for and costs of
services (for example, the prevalence of caries and
planning dental services)

(G) Effect of health care on a health determinant—that
is, the effects of a service or intervention on the
prevalence of a risk factor (for example, health
promotion on drug misuse)

(H) Effect of health care on health status—that is, the
impact of health interventions on reducing disease
burden or improving health status (for example,
dietary supplementation and rickets)

(I) Health care only (organisation and delivery of health
care or a specific intervention programme without
evaluation—for example, aeromedical evacuation
(transfer of patients by air for medical care))
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should be considered, but also the amenability of the
health issue to research. There will continue to be a
need to strike a balance between targeted research
based on an explicit planning process and curiosity
driven, investigator initiated research.
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Corrections and clarifications

Correction to a correction: Salt poisoning
The correction (BMJ 2003;326:497) to the article
by Malcolm G Coulthard and George B Haycock
(BMJ 2003;326:157-60) stated that a family court
hearing determined that the children had not been
salt poisoned. We have been informed by the local
authority concerned that this is incorrect. The
evidence within the proceedings was not tested and
the court did not make any findings of fact or
determination.

Chief medical officer’s report on the nation’s health:
Poorly performing doctors are to be dealt with more
fairly
In the histogram in this News article by Zosia
Kmietowicz we inadvertently got the legend the
wrong way round (12 July, p 69). The dark orange
shading in fact represents hospital and community
doctors, and the pale shading represents general
practitioners. The graph therefore shows that
among older doctors (aged ≥ 50) more general
practitioners than hospital and community doctors
were referred to the National Clinical Assessment
Authority during April 2001 to December 2002;
among younger doctors (aged < 50), more hospital
and community doctors were referred.

A healthy view of dying
In the first paragraph in the article by Julia
Neuberger (26 July, pp 207-8) the URL for the
King’s Fund’s website was wrong. The correct URL
is www.kingsfund.org.uk

Shocking language

Most doctors, regardless of specialty or grade, can probably still
recall a list of the causes of shock. This list probably does not
include experiencing a psychologically traumatic event. However,
when a newspaper reports that a person has “received treatment
for shock,” the average person (in Britain at least) knows what this
means, and it has little to do with dangerously low blood pressure.

Such (mis)use of jargon by the general public is common to all
branches of medicine (a headache is painful, an acute headache is
even worse, and a chronic headache is practically unbearable), but
it seems to be particularly common with psychiatric terminology.
This may be because some psychiatric concepts are difficult to
grasp, but perhaps it is because we psychiatrists have such a poor
understanding (and consensus of opinion) about such concepts
ourselves. Furthermore, we periodically change the definitions or
invent new ones. Nevertheless, it is striking how often such
alternative uses of our specialist language can convey perfectly
intelligible clinical information.

Everyone knows what “an alcoholic” is (a person who drinks
more than you) or “ a neurotic” (a person who worries more than
you), but neither diagnosis actually exists according to the current
edition of the international classification of diseases (ICD-10), the
psychiatrist’s bible). Agoraphobia seems to be the (presumably

very rare) fear of open spaces such as fields, whereas people who
become intensely anxious when away from the safety of their
home are “bad with their nerves.”

Similarly, if someone tells you that a relative has had a “nervous
breakdown,” you generally understand what they mean, but you
will not find this diagnosis in many psychiatric textbooks. If you
inquire further, you may be told that the relative in question had
suffered a bout of depression. If this was the diagnosis given by a
doctor, then it was probably “clinical depression,” but you will not
find this in a textbook either. You probably would find “manic
depression” in your textbook, but you will no longer find it in the
ICD-10, as it has been renamed “bipolar affective disorder.”

We doctors like to give grandiose titles to clinical syndromes, if
possible in dead tongues such as Latin or ancient Greek (or in
German, as is often the case in psychiatry). Despite this, our
patients continue to get by perfectly well with their own, parallel,
but often more readily understood, versions. Perhaps we should
allow ourselves to admit this and try to talk to them in the same
language.

Ashley Rule specialist registrar in adult psychiatry, Royal London
Hospital (ashleymrule@hotmail.com)

What is already known on this topic

Considerable research has been conducted on
Aboriginal health issues in Canada

Whether this research assesses the health needs of
the population has never been examined

What this study adds

Discrepancies exist between research and major
health indicators

Research priorities need to be set on the basis of
health status and health determinants of the
aboriginal population
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