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ABSTRACT

This study compares the utilization of health services by treaty

Indians on eight reserves with that by non-Indians in the surrounding

region. Comparisons are also made of the utilization of the services

by groups within the Indian population with different levels of social

organization. It is the first study of this type made in Canada for

an Indian popu1ation.

The health utilization data were collected by the househ01d survey

method, using instruments of study that had been developed for the World

Health Organization International Collaborative Study on Medical Care

Utilization. The data on utilization with respect to social organization

within the Indian population were according to a sociological status

index developed by the author of this study. A unique feature of the

survey was the use of Indian women as interviewers. The study region

was one where Indians theoretically had equal access to the offered

health services as the non-Indians. Both the Indian and non-Indian

populations lived in a rural setting surrounding one main economic and

cultural centre.

Even 'though most, if not all, of the basic costs of the services

are paid under the Medical Care insurance plans, significant differences

in their utilization by the two populations were discovered. With the

exception of hospitals, all services were used to a lesser degree by the
(

Indians. Status within the Indian population affected both their

attitudes toward and their use of health services. Persons in higher

status levels showed a greater tendency to use the services and a lower
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tendency to play the sick role. The results indicate that the

higher the status of the head of the household and the more organized

the leadership within an Indian community the more the individuals

manifest the attitudes. and. actions toward health services of the non

Indian population in the surrounding areas.

Implica�ions 6f the findings with respect to improving

communication between the providers of health care services and the

Indians are discussed briefly.
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PREFACE

The indices on which utilization of Medical Services has been

measured in the past have been mainly those related to health service

facilities such as hospitals and clinics and their ratios or

percentages of patients per unit of population, and to the method of

payment. These indices have not been too useful especially when

dealing with different population groups as health statistics are

measures of people who utilize the services but fail to show the

undiagnosed diseases or the full extent of social pathology. A defined

population also utilizes services in addition to those reflected in

existing records. Utilization of health services by an individual

appears to be a function of illness combined with a number of attitudes,

his perception of the value of health care, his acquired behaviour

towards health services personnel, the degree to which he perceives

illness as pathological and the degree to which socialization has

prepared him to seek or accept the health services offered. Within

the last decade, there has been increased interest in comparative

studies of the utilization of health services where the data for

comparisons have been collected from the consumers an� not the producers.

The World Health Organization, as well as individual countries, has

taken an active interest in research on medical car�:utilization. The

planning of studies has brought together in scientific collaboration
,

representatives of a �ariety of disciplines, each making a specific

contribution in ascertaining whether valid, reliable and comparable

(iii) .



data on the use of health services during a given period of'tillle CIlIl

be collected simultaneously in different settings by standardized

epidemiological procedures. The results of these studies has proved

the feasibility of these procedures. In addition, certain important

factors affecting utilization have been identified.

For this comparative study, data were collected from two specific
,

populations, Indian and non-Indian living in close proximity to each

other. Instruments of research that had been developed for an

international study were used to collect the basic data for the

comparison between the Indian and the non-Indian populations.

Additional instruments were developed for collecting background data

within the Indian population and for the development of a sociological

index to be used in measuring the association between the social

organization of status and utilization of health care.

During the period of data collection, changes in the provision of

medical care for the Indians were under scrutiny by the federal

government. In fact, the whole spectrum of services for Indian health,

education and welfare, had been a subject of heated discussion. This

period could be likened to a transition to a new era for the Indians.

This thesis treats only some aspects of the concern by medical

and sociological specialists interested in comparative studies. It is

relevant on both the applied and theoretical levels. Although many

comparative studies have been done this is the first involving the
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Indian population of Canada. At the level of social policy an under

standing of the various factors involved in the utilization of health

facilities by members of Indian bands may provide a practical basis in

planning for health programs especially in the field of health education

or health promotion.

The present study has a number of unique aspects which may be useful

in giving further insight into the existing theories about health

behaviour among the Indian population. On the theoretical level, one

aspect involved the development and utilization of a status or sociological

index for the Indian population which was then uti�ized in examining

specific hypotheses. Community organization within the reserves was

assessed and the data examined for evidence of the influence of this

variable. The influence of two other independent variables, age and sex,

were studied in the comparison of utilization of health services by the

Indians and non-Indians.

The study area has two 'special features. It is an area in a province

where Medicare exists and where the Indians have equal access to all

services available to the non-Indians. In addition, the area has both

Indians and non-Indians living in a rural setting surrounding one main

economic and cultural centre.

Another unique aspect of the study is the utilization of Indian

women selected from the study area for the collection of the data on

the Indian population.

(v)
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1.

CHAPTER I

INTRODUCTION

Health practices of populations have been studied by many

researchers using the data generated by the producers of health care;

relatively few studies have been done using data generated by the

consumers.1,2,3 No comprehensive study of the utilization of health

care and factors contributing to their use or non-use has been done

in Canada based on data collected from the Indians as consumers. A

few have been done on utilization of services for specific diseases

or special groups based on data collected by the producers of health

care.4,5,6
An acceptable yardstick or frame of reference when comparing two

or more populations is the utilization pattern of a health care

system.7 It is generally believed that the pattern of utilization is

ultimately determined by a combination of economic, political, social

and cultural factors as well as the method of payment and the attitudes

of the purveyors of the care.8 The utilization of a health care syst,em

is conceptualized in Figure I which sets out the main determinants

and their relationship to the use or non-use of the system.

The main objective of this study was to examine the differing

patterns of utilization within the registered* Indian population on

eight reserves around North Battleford and to relate these to social

variables of status, geographic location and organization within the Indian

*A registered Indian is defined as one who lives on a reserve, is a

member of the Band and is subject to the rights as well as the
restrictions contained in the Indian Act.
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3.

population, and to compare the patterns of utilization with those of

non-Indians living within the boundaries of the desi�nated study area.

In order to carry out the main objective of the study the following

activities were undertaken and can be considered as a sub-set of

objectives. These were: 1) to test the feasibility of using Indian

interviewers who ordinarily are not asked to apply questionnaires of

this nature to their own people and, 2) to describe health care systems

and the health picture in the study area as determined by existing data.

A secondary objective of this study was to test four hypotheses

relating to the patterns of the utilization of health care.

1. The first hypothesis is that the Indians utilize the

services at a lower rate than the non-Indians but that

their need is greater as measured by the patterns of

morbidity.

2. The second hypothesis is that the social position a

person holds within the society influences the utilization

of medical care. More specifically it may be stated that

the higher the status the more the patterns of medical care'

resemble those of the population in the surrounding area.

3. The third hypothesis is that the reserves geographically

clustered tend to manifest similar patterns of utilization

of health services and attitudes towards health care.

4. The fourth hypothesis is that the higher the level of

organization for community action, the more the pattern of

utilization resembles those of the population in the surround

ing area.
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The basic and overriding assumption made for this study is that

the major economic barrier of the need for payment has been removed

by the universal coverage under medicare.

In Saskatchewan the population is covered by a comprehensive

Medical Care Plan, but as the federal government traditionally holds

the responsibility for the health care of the registered Indian

population, there are two levels of health care systems in operation.

These cannot be considered to be two airtight compartments for when

a change is affected in one of the systems it inevitably affects the

other. In 1957, Indians in Saskatchewan were eligible for admission

to any hospital under the Provincial Hospital Services Plan. Another

factor affecting the services to Indians was the passing of the

National Medical Care Act in 1968 which resulted in Indians becoming

eligible for Medical Care Insurance in Saskatchewan in January 1969.

This was during the data collection period of this study. The Indians

now have freedom of choice of physicians as well as hospitals with

the federal government paying the premiums where necessary.

The first hypothesis is based on the results of comparable types

of studies9,10,11,12 which indicate that lower socio-economic groups

utilize services at a lower rate than the higher groups and that most

features of the non-white in relation to utilization of services over-

lap those of the lowest socio-economic group. Although economic

barriers have been removed for both the Indian and non-Indian groups

social barriers may still exist. The status consciousness of the



5.

Indian that he belongs to a different class in society is still strong.

The "imagell of the Indian is similar to that of the rural poor as

pictured in the literature of social science as well as in popular

publications and government statements. The Indian is portrayed as

remote and inaccessible, not only geographically but socially and

psychologically. This image is undoubtedly communicated to, and felt

by the Indians. The literature indicates that there is power in an

image and it inclines the victim to self-perpetuating �ctions. In a

study in Saskatchewan done on the power of an image to affect

commitment to social action13, a semantic differential questionnaire

was administered to key people involved in a rural rehabilitation

program. The questionnaire dealt with the concepts of five

different groups in society, namely, low income farmers, middle

income farmers, low and middle income city workers and registered

Indians. In comparison with the other four groups, the image of the

Indian was extremely negative. The general profile emphasized the

traits of outcasts such as unimportant, dirty, lazy, yielding (as

against persistent), ignorant, spending (as against thrifty),

powerless and traditional.

Hypothesis two is based on the following assumptions:-

- that not all the individuals in an Indian community react the

same to their social environment and that individual differences lead

to status differential within the population;

- that a status index could be developed for this study that

would measure the relative position of persons on the Indian reserves;
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- that the status which the head of a household enjoys influences

the status of all persons in the househ01d;

- that there is a greater interaction between the higher status

persons on the reserves and the non-Indian society that has led to

information transference, and as a result has influenced attitudes

towards health care.

In general, research studies indicate that the relevant variable

with regard to man's reaction to social environment is not the actual

environment or the experiences themselves but the perception of these.

It seems logical to believe that if individuals are influenced by

heredity, temperament, cultural background and individual life

experiences, perception will differ between individuals, families and

groups within the population. This will influence behaviour and

therefore have an effect on utilization of health care.14
Social ranking has also been indicated as having an influence on

morbidity with the lower the ranking the higher �he risk of i11-

health.15,16 Studies of this type have mentio�ed the confused

identity and the feeling of isolation which l�ad to less value placed

on self with the resulting influence on heaJth, high rate of accidents,

suicide and other self-inflicted suffering.

Other studies have indicated that where there is social interaction

between two societies, this interaction forms the basis for information

transference between the two and of the acceptance or rejection of any

outside innovation.17,18 The contact situation as well as the structure

of the health care system is of great importance in the evaluation by
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the people of the usefulness and the acceptability of the services.

The underlying assumption in hypothesis three is that a more

extensive network of communication exists between reserves adjacent

to each other than between those geographically more remote. Some

studies have indicated that proximity of location leads to similar

patterns of action.19

Hypothesis four is based on the assumption that in a well organized

Indian community there is a greater degree of communication between

the people on the reserve and the surrounding area.

There is evidence in the literature that where a community has

been able to work together to rebuild an organization that replaces the

traditional leadership by utilizing some of the cultural values of the

larger society, communications between the two groups are facilitated

and perceptions, attitudes and actions are shared to a greater extent

than in areas where this organization has not taken place.20
In utilizing similar questionnaires for gathering data from both

the Indian and the non-Indian populations, the assumption was made that

there would be among the two populations sufficient number of respondents

to whom the questions wouid have the same meaning in order that the data

could be used for comparative purposes. Althoug� the Indians in the

study area are of Cree and Saulteaux background the majority understand

English. On the other hand, although in the non-Indian population all

are virtually English speaking,not all are of the same ethnic background.

"I �I""
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The selection of the study area was influenced by the fact that

in 1968, the University of Saskatchewan was involved in the World

Health Organization International Collaborative Study on Medical Care

Utilization. Within the seventeen incorporated municipalities around

North Battleford,from which the rural sample of the study was to be

drawn, were eight Indian reserves not included in the study. It was

proposed that the population on the eight Indian reserves be selected

as a basis for this study with data collection timing being the same

as that of the International Study. The University expressed interest

in the proposal and supported an application for a National Health and

Welfare Research Grant. The Saskatchewan Director of the International

Study also made provision for the use of data from the rural stratum

for comparative purposes.

Following is the pattern of the presentation of the study. Chapter

II contains a survey of the literature or references considered to be

the most pertinent for a study of this nature. Background information

on the health care systems is presented in Chapter III as well as the

health care picture as depicted by the statistics available from the

producers of health care. Chapter IV outlines the methodology used in

the study and reviews in some detail two of the important aspects, the

selection and training of native interviewers and the development of the

sociological status index utilized in the study. In relation to the

utilization of native interviewers, Chapter V contains some pertinent

observations.
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Chapter VI presents the findings of the field survey according

to the conceptual model. Utilization, morbidity, predisposing and

enabling factors are compared between the Indian and the non-Indian

population as well as within the Indian population according to status,

geographical location and community organization. Chapter VII lists

the implications of the study and the overall conclusions.

The appendices contain information on the economic and geo

political background of the study area as well as a detailed

description of each of the eight Indian reserves. Controversial cases

between the Indians and the federal government over the responsibility

of medical care are included and some current attitudes of the Indians

as expressed in letters to the editor of 'The Native Voice'. Copies

of the supplementary questionnaires are attached and reference made to

the questionnaires used from the International study on the utilization

of medical care. Additional information is included on public health

indices used in the study. Included also is the nomograph used to

calculate the significance of· differences between two percentages.



CHAPTER II

REVIEW OF LITERATURE

10.

A review of the literature revealed no definitive study of

medical care utilization among the Indian population in either North

or South America. A few studies have been done on utilization of

services for specific diseases, e.g., rheumatism and mental disease,

or by specific groups such as maternal and child health. A number

of studies have been done on the need for health care and on some of

the specific problems involved in providing services to meet these needs.

This review is organized around four areas of main concern to this

study: demographic and cultural factors influencing perception of

symptoms and conditions for which use or non-use occur, the barriers

between the dispensers of care and the patient, the influence of

social organization and the value of health education in removing

barriers to positive action. Each area is considered a dimension

of the underlying element. The review of literature touches on both

general and specific matters but makes no attempt to be exhaustive.

Although the studies cited differ in philosophy and methodology they

constitute useful insights into the complex problems of medical care

utilization.

A. Demographic and Cultural Factors

Socio-economic status is one of the demographic variables

receiving the greatest attention in relation to utilization of
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health services. suchman\ in contributing to an overview of the

influence of socia-economic status, states that large differences

in the incidence of diseases are to be found between different

socio-ecohomic groups. Of unexpected significance is the effect of

this socio-economic status on the individual·s definition of illness,

his decision to seek medical care, his acceptance of treatment,

the treatment he receives and his subsequent adjustment to rehabilitation.

Koos2 in 1954 in his study of the health in Regionville (a typical town

in upstate New York) reports the divergent attitudes towards illness,

health and medical care. He divided the population into three major

groups or classes based on occupation of the head of the family. The

labourer group, both village and rural, showed a marked difference in

the answers to questions related to perception of illness. The

greatest sensitivity was shown in class one, the business and professional

group. In the incidence of disabling illness and use of medical care,

there was a lower rate amongst the upper class than in the other two,

yet the percentage seeking medical care was highest in the middle class.

In the use of substitutes for a regular phystcian the lower class bought

medical care from a druggist to a greater extent than the other two.

An extensive study done in Chicago and Cook County by Bedger,

Gelpin and Jacobs�relating socio-economic characteristics to maternal

and child health, utilized a number of socio-economic factors and

health indices' derived from all 'the geographical units in the area.
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The ana lys ts verified that where low socio-economic status prevailed,

poor health rates including high ,occurrence of infant mortality,

prematurity and illegitimacy also prevailed.4,5,6 The study also

indicated that although non-whites were found in all income groups,

a higher percentage congregated in low economic areas and that a

greater percentage of the problems appeared when the income was less,

than $4,500.00 per year (in 1964). As in other studies, these data

indicate that after a certain necessary minimum income is available

for white and non-white, additional income has little effect on health

factors. This supports the hypothes ts that disparity and health rates

among non-whites reflect ecoriomic differences rather than racial.

All societies possess certain theories about health and disease

which influence their attitudes, and, thus, determine the form of

overt behaviour displayed by individuals within a particular society.

This is documented by many studiesJ,8,9,10,1l,12,13,14 When working

among the Navajos, Mico15 and others16 realized that without an

understandi ng of the framework 'of knowl edge of atti tudes, covert

and overt behaviour patterns, an essential element was lacking in

diagnosis as well as the necessary foundation for planning an active

program in health education. Their studies utilized hospital admissions,

clinic and 'out-patient records , as well as attitudinal surveys and

research in community 'organization with emphasis on the extended

family. Mico reported that although approximately forty pregnant
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women attended the hospital per month, 92 per cent of mothers

failed to return in six weeks to the p6stnatal clinic, although

each had been told to do so by the attending doctor 'or nurse. He

also found that 15 per cent of all hospital admissi6ns were children

under one year of age, frequently for preventable diseases, and that

the majority of deaths amonq Indian infants were under six months,

whereas for non-Indians, the majority were under two months. A m6re

intensive educational pr6gram utilizing Navajo hospital personnel

was planned for all mothers both English and Navajo prior to the time

they were discharged with their babies.

Research in the-commmf ty revealed that Indians often see the

hospital as a place of contact with ghosts of those who had died there

before. The Navajo traditional custom of seeking a medicine man fot

medical care, as in other native groups, delayed the use of non-native

services. Medical care was also blocked when the faith of the native

was in any way undermined. Mico reported that when the doctor at the

sanat�rium suggested that the patient have a "singll (a religious

ceremony) before and after sanatarium treatment there were fewer

absentees without medical leave. One solution of bridgini the gap

between ,the dispensers of medical care and the natives was the training

of the local opinion leaders as health workers. This has also been

done among Indians and Eskimos in Canada.17 Similar studies on cultural

theories have been done in other countries.18,19,20,21,22,23
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Maclean24,25, discussed the health opinion survey in Ibadan in

assessing the local population acceptance of hospitals and the extent

of continued dependence ·on a traditional form of treatment. She

discovered that while local methods of healing existed in varying

degrees in all sections of the population, old people seemed to be

more inc1ined to their use, whereas the wealthier educated Nigerians

and especially educated Nigerian women appeared to be effecting a

break in tradition. Graham-Cumming26 reported that young Canadian

Indian mothers and therefore those who had been more exposed to formal

education, utilized prenatal services more than older women who were

inclined to cling to traditional attitudes.

The Davidson's, in a study in a small Nova Scotian fishing

village27, over a two year period collected data on the perception of

illness and injury and the action taken in the case of each. The

village was small, forty-eight primary and three joint families, almost

all living close to their neighbours and relat.ed by b1�od or marriage.

Their homes were frame dwellings, rooms few and furnishings sparse.

The women had little respect for a poor housekeeper and all considered

cleanliness a mark of propriety. The researchers found that little

attention was given to dental hygiene, and to environmental hygiene.

An unscreened flimsy privy was often found near the shallow well where

drinki ng water was obtai ned. Symptoms of ill ness wer'e seen as phys i cal

only. Children's diseases were taken lightly and most illnesses

.

--;;"'.
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accepted fatalistically as they expected to have a good deal of illness

in a lifetime. Many diseases were seen to be beyond their control.

There was a liberal use of patent medicines for all illnesses and

medical care was delayed as long as possible. In other words, per

ceptions, attitudes and actions were all taken within their value

orientation.

Other motivational research on social and psychological factors

includes studies done on reasons for seeking polio vaccinations28,29,
where motivation was linked to the influence of friends, neighbours

and family doctors; or seeking care for cancer where fear, age, sex

race and ethnic origin were the factors.30,3l,32.
On studies related to dental health33,34,35, the researchers

found that levels of tooth salvage were related to ethnic and social

class sub-groups and were similar for all individuals within similar

family groupings. A marked relationship existed between the dental

behaviour of mothers and income. Maternal decision-making in health

affairs in family groups is the most important and this was found to

be equally strong in all social classes.

An important study that concentrated on the individual differences

was one done by Hinckle and Wolfe.36 Among the five groups that they

studied, about one-fifth of the individuals accounted for one-half of

the illnesses and for most of the time lost through disability. The

researchers decided that an underlying factor was the attitude of

the individual, rather than environmental and was due to the
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subject's perception of life situation�. Among the influencing factors

noted were heredity, temperament, cultural background and individual

life experiences. These lead back to the family complex of individual

and socio-economic influences.

Important studies have been conducted on the most notable

population change taking place today. The number of old people increased

eighteenfold- in the United States between 1850-1950 as compared to six

fold increase in the total population.37 In the United Kingdom the

number of old people ages 67-74 years is expected to be 25-33 per cent

higher in 1981 than it was in 1961 and the number aged 85 years and

38
older up to 50 per cent higher. The young people tend to be more

mobile and thus become separated from older members of the family.

The recent conference on the aged held in Ottawa brought together public

health workers, social scientists and others to study the problem. One

of the main concerns was the need to consider special programs for the

aged.39 One study examined the role of old-age centres similar to

well-baby centres as part of the public health programs of government

departments. This would provide health to the aged instead of waiting

for them to come to the services.40,41
Somers and Somers42 made additional deductions from research on

changing patterns in the utilization of medical care. The use of

hospital based care, both out-patient clinics and emergency departments,

was replacing visits to doctors' offices, with the main reason being

the inability of patients to reach their own doctors on weekends,
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nights dlld ho l Ideys , Also, hospitals were providing more nmhu l a tnry

care. In commenting on the influence of demographic features of age

and sex in the use of medical care, Somers and Somers concluded

that the average American woman had considerably more days of

disability and used more physician's services at a higher rate

than men. The city man uses more medical care than the rural, the

industrial more than the farmer. Persons over 65 have twice as many

restrictive disabilities as the population in general and over twice

as many beds and hospital days.

More recent surveys have collected information on sociological

grouping since it appears more productive to look behind the observed

differences in the occurrence of illness according to sex, age, race

and religion and seek similar sociological interpretation and their

implications within the population.

B. Barriers Between The Dispensers of Care and The Patient

One of the key elements in influencing the use or non-use of

medical care is the therapist who provides the care and the setting

in which the care is given. Adair and Deusche43 reported on some of

the problems of the physicians on Navajo reservations which included

language and cultural differences. They concluded that the ability

to work with Indians depended on the physician being able to adapt

and adjust his knowledge and skills learned in one situation to meet a

remarkedly different set of circumstances. These principles are

44 45·
further reinforced by Saunders. Goffman argues that all social
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relationships are governed in part by the social setting in which they

occur.

The communication problems of doctors and patients as well as

organizational difficulties within the hospital have been extensively

studied by Duff and Hollin�shead.46 The main message of their study

is that patient care is far from what it could be, and confirms the

earlier work done by Hollingshead and Redlich.47
Cordtz48 states that more than anybody the doctors can and should

be held responsible for the unequal distribution of health services.

They decide who gets what treatment for what illness. Alonz049 showed

that statistics suggested inequities in health care. He stated that

health care of the disadvantaged (the poor, the coloured) is frequently

inadequate, sometimes quite poor, provided with little dignity and

compassion and rarely related to the total needs of the individual

family.

Many studies have been done on the perception of the patients

or individuals seeking care in relation to dispensers of health

care.50,5l,52,53,54. Rosenblat and Suchman50 related social class

with the selection of a physician and concluded that the higher status

patients were more cpncerned with a rational approach to selecting a

physician than were the non-whites or the less sophisticated.

Caha155 in studying how the patients viewed the doctors found

that most people have a favourable image about their own doctors but

the attitude towards physicians in general was less favourable.
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Other studies indicated that all professional personnel straddle

two worlds, one of their profession and the other of the agencies or

institutions they represent. This affects both their perception of

their work and clientele and vice versa. Heatherington56 in a study

of 116 physicians found that three distinct physician-types could be

defined. One was the "cosmopolitan" with strong orientation towards

scientific goals and a limited attachment to institutions and communities.

Two types of local physicians were the medical politician who was a high

participator in organized medicine and civic organizations and the

generalist strongly oriented to "his" practice,. "hts" colleagues and
.

I

"his" community.

Several studies emphasized the dentist-patient relationship.57,58,59.
Findings indicate that unfavourable views of the dentist were held

generally by the public; this view was influenced by the physical office

setting. The studies also indicate that motivation of parents was

essential to the procurement of dental care by the children. In the

study done among dental students it was found that stereotyping of

patients was prevalent.

C. Influence of Social Organization on Use or Non-Use of Medical Care

Much of the literature reviewed in the first two sections has

implied the effect of social organization in the decision of an

individual, or a family to seek health care. Other studies reveal

further information on the subject.60,61,62,63,64,65. A few

pertinent studies will be referred to here.
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Suchman,60 in a study in New York among different ethnic groups

involving approximately 1,800 persons, revealed that differences in

knowledge about disease, attitudes towards medical care and behaviour

during illness were more related to the forms of social organization

than to ethnicity. He found that the more ethnocentric and socially

cohesive the group or a community, friendship or family level, the

more likely are its members to display low knowledge about disease,

scepticism towards professional medical care and dependency during

illness. He concluded that the under utilization of medical facilities

by the minority groups and their lack of cooperation in community health

programs may be simply one more expression of their general estrangement

from the mainstream of middle class society. In this respect, medical

disorganization among these groups is another form of social disorgan

ization. To remove the barriers of health care for the poor and

deprived would require full participation in all other aspects of

society. In this study, as in most of his studies, Suchman examined

medical behaviour within the broad framework of a socio-cu1tura1

setting rather than in trying to identify single specific factors

associated with certain observed behaviour as is done in many studies.

Social illness is a loss of a group's ability to re-establish

its own dynamic balance but physical illness can be a result of the

stress caused by the task of maintaining the group cohesion. Sociolog

ists have pointed out that the primary group, the family is changing.

The extended family was able to meet the needs of all of its members,
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but the nuclear family is not well adapted to do so.66,67,68

Family membership is not an unmixed blessing. The levels of wellness

in families exhibit a systematic characteristic such that family

health is more than a summing up of the condition of each member.69

Therefore, the designated "patient" is not a1ways the sick member.

Hinkle and P1ummer70 studied 1,800 workers in the New York.

Telephone System. Their findings were that 30 per cent had 70 per cent

of the illnesses and suffered from several illnesses simultaneously.

It was of interest that the research showed that in this high risk

group, the i 11 ness pattern was mos t ly estab 1 i shed by age ei ghteeh.
A major variable within the 30 per cent of subjects was the marital

status. They were predominantly single women living at home, having

to look after ill or aging parents. The authors believed that this

group suffered from a chronic low grade dissatisfaction with their

status in life. Other researchers have documented psychological

reactions to stress. On the individual level rapid change in 1ife's

circumstances or the way in which the various segments of ones

experience are integrated, is related to health changes, although

these changes may be more subt1e.71 Studies indicate that communities

are systems of relationship and that each part is important and unique.

The influence of one part on another needs to be assessed and understood

before programs are planned and executed.72,73 In other words, the

Iho1istic" approach74 is required in the solution of problems in

.0,."
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Godber75 made the statement that preventive medicine must convey

its message more effectively to the general public and that more health

planning for adequate health care.

D. The Value of Health Education in Removing Barriers to Positive

Action in Medical Care.

liTo help individuals to become competent in and to carryon
those activities they must undertake for themselves, as indiv
iduals or in small groups, in order to realize fully the state
of health defined in the Constitution of the World Health
Organization and to promote the development and 1properl
use of health services.1I

education is most needed now to persuade people to do,or refrain from

doing ,things for themselves for their long-term benefit. Doctors

should define the objective but they are not necessarily the best people

for the persuasive work.

Literature abounds with attempts to define and evaluate health

education. All writers agree that health education involves planning

for change?6,77,78,79,80. A World Health Organization Expert Committee8l
defined the purpose of health education of the public in the following

way:

They also state that the degree to which these goals can be achieved

is determined by a series of interrelated facts. It is necessary

that all health workers and others involved in health education

recognize that the attainment of changes in health behaviour is

conditioned by social, psychological and economic realities and by

the quality, amount and availability of health services •

. ,;
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Mathews77 has stated that no longer can society be thought of as

fixed. Change is perhaps the only constant one can depend upon. Still

much education follows a tradition of imparting knowledge - a practice

based on an unchanging environment and the idea that what is presented

is what is learned. There is a need to rely on the process of learning

not on static knowledge.

Candau82 in discussing medical education in developing countries

states that curative medicine must be provided alongside of preventive

measures and that medical education must break away from the "old

country" model of subjects taught and the method of teaching.

Innovation is what is needed. This is also the theme of other studies83,84,85,
which state that in light of the relationship between behaviour and

health, and the individual's responsibility for his own care, the notion

of "provider" and "consumer" while useful until now, has serious conceptual

and operational limitations. The essence of the processes is involvement

of the clients as an active partner. The techniques needed now are

social and behavioural in nature.

Changes are occurring in the field of medical education,86,87,88*
in both substance and form. The question has been raised by Lifson as

to how best the physician can carry· out the health education aspect of

his practice.89 Personal health education for the patient through his

physician, or through auxiliary personnel, or both, will require greater

attention the years ahead. Much health education will be needed in the

communities as public health and medicine cannot bring about a

*The Castonguay. Report, Commission of Enquiry on Health and
Social Welfare, Province of Quebec, 1967, suggested a

regional approach to planning -- a centre for each with
university affiliation where doctors nurses and other

____�medical workers would be trained.
'
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renaissance on a personal basis. Considerable experimentation is

indicated to find the best way to assist physicians with the health

education aspect of their work.

The Expert Committee on Training of health personnel in health

education of the public, listed the health workers for whom training

in health education is necessary. They listed all members of the

health team from private medical practitioners to ail professional

health personnel in all branches of work, as well as other health

workers according to local conditions.90 The committee also li�ted

the scope of health education opportunity. They decided health

education may be carried on among healthy persons during school days,

military service, in the factory, office, in the farm and among the

general pUblic. School health has become the focus of interest for

many studies,91,92,93,94,95, and was the subject of a National

Conference in Ottawa in October 1972. All writers emphasize a need

for a planned and effective school health education program in the

rapidly changing world with new health problems and new possibilities

of health promotion.

The hospital role in health education has been well documented.

96,97,98,99,100. All stress the consumer input and the need for

bridging the gap between education and service and the need for team

work in both. Another target for health education is the community,
101,102,103,104,105,106. These studies stress the need for planning

and participation of the community groups and some of the difficulties

24.
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involved. Many of the main diffi�ulties are found within the structure

of the health services.

Basic to health education is communication. All methods are

used from face-to-face to the most sophisticated media. Public

health educators are faced every day with questions as to which of

several education methods might be used in a given situation.

Robertsl07 reports on an experimental study of the relationship

between planned educational communication on an individual basis

and action for infant care and postpartum care among Indian women.

This study was carried out in a Public Health Service hospital which

serves most of the western Navajo reserve, and was not an isolated

effort but part of a total program. The results of the study showed

that planned person�orien�ed con�act witn staff. combtned with the

communications of simple action�oriented information in understandable

and meaningful language, is positively and significantly associated with

an increase in the 'action recommended in the communication.

Communication has two main aims, information and persuasion.
.

.

Kapriol08 in an overview of. 3l.rnember states in the World Health

Organization stated that there was no end to what could be done in

community health care, and suggests that health education could play

a major role in innovations in communication. He concludes that the

world needs more people trained in the modern approach to communications

to provide a cadre of specialists through which administrators could

work in making effective contributions to the improvement of individual,
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family, and community health. Martikainen109 studied the role of the

health education specialist in the preparation of other health workers

on an international basis. She studied the role from the point of view

of health education specialists at national and provincial or state

levels, administrators to whom they were responsible and professors of

health education in accredited schools of public health in the United

States. Seven groups of specified health education activities were

examined. Differences in degree of consensus on the expectations for

performance were found in the responses to questions pertaining to

activities within those grouped as. well as between them. A higher
,

consensus was found within the expectations held for a considerable

number of the performance items. Both among the health education

specialists and their administrators there was a higher degree of

intensity in the expectations for the future than for the present

performance of specified activities. Grossman raised some pertinent

questions on the search for purpose in the field of health education. 110

He suggested that health educato�s question the purpose of promoting

optimum health among the public. In 1971 an interdisciplinary study

group prepared a report on the innovative process applied to health

d 'to 111
e uca lone

Jones has stated112 that emotions, prejudice, individual motives

and attitudes defy the precise measurement that the physicists used and

now the epldemiologists require for research in behaviour. The human

factors are the basic elements of health education. Because no exact

tool has yet been developed for measurement, the critics often scoff at

the descriptive investigations that do take place, yet
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research can be a useful tool in the development of effective health

education programs.113
In evaluating health education there can be confusion between two

types of research, scientific and applied. This according to Hochbauml14
has led to much research that neither advances the frontiers of,know1edge
nor he1ps to improve health education. He stresses the qual'itative

aspect of data. To him the meaning and interpretation of the data

collected in health education research are more critical than the

statistical sophistication with which they are collected and presented.

Hochbaum believes what is needed to move beyond the present plateau in

inducing the public to act intelligently about health is a long-range

concerted effort to develop sounder attitudes towards health in all

populations. Putting more money into what we are already doing is

not the answer. Human behaviour is complex and there are no simple

explanations or easy ways of providing change.IIS
This literature 'review would not be complete without some

reference to methodology of research, as one of the sub�objectives of

this study was to test the feasibility of the use of indigenous women

to collect the data. Some studies deal with the effects of race as a

source of bias in resea�ch interviews.116,117 Three important

factors were suggested as influencing the interview results; anonymity,

status differences and the state of inter-group relationships. It would

be difficult to apply specific findings of �hese studies in differing

situations. A special feature of the International Collaborative Study

•
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of Medical Care Utilization was an attempt to test the reliability

of health services data collected by similar methods in twelve areas

in seven countries. The two reliability studies done on the inter

national datal18 indicate possible weaknesses of the household survey

as a tool to gather population data. Valuable background information

for the interpretation of data should be provided from the findings of

the international study as well as from the results of the study that

is the subject of this dissertation •

........
-
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CHAPTER III

HEALTH CARE SYSTEMS AND HEALTH STATISTICS

The two health care systems, the provincial and the federal

(Indian Health Services),provide care for all the populations in the

seventeen incorporated municipalities around North Battleford. As

mentioned earlier, theoretically Indians and non-Indians have equal

access to all medical services, hospitals, doctors, both non

specialists and specialists, with the exception of the Indian Hospital

which caters exclusively to those members of the Indian population who

elect to use it or who are through circumstances forced to use it.

The public health services for the two populations are separate with

the provincial staff providing services for the non-Indiaris and the

federal staff for the Indians on the reserves.

A. Health Care Systems

The Health Care Systems, as with the economic and geopolitical

systems*, have developed si de by side and 1 i ke the others are. i nter

woven. In 1969, the federal government presented a "White Paper II

which contained proposals for the extension of all provincial

services to reserves across Canada. The White Paper was violently

opposed by the Indian people. The provision of medical care was

never a Treaty obligation of the government. The only Treaty which

makes any mention of medical care is Treaty number six, requiring

that a medicine chest be kept in the office of the local official

*For background on economic and political systems see Appendix A-5.

I
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administering the Indian Affairs1• This Treaty was made with the

Indians in Saskatchewan in 1876 at a time when the area was completely

unsettled and void of both physicians and hospitals, indicating that

it was not a custom to provide medical care through a public agency

at that time. Whereas no legal obligation appears to exist, the

government has adopted the moral obligation and has been "taking

care of the Indians in a general wayll2.
1. Indian Health Services

In 1944, the Department of National Health and Welfare was

established and the Minister was empowered with duties, powers

and functions including "all matters relating to the promotion

or preservation of health, social security and social welfare of

the people of Canada of which the Parliament of Canada has juris

diction". In 1945, the administration of health services for

Indians was transferred to the Department of National Health and

Welfare, to a special branch called Indian Health Services. Prior

to this, health care had been administered along with education and

welfare by the department of the Federal Government administering

the affairs of Indians. This separation of the responsibility for

health from education and welfare has posed many problems for both

the Indians and the government agencies concerned. In 1955 when the

responsibility for health services of the Yukon and the Northwest

Territories was added to Indian Health, the service became known as

30.
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Indian and Northern Health Services, and was under the same director.

In 1962, responsibilities were further expanded to include additional

services which are the responsibilities of the Federal Government and

the name was changed to Medical Services. The Indian Health Services

portion of the programme still has the same purpose, which was:

- To arrange for diagnostic treatment and health promotion

services to indigent Indians.

- To stimulate the sense of community responsibility for health

in Indian communities.

There is now an on-going dispute between the Indian community and

the Federal Government about provision of Health Services to Indians.

(For examples of court cases, see Appendix E-1). The Indians feel that

the treaties should have stipulated a full range of health care.

For administration purposes, Medical Services, at the time of the

study, was headed by a Director General in Ottawa. For purposes of

execution of the programme the country is divided into regions. The

necessary diagnostic treatment and public health services are arranged

by the regional directors for the Department of National Health and

Welfare in co-operation with the Indian chiefs and Band Councils,

various professional associations, university schools of medicine and

locally available health resources.

The Regions were in the past subdivided into zones, where generally

there was a base hospital and the Zone Director functioned as the

hospital superintendent. The current policy is to gradually close the

.--�-..... �
-----------------------------------------------------------
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Indian Hospitals, or to convert them to general hospitals serving

both Indian and non-Indian populations.

Saskatchewan is a region with its Regional Office in Regina.

When this study was undertaken in 1968, North Battleford was a

designated "area" (in reality a zone). The North Battleford Indian

Hospital, situated approximately two miles east of the city, was the

centre of administration for the North Battleford area which covers

a total of 24,000 square miles in the northwest portion of the

province. The director of the 'area was also superintendent of the

hospital.

Besides the fifty-bed Indian Hospital there are eight other

medical centres where the Indian and non-Indian population in the

study may seek care. These are situated in small towns near the

reserves, each with a hospital (and at least one physician) serving

as a medical centre. Other medical centres are in North Battleford

with a range of medical specialties, and the city of Saskatoon with

its medical college and University Hospital. (See Fig. II). The

total count of non-specialists and specialists available to the

study population is 320� Records show that in 1968, Indians in the

Study area sought care from fourteen non-specialists, four optha1-

mo1ogists and two dentists. No record was kept of specialists

serving Indians when patients were in Saskatoon hospitals. With the

passing of the Medicare Act in 1968 the Indians were given freedom of

*None could converse in Cree, although several knew a few
words of the language.
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choice of physician. Prior to this a three doctor-clinic in North

Battleford received a monthly stipend to give services to the

Indians. These same doctors received additional fees for services

given at the out-patient clinic at the Indian Hospital.

Providing public health services for the eight reserves in the

study is the North Battleford health/centre staff (under the admin

istration of the area superintendent at the Indian Hospital) consisting

of three public health nurses, although at times not all positions were

filled, one public health inspector and the part-time services of a

nutritionist and health educator. Two of the reserves had community

health workers who are native people selected from the community and

trained to work in the field of public health.

During the data collection, supplementary questions were asked.
of all adults in the Indian sample on their knowledge of the health

services offered them and their opinion as to who should be providing

them with care. (See Appendix F-10). Fifteen per cent (57 persons)

said they were aware that some changes had been made over the past

two years. When asked what they thought about the changes, seven

per cent (29) said the services had improved, seven per cent (29)

said they had changed for the worse. As to why these changes were

made, only two per cent felt it was for improved care, the others

'didn't know'. Six per cent (23) liked it for various reasons and the

same number expressed a definite dislike. When asked what· other

services Indian people should be getting, four per cent {14} wanted

·,O;;---·"i·
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more community health workers and five per cent (18) wanted free druqs,

false teeth and �lasses. Six per cent (23) wanted better communications

between Indian Health services and the people. In reply to the

question .as to who should provide the health services to Indians,

eighteen per cent (70) said the Federal Government, four per cent (14)

the Provincial Government, two per cent (9) some other agency, and the

others 'didn't know'• Two main reasons given by over fifty per cent

of those answering - in favour of the Federal Government were - it

was the Federal Government's responsibility and they were 'doing all

right now'; the other was a fear of being under provincial care. A

lack of knowledge of the present situation, fear of answerin�, or a

lack of interest in who provides the services may be responsible for

the small number of answers.

2. Provincial Health Services·

The provincial regional Health Services programmes are carried

out under the authority of the Public Health Act and the Health

Services Act. The branch consists of a headquarters unit in Regina,

eleven health regions and the Northern Health District. The branch

director is responsible to the provintial Deputy Minister of·Health.

6ach Region has a medical health officer supported by a trained staff

in the various disciplines required. All but dental staff are

responsible to the Director and Medical Health Officer who must

co-ordinate the services at the local level, integrate them with
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other agencies, plan new programmes and stimulate public health

programmes. Each region is divided into districts and each municip

ality appoints a local resident on the health council, a lay body

which acts as the voice and ear of the local residents. Thii lay

body is primarily advisory and works mainly on preventive measures

but it has the authority beyond the scope of the provincial health

programme and may tax local municipalities in their region for the

purpose of establishing treatment programmes.

The non-Indian sample was drawn from within the area covered by

the Provincial Regional Health Unit #13 with its headquarters in

North Battleford (Fig.III). The area has a staff of seventeen"

public health nurses. It is divided into five health districts

with each district having a Public Health Inspector. The Director

is assisted by a Nursing Supervisor, a Health.Educator and a clerical·

staff of three full time and five part-time employees.

B. Health Statistics

Records show that for the past few years the leading cause of

death among Indians has been accidents, not disease. (Table 1).

Graham-Cumming3 stated that the basic causes underlying these statistics

must be sought in deep-rooted social malaise which for cure will

require much more than adequate funds, good housing or the best of

medical care, the traditional methods of attempting to deal with

problems of this nature.
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Figure III
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Table 1 . I

FIVE LEADING CAUSES OF DEATH

Non-Indian Study Areal

Causes. Rate/1000

1. Artereosclerosis and
degenerate disease of heart

2. Malignant neoplasm

3. Vascular lesions of central N/S

2.2

1.4

0.9

0.4

0.2

4. Pneumonia

5. Motor vehicle accidents

Indians in Saskatchewan2

1. Accidents 2.2

1.3

1.0

0.8

0.7

2. Pneumoni a
.

3. Heart Disease

4. Diseases peculiar to infants

5. Gastroenteritis and Colitis

Source - 1. International Study Statistics 1966

2. Annual Reports Medical Services Saskatchewan Region
National Health & Welfare 1967

,
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Although in Saskatchewan heart diseases were the leading causes

of death in terms of life years lost, accidents were the leading

cause of death in all age groups from one to forty-four years, and

were one of the leading causes of death in all other age groups3.
When the total statistics of Indian mortality relative to non

Indian are studied (Table 2) it will be noted that the registered

Indians contribute more than their share of deaths to the Canadian

population. From 1965-68, this occurred every year with regular

consistency. An examination with respect to age shows deaths of the

Indians during the first decade of life exceeding their contribution

to population by 3.32 times, i.e. Indians under ten years of age

contributed three times as many deaths to Canadian mortality as their

proportionate share. In the third and fourth decades, their contribu

tion is about 3.5 times to male deaths and 4.7 to females. This

excessive mortality in young adult life has sociological and health

implications that require special attention by the dispensers of

health care.

On examination of the use of hospitals in Saskatchewan (Table 3)

it would appear that the Indians have a much higher rate of hospital

ization than the non-Indians, although their average length of stay

over a six year period is very much the same. The age structure of

those using the hospital according to vital statistics is different, with

fifty per cent of the Indian in-patients being in the under four age

groups. Table 4 represents the use the Indians made of the Indian



TABLE 2

INDIAN CONTRIBUTION TO MORTALITY STATISTICS IN CANADA 1967

ji

MALESTATISTICS

.: Mid-Year Population Male Deaths Indian Per Cent Times Contribution

AgeGroup
Indian Total Indian Total Contribution to to Death Exceeds

..... .Popu1ation. Deaths Contribution to Population
0-9years 39,304 2,274,200 362 6,300 1.73 5.75 3.32
10-19years 26,186 2,067,600 57 1,839 1.27 3.10 2.44
20-29years 17,175 1,427,800 100 2,466 1.20 . 4.06 3.38
30-39years 11 ,977 1,288,000 80 2,395 0.93 3.34 3.59
40-49years 8,452 1,192,900 82 5,542 0.71 1.48 2.08
50-59years 6,443 931,800 82 11 ,361 0.69 0.72 1.04
60-69years 4,401 599,000 113 17 ,548 0.73 0.64 0.88
70+ 3,342 466,500 274 40,849 0.72 0.67 0.93
AllAges 117,280 10,247,800 1150 88,300 1.14 1.30 1.14
Saskatchewan 16,365 489,700 158 4,678 3.34 3.38 1.01

FEMALE STATISTICS

0-9years 38,655 2,169,200 270 4,774 1.78 5.69 3.20
10-19years 25,892 1,990,900 31 815 1.30 3.80 2.92
20-29years 16,289 1,432,400 46 848 1.14 5.42 4.75
30-39years 10,759 1,251,300 53 1,354 0.86 3.91 4.55
40-49years 7,661 1,204,900 45 3,116 0.64 1.44 2.25
50-59years 5,542 920,100 57 5,764 0.60 0.99 1.65
60-69years 3,689 626,000 67 9,474 0.59 0.71 1.20
70+ 2,990 562,400 196 35,868 0.53 0.55 1.04
AllAges 114,477 10,157,200 765 61,983. 1.10 1.23 1.12
.

