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Abstract 

Identifiable Injuries Among Aboriginal Peoples Compared To Non-Aboriginal Peoples 

In The Urban Yukon And Northwest Territories 

This thesis examines health disparities in terms of identifiable injuries between 

Aboriginal and non-Aboriginal peoples in the far northern regions of Canada. I consider 

the history of Aboriginal people's relations with non-Aboriginal peoples and begin to 

survey the possible reasons why health disparities exist between these two populations. 

The Canadian Community Health Survey (Cycle 1.1) (CCHS) is utilized to 

examine injury outcomes in the Yukon and Northwest Territories. Bivariate and 

multivariate regression analysis is utilized to present statistically significant associations 

between the dependent variable "injured in past 12 months, yes or no" and various 

independent variables that were deemed to have a possible influence on injuries in the 

far northern regions of Canada. 

The research objectives are: 

1. To determine the prevalence of identifiable injuries in Yukon and NWT among 

Aboriginal peoples and non-Aboriginal peoples, in the urban context. 

2. To identify risk factors and protective factors contributing to injuries and to identify 

disparities in risk factors for each group. 

3. To place what I find into the historical context and contemporary contingencies of 

the people in the Yukon and NWT. 

From the findings of the statistical analysis, profiles were developed regarding a 

possible predisposition to injury. Based on the results from the cross-tabulation and 

three-way tables, the groups most likely to experience an injury outcome, in descending 

order, are: NWT non-Aboriginal; Yukon Aboriginal; Yukon non-Aboriginal; NWT 

Aboriginal single males, 12-19 and 20-40 years old, who indicated: A) low social 

support in the categories: Someone To You Help If Confined To Bed; Someone To Take 

You To Doctor; Someone Who Hugs You; Someone To Help With Meals; Someone To 

Help Get Your Mind Off Things; Someone To Share Worries and Fears With; Someone 

Who Understands Your Problem; and Someone To Love You And Make You Feel 
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Wanted. A1) medium social support in the categories: Someone Who Shows Love and 

Affection; Someone To Help You Understand; Someone To Confide In; Someone 

Whose Advice You Really Want; Someone To Help With A Personal Problem; and 

Someone To Do Something Enjoyable With. A2) high social support in the categories: 

Someone Who Listens; Someone to Give You Advice; and Someone To Have A Good 

Time With. B) high participation in the exercise categories: Leisure Activity; and Time 

Spent Walking. B 1) medium participation in the exercise category: Time Spent 

Bicycling. C) problems in the sleep/rest categories: Time Spent Sleeping Each Night 

(less than 7 hours); Trouble Sleeping Or Staying Awake (trouble sleeping); and How 

Often Sleep Refreshing (sleep not refreshing). D) Smoking (ever smoked). E) low sense 

of self-mastery in the categories: Little Control Over Things; and Future Depends On 

You (disagree). F) high consumption levels in the alcohol categories: How Often Did 

You Drink Alcohol; How Often More Than Five Drinks On One Occasion; Ever Drunk 

At Work, School or Caring For Children; and Ever Drink More Than Intended. F1) Age 

Started Drinking Alcohol (12-19). G) Satisfied with self(not satisfied with self). 

The literature review indicates that there are historical and ongoing health status 

disparities between Aboriginal and non-Aboriginal populations. The literature review 

examines how the sociocultural, socioeconomic, and sociopolitical circumstances of 

Aboriginal peoples may predispose them to negative health outcomes, including a 

higher prevalence of identifiable injuries compared to non-Aboriginal populations. The 

notion that all cultures will respond and benefit equally from the same health care 

strategy has been shown to be misplaced. Various cultures have developed their own 

concepts surrounding health and well-being and what is required to maintain good 

health. The recognition of culturally specific health paradigms followed by the 

development of appropriate health care systems may go a long way in reducing health 

status disparities between Aboriginal and non-Aboriginal populations. 
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CHAPTER 1. INTRODUCTION 

In chapter one I present a general introduction and layout of the thesis. The 

literature review presented in chapter two gives an overview of Aboriginal health, the 

historical context in which Aboriginal populations live, social conditions experienced by 

Aboriginal populations, and current health outcomes for both the Yukon and Northwest 

Territories. Chapter three details the methodology used in this thesis with details on the 

Canadian Community Health Survey and the statistical analysis utilized. Chapter four 

presents the results of the analysis with summaries of the findings. Chapter five provides 

discussions and suggestions for improving health status and future research of 

Aboriginal populations. Chapter six provides conclusions. 

This thesis examines health disparities in terms of identifiable injuries in the far 

northern regions of Canada. In chapter two I consider the history of Aboriginal people's 

relations with non-Aboriginal peoples and begin to survey the possible reasons why 

health disparities exist between these two populations. A general survey of health 

disparities is first presented in chapter two, which compares a broad range of health 

outcomes between the two populations. This thesis presents a general examination of 

health status differentials between the two populations so as to examine whether 

disparities in injury outcomes are in isolation to, or a potential continuum of health 

disparities in general. 

In this thesis the definition of health, with reference to the study populations, at 

first encompasses health outcomes in general but is then restricted to identifiable injuries 

in the Yukon and Northwest Territories (NWT) urban populations. Identifiable injuries 

include intentional and non-intentional self-inflicted and non-intentional general injuries 

(See Definitions, Appendix A). 

The population distribution for the far northern regions of Canada is unique in 

that Aboriginal peoples are represented as a majority or near majority depending on the 

particular region. The rest of Canada experiences population distributions with 



Aboriginal peoples representing a small percentage of the overall Canadian population. 

In chapter two, the sociocultural, socioeconomic, and sociopolitical 

circumstances of Canadian Aboriginal peoples in general are reviewed as potential 

factors contributing to the health outcomes examined in this thesis. This thesis focuses 

on how these and other historical circumstances have played out with Aboriginal 

peoples, with an inclusion of a synopsis of the current situation and future plans to 

address health concerns in the Yukon and Northwest Territories. The thesis presents an 

exploration into the historical and current context in which a population finds itself, and 

the health outcomes of that context. 

Concepts such as marginalization, systemic racism, inter-generational trauma, 

and diminished sense of self are presented as potential contributors to health outcomes 

in Aboriginal populations. Social change, cultural change, and cultural loss are included 

as variables that may contribute to the ongoing health disparities between Aboriginal 

and non-Aboriginal populations. The thesis examines how cultural values, beliefs, and 

limitations to participation in various societal systems may play a role in injury 

outcomes. 

The thesis considers how the consequences of contact with other cultures may 

have influenced the health status of Aboriginal populations. Outcomes such as rejection, 

forced assimilation policies, systemic racism, and segregation are examined in terms of 

being potential contributors to the ongoing health status disparities between Aboriginal 

and non-Aboriginal populations. The unique acculturation process experienced by 

Aboriginal peoples is examined in terms of its consequences such as a sense of loss of 

power, insecurity, self-rejection of cultural values and norms, sense of hopelessness, and 

feelings of inadequacy. The thesis considers how culture, biomedical perspectives, 

socioeconomics, government policies, and social position influence Aboriginal health 

outcomes, without losing sight of the historical context in which Aboriginal health 

outcomes arise. 