Saskatchewan 15,813 468,300 128 2,763 3.38 4.63 1.37 -r:::.

"Natlonai data taken from "Vita1 Statistics, 1967". Published by Dominion Bureau of Statistics.
0
.

Compiled by: Dr. Geo. Graham-Cumming, Medical Services, National Health & Welfare

�
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TABLE 3

� _'.

�

HOSPITALIZATION RATES AND AVERAGE LENGTH OF STAY, INDIAN AND

NON-INDIAN, SASKATCHEWAN, 1962-1968

Separations per Patient days per Average days
Year 1,000 POEulation 1,000 POEulation Sta�

Indian Non-Indian Indian Non-Indian Indian Non-Indian

1962 431 202 4,278 1,847 9.9 9.6
1963 439 209 4,296 2,007 9.8 9.6
1964 451 215 4,201 2,062 9.3 9.6
1965 468 211 4,271 2,026 9.1 9.6
1966 460 206 4,211 1,968 9.2 9.5
1967 448 209 4,057 1,992 9.8 9.5
1968 480 208 4,207 1,957 8.8 9.4

During 1968 registered Indians received 133,753 days of hospital care

(excluding newborn care). This represents 4,207 days per 1,000 Indian

beneficiaries. The 0-4 age group according to vital statistics represents

over 50% of the total care provided to the Indian population.

Rates are higher also among females, related to pregnancies (due to higher

fertility rate among Indians).

Source: Saskatchewan Hospital Services Plan Annual Reports

'.;:;';:::;-



Hospital in North Battleford and the other eight non-Indian hospitals

offering care to the population on the eight reserves during a three

month period. Admittedly, the data were collected over the same

three months, one year apart, but presuming that the non-Indian

hospitals were utilized at the same rates in 1968, thirty-three per

cent of all hospital admissions were to the Indian Hospital. For

two of the Indian reserves (five and six) the Indian Hospital is the

closest (See Table 1). For reserves three and eight, it is not the

nearest. The people on these reserves are among those mentioned

earlier as being forced (as they see it) by circumstances to use the

Indian Hospital. The main reason as gleaned during the data

collection being lithe Indians are not liked by staffll (at the other

hospitals) or that they are admitted only in case of emergency and

then transferred as quickly as possible to the Indian Hospital. This

seemed to be especially emphasized by the people from number three

reserve.

Two questions during the field survey, provided data on the

attitudes of respondents towards.hospitals� Table 5 presents data

on those who would or would not choose the Indian Hospital. Twenty

four per cent of all respondents would choose the Indian Hospital as

compared to ten per cent who would not. Reserves showing the

highest percentage of the people who would choose the Indian Hospital

are those that show the highest per capita admission (Table 4). The

only hospital receiving over fifty per cent positive responses was

11.;::-,
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TAB�E 4

II USE OF INDIAN AND NON-INDIAN HOSPITALS IN THE STUDY AREABY INDIANS OVER A THREE MONTH PERIOD, BY RESERVESI'i
Projected to a

1-

12 Month Period
I

Population Indian Hospita 1 Non-Indian Per Capita Use Non-Indian Hospi ta 1Indian Band Out Admissions Hospital Indian Hospital Hospital AdmissionsPatient Admissions Out Admissions Admissions Per CapitaVisits Patient
Indian Non-Indian

Reserve
Vi sits

1.Poundmaker 454 58 10 28 .128 .022 .061 .088 .2442.LittlePine 578 62 12 71 .107 .021 .122 .083 .4883.SweetGrass 497 138 33 17 .278 .066 .034 .266 .1364.Thunderchild 663 44 13 152 .066 .020 .229 .078 .9165.Moosomin 435 118 43 18 .271 .099 .041 .395 .1646.Saulteaux 327 65 26 17 .199 .080 .052 .318 .2087.RedPheasant 516 52 12 26 .101 .023 .050 .093 .2018.Mosquito 384 71 26 26 .185 .068 .068 .272 .272
-

-
-

-
--

--
--

--3.854 608* 175* 355* .158 .045 .092 .182 .368

.p.
w

DataSource:
HospitalRecords - Indian Hospital, October - December 1968

- Non-Indian Hospitals, October - December 1969 (data not available in 1968)*Thesefigures may include more than one visit by the same person.
(Percapita use corresponds closely to 1966 records of North Battleford Indian Health Services.)
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TABLE 5

ATTITUDE TOWARDS THE INDIAN HOSPITAL OF INDIANS

15 YEARS AND OVER IN STUDY AREA BY RESERVES

EXPRESSED AS PERCENTAGE

Reserves 1 2 3 4 5 6 7 8 Total

Number of res-

pondents on

each Reserve 52 69 38 65 45 25 58 32 384

Percentage on each reserve

Would
Choose 17 13 36 5 56 60 12 34 24

Would not
Choose 17 13 8 6 4 0 17 3 10

Answers in reply to the following questions:

If you had to be admitted to a hospital, is there any particular hospital

you would choose to go to? Which hospital is that?

Is there any particular hospital you would not want to go to?

(a) Can you tell me the name of the hospital?

(b) Would you like to tell me more about that?

Source:

Question 2 & 4 - Supplementary Questions (Adult) See Appendix F-6.

-

,--------------------------------------------------
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the Turtleford Union by respondents from reserve number four. This

is their nearest hospital. All other responses were scattered.

During the period of the study, Medical Services was negotiating

with the Union Hospital in North Battleford to include in their new

building plans sufficient facilities to make it feasible and possible

to close the Indian Hospital*

In reviewing the indices of public health in the two populations,

it might be well to take a brief look at the tuberculosis situation

in Saskatchewan. More patient days are provided for Indians than

non-Indians and the rate of new cases is significantly higher (see

Table 6). Further statistics show that 21 deaths occurred in Sask-
.

atchewan from tuberculosis in 19674• It was reported that of the

64 new cases among Indians 36, or 56 per cent, were under 9 years

of age compared with 23, or 18 per cent, of the 128 cases among non

Indians. The average length of stay for Indians in sanitoria is

approximately twelve months as compared with eight months for the

non-Indians. The longer length of stay. for Indians is related to

the hesitancy of returning patients to a home environment conducive

to a� aggravation of the symptoms and where the patient may neglect

to take the necessary medication.

Community Tuberculosis surveys are carried out in Saskatchewan

by the Tuberculosis League. By 1969, the League surveys replaced

the Indian Health Services Survey usually carried out during the yearly
*The federal government (1972) has approved a 1.2 million dollar con

tribution to the re-bui1ding of the North Battleford Union Hospital.
When construction is completed the Indian Hospital will cease to
function as a hospital. There are to be five Indians on the thi'rty-five
member board, two of whom are to be on the executive.
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TABLE 6

PATIENT DAYS IN SANATORIA AND NEW TUBERCULOSIS PATIENTS

INDIAN AND NON-INDIAN, SASKATCHEWAN 1963-67

Patient Days New Cases

Indian Non-Indian Indian Non-Indian
Year Number Rate* Number Rate* Number Rate+ Number Rate+
1963 21,435 797.7 63,330 69.4 73 271. 7 154 16.9

1964 25,402 919.1 63,581 70.1 55 199.0 162 17.9

1965 30,989 1076.6 51,124 55.9 72 250.1 126 13.8

1966 35,821 1197.3 40,321 43.8 77 257.4 152' 16.5

1967 32,832 1055.0 40,449 43.6 64 205.7 128 13.8

*Rate per 1,000 population
�Rate per 100,000 population

Public Health Report

Saskatchewan - 1968
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treaty-payment days on the reserves in the North Battleford area.

It is traditionally believed that the native population of

the Americas have a genetic susceptibility to certain infectious

diseases such as measles and tuberculosis. Evidence to the con

trary, however, was presented in 1969 to a meeting held under the

auspices of the Pan American Health Organization, the World Health

Organization's Regional Committee for the Americas, where physicians,

geneticists, anthropologists and sociologists discussed the different

biochemiml challenges presented by the American Indian. lhey con

cluded that there is no basis for the belief that the American

Indians have a racial susceptibility to tuberculosis or measles5.
The underlying cause for the higher incident of tuberculosis among

the Indian population will have to be sought in areas other than

that of racial background.

Indians appear to be at a disadvantage in that their morbidity

and mortality rates are higher than the non-Indian and they run a

higher risk of dying, not from disease, but from accidental death.

Further information on public health statistics are presented in

Appendix A-2. From these data it appears that Indians are also at

a social disadvantage as judged by middle class standards.
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C HAP T E R IV

MET HOD 0 LOG Y

The relationship that exists between the methodological approach

of this study and some of its objectives makes it essential to describe

in detail several of the aspects of the methodology.

In preparation for the study, arrangements were made with the
I

Director of the North Battleford area of Medical Services (Indian

Health), National Health and Welfare, to use the Indian Hospital as

a base of operations. Information on the eight reserves was collected

both from the staff of Medical Services and the Indian Affairs Branch.

Maps of the reserves were obtained from both services and were up-dated

by use of an informant from each reserve and through a tour of the

area.

At the time of the 1968 census, these reserves had a total

registered population of 3,854, but the on-reserve population was

listed as 3,409: The study population included all persons living

on the reserve who had no other place of residence regarded as

permanent at the time of the interview.

There is considerable movement on and off the reserves without

any change of status as far as registration is concerned. The population

on reserves is subjected to a certain reduction during the particular

period when the Indians leave. for seasonal work (e.g. planting and

harvesting of sugar beets) or to attend pow-wows. Interview .timing was

planned to avoid these periods as much as possible.
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The Indians of the eight reserves in the study area are of

Algonkian stock, the most numerous of the ten basic linguistic groups

in Canada. One of the well-know Algonkian tribes is the Cree.

Approximately ninety per cent of the population on the reserves is

of Cree background; the other ten per cent are from the Ojibwa or

Chippewa tribes designated as Saulteauxl, a name derived from

"Saultiers" which dates from the Ojibwa dealings with the French

traders around Sault Ste. Marie. This group lives mainly on the

Saulteaux Reserve and a few on the adjacent Moosomin Reserve. On

one reserve (Mosquito) there are a few Indians designated by the

others as "Stoney" who are descendents of a small branch of the

Assiniboine tribe. {The majority of the Stoney are settled on a reserve

at Morley, Alberta).2
A major portion of the Indian population speaksEnglish and the

native dialect. Those with little or no English are found mainly

among older people and a few of the younger adults who" have received

little or no formal education. The two major religious designated

groups are Anglican and Roman Catholic with a small portion belonging

to other protestant groups or professing the traditional native beliefs.

A. The Sampling Plan and Sample Selection

(1) Indian Sample

A decision was made to use the housing units as the frame of

reference for the sample. As the observation unit was the individual,

the household could'be considered as a cluster of eligible units of study.

,

'jl�f'
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All persons residing in the housing unit at the time of the initial

contact who had no other permanent address were considered eligible

for the interview. For research purposes the reserves were considered

in four geographical clusters (Table 7 and Fig. IV) where it was

believed the majority of the population in each area focussed on a

common centre for medical and material needs.

Within each geographical area a proportionate sample was system

atically drawn (without replacement) using a random number. The four

quarterly samples were selected on June 1, September 1, December 1,

1968 and March 1,1969. In order to reduce biases that may ensue if

empty or demolished houses were selected or new ones missed, the maps

of the reserves were carefully checked with an informant before each

sample was drawn. As it was planned to attempt comparisons between

geographic areas, a proportionate sample was drawn from each of the

four clusters. A random sample of the total population may have led

to an uneven clustering of neighbours3. The closer two reserves are

to one another, the more likely they are to share common traits or

common patterns of behaviour. The method of proporti"onate sampling

from geographic clusters reduces the variance within the areas and

makes it less than the variance between areas,thus making a sociological

sub-study more feasible. In order that the survey would yield

sufficient data for statistical comparison, the initial determination

of the sample size was 126 households, estimating on the average of

six persons per household. Because of the expectation that the non-



TABLE 7

RESERVES IN INDIAN STUDY - SAMPLE CLUSTERS
Clusters Reserves Focus Towns Direction and distance

from North Batt1eford HospitalI. 1.Poundmaker
2. Little Pine

*3.Sweetgrass

Paynton - 15 miles
II

_ 17 miles
Gallivan - 5 miles

II.

III.'

4. Thunderchi1d Turt1eford-Bmi1es
5� Moosomin Cochin- 1 mile
6. Sau1teaux

IV. 7.Red' Pheasant Red Pheasant
- 2 miles

Cando - 6 miles
Red Pheasant

- 2 milesCando - 6 mlle'S

B. Mosquito

Nearest Hospital
Cutknife - 15 miles

II
13 miles

- 12 miles
II

W - 45 miles
S .. W. - 49 mil es

W. - 30 mi les

Turt1eford-8mi1es N. - 60 miles

N.B. Indian
N.B. Union

Wilkie

Wilkie

Reserve4,5 and 6, are considered the 'Northern' ,reserves.

N. - 2riTi,Tes
-

N.- 25 miles

S.-35 miles

S.- 33 miles

*Number3 reserve has a different focus town from the other two in the cluster but the nearesthospital is the same and is in the largest town near the three reserves.

0'1
.....
.



FIGURE IV

STUDY AREA* AND POPULATION DENSITY

*Seventeen municipalities surrounding
North Battleford

X North Battleford
Source: Map made for International Study and data from Indian Affairs Branch of Dept. of

Indian Affairs and Northern Development.
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response rate mi ght be hi gh, thi s number was increased (Tabl e 8).

The response rate of 99.4 per cent resulted in statistical data being

gathered on 909 individuals. Sampling by household leaves some

responsibility in the hands of the interviewers who had to discover

all the people living in the household eligible for interviewing and,
as Indians are a highly mobile group,this at times posed a problem.

The methods of household sampling involved an occasional inter

viewing problem especially when the houses were small and the family

large. As it was sometimes difficult to obtain a private interview

in the house, interviews were conducted outside or others went out

--
,-·11 III

until their turn came. On occasion interviewing was done in the car.

These actions were carried out in order to avoid the anticipation on

the parts of other adults of some of the interview content.

(2) Non-Indian or Rural Stratum

The sampling plan for the rural stratum of the International Study

used the registration files of Saskatchewan Hospital Services Plan as a

sampling frame, and the individual as the observation unit. The

sample population was drawn from all residents of the incorporated towns

(except the Battlefords) and villages, unincorporated hamlets, on farms

and other scattered locations throughout the rural area (excluding

residents of Indian reserves)� This defined study population includes

certain groups that are not part of the study population and omits

others. The major differences are the results of recorded moves.

This movement of people and the lag in recording this in SHSP lists
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TABLE 8

RESERVE' POPULATION AND SAMPLING RESULTS

Total Homes Ratio Popu1_*Averaqe
Total On Reserve in Persons

Cluster Reserves. .Popu1ation .. Popu1ation .. Homes. Sample Homes ation per home,
I 1.Poundmaker 454 375 59 18 1:3.3 107 6

2. Little Pine 578 547 79 23 1: 3.5 167 7
3. Sweetgrass 497 431 64 19 1: 3. 5 80 4

II 4.Thunderchi1d 663 514 78 22 1: 3. 2 153 7

III 5.Moosomin 435 403 51 16 1:3.2 124 8
6. Saulteaux 327 303 25 8 1,:3.5 57 7

IV 7.Red Pheasant 516 467 70 20 1: 3.5 135 7

8. Mosquito 384 369 51 15 1:3.4 83 6

TOTALS 3.854 3,409 477 141 1: 3.4+ 909
.

6+

* Not necessarily the size of each family at home as each home or

household may have from 1 - 3 families or include grandchildren

or foster children taken on an independent voluntary basis or

through placement services.

+A v era g era t i 0 •
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result in the omission of recent in-migrants and the inclusion of

recent out-migrants who are no longer in the study population. Although

for this study, a11 the non-Indians are classed as one 9rouP there are

ethnic differences. The three major strata of the Saskatchewan sample

on the international study, includes people from many different ethnic

backgrounds, a half being of British origin, followed by those of

German, Ukrainian, French and Scandinavian descent. The population of

the ethnic groups in the study area almost parallels the proportion of

these groups in the total Saskatchewan population.(See Table 9)

B. Population Characteristics

Some background characteristics of the Indians and non-Indians

are presented here for comparative purposes. An analysis of the age

structure of the Indi�n and non-Indian populations of Saskatchewan,the

study area and the samples are 9iven in Table 10. The statistics

presented indicate that the Indian population under study is a much

younqer population than the non-Indian,as.the mean age of the Indian

population in both the study populations and the samples is twenty-one

years as compared with the non-Indians' thirty-three years. The data

also show that fifty-seven per cent of the Indian population is under

fifteen years of age as compared with thirty-one per cent of the non

Indians. The It I test has established that there is no significant

difference between the two study populations and their samples. Two

figures, V and VI indicate the rate of popUlation increase in Sask

atchewan. In 1967 on the average" Indians in the'productive phase
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TABLE 9

ETHNIC BACKGROUND OF POPULATION FOR CANADA, SASKATCHEWAN

AND THE STUDY AREA -- 1961 CENSUS

Ethnic Groups Canada Saskatchewan Study Area*

% % %

British Origin 43.9 40.7 47.0

German 5.7 17.1 14.9

Ukrainian 2.6 8.5 9.0

Scandinavian 2.1 7.3 6.0

French 30.3 6.4 6.0

+Indians 1.1 2.6 2.0

Others 14.3 17.4 15.1

The German, Ukrainian, Scandinavian and Indian groups have considerably

higher percentagesin Saskatchewan and the study area than in the total

Canadian population.

Source: Saskatchewan Hospital Services Plan Covered Population
and Canada Year Book.

+Registered Indians
*The total study area for the International Study inGluding rural,
small towns and urban strata.

, .. �
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TABLE 10

POPULATION OF SASKATCHEWAN, THE NON-INDIAN POPULATION AND THE INDIANS

ON RESERVES IN THE STUDY AREA AND THE SELECTED SAMPLES BY AGE

GROUPS EXPRESSED AS PERCENTAGES

,All Saskatchewan Indians Non:-Indians

Age Groups Total Indians Study Area Sample Study Area Sample
N-955,344 N=31,894 N=3,409 N=909 N=21,299 N=615

0-4 11 21 21 21 9 7

5-14 22 31 32 36 23 25

15-24 16 18 18 14 17 14

25-44 23 18 17 13 19 22

45-64 19 8 9 10 21 21

65+ 9 4 4 6 11 11

100 100 100 100 100 100

Mean Age 21.2 21.8 32.9 33.1

St. Dev. 19.1 21.0 23.0 22.8

t 0.8367 0.2107

d. f . 4.316 21.911

*s i g n. i f i can c e nls nls

Sample ratio 1:3.75 1:34.63

*t with 00 d.f. requires a size of 1.960 for significance at the
5% level of confidence, and 1.645 for the 10% level.

Reference table Appendix A-I

I

-'r
, 1'*,"�

I
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FIGURE V

RATE OF POPULATION INCREASE IN SASKATCHEWAN FROM 1900-1970 WITH POST

WAR RATES OF LIVE BIRTHS PER 1000 POPULATION AND PER 1000

FEMALES 15-44 YEARS
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* The dashed line indicates the live births/year/1000 females for
non-Indians and Registered Indians

Courtesy Dr. G.J. Miller, Medical College, University of Saskatchewan
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FIGURE VI

RATE OF POPULATION INCREASE OF REGISTERED INDIANS FOR THREE

DIFFERENT TIME PERIODS
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FIGURE VII

DEPENDENCY RATIOS SASKATCHEWAN COMPARISON BETWEEN TOTAL POPULATION
AND REGISTERED INDIANS
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produced about two and a half times the number of births as did

comparable non-Indian women. The fact that the Indians have been

increasing at a more rapid rate than non-Indians could account for

the higher percentage of young people in the Indian Sample population.

Figure VII adds further information on the two populations under

Study. The calculations indicate that the Indians are at a greater

disadvantage than the non-Indians with reference to the dependency load.

When ratios were calculated on the basis of producers being 15-64 years,

the values are 126.1 (Indians) against 73.6 (all Saskatchewan). On the

basis of producers being 20-64 years, the 1967 values were 191.1

(Indians) as against 108.2 (all of Saskatchewan). The struggle is

harder; for Indians than non-Indians in their attempt to become and

remain self-supporting.

-'�

c. Instruments of Research

Primary data were collected by means of four questionnaires:

(l) A,household list which included questionSto determine the

family relationship, the age, the sex, and marital status of

each person eligible for interview in each of the dwelling

units; (2) the interview folder containing a record of, calls

to the dwelling unit, a list of persons to be interviewed,

and a list of questions to be asked once in each dwelling

unit; (3) an adult questionnaire for persons l5 years of age

and older to be 60mpleted separately and privately and (4) the

child's questionnaire for persons under 15 years of age to be

administered to a, related adult, usually the child's

mother. (For questionnaires see Appendix F). The child and
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adult questionnaires provided the data on the utilization of Medical

Services, information about the person's health, attitudes towards

health care and personal data on income, education and occupation.

The questions were grouped in sections with most of the rep1ies pre

coded. A few questions were open ended. Supplementary questions for"

adults provided additional data on socio-economic and family background
I

and perceptions of health services.

In order to develop a sociological index to be used in an attempt

to measure the sample families' position in the system of relationships

within the Indian and larger communities, a two page questionnaire was

developed (See Appendix F-8) and administered to three selected

r�spondents well acquainted with both the reserve and the family. All
I

questions were pre-tested prior to the collection of data and necessary

revisions were made from the results of these tests.

Consideration was given to the translation of the. questionnaires

into Cree as this is the language spoken by the group from which the

Indian sample was selected with the exception of one small reserve,
"

Saulteaux where the population spoke a mixture of Cree and Saulteaux.

After some pre-testing, it was realized that the Cree language has such

severe limitations in scope and conceptualization that it would be

difficult to handle the meanings of some of the questions. Also, it was

not deemed necessary to attempt translation as most of the people in the

area spoke English with a few exceptions mainly among the older people.

It was decided to discuss, during the training of the interviewers,

--.;:;;.......
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huw Les t lu adlllinister tile ques t tonnat res to those whose tongue was

Cree and whose English was limited.

D. Selection and Training of Interviewers

It was recoqntz ed that selection and training of interviewers

were crucial elements in the success or failure of the study. Contact

was first made with field nur�es of Medical Services (Indian Health)

to ask for their help in selecting Indian women who were in the age
to r'

range of twentYAfifty-five years,proficient in handling both abstract

concepts and human relationships,arid resided in the study area and had

no extensive family commitments. The nursing supervisor suggested that

the tommuni ty Health Worker from 'one of the reserves also be i nvo 1 ved

in some way in the study.

Letters accompanied by an application form were sent to the women

considered suitable by the Indian Health nurses and Indian Affairs

Branch. The latter being responsible for the education and welfare of

Indians. Five applications were retu�ned. Letters of acknowledgement

of the applications were sent out and a personal visit to each candidate

followed, during which time a clerical accuracy test was administered.

The survey team selected was comprised of the Community Health Worker

and four other women.

the study. The questfonnaires and an interviewer's manual* were

Pri'or to the training session the Community ,Health Worker spent three

days wi th the researcher revi ewi ng the scope , content and procedures of

*Available from the University of Saskatchewan, Department of Social and
Preventive Medicine or the researcher.

', .i
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reviewed and the Community Health Worker was encouraged to tryout

the questionnaires on members of her family and identify (if possible)

any questions that might prove to be problems to the interviewers and

any section of the manual that might require more detailed explanation.

The interviewers received training in a two week workshop session

during which time the questionnaires were reviewed section by section.

The manual was studied and role playing used to familiarize the women

with interviewing techniques. Practical application of the

questionnaires was provided through field exercises using the staff of '

the Indian Hospital and registered Indian families living in North

Battleford as neither of these groups would be included in the sample

population.

Further discussion took place on the supplementary questions;

method of field organization; selection of the sample and interview

assignment; procedure for handling questionnaires; procedure for

handling refusals; the response rate; conferences during field work;

methods of filling out time sheets and of payment.

Statements of confidentiality were signed and letters of '

introduction given to each interviewer. (See Appendix F-5). The

training ended with enthusiasm to get into the "real" activity and to

tryout their newly acquired skills.

Before the commencement of the second quarter, the interviewers,

supervisor and researcher met for one day in order to discuss general
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problems from the preceding quarter's fi€ld work, both as viewed from

the supervisory position and that of the interviewer. Role playing and

demonstration interviews were used in order to review difficult points.

The group decided that one day was not long enough for a refresher

course. The subsequent retraining sessions were of two days' duration.

E. Data Collection

Prior to the commencement· of the data collection,a letter had been

sent to the Chief and Council of each reserve acquaintinq them with the

study and requesting their cooperation. (See appendix F-2). This was

followed by visits by the researcher and the supervisor(The Community

Health Worker). The researcher, supervisor and interviewers adopted

a team approach in the collection of data on each reserve.

During the initial visit, as far as possible, the household folder

and one or two interviews were completed. Return visits were made when

necessary and the timing usually planned with the respondents. When

the family was large and the mother or a responsible adult had to reply

for many children, an attempt was made to break up the interviewing

period. This was not always possible as respondents often wanted to get

it over with, so they could go to town or be on the move somewhere.

During the first quarter the team utilized a tent trailer. This

made it possible in the evenings to check questionnaires together and

hold conferences on problems as they came up. It was also possible

to assist each interviewer individually on the trips to and from the

sample homes as the researcher for a major portion of the data collection

was also the chauffeur.
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During the subsequent quarters as it was too cold for camping, a

change was made in the approach to i ntervi ewi.ng in that the group went

as a team, researcher included, to the northern reserves, returning

each night to North Battleford. The interviewers then worked on their

own reserves in the southern part of the area with the supervisor or

researcher making one or two visits during this period.

The collecting of the data for the calculation of the sociological

index required interviews of three selected informants about the heads

of each household falling into the Indian sample. To keep the interviews

as consistent as possible they were carried out by the supervisor with

some assistance from the researcher. The informants, two of Indian

background and one non-Indian, all of whom had knowledge of the families,

were interviewed at convenient times not necessarily during the period

when the household interviews were carried out. The Indian respondents

were usually an interviewer and the Chief or a Councillor and the non-

Indian respondent who was the nurse·or the Indian Superintendent.

Background data on present utilization services and health statistics

were also collected from the records of the Indian Health Services and

the Provincial Health Department. A validation study was carried out

on all hospitalizations reported in the questionnaires where those

interviewed named the Indian Hospital as the place where care was

received.
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F. Handling of the Data

1. Utilization Survey

The questionnaires from the utilization survey were subjected to

several checks, (1) by the interviewer before leaving the house,

(2) by the interviewer after leaving the house, (3) .by the supervisor

or the researcher, (4) a\final check by the coders. Return visits

were made when necessary for missed questions or inconsistencies.

The data from the questionnaires were coded on optical scan

code sheets by two independent coders, one copy was submitted to the

the data collection of the International Study. The other was

data center at Johns Hopkins University, Baltimore, the centre for

retained at the University. The code sheets in Baltimore were

subjected to machine editing for internal validity· and inconsistency

checks. In the "cleaning" process error rates (i.e. blank, non-sense

codes, etc.) of less than one per cent for each priority variable

were accepted. The convention used was that when an·error rate for

a variable was less than one per cent, the error was recorded as

lIinformation not ascertainedll, and records of the changes were kept.

When the error rate equalled or exceeded one per cent an archive

correction sheet was returned for correction from the original question
*

naires. Corrections were returned to Baltimore and also made on the

*The majority of 'errors' in the Indian data were found in the coding of

family relationships especially in the case of foster children as these
were not always coded as part of the primary family but as a separate
family within the household. No use of data related to 'family' is
used in this study. The group data used is calculated on the Household.
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retained code sheet. Assured of "clean" data, cards were then punched

from the code sheets. Using mainly the Statistical Package for Social

Sciences, tables and cross tabulations for selected variables were

prepared from both the Indian and the non-Indian samples.

On receipt in June 1971 of the cleaned up archives tape on the

Indian sample from·Baltimore, additional tables were prepared. Some

were used as validation checks on tables prepared from the cards. Other

tables were run on variables relating to households, sociological status

and selected dependent and independent variables. The status index

for each family had been added to the tape.

It was originally planned to expand the observed frequencies to

the population frequencies rate per 1000 for the two areas. The plan

was'to utilize the standard population that had been calculated from

the data for the first two quarters of the International Study.

Calculations were done for some of the tables in the Indian sample but

when it was ascertained that the detailed breakdown by age and sex was

not available for the population from which the non-Indian sample was

drawn this method of data handling was abandoned. The second method

selected was that of calculating percentages from all observed frequencies

and these rates were subjected to the Chi Square test using the non-Indian

results as the expected frequencies and the Indian sample rates as the

observed frequencies (expressing the hypothesis that there would be no

difference in utilization by the two sample populations). The method

adopted was that of expressing the data on the utilization of medical

care for Indians and non-Indians as rates per 1000 population. Percentages

were calculated for all other data.



69 .

. A Chi Square test is considered a valid one when raw frequencies

are used. This test of significance was computed where possible. In

other data the It I test of significance was employed using either the

statistical formula or the nomograph for the significance of difference

between two percentages (see Appendix D).

2. Development of the Status Index

The position of a person in the social structure of a group is

associated with a pattern of behavior that reflects the rights and

obligations of that position. Therefore, it seems logical to assume

that the way in which health services are used by Indians will be

influenced by their position or status in their group. In attempting

to compile, collate and assess an index that would measure status on the

Indian reserves, several types of social positions were taken into

consideration. The indices developed are based on both traditional

elements of status as exemplified in the Indian traditional society

and western achievement-oriented elements. Those classed as traditional

are the size and influence of the extended family and participation in

the affairs of the Indian community. Hereditary positions such as chiefs

no longer have the traditional status on the Indian reserves included in

this study. Status is still attached to family names especially those

bearing the same name as the reserve.

The Indian traditional and Western achievement-oriented elements

on which position in the social structure of Indian reserves are based

are elements in transition and are associated with role behaviour that

oj•••
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1s both ascribed and achieved. For a definition of ascribed and

achieved status as set forth by Theodorson and Theodorson4 see foot

notes (]) and (2). Linton5 points out that there are often

ascriptive elements in many statuses defined as achieved, especially

for some persons, and many achieved elements in ascribed statuses.

He defines status of an individual as the sum totai of all of the

statuses which he occupies unless the term is qualified in some way.

Status represents a person's position with relation to the total society.

Data gathered by selected questions* from the following

questionnaires were studied: -- Family Questionnaire (Appendix F-8)

administered to the three informants on the families falling into the

Indian sample; the Household List (Appendix F-9), the 'Adult Questionnaire

(Appendix F-9) and the Adult Supplementary Questionnaire (Appendix F-6),
-- all administered directly to the heads of households.'

From the assembled data a pattern seemed to emerge and the

components were grouped to give a measure of location for each family

in the three categories of: family leadership structure, community

leadership structure and in access to success goa1s� The following

conceptual model was formulated. (Figure VIII).

(1) Ascribed status has been defined as any status that is not based on
individual ability, skill, effort or accomplishment but on an

inherited position in the society. '

(2) Achieved status is one acquired by an individual through his efforts
often through competition and the use of special abil'ities,
knowledge and skills.

*For the selected questions used in compiling the status indices see

Appendix C-2.
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FIGURE VI II !
I

CONCEPTUAL MODEL SOCIOLOGICAL STATUS

Location in

family leadership
structure

Location in Access to
�

community success

leadership structure � goals

Social position
or status in

the community

The model rests on judgement of sociological theory past and present.

The basic as sumpt ton here is that status in the Indian community is

influenced by the location in the family and community leadership

structures as well as the access to success goals.

Scores for each sub-set of indicators were calculated for each

family. From frequency tables prepared for each reserve, the families

were ranked for each category into a low, medium and high. In order

to test the Model for Ifitl, Chi Squares were calculated as a test of

association for combinations of the three indices. Associations were

also calculated against a measure of IIrespect for the family in the

community" -- a question asked of the three informants about the family.

(Question 9 -- on Family Questionnaire).
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Different combinations of components were used in the tabulations.

As a result of this exercise, some of the original components Were

eliminated as they seemed to contribute little to the measurement. One

question (No.8 on Family Questionnaire) had been dropped at the beginning

because of lack of confidence in the answers as contributing to a

measurement of status.

The following groupings were drawn up with a certain feeling of

security that the unified measure taps a general underlying property.

The components are a combination of subjective and objective elements.

1. Location in the Family Structure

This score is based on:
,

'

- size of kin group

- people seeking advice, from members of the family

- family sharing what they have with others

behaviour of children

- marital status of head of the household

- language spoken in the home

2. Location in Community Leadership Structure

This score is based on:

- attendance at band meetings

- speaking up at band meetings

opinion of speaker valued

- membership on the band council

- active in groups, clubs or associations

3. Access to Success Goals

This score is based on:

- grade of school completed by head of the household

.:".. ,',";1'

1,
-----------------------------------------------------------------------
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-*work of head of household

ownership of car or truck in good working order

- type of home

- conditions of home
(a) inside (b) outside

- room/person ratio

- television in home

The weight attached to each component of a group is given in

Appendix C-2. When the answers from all three correspondents

did not agree, an average score was computed according to the

relationship

where w1,w2 and w3 are the respective weights attached to the

responses, and n1,n2 and n3 are the corresponding number of

responses. As an example, take the component, attendance at band

meetings, in sub-section 2 (Location in Community Leadership

Structure). The weights are 3 for regular attendance, 2 for about

half time, 1 for sometimes, and 0 for never. If one respondent

reported "regular", another "sometimes", and the third, "never",

the weighted score would be

S = (1 x 3) + (0 x 2) + (1 xl) + (1 x 0) = 4/3 =

w 3
1.33.

It is difficult to define status differential in a complex

society; much more simple in a traditional society but as mentioned

earlier the Indians are a society in transition. Strengthened by

the calculations of association among the three groups of elements
.

6
plus Mendelbaum's research on the Cree Indians, and Edmonson's

research on status terminology and social structure7, two indices

were developed:

*Work status was used as an indicator instead of occupation as
most Indians were employed in seasonal work.
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.....

I

Ascriptive status - combtntnq the scores for -

- Location in family leadership structure and

- Location in community leadership.

Achieved Status - access to success goals

The measurements consist of a sub-set.of indicators that are area-

specific (ascriptive status) and a sub-set which are more generally

applicable in the larger society (achieved status).

Frequency tables were prepared for the total sample (combining

the eight reserves) for the two indices with three ranks of low, medium

and high. (Table II)

TABLE II

FREQUENCIES FOR SOCIOLOGICAL STATUS INDICES

Ascribed '[otal Achieved Total

Low 6-13 52 3- 7 33

Medium 14-21 73 8-12 79

High 22-29 16 13-17 29

141 141
====== ======

,
\

'i'r.



As a final test for measure of relationship between the two

indices, Pearsonsl product moment correlation was calculated

pairing the ascribed and achieved indices for the 141 families.

The following formula was used:

r = NExy - (Ex)(Ey)
xy 1[(NEx2 _ (Ex)2) (NEy2 _ (Ly2)]

I

where x = ascriptive status, y = achieved status, N = 141. Since

rXY
= 0.4465 with 140,d.f. the relationship is significant beyond

the 1% level of confidence. (The correlation is low).

The two indices were combined in a 3 x 3 table (Table 12) and

the appropriate number between 1-9 was allocated to each household

in the sample. These numbers were punched on cards and were added

to the data from the household survey.

., ';� �
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SOCIOLOGICAL STATUS

....

76.

Combined Achieved and Ascribed Indices. The number in the upper right
,

.

hand corner of each cell indicates the status level. IFI represents

the families in each cell and the bracketed quantity the number of

persons

Low

II)

Medium�
�
ttl·
�
VI

"
QJ
.c
,,..

S-
U
II)

c::t
High

Low

ACHIEVED STATUS

Medium High

r
l. 4. 7.

F = 22 F = 25 F = 5
( 135) (129) (26)

!
I

I

I
i

r 2. 5. 8.
I

F = 11 F = 45 F = 17
(73) (296) (97)

�- ---- -- --j- 6. 9. '.

1 i
F = 0

j
F = 9

I
F = 7!

(0) (89) i (64)
!
,

Total Families 33

Total Persons (208)

79

(514)

29

(187)

Total Total
Families Persons

52 (290)

73 (466)

16 (153)

141

(909)

In the distribution of families by achieved status of the head of the

household there is approximately the same proportion of families in the

low as in the high status levels. (33 as compared to 29). The proportion

is different in the distribution of families according to the ascribed
I

r
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status of the head of the household with 52 in the low status levels

and only 16 in the high. The greatest overlapping of the structural

characteristics of status are found in the levels one and five.

For this study it was postulated that the status a person is

ascribed or has achieved in the Indian community has an influence on

the use and non-use of medical care.

The assigned status for each household was correlated with

utilization, morbidity and attitudinal data collected from the Indian

sample.

3) Assessment of the Development of the Reserves

During the data collection an attempt was made to gather opinions

on the comparative development of each reserve. Informants were

selected from personnel whose work brought them in close contact

with all the reserves and therefore would be in a position to have

an overview of the area. Personnel participated from the administration,

educational and community development staff of Indian Affairs and

from the federal Medical Services. Some of the informants were

Indians. On separate occasions the informants were given eight cards

each bearing the name of one reserve and were asked to rank them

according to their own ratings. When asked for their criteria those

most frequently mentioned in their assessment were closely related to

organization within the community which included an effective Band

Council, and effective committees,integration of children into non

Indian schools, individual integration by way of farming and other

: :':'
. :.:.
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employment and the level of sanitation on the reserves.

Not all the ratings were identical. The reserves receiving the

highest number of votes for the top rank was reserve number four

followed by three and two. Number four was ranked first because of its

strong council, active community committee and its complete integration

of the school children. Number three received its votes for economic

development because of the presence on the reserve of a pre-fa� housing

factory and number two for its individual enterprises. Number six and

eight seemed to vie for the lowest rank with each receiving an equal

number of votes. Number six is the smallest reserve, has an hereditary

Chief who is getting on in years and seemed unable to cope with the

situation. There was little evidence of community wi l ltnqnes s to work

together. Although number eight reserve had an active council no informant

felt that there was any effort put forth to work together for the betterment

of the community. The leaders seemed more concerned with their own advance

ment. To some of the informants there seemed to be a deliberate movement

especially among the young unemployed to destroy common property such as

community wells or the public telephone booth placed on the reserve. It

was agreed there was evidence of vandalism on all reserves but there seemed

to be more on reserve number eight.

It was necessary to assess the reserves for organizational

development as it was postulated for this study that the level of

organization within a reserve would have an influence on the·

utilization of medical care. In order to measure any influence

organization may have on medical care, data from the reserve ranked
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as the most highly organized would be contrasted with data from the

least organized. In view of the evaluation by the informants and

the information gathered on the reserves (See appendix B 1-8) number

four and eight were selected. Number eight was selected over number

six because of its larger population.

4) Other Indices Used in this Study

Raw data from the results of the field study were used to create

new scores for certain variables. Instructions used were contained

in a Manual prepared for the international study.* The indices used

in this study are: -

1) scepticism towards medicine,

2) scepticism towards medical doctors,

3) tendency to use services for somatic problems,

4) tendency to use services for psycho-social problems,

5) tendency to use services for children,

6) perceived availability of care,

7) anxi ety, and

8) dependency in illness.

The interview questions used to obtain these scores are"indicated

in Appendix C-l.

* A copy of this manual is available through the Department of Social
and Preventive Medicine, University of Saskatchewan.
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CHAPTER V

OBSERVATIONS ON NATIVE INTERVIEWERS

A. Selection

In the selection of interviewers the overriding purpose was to

ensure that those selected would make efficient and accurate interviewers.

In retrospect the clerical accuracy test administered after the personal

interview proved to be a fair measure of the prospective interviewer's

ability to follow instruction and her accuracy in recording interviews.

The suggested time limit for completing the test was not strictly

adhered to as accuracy was felt to be of more importance than speed.

The educational level of those writing the test ranged from grade five

to ten with the highest score gained by the person with grade five who

worked Slowly and deliberately and who later proved to be the best

interviewer. One candidate was eliminated, not because of her lack of

ability, but because, in the opinion of the Community Health'Worker, she

was not well liked generally by the people of the area. It was anticipated

that this might create problems of gaining acceptance in some of the

homes. The only c�ndidate from a northern reserve bore the name of the

reserve and,therefore, was a member of one of the prominent families

with a large kin group. She was accepted for training but was unable

to join the team at the beginning of the first quarter and collected

data on her home reserve for two households only. In subsequent

quarters she was hired as a means of entry to the reserve and as a
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guide for the location of homes. These two roles she played willingly

and with competence. The involving of the community health worker in

the study proved to be most advantageous. The researcher, who four

years ago had trained the worker at a three-month training programme,

knew her leadership skills, her reliability and her recognition of

the importance of timing. The training had emphasized skills in leader-
I

ship, communication, the art of listening, and in organization in order

to assist the community in filling felt needs. Between the researcher
I

and the community health worker, there was a bond of mutual respect

and trust that had been built up during the programme and had been

renewed in periodic contacts through the years. Without her

assistance the field work would have been much more difficult. The
.

'

community health worker was a bridge to the communities and the

interviewers and played her role of interviewer-supervisor efficiently.

B. Training

The time spent by the community health worker studying the

questionnaire and the ipterviewers' manual proved to be sound prepar

ation for the three days spent with the researcher in planning for the

training period. Although the community health worker's role as

part-time supervisor was identified during the interviewers'training
course, she carried out all the same field assignments as the inter

viewer. This experience prepared her for her'dual role.

The strategy developed during the training proved wise. After

discussion on the purpose of the project and other background

:. .,



.

82.

information, the manual for interviewers was studied and the question

naires reviewed one by one. The first questionnaire reviewed was the

one for adults. The interviewers could identify with the questions

and took turns role-playing both interviewers and respondents. Discus

sions afterwards helped to indicate where respondents might have problems

of recall, where and what probes could be used, what emotional barriers

might be met and what strategies might be used in overcoming them. This

exercise also identified some questions that would create problems. (After

the first quarter of interviewing some of the questions relating to

yearly income and insurance were dropped). Practice interviews were

arranged using the adult questionnaire. The respondents were drawn from

the hospital staff who were later questioned on their opinion of the

interview. This feedback was both valuable and encouraging.

The children's questionnaire was then reviewed and the same

procedure used for the adults' questionnaire was followed. Again two

practice sessions were arranged�-one with the Indian respondents, some

of whom were patients in the hospital. They were asked to concentrate

on one of their own children in order that there would be a sense of

validity about their answers. These exercises and the review and

discussion following were most helpful in pin-pointing needs both in

further knowledge of the manual and practice of certain skills. Emphasis

was placed on the need to know the objectives of each section, always

to be alert to what the respondent had said e�rlier in order to check

for inconsistencies, and to be aware of any biases the interviewer might

.

"
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introduce by way of verbal or non-verbal action. The review of the

household list Was left until the second week. It appeared to be

the most complex. The trainees later said, "If we had been presented

with this at the beginning, we would have quit, but we have conquered

the other two, now we can conquer this."
i

During the training, counselling sessions were held with each

interviewer during which time questions could be asked, fears

expressed and guidance and encouragement given. During the train-

ing sessions the researcher and interviewers had accommodation in

the same place thus enabling a rapport and comradeship to be built

up within the group. This served as a solid foundation when later

working as a field team.

To sum up the experience in interviewers' selection and training,

it was felt that the pool of potential candidates was too small. It

was difficult to identify persons who were competent in English and

Cree and who were available for employment and willing to accept the

responsibility. This situation could have been serious had more than

one of those selected dropped out. The initial training time seemed

adequate but the retraining period between quarters should have been

longer. The frequent conferences during the data collection helped to

compensate for the short retraining period.