1.1. Research Objectives 

1. To determine the prevalence of identifiable injuries in the Yukon and NWT 

among Aboriginal peoples and non-Aboriginal peoples, in the urban context. 
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4. To identify risk factors and protective factors contributing to injuries and to identify 

disparities in risk factors for each group. 

5. To place what I find into the historical context and contemporary contingencies of 

the people in the Yukon and NWT. 

1.2. Rationale and Background 

Injuries, intentional and non-intentional, have become a large and neglected 

health problem worldwide, representing 16% of the global burden of disease in 19981
• 

Injury is the leading cause of death for all Canadians between the ages of one and forty

four2. Nine percent of all acute care hospitalizations result from injuries3
'
4

. The leading 

causes of death in Canadian Aboriginal populations are intentional and non-intentional 
• • • 5 
InJuries . 

There are no published papers examining injury prevalence compiled from the 

Canadian Community Health Survey (CCHS) Cycle 1.1 September 2000. It has been 

reported by the Government of Northwest Territories Public Health that NWT residents 

are injury prone and live shorter lives5
'
6

. I explore those variables that can be correlated 

statistically and are in the realm of influence regarding injury outcomes. Included in my 

exploration is the consideration of Aboriginal perspectives on what constitutes good 

health. This thesis identifies the decisions and actions individuals take in the interest of 

their own health, the actions people take to help each other cope, and the conditions and 

surroundings that are. conducive to both negative and positive health outcomes. These 

are all items accessible through the CCHS. 

Historically, Aboriginal peoples have been relegated to the lower social positions 

through mechanisms of government assimilation policies aimed at eradicating 

Aboriginal culture and perpetuated in the form systemic racism stemming from the 

colonizer's ethnocentrism7 (see Definitions, Appendix A). This view of the context in 

which Aboriginal people's health outcomes emerge provides an alternative to the 

survival of the fittest theories that were put forth by government, missionaries, and 

medical personnel as justifications for the negative health outcomes stemming from 

their attempts to assimilate and reengineer Aboriginal peoples into quasi-whites7
. 
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This thesis examines the possibility of a relationship between the historical and 

current social position that Aboriginal peoples have been relegated to, and health 

outcomes. It is my contention that the sociocultural, socioeconomic, and sociopolitical 

circumstances imposed on Aboriginal peoples has an effect on the health status 

disparities found between Aboriginal and non-Aboriginal populations8
•
9

•
10

• 
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CHAPTER 2. LITERATURE REVIEW 

2.1. Introduction 

This section will provide an historical and current overview of the health status 

disparities experienced by Aboriginal peoples. The review of the literature will show 

that there are historical and ongoing health status disparities between Aboriginal and 

non-Aboriginal populations. The literature review will examine how the sociocultural, 

socioeconomic, and sociopolitical circumstances particular to Aboriginal peoples, may 

predispose them to negative health outcomes, including a higher prevalence of 

identifiable injuries, compared to non-Aboriginal populations. 

2.2. Aboriginal Health General Overview 

In general, remote or northern Canadian populations comprised of a majority of 

Aboriginal peoples experience negative health status disparities compared to other 

populations. The health of Aboriginal populations in northern Saskatchewan is 

presented as an example of the health outcomes experienced by remote or northern 

Aboriginal populations. I present health data for northern Saskatchewan as an example 

of the health status disparities experienced by northern Aboriginal populations in 

general. Northern Saskatchewan was considered part of the NWT up until the 

establishment of provinces west of Ontario. I want to establish that health status 

disparities between Aboriginal and non-Aboriginal populations are not limited to the 

Yukon and NWT. 

The 1998 health reports for Aboriginal populations in northern Saskatchewan 

indicate that injuries and violent deaths represent 30.1% of premature deaths compared 

to 8.3% for the rest of the province. Infant death rates are 14.7 per 1000 for northern 

Saskatchewan compared to 8.9 for rest ofprovince 11
. Prior to 1998, the incidence of 

Hepatitis A in northern Saskatchewan was eight times higher than the rest of the 

province11
• Northern Saskatchewan has the highest rate of tuberculosis compared to all 
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census divisions in Canada. The death rate for men between 45 and 65 years is twice the 

death rate for the same group in the rest of the province11
. 

Sexually transmitted diseases are more prevalent in northern Saskatchewan 

populations, with chlamydia and gonorrhea 5 to 6 times the provincial rate11
• Northern 

Saskatchewan has the highest rates of lung cancer in the province due in part to the high 

percentage of Aboriginal smokers (56% compared to 32% for overall Canadian 

population) 11
• 

2.3. Factors Affecting Aboriginal Health 

Traditional approaches to identify determinants of health include the clinical 

model, which attributes poor health to the failings of the human body, and reductionism 

models that focus on individual lifestyle and behaviour as causes for poor health 12
• 

These two approaches fail to address the social nature of disease and fail to identify 

social conditions that produce negative health outcomes 12
• 

2.4. Aboriginal Health Cultural/Historical Context 

2.4.1. Pre-Contact and Contact with Europeans 

For Aboriginal peoples, contact with non-Aboriginal groups prior to and during 

the fur trade era in what was to become Canada and United States, began a process that 

has resulted in ongoing negative health outcomes stemming from socioeconomic 

disadvantages and delayed demographic and epidemiological transitions13
• 

Some studies show that prior to European contact, people of the Americas were 

relatively healthy and disease free9
• The post-contact period is popularly defined as 1492 

and onward9
• The level of good health and well-being that existed in the Aboriginal 

population at the time of first contact with the Europeans is described by the Royal 

Commission on Aboriginal Peoples14
,
15

: 

There is considerable evidence to show Aboriginal people enjoyed good health 
at the time of first contact with Europeans. Historical records and the findings 
of modern paleo-biology suggest that many of the illnesses common today 
were rare, and that mental and physical vigor once prevailed among Aboriginal 
people ... Skeletal remains of unquestionably precolumbian date ... are, barring a 
few exceptions remarkably free from disease. Whole important 
scourages .... were wholly unknown ... There was no plague, cholera, typhus, 
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smallpox, or measles. Cancer was rare, and even fractures were 
infrequent. ... There were, apparently, no nevi [skin tumours]. There were no 
troubles with the feet, such as fallen arches. And judging from the later 
acquired knowledge, there was a much greater scarcity than in the white 
population of ... most mental disorders, and of other serious conditions14

•
15

• 

Other studies show that although infectious diseases were substantially more 

common as result of ongoing contact with Europeans, there is no reason to believe that 

transmissible diseases were absent in the pre-contact period. It is also possible that the 

presence of infectious diseases during the pre-contact period took a substantial toll on 

population figures from time to time9
•
16

• Many infectious and non-infectious diseases, 

antigens, and evidence of medical treatments have been identified from autopsies of pre

contact mummies9
• Due to the scarcity and non-specific nature of the skeletal and 

dental evidence it is impossible to specifically detail what diseases and causes of death 

existed during the pre-contact period9
• There is little information available about the 

health of American Indians and Alaskan Indians prior to contact with Europeans. Some 

evidence suggests illnesses such as osteomyelitis, syphilis, tuberculosis, metabolic bone 

disease, tumors, and arthritis may have contributed to illness and death 17
. 

Aboriginal peoples went from being extraordinarily healthy to being ill and most 

often meeting premature deaths stemming from illness and disease18
• "Massive 

depopulation of Aboriginal peoples at the time of European contact was a disaster on a 

scale virtually unparalleled in human history16
". Other interpretations suggest that the 

introduction of infectious diseases did not have a significant impact on the decline of 

population numbers during the early post-contact period9
• The decline in population 

figures may have occurred after sustained and intense European contact. The idea is 

that Aboriginal populations declined as a result of the sociodemographic changes 

brought on by ongoing interaction with Europeans9
• After contact, most Aboriginal 

groups experienced a decline in population resulting from lowered fertility and 

increased mortality from epidemics of European introduced diseases, starvation, and 

warfare17
• Worldwide, millions of Aboriginal peoples have been exterminated because 

of imperialism, aggression and colonization policies aimed at eradicating Aboriginal 

culture18
• In just the western world, hundreds of thousands of Aboriginal peoples died as 

a direct result of their contact with Europeans 14
. Infectious diseases were the great 
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killers9
'
14

'
19

• The subsequent decline of the Aboriginal populations is often described as a 

genocide or holocaust15
• 

Dietary changes forced on Aboriginal peoples have caused tremendous negative 

health outcomes including malnutrition and dental problems9
'
18

'
21

. Aboriginal peoples 

had existed for thousands of years on their own specific types of food that kept them 

healthy and strong. As a result of the imposed dietary changes brought on by the 

depletion of natural resources, relocation of Aboriginal populations to reserves, 

restrictions on hunting and fishing, assimilation policies aimed at eradicating Aboriginal 

culture and turning Aboriginal people into farmers, and residential school systems that 

provided foreign diets, Aboriginal peoples have become more susceptible to disease and 

tooth decay. The residential school policy was designed to erase Aboriginal identity and 

re-socialize Aboriginal children according to the norms of the non-Aboriginal society15
• 

In addition to the tooth decay, overcrowded teeth, gum diseases, and abnormal dental 

arches have resulted due to change in diets9
'
18

. Along the northwest coast, abscessed jaw 

sockets affected approximately 50o/o of the population during the pre-contact period9
• It 

is clear that there were social, demographic, and health changes in certain regions of 

Canada among groups such as the southern Ontario Iroquia prior to contact with 

Europeans. Changes in diet did occur in the pre-contact period as seen by the 

consumption of maize and other crop orientated food sources. Populations may have 

been a risk of starvation and nutritional deficiencies resulting form periodic crop 

failures. Susceptibility to infectious diseases would increase during periods of 

malnutrition9
• Evidence suggests that tuberculosis epidemics occurred in southern 

Ontario regions prior to European contact9• 

Aboriginal peoples have not had the opportunity to fully recover from the 

negative impact of contact with Europeans and the subsequent decline in their health 

and well-being. Instead, Aboriginal peoples have been subjected to continuously 

changing government policies aimed at denying the legitimacy of various Aboriginal 

cultures, values, beliefs, systems of governance, and independence as a nations9
'
12

'
14

. 

Although Aboriginal populations have been exposed to ongoing pressures that 

contribute to lowered health status, they have demonstrated remarkable strength and 

resiliency towards overcoming the burdens placed upon them. 
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Aboriginal peoples have succumbed to a psychological and physiological 

dependency resulting from the overt and covert actions taken by the European 

imperialists on the smaller tribal cultures of the world18
• Ethnocentrism was a key 

component of the attitude displayed towards smaller cultures such as Aboriginal 

populations18
. When Europeans began to realize that there were lands in the new world, 

their legal claims to these new lands were based on the European notion of the rights of 

first discovery16
• The European colonizers developed the assumption of the right to 

European progress, which included exploiting Aboriginal peoples and their natural 

resources regardless of the Aboriginal culture's existing stability and prior land 

occupancy18
'
19

• European academics developed the theory that the ethnocide of 

Aboriginal culture and thus Aboriginal peoples was not something to be concerned 

about because culture was seen as simply an abstract concept18
• The ethnocentric attitude 

of Europeans exacerbated the genocide of Aboriginal peoples and their cultures 18
• All 

aspects of Aboriginal culture were challenged by an overarching alien society intent 

upon the domination of other peoples16
• Forced change has taken place with Aboriginal 

peoples in the name of national interest and progress. Ethnocentrism is insidious in that 

it is inextricablylinked to large-scale cultures and their interaction with tribal peoples18
• 

Another serious problem has developed that stems from the notion that the 

exploitation of other cultures and their environments is justified in the name of progress. 

The destruction of the natural environment, in the name of progress, is a very real 

problem. Aboriginal peoples are left with damaged environments that no longer can 

produce the life sustaining resources that they depended on for survival18
• The 

exploitation of the environment, in the name of capitalism, has destroyed many of the 

natural habitats of Aboriginal people. Animal and plant extinction has resulted from the 

abuse of the natural environment. This exploitation of the environment has not only 

negatively affected people in the immediate region being exploited, but has negatively 

affected others all over the world 18
. The disregard for the health of the environment is 

against the beliefs and practices of Aboriginal people. The exploitation of their cultures 

and the environments in which they live has had a profound negative effect on 

Aboriginal peoples spiritually, physically, and emotionally18
,
19

,
20

. 
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The Canadian government's lack of respect for cultural differences regarding 

Aboriginal peoples has contributed to health status disparities between Aboriginal and 

non-Aboriginal populations. A modern day example of how the Canadian government 

continues with its paternalistic attitude towards Aboriginal peoples, while conveniently 

sidestepping its history of abuse towards them, is found in the writing of the Preamble to 

the Constitution Act 1982. The Canadian government has historically treated Aboriginal 

people as pagans and heathens, but stated in the Preamble to the Constitution Act 1982, 

that Aboriginal peoples believe that Canada is founded upon principles that recognize 

the supremacy of God and the rule ofla~ 1 ,22 • 

New and developing paradigms such as those found in post-colonial thought 

examine how colonial powers manufactured knowledge about the people being 

colonized. The colonized internalize that false knowledge and begin to see it as coming 

from themselves, rather than the oppressor23
'
24

'
25

• The colonized then begin to perpetuate 

their own oppression through the application of this internalized false knowledge 

regarding themselves. This is particularly effective when the colonized apply this false 

knowledge about themselves in attempts to solve social problems23
'
24

'
25

. 