C. Data Collection

The team approach in data collection was a much more demanding

experience for the interviewers than working alone, but it did have

.. �I
r
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its advantages. In the team work the researcher played the roles of

chauffeur, cook and dishwasher as well as team captain. These extremes

of roles created some ambival�nce on the part of the interviewers' at

first as the servant role was not one usually played by the non-Indian

in situations that brought the two groups together.

M 10 kt I 1
a lnows 1 s summing up of a social system would describe the group:

"A definite system of division of functions and a rigid system'of
I
I

mutual obligation, into which a sense of duty and the recognition of

the need of cooperation enter side by side with a realization of self

interest, prestige and benefit.1I

The first few days were the hardest as the interviewers adjusted

to the work. There were complaints of headaches and fatigue but these

soon subsided as the .i ntervi ewers found themsel ves accepted. They

became more relaxed and seemed to enjoy the experience. The checking

and double checking of the questionnaires before leaving the respondent�

was tedious but the interviewers learned that if this were not done

more time was spent on return visits. Return visits were kept to a

minimum. On occasion a team member was absent to attend to personal

business but interviewers were conscientious and reliable and returned

as soon as they could to rejoin the team. On a few occasions language

posed some difficulties as there are differences between Cree spoken on
I'

the reserve in the southern and northern parts of the study area. All

but one interviewer who worked only part time were from the southern

reserves. However, the supervisor was able to cope with the dialect
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and did the interviewing if problems were anticipated. On one reserve

where Saulteaux was the main language,if translation were necessary

(for a few older people) the difficulty was overcome by using a member

of the family as interpreter.

Observations on the performance of the interviewers were done in

several ways. On some occasions the researcher sat in for part of an

interview in the home. Sometimes the researcher arrived early to

pick up the interviewer and the voices could be heard when the doors

and windows were open. Of course, if the interview was in Cree this

was,of little value as far as wording was concerned but a general

feeling of relationship of respondent to interviewer was a clue as

to how the interview was going. The interviewers took their work

seriously. They identified well with the study and their feelings of

responsibility to it were reflected in the continued willingness of

respondents to be interviewed. The response rate was a hundred per cent

for the first two quarters and an overall response rate of 99.4 per cent.

Another factor contributing to the high response rate was the ingenuity

of the interview�rs in lo�ating membersiof the households who were not

home at the time of the first visit or on subsequent visits.

Most of the interview problems were overcome by the individual

interviewers but on one or two occasions the supervisor acted as the

trouble shooter. One family could never be found at home. The

supervisor met the couple coming out of hiding in the bushes. This
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instance made one realize that all human actions could be understood

if the facts behind them are known. The couple were afraid of being

cut off welfare. Added to this was the fact that a year before two of

their grandsons who had been living with them had committed suicide

and a younger one attempted it later. After this their other children

had.been taken from them for a time. When their fears were calmed they

consented to an interview. Ihterviewing had its lighter moments mixed

with human tragedy. The el derly heredi tary chief and hi s wi fe
,

from the

smallest reserve were in the selected sample. Neither was considered

particularily well but the team was advised to contact the couple

before the ten o'clock opening of the hotel. Fortunately they were

met enroute to the store and expressed a willingness to be interviewed

in the Council Hall. While the chief was being interviewed the old

lady slipped away and when relocated in the afternoon was in no

condition to be interviewed. The next morning the team spotted a bent

old lady making her way across the field towards town. The supervisor

decided to intercept her. The meeting was observed from a distance.

After a brief conversation the supervisor turned over an old pail and

using this as a seat interviewed the old lady who squatted on the ground.

The interview was reported later as a pleasant experience. At first the

old lady had smiled, stamped her stick on the ground as if to say, "I'm

caught again", but then relaxed. After the interview the chief's wife

continued her journey to the hotel where she was joined by her husband.

There,in a warm and comfortable place they could talk with their old

- �.",.I .�,,' �
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friends and later through alcohol could forget the past and blot out

the present where they could find no place or meaning for themselves.

On occasion, appointments for interviews were made (after working

hours) for women who worked in the fields at the market gardens. The

owners transported them by truck at an early hour and returned them

late in the same day. There was less difficulty on the two reserves

near the market gardens in finding the men and children at home while

the women were at work.

Two of the interviewers who came from the same reserve in the south

expressed fear of going to the reserve adjacent to their own. They

were literally afraid of the people whose image was that of being

rowdy and irresponsible. The reserve was considered by the informants

giving a background on the reserves as one of the most disorganized of

the eight in the study. After one or two interviews their fears

vanished.

The field exercise was a learning experience for all. The

interviewers confessed that they now knew how 'the other ,half of the

Indians lived'. The researcher learned much from the interviewers

about the thinking of the Indians and their attitude towards the

non-Indians and their institutions as well as their own native

institutions.

As the interviewers became more experienced they felt that they

were more aware of incorrect or incomplete answers from the respondents.

When asked how they handled the situation they responded that they just

waited a few seconds then with a 'poker face' quietly repeated the

question. Often they reported finding a difference in the appearance
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of the home between their first and second visit especially if the

homes were ill-kept or dirty. Between visits scrubbing had been done

and they were welcomed back.

A decision was made to do a validation study on some of the

responses using the records at the Indian hospital. Studies had beeh

done before to 'assess the accuracy of respondents· reporting of

hospitalization and their attendance at other outpatient departments2•
The findings were that ninety three per cent of the sample reported

accurately. Over reporting especially in terms of numbers of incidents

exceeded under reporting. In the United States National Study3,
fifteen to twenty per cent of low status persons measured by income,

ethnic minority and education had under reported hospitalization as

compared with ten per cent by higher status groups. This particular

study did not take into consideration over reporting.

For the first three quarters of the Indian Study the questionnaires

for all households with records at the Indian Hospital were checked

against the records. Nineteen were discovered to have discrepancies

in reporting the number of incidents but had under reported days and

nine had under reported both incidents and days. Most of the latter

under reporting was done by three households with an overage of ten

persons per household (mostly young children and where a grandmother

or a young adult of the household had been the respondent). The

nineteen households with discrepancies constituted eighteen per cent

of the households in the first three quarters. This result compared

favourably with the findings of the United States study already mentioned •

.
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Chapter VI

FINDINGS OF THE UTILIZATION SURVEY

The data in this chapter are presented in two main sections.

In the first section the patterns of utilization of medical care of

the Indians and non-Indians are compared in some detail by age and

sex groups. The second section examines the data on the Indian

population and compares them according to three different criteria:

1) the sociological status indices developed for this study;

2) the geographical location of reserves; and

3) the organizational structure within the reserves.

The data are presented in tabular form with the rates per thousand

population calculated for the dependent variable of utilization when

comparing the pattern of the Indian and the non-Indian population.

Percentages are shown in all other tables. Selected tests of

significance are also indicated. Variables in each of the three

components of the conceptual model (Fig. I) are examined in turn and

inter-relationships established.

A. Comparison of the Patterns of Medical Care Utilization by Indians

and Non-Indians.

Hospital services in the study area are provided mainly by small

hospitals ranging from seven to thirty-one beds, with the exception

of those in North Battleford and Saskatoon (see Figure II). The

hospitals in the smaller towns appear to playa dominant role in rural
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Saskatchewan, since they are the base of medical practitioners. The

hospitals are seen as provi�ing a ready and convenient health service

to a population scattered over a large area.l
To ascertain how persons in the study area viewed the availability

of doctors four questions were asked (see appendix C-1) from which an

availability index was calculated. Only twenty-four or 6 per cent of

the Indians as compared with 106 or 21 per cent of the non-Indians

perceived the doctors as readily accessible. In other words doctors

are not perceived by either group as being easy to reach but 15 per

cent more non-Indians perceived the care as more readily available.

Table 13 indicates that 49 per cent more non-Indiamthan Indians

reported having a particular doctor from whom they would seek care.

The care is more available to the non-Indians when judged by the time

it takes to reach the doctor. The actual distance mayor may not be

very different but the modes of transportation may differ as well as

the perception of time required. Even though travel time to the

nearest doctor may differ, a relatively high degree of satisfaction

was expressed by both groups in the accessibility of location and

hours.
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Table 13

SELECTED CHARACTERISTICS OF DOCTOR'S CARE AS PERCEIVED BY INDIANS

AND NON-INDIANS

Percentages are calculated on the number of Indians and

Non-Indians in the sample population. The results of

tests for significant differences are shown for each

group.

Indians
N=909

No. %

Non-Indians
N=615

No. %

Test
Chi Square

Persons with part-
icular doctor

Office or place
within 30 minute
travel time

392 (43) 569 (92) 370.3*

243 (28) 414 (67) 246.35*

Location consider
ed convenient . 800 (88)

809 (89)

567 (92)

567 (92)

6.90*

Hours considered
convenient

Persons with one or

more doctor's
consultation within
a two week period 100 ("9)

Number and percentage
�

of doctor's visits, that
were hospital based 42 (42)

4.27*

87 (14) 3.37

10 (12) 21.57*

Chi square with 1df requires 3.84 for significance at the 5% level of
confidence

* significant. test

�
percentage calculated on the number of doctor's visits for each group.
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1. Utilization

The first hypothesis states that the Indians will utilize the

services at a lower rate than the non-Indians. In Table 13 the data

show that only 9 per cent of the Indians had one or more doctors

consultations within two-week period as compared with 14 per cent of

the non-Indians. These data indicate that perception of the

availability of doctors may have a direct bearing on their use. It

is also interesting to note that 30 per cent more of the doc tots visits

reported by Indians were hospital based. This would be expected, as

significantly fewer Indians reported having a particular doctor.

Questions were asked as to when the respondents had last visited

a doctor. Table 14 indicates the percentages of persons in each age

group reporting visits to a doctor within a twelve month period. Except·

for the male respondents among the Indians in the age group 0-15 years

and the non-Indian men over 64 years the highest rates are found among

the women in the two popUlations. Indian women between the ages 15-44

(the child bearing years) have the highest rate with 530 per thousand.

Among the non-Indian women, the highest rates are found among those

45-64 years of age. Table 14 indicates the percentage contribution

per age group to the total visits. The Indian children 0-14 years had

44 per cent of all doctor visits. (The children make up 55 per cent of

the Indian sample population). The non-Indian children contributed 28

per cent of all visits made to doctors within a twelve month period by

the non-Indians. (Their children make up 33 per cent of the non-Indiari

sample population). The It I test of 4.6 indicates a significant difference

" ''';,'
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Table 14

f I

INDIANS AND NON-INDIANS WITH ONE OR MORE DOCTORS VISITS WITHIN A TWELVE
MONTH PERIOD AND CONTRIBUTION PER AGE GROUP TO TOTAL VISITS

In A. comparisons are according to sex and selected age groups

and are indicated both the n�mber and the rates per 1000.

Bracketed quantities indicate:the number of persons per age

group. In B. percentages are calculated on the total number

of persons with one or more doctors visits.

A. Persons with one or more doctors visits

Indians Non-Indians
N=909 N=615

Male Female Male Female

Age Groups No. Rate No. Rate No. Rate No. Rate

0-14 yrs. 61(260) 230 53(262) 200 35(100) 350 42(102) 410
15-44 yrs. 26(108) 240 69(131) 530 40(109) 370 56(109) 510
45-64 yrs. ,16(53) 300 19(42) 450 29(73) 400 35(57) 610

> 64 yrs. 6(24) 250 10(29) 340 21(33)' 640 15(32) 470

TOTALS 109(445) 240 151(464) 230 125(315)
,

400 148(300) 490

B. Contribution of docto�s visits per age group

Indian Non-Indian

Male & Female Male & Female

Age Groups No. % No. % It I test

0-14 yrs. 114 44 77 28 4.6*
15-44 yrs. 95 37 96 35
45-64 yrs. 35 13 64 23
> 64 yrs. 16 6 36 13 3.4*

TOTAL PERSqNS 260 100 273 100
WITH DOCTORS
VISITS
It I with 00 df requires 1.960 for significance at the .05 level of confidence.

*significant test �

Respondents among the non-Indf ans' both male and female show higher rates of
doctor's visits within a twelve month period than do the Indian male and
female respondents.
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Table lS

INDIANS AND NON-INDIANS WITH ONE OR MORE DENTIST'S VISITS WITHIN

A TWELVE MONTH PERIOD

In A comparisons are according to sex and selected age groups and are

indicated both by the number and the rates per 1000. Bracketed quantities
indicate the number of persons per age group. In B percentages are

calculated on the total number of persons with one or more dentists

visits.

A. Persons with one or more dentisfs visits
Indians Non-Indians

Male N=909 Female Male
N=615

Female

Age Groups No. Rate No. Rate No. Rate No. Rate

0-14 yrs. 63(260) 240 61(262) 230 42(100) 420 53(102) 520

15-44yrs. 18(108) 170 30(131) 230 39(109) 360 58(109) 530

45-64yrs .. 5 (53) 90 8 (42) 190 19. (73) 260 19 (57) 330

> 64 yrs 1 (24) 40 9 (29) 0 7 (33) 210 4 (32) 130

Totals 87(445) 190 99(464) 210 107(315) 340 134(300) 450

B. Contribution of dentists visits per age group
Indian Non-Indian Ind. & Non-Ind.

Male & Female Male & Female Male & Female

No. % No. % It' test
0-14 yrs. 124 67 95 39 5.46*

15-44yrs. 48 26 97 40 4.06*

45-64yrs. 13 7 38 16 9.94*

> 64 yrs. 1 0.5 11 5 10.64*

Total
persons with

I

denti st's 186 100 241 100
visits

It' with «df requires 1.960 for Significance at the 5% level of confidence

* Significant tests

Respondents among the non-Indians both male and female show a higher rate
of dentists visits with a twelve month period than do the Indian male and
female respondents. .

•
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in the utilization of doctors by Indian and non-Indian children.

The only significant It I test for the other age and sex groups was

for those over 64 years. The non-Indians in this group made 7 per

cent more visits to the doctor than the Indians.

In reporting dental visits within a twelve month period, the

data in Table 15 indicates that the highest rates are found among

the non-Indian female respondents in the two age groups 0-14 and

15-44 years. The pattern differs among the Indians with the male

respondents under 15 years exceeding the rates of the females in both

age groups of under 15 and 15-44 years by a slight margin of 10 per

thousand. In all age and sex groups the rates of dentist's visits are

higher for the non-Indians. In comparing the percentages of the

contributions by age groups Table 15 B shows that 67 per cent of the

Indians visiting a dentist within a year were under 15 years of age

as compared with 39 per cent of non-Indians. The low rates for the

Indians over 15 years and the non-Indian over 45 years indicate that

respondents in these groups either do not need care or are a neglected

group. Data on the need for replacement of lost teeth (Table 27 in the

section on morbidity) indicate that the Indians over 45 are a disadvant

aged group.

Tests for vision also indicate the use of medical care. For the

adult study population these are set forth in Table 16. Here again

the non-Indian makesa greater use of services, as shown by higher rates

for visits within a twelve month period. The pattern for the Indian is

one of inverse relationship with age. Whereas with the non-Indian, the
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TABLE 16

INDIANS AND NON-INDIANS 15 YEARS AND OVER WITH ONE OR MORE TESTS FOR VISION

WITHIN A TWELVE MONTH PERIOD
..

Comparisons are according to sex and selected �ge groups and are indicated

both by the number and the rates per 1000 for each age group.· The results

of tests for significant differences for comparable groups are also shown.

Indian Non-Indian Test
N=387 N=413

Male Female Male Female

Age Group No. Rate No. Rate No. Rate No. Rate Chi square

15-44yrs. 17(108) 160 19(131) 150 26(109) 240 31(109) 290 M. 2.25
F 5.47*

45-64yrs. 7 (53) 130 6 (42) 140 18 (73) 250 14 (57) 250 M 2.53
F 5.77*

') 64yrs. 0 (24) 0 3 (29) 100 9 (33) 270 14 (32) 440 M
F 8.44*

Totals 24(185) 130 28(102) 140 53(215) 250 59(198) 300 M 8.72*
F 14.92*

Chi square with ldf requires 3.84 for significance at the 5% level of
confidence.

* significant test.

These data indicate that the non-Indians have a significantly higher rate

of tests for vision than Indians. The pattern for the Indian men and

women is one of inverse relationship with age whereas the opposite is

true for the non-Indian men. The non-Indian women between the years

15-44 have more visits than the non-Indian women 45-64 years.

1 _
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opposite is true for the men but not for the women. Chi square tests

indicate that the most significant differences are found between Indian

and non-Indian women in all age groups. The questions could be raised

here as to whether the Indian women have fewer vision problems or are

the most neglected of the four groups. Among the Indians 45 years and

over all could be considered neglected as far as tests for vision are

concerned. The data presented in Tables ]3-15 covering the utilization

of doctors and dentists support hypothesis one in relation to a higher

ut,ilization of services by the non-Indians.

In examining the data with respect to hospital care, that is,

care persons receive as an inmate of a hospital, every fourth person

among the Indians as compared to every fifth among the non-Indians was

hospitalized during a twelve month period. Tables 17-20 present the

cumUlative data for children under 15 years (excluding the new born)

and for adults 15 years and over for both populations. This detailed

information is presented here as it facilitates comparisons between

these data and data presented in a similar manner in the Saskatchewan

Provincial reports on hospitalization 1968-69. The data show that 126

Indian children account for 1,866 hospital days or 14.8 days per child

hospitalized as compared with twenty-six non-Indian children with 158 days

or 6.07 days per child. The cumulative data on the number of persons by

the length of stay indicated that approximately 50 per cent of both

Indian children and adults were released after 9 days. This pattern is

not the same for the non-Indians as 50 per cent of the adults and
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TABLE 17.

PERSONS REPORTING ONE OR MORE HOSPITAL ADMISSIONS
- by length of stay, number and per cent

for Indians 0 - 14 years.

Cumulative Cumulative
Length Number number per cent per cent
of stay
in days er sons days persons days persons days persons days

TOTP,L 126 1866 100.00 100.0

1 4 4 4 4 3.2 0.2 3.2 0.2
2 5 10 9 14 3.9 0.5 7.1 0.7
3 4 12 13 26 3.2 0.7 10.3 1.4

4 14 56 27 82 11.1 3.0 21.4 4.4
5 6 30 33 112 4.7 1.6 26.1 6.0
6 3 18 36 130 2.4 1.0 28.5 7.0

7 20 140 56 270 15.8 7.5 44.3 14.5
8 3 24 59 294 2.4 1.3 46.7 15.8
9 4 36 63 330 3.2 1.9 49.9 17.7

10 6 60 69 390 4.8 3.2 54.7 20.9
11 2 22 71 412 1.6 1.2 56.3 22.1
12 4 48 75 460 3.2 2.6 59.5 24.7

13 2 26 77 486 1.6 1.4 61.1 26.1
14 14 196 91 682 11.1 10.5 72.2 36.6
15 1 15 92 697 0.8 0.8 73.0 37.4

16 0 0
17 1 17 93 714 0.8 0.9 73.8 38.3
18 1 18 94 732 0.8 1.0 74.6 39.3

19 0 0
20 3 60 97 792 2.4 3.2 77.0 42.5
21 5 105 102 897 3.9 5.6 80.9 48.1

22-29 8 213 110 1110 6.4 11.4 87.2 59.5
30-59 15 625 125 1735 11.9 33.5 99.2 93.0
60-89 0 0

90 I- 1 131 126 1866 0.8 7.0 100.0 100.0
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TABLE ,18

PERSONS REPORTING ONE OR MORE HOSPITAL ADMISSIONS
- by length of stay, number and per cent

for non-Indians 0 - 14 years

umu1ative Cumulative
Length Number number per cent per cent

of stay
in days ersons days persons days persons days persons days

TOTAL 26 158

1 2 2 2 2 7.7 1.3 7.7 1.3
2 10 20 12 22 38.4 12.7 46.1 14.0
3 2 6 14 28 7.7 3.8 53.8 17.8

4 1 4 15 32 3.8 2.5 57.6 20.3
5 2 10 17 42 7.7 6.3 65.3 26.6
6 0 0

7 3 21 20 63 11.5 13.0 76.8 39.6
8 1 8 21 71 3.9 s.o 80.7 44.6
9 0 0

10 1 10 22 81 3.9 6.3 84.6
.

50.9
11 0 0
12 0 0

13 0 0
14 1 14 23 95 3.9 8.9 88.5 59.8
15 0 0

16 0 0
17 0 0
18 0 0

19 0 0
20 0 0
21 3 63 26 158 11.5 40.0 100.0 99.8

22-29 0 0 -----

30-59 0 0 -----

60-89 0 0 -----

901 0 0 26 158 0 0 100.0 99.8
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TABLE ,19

PERSONS REPORTING ONE OR MORE HOSPITAL ADMISSIONS
- by length of stay, number and per cent

for Indians 15 years and over.

Cumulative Cumu1at�ve
Length Number number per Cent per cent
of stay
in days persons days persons days per sons days per sons days

TOTL'L 116 1749 100.0 100.0
1 5 5 5 5 4.3 0.3 4.3 .0.3
2 3 6 8 11 2.6 0.3 6.9 0.6
3 3 9 11 20 2.6 0.5 9.5 1.2

4 10 40 21 60 8.6 2.3 18.1 3.5
5 10 50 31 110 8.6 2.9 26.7 6.4
6 5 30 36 140 4.3 1.7 31.0 8.1

7 14 98 50 238 12.1 5.6 43.1 13.7
8 4 32 54 270 2.3 1.8 46.5 15.5
9 5 45 59 315 4.3 2.6 50.8 18.1

10 2 20 61 335 1.7 1.1 52.5 19.2
11 9 99 70 434 7.8 5.7 60.3 24.9
12 3 36 73 470 2.6 2.1 62.9 27.0

13 3 39 76 509 2.6 2.2 65.5 29.2
14 9 126 85 635 7.8 7.2 73.3 36.4
15 0 0

16 2 32 87 667 1.7 1.8 75.0 38.2
17 0 0
18 3 54 90 721 2.6 3.1 77.6 41.3

19 1 19 91 740 0.9 1.1 78.5 42.4
20 2 40 93 780 1.7 2.3 80.2 44.7
21 5 105 98 885 4.3 6.0 84.5 50.7

22-29 6 159 .104 1044 5.2 9.1 89.7 59.8
30-59 8 331 112 1375 6.9 18.9 96.6 78.7
60-89 2 137 114 1512 1.7 7.8 98.3 86.5

901 2 237 116 1749 1.7 13.5 100.0 100.0

'I
..-

J
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TABLE 20

PERSONS REPORTING ONE OR MORE HOSPITAL ADMISSIONS
- by �ength of stay, number and per cent

for non-Indians 15 years and over

Cumulative umu1ative
Number number per cent per cent

ersons ersons da s ersons da s ersons da s

TOTAL 98 1211

1 11 11 11 11 11.2 0.9 11.2 0.9
2 8 16 19 27 8.2 1.3 19.4 2.2
3 8 24 27 51 8.2 2.0 27.6 4.2

4 7 28 34 79 7.1 2.3 34.7 6.5
5 4 20 38 99 4.1 1.7 38.8 8.2
6 6 36 44 135 6.1 3.0 44.9 11.2

7 6 42 50 177 6.1 3.5 51.0 14.7
8 6 48 56 225 6.1 4.0 57.1 18.7
9 2 18 58 243 2.0 1.5 59.1 20.2

10 9 90 67 333 9.2 7.4 68.3 27.6
11 1 11 68 344 1.0 0.9 69.3 28.5
12 2 24 70 368 2.0 2.0 71.3 30.5

13 1 13 71 381 1.0 1.0 72.3 31.5
14 5 70 76 451 5.1 5.7 77.4 37.2
15

16 1 16 77 467 1.0 1.3 78.4 39.5
17 1 17 78 484 1.0 1.4 79.4 39.9
18 2 36 80 520 2.0 3.0 81.4 42.9

19
20 3 60 83 580 3.1 5.0 84.5 47.9
21 2 42 85 622 2.0 3.5 86.5 51.4

22-29 2 55 87 677 2.0 4.5 88.5 55.8
30-59 8 309 95 986 8.2 25.5 96.7 81.4
60-89 3 225 98 1211 3.1 18.6 99.8 100.0

90/ -----

.

I
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children were released within 3 days. It is interesting to note that

100 per cent of the non-Indians were released within 21 days as compared

with 85 per cent of the Indians.

Tables 21 and 22 present the data on the utilization of hospitals

from another point of view.

Table 21

NUMBER OF HOSPITAL ADMISSIONS, DAYS, MEAN LENGTH OF STAY AND DAYS PER

CAPITA FOR INDIANS AND NON-INDIANS WITHIN A TWELVE MONTH PERIOD BY SEX

Indian Non-Indian Indian Non-Indian

��!�5 Female Male Female M.&F. M.&F.
N=464 N=315 N=300 N=909 N=615

Admissions 155 232 87· 84 387 171

Hospital Daysl,536 2,076 640 719 3,615 1,369

Mean length
of stay 10 9 7 9 9 8

Days per
capita 3.45 4.48 2.03 2.43 3.98 2.21

Table 21 indicates that the Indian female respondents have both the

highest number of admissions and the longest stay as measured by

days per capi ta •
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In viewing the age sex specific rates (Table 22) there is a signi

ficant difference between Indians and non-Indians in the age groups

0-14 years both male and female, and female 15-44 years in their use of

hospitals as measured by one or more hospital admission within a twelve

month period. With the exception. of non-Indian men over 65. the Indian

boys in the under 15 age group. are the highest contributor in the male group.

Except for the under 15 years age group all non-Indian males have a higher

rate than the Indian males. The picture is different for female

respondents. All Indian female respondents use the hospital at higher

rates than the non-Indian females with the highest rate in the 15-44

or child bearing years with 500 per thousand population. Hypothesis

one is not supported completely by the data on the utilization of

hospitals. Some support is given by the data on ·the non-Indian men

over 15 years of age. Men in this age group use hospitals at a higher

rate than all Indian men. They also use the hospitals at a higher

rate than Indian women in the over 64 age group.

Table 23 presents the rates per 1000 for persons taking one or

more prescribed or non-prescribed drugs within a two day period. The

use of prescribed drugs would indicate- consulations with a doctor.

The data indicate' no significant difference in their use between

the Indian and the non-Indian.
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Comparisons are according to sex and selected age groups and are indicated both by the

numbers and the rates per 1000. The results of tests for significant differences in the

use for comparable groups are also shown.

Table 22

INDIANS AND NON-INDIANS WITH ONE OR MORE HOSPITAL ADMISSIONS WITHIN A TWELVE MONTH PERIOD

Indian Non-Indian Indian

Male Female Male

Non-Indian

Age
Female M". &F • M.&F.

Groups. No. Rate No. Rate No. Rate No. Rate No. Rate No. Rate

0-14 yrs. 68(260) 260 58(262) 220 15(100) 150 11(102) 110 126( 522) 240 26(202) 130

15-44yrs. 11(108) 100 65(131) 500 19( 1 09) 170 25(109) 230 76(239) 320 44(218) 340

45-64yrs. 9 (53) 170 15 (42) 360 17 (73) 230 14 (57) 250 24 (57) 250 31(130) 240

> 64 yrs. 5 (24) 210 11 (29) 380 13 (33) 390 9 (32) 280 16 (32) 300 21 (65) 320

."".....";."
Totals 93(445) 210 149(464) 320 I 64(315) 210 59(300) 200 242(909) 270 122(615) 200

•

It I tests were calculated on the totals of male and female, Indian and non-Indian for each age specific
group. The only significant tests were for age groups 0-14 years both male and female and female 15-44 years

It I with«df requires 1.960 for significance at the 5% level of confidence.

The Indians with an overall hospital admission rate of 270 per 1000 population indicate a higher
rate than the non-Indians (200 per 1000 population). The highest age-specific rate is found
among the Indian women 15-44 years of age.

__,

o
_.:::.
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Table 23

INDIANS AND NON-INDIANS 15 YEARS AND OVER TAKING ONE OR MORE PRESCRIBED
OR NON-PRESCRIBED DRUG WITHIN A TWO DAY PERIOD

,

The rates per 1000 are calculated for the total population in each group

taking respectively one or more prescribed and non-prescribed drugs;

(a) Prescribed Drugs (b) Non-Prescribed Drugs
Indian Non-Indian Indian Non-Indian

N=387

No. Rate

N=413
No. Rate

N=387

No. Rate

N=413

No. Rate

No. of persons
taking one or

more 95 250 121 300 74 190 151 370

Chi square (a) 2.29 (b) 30.06*

Chi square requires 3.84 for significance at the 5 per cent level of
confidence

/
*significant test

The chi square of 30.06 does indicate a significantly higher rate

of utilization of non-prescribed drugs by the non-Indian. Table 24

gives the age-sex rates for the users of non-prescribed drugs.

I

.. :�
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Table 24

INDIANS AND NON-INDIANS 15 YEARS AND OVER TAKING ONE OR MORE NON-PRESCRIBED
. .

DRUGS WITHIN A TWO DAY PERIOD BY AGE AND SEX
. .

Comparisons are according to sex and selected age group and are indicated

both by the number and the rates per 1000. Bracketed quantities indicate

the number of persons per age group� The results of tests for significant

differences in the use in comparable groups are also shown.

Indian Non-Indian

Male Female Male Female Test
Age Group No. Rate No. Rate No. Rate No. Rate Chi square

15-44 yrs. 14(108) 130 30(131 ) 220 35(109) 320 38( 1 09) 350 M 11.4*
F 4.2*

45-64 yrs. 9: (53)' 170 11 (42) 260 35 (73) 320 30 (57) 530 M 3.4
F 7.0*

> 64 yrs. 4 (24) 170 6 (29) 200 23 (33) 450 10 (32) 310 M .5.2*
F 0.9

Total 27(185) 47(203) 113(215) 78(198)

Chi square with 1 df requires 3.84 for significance at the 5% level of

confidence.

* significant test

The highest users of the non-prescribed drugs are found among the

non-Indian women in the 45-64 years age group. A high rate is also

indicated for non�Indian men over 64 years of age. It is interesting to

note that non-Indians, who reported the highest rate of utilization of

doctors also report the highest use of self-medication as measured by

use of non-prescribed drugs.
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2. Morbidity

The second part of hypothesis one states that the Indians need for

medical care will be greater than the non-Indians as measured by the

patterns of morbidity.

Measurement of overall morbidity in any population is not easy.

whether it be done by household surveys, physical.examinations,

screening tests or doctors' . records. 2 The term morbidity is considered

a general term descri bi ng ill ness, di sease and thei r severi ty.

Gerson and Skipper3 present a complicated model of health action as a

process where disease, illness and sickness are three dimensions. The

three terms are often used interchangeably. In this study, there is

an attempt to use several indirect internally consistent measures, as it

was felt that these would be as valid as one or two direct measures that

are subject to wide observer variations. The illness or morbidity level

is measured by bed days and restricted activity days out of hospital,

as well as reported chronic illnesses and impairment which affect usual

activities. It is recognized that interpretation of conditions will vary,

thus giving rise to uncertainties. However, in comparing rates it is

not important whether the true morbidity is higher or lower than that

reported by the population, but it is the perception of morbidity that

is important. Figures on morbidity measured by sick days within a two

week period are presented in Table.25. These data reveal that as far as

bed days are concerned the·.only significant differences are between Indian

and non-Indian men aged 45-64 and between Indian and non-Indian women



Table 25

PERCEIVED MORBIDITY BY INDIANS AND NON-INDIANS WITHIN A TWO WEEK PERIOD

r Percentages enclosed in brackets are calculated according-to sex and_-� selected age groups.

A.Males Ind. Non-Ind. Ind. Non-Ind. Ind. Non-Ind. Ind. Non-Ind. Ind. Non-Ind. Ind. &
N=260 N=100 N=108 N=109 N=53 N=73 N=24 N=33 N=445 N=315 Non-Ind.

--.

Persons
0-14 yrs. 15-44 yrs. 45-64yrs. > 64 yrs. All Aaes

reporting No. % No. % No. % No. %

r
No. % No. % I No. % No� % f No. % No. % :

I Chi -squan
-oneormore

beddays 31 (12) 19 (19) 9 (8) 7 (6) 16 (30) 10 (14)* I 4 (17) 5(15) I 61 (14) 41 (13) I 0.01

-activity
(1) (5)* l 2 (2) 4 (4) I (6) (7) I 1 (4) 2 (6) I (2) (5) I 4.59*limitation 3 5 3 5 9 16

-otherhealth
problems 9 (3) 4 (4) I 7 (6) 16(15)* I 4 (18) 15 (2) I 1 (4) 8 (24) I 21 (S) 43 (14) I 3.51

B.Females N=262 N=102 N=131 N=109 N=42 N=57 N=29 - N=32 N=464 N=300

-oneormore

18(17) 110 (23)beddays 36 (14) 17 (18) 33{2S) 11(19) 12(41) 3 (9) 91 (20) so (17) I LOS

-activity
(2) 5

-

(5) I 5 (4) 10 (9) I (2) 4 (7) I 1 (3) 4(13) I (3) (8) I 10.76*limitations 5 1 12 23

-otherhealth
problems 5 (2) 12 (12)* I 10 (8) 18 (7) I 6 (20) 12(21) I 3 (6) 5(16) I 24 (S) 47 (16) I 23.80*

I

Chisquaretests were calculated for each age sex specific group. An * placed beside the group indicates a Significant
test.
Chisquarewith ldf requires 3.84 for significance at the 5% level of confidence.

Inmanyofthe age-sex specific groups the numbers are tm small for adequate comparisons. The data'indicates signficant
differences between Indian and non-Indian males and females in activity limitations with the non-Indian having the highest
percentage. The non-Indian women between 4S-64 years have the highest rate of II other problem".

.....
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over 65. In both these groups the Indians have the highest rates.

For activity limitations the significant differences are found among

both males and females respondents with the non-Indians having the

highest rate. The non-Indian female respondents also report a

higher rate of other health problems. The only significant dif

ference for"males with regard to other health problems is in the 15-44

age gr�up. Indian men indicate a higher rate than non-Indian men.

Table 26 presents additional data on morbidity as measured

by persons over 15 years of age reporting chronic illness and physical

impairment or handicap. Part C of the table indicates persons whose

ability to carryon regular duties is affected. The data reveal no"
I

significant differences between the two sample populations in re

ported chronic illness or physical impairment or handicap. Both

Indian men and women report lower rates of chronic illness than non

Indian men and women. Women in both sample populations report a

higher rate than men in each age-sex group." For physical impair

ment and handicap the men report the highest rates with the exception

of persons over 64 years in the Indian populatton. The women in this

age group have the higher percentage of 37 as compared with 16 per

cent for men. Higher percentages of physical "impairment and handicap

were reported by both Indian men and women. The Indian men had 18
with

per cent as compared A" 15 per cent of non-Indian men, and the Indian

women with 12 per cent as c9mpared with 7 per cent of the non-Indian

women.

Visual impairment can b� considered as an indication of dis

ability that is relatively stable and not too influenced by cultural
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Table 26

INDIANS AND NON�INDIANS 15 YEARS AND OVER REPORTING ONE OR MORE CHRONIC ILLNESS, PHYSICAL

IMPAIRMENT OR HANDICAP, AND EFFECTS ON HEALTH

Percentages enclosed in brackets are caluc1ated according to sex and selected age groups.

�Indian Non-Ind.
N=387 N=413
AgeGroups15years and over

M F
N=185 202

M F
215 198

Indian. Non-Ind.
N=239 N=218

15-44 years

M F
108 131

M F
109 109

A.Persons reporting one or more chronic illness

Indian Non-Ind.
N=95 N=13D

45-64 years

F
57

F
32

M
53

F
42

M
73

Indian Non-Ind.
N=53 N=65

> 64 years

M
24

F
29

M
33

29(16) 41(20) 42(20) 55{29}1 5(5) 16(12) - 9(8) 21(19) r 17(32) 14(33) 27(29) 18(32)1 7(29) 11(40) 12(36) 16(50)

B.Persons reporting one or·more physical impairment or handicap

33(18) 25(12) 33(15) 14 (7)1 14(13) 8(6) 12(11) 5(5) (15(28) 6(14) 13(16) 5(9) I 4(16) 11(37) 8(24) 4(13)

C.Persons reporting some effects on health

20(11) 20(10)' 3(1) 4(2) I 9(8) 6(5) 4(4) 3(3) 8 ( 1 5) 4 (l 0) 5 ( 7) 0 ( -) I 3 ( 13) 1 0 ( 34 ) 4 ( 1 2) 1{ 3 )

Chisquare tests for significant differences were calculated for each age-sex specific group in A., B. and C.
categories, where the totals permitted. Significant differences were indicated in 'C',Persons reporting some
effectson health. The numbers among the non-Indians are small - the calculation between totals of Indian
andnon-Indian females yielded a Chi square of 11.67 which is Significant at the 5% level of confidence.

.......

.......
o
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factors. It is used here as another indicator in the potential demand

for'medical care. The measurements for adults were obtained by data

collected from the answers to questions relating to problems of seeing

ordinary newsprint and recognizing a friend on the other side of the

street.

Table 27

INDIANS AND NON-INDIANS 15 YEARS AND OVER REPORTING VISUAL IMPAIRMENT

Comparisons are according to sex and selected age groups and

are indicated both by the number and percentage. Bracketed

quantities show number of persons per age group. The results

of test of significant differences for comparable groups are

shown.

Indian Non-Indian
N=387 N=413

Male Female Male Female Test

Age Group No. % No. % No. % No. % Chi Square

15-44 yrs , 26(108) 24 69(131) 63 29(109) 27 42(109) 39 M 0-;18

F 4.78*

45-64 yrs. 31 (53) 59 31 (42) 58 69 (73) 82 50 (57) 87 M 8.60*
F 3.15

> 64 yrs. 18 (24) 75 21 (29) 88 27 (33) 82 26 (32) 81 M 0.39
F 0.67

Tbtals 75( 185) 40 121(202) 60 116( 2'15) 54 118(198) 60 M 7.17*
F .0038

Chi square with ldf requires 3.84 for significance at the 5% level of

confidence.

* significant test
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Table 27 shows that non-Indian men report a �igher rate of visual impair

ment than the Indian men, especially in the .age group 45-64. Indian women

in the 15-44 age group show a,significantly higher rate of impairment than non

Indian women. The general pattern for the Indian male seems to be the increase

of visual impairment with age as would be expected, but this is not the case

for Indian women where a higher percentage is reported by persons in the 15-44

age group than persons between 45�64 years. This sudden increase in visual

impairment for the non-Indian is betw�en ages 15-44 and 45-64 for both men

and women. The non-Indian men show more visual impairment than Indian men.

There seems to be empirical evidence that oral health benefits the

total well being of individuals. There has:been considerable interest'with

in the past few years in the preventive rather than the curative aspect of

dental health and many questions are being raised.4,5,6,7 Dental treatment

needs were measured for the two study populations by the number of missing and

replaced teeth� In the overall rates both Indian and non-Indian men and women

appear to lose their teeth at approximately the same rate but the difference

in rates of replacement are highly significant.

In Table 28 data on the partially indentulous adults are presented. The

Indian men in all age groups have the greatest need for replacement of teeth.

The dental care need for non-Indian women is remarkably low in comparison

with all other age groups� 'This would be expected as the highest rates for

dental visits within a year were reported by the non-Indian women. It might

be well to mention here that one·of the recommendations of the Royal Commission

on Health Services in Canada8 stated that a policy imposing part payment for
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Table 28

INDIANS AND NON-INDIANS 15 YEARS AND OVER WITH HALF THEIR TEETH MISSING AND

NO FALSE TEETH

Comparisons are according to sex and selected age groups and are indicated

both by numbers and percentages. The bracketed quantities are the number of

persons with half their teeth �issing and are the bases for the percentages.

The results of tests of significant differences are shown for each group.

Indian Non Indian

Male Female Male Female
N=185 N=202 N=2l5 N=198

Age Groups No. % No. % No. % No. % Chi Square
years

15 - 44 16 ( l7) 94 28 (42) 67 9 (20) 45 26 (32) 8 M 1.95
F 11.08*

45-64 26 (32) 81 24 (38) 63 26 (36) 81 2 (41) 5 M
. 4.49*

F 15.81*
> 64 18 (20) 90 21 (27) 78 21 (29) 78 1 (28) 4 M 7.54*

F 14.39*
Totals 60 (69) 87 73( 1 07) 68 27 (85) 32 6 (101 ) 6 M 13.05*

F 41.09*

Chi square with ldf requires 3.84 for significance at the 5% level of confidence.
* Significant test.

any services would simply deter the poor and have no effect on the unnecessary

demands of those in middle and high income brackets. During the survey one

Indian woman respondent age 44 years told how she and several other women in the

area over a period of time had been admitted to hospital by the dentist in the

town near the reserve to have teeth extracted and had awakened to discover that

all their teeth had been removed. The dentist in private practice is no longer

there but several of the women have not been able to afford to replace their

teeth. Medical Services require the Indians to pay part of the cost of false

teeth=;

* Medical Services policy is that no Indians will be allowed to suffer for need
of medical care. In the case of replacement of teeth or correction of visual
impairment (provision of glasses) individuals are requested to make a pay
ment commensurate with their ability to pay.
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3. Attitudes and Other Enabling Factors

Factors other than perceived morbidity and need, as measured by

the specific variables already reviewed, affect the use or non-use of

medical care. Among these factors are the attitudes of the users

towards the dispensers of care and the care itself. These attitudes

stem from the many experiences within the lives of the people in their

own environment. It has been reported in a Canadian study9 that on the

whole in rural Canada doctors are held in higher regard. On the other

hand, many in the health profession find it difficult to relate to

persons whose race, religion or social attitudes differ from their own.

The stereotyping of people of unfamiliar race is believed to contribute

more than anything else to a lack of communication, and therefore to

the satisfaction of the individual seeking care.

Social scientists recognize that the measurement of attitudes and

perceptions presents difficult problems. The attitude towards doctors

was ascertained for this study by asking questions which measured a

general satisfaction dimension focused on commonly expressed complaints

pertaining to doctors' services*. Table 29 indicates the level of

confidence in medical doctors as measured by the low score on the

index. The Indian men 15-44 years with 16 per cent and the Indian

women over 44 years with 15 per cent are the groups with the lowest

scepticism towards doctors.

* For questions see Appendix C-l.
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Table 29

INDIANS AND NON-INDIANS 15 YEARS AND OVER WITH A LOW TENDENCY� TO SHOW

SCEPTICISM TOWARDS MEDICAL DOCTORS

Percentages are calculated accord�ng to sex and selected

age groups. Bracketed quantities show number of persons

per age group.

Indian Non-Indian
N=387 N=413

Age Groups Male Female Male Female

No. % No. % No. % No.

15-44 yrs. 17( 108) 16 14(131) 13 8(109) 7 3(109)

> 44 yrs. 5 (77) 6 11 (71) 15 7(106) 7 7 (89)

Ind.&Non-Ind.

Test

Totals 22(185) 12 25(202) 12 15(215) 7

Chi square
M 3.75
F 5.67*

� �j8
10(198) 5 M 2.86

F 6.70*

%

3

8

Chi square with ldf requires 3.84 for significance at the 5% level of

confi dence.

* Significant test

�for indices see appendix C-1

The low percentages for all categories indicate a high scepticism

towards medical doctors.

This is not the case in the attitude towards medicine (Table 30).

The high score here represents a lower scepticism towards medicine.

Again the Indians have a significantly lower scepticism than the

non-Indians.

I
::�
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Table 30

INDIANS AND NON-INDIANS 15 YEARS AND OVER WITH A LOW+rENDENCY TO SHOW

SCEPTICISM TOWARDS MEDICINE

Indian Non-Indian Ind.&Non-Ind
N=387 N=413

Male Female Male Female Test

Age Group No. % No. % No. % No. % Chi square

15-44yrs. 72(108) 67 74(131) 57 44(109) 40 40(109) 37 M 15.08*
F 9.35*

45-64yrs. 35 (53) 66 28 (42) 67 36 (73) 42 20 (57) 35 M 3.49*
� 9.65*

)64yrs. 13 (24) 54 14 (29) 48 14 (33) 42 12 (32) 37 M 0.77
F 0.72

Totals 120(185) 65 116(202) 57 94(215) 44 72(198) 36 M 17 .86*
F 17.80*

Chi square with ldf requires 3.84 for significance at the 5% level of

significance
* significant test

�
for index see appendix C-l

In all the age specific groups except one (women over 64 years)

the percentages of Indians with a low tendency to show scepticism

towards medicine are over 50. For the non-Indian all percentages

are below 50 indicating that the Indians have a lower tendency to

show scepticism towards medicine than the non-Indian.