Foreign government authority over Aboriginal peoples was established by first 

establishing physical contact. After contact, the government ensured that the political 

systems by which Aboriginal peoples governed themselves were replaced with foreign 

government appointed political systems18
'
19

'
26

. This process guaranteed further 

encroachment and allowed for the implementation of debilitating policies that resulted 

in government authority and jurisdiction over Aboriginal peoples and their lands18
'
19

'
26

. 

2.5. Aboriginal Health Recent Historical Context 

Historically, Aboriginal peoples have continued to experience substantial health 

status disparities compared to other Canadians. During the period 1978-1988 the 

standardized national death rate for the Aboriginal population was more than double that 

of the general population, with 15.9 compared to 6.6 deaths per 1000 population and 

with an average age of death more than 20 years below that of the average non -

Aboriginal Canadian8
• For the same period the likelihood of death for Aboriginal 

peoples aged 15-44 years, was three times that of non- Aboriginal peoples. The infant 
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mortality rate was also high compared to the non- Aboriginal population with 17.5 per 

1000 for Aboriginal peoples compared to 7.9 for non-Aboriginal peopless. Within the 

infant mortality rates is the fact that Aboriginal people's perinatal (under one week) 

death rate was twice as high as compared to the general population. Post-neonatal (one 

month to 1 year) death rates were more than three times higher for Aboriginal peoples as 

compared to the general populations. 

Historically, Aboriginal peoples have experienced higher age-adjusted mortality 

rates than other Canadians; During the late 1980's the overall risk of suicide among 

Aboriginal peoples was approximately three times the risk for the rest ofCanadas. For 

Aboriginal youth aged 15-24, the suicide rate was up to six times the rate for the same 

age group in the general Canadian populations. During the 1982-1985 period, Aboriginal 

peoples showed a 43% greater age adjusted death rate than non-Aboriginal peoples. 

Aboriginal peoples have experienced significantly greater mortality risks mainly 

because of injuries and poisoning27
• During the period 1979-1993, injuries were the 

leading cause of death for Aboriginal peoples. Mortality rates decreased by 36% for the 

category of injury and poisoning, but the age standardized mortality rate remained four 

times higher for Aboriginal peoples as compared to other Canadians15
•
2s. In 1984, the 

suicide rate for Aboriginal peoples was 43.5 per 100,000 compared to the overall 

Canadian suicide rate of 13.7 per 100,000. Although the 1984 rates showed a substantial 

decline from the 1981 suicide rate of 64 per 100,000, it still was three times the overall 

Canadian rate29
• These figures may be low because non-status Indians are often not 

included in some statistics, and the identification of Aboriginal peoples varies from 

region to region across Canada29
• Suicide rates for Aboriginal peoples were highest in 

the 15-24 years age group29
• 

In 1985, the Native Mental Health Association of Canada indicated that poverty 

and a history of disturbing childhood experiences resulted in alcohol abuse. Further, that 

powerlessness combined with recent separation or loss, results in depression and a sense 

of anomie, resulting in suicide29
• 

In 1993, the potential years of life lost ratio was two times higher for Aboriginal 

peoples compared to other Canadians15
• The main causes were injuries and poisoning, 

ill-defined symptoms (mainly sudden infant death syndrome), congenital anomalies, and 
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perinatal conditions 15
. The leading causes of death in Aboriginal populations are 

intentional and non-intentional injuries30
• Aboriginal children were six times more likely 

to die in accidents as teenagers, compared to other Canadians30
• 

2.6. Social Conditions & Health Outcomes 

2.6.1. Socioeconomic Status 

People in the lower socioeconomic classes have higher mortality and morbidity 

rates8
• The most frequent explanations offered to account for these higher rates have 

been discussions around factors such as poor housing, poor education, unemployment, 

and the consequences thereof, such as poor nutrition, poor medical care, non-hygienic 

conditions, and exposure to an unhealthy environment8
'
30

• Materialist explanations 

indicate that populations experiencing low socioeconomic status are unable to access 

financial and other resources required to maintain their own health and protect 

themselves from hazardous physical or social environments31
• 

There are significant health inequities between different populations in Canada. 

Those populations experiencing low socioeconomic status experience poorer health and 

receive less health care services than those populations experiencing higher 

socioeconomic status32
• Many Aboriginal people experience low socioeconomic status, 

with health status comparable to that of third world countries32
• The overall health status 

of most Canadians remains among the highest in the world, while those lower on the 

socioeconomic scale .continue to experience the suffering and hardships associated with 

lowered levels of health and well-being32
• 

Populations that are low on the socioeconomic scale also experience a negative 

impact regarding the social aspect of health and well-being33
• Good health involves 

having good relationships with others. These positive relationships may be a key to good 

health outcomes. The ability of individuals and populations to be able to make healthy 

life choices and experience a sense of well-being, influences their health status33
. 

Among low-income groups, people are more likely to die because of accidental 

falls, chronic respiratory disease, pneumonia, tuberculosis, and cirrhosis of the liver34
. 

There is a relationship between low income and some negative heath outcomes, but low 

income itself fails to adequately explain the large number of negative health outcomes 
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that have been historically attributed to socioeconomic status35
• 

The health care system itself can have a dramatic affect on overall health, 

depending on such factors as vaccinations, medications, and surgeries. Although the 

Canadian health care systems purport universal equal access, significant access 

differences continue to exist between various populations36
• 

2.6.2. Relative Homelessness 

The homeless suffer extreme negative health status and an increasing sense of 

despair32
• Relative homelessness is prevalent in remote areas and particularly found in 

Aboriginal populations32
• Housing is cited as one of the most important unmet needs of 

off and on reserve Aboriginal peoples32
• For both on reserve and off reserve Aboriginal 

populations, relative homelessness is well documented by federal and provincial 

governments and other sources such as the Royal Commission On Aboriginal Peoples 

(RCAP) 15
•
20

•
32

• Aboriginal households are 90 times more likely to be lacking piped 

water, 14% of on reserve houses have no indoor plumbing, 2.5% no central heating, and 

6.5% no electricity. Aboriginal peoples are living in houses that are twice as likely to 

need major repairs as compared to houses occupied by all Canadians32
• 

In general, Aboriginal populations are housed in squalid, crowded, and 

dilapidated homes that predispose people to a host of negative health outcomes15
•
20

•
32

• 

This relative homelessness contributes significantly to the elevated incidence rates of 

tuberculosis, otitis, media, upper and lower respiratory tract infections, pneumonia, 

gastrointestinal diseases, skin infection, and cancer due to second-hand smoke. 

Inadequate housing results in mortalities due to fire that are two to seven times greater 

in Aboriginal populations than in the rest of the Canadian population32
. 

2.6.3. Social Environment 

The social environment and lifestyle differences contribute to health disparities 

among different groups. The poor experience a sense of fatalism, powerlessness, and 

isolation which results in them being more likely to die from injuries and violence37
•
38

•
39

. 