It is interesting to note that the Indian men have a lower tendency

to show scepticism towards medicine than the Indian women, 65 per cent

compared to 57 per cent. The same is true for the non-Indian men. It

appears that medicine is more accepted than

both the Indians and non-Indians.

medical doctors by
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During the data collection persons who reported bed days and had

not consulted doctors were asked. to' give their reasons for non-consul

tation. A higher percentage of Indians (especially the women) than non

Indians said that they had wanted to consult doctors. The main reason

given for non-consultations included lack of.time and lack of finances

for transportation. One can speculate from the data in Table 29 that

scepticism towards doctors.may also have been a deterent.

Some investigations have. indicated that the stress of life is an

important and causal agent of disease.in society.10,11 To obtain a

measure of stress ·questions about themselves and their reactions to

particular situations were.asked of each respondent. A measure of

anxiety was developed as was a measure of dependency on illness. The

results are shown in Table 31 and 32.

The higher.the percentages indicated in Table 31 the lower is

the anxiety. The men in both samples have a lower rate of anxiety than

the women. Indian men have 39 per cent with low anxiety as compared

with 32 per cent of women; .the non-Indian men have 63 per cent as compared

with 41 per cent for women. A point of interest is the lower rates of

anxiety for both the non-Indian men and women compared with Indians.

The lowest anxiety rate for the Indian men is in the 15-44 age group;

the highest rates are among Indian men over 64 years and Indian women

over 45 years. The Chi square test indicatesa more significant differ

ence between men than women. One would exp�ct that Indians who appear

to have a slower pace of life on reserves to manifest less anxiety than the

non-Indians. The non-Indians in this study represent the Western achieve

ment oriented society. Striving for achievement within the Indian society
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TABLE 31

INDIANS AND NON-INDIANS 15 YEARS AND OVER WITH A LOW TENDENCY� TO MANIFEST

ANXIETY

Percentages are calculated accordi�g to.sex and selected age groups.

Bracketed quantities show number of persons per age group.

Indian Non-Indian Ind. & Non-Ind.
Age Group N=387 N=4T3

years Male Female Male Female Test
No. % No. % No. % No. % Chi square

15 - 44 52(108) 48 46(131) 35 66(109) 61 49(109) 45 M 3.36
F 1.76

45 - 64 16 (53) 30 10 (42) 23 49 (73) 67 22 (57) 59 M 16.77*
F 0.90

> 64 5 (24) 21 7 (29) 24 20 (33) 61 10 (32) 31 M 8.93*
F 0.20

Totals 73( 185) 39 64(202) 32 135(215) 63. 81(198) 41 M 23.14*
F

� for index see Appendix C-l
Chi square requires 3.84 for significance with 1 ·df at the 5% level of
confidence.
* significant test

on the reserve may be more covert than overt or, the anxiety may be due·

to other stressful situations, or'just more time to think'of themselves.

On the other hand, in the rural areas of Saskatchewan from which the

non-Indian sample was drawn, the pace of life may be slower than in

the cities and more populous areas and the people more content with

their positions in society than the Indians are with theirs.

Table 32.indicates the adults in both the Indian and. the non-Indian

population with a low tendency to manifest a dependency on illness.
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INDIANS AND NON-INDIANS 15 YEARS AND OVER WITH A LOW' TENDENCY TO

MANIFEST DEPENDENCY ON ILLNESS

Percentages are calculated according to sex and selected age

groups. Bracketed quantities show number of persons per age

group.
Indian Non-Indian
N=387 N=413

Male Female Male Female Chi square

Age Groups No. % No. % No. % No. % 2df**

15-44 yrs. 33(108) 31 29(131) 28 47(109) 43 36(109) 36 M 15.34*
F 17.73*

45-64 yrs. 16 (53) 30 13 (42) 31 29 (73) 40 23 (57) 62 M 8.51*
F 10.64*

> 64 yrs. 5 (24) 20 6 (29) 21 19 (33) 58 13 (32) 41 M 12.83*
F 10.09*

Totals 54(185) 30 48(202) 24 95(215) 44 72(198) 36 M 29.63*
F 35.52*

iFor index see appendix C-l

Chi square requires 3.00 for significance with 2df at the 5% level of confidence.

* significant test

** chi squares were calculated on three levels of low, medium and high for

the index.

The Indians both male and female show a significantly higher rate

of dependency on illness than the non-Indians. In the overall totals the

men show a lower rate of dependency on illness than the women in both

the Indian and non-Indian populations. There are differences within

the age specific groups. Among the Indians the lowest dependency is found

in the men 44 and under and the women in the 45-64 age groups. Among the
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non-Indians the group with the highest percentage with a low-tendency

to manifest dependency on illness are women in the age group 45-64

and the men over 64 years of age. From the data in Tables 31 and 32

the Indians show a higher tendency to manifest anxiety and a higher

tendency to manifest a dependency on illness. Dependency on i 11 ness

measures a tendency to play or enjoy playing the sick role. Anxiety

and playing the sick role are related tendencies.

Further measures of a persons' predisposition to take problems

to medical personell are given in Tables 33 and 34. The highest scores

on the indices have been selected as the bases for comparing the rates

with which Indians and non-Indians would seek care for somatic and

psycho-social problems.

Table 33

INDIANS AND NON-INDIANS 15 YEARS AND OVER WITH A HIGH TENDENCY� TO USE

SERVICES FOR SOMATIC PROBLEMS

Percentages are calculated according to sex and selected age

groups. Bracketed quantities show number of persons per age group.
Indian Non-Indian Ind. & Non-Ind.
N=387 N=415

Age Group Male Female Male Female Test
No. % No. % No. % No. % Chi square

15-44 yrs.· 53(108) 49 62(131) 47 36(109) 33 28(109) 26 M 5.77*
F 11.89*

45-64 yrs .. 37 (53) 70 27 (42) 64 23 (73) 32 20 (57) 35 M 18.06*
F 5.43*

:> 64 yrs. 15 (24) 63 13 (29) 47 10 (33) 30 10 (32) 31 M 5.85*
F 1.19

Totals 105(185) 57 102(202) 51 69(215) 32 58(198) 29 M 24.61*
F 18.73*

Chi square with ldf requires 3.84 for significance at the 5% level of
confidence

*significant score

�for index see Appendix C-l
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The data 1n Table 33 indicates higher rates for both Indian men

and women in the tendency to use services for somatic problems. All

rates for Indians in the age-sex groups are over 47 per cent but are

under 35 per cent for the non-Indians.
,

In the age-sex groups for non-Indians rates are very much the

same with a range of only 7 per cent. Among the Indians the range

is 23 per cent with the highest rate being among the men 45-64 years

and the lowest among the women 15�44 years of age. The reported

tendencies to seek medical care for somatic problems do not correlate

with the actual use of doctors as reported in Tables 13 and 14. The

Indians used services at a lower rate than the non-Indians. The data

in Table 33 may reflect a tendency on the part of the Indians to give

a positive answer to the questions asked. On the other hand, they

may not suffer frequently from the symptoms referred to in the

questions and when they do they are inclined to seek medical care.

The Chi square tests reveal no significant differences between

the rates for Indians and non-tndians seeking care for psycho-social

problems (Table 34). They are higher for both the Indian men and

women as compared with the non-Indian men and women. The age-sex

pattern differ for the two samples. Among the non-Indians the high

est rate is found among the women between 45-64, but for the Indians

it is the women in the age group 15-44 that show the highest rate,

although their rate is only 2 per cent higher than the men in the

45-64 groups. Persons over 64 among both Indian and non-Indians

apparently seek care at a lower rate for psycho-social problems

than for psycho-somatic. This may be due to the fact that they are
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Table 34

INDIANS AND NON-INDIANS 15 YEARS AND OVER WITH A HIGH TENDENCY� TO USE

SERVICES FOR PSYCHO-SOCIAL PROBLEMS

Percentages are calculated according to sex and selected age groups.

Bracketed quantities show number of persons per age group.

Indian Non-Indian Ind. & Non-Ind.
N=387 N=415

Male Female Male' Female Test
Age Group

.

years No • % No. % No. % No. % Chi square

15-44 31(108) 29 42(131) 32 23(109) 21 24(109) 22 M -

F 3.01
45-64 16 (53) 30 11 (42) 26 15 (73) 21 16 (57) 28' M 1.54

F 0.04
> 64 3 (24) 13 8 (29) 28 .. 4 (33) 12 3 (32) 9 M -

Total s 50(185) 27 61(202) 30 42(215) 20 43(198) 22 M 2.15
F 3.74

Chi square with ldf requires 3.84 for Significance at the 5% level of confidence.
* significant score
� for index see Appendix C-l

more withdrawn from the social group or that they are more ignored.

Both Indians and non-Indians in all age-sex groups show a higher rate

of concern over their aches and pains than their ability to get on well

with others, although one may be the result of the other. There is

also a possibility that psycho-social problems are not seen as

medical problems--and therefore, for the symptoms used in the questions

respondents woul d see no need for seeki ng medi ca 1
'

care. On the other

hand the respondents may not suffer from the problems used as examples

and if and when they suffered from them they would seek care.
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The data in Table 35 indicate that the Indians would seek care for·

the children at a higher rate than non-Indians. The ratio is approxi

mately 4:1. There is a positive correlation between the Indians re

porting a high tendency to seek services for children and hospital

admissions but not in relation to taking children to the doctors.

Table 35

INDIANS AND NON-INDIANS WITH A HIGH TENDENCY� TO USE SERVICES FOR CHILDREN

0-14 YEARS AND THE REPORTED UTILIZATION OF SERVICES WITHIN A TWELVE MONTH

.. PERIOD

Percentages enclosed in bracket are calculated on the number of Indian

and non-Indian children.

Indian
N=522

Non-Indian
N=202

Test

No. % No. % Chi Square
Persons with a high
tendency to use services
for children 215 (41) 22 (11) 62.95*

Reported utilization for
children within a twelve
month period

Children with one or more

-physical examination

-hospital admisssion

78 (15)

126 (24)

57 (28)

26 (13)

16.92*

11.15*

Chi square with ldf requires 3.84 for significance at the 5% level of confidence.

* significant score

� for index see Appendix C-l

Tendency to use services for children was measured by asking the

person responding whether they would seek care for the children if

certain symptoms were present. From the yes or no answers, an index

..
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was developed. The results are shown in Table 35, along with the

reported use of medical care for children. There are discrepancies

between the reported tendency to use services and the actual use.

One may speculate that in this area of questioning there could be a

tendency for the adult to portray the image of a ,'good' mother or a

concerned guardian of the children.

To further assess' the reaction of adults to health problems

a series of questions were asked as to the action taken if a health

problem was recognized. The answers to these hypothetical questions

are given in Table 36. Approximately 50 per cent of the Indians and

the non-Indians reported that they would seek a doctor's care first;

more non-Indians than Indians would consult neighbours, family or

some one else other than a health worker. Over'50 per cent more

Indians than non-Indians said they would give self medication.

In comparing these data with the responses given in answer to

specific questions on actual utilization there are also discrepancies.

Although both Indians and non-Indians reported that they would seek

a doctor's help at approximately the same rates (Table 36), non

Indians had the higher rate of visits to doctors (Table 13 and 14).

The non-Indians also reported a higher use of non-prescribed drugs

(Table 23). Data in Table 36 do not correspond with the reported

tendency to seek care for psycho-somatic problems (Table.33). These

data indicate a higher tendency for Indians to seek care than non

Indians. This discrepancy in the data may be a result of the type of

questions asked. Answers to questions requesting information on

specific actions may be more reliable than answers to hypo-

thetical questions appear to be. Answers to hypothetical questions

Pi
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appear to be more reliable when the questions are specific rather

than general.

Table 36

HYPOTHETICAL BEHAVIOUR� OF INDIANS AND NON-INDIANS 15 YEARS AND OVER FOR

HEALTH PROBLEMS ANSWERS TO GENERAL, NOT SPECIFIC QUESTIONS

Percentages enclosed in brackets are calculated on the total for sex

group.

Indian Non-Indian Indian & Non-Ind.

Male
N=185

Female
N=202

Male
N=215

Female M. & F. M. & F.
N=198 N=387 N=415

No. % No. % No. % No. % No. % No. %

Persons who would
-seek doctor's help 91 (49) 100 (49) 112 (52) 98 (49) 191 (49) 210 (51)

-consult informal
health system

-give self medi
cation

3 (2) 6 (3) 26 (12) 22 (ll) 9 (2) 48 (12)

51 (28) ·56 (28) 23 (11) 22.(11) 107 (28) 45 (11)

-wait for develop-
ment or recovery 32 (17)

-other 8 (4)

32 (16) 49 (23)

8 (4) 5 (2)

52 (26)

4 . (2)

64 (17) 1 01 ( 24 )

16 (4) 9 (2)

Chi square tests were calculated for the data in each category of

behaviour for the Indian and non-Indian male and female groups. All

tests were significant beyond tbe 5 per cent level of confidence

except for "seeking doctor's care" and the 'other' categories.
� for questions on which table is based see Appendix F-6 numbers (5) and (6)

Current research has established a positive correlation between

smoking and health, although controversies still exist as to how
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smoking contributes to specific diseases.12,13 It is generally be

lieved by many health workers that the Indians are heavy smokers.

Table 37

SMOKING HABITS OF INDIANS AND NON-INDIANS 15 YEARS AND OVER

Percentages enclosed in brackets are calculated according to

the numbers in each sex group.

l. Non-Smokers

Indian Non-Indian Indian Non-Indian

Male Female Male Female M. & F. M. & F.
N=185 N=202 N=215 N=198 N=387 N=413

No. % No. % No. % No. % No. % No. %
Persons who
-never smoked
regularly 32 (17) 59 (29) 77 (36) 121 (61) 91 (24) 198 (48)

-did previous-
20 (11) 29 (15) (29) (9)ly 62 18 49 ( 13) 80 (19)

2. Smokers

Persons who
-smoke one or more

cigarettes per
day 133 (72) 144 (56) 76 (35) 59 (30) 247 (63) 135 (33)

Chi square test - Indian and Non-Indian M= 12.05*
F= 31.52*

Chi square with ldf requires 3.84 for significance at the 5% level of confidence.
* Significant test.

Table 37 indicates that there is a significantly higher percentage

of non-smokers among the non-Indian population than among the Indians.

Sixty-one per cent of the non-Indian women had never smoked regularly. Two

per cent of the non-Indian men had given up smoking as compared to 9 per
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cent of the women. The highest percentage of smokers is found among

the Indian men.

Table 38

INDIANS AND NON-INDIANS 15 YEARS AND OVER WHO SMOKE, AND NUMBER OF CIGARETTES

SMOKED PER DAY

Percentages enclosed in brackets are calculated on the number of persons

who smoke one or more cigarettes per day.

Indian Non-Indian Indian Non-Indian

Male Female Male Female M. & F. M. & F.
Persons who
smoke one or

more per day N=133 N=144 N=76 N=59 N=247 N=135

No. % No • % No • % No. % No • % No. %
Persons who smoke
1) 1-14 cigarettes

per day 108(81) 105(92) 37(49) ?6(6l) 213(86) 73(54)

2) 15 or more

cigarettes per
day 25(19) 9(08) 39(51) 23(39) 34(14) 62(46)

Chi square (1) and (2) M= 24.07 F= 24.92*

Chi square with ldf requires 3.84 for significance at the 5 % level of
confidence.
* Significant test.

The evidence indicates that, although the per cent of Indians

reporting smoking one or more cigarettes per'day is higher than for

non-Indians, the non-Indians have a higher rate of heavy smokers

especially on the part of the men when measured by those who smoke

more than 15 cigarettes per day (Table 38). The inadequate lower

income rates for Indians (Table 39) may be a deterent. Although

more Indians -than non-Indians smoke one or more cigarettes per day



�----

128.

a significantly higher percentage of heavy smokers is found among

the non-Indians both male and female. Fourteen per cent of the

Indians as compared with 46 per cent of the non-Indians smoke 15 or

more cigarettes per day.

Tables 39 and 40 set forth the data on two socio-economic

variables. These are the adequacy of income as measured by the

perception of "enough to meet expenses" and the language spoken

in the home as an indicator of the level of integration on the

part of the Indians into the dominant society.

Table 39

INDIANS AND NON-INDIANS 15 YEARS AND OVER BY PERCEPTION OF ADEQUACY OF INCOME

Percentages enclosed in brackets are calculated according to numbers in each

age group.

Indian Non-Indian Indian Non-Indian Indian Non-Indian
N=239 N=218 N=145 N=195 N=389 N=413

Age Groups 15 - 44 years

No. % No. %

'> 44 years

No. % No. %

15 yrs. and over

No. % No. %
A. INCOME

Persons with income
considered enough to
meet expenses 70(29) 144(60) 42(28) 153(78) 112(29) 302(73)

Table 39 indicates that a significantly higher percentage of Indians

than non-Indians consider their income as inadequate to meet expenses.

Forty-four per cent more of the non-Indians feel that their income is adequate.

To what intent are the Indians integrated into the non-Indian society?

If it were measured by the rate of English only spoken in the homes (Table

40), the answer from the data would be on the negative side.
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Table 40

LANGUAGE SPOKEN IN THE HOME BY INDIANS AND NON-INDIANS 15 YEARS AND OVER

Percentage enclosed in brackets are calculated according to numbers in

each age group.
Indian Non-Indian Indian Non-Indian Indian Non-Indian

Age Groups 15 - 44 years '> .44 years

No. % No. %

15 years and over

No. % No. %No. % No. %
B. Language spoken

in the Home

-English only

-Other language
only

5(02) 191(88) 2(01) 160(82) 7(02) 351(85)

88(37) 1(0.5) 85(59) 7(04) 173( 45) 8( 02)

In the 15-44 age group only 39 per cent speak English or Indian

in the home. The other 61 per cent speak both English and Indian.

This indicates the influence of the education system.

The patterns of medical utilization of the Indians and non-Indians

and factors contributing to their use or non-use have been examined

in some detail. The first hypothesis stated that the Indians utilize

services at a lower rate than the non-Indians but that their need is

greater as measured by their patterns of morbidity. Tables 41 to 43

�resent a comparison in summary form· between Indians and non-Indians

of elements included in the study of the patterns of medical care.

The comparisons are presented as a percentage and although the

data are not of a nature fo�which a sign�test can be applied the

direction of the difference between the percentages are useful
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indicators for support or non-support of hypothesis one and are employed

later in this study in the testing of hypothesis two and four.

Table 41

COMPARISON BETWEEN INDIANS AND

NON-INDIANS OF REPORTED UTILIZATION

OF MEDICAL SERVICES

Percentages are calculated on total sample populations. The direction

of the differences between the two percentages is indicated.

Indian Non-Indian Direction of
N=909 N=615 Difference of

Percentage Percentages
reporting Ind.---Non. Ind.

-having
particular doctor 43% 92%* +

1
-one or more doctors
visits within a

twelve month period 29% 36%* +

-one or more dentis�s
visits within a

twelve month period 20% 39%* +

-one or more hospital
admission within a

twelve month period 27% 20%*

-a test for �ision
within a twelve
month period 18% 30%* +

-taking one or more

prescribed drug
within a two day
period 25% 30% +

* Chi square or It I tests calculated for differences and shown on the table

presenting details of utilization are significant at the 5% level of

confidence.
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Table 42

COMPARISON BETWEEN INDIANS AND NON-INDIANS

OF REPORTED MORBIDITY

Percentages are calculated on totals indicated in table. The direction

of the differences between the two percentages is indicated.

Indians Non-Indians Direction of
N=909 N=615 Differences of

Percentages
Percentage of all Ind. and Non-Ind.
persons reporting
one or more sick days
within a two week
period 17% 15%

Activity limitations
within a two week
period 2% 6% +

Other health problems
within a two week
period 5% 15% +

Percentage of persons
15 years and over

reporting N=387 N=413

-Chronic illness 18% 23% +

-Physical impairment
or handicap 15% 11%

-Unable to carryon
regular duties because
of physical impairment 10% 1%*

-Visual impairment 51% 60% +

-Half teeth missing
34%and no false teeth 8%*

* Chi square or tl tests calculated for differences and shown on the

table presenting the details of the morbidity are significant at the

5% level of confidence.

r
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For the data in Table 41 on utilization of medical services to

support the first part of hypothesis one, all the tests for differences

would need to be significant at the 5 per cent level and all the signs

indicating the direction of differences, positive. The one negative

sign for hospital admissions, indicates that the percentage of utili

zation by the Indians was higher than that for non-Indians. The

difference is a significant one. Although the test of differences

between the two populations in utilization of prescribed drugs was

not significant the direction of the difference is positive.

Table 42 presents the comparison of morbidity between the Indians

and non-Indians. For the data in Table 42 to support the second

part of hypothesis one)that the Indians will have a greater need

for services as measured by morbidity, the tests for the differences

would need to be significant and all the signs negative. The signs

indicate that the hypothesis is supported by only 50 per cent of

the measurements of morbidity. Two of these are supported by signi

ficant tests.

The high rates of hospital admissions and longer stay indicate

a higher rate of morbidity for Indians. Tendency to play the sick

role as measured by a high dependency on illness (Table 43) can be

considered as an indicator of a state of mental malaise. The Indians

had a higher percentage reporting dependency on illness.

Although all the data in Tables 41 and 42 do not give full

support to the hypothesis, there is sufficient evidence showing

that it should not be rejected. The data in Table 43, although not

directly concerned in the support of hypothesis one, are presented
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here as supportive information and also for testing of other hypothesis

later in the chapter.

Table 43

COMPARISON BETWEEN INDIANS AND

NON-INDIANS 15 YEARS AND OVER

BY ATTITUDES

Percentages. are calculated on the totals of adults in each sample

population. The direction of the differences between the percentages

are indicated.

Indians Non-Indians
N=387 N=413

Direction of
Differences
Ind. and Non-Ind.

Percentage of persons
who manifest
-a low scepticism
towards medicine 60% 40%*

-a low scepticism
towards medical
doctors

-a low anxiety

-a low dependence
on ill ness

12%

35%

6%*

52%* +

36% 40%* +

-a high tendency to
use services for
somatic problems

-a high tendency to
use services for
psycho-social
problems

53% 31%*

29% 21%

*Chi square tests calculated for differences and shown on the table

presenting the details of attitudes are significant at the 5% level of

confidence •

. �J
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One feature of utilization of medical care among the non-Indians

is worthy of note. This is the higher rate of utilization of doctors

by the women between 45 and 64 years of age. This group also reported

a higher rate of "other health" problems and were the highest user of

non-prescribed drugs. The actions of the non-Indian women in this group

parallel the laveragel American woman who is portrayed in literature

as having considerably more days of disability and use the physician's

services at a higher rate than men.

The findings that the Indians manifest different patterns of

utilization from the non-Indians, even though they have access to all

services open to the non-Indian confirms the impression that there

are forces involved in utilization other than availability of con

ventional services.

The Indians' pattern of utilization of health services parallels

in most respects that portrayed in literature as bel�nging to the

disadvantaged - the lower socioeconomic non-white minorities. Among

the similar patterns are a higher rate of doctor's visits that are

hospital based, a higher utilization of hospital services, and

a lower rate of utilization of doctors and dentists. Similar

too are the attitudes towards the purveyors of h�alth care and towards

themselves and their own morbidity. They perceive similar barriers

between themselves and the availability of the services even though

in the eyes of the producers of health care, all barriers have been

removed.

Two features in the comparison of patterns of utilization stand �

out clearly, one is the higher utilization of hospital services by
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the Indians as measured by their contributions to hospital days and

a greater tendency for the Indian to play the sick role. These are

not unexpected findings but both require comment.

One factor contributing to the high rate of hospitalization of

the Indian children may be the rate of rapid increase of the Indian

population. The heavy responsibility placed on the mother, the fatigue

of child bearing and the pressure of caring for many small children

often lead to discouragement and therefore neglect. Social statistics

suggest that this happens all too frequently on the reserves. An

extreme case of family disintegration is portrayed in a letter to

the editor of the Native Voice - "Opinion No Other Choice" (see Appendix

E2). This is one side of Indian life as seen through the eyes of an

Indian woman. - During the data collection evidences of abandoned child

ren were seen and in some homes, a large family of small children

was left in the care of a teenager or grandparents, usually the grand

mother. Another factor that may be influencing-hospitalization is

the availability of a hospital in the area for the exclusive use

of Indians. The data on the use of the Indian and the non-Indian

hospitals over a period of three months (see Table 4) indicate that

33 per cent of the admissions were to the Indian hospital in North

Battleford. The University Hospital in Saskatoon was not included

in the non-Indian hospitals from which the data were collected, but

many Indians are referred to the University Hospital. This is a

teaching hospital or a hospital in which medical students a�e trained.

The report of the Royal Commission on The Health Services in

referring to the training of health personnel stated that the train-
I

• ------------ - - _._.
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ing of doctors depend on a low income indigent group to provide the

essential experience in public wards and in out-patient clinics. Indian

patients may be providing this experience and influencing the length

of stay.

The higher tendency for Indians to play the sick role as mani

fested by data on the dependency on illness, may be a result of their

prolonged state of dependency on the Federal Government for many of

their needs, and their social isolation on reserves. Playing the

sick role exempts a person from what might be considered normal

obligations and to a large measure for his own 'conditions. The sick

role in Western achievement-oriented society is defined as undesir-

able but may be more acceptable and even motivationally contagious in

a group such as Indians who are in a state of dependency. Unwittingly

health professionals may be'contributing to the dependency of the Indian

and thus reinforcing their tendency to play the sick role. This in

turn may have an effect on the length of hospital stay.

The financial situation may influence the seeking of health

care by the Indians for certain conditions. The low level of income

of the people on the reserve (see Appendix Bl-8) and the higher

percentage of persons viewing their income as "less than," or "much

less than enough to meet expenses" (Table 39) place the Indians at

a greater financial disadvantage than the non-Indians. The four areas

in which finances playa part in the health care of Indians are re

placement of teeth, provision of glasses, prescribed drugs and the

provision of transportation to the source of health care •. The latter

can be expensive for them if it is only paying a neighbour for gas
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for his car. Some bands are provided with a grant for transportation

of persons wHh doctors' or dentists' appointments. in case of emer

gencies and other illnesses. For those who want to see the doctor

and do not have appointments, who defines the person as ill and needing

transportation? It is agreed that the health of the poor, and this

includes Indians, cannot be improved initially until their incomes are

made adequate or elevated above the poverty line. Health care is not

a commodity.high on the priority list.of the Indians for spending part

of the small income they have. In spite of the fact that the Indians'

answers to·the hypothetical questions indicate that they would seek

medical care for health problems, their actual utilization is not as

high as the non-Indians. A higher percentage of non-Indians saw the
..

services as more readily available and had a higher utilization of

both doctors and dentists.

B. Comparison Of Patterns Of Medical Care Utilization Among Indians

In this section data from the Indian sample are examined according

to three categories a) sociological status.,b) the geographical location

of the reserve and c) the organizational structure within the reserve.

Not all the variables viewed in Section A are used here, but it is

believed that the data presented will be sufficient to determine any

influence of the measure being studied, in the pattern of medical care.

a. Comparison of Patterns of Medical Care Utilization According to

Sociological Status

There is a tendency on the part of many people to class Indians

as one homogeneous group, all manifesting the same attitudes and

actions. From data presented· in this study confirmation is given
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that one of the variances within the Indian population can be identi

fied as a status differential. Table 44 presents the percentage

distribution in each of the nine status levels.

Table 44

PERCENTAGE DISTRIBUTION OF THE INDIAN SAMPLE POPULATION ACCORDING TO THE

SOCIOLOGICAL STATUS INDEX DEVELOPED FOR THIS STUDY BASED ON THE ASCRIBED

AND ACHIEVED STATUS OF THE HEAD OF THE HOUSEHOLD

The nine status levels ·are shown in the upper right hand corner of each

cell. The percentages are calculated with the �ota1 sample population.

Ascribed Status

Low

Med.

High

Low

ACHIEVED STATUS

Med.· High

1 4 7

15% 14% 3%

2 5 8

8% 33% 10%

3 6 9

0 10% 7%

32%

51%

17%

23% 57% 20% 100%

N=909

In noting the characteristics of the status structure (Table 44)

15 per cent of the population ·is in level one and only·7 per cent in

level nine. These are the two extremes. Level one are those who are

-;;d

y.
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of low ascribed status in the community and,by Western achievement

oriented standards are low achievers. Level nine are those with

highly ascribed position of prestige and leadership and are hngh

achievers within their own society. Level five are those who are

classed as medium in both ascribed and achieved statuses. This level

constitutes 33 per cent of the total population. These three levels

of one, nine and five are congruent levels--or non-conflict levels.

There are two groups of conflict or incongruent status levels. One

group is composed of levels two, four, six and eight where each level

is a combination of medium in one status and high or low in the other.

These make up 42% of the population. The other incongruent group is

made up of the two levels of dissonance, using the term to mean a

departure from the expected levels three and seven. No persons fell

into the level three, the low ascribed and the high achieved,but 3

per cent are found in level seven. These are members of families that

have achieved a high measure of material success and have not or are

not participating in the leadership in the community in the traditional

manner within the kin group or within the existing community organiza

tions.

In examining the population status structure from another view,

that of low, medium and high within the achieved and ascribed cate

gories, the low achieved (levels one, two and three) constitute 23

per cent, the medium achieved (four, five and six) with 57 per cent

and the high achieved (seven, eight and nine), 20 per cent. The

percentage distribution of the population in the two extremes differ

by only 3 per cent. The structure of the ascribed status gives a
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slightly different picture. The low ascribed status levels (one,

four and nine) constitute 32 per cent of the population, the medium

levels (two, five and eight) 51 per cent, and the high levels (three,

six and nine) 17 per cent. The percentage distribution of the popu

lation in the two extremes in the ascribed structure differ by 15

per cent. It would appear that those who do strive and reach beyond

the low achieved level are recognized within the society as playing

some part in either the leadership from the traditional point of view

or in the organizations within the community.

The question now is do these structural differences affect the

utilization of health services and factors contributing to their use

or non use. Tables 45-50 present the data according to sociological

status.

1. Utilization of Health Services

The first part of hypothesis two states that the social position

a person holds within the" society influences the utilization of medical

care. Table 45 sets forth the utilization of health services according

to the ascribed status of the head of the household. The data indicated

that the ascribed status does have an influence on whether or not persons

selected a particular doctor from whom they would seek care. Only

36 per cent of those in the low category reported having a particular

doctor as compared with 46 per cent in the medium and 48 per cent

in the high categories.

The use of doctors services follows a similar pattern although the

medium ascribed group has the highest rate and excee�the low category

by 6 per cent and the high by one per cent. The medium category has

II
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Table 45

UTILIZATION OF HEALTH SERVICES BY INDIANS

ACCORDING TO THE ASCRIBED STATUS

OF THE HEAD OF THE HOUSEHOLD

Percentages are calculated on the numbers in each of the categories

of ascribed status.

Low
N=909 N=290
Status Levels 1.4.7

100%

Med.
N=465
2.5.8
100%

High
N=153
3.6.9
100%

ASCRIBED STATUS OF

HEAD OF HOUSEHOLD

Percentage of persons
reporting

-Having a particular
doctor 36% 46% 48%

-One or more doctor's
visits within a two
week period

-Dentist's visits
within a month

7% 13% 12%

3% 2% 4%

-Hospital admission
within twelve months 23% 29% 25%

-Average nO. of hospital
days per admission 3.5 4.4. 3.6

the lowest per cent of dentist's visits within a month. The persons

with medium ascribed status made a greater contribtuion to hospital

admissions by 6 per cent over the low and 4 per cent over the persons

in high ascribed status. A similar result is seen in the average

number of hospital days per admission. In an over-view of the
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utilization of health services according to the ascribed status of the head

of the household two levels seem to predominate, the division being between

the low and medium levels.

Table 46 compares the utilization of health services by persons divi

ded according to the achieved status of the head of the household.

Table 46

UTILIZATION OF HEALTH SERVICES BY INDIANS ACCORDING TO THE ACHIEVED STATUS

OF HEAD OF THE HOUSEHOLD

Percentages are calculated on the number of persons in each category of

achieved status.
ACHIEVED STATUS OF HEAD OF HOUSEHOLD

N=909
Status Levels

Low
N=218
1 .2.3
100%

Med.
N=514
4.5.6
100%

High
N=187
7.8.9
100%

Persons reporting

-Having a particular
doctor

-One or more doctor's
visits within a two
week period

-Dentist's visits within
a month

-Hospital admission
within a twelve month
period

-Average number of
hospital days per
person

19% 49% 53%

8% 11 %

2%

13%

4% 4%

25% 27% 28%

4.7 3.7 4.0

In Table 46, the data indicate that 53 per cent of persons in the high

achieved status group reported having a particular doctor as compared

with 19 per cent of the low. Doctor's visits within a two-week period

follow a similar pattern, but the differences in the percentages are

I
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not so marked. Persons with medium achieved status visited

dentists within a month's period at a lower rate than persons

in either the low or the high levels. This is a similar pattern

to that noted in the ascribed status. The rates of hospital

admission increase slightly with an increase in status. There

are 2 per cent difference between low and medium and 1 per

cent between medium and high status levels. The low status

persons have the highest average number of hospital days

within a twelve month period, In utilization of health services

according to the achieved status of the head of the household,

the beginning of three distinct divisions are indicated as noted

in the utilization of doctors and in hospital admissions. In

two of the variables listed, persons having a particular doctor,

and hospital admissions, persons in the high achieved status had

significantly higher rates than those in the other two levels.

2. Morbidity

Tables 47 and 48 present morbidity patterns of the Indians

using two criteria, sick days within a two-week period and missing

and replaced teeth, and are according to the achieved and ascribed

status of the head of the household. There is a marked similarity

in the way in which morbidity is reported by persons in the two

status divisions.

143.
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Table 47

MORBIDITY OF INDIANS AS MEASURED BY SICK DAYS WITHIN A TWO WEEK PERIOD,

AND NEED FOR DENTAL CARE AS MEASURED BY MISSING AND REPLACED TEETH ACCORD

ING TO ASCRIBED STATUS OF HEAD OF THE HOUSEHOLD.

Percentages are calculated on the number of persons in each of the levels

of ascribed status.

Ascribed Status of Head of Household

Status Levels
All Persons N=906

Low
1.4.7
N=290
100%

Med.
2.5.8
N=465
100%

High
3.6.9
N=153
100%

Persons reporting

-One or more sick
days within a two
week period

Adults only N=387

19%

N=117
100%

20% 15%

N=209
100%

N=61
100%

Percentage of persons
with half their teeth
missing and no false
teeth 47% 30% 25%

The influence of status is minimal as measured by sick days within the

last two weeks. Persons in the medium status group have one per cent

more sick days than those in the low category and 5 per cent more than

those in the high group. A greater influence is seen in the rate for

adults with need for replacement of teeth. The percentage of persons

not having teeth replaced decreases as status increases.
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Table 48

MORBIDITY OF INDIANS AS MEASURED BY SICK DAYS WITHIN A TWO WEEK PERIOD AND

NEED FOR DENtAL CARE AS MEASURED BY MISSING AND REPLACED TEETH ACCORDING

TO ACHIEVED STATUS OF HEAD OF THE HOUSEHOLD

Percentages are calculated on the number of persons in each of the levels

of achieved status.

ACHIEVED STATUS OF

HEAD OF HOUSEHOLD

Status Levels
All Persons N=909

Low
1 .2.3
N=208
100%

Med.
4.5.6
N=514
100%

High
7.8.9
N=187
100%

Persons reporting one

or more sick days within
a two week period

Adults only N=387

18%

N=82
100%

19% 17%

N=83
100%

N=222
100%

Percentage of persons with
half their teeth missing
and no false teeth 51% 31% 25%

Table 48 indicates that the achieved status has much the same

influence on morbidity as the ascribed status.
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Table 49

ATTITUDES OF INDIANS TOWARDS HEALTH CARE ACCORDING TO ASCRIBED STATUS OF

HEAD OF THE HOUSEHOLD

Percentages are calculated on the numbers in each of the ascribed status

categories. .

ASCRIBED STATUS OF

HEAD OF HOUSEHOLD

Status levels
Adults only N=387

Low
1.4.7
N=117
100%

Med.
2.5.8
N=209
100%

High
3.6.9
N=61
100%

Percentage of persons
manifesting
-A high* dependency on

illness 30% 31% 15%

-A high* tendency to
use services for
psycho-social problems

Children only N=522

-A high* tendency to
use services for
children

26% 32% 23%

15% 9% 8%

N=126 N=292 N=104
100% 100% 100%

43% 47% 25%

-A low* scepticism
towards medicine

* For indices see Appendix C-l

Where the head of the household had a high ascribed status only

15 per cent manifested a high dependency on illness, as compared with

31 per cent of the medium and 30 per cent of the lower status levels.

In other words those in the high ascribed status levels showed a lower

tendency to play the sick role. A similar pattern appears to exist

in the use of services for children. The group which demonstrates the

"l""
,
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highest tendency to play the sick role also tends to make a higher use

of services for ch11dren. The high ascribed status group also showed

a lower tendency to use services for psycho-social prob1ems. The

di fferences are not as marked as ,i n dependency on ill ness. The medi um

ascribed status group appears to use services for psycho�social

problems more than both the low or high status groups. Only 8 per cent

of the high ascribed,status group manifest a low scepticism as compared

with 15 per cent in the low status group. It appears that the higher

the ascribed status the lower the scepticism.

Table 50

ATTITUDES OF INDIANS TOWARDS HEALTH CARE ACCORDING TO ACHIEVED STATUS OF

HEAD OF THE HOUSEHOLD.

Percentages are calculated on the number in each of the achieved status

categories.

Achieved Status of Head of Household

,
Status Levels

Adults only N=387

Low
1.2.3
N=82
100%

Med.
4.5.6
N=222
100%

High
7.8.9
N=83
100%

Percentage manifesting
-A high dependency*

on illness 30% 30% 20%

-A high tendency* to
use service for psycho
social problems

-A low scepticism*
towards medicine

32% 28% 27%

Children only N=522

11%

N=126
100%

11%

N=292
100%

7%

N=104
100%

-High tendency* to use

services for children 44% 41% 38%

* For indices see Appendix C-1

,'110,
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Achieved status (Table 50) has very much the same influence on atti

tudes as ascribed status. Persons in the high achieved categories (as in

the ascribed) have a lower tendency to play the sick role. This raises a

provocative question. Can the satisfaction of a high ascribed status or

high achievement remove the-need or desire to play the sick role? Both

high status groups relate to leadership role. Other means of gaining

attention are not then required. This influence of achieved status on the

tendency to seek services for children approximates the influence on the

tendency to play the sick role. Are higher status people less concerned

about their children, or do they feel more capable of coping with illness'

of the children in the home? Those in the higher achievement categories

have better homes and a higher education. Since there is much overlapping

in the two categories, those in the high ascribed categories should also

be better equiped to look after their children. The effect of ascribed

status on the utilization of health services was not always clear. Two

divisions apparently predominate. In the achieved status there was the

beginning of three divisions which were clear for some but not for others�

Ambivalence is evident in several of the status categories. This is to

be expected as the Indians are a group in transition. They are in con- -

flict between two value systems and this is known to create a high degree

of personal and group anxiety. For some,anxiety creates a physical or

psychological breakdown; for others, it may mean erratic behaviour, and

over stressing one value system at the expense of the other.

Data would indicate that the high risk group as far as physical, mental

and social health is concerned.is to be found mostly among the low ascribed

and achieved categories. As mentioned earlier, there are some high achievers
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(status level 7) among the low ascribed group. Only five families fell into

this group. Among them were found the descendents of Metis who at one time

were accepted into the Band but not into the leadership structure. When

collecting data on the head of one of these households one Indian informant

said IlBut he's not an Indian.1I When asked if he were a member of the band,

the reply was liVes, but he's Metis." These people in spite of lack of accept

ance by the community had stayed on the reserve and achieved material success.

(See letter to the editor of The NATIVE PEOPLE - liThe Drunken Indianll Appen

dix E-2, for an example of community pressure.) The data were also examined

for differences in use of medical care between congruent and incongruent

status groups. No differences worthy of noting here were discovered.

Hypothesis two (status influences the way in which people seek medical

care) was tested by comparisons between the lowest and highest status levels

(See Tables 51 to 53). Level one where the head of the household has a low

ascribed and a low achieved status is contrasted with level nine where the

head of the household has a high status in both achieved and ascribed indices.

Hypothesis two more specifically states that the higher the status, the more

the patterns of medical care will resemble those of the population in the

surrounding area. In order to test the hypothesis (when �tated in these

terms) the direction of the differences between status level one and nine

is shown beside the direction of difference between Indians and non-Indians.

In Table 51 contrasting status levels one and nine, the It I
scores of

6.50 shows a highly significant difference between the percentage of persons

having a particular doctor. There is no significant difference between

status levels one and nine in the way in which they visited the doctors or

the dentists, but a higher use is indicated for level nine. The direction

..
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of the difference between status levels one and nine for the first three

measures of utilization of medical care are the same as those for the differ

ence between the Indians and the non-Indians. In the utilization of hos-

pitals as measured by persons with one or more admissions, the It I
score

of 1.95 indicates a significant difference. Indians in status level nine

are high�r users of the hospital than·those in level one.

Table 51

COMPARISONS OF UTILIZATION OF HEALTH SERVICES BY INDIANS ACCORDING TO

STATUS LEVELS ONE AND NINE OF HEAD OF HOUSEHOLD

Percentages are calculated on the totals. in each status level. The results

of tests for significant differences are shown as well as a comparison of the

direction of differences between the two reserves and the Indians and non-

Indians.
Status One Status Nine Direction of difference
Low in both High in both between
achieved and achieved and status
ascribed ascribed (1 and 9)

N=135 N=64 It I test
Persons reporting 100% 100%
-having a parti-
cular doctor 20% 54% 6.50* + +*

-one or more

doctor's visits
within two weeks 7% 11 % 0.13 + +*

-one or more

dentist's visits
within a month 5% 6%

.

0.11 + +*

-one or more hospital
admissions within a

twelve month period 21% 30% 1.95* +

+ data taken from Table 41
It I with" df requires 1.960 for significance at the '.05 level of confidence
* significant test

Indians in status level nine and non-Indians report a high percentage
of persons having a particular doctor.
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Table 52

COMPARISON OF MORBIDITY OF INDIANS AS MEASURED BY SICK DAYS WITHIN A TWO

WEEK PERIOD AND NEED FOR DENTAL CARE AS MEASURED BY MISSING AND REPLACED

TEETH ACCORDING TO STATUS LEVELS ONE AND NINE OF HEAD OF HOUSEHOLD.

Percentages are calculated on the total number in each status level. Tests

for significant differences between the two status levels are shown as well

as a comparison of the direction of the differences between the two status

levels of the Indians and non-Indians.

Status One
Low in both'
achieved and
ascribed

Status Nine
High in both
achieved and
ascribed

Comparison of the
Direction of Differences I

of Percenta es between I

Status
(1 and 9) Ind. & Non-Ind ,'

Adults and Children N=135
100%

N=64
100% It I test

Persons reporting
-one or more sick
days within two
weeks 20%

Adults only

Percentage reporting
-more than half
teeth missing and
no false teeth 30%

N=55
100%

9%

N=27
100%

6.50*

4% 3.60* - *

+ signs taken from Table 42
It I with «df requires 1.960 for significance at the .05 level of confidence
* significant test

Table 52 gives a comparison between the two extreme levels of

status according to morbidity patterns. Persons in status level nine

had significantly lower morbidity as measured by one or more sick days

in two weeks, and had a significantly lower per cent than those in status

level one needing teeth replacement. In both measurements the morbidity



152.

patterns of status level nine resemble those of the non-Indians.

Table 53

COMPARISON OF ATTITUDES OF INDIANS 15 YEARS AND OVER INFLUENCING UTILIZATION

OF HEALTH SERVICES ACCORDING TO STATUS LEVELS ONE AND NINE OF HEAD OF

HOUSEHOLD

Percentages are calculated on the number of persons in each status level.