Positive health outcomes are relative to the individual's social, economic, political, and 

cultural roles and functions34
•
39

. Education, employment, and income are all closely 
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associated with health status. The higher a person's income, the more likely they are to 

experience good health41
• Health promotion policy faces the challenge of reducing 

inequities. Health promotion approaches have been moving towards empowering 

disadvantaged groups by providing services designed to involve. them in decision 

processes and assuming responsibilities for improved health outcomes. It is, however, a 

leap of faith to assume that government will place greater emphasis on providing 

services to disadvantaged groups, and that those groups in tum will become more 

involved in the planning and implementation of health services34
. 

Aboriginal peoples experience social conditions that predispose them to negative 

behaviours. Higher rates of alcohol use among Aboriginal peoples contributes 

significantly to the higher mortality rates, particularly deaths related to injury, accidents, 

and violence39
'
40

'
41

'
42

-
46

• Unemployment rates can significantly affect the physical, 

mental, and social health of populations. There exists an association bet\yeen 

unemployment and coronary heart disease. Suicide rates and economic insecurity are 

strongly correlated. Aboriginal populations experience high rates of heart disease and 

high rates of suicide8
• Aboriginal infants experience elevated rates of mortality 

associated with injuries and violence. These health outcomes are associated with 

poverty, neglect, and isolation40
• 

There are increased mortality differentials between Canadian Aboriginal peoples 

and the larger Canadian non-Aboriginal population. Aboriginal peoples experience 

higher rates of suicide, homicide, and accidental causes of death as compared to the 

general Canadian population 47
• Aboriginal populations also experience increased rates 

of cancer, respiratory, and circulatory outcomes with significant health status disparities 

in adult, adolescence, and early childhood periods20
'
35

'
47

• High poverty rates, low 

education levels, low life chances, and general negative health outcomes are much more 

prevalent in Aboriginal populations compared to non -Aboriginal populations39
. 

2.6.4. Sleep, Stress, Fatigue, and Injury Outcomes 

Elevated stress levels have been associated with lack of sleep. The ability to 

effectively cope with daily stressful events has been associated with sleep levels. Injury 

outcomes have been associated with stress levels and lack of sleep. Insomniacs have 
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rated both the impact of daily minor stressors and the intensity of major negative life 

events higher than those who experience good sleep habits. Insomniacs perceived their 

lives as more stressful than those who sleep well48
• Stress is one of the most common 

outcomes of sleep disturbance. Negative or stressful life experiences are often associated 

with poor sleep48
• Lack of sleep is one of the causes oflethargy49

• Lethargy is a lowered 

level of consciousness marked by listlessness, drowsiness, and apathy. A person who is 

lethargic is orientated to time, place, and person but is slow and sluggish in speech, 

mental processes, and motor activities49
. Sleep is important because it refreshes you, 

helps your attitude, and gives you needed energy. Sleep also fights off fatigue and stress 

in life. Conditions that can interfere with sleep include stress, depression, alcohol use, 

and lack of physical activity50
. Adults need eight full hours of sleep per night, with teens 

requiring nine hours plus per night50
• Lack of proper sleep may result in fatigue. Studies 

of workers who put in overtime have pointed to fatigue as a potential factor producing a 

three-fold increase in accident rates after 16 hours ofwork51
. Fatigue contributes to 

human error and accidents in technology-rich, industrialized societies in terms of 

human, environmental, and economic impacts 52
• 

2.7. Aboriginal Health. Injuries 

2. 7 .1. High Prevalence of Suicide 

Disparities in injury rates among Aboriginal peoples compared to non

Aboriginal peoples may be symptomatic of the historical and contemporary context of 

their life experience that has led to a collective lowered feeling of self-esteem and sense 

of self-worth39
'
53

. For a fuller understanding of what variables contribute to disparities in 

identifiable injuries among Aboriginal peoples and non-Aboriginal peoples, 

consideration must be given to the sociodemographics that contribute to suicides among 

Aboriginal peoples. The Royal Commission on Aboriginal Peoples (RCAP), Special 

Report On Suicide among the Aboriginal population, notes that essential elements of 

Aboriginal identity have been undermined through20
: 

- the neglect of misrepresentation of Aboriginal history and cultures in school 
curricula and the mass media; 

- racist images of Aboriginal peoples and their behavior; 
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- loss of land, languages, cultures, and spiritual grounding; 
- the general domination of public discourse and public policy by European 

norms, values, imagery and heroes; and 
- individual experiences of ridicule, stereotyping, discrimination, and racism20

• 

The RCAP report also indicates that Indigenous cultures around the world have 

been subjected to forces of change, which are strikingly similar to the disruptions 

suffered by victims of war20
: 

- loss of land, loss of control over living conditions, and restricted economic 
opportunity; 

- suppression of belief systems and spirituality; 
- weakening of social institutions; 
- displacement of political institutions; 
- pervasive breakdown of cultural rules and values and diminished self-esteem; 
- discrimination and institutional racism and their internalized effects; and 
- voluntary or involuntary adoption of elements of an external culture and loss 

of identity0
• 

2.8. Current Situation Regarding Injuries In Yukon and Northwest Territories For 

Aboriginal and non-Aboriginal populations 

2.8.1. Yukon 

Between 1986-1996, there were 372 deaths due to accident and injury. Injuries 

represent the second most frequent cause of death in the Yukon for both male and 

female. Within the accident and injury cause, 77% of Potential Years of Life Lost 

(PYLL) involved males and 23% involved females. Injury is the most frequent cause of 

death for males. PYLL due to injuries is 63%13
• PYLL refers to the number of years of 

life lost when a person dies prematurely from any cause. In this· case, the standard for 

normal length of life is 7 5 years 54
• 

The most frequent injury, causing death, stems from motor vehicle accidents at 

33.9%. The second most frequent injury type, causing death, is suicide at 20%. Between 

1986-1996, 89% of all suicide deaths in the Yukon were males. Between 1986-1996, 

suicide rates were highest in the 20-24 year old age category followed by the 35-39 year 

old category41
. The high rate of death from injuries (including suicide) has been related 

to unemployment, drug and alcohol abuse, mental illness, and socioeconomic status41
. 

The unemployment rate in the Yukon is higher than the rest of Canada41
. PYLL due to 

suicide for all Canadians demonstrated a slight decline from the period 1993-1995 and 
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1997-1999, from 462.7 to 430.8 years. For the periods 1991-1993 and 1993-1995, 

Yukon residents experienced 503.7 and 840.8 PYLL due to suicide54
• PYLL due to 

accidents and unintentional injuries among all Canadians declined from 864.2 years for 

the period 1991-1993 to 694.0 years for the period 1996-1998. During the same period, 

PYLL due to non-intentional injuries among Yukon residents ranged from 1731.5 years 

to 2304.0 years54
. For the period 1979-1999, the life expectancy at birth for all 

Canadians had been slowly increasing. The life expectancy for Yukon residents was also 

increasing for the same period but remained marginally lower compared to other 

Canadians. The difference may be related to the disproportionate number of deaths due 

to accidents and injury among younger Yukon residents54
. Yukon residents have a 

higher percentage of PYLL through trauma, including accidents and suicides, as 

compared to other Canadians. Males experience 76% of the trauma deaths in the 

Yukon41
• Yukon residents experience higher rates of suicide as compared to other 

Canadians. 