Status One
Low in both
achieved and
ascribed

Status Nine
High' in both
achieved and
ascribed

Direction of Difference
Between
Status I(1 and 9) Ind. & Non-II

N=55
100%

N=27
100% It I test

Persons reporting
-a high** tendency
to manifest depen
dency on illness

-a high tendency
to use services
for psycho-social
problems

27% 11% 1.98* +

13% 5% 0.36

-a low** tendency
to manifest
scepticism towards
medicine 20% 8% 0.54

+

Test with « df requires 1.960 for significance at the 5% level of confidence
significant test

** for indices see Appendix C-l
In Table 43 this sign is shown as a plus but the measurement in this
Table (53) is on the high indices and not the low for dependency on illness
Status nine and the non-Indians both show a lower dependency on illness
and are alike in this respect.

It I

*

Status level ni�e has only 11 per cent with a high tendency to mani

fest a dependency on illness as compared with 27 per cent in status level_

one. A tendency to play the sick role is not indicated for level nine
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nor did the data indicate this for the non-Indians. The data show

no significant differences between status levels one and nine in this

scepticism towards medicine nor in their seeking care for psycho

social problems. The differences between percentages are in the same

direction as the differences between the Indians and the non-Indians.

Although all the evidence does not support the hypothesis, there

is sufficient evidence to accept the statement that status as measured

by the sociological index developed for this study has an affect on

the medical care patterns of the Indians in the sample population and,

although the persons in level nine do not parallel the medical care

profile of non-Indians exactly, they indicate more 'like' character

istics than ·unlike.

It was not expected that the Indians in the highest status level

would share all the attitudes and actions of the non-Indians as the

Indians are still isolated from the mainstream of the outside world by

life on the reserve. What is confirmed is that there are differences

in the Indian population and that the status both achieved and ascribed

tend to separate people within the social structure.

In the comparisons between levels nine and non-Indians the non

Indians are classed as one homogeneous group. It is recognized that in

the non-Indian population there will also be a status differential.

The assumption in the hypothesis is that the communication is better

between the Indians in the high status levels and the non-Indians.

Through this contact the high status group have integrated into their

own thinking some of the attitudes and values of the larger society.
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(b) Comparisons of Utilization of Medical Care by Reserves According to

Geographical Location.

Community factors influencing health action is an area of common

interest to sociologists and public health workers. Some studies have

stressed the importance of the social organization and the leadership

structure of the community as an influence in the action taken for

health problems both individually and collectively.14,15
In order to examine the data from the Indian sample and relate

these to the community factors of geographic location and organization,

the data are divided according to reserves an� presented in Tables 54

to 58. A description of each reserve will be found in Appendix Bl-8.

1. Utilization

Hypothesis three states that the reserves geographically clustered

tend to manifest similar patterns of utilization of health services and

attitudes towards medical care. In order to test this hypothesis,

.comparisons were made between three pairs of reserves adjacent to each

other, namely: one and two, five and six, and seven and eight. (See

Figure IV, Chapter IV) The data for reserves three and four, although

presented here, are not included in the comparisons as 'they are

geographically isolated.

The data in Table 54 indicate that there are significant differences

between reserves one and two in the perception of time to reach the

nearest doctor. These differences may be due to the modes of'transportation

available to each household or to which doctors they consider to be the

I "--. 11
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TABLE 54

COMPARISONS OF PERCEPTION OF AVAILABILITY OF MEDICAL CARE FOR THREE PAIRS OF RESERVES

ADJACENT TO EACH OTHER
-,I

'�
�

Percentages are calculated on the number of persons on each reserve. The results of

tests for significance are shown for each pair of reserves adjacent to each other.�

Segments 1 2 test 3 4 5 6 test 7 8 test
N=107 N=167

I
N=83 N=153

I
N=124 N=37

I
N=135 N=83

% %
"t ' % % % %

It I
% %

It'
Ti me to nea res t

doctor

-within 15
minutes 25 8 3.53* I 24 27 I 13 18 1.22 I 17 15 0.28

-more than
1 hour 26 43 2.28* I 14 10 I 5 5 I 24 46 5.00*

Place
convenient 86 91 1.14 I 66 85 I 87 91 1.34 I 98 96 0.14

Hours
convenient 86 92 1. 71 I 61 97 I· 82- 93 3.05* 1 96 96
It I with oc df requires 1.960 for significance at the .05 level of confidence
* significant test

Tfor location of reserves see figure IV

There are significant differences between reserves one and two in their perception of time

to reach the nearest doctor.
__.

c..n
c..n



TABLE 55
COMPARISON OF MORBIDITY AND UTILIZATION OF HEALTH SERVICES OF THREE PAIRS OF RESERVES

ADJACENT TO EACH OTHER
Percentages are calculated on the total number of persons on each reserve. The results of �tests for significant differences are shown for each pair of reserves adjacent to each other.

Reserves 1 2 test 3 4 5 6 test 7 8 test
N=906 N=107 N=167

r N=80 N=57 N=124 1 N=57 ,N=135 N=83
% % % % % % % %

I'

I' 'l

Persons reporting
-one or more sick or

restricted day within
a two week period

-one or more doctorls
visits within a two
week period

-one or more dentistls
visits within a twelve
month period

-one or more hospital
admission within a
twelve month period

-a test for vision within
a twelve month period 12 2.71*

It I

It I It I

22 20 0.46 26 20 18 16 0.14 23 13 2.86*

18 13 1.14 22 12 10 o 5.62* 10 2 3.72*

20 13 1.38 19 18 26 21 0.90 30 24 1.41

19 22 0.57 31 36 31 29 0.37 21 22 0.14

8 27 4.10* 16 14 26 26 21

-taking one or more pre
scribed drugs within a

two day period 14 22 1.71* 23 17 9 0 4.72* I
13 10 2.00*

-immunization within a year' 22 40 4.22* 29 57 13 13 - 19 32·2.86*
It' with oc df requires 1.960 for significance at the 5% level of confidence
* significant test
t for location of reserves see Figure IV
Not all the pairs of reserves being compared utilize health services at the same rate as evidenced by the
significant It I

scores. The greatest number of significant differences are between reserves seven and eight.

�

_........,

__,

01
en
.



157.

'nearest ". Some families seek care at the Indian hospital or at the

doctors I clinic in North Battleford, others at Cutknife which is the

nearest town where a doctor resides. On the other hand, the reserves

are large and the population scattered. Some of the respondents 1ived

in the bush some distance from the main roads in the reserve. Their

perception of time to reach a doctor may differ but other variables

will have influenced the responses. Significant 't' scores were

found on comparing reserves seven and eight, and the same explanation

could be valid. With respect to convenience of time and place the
I

lowest p�rcentage of persons giving positive answers is found on

reserve three. The people in this reserve are disgruntled, because

their nearest hospital is small and the doctor and the hospital

accommodate Indians only in case of emergencies and then transfer the

patients to North Battleford. Their low percentages of 66 and 61 per

cent for convenience of place and hours project their attitudes.

Although the 82 per cent score for'reserve eight is not low it is

sufficiently lower than the 93 per cent of reserve seven to yield a

't' score of 3.05. The roads on this reserve are at times impassible.

Again some of the Indians like to combine a visit to the doctor with

a trip to town to do other business. The latter often takes priority.

Therefore when they are prepared to seek a doctor's'care, the office

or clinic is closed except for emergencies.

The data in Table 55 yielded more significant 't I
scores between

reserves than expected. The two reserves that show the least similarity

_.:0-;:,..11
... .:
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in patterns of utilization of. health services are reserves seven and

eight. For each service with the exception of hospitals the people on

reserve number seven show the higher utilization.

None of the comparison show any significant differences in patterns

of utilization of hospitals. The highest percentages were from reserves

four with 36 per cent and three and five each with 31 per cent. It is

worthy of note that the highest percentage of doctors' visits were made

by reserve number three. This reserve showed the least satisfaction in

the place and hours of doctorJs services (Table 54). The data for

reserve three also indicates a higher percentage of sick or restricted

. days. The lowest percentages of persons having doctors visits within

a two week period are on reserves eight with two per cent and six with

no doctor's visits.

The significant It' scores for the differences in percentage of

persons receiving immunization within a year are unexpected as each pair

of reserves has the same field nurse who is the main source of supply

of this service. Only two 'reserves being contrasted (five and six) had

the same public health nurse during the data collection period. The other

reserves were either without. a nurse or had a change of nurses. The

attitude to a new nurse and her attitude towards the people (which may

differ between reserves) influence the size of clinics. Another contribut

ing factor may be the number of families receiving immunization in the homes.

On the other hand the difference may be due to the school children receiving

immunization in the provincial schools that they attend. The differences

in the test for vision between reserves one and two
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and seven and eight may be due to the fact that the children who are

in grades higher than Grade VII do not all attend the same provincial

schools. In comparing the use of services by households (Table 56)
a�'

the data for reserve six A- worthy of note. No household had either

a doctor's visit within a two week period or a dentises visit within

a month but every household had had one or more members admitted to

a hospital. This reserve more than any other parallels the image of

the lower socio-economic or the minority groups portrayed in literature.
I

Characteristics of patterns of medical care for these groups were'a

low utilization of doctor's and dentist's services and high utilization

of hospitals. Why should this be? One can only speculate. The

Sau1teaux are a different linguistic group. Not until they signed a

�reaty in 1954 did they have any schools on the reserve, and for some

time sent back the welfare cheques. (See Appendix B-6). Their present

heredity chief is old and ill and has abandoned leadership. At the time

of the data collection there was no effective leadership on the reserve.

Anyone of these or all could be contributing factors.

2) Morbidity

Morbidity as measured by the percentage of persons reporting one

or more sick or restricted days within a two week period is shown as

the first item in Table 55. The reserve with the lowest percentage

is reserve eight, and the difference between the 23 per cent on reserve

seven and the 13 per cent reported for reserve eight is significant

with a It I
score of 2.86 .

•
I



l

lL
-,

TABLE 56

INDIANS ON RESERVES IN THE STUDY AREA AND COMPARISONS OF THE UTILIZATION

OF HEALTH SERVICES OF HOUSEHOLDS BY THREE PAIRS OF RESERVES

ADJACENT TO EACH OTHER

Percentages are calculated on the total number of households on each reserve. The
results of tests for significant differences are shown for each pair of reserves

adjacent to each other.�

.......
en
<:)
.

Reserves 1 2 test 3 4 5 6 test 7 8 test
N=141 N=19 N=23

I N=17 N=22

I
N=15 N=8 l N=20 N=15

Households reporting
% %

It I . % % % %
It I % %

It I

one or more

-doctors visits within
two weeks 42 61 1.22 I 47 63 I 46 0 4.76* I 50 13 2.58*

-dentisis visits
within a month 5 4 0.54 I 6 9 I 3 0 0.73 I 30 13 1.26

-hospital admissions
within a year 68 65 0.18 I 76 81 I 87 100 1.74 I 85 80 0.34

It I with «df requires 1.960 for significance at the .05 level of confidence
* significant It I

score

�
for location of reserves see Figure IV

Reserve six had no households with a visit to a doctor within a two week periodor to a dentist within a month.
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3. Attitude and Enabling Factors

What about attitude between adjacent reserves? Are they shared?

One would expect to find few if any significant differences. Between

reserves one and two (Table 57) the only significant difference is in

the use of services for psycho-social problems. Indians in reserve one

show a higher use by 8 per cent. Between these two reserves one could

say most attitudes are shared .. Reserve six indicates a significantly

higher tendency to use services for somatic problems than reserve number

five. These data do not correlate with the reported use of doctor's

services (See Table 56). For.reserve five, 10 per cent reported

doctor's vi sits withi n a two-week peri od and reserve six reported no

visits. In the tendency to manifes� anxiety, reserve eight shows a

significantly higher percentage than reserve seven. Although the It I

score of 1.60 is not significant, it does indicate a higher tendency for

dependency in illness. In other words, a higher percentage of persons

on reserve eight than on reserve 'seven would be inclined to play the

sick role. Persons on reserve eight also have a lower scepticism

towards medicine. The highest scepticism towards doctors is found on

reserve seven. Some studies have indicated that there is correlation

between education and scepticism towards doctors. Could education be an

influencing factor here? If so, we would expect to find a significant

difference in the rates of education between the two reserves. This is

not the case as noted in Table 58 where data on grades completed are compared .

..
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TABLE 57

COMPARISON OF ATTITUDES OF INDIANS 15 YEARS AND OVER FOR THREE PAIR OF RESERVES

ADJACENT TO EACH OTHER

Percentages are calculated on the number of adults on each reserve. The results of tests

for significance are shown for each pair of reserves adjacent to each other.i

Reserves 1 2
N=384 N=52 N=69

% %
Percentage of
persons manifesting
- a low* dependency
on illness 29 20

- a low anxiety 42 39

test

It I

1.15

0.46

- a low scepticism
towards medicine 54 48 0.50

- a low* scepticism
towards doctors 13 13

- a high* tendency
to use services
for somatic
problems 38 45 0.61

- a high* tendency
to use services
for psycho social
prob1 ems 25 17 1. 07

3 4 5 6
N=38 N=65 'IN=45 N=25
%. % % %

34 40

26 46

58 58

10 17

41 54

13 29

test

It I

7 8
N=58 N=32

% . %

test

27 12

31 40

1.51

0.62

26 12

29 12

80 66

2 13

59 63

44 44

It I

1.60

1.92*

1.34

1.98*

0.35

It I with «df requires 1.960 for significance at the 5% level of confidence
* significant test t for location of reserves see Figure IV

Attitudes are shared between reserves one and two to a greater extent than between the two other
pairs of reserves being compared.

60 72 1.10

9 16 0.84

47 68 1.96*

31 32 0.05

__,

0'1
N
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TABLE 58

INDIANS 15 YEARS AND OVER ON RESERVES IN THE STUDY AREA AND COMPARISON OF GRADES COMPLETED

IN SCHOOL AND LANGUAGE SPOKEN IN THE HOME BY INDIANS ON THREE PAIR OF RESERVES ADJACENT TO

EACH OTHER

Percentages are calculated on the number �f adults on each reserve. The results of tests

for significance are shown for each pair of reserves adjacent to each other.l

Reserves 1 2 test 3 4 5 6 test 7 8 test
N=384 N=52 N=69 I N=38

N=6Sr=4S
N=25

I
N=58 N=32

% % % % % % % %

Percentage of
't I 't I 't I

persons who

-have completed
grade seven or

more 52 50 0.02 I 36 38 1 38 20 1. 71 *1 37 30 0.70

-speak only English
1.39 I 2 1 1in home 0 2 3 0 0 - 7 0 2.43*

- speak only Indian
3.23* I 39 Iin home 58 29 53 44 73 2.39*1 33 66 3.13*

�

0"1
W

't' with�df requires 1.960 for significance at the 5% level of confidence
* significant test

l for location of reserves see Figure IV



-�"-'-

164.

The use of non-prescribed drugs can be a factor contributing to

the non-use of medical care. The data are not shown here. Although no

significant differences were indicated between reserves the differences

that do exist are curious. The lowest percentages of person utilizing

non-prescribed drugs were found among reserves where there are known to

be active herb brewers. Perhaps' these medications are not considered

non-prescribed drugs. The prices paid to the brewers (usually older

women) are high, much higher than many of the prescribed drugs which

Indians feel they cannot afford. Apropos to the herb brewing which is

part of the Indian medicine, a concentrated activity of the medicine

man occured during the period of data collection. An old woman on one

of the reserves suffering from a nervous twitching of the face accompanied

by intense pain was convinced that this was the recurrence of a spell

cast.on her by another woman years ago. Her face was scratched during

a love triangle struggle. The other woman had recently returned to

the reserve and was one of the respondents in the sample population.

After exhausting the resources of the white man's medicine and the skills

of the herbalist with no results, the medicine men who came from within

and north of the study area tried their skills. The woman was eventually

relieved of her pain, the informant about the activity reported, but no

one had learned which medicine or med�cine man was responsible.

Using integration of English into· the language spoken in the homes

as a measure of acculturation, reserve two, four and seven are more

�L
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acculturated than the other five reserves. They have the lowest

percentages 29, 39 and 33 respectively where IIndianl only is spoken in

the home. With the exception of reserve two, these same reserves have

the highest percentage of persons with an education of grade seven or

higher.

Hypothesis three states that the reserves geographically clustered

tend to manifest similar patterns of utilization of health services and

attitudes towards medical care. All the data do not support this·

hypothesis.* The data indicates that there is a marked difference in

some attitudes and action between Indians living only a few miles away

from each other.

(c) Comparison of Utilization of Medical Care by Reserves According to

Organizational Structure within the Reserves.

Hypothesis four states that the higher the level of organization

for community action as measured by committees, strong leadership and

developed services within the reserve, th� more the pattern of utilization

will resemble those of the population in the surrounding area (the non

Indian). In order to test this hypothesis data from reserves eight and

four are compared.** Data contrasting the two reserves are presented in

Tables 59 to 61. As well as indicating significant differences, the

direction of the differences between percentages for reserves eight and

four are compared with the direction of the differences between the data

for the Indians and non-Indians.

* This may be inconclusive because of the small numbers in the sample.
**For the rationale for selecting the reserves see Chapter IV 2.

r, i
·-1
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1. Util tzat ton

Table 59 presents the comparison of the utilization of medical care.

TABLE 59

COMPARISON OF UTILIZATION OF HEALTH SERVICES BY INDIANS

ON RESERVES EIGHT AND FOUR

Percentages are calculated on the total number of persons on

each reserve. The results of tests for significant differences

are shown as well as the comparison of the direction of differences

between the reserves and the Indians and non-Indians.

Eight Four
Least- Most- Direction of

organized organized**test ifference between
Percentage reporting N=83 N=153 Reserves No. In .'& I
one or more % % 't'

8 and 4 Non-Ind.
- docto?s visits
within a two week
period 2% 12% 4.35* + +*

-dentists visits within
a twelve month period 24% 18% 1.45 +*

-hospital admission
within a twelve month
period 22% 36% 3.19* + .

-

-prescribed drug
within a two day
period 10% 17% 1.84* + +

't' with cx:df requires 1.960 for significance at the 5% level of confidenc�

* significant test

** for rationale of measurement of organization see Chapter IV

�'t' scores taken from Table 5

In doctois visits and in utilization of prescribed drugs reserve

four resembles the non-Indians. Significant 't' scores indicate that

the two reserves use services at different rates.

- I



167.

2. Morbidity

In comparing morbidity between the two reserves a significant
difference is indicated.

TABLE 60

COMPARISON OF MORBIDITY OF INDIANS AS MEASURED BY. ONE OR MORE

SICK OR RESTRICTED DAYS WITHIN A TWO WEEK PERIOD ON RESERVES

EIGHT AND FOUR

Percentages are calculated on the total number of persons
on each reserve

Reserves

Eight Four
Least- Well- It I

Organized+ Organized+Percentage of persons N=153 N=83reporting

one or more restricted
days within a two week
period

Direction of
.

differences between
Reserves n.

8 and 4 Non-Ind.

20% 13% 1.74*

It I with � df requires 1.960 for significance lt the 5% level of
confidence.

* significant test

+
for rational of measurement of organization see Chapter IV

Reserve number four has 7 per cent fewer people with one or more

sick days or restricted days within a two week period. The direction

of the differences when making a comparions between the two reserves

and the Indian and non-Indian are the same.

3. Attitudes and Enabling Factors

In comparing attitudes (Table 61) a different pattern is in evidence

between the two reserves.
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TABLE 61

COMPARISON OF ATTITUDES INFLUENCING UTILIZATION OF HEALTH SERVICES OF INDIANS

15 YEARS AND OVER ON RESERVES FOUR AND EIGHT

Reserves

Eight� Four � It I Direction of dif-

N=32 N=65 test ference between
Reserves

Percentage of
.

8 & 4

persons reporting

- a low� tendency
to manifest dependcy
on illness 12% 40% 2.99 + +*

- a low; tendency
to manifest anxiety 12% 46% 3.59 + +*

l:j: t"- a ow scep lClsm
towards medicine 66% 58% 0.85 +*

- a low� scepticism
towards medical
doctors 13% 17% 0.26 + -*

- high� tendency to
use services for
somatic problems 63% 54% 0.78 -*

-high� tendency to
use services for

psycho-soci a 1
problems 44% 29% 1.17

It I with m df requires 1.960 for significance at the 5% level of confidence
* significant test

� for rational of measurement of organization see page
:j: for indices see Appendix C-l
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Only two of the It I
scores are significant; those in tendency to show

dependency on illness (2.99) and anxiety (3.59). The higher tendency

to play the sick role is found on reserve eight with only 12 per cent

having a low score on the index as compared to 40 per cent. These data

do not correspond with the data as reported on morbidity or on doctors

visits (Table 54). Reserve eight had the lowest percentage of persons

with sick or restricted days in a two day period and the second lowest

percentage of doctorls visits. This inconsistency was observed in the

data for both the Indian and the non-Indian samples in Section A. In

comparing the direction of the signs of the difference between the two

reserves and between Indian and non-Indian they agree with one exception,

reserve four has an· 8 per cent higher scepticism towards medicine than

reserve eight. The non-Indians also indicated higher scepticism than

the· Indians.

In reviewing the data for the support of hypothesis four that the
I

level of organization will affect the utilization of medical care, not

all the evidence supports this hypothesis. A positive relationship exists

in some of the indices but not in others. The data indic�te a trend

towards similarity to the non-Indians by the people in the more highly

organized reserve.

In comparing the patterns of medical care among the Indians by

reserves and examing the data from the point of view of geographic

proximity, there was evidence that although the groups shared a

certain geographlcal location they did not always share the same per

ceptions, attitudes or actions with regard to health care. In fact,
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in some instances there would appear to be more similarity between

persons occupying the same status level than those occupying the same

geographical location. All reserves except one (6) are of the Plain's

Cree cultural group' and, although this sets them apar'l; from other groups,

disintegration of cultural traditions of leadership and sharing within

the Bands is evident. Their adaptive strategy, as the non-Indian values

encroach on the traditional, has become on most reserves more of an

individual strategy than a collective one.

In comparing the two reserves that occupy the two extremes of

community organizational structure, there is evidence that where a
I

community has been able to work together to rebuild an organization
I

that replaces the traditional leadership by utilizing some of the

cultural values of the larger society, communications between the two

groups are facilitated and perceptions, attitudes and actions are shared

to a greater extent than in areas where this organization has not taken

place.

The data in this portion of the study also indicate that there are

conflicts of values and attitudes on reserves as well as between reserves.

Proximity has not maintained·conformity. This is not surprising, although

it does go contrary to the' hypothesis, as the Indians have been moving

within the last few years at a much greater pace towards self-determination.

Young aggressive leaders everywhere are replacing older· more traditional

ones. Among the young' are a few outstanding ones whose voices are being

heard. But these young leaders are in' conflict both within themselves
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(conflict of values) and within their own society. Many of them were

educated in residential schools or in the integrated schools where

their education helped to prepare them for leadership roles in their

complex and rapidly changing societies. Many of the young leaders come

from households within the study area where the heads of the households

have been ascribed a high station as well as having achieved a high

status within their own conmunities and in many cases outside them.

As their communication with the non-Indian society increased so has

the skepticism of the white man's institutions. The data confirm

that the more the Indians resemble the non-Indians in medical care

utilization, the more skeptical they' are of the 'white mans'

medicine.
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CHAPTER VII

IMPLICATIONS AND CONCLUSIONS

The implications of the study are presented from three points of

view: 1) Methodology, 2) Hea1th Service� Needs, and 3) Further Research.

1. Methodology

One of the objectives was to assess the feasibility of using native

interviewers to apply a complex questionnaire to a population not

accustomed to answering the questions of a survey of this type. It was

f�und that with training and encouragement the women interviewers were

able to apply the questionnaires in an efficient manner and obtain

approximately one hundred per cent response from the sample population.

Although testing the feasibility of using the questionnaires prepared

for the international cross-cultural study was not an objective of this

study, the questions did have implications with respect to the interview

situation and comments on them follow. Certain questions were found to

be unsuitable for the population on the reserves. Questions relating to

money matters, such as income, health insurance and cost of prescribed

drugs, prov�d to be threatening especially at a time when there was talk

of a reduction in services and a court decision pending on the extent of

the responsibility of the federal government in the health care of the

Indians. There was fear that these questions were preliminary to a

reduction in the payment of Medicare premiums, a reduction in family

allowance or in welfare support. When these questions were removed from

the questionnaire,. the interviewers were relieved. The questionnaires

.. L
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were considered long and at times the application tedious. There

were also problems of recall for mothers or guardians who had to

answer for several children. This became evident when the replies

on hospitalization were validated. However, the percentage of

discrepancies was no higher than for other studies of this nature.

The questions on households also gave trouble. Households in Indian

communities are often composed of several families and the sorting

out of family relationship was difficult. The interviewers in the

Indian communities were faced with many more decisions than interviewers

in'a non-Indian community. Only native interviewers could have resolved

difficulties of this type. From the experience gained through this

study, it is felt that native interviewers should be used when studies

of this nature are undertaken.*

2. Health Services Needs

Although this is a study of relationships there was no attempt to

do an exhaustive study of relationships between all the variables for

which information was collected. The major emphasis was on the collecting

of data,on the Indian reserves, the determination of patterns of

utilization of medical care and discussions about the differing patterns

of utilization within the Indian population and between the Indians and

the non-Indians.

*Shortly after the data collection was completed the same interviewers
were hired for another study funded by an eastern university.

,
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An outstanding difference between the Indians and the non-Indians

was in the longer hospital stay by the Indians. They also made less

use of the services of doctors and.dentists. The Indians perceived

the care as less available-because of distance of ttavel and the lack of

money for transportation. The study showed that availability of care

is not enough to assure that the care will be used when, in the

estimation of the health profession, a person has the need for

professional care. It was believed by the providers of health care

that the economic barrier had been removed. In the eyes of the

consumer economic barriers still existed especially in the areas of

dental costs and transportation.

Both Indians and non-Indians indicated that they would seek care

for specific health problems at a higher rate than the reported actual

use. The difference was more pronounced 'in the Indian population. The

questions asked dealt with acute·illnesses as well as symptoms of chronic

diseases. Implied in this finding is that both populations know the

expectations of the dispensers of medical care (mainly based on middle

class values and professional biases) that persons with certain

symptoms of illness should seek medical care and strive to overcome the

illness. Undoubtedly this knowledge prompted answers favourable to the

utilization of medical care. One could conclude that knowledge of this

type is the first step towards positive action in medical care utilization.

The interv en ing steps between knowl edge and action are changes ·;of

iA .L
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attitudes towards their' own health, towards the dispensers of care and'

to the care itself, and motivation to act, as action even in acute

illnesses ,is not always self-initiated and less so in the case of

symptoms of chronic illness.

The research indicated that' persons who are involved in community

leadership (persons in' high ascribed and high achieved status levels)

reported less anxiety and a lower dependency on illness. They also reported

significantly fewer sick' days within a two week period. A higher per

centage of persons in status level nine reported having a particular

doctor, thus ensuring more continuity of'care. Persons in the community

considered the most highly organized reported a significantly higher rate

of use of doctors' care than persons in the least organized community.

Medical care involves social relationships and where communication is

convenient and values similar, many of the barriers to the use of medical

care are removed. The higher users of medical care among the Indians

were those whose social position would put them in closer contact with

the non-Indian population., The dispensers of medical care are drawn from

the non-Indian population and the whole hub of the health system is found

in the interplay'between,the dispensers of care and the seekers of care.

This implies the 'need-for'better communications between the two.

Brief references to _attempts tO'improve communications on health

matters between the dispensers 'of health care and the Indian population
I

appear desirable. Since 1961 Medical Services (Indian Health) has

attempted to bridge .the gap between" the dispensers of care and the

Indians by the use of indigenous community health workers. These

-_L _
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workers are members of the local health team and work both with health
,

professionals and with organizations �whether health-oriented or not)

within their own communities and also in the larger community. In

addition to this, Medical Services in 1968, initiated an Indian health

liaison officer program. A grant" to. the provincial Indian organizations

provided for the appointment of Indian men and women who would be liaison

officers between the reserves· in their areas, the professional health

workers and the administrators of both Medical Services (Indian Health)

and the Indian organizations •.These two programs are attempts to

bring the health services more in.line with the felt needs of the

communities. In addition to this, Indians have received federal grants

to set up education programs on their own which would focus on certain

aspects. of health. The present trend is a positive one· but the findings

of this study imply that there is a.need for more internal organization

and health education in the Indian communities.

Health services are mainly geared to a one-to-one basis and are

traditionally geared to respond to acute illnesses. The data collected

from the producers of medical care indicate that the five leading causes

of death among .Indians are accidents and acute illnesses mainly of short

duration. These illnesses need the hospital-based medical knowledge. and

technology. Heart disease was listed as the third cause of death. In

the non-Indian population the first three causes of death are not acute

diseases but chronic. As mentioned earlier deaths do not tell the whole

story. In the Indian population iftfectious diseases have been reduced •

. \
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An inescapable legacy of improved health is the increased prevalence

of disabling diseases in middle and later life.

The data for this study indicated that the Indians and the non

Indians suffered from chronic illnesses and physical impairment at

approximately the same ratest but the Indians appeared to suffer more

from the results of physical impairment and handicap. Could this mean

that the Indians do not present themselves for early care or are their

symptoms not recognized when they do? In the case of chronic illness

the patient must take the initiative to see the doctor. Having more

I

doctors or more treatment services will not fill the need if· the sick

do not seek care. Often by the time a person with chronic illness

presents himself for treatment it is late in the progress of the

disease and prolonged care is often necessary. This trend toward chronic

illness would indicate a need for a shift in emphasis in medical care.

In contrasting the data from the Indian sample by reservest

geographic proximity indicated to some degree conformity in attitudes

towards health care. Between reserves where attitudes are shared, there

is a sound basis within the community for planning changes. Indians need

to be helped to identify their own problems within the familYt the

community and the neighborhood. This requires a unified approach by

all services (e.g. treatment, preventive measures, welfare and economic

development). If this ideal of team work could be attained, services

would be developed cooperatively that could better meet the needs of the

community. When members of a community or local groups help to develop

--:::::,
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a program as opposed to the total effort belonging to an outside

group or change agent, they appear more inclined to take the

responsibility for directing and maintaining it. Including more

people in the planning and development of a program could necessitate

a temporary slow down in some services or a change in emphasis, but

these may not be too great a sacrifice.

Data in the study indicated that the following activities should

be given consideration:

(a) A concerted effort of Medical Services (Indian Health) of the

Department of National Health and Welfare to provide more

comprehensive orientation programs for their Indian Health

. Services staff. These should lead to broadly based

knowledge of the Indian population, including demographic

characteristics, environmental factors, economic factors,

.'

and behavioral patterns.

(b) Increased health education of the communities by the earliest

possible implementation of the recommendations of the Task

Force Report on Community Health Auxiliaries.*

(c) Where feasible, consideration of the development of community

health centres where the people to be served are involved in

the planning stage, the development and the delivery of

*The Task Force Report makes recommendations for career development
within the present health auxiliary program and methods of bringing
more Indian people into the health professions. Copies of this
report are available from Medical Services Department of National
Health and Welfare, Ottawa.

.
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health care (e.g. the Stony Health Centre, Morley Reserve,

Alberta). A centre such as this may serve two communities.

(d) A more comprehensive program of patient education in hospitals.

Where large groups of Indians are treated, consideration should

be given to the employment of a native health worker to

participate in orientation of staff as well as patient education.

(e) A plan whereby the community health workers, liaison officers

as well as Indian Health Services' staff, may become acquainted

with local medical personnel in order to exchange information

and thus help to solve problems that arise.

Involvement of the Indian in as many positive ways as possible would

not only help change the stereo-type image of the Indian as having

everything done for him, but would also help change the Indian's own

self-image. The data in the study have indicated that where the people

were involved in community activities they were less likely to play

the sick role and had a higher rate of utilization of medical care.

In other words, they were more involved in the maintenance of their

own health.

3. Implications For Further Research

This study indicates several areas worthy of further in

vestigation. One of these areas is the family or household

structure. Data on the roles played by particular members of

the family in the seeking of health care and in the execution

.. L
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of the decision especially in relation to the children would assist

health workers in their education programs. Another study related

to the family would be the relationship between hospitalization

and the family structure. Studies in other populations suggest that

often only a few families in a community provide most of the admissions.

The status of the family may playa role here.

Another area for research, as indicated by this study, is with

respect to the longer stay in hospital by the Indians. Is the longer

stay due to more serious illness or are Indians being kept longer for

other reasons? Is there need for provision for home care services and

how best could these be provided? Data on reasons for hospital

admissions were collected as part of this study and could provide

some answers.

The question as to why so many adult Indians are suffering from

dental needs is another one suggested ,for investigation. Is there a

need (among others) for a change of policy in financing dentures for

adults?

The extent of chronic illnesses and symptoms of chronic illnesses

among Indians need_ investigation, especially in areas such as the one

in which this study was undertaken, where infectious diseases have been

to a high degree kept under' control. In areas such as these, the

distinction between health and illness is much less clear. Questions

needing answers are: what kind of reception is given to an Indian

suffering from symptoms of a chronic illness if he presents himself to

-L
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the medical profession for care? In a community where infectious

diseases are not the main problem, what level of health maintenance

needs to be sought and what resources are needed to maintain them?

What are the acceptable bench marks for analysing and evaluating a

program?

It also appears that more research needs to be done about the

structural organization within the Indian society, especially aS'it is now

experiencing rapid changes. To what extent are the changing patterns of

living breaking down traditional cultural values and what effects have

these changes on the physical, mental and social well being of the

population? Answers to these questions should assist both IndianS and

non-Indians in the planning of and execution of programs better'suited

to the health,needs of the Indian population.

In summary, the overall collective patterns of medical care

utilization as indicated by the descriptive data presented in, this study

only suggest relationships between the variables set forth in the

conc�ptual model. As was indicated earlier, this study was undertaken

at a time of considerable change within the health services system and

within the Indian leadership. The cha�ges may have made the results

of this study less deftni t ive , Nevertheless the study has provided

some insights into the problems of health care delivery in the Indian

communities.

It would be advisable to restate the hypothesis if further research
of this type were undertaken.

·_l__.:".
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APPENDIX A-1
POEu1ation Characteristics

All Saskatchewan Stud� Area SamE1e
1 2 3 4

'i Ages Totals Indians Indian non-Indians Indian non-Ind
= T. % T. % T. % T. % T. % T. %

0-4 .107,515 (11) 6,709 (21) 711 (21) 1,837 ( 9) 192 (21) 45 (7)
5-14 213,434 �22) 10,102 p2� 1,078 P2) 4,913 �23� 330 H�� 156 �25)"') 15-24 150,562 16) 5,783 18 620 18) 3,610 17 120 86 14)

25-44 215,064 (23) 5,630 ( 18) 571 (17) 4,119 (19) 119 (13 ) 132 (22)
45-64 179,887 (19) 2,553 ( 8) 292 ( 9) 4,519 (21) 95 (10) 130 (21)
65 -- 88,882 ( 9) 1,117 ( 3) 137 ( 4) 2,301 (11) 53 ( 6) 65 (11 )
Total 955,344 (100) 31,894 (100)3,409 (100) 21,299 (100) 909 (100 ) 615 (100)

MALE POPULATION

0-4 54,979 (11) 3,369 (21 ) 361 (20) * (11 ) 97 (22) 19 ( 6)
5-14 109,170 (22) 5,112 (31) 549 (31 ) (22) 163 (37) 81 (26)

15-24 76,337 (16� 2,906 ( 18) 314 ( 18� ( 17) 51 �n� 48 (15 )
25-44 109,307 (22 3,005 ( 18) 299 ( 17 (24) 57 61 (19 )
45-64 92,642 (19) 1,384 ( 8) 170 (10) ( 17) 53 (12 ) 73 (23)
65 -- 46,605 (10) 597 ( 4) 71 ( 4) (9) 24 ( 5) 33 (11 )
Total 489,040 (100) 16,373 (100)1,764 (100) 11,147 (100) 445 (100) 315 (100)

FEMALE POPULATION

0-4 52,536 (12) 3,340 (21) 350 (21) * (11 ) 95 (21) 26 ( 9)
5-14 104,264 (23) 4,990 (32) 529 (32) (21) 167 (36) 76 (25)

15-24 74,225 (16) 2,877 ( 19) 306 (19 ) ( 18) 69 (15 ) 38 (12 )
25-44 105,757 (23) 2,625 (17) 272 ( 17� (24) 62 (13) 71 (24)
45-64 87,245 (19) 1,169 ( 8) 122 ( 7 .( 17) 42 ( 9) 57 (19 )
65 -- 32,277 ( 7) 520 ( 3) 66 ( 4) ( 9) 29 ( 6) 32 (11 )

.

Total 456,304 (100) 15,521 (100)1,645 (100) 10,152 (100) 464 (100) 300 (100)
Source: 1 Saskatchewan Vital Statistics, 1968; 2 Indian Affairs - Census 1968; �

1.0

3 Saskatchewan Medical Care Insurance Commission; 4 WHO/MCU Saskatchewan 1968
1.0
.

* Age - sex figures not available
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Appendix A-2

Additional Public Health Indices

Another index of public health is that of illegitimate

births. The Saskatchewan Vital Statistics report states

that in 1967 there were 17,933 live births of which 1,916

or about 10.7 per cent were illegitimate. Indians accounted

for 8.1 per cent of the live births of which about 44 per

cent were illegitimate. The non-Indians accounted for about

92 per cent of the births of which 7.7 per cent were

illegitimate. The rate of illegitimacy for Indians in the

North Battleford area was 56.4 per cent*. Several explanations

may be offered for the high rate of illegitimacy among Indians.

Common-law relationships, many of which are long lasting,

are as much a part of the way of life of the Indians as they

are of other lower socio-economic groups. Many marriages

do not end in divorce. Even if the couples wanted one,

the proceedings would be too costly for them. Many Indians

now, as they become more acculturated, are adopting the

middle class

*This figure includes one reserve, Onion Lake, not included
i nth e' Stu dy A re a •

,
.�
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Appendix A-2 (Cont'd.)

attitudes towards common-law marriages. This attitude was noticeable

among the interviewers. Promiscuity for some Indian women is also

a way of life. Legass�, in his study in ManitobalO, stated that the only

part of this that seemed to be particularly "Indian" is the fact that they

stay with men for the enjoyment of the relationship or for accommodation

rather than for financial remuneration. This willingness to have

relationships make some Indian women easy prey for Caucasian men interested

in sex rather than mutual respect and companionship. Pregnancies occur

because birth control methods are not understood or they'may be too

costly. Often alcohol or the immediacy of the social situation makes

acquiring the prevention measure unfeasible,or when Caucasian men are

involved, many do not consider pregnacies of Indian girls of any consequence

to them.

The incidence of venereal diseases as reported by the province

in 1967 showed a slight decrease over the 1966 figures. For syphilis

in all stages, the rate per 100,000 population was 10.4 for both years.

In the primary and second stages, the rate had dropped from 5.3 to 4.4 per cen

and for gonorrhoea from 235.9 to 231.0 per 100,000. The record of

venereal disease cases for the Indians in the study area were obtained

for the month of June 1968, and these were as follows:

Reserves # 1 2 3 4 5 6 7 8 Total

Cases 6 11 6 14 18 2 10 2 69 *

* North Batt1eford Indian Hospital Records.

L
.'1
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Appendix A-2(Cont'd.)

Of the sixty-five cases, three quarters were women with between ten

to fifteen per cent being repeaters. There were no cases reported

for the month of July. A summer resort town is on the edge of

number five reserve which no doubt would account for the high number

of cases, as population wise this is one of the smaller reserves.

(Records of veneral disease for all populations must be viewed with

a certain amount of scepticism as many cases go unreported.)

I
_--'
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Percent Level of Immuninization of Indians on Reserves
In The Study Area

Infants

Completely immunized
Partially immunized
NOT immunized

Preschoolers

Completely immunized
Partially immunized
NOT immunized

D.P.T.

33.6
28.0
38.4

80.4
11 .5
8. 1

�ma11pox
37.4

.
o. ()

62.6

73.0
0.0

27.n

Reports of nurses:
North Battleford Health Unit.
Indian Hea l th , .January 1, 1969
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Appendix A-3.Specialists Serving Indians - 1968

Dentists' Serving Indians of Battlefords Agency, Saskatchewan, 1968-69

1. Dr 's J. Andrus & A. Harder Clinic, North Battleford, Sask.

Dr. A. Jamieson, Turtleford, Sask.

These dentis�' provide: a) A field service using Department Mobile
Equipment

b) Make available specified office time for
examination of school children from
Reserves. i.e. half day in a week as

required.

These services provided on a "Fee for Se�vice"
basis within limits of available funds.

Note: Dr. Jamieson vacated his practice in August on emigrating to
Australia. No replacement to date.

2. Dr. D. Didow, Elk Point, Alberta
Dr. H. Cowburn, Saskatoon, Sask.

a) These dentists have provided emergency
attention to resident or itinerant Battle
ford Indians on a "Fee for Service" basis.

3. Dr. R. Fraser, North Battleford, Sask.
Dr. Haiden, Biggar, Sask.
Dr. Sauder, North Battleford, Sask.
Dr. R.W. Hall, North Battleford, Sask.

a) These dentists have provided emergency
attention to Battleford Indians on a "Fee
for Service" basis.

4. Dr. V. Petro, Regina, Sask.
Dr. H. Cowburn, Saskatoon, Sask.

a) These dentists·have provided attention
to Indians attending Vocational Schools,
and emergency treatment to itinerant or

resident Indians.
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Ophthamo10gists and Optometrists serving Indians of Batt1efords Agency
Saskatchewan. 1968-69

1. Dr. J. Bradley, Ophthamo10gist, North Batt1eford, Sask.

Referred refractions by appointment

2. Dr. J. C10arec, Optometrist, Camrose, Alberta.

Provides attention to itinerant or resident Indians of the
Batt1efords Agency.

3. Dr. V. McAfee, Optometrist, North Batt1eford, Sask.
Dr. C. Hutton, Optometrist, North Batt1eford, Sask.

Referred refractions by appointment.
Note: Dr. C. Hutton has now refused to accept Indian referrals on the

present rate structure being paid by the Department of National
Health and Welfare.

4. Dr. R. DeShie1d, Regina, Sask. Optometrist
Dr. H. Hay, Saskatoon, Sask. Optometrist
Dr. J. Sugarman, Saskatoon, Sask. Optometrist

Provide attention to Batt1eford Indians Attending Vocational
Training Schools, Sanatorium patients. Itinerants and residents.

Note: Complete service provided for Students.
Refractions only to Adults.

Repairs and replacements provided through National Health and
Welfare resources and charged back to Indian Affairs and
Northern Development.
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A��endix A-4
Supplementary Data -- Used to Prepare Map, Figure No. III

Approx.
Location

Area Total peo�le/ Indian Area Total@ People/
Municipality km2* Pop.** km Reserve km2 Pop. km2

406 784 1,124 1.4

408 802 927 1.2 Red 98.46 467 4.47
Pheasant

Mosquito 127.70 369 2.89

409 855 2,555 3.0

410 827 3,024 3.7

436 840 1,239 1.5

437 855 13,263 15.5

438 843 2,707 3.2 Sweet 157.65 431 2.73
Grass

439 683 1,305 1.9 Pound- 77 .48 375 4.84
maker

466 1,081 1,081 1.0

467 838 974 1.2 Moosomin 70.21 403 5.74

468 845 1,446 1.7 Saulteaux 58.06 303 5.22

469 634 1,118 1.8

470 622 741 1.2 Little 64.78 547 8.44
Pine

497 1,308 1,268 1.0

499 856 1,771 2.1 Thunder- 66.26 514 7.76
child

498 1,480 1,447 1.0

529 734 646 0.9

City of 90 115,892 1,285.0
Saskatoon Data Source

- WHO/ICS-MCU
- Department of Indian

Affairs and Northern
Development

*
... 1 Square kilometre equals 247 acres

**
... 1966 Census

@ .•. 1968 Census

L
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Appendix A-5

B. Economic and Geo-political Background of the Area

1. In Chapter One it was stated that economic and political

factors also influenced the utilization of the health care system.

A background review of the study area will be given in order to

establish how these factors in the Indian population differ from

those in the surrounding area.

Under Treaty number six, signed in 1876, the Indians were settled

on the reserves in the North Battleford area and thus segregated

geographically, politically, economically, and socially from the other

I settl ers I.
I

Some of the reserves perpetuate the names of the great

chiefs whose signatures appear on the treaties. The original political

organization of the reserves differed from tribe to tribe. Currently

they are under the Indian Act* but are subject to Federal, Provincial

and Municipal laws in the same manner as the other citizens. They do

not pay income tax and their real and personal property on the reserve

is exempt from taxation and is also exempt from seizure except on a

suit by another Indian.

The Indians are governed on the reserves by chiefs and councillors

who correspond to elected officers in the municipalities. Two of the

reserves in t�e study adhered to the tribal system of hereditary chiefs

and appointed councillors but these exercise the same powers as an

elected council. One of the reserves, Poundmaker, was in the transition

of changing from the hereditary to the elective appointment of their

chief and council. The councils are concerned with local conditions

*The Indian Act is a Statute designed to regulate all of the
institutionalized behaviour of the native people of Canada coincident
with their indigenous status as recognized by treaties.

·1.. �-:=�;--'-
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affecting members of the band and work closely with the Indian agency

superintendents in North Battleford. They may make by-laws' with regard

to matters of local nature and are also taking over more responsibility

with regard to management of band funds; the surrender or lease of

reserve lands; land allotment and band memberships as well as other

responsibilities such as management of welfare assistance and �chool

administration. The political structure on the reserves in comparison

with that in the surrounding municipalities does produce a dichotomy:

Indians possess a form of self-government that is severely reduced in

power by the Indian agency superintendent acting in accord with the

tenets of the Indian Act.

The city of North Battleford (pop. 12,000) is the major urban
,

centre. The reserves in the study all fall within a seventy-five mile

radius of the city. The only other towns of over six hundred population

near the reserves are the towns of Battleford (population 1,765) located

across the river from North Battleford, and Wilkie (population 1,600)

located southwest of the city. (See Figures III and IV).
I .

The economy of the area is almost exclusively based on agriculture

with the production of wheat, coarse grain (chiefly barley and oats) beef

cattle and hogs being the main activities. The villages and towns of

the area perform a service-centred function as collection points for

agriculture products and as distribution points for farm production,
\

imports and consumer goods and services. The city of North Battleford
I

plays a dominant role in this as its present economy is highly dependent
I

upon the performances of the service-centred function. The manufacturing

section is small and produces only for the local consumers market.
I

L
......11
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The area is bisected by the North Saskatchewan River with five of

the reserves located to the south (see Figure IV). The Battle River,

a tributary of the North Saskatchewan bisects the Little Pine Reserve

(population 578)* and forms the northern boundary for Poundmaker

(population 454). ihese two adjacent reserves are located to the west

and slightly north of the city where the terrain is undulating with

sections of moderately rolling lands suitable for growing of wheat or

coarse grain, mainly barley and oats. The terrain of the other three

reserves, Sweetgrass (population 384), south of the Saskatchewan is

rolling, with prairie grasses and groves of trees, where the land also

is suitable for farming and agriculture. Saulteaux (population 327)

and Moosomin (population 403), two of the smaller reserves north of

the river and twenty-five miles due north of the city of North

Battleford, are located on the edges of Jackfish and Murray Lakes. The

surrounding land is strongly rolling, relatively unsuitable for farming.

Two large market gardens border the reserves and the town of Cochin

situated between the reserves is a thriving summer resort area.

The eighth and largest reserve, Thunderchild (population 663),

situated near Turtleforq, sixty-five miles northwest of North Battleford,

has a predominantly rolling terrain with forest coverage. Portions of

the reserve are used for grazing; well established farms surround the

reserve. (For detailed information on reserves see Appendix B 1-8).

Economic development has largely by-passed the Indians. Seasonal

jobs have been provided by the nearby farms, or market gardens. There

* Population figures quoted for reserves are taken from Total Band
Listing. The lion reservell population would be somewhat less.

·L
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is employment in fishing or guiding in the summer resort areas and

there are always the seasonal trips (spring and fall) to the beet fields

of Alberta. Much of the iand suitable for agriculture on the reserves

has been rented to nearby white farmers who hire the Indians as farm

hands. According to a survey conducted by the Department of Indian

Affairs and Indian Development in 1967-68, out of a total of 1,620

adult-reserve population only 158 or 9.75 per cent were permanently

employed.

Recently several Indians have been encouraged by means of loans

and financial help to farm their own land. On Sweetgrass reserve there

is a pre-fab house manufacturing co-operative, which not only offers

employment but also supplies the houses for the nearby reserve. Some

bands have common herds of cattle as a source of revenue. The Depart

ment of Indian Affairs did a land resource inventory in 1969. It is

interesting to note the �umber of families presently living on the

reserves and the number the survey indicated the reserves could support.

Figure III indicates the population density of the Indian reserves and

the surrounding area. With the exceptidn of number three(Sweetgrass),
the population density on all the reserves is greater than that of their

surrounding communities.

Electric power was supplied to th� reserves in 1967-68. Added to

the desire for cars, radios, and new clothes, are desires for television

sets and electrical labour saving devices. While the consumption of

goods and services has expanded both in quantity and variety, the living

standards have not always kept pace. All but two of the families in the

�L =
- '----------------------------------------------------
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sample received some social aid or welfare during the year. It is this

money or the family allowance that often buys the liquor and cigarettes
and .pays the traffic violation fines, the latter often being the result

of driving old cars.
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APPENDIX B-1 DESCRIPTION OF RESERVES INCLUDED IN STUDY

POUNDMAKER

SIZE - 19,137 acres with a registered band population of 454. This in
cludes members living off the reserve of whom there were 79 in
1968.

LAND USE -

Present - 36.0% of area or 5,279 acres are in cropland. 51.0% or

9,665 acres is suitable for pasture and hay land.

Another 40% could be cleared for cropland but the cost of develop
ment is estimated at $150,000.00. 397 acres or 3% is under water.

Development - Potential is there for gas, potash and oil but exploit
ation in near future seems unlikely. Tourism, fishing and market

gardening are a possibility. According to an Indian Affairs land

survey inventory done in 1969, the reserve could accommodate ten

farms, three ranches and therefore, support l� families or 19%
of the 67 families now living on the reserve.

HOUSING - There are 59 houses on the reserve, all frame, except three

log houses. 24 or 40.7% are in· good repair. In 1968, 30 famil
ies required new houses with an estimated cost of $210,000.00
and repairs to others would cost $42,000.00. This would be
financed almost entirely by public funds.

In 1968 Saskatchewan power line was connected to the reserve

and 49 or 83% of the homes were supplied with electricity.

Sanitation - Houses have no running water, indoor toilet or bath and
no homes have septic tanks. Water is carr.ied to the homes by
individuals. Only 6 homes have sinks with only one having a

pipe outlet. There are 11 wells on the reserve; 3 are community
wells with electric pumps and are considered good. However, some

people live 2 or 3 miles from the wells. About half of the 8 priv
ate wells are considered good. Most of the homes have outdoor

privies. Sanitation in the school was considered good except for
the privies.

Garbage Disposal - There is a designated garbage area, but there is no

garbage pick-up and at present no community effort is being made
to improve conditions. Some people burn garbage. There is a

yearly cleanup.campa�gn and a yearly cleanup of the cemetery
which takes a form of a day long community gathering. Activity
is accompanied by prayers said by the elders and other regligious
ceremonies. The overall assessment by the environmental health
officer re sanitation on the reserve was "not too bad".

Administration - in 1968 the band was administered by a hereditary chief
and three councillors but there was a move to change to the elect
ive band system. The capital of the reserve is listed as
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$8,283.20 with an expected revenue of $1,100.00. The estimated

budget for 1968 was $2,344.00, out of which $200.00 would go to

councillors salaries, $200.00 for funeral and wake expenses and
$50.00 towards sanitation.

ECONOMICS

Labour Force - Potential labour force on the reserve is 28 people of
whom 19 or 67.9% are permanently employed. Opportunities for

employment are farming, cattle raising and bus driv.ing. Only 8
families or 11.9% have an annual income of over $2,000.00.

Welfare - approximately 79% of the families live on welfare and almpst
every family receive some welfare during the year. The welfare�
costs in 1964 were $61,000.00 or an average of $247.23 per person
or $l:,150. 00 per family.

COMMUNICATIONS

With reference to North Battleford, Poundrnaker is situated 32 miles
west on highway number 5, ten miles south on a grid road. The high
way is good and the grid road good except in heavy rain and snow.

The reserve roads are all season roads but there are transportation
problems in the winter and in wet weather. The nearest telephone
is at Paynton, nine miles away. Messages are transmitted through
daily radio bulletin from North Battleford.

- EDUCATION

There is one classroom on the reserve with 29 pupilS. Nine are in
residential school, 75 attend an integrated or joint school and 10
attend trade school or university.

SERVICES

Medical - The nearest hospital is the Cutknife Union Hospital, 13 miles

away, which will take Indians only in emergencies. They are encour

aged by the doctor at Cutknife to go to the North Battleford Hospital,
45 miles away. There is a clinic cabin on the reserve with adequate
facilities and the nurse visits the reserve for approximately one

week per month. There is a community health worker residing on the
reserve and the environmental health officer from the North Battleford
Indian Health,Services Unit visits one week per month. There are no

regular visits from a doctor and a dentist visit is reported once

per year. Up to 1968 Medical Services supplied a yearly tuberculosis

survey but in 1969 the Tuberculosis League of Saskatchewan took over.

The community has' had an active health committee which was re-organ
ized in 1968 and ready to begin meetings and activity. There were 19
live births and one infant death in 1968.

Recreation - facilities include a sports ground and a skating rink. In
the summer of 1968 the community health worker and the nurse organized
a swimming class. Instruction was supplied by the Red Cross.
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LITTLE PINE

SIZE - 16,000 acres with reported band population of 578 including 37

living off the reserve.

LAND USE - 6.6% or 1,037 acres are in cropland with 62% or 9,666 acres

in natural range, hay and pastureland. 120 acres or .8% is under
water. 36% of the land is suitable for cropland but the cost of

developing would be $250,000.00.

Potential - The land is limited for trapping, fishing and forestry
but according to the Indian Affairs land-resource inventory the
number of economic units the land would accommodate is 14 - nine
farms and five ranches, 16% of the present number of the 90
families living on the reserve.

HOUSING - of the 79 houses on the reserve, 9 are log and 26 or 32.9%
are considered in good repair. 34 new housing units are re

quired at approximately $238,000 and another 15 are expected to

need major repairs at a cost of $52,500.00.

In 1968 Saskatchewan power line was connected to the reserve.
Out of the 79 houses 66 or 83.5% are supplied with electricity.
Houses have no running water, indoor toilets or baths and none

have septic tanks. No homes have sinks and none have cesspools
for waste water. Seven new families were formed in 1969.

Sanitation - The water is supplied through ten wells - two are community
'wells with electric pumps but many homes are a long distance from
wells. Only one of the 7 private wells is considered good. The
other source of water is the slough. No wells are chlorinated.
Not every home has an outdoor privy' and the condition of most is

poor. There is no garbage collection and no assigned dump. The

individual disposal of garbage is poor. Sanitation in the school
is considered good. The yearly budget for health and sanitation
is only $600.00. There is a yearly cleanup campaign and the over

all assessment by the environmental health officer for the reserve

is "poor".

ADMINISTRATION - The band is administered by an elected chief and five
councillors. The leadership provided is considered effective.
The band has a capital fund of $13,350.13 with an estimated re

venue'of $3,767.00. From an estimated budget of $5,325.00 some

selected items show $400.00 for wake and funeral expenses, $1,000.00
for recreation. No money was allocated for housing, for well re

pair or maintenance.

Economics -

Potential Labour Force is 26 people of whom 17 or 65.4% are employed.
Main type of employment is farming, bus driving, teaching and cattle

raising. Only 16 or 17.8% of 90 family heads earn more than $2,000.00
per year •

.. _l--==:;:'"=-----
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LITTLE PINE

Welfare - Of the 90 families on the reserve 65 or 72% received some

welfare assistance. The 65 families included 145 persons� or 26.2%
of the population. Welfare costs during 1964 were $84,000.00. The

average income for a family head was $1,600.00.

EDUCATION - Little Pine has a school committee. There are two classrooms
on the reserve attended by 60 students. 20 students are in resident
ial schools, 113 students go to joint schools and 40 attend trade
school or university.

COMMUNICATIONS - With reference to North Battleford, Little Pine is sit
uated 32 miles west on #5 highway and 10 miles south and 8 miles
west on a grid road. It is adjacent to Poundrnaker Reserve. Grid
roads are hazardous in winter, therefore, transportation in winter
is problematic. As in the case of Poundmaker the nearest telephone
available to residence is at Paynton, 13 miles from the reserve.

Messages are transmitted through a daily radio bulletin from North
Battleford.

Services - Medical - Clinic space is a classroom or in a private horne.
Neither is considered adequate. The public health nurse visits for
one week each month and the environmental health officer pays a

monthly visit. No doctor ttavels regularly to the �eserve and a

visi t from a dentist is reported once a year. The Tuberculosis sur

vey until 1968 was done by Medical Services. Since then it has been
done by the Saskatchewan Tuberculosis League. A health committee is

organized but was not functioning effectively. The nearest hospital
is Cutknife Union Hospital, 17 miles away but as in the case of the

peOplt from Poundmaker, the doctor at Cutknife encourages the people
to gOA�e North Battleford Indian Hospital.

Other Services - Nearest shopping centre is at Paynton, 13 miles away,
and Cutknife, 17 miles.

Recreation - They have an allocated sports ground and soccer and base
ball club sponsored by the band.

t
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APPENDIX B-3

SWEETGRASS

SIZE - 38,400 acres with a population of 497 of whom 431 live on the
reserve.

LAND USE - 10.9% of the total area or 4,100 acres are in cropland� an

other 54.5% or 20,865 acres is natural range, hay land and past
ure. Suited for cropland ar�·a further 8,960 acres or 23.3% of

the total land. The cost of developing this would be $800,000.00.
1.5% of the land or 550 acres is under water.

Potential - There is potential for gas, oil and potash but these are

not likely to be exploited in the near future. Fishing; tourism
and market gardening are possibilities. According to an Indian
Affairs land survey inventory made in 1968, the reserve could
accommodate 36 farms and 4 ranches with 200 cattle. This means

40 families or 43.6% of the 71 families on the reserve could be

supported.

HOUSING - Of the 65 houses on the reserve 30 or 46.8% are considered in

good repair. 22 new housing units were required in 1968 at a

cost of $54,000.00. Houses have no running water, indoor toil-

et, indoor baths, and none have septic tanks. In 1968 Saskatchewan
Power connected the reserve to their power line and 56 or 81% of
the 65 housing units are supplied with electricity.

Sanitation - There are seven wells on the reserve. One is a community
well which has a concrete top and is considered good. There is

a tap at the school which is open to the public•. Six private
wells are considered poor and the only other source of water is
the creek. Most homes have a privy; most of them are considered

good. (No septic tank exists.) Two homes have a sink and two

have cesspools for. collecting water, but no house has a pipe out

let for the sink.

Garbage - There is no designated area for garbage disposal, no collect

ing system and individual garbage disposal is considered pOOL San
itation in the school is poor as far as privies are concerned.
There is no yearly clean-up campaign and the overall assessment

by environmental health officer of the reserve is "poor to fair".

ADMINISTRATION - The reserve is administered by an elected chief and 4
councillors and the leadership appears to be effective. The

capital is $18,581.92 with an estimated revenue of $8,783.00.
The estimated budget was $18,800.00 for 1968. Selected items:

councillors salaries $480.00, wake and funeral expenses $1,000.00,
food and heat for the destitute $1,200.00, housing repairs
$1,502.00, transportation of patients $1,000.00.

Housing was financed in 1968 by personal sums $1,115.00, public
funds $91,411.00"
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Economics - Labour Force - The potential labour force is 56 people
of whom 54 or 91.5% are permanently employed. Opportunities for

employment are farming, cattle, pre-fab plant, and some people
work in the Indian Hospital in North Battleford.

.

The average income per head of family was $2,500.00. Only 9
or 12.7% of heads of households earn more than $2,000.00 per year.

Welfare - Of the 71 families living on the reserve 45 or 63% are liv

ing on welfare assistance. This means 229 or 53% of the 431

people on the reserve receive social assistance. In 1964 the
welfare costs were $47,000.00.

EDUCATION - The reserve has a school committee. There are two class
rooms on the reserve with 57 students. In addition,14 go to

residential school, 53 to joint school and 37 to a trade school.

COMMUNICATIONS - With reference to North Battleford, Sweetgrass is 31
miles west on highway #40. Roads are fair to good. There are

some cars on the reserve and few transportation problems in winter.
There is a daily bus service on highway #40. Mail service is at

Bishop's store in Gallivan5 miles away. Messages are received
by daily radio bulletin from North Battleford.

Services - Medical facilities - The nearest hospital is at Cutknife
12 miles away but most people on the reserve use North Battleford
hospital a distance of 30 miles. Clinic space is in a cabin and
considered adequate. The public health nurse visits one week

per month and the community health worker also visits one week a

month. The community health worker lives on Poundmaker. The en

vironmental health officer visits once per month. No doctor
visits the reserve but it is reported that a dentist visits the
reserve once a year. Until 1968 the Tuberculosis surveys were

carried out yearly by Medical Services. There is no health commit
tee on the reserve but a group is considering forming a health
committee. There were 20 live births and 2 infant deaths in 1968.

Recreation - The reserve has a rodeo area and a sports ground and has
a hockey and bas eball team.
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THUNDERCHILD

SIZE - 16,367 acres of land with 663 registered band members of whom
514 live on the reserve. There are 860 acres or 5.2% of the
total area in cropland. 62.7% of the area of 10,880 acres is
under natural range, hayland and pasture. An additional 10,880
acres are suited for cropland but developing costs would be

$280,000.00. 1.2% or 200 acres is under water.

Potential - Potential resources on the reserve are logging, fence

post cutting and treatment, fishing and trapping. According
to the land use inventory the reserve could accommodate 12

farms, 2 ranches, therefore support 14 of the present 84
families on the reserve.

HOUSING - There are 78 houses on the reserve of which 30 or 38.5%
are considered in good repair. Eleven houses are empty. Thirty
two housing units were required in 1968 at a cost of $224,000.00.
ElevenreErl2!dmajor repairs at a cost of $38,500.00.

Sanitation - Houses on the reserve have no running water, indoor
toilets, indoor baths or septic tanks. There are nine wells
on the reserve, three wells with electric pumps which are

occasionally abused and are some distance away for many people.
There are six private wells, two of which are open and four

with pumps. The latter are considered fairly good. An addition
al source of water is the creek on the flats. There is no

chlorination done on the wells on the reserve. All but 2 houses
have privies and the conditions are considered fairly good.
In the water disposals there are approximately 6 sinks and 6

people have cesspools for waste water. None of the sinks have

pipe outlets. There is a designated area for garbage and for
'some time there was a garbage disposal pickup but it was not

"functioning in 1968. The garbage disposal was individual. Some

burn, other bury garbage. The sanitation of the school was con

sidered fairly good. There is a yearly cleanup campaign and

during this time a garbage pickup is usually arranged. The over

all assessment by the environmental health officer was that
sanitation was well organized and fairly good.

ADMINISTRATION - The reserve is administered by an elected chief and
six councillors and the leadership appears to be effective.
The capital of the band is listed as $38,135.12. Selected
items show the following for the budget 1969 to 1970, $2,000.00
towards councillors salaries, $500.00 for wakes and funeral

expenses, $1,004.00 for housing and repair.

Housing was financed by the following: In 1968 personal funds
were $775.00, band funds"" nil, public funds $114,259 for a total
fund of $ll5,034.00.
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ECONOMICS
Labour Force - Potential labour force is 74 and 28 or 38.7% are

steadily employed. Opportunities for employment are limited
to farming and ranching, labourers and in the local stores.

Average income per family was not available but only 4 out
of 84 households earn more than $2,000.

Welfare - Of the 84 families living on the reserve 67 or 80%
receive assistance. The 67 families contained 367 people,
which means that of 514 people who live on the reserve, 70%
are living on welfare. The total welfare cost in 1964 was

$80,000.00.

EDUCATION - The reserve has an active school committee., There are

no clas$rooms on the reserve but the school building is
utilized for a kindergarten and a community centre. Twelve
students go to residential school and 78 attend a joint school.
22 are either at trade school or attend a university.

COMMUNICATIONS - With reference to North Battleford, Thunderchild is

60 miles north on highway· 26· and 8 miles east from Turtleford
on a grid road. Reserv� ioads are fair with some transportation
in winter. A daily bus runs to Turtleford. The closest

telephone and post office is at the Marshall's Community store

at the edge of the reserve. The reserve also received the

daily radio bulletin through North Battleford radio station.

Services Medical - The nearest hospital is at Turtleford, eight
miles away and North Battleford Indian Hospital is 60 miles

away. The clinic space is in the community centre or in priv
ate homes and is considered to be adequate. A public health
nurse visits one week per month, and a community health worker
lives on the reserve. (He is now working for the Brotherhood
in an Alcohol Programme at Meadow Lake.) The public health

inspector visits once a month. There are no doctor's visits
to the reserve and a dentist travels once a year to the reserves.

The Tuberculosis survey done by Medical Services until 1968 is
now done by Saskatchewan Tuberculos Association. A health
committee is formed and functions effectively. In 1968 there

were 35 live births, one stillbirth and three infant deaths.
Two new cases of tuberculosis were admitted to the sanatoriums.

Shopping '¢:The nearest shopping centre is Turtleford 8 miles away,
,
but the nearest store is Marshall's at the edge of the reserve.

Recreation Facilities - The school is used as the community centre
where films are shown weekly. There is a pool hall with other
recreational facilities, band sponsored soccer team and a ladies
club.
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MOOSOMIN

SIZE - 17,341 acres with a population of 435 of whom 403 live on

the reserve. 6% or 1,040 acres are in cropland; another
69.3% of the area is natural range, hay or pasture areas

(12,375 acres.) Further/45.4% of the total land or 7,040 acres

could be developed into cropland at a cost of $30,000.00. 2.2%
or 386 acres are under water.

Potential - There is a potential for tourism, market gardens and
fishing. According to Indian Affairs' inventory (1968) the
reserve could accommodate 8 farms, three ranches and 7 families,
that is, 18 families or 23% of those 78 living on the reserve.

5 new families were formed last year.

HOUSING - There are 51 houses on the reserve of which 30 or 58.8%
.

are in good repair. 16 new houses are needed at a cost of

$214,165.00 and 2 others needing major repairs would cost

$14,000. In 1968 the Saskatchewan Electric Power connected
the reserve to their power line and 39 or 72% of the houses now

have electricity.

Sanitation - Houses have no running water, inside toilets, indoor
bathrooms or septic tanks. There are eight wells on the
reserve of which three are community wells and these have
electric pumps and are working. Approximately 50% of the

people use the community wells. The five private wells are

poor and an additional source of water is the creek. The wells
are tested regularly and the community wells are good but the

.

private wells are poor. No wells on the reserve are chlorin
ated. All homes have a privy -and the conditions are consider
ed fair. For water disposal, 2 homes have sinks but neither
have a pipe outlet. In 1968 there was $100.00 in the budget
to improve wells.

Garbage - There is a designated dump area but very few- people use

it. There is no collective garbage disposal system and the
individual garbage disposal is poor. There is no cleanup
campaign. Sanitation in the schools is considered good. The
overall assessment by the environmental health officer is
"fair".

ADMINISTRATION - The reserve is administered by an elected chief and
3 councillors and the leadership appears to be fairly effect
ive. The band capital is $59,349.30, with an estimated re

venue of $18,445.00. Housing is financed -

Personal 'ftmds
Band funds I '

Total funds

,$625.00
$9,726.00

$69�619. 00

$79,970.00

I

�-;::
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Selected items from the budget are $1·,200 towards salaries,
funeral expenses and wake $600.00, cemetery and upkeep
$500.00, fuel and heat or food for the destitute $600.00,
housing repairs $3,000.00, maintence of wells $2,000.00
and recreation grant $400.00

ECONOMICS - Potential labour force. The potential labour force is
13 of whom 3 or 23% are permanently employed. Opportunities
for permanent and part-time employment are market gardening,
labour, farm labour, sale of hay, fence pickets, sugar beet
work, school janitor, store clerk and bus driver.

Income - The average income of households is $1,000.00. No house
hold had an income of over $2,000.00.

Welfare - 46 or 59% of the 78 families receive assistance which
means that 208 people or 69% of the reserve people live on

welfare. The total welfare cost for 1964 was' $84,000.00.

EDUCATION - The reserve has a school committee. On the reserve are

four classrooms with 112 students. 12 go to residential
school and 6 to a joint school and 9 to vocational school or

upgrading courses.

COMMUNICATIONS - Moosomin is situated 21 miles north of North Battleford
on highway # 'I and 1 mile east of Cochin. Off the reserve roads
are fair to good and on the reserve roads are poor. A daily

bus collects the children for the reserve school. There is no

mail service provided for but messages are received by a daily
radio bulletin from North Battleford.

Shopping centre - The nearest shopping centre and telephone are

Cochin one mile away.

Recreation - Cochin is a resort area and these facilities are avail
able to them. There is a band hall for community use, and a

skating rink.

SERVICES - Medical - The nearest hospital is Rabbit Union Hospital 21

miles north away and North Battleford also 21 miles away. The
clinic space is a school cloakroom or else a private home and
neither is considered adequate. A public health nurse visits each

month for one week. No community health worker visits the area

but an environmental health officer usually visits once a month.
There are no regular visits by the doctor but a dentist visit E

reported once a year. The annual Tuberculosis survey was supplied
until 1968 by Medical Services. There was no health committee in
1968 b�t a group had been formed and were preparing to elect a

health committee. They had live births and no maternal or

child deaths in 1968.
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SAUtIEAI1�
� - 14,341 acres, the smallest of the 8 communities studied. The

band population is 327 with 303 living on the reserve. 1.4% or

190 acres of the total is in cropland with 37% or 5,300 acres

in natural range, hay and pasture. There is an estimated 49%
of the land or 7,648 acres which could be developed as cropland
with a cost of the development of $400,000. 32% of the total

area or 4,360 acres is under water.

Potential Labour Resources - These are limited to trapping, fishing
and forestry. According to an Indian Affairs inventory (1968)
the reserve could support 10 mixed farms and 7 other families.
In other words,17 families out of the 25 now living on the re

serve or 68% could be supported on the reserve.

HOUSING - There are 28 houses on the reserve of which 15 or 53.5% are

considered in good repair. There are no empty houses. 10 hous

ing units will be needed in the near future or would have to be

replaced at a cost of $17,350.00: 2 need major repairs at an

additional cost of $14,000. Power was supplied in 1968 by the
Saskatchewan Power Corporation and 21 out of the 25 houses or

84% are connected with .electricity. No new family units were

created last year. Houses have no running water, indoor toilets
01: baths and no house has a septic tank.

'-

Sanitation - There is one electric community pump and it is out of
commission. There are 2 or 3 open sandpipes and 5 open private
wells, all considered in poor condition. All houses have

privies which are in fairly good condition. There are no sinks
for waste water disposal and no cesspools. There is no assigned
garbage pit or dump, no collective garbage system and individual

garbage disposal consists of throwing the garbage in the bush.
In 1968, they did have a budget of $800.00 for sanitation.
Sanitation in the school is considered poor and there is no year
ly cleanup campaign. The overall assessment by the environmental
health officer is "poor".

ADMINISTRATION - The reserve is administered by a hereditary chief and
councillors. The leadership is considered not effective. The
estimated revenue was $2,400.00. No budget breakdown was avail

able. The Saulteaux Band did not sign a treaty until August of
1954 and the band council was re-organized at that time.

Potential Labour Force - They have a potential labour force of 13 and
there is one or 7.7% permanently employed. The opportunities for

employment are school janitor, market garden, labour, farm labour,
and summer employment in Provincial parks.

INCOME - The avenage income of families was $800.00. Not one family had
a yearly income over $2,000.00

Welfare - Of the 25 families living on the reserve, 100% have received
assistance (welfare costs in 1964 amounted. to $64,000). Prior to

,L..___. �==··=�N���=�� .__...
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signing th� treaty in 1954 the·band for some time sent back
the family allowance cheques. TVey wanted ID be independent
and not take any welfare from the government.

EDUCATION - Prior to the signing of the treaty in 1954, there were

no schools on the reserve. At the present they have the
highest attendance record of any. As Indian Affairs put it,
"when they did get an opportunity for education, the took it

serious"iy". There is a school committee on the reserve and
a school of 2 'classrooms and an attendance of 47 students.
One student goes to a residential school and 15 attend.integrat
ed school. There are no students at trade schools or univers

ity.

CO��ICATIONS - Saulteaux is situated 3 miles north of Cochin. Off
the reserve roads are good but roads on the reserve are poor
·to impassable. There are few c�rs on the reserve and transport
ation is mainly by horse or on foot. The nearest telephone
and mail service is Cochin 3 miles away. Messages are re

ceiyed· by a radio bulletin. There is bus service into North
Battleford from Cochin daily (except Sunday.)

SERVICES - Medical Services - The nearest hospital is North Battle

ford, 20 miles away or the Lady Minto Hospital at Evan, 40
miles away. The clinic space for the public health nurse

is in the furnace room at the· school and is not considered

adequate. The public health nurse visits one week per month.
There is no community health worker. Environmental health
officer visits once a month. Neither a physician or dentist

�ravels to the reserve. Medical Services supplied the Tuber
culosis survey until 1968. There is not a health committee
on the reserve. (In 1968, there were 18 live births and 2

preschool deaths).

Recreation - There are no facilities on the reserve but they are

close to other communities with facilities. (Cochin is a

summer resort area). The closest shopping centre is Coch in,
3 miles from the reserve.

t,l
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RED PHEASANT

SIZE - 24,323 acres with a band population of 516.
I

LAND USE - l.094 acres or 2.2% of the area is used as cropland.
70.7% of the area is in natural range, hay land and pasture.
55.3% of the land is suitable for cropland, that is an acre

age of 13,440, but the developing costs would be $14,000.00.
2.6% of the area is under water.

Potential - Gas, potash and oil are not likely to be exploited
in the near future, but there is a possibility for fishing
and tourism. According to the Indian Affairs survey, the re

serve could accommodate 15 economic farms and 5 ranches for a

total of 20 families. Living on the reserve in 1968 were 79
families. This indicates that only 25% of the present number
of families could be supported by the reserve.

HOUSING - There 'are 70 houses on the reserve of which 55.8% are

considered in good repair. Three houses are empty because
the present council could not come to terms with the former
owners. Two new houses will be needed in the future at a cost

of' $14,270 and 6 more need major repairs at a cost of $24,000:'00.
Electric power was supplied in 1968 by the Saskatchewan Power

Corporation. Out of the 70 houses 51.5% are supplied with

electricity.

Sanitation - House on the reserve have no running water, indoor
toilets or baths and none have septic tanks. There are 3

community wells operating and in fairly good condition. Two
electric pumps were to be installed. There are several private
wells but many of them were poor. Another source of water is
the slough and it was being used because some people lived

long distanc�from the wells. 2% of the homes do not have

privies and the conditions of the privies is poor. 2 families
have sinks and none have a pipe outlet. Eo'r garbage disposal.,.
there is no designated area, no organized disposal and no pits.
Some individuals burn garbage. There is no yearly cleanup
campaign. The sanitation in the schools is considered poor.
The overall assessment of the environmental health officer is

"poor".

ADMINISTRATIQN - The reserve is administered by one elected chief and
four councillors and the leadership appears to be effective.
The capital is $5,215.23 and there is an estimated revenue of

$8,993.00. In financing housing costs of $85,922.00, $870.00
would come from personal funds and $85,052.00 from public
funds. No band funds were available. Selected items from a

budget of $10,320.00 (1969-70), for salaries $900.00, wake and
funeral expenses $300.00, cemetery repairs and upkeep $100.00.

�L I'
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food or fuel for destitute $2,000.00, maintenance of wells
$1,000.00, recreation grant $200.00 and transportation of

patients $200.00.

ECONOMICS - The potential labour force is 21 people with 20 persons

permanently employed. Opportunity for employment is farm

labour, sale of hay, or treatment and sale of fence pickets,
the provincial and federal government agencies and some local

industry.

Income - No families on the reserve had an income of over $2,000.00
and only 5 had an income of $1,000.00 to $2,000.00 in 1968.

Welfare - Of the 79 families living on the reserve

living on assistance. The total welfare cost

$8,200.00. There are 8 families in residence
who are not members of the Red Pheasant Band.
are considered Metis or outsiders by the rest

64 or 81% are

in 1964 was

on the reserve

These people
of the band.

EDUCATION - The reserve has a school committee. On the reserve i� one

classroom with 70 students; seven students go.to residential
schools and 68 attend joint schools. There are no band members
at trade school. One attends university.

COMMUNICATIONS - Red Pheasant is situated 36 miles south of North Battle
ford and 6 miles north of Cando. The roads off the reserve are

good', on the reserve are poor. There is a daily bus service
on the main highway 6 miles away. There are few cars and most

of the transportation is by horse or on foot. There is one

telephone call box at a private home. The other telephones are

situated at Red Pheasant and Cando 6 miles away. There is a

daily mail to Cando and to Red Pheasant. Messages are received

by the daily radio bulletin.

SERVICES - The nearest hospital is' at Wilkie, twenty-four miles away and
next is North Battleford, 35 miles away. There is clinic space
in the homes only and is not considered adequate. A clinic
cabin was moved to the reserve in 1969. A public health nurse

visits twice a week. There is no community health worker and
the environmental health officer visits once a month. It is

reported that a doctor visits only occasionally and there are

no dentis�visits. Until 1968 the Tuberculosis survey was done

by Medical Services. It is now 1:eing done by the Saskatchewan
Tuberculosis League. In 1968 there was no health committee but
there was one in formation. There were 22 live births and a pre
school death in 1968.

Recreation - A recreational director was resident on the reserve in
1968-69.

L £S
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MOSQUITO

SIZE - Mosquito has 31,541 acres and a total band population of 384 with
369 living on the reserve. The land presently used as cropland
is 520 acres or 1.7% of the total; another 69% is in natural

range, hay and pasture. Further land suitable for cropland is

9,200 acres or 34% of the area of which the developing cost would
be $700,000. 2.2% of the area is under water.

Potential - There are resources of gas, oil, potash but exploitation
is unlikely in the near future. There is a potential for fish

ing and tourism. According to the 1968 Indian Affairs survey
the reserve could accommodate 15 farms and 8 ranches: 23 famil-
ies or 34% of the present 70 families now living on the
reserve.

HOUSING - There are 51 houses on the reserve of which 58.9% or 30 are

considered in good repair. New housing units required are 6

at a cost of $42,000.00 and 4 need major repairs at a cost of

$2,400.00. Mosquito received power in 1968 and out of the 51
houses 44 or 81.3% are connected to the power line. Five new

families were created last year.

Sanitation - No houses on the reserve have running water, indoor
toilets or indoor baths and no houses have a septic tank.
There were 3 electric pump wells on the reserve in fair con

dition and all 3 private wells were considered poor. Some

people get the water supplies from a slough. Most houses have

privies though conditions of all are considered very poor. For
water disposal there were no sinks and no cesspools. There is

no designated area for garbage and most is usually thrown in the
bushes. There is no organization for a yearly cleanup campaign.
The overall assessment of the reserve by the environmental health
officer was "very, very, poor".

ADMINISTRATION - The reserve is administered by an elected chief and
three councillors. The leadership appeared to be effective.
!he capital of the reserve is $23,759.41 and the estimated re-

venue $12,500.00. In financing housing costs of $69,335.00, $475.00
could come from personal funds; $5,128.00 from band funds and

$63,752.00 from public funds. Selected items from the budget
of $13,710.00 (1969-70) show salaries, $1,000.00; wake and

funeral expenses $150.00; cemetery repairs and upkeep $500.00;
food and fuel for destitutes $1,500.00. Housing repairs $3,300.00,
recreation $100.00 and transportation of patients $600.00.

,

ECONOMICS - The potential labour force is 21 out of which 6 or 28.6% are

permanently employed. Opportunities for employment are sale of

hay, local industrial or farm labour.

Welfare - Of the 70 families living on the reserve 64 or 91.5% are

l
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living on assistance. This makes 325 people or 88% of the
total population of 369 living on welfare. The total welfare
costs during 1964 were $75,600.00

EDUCATION - The reserve has a school committee. There are 96 students
at school on the reserve in a school of 2 classrooms. 2 child
ren go to residential school, 11 to a joint school and 2 to a

trade school or university.

COMMUNICATIONS - Mosquito Reserve is situated 32 miles south of North
Battleford and 6 miles south of Cando. The roads on the re

serve are poor. There is a bus from Cando. 2 telephone call
boxes for out going calls were pl�ced on the reserve. These
were damaged, repaired and again destroyed. The telephone
company refused to repair them again. There is a telephone
at Cando 6 miles away,and Red Pheasant store, 2 miles away and

daily mail service at both places. Messages are received by
daily mail service.

SERVICES - Medical -- The nearest hospital is at Wilkie, 20 miles away.
North Battleford Indian Hospital is 33 miles away. The clinic

space is the empty teacherage and was considered adequate. The

public health nurse visits twice weekly and the environmental
health officer once a month. There are no visits from a

physician and dentist and the Tuberculosis survey was done year
ly by Medical Services until 1968. There was no health committee
and none in formation. There were 15 live births. on the reserve

and no infant deaths in 1968.·

Other- The closest stores are at Red Pheasant 2 miles away and Cando
----

6 miles away.

Recreation - There are no recreational facilities on the reserve .

•
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Indices Used in Study

Indices developed from special instructions included in a Manual

prepared for the International Study were used for the manipulation

of raw data to create new scores for certain variables. Following

are the new scores created and the questions from which the raw data

were used to create the scores.

1. Skepticism Towards Medicine

Scores: 0 - low

1-2 - intermediate

10 - high

The score was formed by counting the number of codes 0-8 in

questions 237, 238 and 243 in the adult questionnaire.

2. Skepticism Towards Medical Doctors

Scores: 0 - low

1-2 intermediate

3 - high

Scores were formed by counting the number of codes 1 in questions

236, 240 and 244 in the adult questionnaire.

3. Tendency to Use Services for Somatic Problems

Scores: 0 - low

1-3 - intermediate

4 - highest

Scores formed by counting the number of codes 1 in questions 247,

252 and 254 in the adult questionnaire.
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4. Tendency to Use Services for Psycho-social Problems

Scores: 0 - low

1 - intermediate

2 - high

Scores were formed by counting the number of codes 1 in questions

248 and 252 in the adult questionnaire.

5. Tendency to Use Services For Children

Scores: 0 - low

1-6 - intermediate

7 - high

Scores were formed by counting the number of codes 1 in questions

194 and 201 in the child questionnaire.

6. Perceived Availability of Care

Scores: 0 - low

1-3 - intermediate

4 - high

Scores were formed by counting the number of codes 1 in questions

233, 235 and 243 in the adult questionnaire.

7. Anxiety Index

Scores: 00 - low

01-09 - intermediate

10 high

A two digit code was created by counting the number of codes 1 in

the following questions 255-264 in the adult questionnaire.

l -----,-�
-
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Dependency on Illness

Scores: 0 - low

1 - intermediate

2 .;. high

The scores were formed by counting the number of codes 1 in

questions 245 and 246 in the adult questionnaire.

8.

-

.. .-.1



r
"

231.

A��endix C-2

Components for the three categories and assigned scores for each component.

Questionnaires*
and question
number for
each component 1.Location in family leadership structure 3 2 1 0

FQ 4 Size of Kin Group
one of the larger family groups on

the reserve 3
one of the smaller 2
no group 0

FQ 5 People come to members of family for
advise

Regularly(visitors every day) 3
Fairly regularly (once or twice per

week) 2
Sometimes 1
Never 0

FQ 10 Sharing what they have with others
Frequently 2
Not very frequently 1
Never 0

FQ 7 Behaviour of children
Well behaved 3
Sometimes get into mischief 1
Sometimes get into trouble 0

H.L. 2 Marital Status of Head of the
Household
Married 3
Common law 2
Single 1

SQ 12 Language spoken in the home
Indian only 3
Indian and English 2

. . EflQlish only .
1

Hlghest posslble score fOr Locatlon in Family Leadershlp Structure
= 17 Lowest = 0

* Key - FQ Family Questionnaire (Indian Study)
HQ Household List (Int.Study)
AQ Adult Questionnaire (Int. Study)

SQ Supplementary Questionnaire - Adult (Sask. Int. Study only)
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2. Location in Community Leadership Structure
3 2 1 0

FQ 1

FQ 2

FQ 3

FQ 6

SA 9

Attendance at Band Meetings
Regularly
About Half time
Sometimes
Never

3
2

1
o

Speaking up at Band Meetings
Regularly
About half time
Sometimes

3
2

1

People value their opinions
Most of the time
Sometimes
No usually

Member of immediate family served on Band
Council within the last 5 years

Yes

Active in groups clubs or association

Yes

3
2

o

3

2

Highest possible score in Location in Community Leadership Structure
= 14 Lowest = 0

3. Access to Success Goals

AQ
SectionQ Work of head of household

Self employed,eg. small farmer

Presently employed
Not presently employed butworked previously
N�ver worked

Car or Truck in good working order

Type of home
Frame
Log

AQ 280

FQ 12

FQ 11

1

Grade of school completed by head of the
household

9
5 - 8

5

3
2

1

3
2

1
o

1

2
1



233.

3 2 1 0

FQ l1(a) Conditions of home
- Inside

Well kept 2
Clean but untidy 1

Dirty 0

HL 26 Room/person ratio

1 or more 3
.9-.5 2
.5 - .25 1

.25 0

FQ 14 Television in the Home 1

Highest possible score in access to success goals = 17
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Appendix C-3

SOCIOLOGICAL STATUS INDICES BY AGE GROUPS AND SEX

Age Groups 0-14 15-44 45-64 ) 64 ,All Ages
M F M F M F M F M F T

Status
Indices

1 41 39 20 16 5 5 3 6 68 67 135

2 25 21 7 12 1 1 3 3 36 37 73

3 0 0 0 0 0 0 0 0

4 33 41 13 20 5 8 4 5 55 74 129

5 82 81 32 39 23 19 9 11 146 150 296

6 25 30 12 11 5 4 1 1 43 46 89

7 9 10 0 3 2 0 1 1 12 14 26

8 29 19 13 18 8 5 3 2. 53 44 97

9 16 21 11 12 4 0 0 0 31 33 64

N = 909 260452 108131 53 42 24 29 444 465 909

Children 0-15 N = 522

Adults 15 N = 387

z I
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Appendix C-4

CHILDREN AND ADULTS ON EACH OF THE EIGHT RESERVES IN THE SAMPLE POPULATION

BY SEX

Percentages in brackets are calculated on the number of persons
on each reserve

Reserves 1 2 3 4 5 6 7 8 Total

N= 107 167 80 153 124 57 135 83 906
...... , ... . ......

(a) 'Childten'O�14'�ears
Males 25 52 18 49 44 14 37 21 260

Females 30 46 24 39 35 18 40 30 262

Total
Children 55 98 42 88 79 32 77 51 522

per cent (51) (59)(53) (58) (64) (56) (57)' (61) (53)
............... , ,

(b) Adults 15 years

Males 24 33 19 29 19 12 30 18 184

Females 28 36 19 36 26 13 28 14 200

Total
Adults 52 69 38 ' 65 45 25 58 32 384

per cent (48) (41)(47) ( 42) (36) (44) (43) (39) (42)
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Appendix 0

F.IIVCATI0lfAt. AWD PSYCHOLOGICAl. M&.Uva....w"
1911,32.715-72l.

NOl\fOGRAPHS FOR THE SIGNIFICANCE OF THE
DIFFERENCE BETWEEN PERCENTAGESl

M.REEB

Bar-Dan University, Israel

LA"'SHE and Baker' (1950) present a nomograph for the signifi
cance of the difference between uncorrelated percentages, based on

the "development of a statistic which is a function of p and which
has a constant standard error dependent only on the size of the

sample." This nomograph, Figure 1 in the present paper," is eon

venient to use in that it provides, directly from P1 and P2, values
for the statistic 01 (omega) for substitution in

e � I 2NIN2
"'''VN1 + Na'

the calculation being completed arlthmefically.t The first part of
this paper suggests the use of a companion nomograph providing
directly that part of (1) which is a function of N1 and N2• This

function, defined as v (nu), gives rise to

(I)

(2)
which is mote easily calculated than (1).