In 1995/1996, there were 273 admissions to the Yukon regional center of 

Whitehorse hospital for injury incidence for all causes41
• This represents the second 

highest rate of hospital admissions for all types of injury in Canada. The Yukon hospital 

rate for injuries of 111.3 per 10,000 population is high compared to the overall injury 

rate of 72.2 per 10,000 for all of Canada41
• The hospital admission rate for the Yukon 

was highest for the all major causes of injury, category. The highest rate was for non

intentional falls by people 65 years or older at 222.1 per 10,000 population. Non

intentional falls has the second highest rate at 50.1 for all ages41
• Motor vehicle injuries 

for ages 16-24 years had an admission rate of 43.4 per 10,000 population. The average 

age for people admitted to hospital for injury outcomes was 35.6 years compared to the 

average of 4 7.3 years, for all of Canada 41
. 

The Yukon health reports include data for both Aboriginal and non-Aboriginal 

populations and specifically indicates that the government realizes that research 

questions need to be developed that more accurately address the social and economic 

context in which populations find themselves. Areas of research could include such 

things as how the health status of the lower socioeconomic sectors, which are over 

represented in the far north, could be more accurately determined. In addition, risk 
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factors for children raised in persistent poor socioeconomic circumstances should be 

better understood. The 1998 Yukon Health Status Report indicates that priorities for 

action include a review of the increasing risk burden for those in the lower 

socioeconomic strata, especially in light of the increasing unemployment and lower 

relative incomes. The Yukon government agrees that to better monitor aspects of health, 

there needs to be collaboration with the Canadian Institute for Health Information41
• The 

idea would be to utilize existing expertise in research and data collection to improve the 

overall health information of the Yukon government, which in tum may be used to 

develop more effective strategies towards population health improvements41
. 

The Yukon government has indicated that there needs to be better understanding 

of how to capture alcohol related death and injury data41
. Due to the high accident rates, 

strategies to reduce trauma in the Yukon need to be advanced. A formal trauma registry 

could be established to help in the collection of data that may be used in ~he planning of 

formal intervention strategies41
• 

Having better statistical details surrounding injury outcomes may help in 

planning better prevention strategies. Injury hospitalization data are incomplete in the 

Yukon41
• Injuries resulting in death before arrival at the hospital or those injuries 

requiring admission to the nursing stations are not included in the hospitalization data 

records. Injuries not severe enough to require admission, which represent the majority of 

injury types, are not included in the hospitalization data41
. 

2.8.2. Northwest Territories 

The Northwest Territories had the highest rate for hospital admission for injury 

outcomes for all of Canada. The NWT rate was 136.3 per 10,000 compared to the 

overall Canadian rate of 72.3 per 10,000 population41
. Injury ranks as the second leading 

cause of death for all age groups and was more than double the Canadian rate for the 

period 1991-1996 (97.8 versus 45 per 100,000). Injuries in the NWT account for 23% of 

all deaths and 4 7% of all potential years of life lost. Three leading types of injuries for 

the NWT are motor vehicle accidents, drownings, and suicides55
• Alcohol and drug 

abuse is on the rise in the NWT, which raises the risk for injury. Ninety percent, or 

more, of injuries seen in the NWT are alcohol related. NWT residents have indicated 
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that injury prevention programs aimed at children and elders must be a priority even 

though it is acknowledged that the majority of injuries causing death occur in males 

aged 14-44 years. The utilization of recreational vehicles such as quads and 

snowmobiles is on the rise in the NWT but there is a lack of resources required to 

monitor their safe usage 55
• Sexual abuse is recognized as another type of injury. It is 

acknowledged that there is a lack of trained professionals needed to effectively deal with 

this problem 55
. 

Although many jurisdictions in Canada have an injury prevention and research 

centre, the NWT·has failed to establish organized injury prevention and research 

initiatives that have specific resources allocated for research and prevention 55
• 

Historically, there has been a tendency to exclude the far north in federal 

government initiatives to survey the Canadian population as a whole. Relatively low 

population figures, costs associated with undeveloped transportation systems, and 

having a population spread out over a vast land mass are some of the reasons why the 

far northern regions have been excluded, prior to 1990, from most health surveys41
• 

Historically, data collection has focused on injury mortality55
• Deaths caused by 

injuries represent a small portion of the overall problems resulting from injuries. For 

each death, there are many more injuries that resulted in hospitalization, treatment in 

emergency wards, treatments by physicians, and treatment outside of the medical 

system 55
. Injuries of the spirit are occurring and are the most difficult to heal. These 

types of injuries are often the underlying cause for physical injuries. Injuries of the spirit 

refers to things such as loss of self-esteem, sense of hopelessness, feelings of 

inadequacy, sense of rejection by dominant culture, feelings of not belonging, lowered 

levels of self-worth, and lowered sense of self-mastery. Injuries of the spirit are 

elaborated on in the discussion section. The overall injury rates in the NWT surpass 

those of all other Canadian jurisdictions55
• 

The government of the NWT promotes the idea that people need to contribute to 

the health and social services system, and to develop a sense of ownership. There is 

recognition of the need for integration of services across the health care system. The 

government of the NWT acknowledges the need for staff development and support so 

that appropriately trained professionals may be hired and retained for longer periods 56
• 
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A committee on Health and Social services indicated that the people of the NWT 

told them that quality of life is shaped by more than medical treatments and health 

definitions. People indicated that their health was determined by factors not normally 

associated with the clinical model of health. Factors such as housing conditions, lifestyle 

choices, recreational activity, economic status, education, and public health information 

influenced their health56
. Community members across the NWT indicated that they 

wanted health policies that focus more on preventing problems as opposed to treating 

them 56• 

The NWT has a alcohol, drug, and solvent abuse problem that is twice the 

national rate. In the NWT, alcohol consumption does not decrease with age, as it does 

elsewhere. Suicide rates are double the national rate, with 40-50 deaths each year. 

Violent crime rates in the NWT are five times the national average. High school 

graduation rates are at 40% compared to 75% for the rest of Canada. Unemployment is 

as high as 50% in most small communities 57• 

2.9. Summary 

Current health disparities between Aboriginal and non-Aboriginal populations 

may be part of an historical continuum resulting from the differential positioning of 

Aboriginal populations to lowered sociocultural, sociopolitical, and socioe,conomic 

status compared to the general Canadian population. Government attempts at eradicating 

Aboriginal culture and assimilation policies aimed at re-engineering Aboriginal peoples 

into quasi-whites has been met with ongoing resistance. As a result of this resistance, 

Aboriginal populations find themselves marginalized and living on the fringes of the 

dominant society's systems and structures. The effect of segregation, marginalization, 

racism, and consequences thereof such as reduced life chances, reduced access to goods 

and services, sense of hopelessness, and cultural fragmentation contributes to the 

negative health status experienced by Aboriginal populations. 
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CHAPTER 3.METHODOLOGY 

3.1. Introduction 

In this thesis, data from the Canadian Community Health Survey Cycle 1.1 

September 2000 (CCHS) was used to determine the risk factors for injuries in the Yukon 

and Northwest Territories. The CCHS was selected for analysis because it is the first 

major health survey deemed reliable that included the Yukon and Northwest Territories. 