The nomograph is' based on the geometric property that in a

right-angled triangle of lesser sides N1 and N2, if a line be draWIl

1 The publication or this material llM been assisted by a grant from the
Resoarch Fund of Bnr-Ilan University.

21'hlloks are expressed to Prof. C. II. Lawshe for permission to usc the
nomograph. In order to increase accuracy, each .1 division on the 11/ scale has
been sub-divided into 5 parts, each of .02.

I Appel (1952) hae presented a. eel. of uomographs to derive t for the same

esee. Almost. no computation at all is required, but. their use involves more

It.epl' and is more complex thaD in the present. procedure.

716

,J .......

. ... ; ��
.. ,

aL �.IoIoI.1 _....L� _.It,
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bisecting the right angle to meet the hypotenuse and its length is

d,then

d .... v2 N,N,
(3)NI + NI

• having been defined as V'2N1NI/(N1 + N.), (3) gives

� ... V\7fd (4)

A nomograph can now be drawn with Nt and NI as intercepts on

the vertical and horizontal axes respectively, and the required \'a!�c
of" will be 0. simple function of d, the length of the intercept IIIl the

diagonal bisecting the right angle." In practice, the .. scale in Figure ._'

was calibrated by taking the special case N I
= NI

= N for whieh
• &: Vii and d =: N/�.

Use of the Nomographs to Obtain t

Set a straight-edge, preferably transparent, in Figure 1 at th".

. appropriate values of PI and P2, and read CII. Similarly, in Figure 2.
from the values of NI and N2 read 1'; the upper sides of the Nil N,
and" scales are calibrated for NI, N2 = 0 -+ 100, and the lower

for NI, Nz == 0 -,) 1000. (These two sets of scales are to be used

separately, i.e., values of N less than 100 from one set and greater
than 100 from the other may not be used together.) MultIply III by ..

to obtain t. If III is very small, or t is close to the required signifi
cance level (either below or above it), it is probably better to

calculate t by the usual formula.

Nomographs for Critical Omegas

A possible extension of this device is suggested by two circum
stances. Firstly, as dl's increase, the values of t required for sig
nificance at given probability levels tend rapidly towards asymp
totes, as shown by the typical values in Table 1.

Consequently, where t' changes very little, it becomes possible
with small loss to calibrate the diagonal in Figure 2 not only as

• One of the steps in the Appel (op cit) procedure involves the derivation
of N. defined as liN. + lIN., from scales for N. and N.; this might have been
modified to derive .. as defined above. However all these scales narrow very

rapidly indeed as N increases, and it is thought that Figure 2 of this paper is .

preferable.
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Figure 1.

previously in If, but directly in critical minimum values of (I), given
.

t,y

(5)
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100
1000

No-too

N 0+1001

Figure 2.
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TABLEl
VGluu 01' Sipific4'" (tvo-tGilttl) at .06 and .01 lor Voriotu d/,.

710

dr. 25 60 100 400 1000

, required for significance

I' ,05
I' .01

2.060
2.787

2.008
2.678

1.981
2.626

1.966
2.588

1.962
2.581

r' being taken at its highest value for a selected range of dl's at a

zrven significance level.

Secondly, even when t changes more rapidly, advantage can be
tRken of the fact that in using Figure 2, some infonnation on the
number of cases, Ns + ,N2, and therefore on the number of dl's,
Ns + NJ - 2, for a given comparison has become available. The

.ntercept on the diagonal corresponds to a certain minimum number
of dl's, represented by the case Nl = N2 at that particular intercept.
Consequently again as in (5), but separately for each point on the

diagonal; critical minimum values of GI, corresponding to the appro

priate minimum value of t required for significance divided, by the
fixed value of .. at that point, can be calculated. Some loss of

power is entailed by this procedure, growing less 8S N1 and N2 tend
to equality and as dl's increase, in accordance with, for example, the
values of t in Table 1.

Evaluation of Loss 0/ Power
.

.

The loss of d/,s due to the inequality of NI and NI can be evaluated
in the following way. For a given intercept on the diagonal the
minimum sample size corresponds to the case N 1 = N ..

= d/cos 450 =

" d, d being defined as previously. Substituting in this the val�e
(Of d given by (3) above, and doubling, the effective minimum Bum

t)r NI and N, is, therefore, given by 4(NINI/NI + Nt), Since the
actual sum is, of course, N I + N" the relative utilization of dl's
hy this procedure is 4[N1Nt/(NI + Nt)I] (neglecting the 2 degrees
or freedom lost in both numerator and denominator). Denoting
V,/N, by" we have this conveniently expressed by 4r/(1 + r)l,
which is evaluated for various values�of r in Table 2.

Rearing in mind the nature of the variation ill t, it emerges that
eruical values of '" are not very seriously affected even for small and

'pllte unequal numbers of cases in the two samples. For example,
f ·r .\', "'" 10, N, = 40, there are 48 d/,s, which for p == .05 requires

;,

� .�----------��--------------------------------------------------------..........
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TABLE 2
I

Reloliue UtilizoliMa 0/ dJ'.'/or VOMotu Vmutt 0/ ,

, 1 2 3 " 6 8 10

Rei. Utilization 1.00 .89 .75 .64 .49 .(0 .33

a t of 2.010. For the intercept on the diagonal, the number of effective

d/,s is given' by 4;.V.Nt/NI + N. - 2 .... 30, for which the required
, is 2.042. From (5), and" being uniquely determined at each point.
because of the geometrical properties of the nomographs, the re

quired minimum value of w (or t) has increased by .032/2.010 or

1.6% only. For .01 significance, the increase is (2.750 - 2.681)/2.681
'or 2.6%. Similarly for Ns of 20 and 100, Wml. increases by .8% and

1.1% for .05 and .01 significance respectively, for 50 and 150 by
.2% and .3%, and for 200 and 500 by about. .1 %.

It must be emphasized that the error introduced is always of,

Type II, i.e., in the conservative direction, accepting the null hy
pothesis when it should be rejected.

Calibration
As before, the nomographs were calibrated by using the special

case of NI = Nt = N for which" = -v'N and d = N/v'l..
Consequently (5) becomes

'

,
, (AI.I. =

-v'N (6)
where t takes the appropriate value for 2 N - 2 degrees or f�eedom.
Values of t for P :::: .05 and .01 (two-tailed) were taken from
Table V in Edwards (1968) (which is rather more detailed than
most such tables) to three decimal places for N = 2 -+ 200, cor

responding to 2 -+ 398 df'«, with graphical interpolation where
necessary. For N more than 200, the variation in t does not dis

cernibly affect the calibration, and appropriate maximum t's were,

therefore, taken as' applicable for the rest of the range of the

nomographs, up to N=lOOO. For convenience, two nomographs were

drawn, separately for ranges of N from 0 -+ 100 (Figure 3) and
o -+ 1000 (Figure 4).

Use of the Critical Omega Nomographs
Use Figure 1 to determine, as previously, the value of co for PI

and P2. If N1 and N2 are less than 100, use Figure 3, if less thau
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1000 Figure 4, to determine the critical minimum value of elmS.

required for significance at p = .05 or .01 (two-tailed): it is given
by the intercept of the diagonal of the line connecting the appro

priate values of NI and N2• If III ezceed, �ID' the difference in

percentages is significant at the given level. If CI) is not much differ

ent from "ID, it is probably better to use Figure 2 and obtain t.
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APPENDIX E-I. Controversial vases Over Responsibility of Medical Care
of Indians.

In 1935 in the Exchequer Court an action was brought by G�orge Drever et

al of the Mistawasis Band in Saskatchewan. The Band funds had been used

without consent of the Band by the Department of Indian Affairs, to pay

for drugs and medical supplies. The judge concluded that this was contrary

to the clause in Treaty six referring to the medicine chest and therefore

all medicines, drugs or medical supplies which might be required by the

Mistawasis Band were to be supplied free of charge. In the judgment
known as the Mistawasis Judgement, no mention �as made of medical or

hospital care. In 1958 an action was started by Lewis Prosper who claim

ed damages done by a Peter Backman. The defense argued that the claim

for medical and hospital expenses should be disallowed on the grounds
that Pro�per, a registered Indian was entitled to free care. The court

rejected this argument.

In 1965 another legal case occurred in Saskatchewan when Walter Johnson,
a treaty Indian who had lived off the reserve for more than twelve months,
was alleged to have unlawfully failed to pay the Head Tax required for

the Provincial Hospital Medical Care Insurance programme. The defense

counsel invoked the medicine chest reference of Treaty six. The judge,
on May 12, 1965 in North Battleford ruled. that this clause was a general
one and that all Medical Services including medicine, drugs, medical

supplies and hospital car�A�ree of charge. During the data collection

period for this study, a similar judgement was upheld in the case of

Andrew Swimmer, a treaty Indian who lived off the reserve for several

years and was an employee of the North Battleford Indian Hospital. He had

not paid his premium and had incurred large hospital bills. Again the

Treaty six clause was invoked in his favour. On December, 7, 1970 Chief

Justice Culliton of the Saskatchewan Appeal Court overruled Magistrate
Pollicha of North Battleford, who found Andrew Swimmer not guilty of

failing to pay his 1966 joint Hospital and Medical Care Tax. Chief Justice

Culliton found the accused guilty and ordered that the case be referred back

to the Magistrate for sentencing. The Chief Justice found there was n�th
ing in Treaty six binding the Federal Government to provide free Medical

Services including medicine, drugs, medical supplies and hospital care

for Indians.
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Appendix E '-2

Letter to the Editor. The Native Voice.

Vol. 5, No. 32, November 10, 1972.

OPINION - NO OTHER CHOICE

Recently I read a book called "Perceptives on the North American

Indians" and I would like to quote a paragraph as follows;

"B is a man with no regular conduct, he will have ,relations with

any woman at any time. He has several i�legitimate children by several

women. His wife does the same. She has had several affairs, her house is

poor, and there is almost no furniture there. You can see what is strictly

necessary to life there. Her husband does not look after her, he abandons

her. One spring she was pregnant. It was very cold, she was sick,her
children were crying, there was no food in the house but her husband didn't

care, he was fooling around all the time" and on it went so I got tired of

reading it and turned to the Journal. The first section I read was about

the trial of an Indian woman who stabbed her common-_ -law,husband to death

because of an intolerable life situation. To my great surprise I condoned

her courage to do something about it. It was then I decided that I would

write on the behalf of the Indian women. In my opinion, ,being an Indian

woman is not the easiest position to be, First because we are women, second�

ly we are Indians. The Indian women are the most mistreated human beings on

any Native community or in cities. How many times does a Native women give

up in despair due to intolerable life situations? How many times does a

Native woman become the sole supporter and parent to a great number of

children she had borne through love? How many times does a Native woman

leave her loved ones and choose to escape into the city of sordid life be

cause of inhuman treatment at home? To the majority of society the Native

woman is good for nothing but one thing � sex. I have spent most of my

_.
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life on the reserve and moved into the white society to further my educ-

ation and what I have seen, heard, and experienced is disgustingly frus.

trating.

To give a few examp Ies r I moved into a middle class district

with the help of Canative House Corporation and upon my arrival was met by

three women of the neighbourhood who came to my house and informed me that

I must live according to the neighbourhood or I would be petitioned off the

neighbourhood; on the night before hallowe'en someone threw at least a

dozen eggs at my house; another time a note saying "Go home, Indians"

was left in my mailbox. These are only a few examples. How in the world

does anyone expect me to go and try to better myself? I may as well end

up on skid �ow, too, why not? Isn't this what is expected of me? If I con-

done the drinking, killing, and immoral irresponsible life of the Indian

it isn't because I want to, but r am forced to. If I am coming on too

strong it isn't because I haven't got the majority, society falling at my

feet praising my efforts, but because I haven't been allowed the right to

be accepted as a human being or given the right to live as an individual.

As a single parent, I have faced more abuse than is necessary for any

human being. As a Native woman, I would like to enjoy the rights every

Canadian woman has. I would like to go shopping without having to deal with

any discrimination. I would like to go out at nights to get away from

everything without attracting a bunch of sneering white men who think that

I will jump into bed with them on the first opportunity. I would like to

get into my, cozy nightgown at night and have a good night's sleep without

having to run for my life through streets and alleys to a friend's house,

only to find her in the same situation. It is hard to be a woman, worse yet

to be a squaw.
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Letter to the Editor. The Native Voice

Vol. 5, No.32, November 10, 1972.

THE DRUN�EN INDIANS

So often I see a small article in a magazine or hear talk over

the air dragging the intoxicated Indians in the many city slums over the

coals. The culprits are disowned and reviled by the whites as well as the

Indian people. I think it's time someone dug into their story and the

probable cause behind it.

There are those that have been raised from childhood among the

white people and those that have spent more time in Residential Schools

than on the reserve. In such cases it is little wonder that these few grew

up thinking and acting very different. For all the advantages such as up

bringing provides there are as many hard facts to face. Rather than making

them accept their Indian status as secondary, such an upbringing seems to

make them fanatically proud of their Indian blood, it's history and the

heritage that's theirs.

Because they don't fit in on one side or the other, they must walk

the "no man's land" between the two which is sometimes as touchy as TNT.

They are very much on the defensive, ready to explore at the least demeaning

word and as tempermental as any highstrung person. There's more to these

complex personalities than the drunken stupor they show to the world, the

"front" is so well put on I guess sometimes they lose themselves behind it.

At one time or another, they all try to find a place for them-

selves among their people. More often than not it just doesn't work. They're

accused of being stuck-up, trying to be smart, acting better than anyone else,

pretending not to know the language (when they really don't)"showing off" their



r 249.

Appendix E-2 Cont'd.
ability to read, write and do arithmetic etc. They're �ccused of all sorts

of childish behaviour and spite until they're finally driven away through

such persecution. Then the word goes around that "he or she found reserve

life too hard and not fancy enough," yet these people couldn't appreciate

bannock, moose steaks, dry meat and geouoe as well or real-honest-to-god

Indian made soup the way these outcasts do. It's sad to hear them talking

and telling each other how long it. has been since they ate bannock or dry

meat. They're wishfully sighing and saying "I can never go back, I guess."

So they live in the city with bigotry, indifference, an�mosity,

unemployment (because employees prefer white workers) and harrassment by

the police because they're Indians. They're down on skid row because they

won't be accepted as they are anywhere else, unconsciously they think "if

they think I'm so good now, I'll show 'em" and naturally suiting their act-

ions to the thought, a s�lf-defeating philosophy that finally tops it all

off.

From that moment on they're a contradictory mess of hard talk,

felonies, arrests, jails, anger, remorse, drunken sprees, drug and in short

reacting to all the emotional hurt by breaking the social rules. In this

twilight world they meet people of all sorts in almost the same fix. Maybe.

for the first time they find a little understanding and perhaps acceptance too.

At last they have found the supporting role they need. It's the wrong kind,

of course, but what does it matter when at last there's someone on their

side. These "drunken Indians in the city," who are "blackening the image"

of the whole race aren't doing so because there's nothing better to do but

because they have feeling like anyone else.

I see red when I read magazines and hear people talk as though

these victims of circumstances are bucking the laws and rules of both races

because they're just plain no good, malicious and inconsiderate. They cert-

1"" ",
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ainly born planning all this misery, shame and condemnation from their

fellow man. I am not saying every story is the same but one should look

deeper than the surface before calling anyone down. I am writing this be-

cause I am sick of hearing people talk as though they were paragons of per-

fection.

I won't be surprised if this draws more verbal fire than I need

to cook up new ideas to muse on. Whatever the response I hope it helps

throw a bit of light on the "drunken city Indians" skeleton in the closet.

t would be more than happy to know-how others feel in regards to this not

often mentioned situations. The different viewpoints may help me in one

of the subjects I am working on. Especially from the people who are in

such a position, as no onewuld know better than themselves what it is really

like.

Thank you for your time and for the space given to what I have

written. I hope with time we shall know nationwide unity in our Indian

heritage. I close with peace and greetings to everyone and also Chief

Robert Smallboy's camp. ANCS is the voice of the people and a great help

to those who don't know what I.A.A. is all about.

Sock it to 'em! and keep up the more than tremendous job.

1
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Field Organization - Relationship between 'the two Studies
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of Medical Care Utilization, Saskatchewan Area.
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UNIVERSITY OF SASKATCHEWAN

DEPARTMENT OF
SOCIAL AND PREVENTIVE MEDICINE

SASKATOON, CANADA

June 1, 1968

To Whom it May Concern:

the bearer of this
letter is an official Interviewer from the University
of Saskatchewan.

Until June 1, 1969 she is engaged in collecting
information for an authentic, scientific, University
sponsored study of Health Care. In this capacity, she
is authorized to seek the co-operation of, and interview
certain residents of this area. We can vouch for her

integrity.

The University will be most grateful for any
assistance you can give our Interviewer in this
important study.

Yours sincerely,

V.L. Matthews, M.D., D.P.H.,
Project Director

VLM/jb
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DEPARTMENT OF SASKATOON, CANAIIA
SOCIAL AND PREVENTIVE MEDICINE

Dear

We would like to thank you and the members of your

family for co-operating with our interviewer Mrs.

who called on you some time ago and asked questions about

your health and how you and your family used the medical

services available.

This information along with the information collected

in six other countries will help in making plans for better

health care for all people.

We are pleased that you were willing to be interviewed

and thank you again for your co-operation.

Yours sincerely,

V.L. Matthews, M.D., D.P.H.,

Project Director,
W.H.O. International Collaborative

Study of Medical Care Utilization

.... ".\'1
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STATEMENT OF CONFIDENTIALITY

OF

INFORMATION FROM INTERVIEWERS

Respondents in the WHO/ICS-MCU have the right to the
expectation that all of the information they report during the
interview will be kept in the utmost confidentiality. Your
position as an interviewer on this survey entitles you to
information normally accessible only to doctors and closest
family; but it also obligates you to keep the confidence of the
'respondents. It is very important for you to understand that
you must not divulge any of the data you obtain as an interviewer,
regardless of how unimportant it may seem to you or what the
circumstances may be.

Please read this carefully and sign the form showing that
you have read and accept it.

Signature of Interviewer
------------------

Date
------------------

World Health Organization
International Collaborative Study

of Medical Care Utilization
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Appendix F- 6
255.

Stratwn Q Folder Resp.

m
1. You have already been asked about doctOr visits in the last two

weeks. IN THE WEEK BEFORE THAT (Show Calendar), did you (talk with)
(visit) a doctor about your health?

000 No

o Yes� lao How many times?

lb. (Record name and address of each doctor

visited/talked with that week)

SUPPLEMENTARY QUESTIONS (ADULT)

(Use reverse side of sheet if necessary)

2. So far we have talked about your hospital or nursing home admissions
in the past 12 months. Now, IN THE 6 MONTHS BEFORE THAT (Show
Calendar) were you admitted to a hospital or nursing home for over

night or longer?

000 No

o Yes-+2a. How many times?
__

2b. Can you tell me the name and address of· (each
of) the hospita1(s) you were admitted to in
tha t period.

3. If you had to be admitted to a hospital for some reason, is there any
particular hospital you would choose to go to?

00 0 No (Go to 4)

() Yes�3a. Which hospital is that?
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3b. If you couldn't be admitted to (first choice), would there be
another hospital you would choose to go to?

00 [] No (Go to 4)
I

o Yes__' 3c. Which hospital is that?

4. Is there any particular hospital you would not want to go to?

00 [J No (Go to 5)

<:) Yes--+4a. Can you tell me the name of that hospit�l?

4b. Would you like to tell me more about that?

5. When you first think you have some sort of health problem, what do

you usually do?

Sa. If that doesn't work, what do you do?

6. When you think there is something wrong with your health, would you
say that you •••

try to see a doctor as soon as possible •••..•••• 0 0 (Go to 7)

delay seeing him for a while, or ••....•...•....• 1 []
put it off as long as possible? •.....••......••• 2 [J

6a. Could you tell me why you do that?
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7. (CHECK Page 16, Question 140. IF PARTICULAR DOCTOR OR DOCTORS LISTED,
ASK)
You mentioned (a particular doctor)(doctors) you (talk with) (visit)
about your health. How long have you been seeing this doctor (these
doctors)?

0 D Less than one year 4 0 10 - 19 years (all
1 D 1 - 4 years

respondent's life)

2 D 5 - 9 years
5 D 20 years or more

3 D 10 - 19 years
6 D 20 years or more (all

re spondent' s life)

8. All to 1d, how long have you lived in this community?
0 [] Under one year 4 0 10 - 19 years (all

respondent's life)
1 D 1 - 4 years 5 D 20 years or longer
2 0 5 - 9 years 6 D 20 years or longer (all
3 D 10 - 19 years

respondent's life)

9. (ASK DIRECTLY IF RESPONDENT IS ROLE CODE 1; ASK ABOUT ROLE CODE 1
IF RESPONDENT IS ANYONE ELSE)
(Have you) (Has Role Code 1) been active in any groups, clubs, or

organization's during the past year?

o D No

o Yes-+ 9a. How many?

10. Are you associated with

o D No

o 'Yes-410a.

an organized church or faith?

With which church or religious group are

you associated?

r
-'!

I
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11. (ASK DIRECTLY IF RESPONDENT IS ROLE CODE 1; ASK ABOUT ROLE CODE 1
IF RESPONDENT IS ANYONE ELSE)
How many generations has (your)(Head's) family lived in Canada?
For examp le ••••

(Were you) (Was Head) born outsi4e Canada?

o Yes (Go to l1a)

Was
9 No

(your) (Head's) father born outside Canada?

o Yes (Go to lla)

9 No

(yqur) (Head's) grandfather 'born outside

g ::8 J (Go to 11a)

Canada?Was

lla. What country did (your) (Head's) family come from originally?

(Go to 12)

12. What language or languages are usually spoken in your home?

0 D English 5 D English and French

1 0 French 6 0 English and Ukrainian

2 D Ukrainian 6 0 English and German

2 '0 German 7, 0 English and Indian language

3 D Indian language 8 0 English and other (specify)

4 D Other single
language (specify) 9 0 Other combination not

including English.
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13. Would you say that your total family income last year was •••

very much less than was needed? ••••••••••••••••••••••

o
o

2 0
3 0

more than enough to pay for what the family needed ••• 0

just about enough ••••••••..•••••••••••••••••••••••••• 1

a bit less than enough, or .

14. During the past 2 weeks, did you or anyone in your immediate family
obtain any drugs prescribed by a doctor?

o [J No (Go to 15)

0 Yes-714a• Where was the prescription obtained?

0 Don't
from a local drug store ........ 1 0

know from a hospital ................ 2
.0

(Go to 15) from a doctor's office 3 0.........

fro� a mail order retail ••••••• 4 0
from a government agency ....... 5 0
from somewhere else ............ 6 0

14b. (ASK ONLY ONCE FOR EACH FAMILY. ASK IF
RESPONDENT IS EITHER ROLE CODE 1 OR 2)
How many prescribed items did your family
buy in the past 2 weeks?

14c. How much would you estimate was spent on

(that item) (those items)?
o [J Less than 1.00 5[] 10.00 - 14.99

10 1.00 - 1.99 60 15.00 - 19.99

20 2.00 - 2.99 70 20.00 - 24.99

3D 3.00 - 3.99 80 25.00 or more

40 4.00 - 9.99

Now I would like to ask you a few questions about how much of your medical
bill is paid for you by insurance plans, government programs, and the like.

' .

.. .:
.
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15. How much of your bill is paid for lOU when you visit a doctor whc�

you are � in a hospital? Is it ••••

none •.•.•••••••••••.•••••••••.••• 0 0
less than half •••••••.•••.••••••• 1 []
half or more than half, or •.••••• 2 []
all? •••••••••••.••••••.••••.•..••• 3 0
Don't know •••••••••.•.••••.••.••• 8 []

16. How much of your doctors bills are paid for you whil� you are in
a hospital? Is it ••••

none

less

· .

than half •••••••.••.•...••••

half or more than half, or •..••••

all? · .

Don't know .

o 0
10
20
30
8 0

17. How much of your other hospital expenses are paid for you? Is it •.

none

less

· .. .- '.

than half •..•••.•.•••..•..••

half or more than half, or •.•••.•

all? · .

Don't know e' •••••••

00
1 0
2 D
3 0
8 0

18. How much of your bill is paid for you when you visit a dentist in

his office? Is it •••

'
,

none ............................•

less than half ••••••..••••..•.•.•

half or more than half, or •.•••••

all? ·
.

Don't know .......................

o 0
1[]
2 0
3D
8 0
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19. How much of the cost for your drugs and medicines are paid for you
when you are � in a hospital? Is it •••

20.

21.

22.

none

less

o D
1 D
2 D
3 D
8 0

• •••••••••••••••••••••••••

than half ••••••••••••••••

half or more than half, or ••••

all? · .

Don't know ••••.•••••••••••••••

How much of the cost for an ambulance is paid for you when you use

this kind of service in an emergency? Is it •••

none · ......................... 0 0
less than half ................ 1 0
half or more than half, or •••• 2 D
all? · ......................... 3 0
Don't know •••••••••••••••••••• 8 0

Do you have any medical insurance other than through .the provincial
plan?

o D No

<=> Yes ) 2la. What is it called?

Are you presently receiving disability benefits?

o 0 No

o Yes ---...) 22a.

8 0 Don't know

Do they depend upon seeing a doctor
from time to time?

1 D No

2 0
7 0

Yes

Don't.know

Hospital located nearest to respondent's home address •••

_"'---._-

�
,/j_�_� �""""I � - "_O_

..
_
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Appendix F-t

Supplementary Questions for Indian Sample Only

1. Do you think the services usually given by Indian Health services have

o LI No.

1 0 Yes._"--

8 I I Don't know.

changed within the last two years?

IA. Could you tell me how yoU think they have changed?

lB. Why do you think this change has been made?

lC. What do you think about this change?

,.

i
,

• 'T;';'�' .:. �
..

j' ,.'j

,

t,:··.

',:".'
;'

......\.' :,. ..
,
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2. Are there any health •• rvlee. you think

should be letting and are not getting?

the people on the re.erve

o 0 No.

10
sO

Yes. )

Don I t know���OUld you tell me more about this?

3. Who do you think should provide the health services for Indians?

Federal GovFrnment1
Provincial Government?

Some other Agency?

Don't know.

(if 1, 2 or 3, ask)

Could you tell me why you think this?

4. Do you know the names of the hospitals in North Battleford?

0 0 No.

1 0 Yes. )

�Could you name

'f:

them?

,. i.

I

-�
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Appendix F-8

�/orld Health Organization
International Collaborative Study of

Hedical Care Utilization
Indian Sub-Study

University of Saskatchewan

To be asked. of three informants of each family in Sample.

1. Do any members of this household attend band meetings -

Regularly
About half the time

Sometimes

Never?

o

1

2

.3

. Coments:

2. Do they speak up at meetings -

Regularly
About half the time

Sometimes

Never?

o

1

2

3

Cormnent�:

3. When they speak would you say people value their opinion -

l"iost of the time 0

SometiHles 2

Not usually? 3

Comments:

4. 1iould you say members of this family belong to:

One of the larger family
groups on the reserve 0

One of the smaller, or 1

No group? 2

5. Do people come to any members of this family for advice -

Regularly (visitors every day) 0

Fairly regularly (once or twice a 1
week)

Sometimes

Never?

Cormnents:

_r
-I

264.

Reep.

-

Go to #4

2

3
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'-'le family---served-�?
'Yes- 0"

No 1

�"265 ••r::'

7. lvould you say the children in this fami.ZY are -

\/e11 behaved 1

Sometws get into mischief 2

Sometimes get into trouble? 3

Comments:

8. How about the famizy's contacts with non-Indians, would you say they have -

i-lany
Few

None?

o

1

2

Comments:

9. On the reserve would you say this famil$ has -

One of the highest standing 0

Is � respectable famil$ 1

Is not respected? 2

lO. 1"lould you say they share what they have with nthers -

Frequent� 0

Not very frequent� 1

Never? 2

Comments:

11. Type of home -

(b) Conditions outside:

Log
.. Frame

H�ll kept
Clean but untidy

Dirty
'�vell kept

o

1

o

1

2

o

(a) Conditj�ns inside:

Clean but untidy 1

Dirty 2

Additional questions to be answered, once for each household -

12. Does this family have a. car or truck in good working order -

Yes 0

No 1

13. Do they use it to transport neighbours,
Regularly

Fairly regularly
Sometimes
Never

etc. to t�, hospital, doctor, ete.
o

(at least once/month) 1
2

3
o

1

lAo Do they have aT. V. - Yes

No
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Appendix F-9

The Questionnaire Manual for th� World Health Organization

International Collaborative Study, Medical Care Utilization,

contains the following questionnaires used for this study:

a) Adult

b) Child's

c) Household List.

For further information contact Department of Social and

Preventive Medicine, University of Saskatchewan.



,

---

t
...,

�
....

...,

-
Q
<»

. ..,
,Q

;:!
t'I2

i--- �
'"
<»

�

�
�

- <»
'"
;:!

�

�
<»

t'I2

0'

�
.:!

-
�
�
...

t'I2

WORLD HEALTH ORGANIZATION-

INTERNATIONAL COLLABORATIVE STUDY

OF

MEDICAL CARE UTILIZATION

Adult Questionnaire

University of Saskatchewan
College of Medicine

236 Medical Building

Not to be used without permission of the WHO/IC8-MCU
, !lI.=-- ..

,.

�.-
..

Q SubjectFolder Number



...

WHC
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ADULT CODE SHEET
AIKUISTEN KOODI LOMAKE

SIFARNIK ZA ODRASLE
CODIGO PARA ADULTOS

A
R
E
A 3 , :::g:: ::�:: :=2=: :=3=: :=8=:

3 0 :::g:: ::l:: :=2=: :=1=: ::g::

::§:: :=6=: :'7=: :=8=: =s=

1
A-C

=:9::

::F: :'2:: :=3": :04=: Q 32 :::g:= ::�:= :=2=: :=1=: ::&:: =:g::

:0': ::F= :'2:: :=3": :04=: ::§:= :�: :'7=: :=8=: ::.g:: 33 :::g:: ::t:: :=2=: ::�: ::&:: ::g::

:0': ::F:: :'2:: :=3": :04=: FN =s= :�: :'7=: :=S:: ::.g:: 34 :::g:: ::t:: :=2=: :=1=: :=1=: ::g::
·

=s= =s= :'7=: =s= =s= 35 :::g:: ::t:: ::?=: ::g:: B

SUB
::§:: :=6== :'7=: :=S:: ::.g:: 36 :::g:: ::t:: :=1=: ::g::

::§:: :=6=: :'7=: :=8=: ::9:: 31 :�: ::t:: :=7=: ::g::

3 8 :�: ::t:: :=1=: ::g::

:0': ::F:: :'2:: :=3": :04=:

::0:: ::F:: :'2:: :=3": :�:

A
39 :::g:: ::l:: :=1=: ::g::

40 :::g:: ::t:: :=1=: ::g:::0': ::F:: :'2:: :=3": :04=:

::0:: ::F:: :=2:: :=3=: :04=:

:\l:: ::F:: :=2:: :=3": :04=:

::§:: :=6=: :'7=: :=8=: :=?=: 4 , :�: ::t:: :=8:: ::g::

::§:: :=6=: :'7=: :=S:: ::.g:: 42 :::g:: ::t:: :=8=: ::g::

:0': ::F:: :=2:: :=3=: :�:

::0:: ::F:: :=2:: :=3=: :�:

8 =s= ::F: :=2:: =s= :=4:

o =e= =r= :=2:: ::!=: :=4:

::§:: :=6=: :::,:: :=8=: :=1=: 43 :::g:: ::t:: ::&:: ::g::

:=S:: :=6=: :'7=: :=S:: :=1=: 4 4 :�: ::t:: :=1=: :*:

::§:: :=6=: :'7=: :=S:: ::?=: 4 5 :�: ::t:: :=2=: ::$;: :=4: C ::,,: ::f):: ::7-=: ::8=: ::f.;:

::§:: :=6=: :'7=: :=S:: :=1=: 4 6 :�: ::1:: :=2=: ::$;: :=4:

::1):: ::S:: :=7=: ::S:: :=1=: 41 :�: ::t:: :=2=: ::$;: :=4=:

::1):: :=6=: :=7=: ::s:: :=1=: 48 ::C)::: ::t:: :=2=: ::$;: :=4=:

::1):: ::s:: :=7=: ::S:: :=1=: 49 ::C)::: ::t:: :=2=: ::$;: :=4=:

::5=: ::S:: :=7=: ::S:: :=1=: 5 0 :�: ::1:: :=2=: ::$;: :=4=:

::5=: ::S:: :'7=: ::S:: ::g:: 5 , :::g:: ::t:: :=2=: ::$;: :=4=:

52 ::g:: ::t:: :=2=: ::$;: :=4=:

:0': ::t:: :'2:: :=3=: :=4:

::t:: :=2=: :=3=: :=?=: ::g:: 53 ::C)::: ::t:: :=2=: ::$;: :=4=:

54 :::g:: ::t:: :=2=: ::$;: :=4=:

55 :::g:: ::t:: :=2=: ::$;: :=4=:

56 :::g:: ::t:: :=2=: ::$;: :=4=:

51 :::g:: ::t:: :=2=: ::�: :=4=:

:�: ::t:: :=s:: ::g::

� ::G:: ::t:: :=2=: :=3=:

• ::G:: ::,:: :=S:: ::.g::

1 :'G': ::F:: ='8=: =s=

II ':G:: =r= :'8=: ::g::

:=4:

19 ''0': ::,:: :=?=: ::g::

!O ':G:: ::t:: :=?=: ::g::

I' :'0': ::1:: :=?=: =s=

12 =e= ::1:: :=7-:: ::g::

:'0': ::1:: :=7-:: ::9::

=e= =r= == =s=

5 :'9': ::F: :=7-:: =s=

fa =e= ::F: :=?=: =s=

f1 =s= =r= :=7-: =s=

!I ::e:: ::1': :"?:: =s=

-. r
,'"

'I
·

::5=: :=6=: :=8=: ::g::

::,,: ::6=: ::7-=: ::8=: ::f.::

::,,: :=6=: :=7=: ::8=: ::f.::

::,,: ::S:: :=7=: ::e:: ::f.::

::,,: ::6=: :'7=: ::8=: ::f.::

::5=: ::6=: ::'1-=: ::8=: ::f.::

::,,: ::6=: ::7-=: ::8=: ::f.::

::5=: ::6=: ::7-=: ::8=: ::f.::

::,,: ::6=: ::7-=: ::8=: ::f.::

::,,: ::6=: ::'1-=: ::8=: ::f.::

:�: ::1:: :=2=: ::1=: ::4;: ::5:: ::8:: ::T-:: ::8:: ::e::

2 :�: ::1:: :=2=: ::$;: :=4=:

3 :�: ::1:: :=2=: ::1=: :=4=:

4 :�: ::t:: :=2=: ::S;: :=4=:

5 :�: ::t:: :=2=: ::$;: :=4=:

6 :�: ::t:: :=2=: ::$;: :=4=:

1 :�: ::t:= :=2=: ::$;: :=4=:

8 :�: ::t:: :=2=: ::$;: :=4=:

9 ::0=: ::t:: :=2=: ::$;: :=4=:

, 0 :::g:: ::1:: :=2=: ::$;: ::40:

" :=0:: ::1:: ::2=: ::3: ::4:

, 2 ::Q:: :::t:: ::2=: ::3': ::4:

o
p
T ::5:: ::8:: ::T-:: ::8=: ::e::

::5:: ::8:: ::T-:: ::8:: ::e::

::5:: ::8:: ::T-:: ::8== ::t::

::5:: ::8:: :=T-:: ::8:: ::9::

::5:: ::6=: ::'1-=: ::8:: ::9::

::5:: ::6=: ::'1-=: ::8=: ::9:

::5:: ::6=: ::f.:: ::8:: ::9::

::5:: ::6:: ::'1-=: ::8=: ::9::

::5=: ::6:: ::'1-=: ::8:: ::9::

::5=: ::6: ::T-:: ::8:: ::9:

::5=: ::6:
.

::7-=: ::8: ::9:
PRINTED IN U. S. A. IBM H969""



Supplementary Questions for Indian Sample Only

1. Da you think the services usually given by Indian Health services have

changed within the last two years? 0 LI No.

1 0 Yes.

8 0 Don't know.

lA. Could you tell me how yoU think they have changed?

lB. Why do you think this change has been made?

lC. What do you think about this change?

,,'
. . ..... ,,.� ... -� ...--,----�,--__.- . ....- ... -_..-......-......�-
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%. Are there any health services you think the people on the reserve

o 0 No.

10
80

should be getting and are not getting?

�OUld you tell •• .ore about this?

Y.s. )

Doft • t """"�
�

3. Who do you think sbould provide services for Indians'

F.deral Government?

Provincial Government?

So.. other Agency?

Don t t know_

(If 1, 2 or 3, ask)

Could you tell .. vby you think this?

4. Do you know the name. of the hospital. 1n North Bettleford?

00
10 Yes.-'11)..--

No.

t::cOUld yo� no.e thea?

, '" "

"'1.. (
-

-'.. '�t
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ADULT CODE SHEET
AIKUISTEN KOODI LOMAKE

SIFARNIK ZA ODRASLE
CODIGO PARA ADULTOS

85 :=0:: ::1:: :=2=: ::SO: :=4:: E ::5:: ::6:: ::1=: ::8:: ::f.:

86 ::Q:: ::t:: :::2:: ::3:: :=4:: ::5:: ::6:: ::1=: ::8:: ::?=

0=: ::�::

..

0-: ::�:: ::2:: :�: :=4=:

81 ::Q:: ::1:: :=2=: ::3:: :=4=:

:=0=: :.: :+:: :=8=: ::g:: 88 :=0:: ::t:: :=2=: :=3:: :=4=:

::t:: ::2:: :�: :=4=: Q ::!j:: ::6:: ::1=: ::8:: ::?:

-0:: ::�:: ::2:: :�: :=4=: ::5:: ::6:: ::1:: ::8:: ::?=
..

::5:: ::6:: ::1:: ::8:: ::?=

:=0=: :=6:: :�:: :=8=: ::g:: 90 :=0=: ::t:: :=2=: ::3:: :=4::0:: ::t:: =:2:: :�: :=4=: ::!j:: ::6:: ::1=: ::8:: ::f.:

-0:: ::t:: ::2:: :�: :=4=: :=0=: :.: :�:: :=8=: ::g:: 9 I :=0:: ::t:: ::2=: ::3:: :=4::
� SUB

::!j:: ::6:: ::1:: ::8:: :::1:

:=0=: :.: :�:: :=8=: :::g::: 92 ::Q:: ::t:: ::%:: ::3:: :=4=::0=: ::�:: ::3:: :�: :=4:: ::!j:: ::6:: ::r-:: ::9::

93D :::8:: :f:::

:=0=: :::e:: :+:: :=8=: :::g:::

::0::: ::�::

•
:0:: ::�:: ::2:: :=3=: :=4=: 94

I 95 ::Q:: ::t:: :f::: ::$::

98 ::Q:: ::t:: :::2:: ::?=: :::9::

91 ::Q:: ::t:: ::2=: :=3:: ::8::

• :�:: ::t:: ::2:: :�: ::8=: :=9::

� ::0::: ::�:: :=2=: :�: ::8=:

12
13

14
II

::g::

9 8 :::e:: ::t:: :::2:: :=3:: :::iI:::0:: ::t:: :=2:: :�: :*:

99 ::0:: ::t:: ::2;:: :=3:: ::8::::0::: ::t:: ::2::

100 ::0:: ::t:: ::2;:: ::1=: :::8::-�:: ::t:: :=2:: ::3:: :=8=:

:*: ::?=: 10 I :::e:: ::t:: :::a:: :::9::::0::: ::�::

15
:�: :::e:: ::1:: ::S:: :::9:: 102 :::e:: ::t:: ::8:: ::$::

103 ::0:: ::t:: :::8:: :::9::

::0::: ::�:: ::2:: :�: :=4=:

:�::

104 :::e:: ::t:: :=?:: :=9:: F-:0::: :f': ::g::

n ::0::: ::t:: :=2:: :�: ::8=:

II ::0::: ::t:: ::2:: :�:: :=3=:

19 ::0::: ::t:: :=2:: :�: :=3=:

r 0 ::0=: ::t:: :=?:: ::g::

r I ::0::: ::t:: :::z:: :=3:: :::8::

t2 ::0::: ::t:: ::1:: ::g::

105 :::e:: ::t:: :=?:: :=9::

108 :::e:: ::t:: :=1=: ::=9::

101 :::e:: ::t:: :::2::: :::9::

108 ::Q:: ::t:: :=1=: :::9::

109 :::e:: ::t:: :=2=: ::3:: :::8::

II 0 :::Q:: ::t:: :::2:: :=3:: :::a::

::g::

:::1:: :::9::

::9::

II I ::0:: ::t:: :=2=: ::8:: ::�: ::9::
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AM
Time interview began PM ___ of interviews

Page 1

I am from We are making a health survey in the area.

Your home was chosen in our sample. We would like to talk with you about medical services, how you use them, and what you
think about them.

I would like to ask you about some people whom you might have seen about your health.

Name

}___________""=""""-.,-__________ [Go to 14]
Street

Within the last � � [show calendarl, did you (talk with) (consult) (visit)
a doctor about your health at any of the following places?

How many

� � � times?

1. A doctor's (private office) (surgery)
(clinic)? ......................... 000 O� lA.

2. A hospital outpatient (department)
(clinic)? ......................... 000 O� 2A.

3. A work or an industrial clinic? . . . . � . 00 O� 3A.

4. Any other clinic? ................. . 00 O� 4A .

5. A school? 0 0 0 �
SA. _

6. A hospital (emergency room) (casualty
department) (first aid station)? 0 0 0 �

6A. _

7. Home? 0 0 0 �
7A. _

8. Some other place, other than over

the telephone? . . . . . . . . . . . . . . . . . . ..
0 0 0 �

8A. _

9. Through someone else? 0 0 0 �
9A. _

10. Over the telephone, except to make
an appointment? 0 0 0 �

lOA. _

ffi
no yeses, go to 13.

Jf only one yes, go to 12�

f more than one yes, go to 11.

11. Which of these was

the most recent? .. .. .. ..
1 0 1 a03

80s

505

0010606

12. What is the name and address of the doctor you most recently (talked with)
(consulted) (visited)? [If doctor's name or address is not known, record the

name and address of the (hospital) (clinic).]

City/Town/Village

._-\;,,-

0
Name

Street

City/Town/Village

0
Name

Street

City/Town/Village

0
Name

Street

City/Town/Village

0
Name

Street

City / Town/ Village

0
Name

Street

City/Town/Village

0
Name

Street

City/Town/Village



13. When was the most recent time you (talked with) (consulted) (visited) • doctor
about your health? Was it •••

within the last 12 months, •..•.......•••.••..
1 0

more than 12 months ago, or ............••.. � 0

never? .....
-

.....•.•. : ...•..•..••.•.•.•.... sO

Page 2

14. Now I would like to ask you about your most recent (talk) (consultation) (visit)
with a doctor. Did you have an appointment for that (talk) (consultation) (visit)? ..

0 0 No

1 0 Yes

8 0 Don't Know
15. After you decided to (talk with) (consult) (visit) a doctor, how long did it take

until you (talked with) (consulted) (visited) the doctor? Was it •••

within one day, ......................................•.....•..
0 0

more than one day but within one week, 1 0

more than one week but within two weeks, ' 2 0

more than two weeks but within one month, 3 0

more than one month but within three months, or 4 0

more than three months? ..........................•............
II 0

Don't know ................................•..............•..
8 0 [Go to 17]

16. Was this longer than you wanted to wait? ..............•..................
0 0 No

10 Yes

8 0 Don't Know

17. Sometimes people (talk with) (consult) (visit) a doctor because they need to for

work, school, insurance, or a license. Was this (talk) (consultation) (visit) for
some reason like that? ........................................•.......

0 0 No

10 Yes

II 0 Don't Know
18. Did anyone suggest that you have

that (talk)(consultation) (visit)? . 00

1l;J

No [Go to 30]

Yes

[ Was ft any of tho follow;ng poople!

Don't know [ Go to 30]

No Yes

19. The doctor himself? 0 0 1 0

20. Another doctor? .....................•.....................
0 0 1 0

21. A nurse at a doctor's (private office) (surgery) (clinic) or a hospital
outpatient (department) (clinic)? 0 0 1 0

22. A nurse at work? 0 0 1 0

23. Any other nurse? 0 0 1 0

24. A midwife? 0 0 1 0

25. A member of the family or a relative? l 0 0 1 0
26. A friend or neighbor? 0 0 1 0

27. Your boss or supervisor? .............•.....................
0 0 1 0

28. A minister, priest, or rabbi? 0 0 1 0
29. Did anyone else suggest it? 0 0 9

r:; 29A. Who was it?