The CCHS utilized questions that provided information on potential risk factors for 

injuries, in categories such as: alcohol; alcohol dependence/abuse; ethnicity; health 

utility index; self-esteem, mastery; social support; food insecurity; and individual 

characteristics (age; sex; marital status)(see Appendix C, Table C.2). These variables 

were included in the analysis because they provide insight into the various social 

conditions which are part of the context in which a population exists and from which 

health outcomes emerge. 

The CCHS is a Statistics Canada survey scheduled to be carried out every two 

years and therefore may be utilized to follow, over time, the prevalence of injuries and 

potential changes in factors found to be influencing injury outcomes in the far northern 

regions of Canada. 

3 .2. Canadian Community Health Survey Cycle 1.1 September 2000 

The Canadian Community Health Survey (CCHS) stems from a partnership 

between Health Canada, the Canadian Institute for Health Information (CIHI) and 

Statistics Canada. The CCHS provides extensive and timely information on the health of 

Canadians, particularly at the local level. The main objective of the CCHS is to gather 

health-related data at the sub-provincial levels of geography (health region or combined 

health regions). The strength of this national survey lies in being able to collect data on 

the economic, social, demographic, occupational, and environmental factors of health at 

a community and regional level 58
• The CCHS was designed to collect data from a 
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sample large enough to provide information by health region. The CCHS makes it 

possible to compare health-related characteristics of the population at sub-provincial 

levels in all provinces and territories 59
• 

The CCHS is a national health survey that examines a representative sample of 

Canadians about their health and well-being, factors that affect their health, and their use 

of health care services. The ongoing survey will collect information from a new group 

of respondents every two years and report results at the local health unit level. Local 

health units are provided with timely information required to evaluate existing policies 

and programs and to design new ones suited to individual communities. The CCHS will 

provide more current, detailed, and uniform health information in every province and 

territory60
. 

Some provinces or territories negotiated for optional content to the CCHS. The 

data from the optional content provide information on the following variables: self

esteem; mastery; alcohol dependence; sedentary activities; changes made to improve 

health; decision latitude at work; home care utilization; social support; influenza 

immunization; bicycle-helmet use; condom use; tobacco alternatives; smoking cessation 

aids; physical check-up; eye examination; dental visits; breast examinations and breast 

self-examinations; blood pressure check; suicidal thoughts and attempts; distress; 

moods; and spirituality58
. The survey asks a variety of questions about the1current state 

of people's health behaviours thought to be related to their health, use of health care 

services, and sociodemographic information concerning their households. 

3 .2.1. Target Population 

The CCHS targets individuals aged 12 or older who are living in private 

dwellings. People living on Indian reserves or Crown lands, residents of institutions, 

full-time members of the Canadian Armed Forces, and residents of certain remote 

regions are excluded. The CCHS covers approximately 98o/o of the Canadian population 

aged 12 or older59
. 
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3 .2.2. Health Regions 

For administrative purposes, each province is divided into health regions (HR), 

and each territory is designated as a single HR. Statistics Canada, in consultation with 

the provinces, has made minor changes to the boundaries of some of the HRs to 

correspond to the geography of the 1996 Census. Cycle 1.1 of the CCHS collects data in 

133 HRs in the 10 provinces, in addition to one HR per territory, totaling 136 HRs58
• 

The combined geographic areas of Yukon, NWT and Nunavut represent a combined 

response frequency of 251 7, representing 1. 9o/o of the total response frequency. The 

targeted sample sizes for Yukon and NWT are 850 and 900 respectively59
• 

3.2.3. Social Survey 

A telephone bank (the area code plus the first five digits of a seven-digit 

Telephone number) was considered as working for the purposes of sampling if it 

included at least one residential telephone number. The working banks were regrouped 

to create Random Digit Dialing (RDD) strata to encompass, as closely as possible, the 

HR areas. Within each RDD stratum, a bank was randomly chosen, and a number 

between 00 and 99 was generated at random to create a complete 1 0-digit telephone 

number. This was repeated until the required number of telephone numbers within the 

RDD stratum was reached. Respondents in the RDD frame, who accounted for the 

remaining 12% of the targeted sample, were interviewed by telephone 59
. 

3.2.4. Respondent Sampling 

Selection of individual respondents was designed to ensure over-representation 

of youths (12-19) and seniors (65 or older). The selection strategy was designed to 

consider user needs, cost, design efficiency, response burden, and operational 

constraints. In approximately 82% of the households selected from the area frame, one 

person aged 12 or older was randomly selected; two people (12 or older) were randomly 

chosen in the remaining households. Selection of respondents from households in the 

area frame depended on the household composition, and was intended to increase the 

representation of youths and seniors in the sample. For households selected from the 

RDD frame, one person aged 12 or older was randomly chosen from all household 
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members59
• 

3.2.5. Data Collection , 

Data collection for cycle 1.1 began in September 2000 and was conducted over 

12 months. The data for the first half of cycle 1.1 were collected between September 5, 

2000 and March 2, 2001 59
• 

3 .2.6. Questionnaire Design 

The CCHS questionnaire was designed for computer-assisted interviewing 

(CAl). This included specifying the type of answer required, minimum and maximum 

response values, on-line edits associated with the question, and procedures for handling 

items with non-response. With CAl, the interview can be directed based on the 

respondent's answers. On screen prompts appear when an invalid entry is recorded. In 

this way, immediate feedback is given to the interviewer so that inconsistencies can be 

addressed. In the developmental phase of the CCHS, consultation was undertaken with 

users of health information across Canada. Data needs were identified, and the 

questionnaire content was developed. An important goal of the CCHS is to collect data 

on issues of specific relevance to the health regions. To achieve this goal, the 

questionnaire was divided into two parts, a common content section 35 minutes in 

length, and a 1 0-minute optional content section containing questions selected to meet 

the particular needs of each health region 59
. 

3.3. Survey Design 

3.3.1. Frames, Household Sampling Strategies 

The CCHS used the area frame designed for the Canadian Labour Force Survey 

as its primary sampling frame. A multistage stratified cluster design was used to sample 

dwellings within the area frame. In the first stage of the design, a list of the dwellings 

was prepared. At the second stage, a sample of dwellings was selected from this list. The 

households in the selected dwellings then formed the sample of households. The 

majority (88%) of the targeted sample was selected from the area frame, and face-to

face interviews were held with respondents randomly selected from households in this 
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frame59
. 