30. Was the main reason for that

(talk) (consultation) (visit) because of ••• a sickness, illness, or Injury, 00 [Go to aOA]

a certificate other than a prescription, ..
1 0 I [Go to Section. B]

a checkup, or 2 0

Page 3

for some other reason? .

30A. What was the reason?

[If 91-34 are appropriate, go to 91; otherwise, check here O. and go to Section. BJ
r

31. At that time, did tlliS bother you a great deal, 0 0

somewhat, 1 0

hardly at all, or 2 0
not at all? 3 0

Don't know 8 0

32. At that time, did this hurt or pain you a great deal, 0 0

somewhat, 1 0

hardly at all, or 2 0

not at all? 3 0

Don't know .: 80

33. Were you concerned or worried about this a great deal, 0 0

somewhat, 1 0

hardly at all, or 2 0

not at all? 30

Don't know 8 0

34. Did this begin within the last two weeks, 0 0

more than two weeks ago but within the last month, 1 0
more than one month ago, but within the last

three months, or 2 0

more than three months ago? 3 0

At that (talk) (consultation) (visit) with the doctor, did anyone do any of the following? �
35. [If contact over telephone or through someone else, omit.] Give you a (shot)

(injection) or vaccination? 0 0

36. Give you medicine or a prescription? .........•........................
0 0

37. Prepare a certificate or make out forms,other than a prescription? 00

38. Suggest that you see another doctor? 00

39. Suggest that you return to see this doctor? 0 0
40. Arrange for you to be admitted to a hospital or (nursing home)(convalescent

home)? .......................•................................. 00

�..----------���---- -------------- � � �



41. [If contact by home visit, telephone visit, or through someone else, omit.} At that

(talk) (consultation) (visit) with the doctor, did you have to wait too long or not
too long in the waiting room?

Too long ..•...............•.. 00
Not too long 1 0

Don't know 8 0

42. In your opinion, did the doctor spend enough time or not enough time with you?

Enough time 0 0

Not enough time 1 0

Don't know 8 0

43. Were you satisfied or dissatisfied with what happened at that (talk) (consultation)
(visit)?

Satisfied 0 0

Dissatisfied 1 0

Don't know 80

44. Do you now have an appointment to (talk with) (consult) (visit) a doctor within
the next two weeks? 0 0 No

10 Yes

Page 4

Now could we talk about some other health workers with whom you might have discussed your health. Within the last two weeks, did
you (talk with) (consult) (visit) any of the following people about your health?

No

45. A midwife? 0 0

46. A nurse at a doctor's (private office) (surgery) (clinic) or a hospital outpatient
(department) (clinic)? 0 0

47. A nurse at school or work? ........•....................................
0 0

48. Any other nurse? 0 0

49. An (optometrist or) optician? 0 0

50. A (podiatrist) (chiropodist) or foot doctor? 0 0

51. A (pharmacist) (druggist) (chemist)? 0 0

52. A social or welfare worker? 0 0

53. (A chiropractor or naturopath)? 0 0

54. A healer or herbalist? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . 0 0

55. Any other health worker? 0 0

56. Did you talk with your boss or supervisor about your health? ........•.........
0 0

57. Did you talk with a minister, priest, or rabbi about your health? 0 0

Fi , i

Yes � How many times?

0"'" 45A.

0"'" 46A.

0"'" 47A.

0"'" 48A.

0"'" 49A.

0"'" 50A.

0"'" 51A.

0"'" 52A.

0"'" 53A.

0"'" 54A.

0"'" 55A.

0"'" 56A•

... 0 ...., 57A.

.. .....--.- .

-, .... ' •• '
I i i •
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Now I would like to ask you about your health and how you have been feeling recently
58. Within the last � weeks, did you stay in bed all or part of any day because you were not feeling well?

[Include days in hospital or (nursing home) (convalescent home)J

00 0 No [Go to 65]

o Yes

� 58A. How many days altogether? ___ days
59. Could you tell me what the problem was?

_

60. At its worst, did this bother you a great deal, 0 0

somewhat, 1 0
hardly at all, or 2 0
not at all? 3 0

Don't know 8 0

61. At its worst, did this hurt or pain you a great deal, 0 0

somewhat, 1 0

hardly at all, or 2 q
not at all? 3 0

Don't know 8 0

62. At its worst, were you concerned or worried about this a great deal, 0 0
somewhat, 1 0
hardly at all, or 2 0
not at all? 3 0
Don't know 8 0

63. Did you (talk with) (consult) (visit) a doctor about this within the last two weeks? .
0 0 No

64. Within the last two weeks, did

you want to (talk with) (con
sult) (visit) a doctor about
this? 00

Check page 1. If no ambulator�iSit recorded, complete sections

� and B; then go to 65.

Yes

No [Go to 65]

Yes

64A. Was the main reason you did not (talk
with) (consult) (visit) a doctor be·
cause •••

you didn't have time to go; 1 0 )
it was too much trouble to get to �
a doctor; 2' 0

J[GO
to 65]

it costs too much to get to a

doctor; or 3 0
for some other reason? 9

L 648. What was the
main reason? _



65. (Apart from the days you stayed in bed), were there any
(other) days within the last two weeks when you were

not able to do your usual activities because you were

not feeling well? 000 No [Go to 7%]

Page 6

o Yes

4 65A. How many days altogether? days

66. Could you tell me what the

problem was? Same as reason for bed days 000 [Go to 7%]

67. At its worst, did this bother you a great deal, 0 0

somewhat, 1 0

hardly at all, or 2 0

not at all? ...........••
3 0

Don't know 8 0

68. At its worst, did this hurt or pain you a great deal, 00

somewhat, ......•.....
1 0

hardly at all, or ..
2 0

not at all? 3 0

Don't know 8 0

69. At its worst, were you concerned or worried about this a great deal, 0 0

somewhat, 1 0

hardly at all, or 2 0

not at all? 3 0

Don't know .........•..
8 0

70. Did you (talk with) (consult) (visit) a doctor about this within the last two weeks? ..

0 0 No

Check page 1. If no lIi9itfgecorded, complete section!l
G and B; then go to 72J

Yes



71. Within the last two weeks, did you
want to (talk with) (consult) (visit)
a doctor about this? 00 No [Go to 72]

Page 7

G 71B. What was the
main reason?

o Yes

4 71A. Was the main reason you did not

(talk with) (consult) (visit) a doctor
because •••

you didn't have time to go; .....
1 0

Iit was too much trouble to get to
a doctor; 2 0 [Go to 72]

it costs too much to get to a

doctor; or 8 0
for some other reason? ......•.. 9

..... 1

72. (Apart from this) within the last two weeks, did you think there was anything
(else) wrong with your health? 0 0 No [Go to 79]

10 Yes

73. Could you tell me what
the problem was?

74. At its worst, did this bother you a great deal, 0 0

somewhat, 1 0

hardly at all, or 2 0

not at all? 8 0

Don't know 8 0

75. At its worst, did this hurt or pain you a great deal, 0 0

somewhat, 1 0

hardly at all, or ...•....
2 0

not at all? 8 0

Don't know 8 0

76. At its worst, were you concerned or worried about this a great deal, 0 0

somewhat, 1 0

hardly at all, or 2 0

not at all? .........•..
8 0

Don't know 8 0

77. Did you (talk with) (consult) (Visit) a doctor about this within the last two weeks? .
0 0 No

Check page 1. If no visit@.orded, complete SectioE'l
� and B; then go to 7�

Yes

,

j.z



78. W'lthin the last two weeks, did you
want to (talk with) (consult) (visit)
a doctor about this? 00 No [Go to 79]

Page 8

8 0 Don't know
J,

[Go to 79]

? Yes

...----�) 78A. Was the !!!!i!! reason you did not

(talk with) (consult) (visit) a doc
tor because •••

you didn't have time to gOi 1 0

Iit was too much trouble to get to
a doctor; ..................•..

2 0 [Go to 79]

:�o��.t��. ����.t�. ��t. �� � .�� •. 80

for some other reason? ...•..•.. ?
C 788. What was the

main reason?
___

79. Do you have any physical impairment or handicap? 00 No [Go to 8B]

10 Yes

8 0 Don't know [Go to 8f]

80. Could you tell me

what it is?

81. Does it affect your ability to (do your usual work) (attend school)? 0 0 No

10 Yes

8 0 Don't know

82. (Apart from this) do you have any long standing health problem or chronic illness? 0 0 No [Go to Section E]

10 Yes

8 0 Don't know [Go to Section E]

83. Could you tell me

what It Is?

84. Does It affect your ability to (do your usual work) (attend school)? .•............ 00 No

10 Yes

8 0 Don't know

-_



r

'10
Now I'd like to talk with you about dental visits. Within the last month [8how calendar], did you (talk with) (consult) (visit) a

dentist about your teeth, gums, or mouth at any of the following places?

Page 9

2!L
85. A dentist's (private office) (surgery) (clinic)? 0 0
86. A hospital dental clinic? 0 0

87. A work or an industrial clinic? ...............•.......................... 0 0
88. A school? ..........................•...........•..•..................

0 0
89. Some other place, other than over the telephone? 0 0
90. Through someone else? ......................................•.........

0 0

91. Over the telephone,except to make an appointment? 00

�I 1!Q yeses, go to 94.

JI only one Jl!!.§.z. go to 99.

I � than �� go to 92.

92. Which of these was the most recent? 0 085 1086 2087 3088

93. What is the name and address of the dentist you � � (talked with)
(consulted) (visited)?
[If dentist'8 name or address is not known, record the name

and address of the (Jw8pital) (clinic).]

� How many times?

0-+ 8SA.

0-+ 86A.

0-+ 87A.

0-+ SSA.

0-+ 89A.

0-+ 90A.

0-+ 91A.

4089

Name {
------------------------------S=t�r-ee�t------------------------------([Go to 95]

City/Town/Village )

94. When was the most recent time you (talked with) (consulted) (visited) a dentist?
Was it •••

within the last 12 months, 1 0
more than 12 months ago, or

.'
2 0

never? 30

-

95. Now let's talk some about your most recent (talk) (consultation) (visit) with a

dentist. Did you have an appointment for that (talk) (consultation) (visit)? .....
0 0 No

1 0 Ves

-
96. Was the main reason for that (talk) (consultation) (visit) because of •••

--r.:ouble with teeth, gums, or dentures, 0 0

a checkup or to clean your teeth, 1 0
to get a form or certificate other than a prescription, or 2 0

for some other reason? ?
. L 96A. What was the re�son?

[Go to 9BA.]

t [Go to 100]

[If 97-99 are appropriate, go to 97; otherwise, check here 0" and go to 100.]

r



97. At the time of this (talk) (consultation) (visit), did this bother you ••• Page 10
a great deal, .............................................. -

.. 00
somewhat, ..•.•........•...•........••.••••.•••.•••.••••••• 1 0
hardly at all, or .........•.....•.•..•...•......•••.•••••••••• 2 0
not at all?

..........................•........•.••••••••••••• 80 I [Go to 99]
Don't know ······ ... · ... ·

..............•.•..••••....••..•.• 8 0
98. When did you begin to be bothered by this? Was it •••

within the last two weeks, ..........................•......... 0 0
more than two weeks ago but within the last month, 1 0
more than one month ago but within the last three months, or 2 O·
more than three months ago? 3 0

99. Before this (talk) (consultation) (visit), did this hurt or pain you •••

a great deal, 0 0

somewhat, , .......•....
1 0

hardly at all, or ., .....................................•.....
2 0

not at all? 3 0

Don't know .....................................•..........
8 0

100. At that time, did the dentist suggest
that you have another (talk) (con.
sultation) (visit)? 0 0 No

Q Yes
..----------------+� tOOA. Did he arrange

8 0 Don't know an appointment? 1 0 No

20 Yes

T 0 Don't know

101. [If contact oveT the telephone 0'1' thTOUgh someone else, omit.] At that (talk)
(consultation) (visit) with the dentist, did you have to wait too long or not too

long in the waiting room?

Too long ..........................•.....•..•.....•.....•.. 00

Not too long ........................•..•.......•...•.••...•
1 0

Don't know ...........•...............................•....
8 0

102. In your opinion, did the dentist spend enough time or not enough time with you?

Enough time 0 0

Not enough time ..........••.......•........................
1 0

Don't know ........................................•.......
8 0

103. Were you satisfied or dissatisfied with what happened at that (talk) (consultation)
(visit)?

Satisfied ...........•.........•.••.......•..•..•.•....•....
0 0

Dissatisfied ..•...•....•............•.••..•....••••.....••.•
1 0

Don't know ..•....•••.•.......••..•.•..•••.•.•••••••••••...
8 0
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104. Within the last month, did you
notice anything wrong with your
teeth or gums? •.....•........

0 0 No [Go to 112]

10 Yes

� Was it any of the following? No Yes

105. A toothache? .........•.....
0 0 1 0

106. A cavitY? ............•.....
0 0 1 0

107. Trouble with gums1 0 0 1 0
108. Bridge trouble or false teeth? ..

0 0 1 0

109. At its worst, did (this) (any of these) bother you •••

a great deal, 0 0

somewhat, ........................•........................
1 0

hardly at all, or ..........................•............•.....
2 0

not at a"? ....................................•............
3 0

Don't know ........................•.......................
8 0

110. At its worst, did (this) (any of these) hurt or pain you •••

a great deal, ,

0 0

somewhat, 1 0

hardly at a", or
2 0

not at all? ..............................................•..
3 0

Don't know ................................•...............
8 0] I

J-
Ill. Did you (talk with) (consult)

� � (visit) a dentist about (this)
(any of these) within the last

month? 9L__N_O�- ) 11lA. Within the last month, did
o 0 Yes you want to (talk with)

!Check 85-91. If no visit recorded,l � (consult) (visit) a dentist

Enplete Section E; then go to 11.=:.1 about (this) (any of these)? .
1 0 No

20 Yes

112. Do you now have an appointment to see a dentist within the next month? 0 0 No

10 Yes
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113. �::e,m��� .p��.a.n��� .���� ����r: ��� .�r. ��� .���v��:. �� �. : � � .••• 000 [t� G 1
� 113A. Do you have any false teeth, den-

fewer that half, V·
tures, bridges, or plates at all? •• ,

01 0 No '[Go to 1
half or more than half, or .. 0 l 02 0 Yes J Sectiotl G

1138. Do you have any false teeth, den-

[Go 1all of them?
tures, bridges, or plates at all? 03 0 No Secf::m G

Don't know ..••....•..... 9 Yes

-�--11-3-C-.--Do--y-o-U--ha-v-e--a-f-ul-l-u-p-pe-r-M--I-o-w-e-r-----
plate? :� �:s }[tcf::m G 1

1130. Do you have any false teeth, den-

[Gotures, bridges, or plates at all? •..
06 0 No Sect� G]

9 Yes

�4--1-13-E-.--D-o-y-O-U--h-av-e--a-f-u-lI-u-p-p-er--o-r-lo-w-e-r-----
plate? ........•..............

01 0 No

�--------------------------------�Cf Yes

� 113F.

[Go to ]Section G

Do you have a complete set of

upper and lower false teeth? ..... 080 No

}[Go to

09 0 Yes Section G)
113G. Do you have any false teeth, den.

[Gotures, bridges, or plates at all? ...
10 0 No Sect� G]

r---------------------------------�« Yes

� 113H. Do you have a full upper or lower

plate? •........•........•....
11 0 No

}[Go to ]12 0 Yes Section G

Now I'd like to talk about your hospital or (nursing home) (convalescent home) admissions.

114. Within the last 12 months [show calendar], were you admitted to a

hospital or (nursing home) (convalescent home) ovemight or longer? " .00 No [Go to 128]

o Yes

� 114A. How many times? __ times]
C How many nights were you there during • • •

115. the most recent admission? nights
.............. nights
.............. nights

118. the time before that? •....•.....••. nights
119. the time before that? •..•..•..•.... nights

116. the time before that?

117. the time before that?

120. What was the date of the most recent admission?
Month YearDay

121. What is the name and address of the (hospital) (nursing home) (convalescent
home) for that admission?

Gme



122. Was the .!!!.!!!! reason for the most recent admission because of • • • Page 13

a sickness, illness, or Inlury, •..•........•..•..•..••.••••..•... 00 [Go to 1!!A]

to have a checkup or tests done, or •.••..•.....•.....•....••... 10 [Go to 116]

for some other reason? •.•..••.....••.•••.••.•..•••••.••.•.•.•

122A. What was the reason? To have a baby 2 0 [Go to 1!7]

[If 129-125 Q/l'e appropriate, go to 129; ot'Mrwise, c'Mck 'M'f'e 0, and go to 116.]

123. At the time of admission, did this bother you •••

a great deal, ......•..............•.......•.......•.....•.•.
0 0

somewhat, ..•.....•..•..•.......•........•..•...•••••••••..
1 0

hardly at all, or .....................•.......•..••...•.•.....
2 0

not at all? ............................•.....•..•..•.•......
3 0

Don't know .................•...•..•..•....••.•......••.••.
8 0

124. At the time of admission, did this hurt or pain you • • •

a great deal, ............•....................•.•••.........
0 0

somewhat, ........•..........................••••.••••..•..
1 0

hardly at all, or .....................•.................•.....
2 0

not at all? ..................................•..•...........
3 0

Don't know ; .............................•..••.......
8 0

125. At that time, were you concerned or worried about it • • •

a great deal, ...........................................•...
0 0

somewhat, ........•.....................•..................
1 0

hardly at all, or .............................•...............
2 0

not at all? 3 0

Don't know ...............................•................
8 0

126. After arrangements were made for your hospitalization, how long did you wait

before going to the (hospital) (nursing home) (convalescent home)? Did you go •••

within one day, 0 0

more than one day but within one week, 1 0

more than one week but within two weeks, 2 0

more than two weeks but within one month, 3 0

more than one month but within three months, or 4 0

more than three months? I) 0

Don't know 8 0

:, ... " .'4'"
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127. Were you admitted from another hospital or (nursing home) (convalescent home)? 00 No

10 Yes

Street

What is the name and address of the

(hospital) (nursing home) (convalescent home)?

Name

Ctty/Town/Village

128. Within the same 12 months, were you admitted to a hospital or

(nursing home) (convalescent home) for less than one day, that is,
not overnight? 00 No {Go to Section H]

o Yes

� 128A. How many times? ___ times

129. What was the date of the most recent admission?
Month Day Year

130. What is the name and address of the (hospital)
(nursing home) (convalescent home) for that admission?

Name

tTeet

Ctty/Town/Village

131. Was the main reason for the most recent admission because of •••

C 131A. What was the reason? To have a baby , . ,
2 0

'k 'II
. . 00a SIC ness, I ness, or inJury, , , ,., .....• ,",.,

to have a checkup or tests done, or , .. , .. , .. ,", .. , .. , ... ,
1 0

for some other reason? , ..... , .. , .. , "., .. ,.,"', .. ,..... 9

[Go to 191A]

[Go to 195]

[Go to 196]

132. At the time of admission, did this bother you • • •

a great deal, .. " ,." ,", , ,.,."", .. ,, •..
0 0

somewhat, , •... , ,., .. ,', ,.,", •..• , .. , •. ,
1 0

hardly at all, or ,., , .• " •. , , .• ,. , .. , •. , , .• , , •..••. ,
2 0

not at all? , .. ,.,., .•. ,', .. , •..•.. , .. , ... ,.,', ••• " .• , .••••.
8 0

Don't know •........•.•...•........•..•.... , ...•• , ••..•. , •.
8 0

133. At the time of admission, did this hurt or pain you •••

a great deal, ...•.• , .......•...•. , ......••.••.••.••.••..••• ,
0 0

somewhat, ••.•..•• , •......... , •..•••• , •.•.•...•••.•••.•••••
1 0

hardly at all, or ..••. , .•.. , •• , .•.•••.•••.•.•..•••.••.••••••••
2 0

not at alll ••.•.•. , •.••••...•.•..•....•.••.•..•••.•.•.•.••.•
8 0

Don't know ., ..•• , ..•.•••••.....•..••.••.••••• , •• , •••••••••
8 0
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134. At that time, were you concerned or worried about It •••

a great deal, ..................•............................ 0 0

somewhat, 1 0

hardly at all, or 2 0
not at all? ...........................•.....................

8 0

Don't know 8 0
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135. After arrangements were made for your hospitalization, how long did you wait
before going to the (hospital) (nursing home) (convalescent home)? Did you
go •••

within one day, 0 0
more than one day but within one week, 1 0
more than one week but within two weeks, 2 0
more than two weeks but within one month, 3 0

more than one month but within three months, or 4 0

more than three months? 5 0

Don't know 80

_ 136. Were you admitted from another hospital or (nursing home) (convalescent home)? .
0 0 No

10 Yes

Name

What is the name and address of the

(hospital) (nursing home) (convalescent home)?

Street

City /Town/ Village

- 137. Now about the way in which you usually get your medical care. Is there a

particular doctor or doctors you (talk with) (consult) (visit) when you need help
or want adViCeabou� health? ,', ,. 0 No

00 Yes [Go to 140]

137A. Is there a particular place where you go to (talk with) (consult) (visit) a doe-
tor you need help or want advice about your health? . , , ..... , .... , ... , , ....

2 0 No

10 Yes

[Go to Section I]

138. What is the name and address of the place?

Name

Street

City/Town/Village

139. At that place, is there a particular doctor you (talk with) (consult) (visit) about

your health? ., ... , .... ', ... ," -,,-.-.-, , , , , , , , , , , , ...
"

, , , , .. , . , . , , , . , , . , ..
0 0 No

}[GO to 142]
Yes

11"""""""
_I



,-_. -� _- -
- ........................�� --�..�

140. Could you tell me the name(s)
and addressees)?

Page U

A.
__

Name
B. -----------------

Name

Street Street

City/Town/Village

[If only one particular doctor, go to 142]

CitlllToWfl,IViUage

141. Which one do you usually (talk with) (consult) (vist) about most of your

health problems?

A. above ............................................•..••. 00

B. above ...........................................•.•... ·1 0

Both 20.....................................................

Don't know 80................................................
[Go to Section 1]

142. When was the most recent time you were (there) (at either doctor's)? Was it •••

within the last two weeks, .................•..................
0 0

more than two weeks ago but within 12 months, 1 0

more than 12 months ago, or
2 0

never? .................................................... 30

143. How long does it usually take you to get to this (doctor) (place)? Is it •••

within 15 minutes, 0 0

more than 15 minutes but within half an hour, 1 0

more than half an hour but within one hour, or 2 0

more than one hour? 3 0

Don't know 80

144. From your point of view, is the location convenient or inconvenient?

Convenient 0 0

Inconvenient 1 0
Don't know 8 0

145. Are the hours when you can be seen (by this doctor at his place of work) (at
this place) convenient or inconvenient?

Convenient ...............................................•
0 0

Inconvenient ..............•.•........•..................... 10
Don't know 8 0

Apart from this, I would like to ask you some additional questions about your he�lth.
146. Do you usually bring up any phlegm from your chest the first thing on getting

up on a winter morning? ..............................•.•............
0 0 No

10 Yes

147. Do you usually bring up any phlegm from your chest during the day or at night
In the winter time? .........•..•.....•.••..•....••••....••...•.....•..

0 0 No [Go to 149]

10 Yes

•



__.-",.,.------------...._-wnwH'I·ln" Mt'EJJEfTt?WJt!lob ·'T'if
0,

°Ti
� .... � llliill' -rill

J3? 1"'; P'GTTF

148. Do you bring up phlegm like this on most days or nights for as much as three
months each year? ..........•....•..............••.•.............•••.

0 0 No [Go to 149]

Yes

149. In the last three years have you
had a period of (increased) cough
and phlegm lasting for three weeks
or more?

00 No [G<I to 150]

1 0 Yes [Go to chart]

"
149A. In the last three years have you

had a period· of increased cough
and phlegm lasting for three
weeks or more? 2 0

Page 17

No

! [Go to ,hart]
Yes

No

Yes [Go to 151]

No [Go to 156]

Yes

150. Have you ever had any pain or discomfort in your chest? . ; . . . . . . . . . . . . . . . . .. 0

00

150A. Have you ever had any pressure or heaviness in your chest? 2 0

151. Do you get it when you walk uphill or hurry?
[Record yes if either walking uphill or hurrying causes

pain or discomfort.] 0 0 No [Go to 155]

o Yes � 151A.. Do you get it when you walk at an ordi-

nary pace on the level? ;
1 0

20
o Never

hUrries!
1518. Do you get it when you walk

nor walks at an ordinary pace on the

uphill level? .. ; ; ;;.
3 0

40

No

} [Go to 152]
Yes

No [Go to 155]

Yes

152. What do you do if you get it while you are walking? [Record stop or slow down

if subject cOlr'l'ies on 'after taking nitroglycerin (trinitrin}.] .

stop or slow down, or ., ; ; ; ..
0 0

carry on 1 0 [Go to 155]

153. If you stand still, what happens to it?

relieved, or ;;...................... 0

153A. How soon?

not relieved ............................................•.. 00 [Go to 155]

10 minutes or less, or ;
2 0

154. Will you show me where it was?

more than 10 minutes .; ;
1 0 [Go to 155]

1. stemum (upper or middle) 0 00 0

2. Sternum (lower) 0 01 0

3. Left anterior chest 0 02 0
4. Left arm 0 03 0
5. Other 0 04 0 [If other. mark on diagram.]

[For coders: Codes for combinations]
05-1,2 11-2,5 17-1,2,5 23-2,4,5 29-2,3,4,5
06-1,3 12-3,4 18-1,3,4 24-3,4,5 30-1,2,3,4,5
07-1,4 13-3,5 19-1,3,5 25-1,2,3,4
08-1,5 14-4,5 20-1,4,5 26-1,2,3,5
09-2,3 15-1,2,3 21-2,3,4 27-1,2,4,5
10-2,4 16-1,2,4 22-2,3,5 28-1,3,4,5
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154A. Do you feel it anywhere else?
................•.........•....••..•...•... 0 No

rR.ecord additionail 9
lin/ormation abov!..l �(----....

Ves

155. Have you had this (pain or discomfort) (pressure or heaviness) in your chest
within the last three months? : .............• 0 0 No

1 0 Yes [Go to chart]

160. Have you ever had

swelling in any joints? 0 0 No

.JI
157A. Do you wake up with

stiffness or aching in

your joints or muscles? .
0 0 No [Go to 159A]

157. Do you wake up with
stiffness or aching in

your joints or muscles? .
0 0 No [Go to 159]

1 0 Yes 1 0 Yes

158. How long does it last •••

less than 10 minutes, ...
0 0

10 minutes to less than

30 minutes, or 1 0

30 minutes or more? 2 0
159. Have you ever had arth·

ritis or rheumatism, or

any other disease of that

type? 00 No

10 Yes

158A. How long does it last •••

less than 10 minutes, ...
0 0

10 minutes to less than
30 minutes, or 1 0

30 minutes or more? 2 0
159A. Have you ever had arth·

ritis or rheumatism, or

any other disease of that

type? 00 No

10 Yes

Yes

160A. Have you ever had

swelling in any joints? 0 0

10

No

}[GO to chart]
Yes

[Go to 161]

161. Are you troubled by shortness of breath when hurrying on level ground or walk·

ing up a slight hill? ................................•...........•.....
0 0 No [Go to Section J]

Yes

Disabled (other than heart or

lung disease)
162. Do you get short of breath walking with other people of your own age on

level ground? 0 0 No

o Yes

[Go to 169]

162A. Do you have to stop for breath when walking at your own pace on level ground? ...
1 0 No

20 Yes

163. Have you had this complaint within the last three months? 0 0 No

10 Yes

[Go to Section. J]

[Go to chart]

P i (: aDC
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B.
Chest

(pain) (pressure)

170.

171.

00 Y [Go to

179J

o

174.

- days

175.

CHART
Page 19

Now about the (phlegm) (chest pain, pressure) (joint
pain) (shortness of breath) •••

164.

A.
Phlegm

C.
Joint
pain

D.
Shortness
of breath

164. Within the last three months has this (phlegm)
(chest pain, pre-;;uref(�i;;tpain) (shortness of

breath) bothered you • • •

(0) a great deal, 0 0

(1) somewhat, 1 0

(2) hardly at all, or 2 0

(3) not at all? .. . . . . . . . . . . . . . . . .. 3D

(8) Don't know 8 0

165. Within the same three months, were you con.

cerned or worried about this •••

165.

(0) a great deal, 0 0

(1) somewhat, 1 0

(2) hardly at all, or 20

(3) not at all? .. . . . . . . . . . . . . . . . ..

II 0

(8) Don't know
. . . . . ..

8 0

166. Did you (talk with) (consult)
(visit) a doctor about this? .

176.

177.

182.

183.

1� In In 1�

No . . . . . . 0 N........ 0 N........ 0 N........ 0 N

166A. Did you want to (talk with) (con.
ril suit) (visit) a doctor about this? .. (2) No ,

2 0 N........ 2 0 N........ 2 0 N........ 2 0 N

(1) yes 10Y........ IDY........ 1DY........ lOy

- 167. Within the same three months, 167. 173. 179. 185.
did you take or use anything at

diDt! all to relieve this? (0) No . . . . .. 00 [Go to 168J 00 [Go to 174] 00 [Go to 180] 00 [Go to 186J

(0') Yes 00 Y [Go to

167J

Yes...... 0

00 Y [Go to

179]

o

00 Y [Go to

185]

[Ask how many] [Ask how many] [Ask how many] [Ask how many]
o

hant-I
167A. Was this (Were these) prescribed or suggested

by a doctor? (1) No, none prescribed 1 0
ill

(z.) Yes, some prescribed .,

2 0

(3) Yes, all prescribed 3D

(8) Don't know 8 0

168. Within the same three months, how many days 168.

ectionn has this kept you in bed all or part of a day,
including days you. may have been in a hospital

iIlrt] or (nursing home) (convalescent home)? ..... ..
. days

169. Within the same three months, how many days 169.

altogether has this kept you from doing the

things you usually do? __ __ days

[Return to 150]

____ days

[Return to 156]

180.

____ days

181.

____ days

[Return to 161]

186.

____ days

187.

____ days

[Go to Section J)

L.t_ J_



Page 20

And now some questions about smoking.
188. Do you smoke cigarettes?

9 9 YesNo

of;
188B. How many cigarettes do

you usually smoke a day?
Is it •••

1 to 4, 20 )
5 to 14, .....•.

3 0 �

�

l
188A. Did you ever smoke regu

larly, that is, as much as

one cigarette per day for

as long as a year? 0 0 No

Yes

[Go to Section K] 15 to 24, or ....
4 0

more than 25? .•
II 0

[Go to Section K]

189. When did you most recently have a general medical or physical examination by
a doctor when you were not sick (or pregnant)? Was it •••

within the last two weeks, 0 0
more than two weeks ago but within 12 months, 1 0
more than 12 months ago, or ..............................•..

2 0 t
never? 3D (
Don't know 8 0 J

190. Was this general medical or physical examination given at • • •

a doctor's (private office) (surgery) (clinic), 0 0
a hospital outpatient (department) (clinic), 1 0
• work or an industrial clinic, 2 0
some other Clinic, ..............................•...•....•...

3 0
• school, or .....•.......................................•.. 4 0
some other place? .................................•....•.•..

II 0

191. Was this examination needed for work, school, insurance, a license, or some

other reason like that? ............................................•... 0 0 No

10 Yes

192. When did you most recently have an immunization or vaccination or injection
to prevent sickness or illness? Was it • • •

within the last two weeks, 0 0
more than two weeks ago but within 12 months, ..•..•........•...

1 0

=.,th�� .1� .����'. ��.�. :::::::::::::::::::::::::::::::::: � �
Don't know ...........•.•...•.••.•••••....•.•••••.•••...•.• 80 J

[Go to 191]

[Go to Section L]
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193. Was this immunization, vaccination, or Injection given at • • •

a doctor's (private office) (surgery) (clinic), .........•...••.•.•..•
0 0

a hospital outpatient (department) (clinic), .••..•..•..•.•.....•...
1 0

a work or an industrial clinic, ...........•..••.....•..•.........
2 0

some other clinic, ..............•..•........•......••.•••.••.
8 0

a school, or
...........•..............•....•.....•.••.•.....

" 0
some other place? ..................................•..•.•... II 0
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Now here are some questions about your eyesight.

194. When did you most recently have your eyes tested for vision? Was It • • •

within the last two weeks, .........................•...........
0 0

more than two weeks ago but within 12 months, 1 0

more than 12 months ago, or .........................•.......
2 0 t

never? 3 0 � [Go to 196]

195. Was this test done at • • •

a doctor's (private office) (surgery) (clinic), 0 0

an (optometrist's or) optician's office, 1 0

a hospital outpatient (department) (clinic), 20

a work or an industrial clinic, 3 0

some other clinic, ........................................... 40

a school, or ................................................ 50

some other place?
6 0

196. Do you have glasses or contact lenses to help you see better or to correct

any defect?
0 0 No,

o Yes

[Go to 198]

196A. Were they first prescribed by a, doctor? ................................... 10

20

No

Yes

197. Do you have any trouble seeing when you wear the glasses or lenses? 0 0 No

10 Yes

198. Do you have any trouble seeing
ordinary newsprint
(� glasses)? . . . . . . . . . . . . .. 0 No � 198A. Do you have any trouble

recognizing a friend on the

other side of the street

(� glasses)? 00

10

No t
Yes �

[Go to 199]

n LJ

o Yes � 1988. Do you have any trouble

recognizing a friend on the

other side of the street

(without glasses)? 20 No

sO Yes
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199. Within the last 12 months, has anyone suggested that you should (have glasses

or contact lenses) (change your glasses or lenses)? 0 0 No

� Who suggested it? Was it any of the following?

[Go to Sectitm M]

Yes

200. The (doctor) (optometrist) who tested your vision? 0 0 1 0
201. Another doctor (or optometrist)? 0 0 1 0
202. A nurse? 0 0 1 0

203. Your (husband) (wife) or other relative? ...........•.........
0 0 1 0

204. A friend or neighbor? 0 0 1 0
205. Did anyone else suggest it? 0 0 1 0

206. In some families, one person takes more responsibility for the health of the
rest of the family than anyone else. Is this so in your family? 0 D' No

o Yes

[Go to Section N]

206A. Who would that be? Is it •••

yourself, ....................................•............. 10

your (husband) (wife), 2 0

some other relative, or .

someone else?

l206B • Who is it?

Name

Street

City/Town/Village

Yesterday or the day before that, did you take or use any of the following medicines, pills, or ointments?

No

207. Pain relievers, such as aspirin? .................•...........00

Cough medicines? 0 0

Any other medicines or remedies for colds? 0 0

Skin ointments or salves? ......•.......................•..
0 0

Laxatives or any medicines or remedies for your stomach? 0 0

Sleeping pills or medicines? 0 0

Vitamins or tonics? ....................•..................
0 0

Tranquilizers or sedatives? ......•..........................
0 0

MediCines for the heart or blood pressure? 0 0

[Women 18-50 years only] Birth control pills? ......•....... 00

00

00

209.

211.

213.

215.

217.

219.

221.

223.

225-

227.

229.

•

How many different
kinds were prescribed

How many or suggested by a

Yes � different kinds? � doctor?

o � 207A. � 208.

o � 209A. � 210.

0-+ 211A. � 212.

o � 213A. � 214.

o � 215A. � 216.

o � 217A. � 218.

o � 219A. � 220.

0-+ 221A. � 222.

0-+ 223A. � 224.

0-+ 225A. � 226.

0-+ 227A. � 228.

r
-t ax9

j"
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231. Within these same two days, that is, yesterday and the day before that, did you
take or use any other kinds of medicines, pills, or ointments we have not
talked about? ..........•.......•..••.•..........•.••..•..•.•••..•.•.. 0 0 No

Yes

231A. How many different kinds did you take or use? .................•......... kinds

232. How many different kinds were prescribed or suggested by a doctor? ........... kinds

Page 23

[Go to Sectitm 0]

Now here is something a bit different. We are very interested in how you feel about health and health care. I will read some ques
tions to you. Some people answer YES and others NO. Please tell me which one is your opinion.

No Yes Don't know

233. If you need medical help at night, do you think it is easy to get a doctor to
come to your home? 0 0

234. Would you say the drugs doctors prescribe are better than home remedies? 0 D
235. Would you say you have to go through too much trouble in order to see

a doctor? 0 0
236. When you go to a doctor, do you believe you should be given the details of

What he is doing to you? 0 D
237. Do you believe that if you follow a doctor's advice, you will have less illness

in your lifetime? .........................................•...........
0 D

238. Do you often doubt some of the things doctors say they can do? .,
0 0

239. When you go to see a doctor, would you say you usually have to wait too

long to see him? 0 0
240. Is it best to try out different doctors to find the one who will give you the

best care? 0 D
241. For most kinds of illnesses, do you believe it is the doctor who can help you

the most? 0 0
242. Do you think it is easy for you to go to a doctor during the hours doctors are

in their offices? 0 0

243. Do you believe doctors can prevent most serious diseases? 0 0
244. When you go to a doctor, do you think it is sometimes a good idea to suggest

treatments different from those the doctor prescribes?
'

0 0
245. When you think you are getting sick, do you find it comforting to talk to

someone about it?
" 00

246. When you start getting well, do you find it hard to give up having people do

things for you? ,

0 0

sO

sO

sO

sO

sO

sO

sO

sO

sO

sO

If you had the following, would you (talk to) (visit) (consult) a doctor about them • • •

247. a mild headache for a week? 0 0

248. constant problems in getting along with people? '

0 0
./

249. dizziness several times in a day? 0 0

250. nosebleeds for a day? ..

,

0 0
./

pains in the chest several times in a day? 0 0

worrying about things most people don't think are too important? 0 0

trouble sleeping for a week? 0 0

being tired for a week for no real reason? 0 0

251 •

./

252•

./

253 •

../

254 •

../

./

__.A

j

10 sO

10 sO

10 sO

10 sO

10 sO

10 sO

10 sO

10 sO

...
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-X!!.. Don't know

10 sO

10 sO
10 80

10 80

10 80

10 80

10 80

10 80

10 sO

10 80

Now some questions about yourself • • •

255. Do you wear yourself out worrying about your health? .........•........•....
0 0

256. Are you often bothered by thumping of your heart? 0 0

257. Does your heart often race like mad? ...........................•..•..•.. 00

258. Does pressure or pain in the head often make life miserable? 0 0

259. Does your thinking get completely mixed up when you have to do things quickly? ..
0 0

260. Do you often shake or tremble? 0 0

261. Are you constantly keyed up and jittery? 0 0

262. Do frightening thoughts keep coming back in your mind? ...............•....
0 0

263. Do you often get spells of complete exhaustion or fatigue? 0 0

264. Do you usually feel unhappy or depressed? 0 0

[ QUESTIONS 265 TO 279 ARE OPTIONAL INSURANCE' QUESTIONS]
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Now just a few questions about yourself • •

280. How many years of schooling did you complete? .......................•.. years

281. Are you presently working in a full or part-time job? ...............•.......
0 0 No

10 Yes [Go to f84]

282. Are you on vacation or a sick leave from a job? .....................•..... 0 No

00 Yes [Go to f88]
282A. Are you either • • •

retired from work, or ............•........................... 10 [Go to f88]

a student? 0 ! [Go to OS7]
Neither ....................•...........•..............•....

3 0

283. Have you been working for wages within the past two weeks? 0 0 No

10 Yes

284. If a doctor says that you are unable to work because of illness, do you get paid
an amount equal to • • •

your full wages or salary, .......................•.............
0 0

part of your wages or salary, or 1 0

no wages or salary? ....................•.....................
2 0 t

Don't know .........................••................•....
8 0 �

[Go to 186]

285. For how long do you get paid all or part of this amount? Is it •..

two weeks or less, 1 0

more than two weeks but less than one month, 2 0

more than one month but less than two months, 3 0
more than two months but less than three months, or " .......•....

4 0
more than three months? •...............................•....

II 0
Don't know .......••..•....••....................•.........

8 0

286. If you (talk with) (consult) (visit) a doctor during working hours, do you get •••

all of your pay, ....................•...........•............ 0 0

Isome of your pay, or .................................•......• 1 0
none of your pay? .....•....•.....•...........•......•....•.. 2 0
Don't know ...........•.•..•.....••..•......•....•.•....•.. 8 0

[Go to f88]

287. Have you ever worked, apart from summer or part-time jobs? 0 0 No

10 Yes

[Go to Section R]
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8. What kind of work (do) (did) you usually do?

Job title
_

Type of place of work,
_

Describe work _

[1/ respondent is either role code. 1 or 2 on the Interview Folder, ask the questions in this section; otherwise, go to Section S.]
289. Which of these income groups [show card] represents your total, combined family

income for the past 12 months? That is, all the income of
_____________

,. Include all income from all sources, such as

wages, salaries, (social security), (old-age) pensions, (family allowances), help from

relatives, rents from property, and so forth•................................ 0 0 A.

10 B.

20 C.

sO D.

40 E.

50 F.

60 G.

70 Refusal

80 Don't know

290. If (your family) (you) had to meet within one week an unusual, non·medical

expense of , would you or would you not be

able to pay for it with money from any source?

Would be able to pay for it ..........•...................•.. " .0 0

Would not be able to pay for it 10

Refusal ..................•................•.......•..•.... 70

Don't know ' ......•...•..................•.•.....
8 0

[Go to 293]

[Go to 293]

•

291. Would you pay for it out of savings? 00....................................
No

Yes [Go to 293]

Refusal [Go to 293]

�iJ 8 0 Don't know

292. Would you be able to get the money some other way? 00.......................
No

10 Yes

'10 Refusal

8 0 Don't know

L-I--��-�.��i�...... _



293. How would you or the others who live here be likely to get to the nearest doctor
in an emergency occurring here? Would it be • • •

by having the doctor come here, or 0 0

by going to a doctor? . . . . . .. '" . . . . . . . . . . • . . . . • . . . . . . . . . . . • .. 0
293A. How would you go to the doctor's office in this emergency? Would it be by •••

walking, .........................................•........
1 0

private car, motorcycle, or truck, .........•.•...•....•.....•...• 20

ambulance, ......................•...•.•.....•.............
3 0

bus, taxi, (trolley car) (tram), or other public transportation, 4 0

(pedaO bicycle, ..........................•..•................
IS 0

!horse or other animal, or ...................•........•........
6 0

any other means? ......................................•••..
7 0

Don't know ........•...........•........•.........•.•..••.. 80
294. About how long would it take to get to the nearest doctor. Would it be ••••

within 15 minutes, ...........•...............................
0 0

more than 15 minutes but within half an hour, 1 0

more than half an hour but within one hour, or 2 0

more than one hour? .........•..........................•....
8 0

Don't know � ........•..............•............... 8 0

[Go to 194]

I�

AM
Time at this point of interview PM

nn

[If no flUpplementC1l1'1/ questionnaire and no additional interviews]: Thank you for giving us your time and help, we appreciate yOt
assistance very much.

[If there is G supplementa.", questionnaire, go to it.]

[To be completed after the interview. The following questions refer to the WHO/ICS-MCU Study only.]

295. length of interview: ..........................•..............•.•....... minutes

296. Was anyone other than the respondent present during any part of the interview? ..
0 0 No

Ves

296A. Who was it?

[Go to !98]

291. Why (was this person) (were these persons) there?



..

298. Did anyone other than the respondent contribute information? ...........•.....
0 0 No

10 Yes

Page 29

299. Were there any distractions during the interview? .....•.....•..............
0 0 No [Go to 901]

o Yes

299A. Were these major distractions? 1 0 No

20 Yes

300. What were they?

301. Record your impressions of the interview.

302. Status of interview:

Completed ...........•........•..............•.........••..
0 0

Broken off .......................................•...•.••.•
1 0

Refused
'

................•...

'

.•.•.............. 20

[Go to 804]

303. Why?

304. Date interview completed: _

Month Day Yewr

305. Was an interpretation used? .: 0 0 No

10 Yes

Interviewer'8
code number.

utes

ill]

307. Respondent',& Number:
lIi,

... t·······.············· .. ·············



----------_,----/,

Name and address of subject:
Name

Street

City/Town/Village
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