In some HRs, RDD sampling frame was also used. The sampling of households 

from the RDD frame used the Elimination of Non-Working Banks method, a procedure 

adopted by Statistics Canada's General59
. 

The CCHS (Cycle 1.1) is based upon a complex design, with stratification and 

multiple stages of selection, and unequal probabilities of selection of respondents. Using 

data from such complex surveys presents problems to analysts because the survey 

design and the selection probabilities affect the estimation and variance calculation 

procedures that should be used61
. Different steps involved in a complex survey design 

are shown below diagrammatically. 
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Figure 3 .1. Complex Survey Design For Population Health Surveys62
• 

Step 1. Each province or territory is divided into strata. Example for Yukon is given 

below. 

Yukon 

Stratum #1 

Stratum #2 

Step 2. Each strata is divided into clusters. Example for Yukon is given below. 

Yukon 

Stratum #1 

~~ 
~ 

Stratum #2 
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Step 3. Each cluster is divided into households. Example for Yukori is given below. 

KON 

Stratum# 1 

Stratum# 2 

3.3.2. Weighting 

The original weights from the CCHS survey design were used for crosstabs 

analysis61
• A rescaled weighting was used for logistic regression analysis61

• Each 

respondent was assigned a weight to represent his or her contribution to the total 

population. The weight was used to derive estimates for all characteristics surveyed. 

The principle behind estimation in a probability sample such as the CCHS 

(Cycle 1.1) is that each person in the sample represents, besides himself or herself, 

several other people not in the sample. For example, in a simple random 2% sample of 

the population, each person in the sample represents 50 persons in the population. In the 

terminology used here, it can be said that each person has weight of 5061
• 
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The weighting phase is a step that calculates, for each person, his or her 

associated sampling weight. This weight appears on the microdata file, and must be used 

to derive meaningful estimates of the survey61
• 

In order for estimates produced from survey data to be representative of the 

covered population, and not just the sample itself, a user must incorporate the survey 

weights into their calculations. A survey weight is given to each person included in the 

final sample, that is, the sample of persons having answered the survey. This weight 

corresponds to the number of persons represented by the respondent for the entire 

population61
• 

The sample design used for the CCHS was not self-weighting. That is to say, the 

sampling weights are not identical for all individuals in the sample. When producing 

simple estimates, including the production of ordinary statistical tables, users must apply 

the proper sampling weight61
• 

\ 

If proper weights are not used, the estimates derived from the microdata files 

cannot be considered representative of the surve'y population, and will not correspond to 

those produced by Statistics Canada61
. 

3.4. Data Analysis 

All variables included in the analysis are indicated in chapter four. 

3.4.1. Descriptive Analysis 

Descriptive analysis was carried out on independent variables of interest. 

3.4.2. Bivariate Analysis 

All independent variables of interest that had a p-value of less than 0.25 in the 

bivariate relationship with the dependent variable were entered in the main model64
• 

Risk factors for injuries include: alcohol; alcohol dependence/abuse; ethnicity; health 

utility index; self-esteem, mastery; social support; food insecurity; smoking; and 

individual characteristics (e.g., age; sex; marital status) (see appendix C, table C2). The 

p-value is the probability of observing a value for the test statistic that is at least as 

contradictory to the null hypothesis, and supportive of the alternative hypothesis, as the 
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one actually computed from the sample data63
• The statistical technique called chi

square was used to test for statistically significant associations between independent 

variables of interest and the dependent outcome variable. Independent variables with 

five or more answer categories were collapsed into categories such as low, medium and 

high and other categories appropriate for each variable answer set. Data for some 

variable answer categories was not available. Data cells where the sample number was 

less than five, were vetted by Statistics Canada to comply with the security classification 

of all northern files in the CCHS. 

A multivariate logistic regression modeling strategy was utilized once the 

statistically significant independent variables were identified. The targeted sample sizes 

for Yukon and NWT are 850 and 900 respectively59
• 

3.4.3. Multivariate Logistic Regression 

Logistic regression describes the relationship between the dichotomous 

dependent variable and a set of independent variables64
• 

Multivariate logistic regression generalizes the simple logistic model for the case 

where there is more than one independent variable. The multiple logistic model provides 

for estimation of the coefficients in the model and testing for their significance64
• A 

multivariate analysis approach was utilized because fitting a series of bivariate models 

rarely provides an adequate analysis of the data in any study since the independent 

variables are usually not associated with one another and in fact may have different 

distributions within levels of the dependent variable64
• 

3.4.5. Example of Model 

P(injury) = B 0 + B I region+ B 2 ethnicity + B 3 gender+. 0 .B n X n 

3.4.6. Interaction 

Interaction is a process where a covariate modifies the effect of one of the risk 

factors being examined in the regression model64
. Potential interactions were tested to 

determine whether they significantly predict the probability of injury or not. 
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3.5. Ethics 

An application was made to the University Behavioural Research Ethics Board 

for ethics approval of the study. On August 05, 2003, the board approved the study (See 

Appendix B). 
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CHAPTER4.RESULTS 

4.1. Introduction 

The results section provides a number of different statistical analyses. The study 

population consisted of Aboriginal and non-Aboriginal peoples who lived in the Yukon 

and Northwest Territories and participated in the Canadian Community Health Survey. 

Descriptive statistics are presented first. Descriptive analysis is presented regarding the 

demographic characteristics of the study populations, the proportion of those injured in 

the past twelve months, and other variables of interest that were considered as potential 

influential factors to whether injured or not during the past twelve months. The possible 

associations between the dependent variable and the characteristics of the populations 

and other environmental factors in the study populations were examined. A multivariate 

analysis using the logistic regression model was employed to examine possible 

statistical significant relationships between dependent and independent variables. 

Analysis of the general population is presented, followed by stratification into 

Aboriginal and non-Aboriginal groups, for statistically significant variables. All tables 

not specifying stratification into Aboriginal and non-Aboriginal categories represent 

data for both Aboriginal and non-Aboriginal combined. This chapter will further 

describe the process undertaken during the statistical analysis of the CCHS data. 

4.2. Data Management 

Dummy data was obtained through the Remote Data Access (RDA) section of 

Statistics Canada. After securing a contract with the RDA to access the data from the 

CCHS 2001, a Statistical Package for Social Sciences (SPSS) syntax was prepared and 

sent to RDA, Statistics Canada, for analysis. 
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4.3. Dependent Variable 

I used the question "have you been injured in the past twelve months" as the 

dependent variable (see appendix C, Table C.1 ). 

4.4. Independent Variables of Interest 

Risk factors for injuries include: alcohol; alcohol dependence/abuse; ethnicity; 

health utility index; self-esteem, mastery; social support; food insecurity; smoking; and 

individual characteristics (e.g., age; sex; marital status)(see Appendix C, Table C.2). 

4.5. Statistical Analysis 

The weight variable Sampling weight-master weight (WTSAM), available in the 

CCHS data set, was used to conduct descriptive, bivariate, and multivariable statistical 

analysis. Refer to section 3.3 .2 for details on weights and their purpose. 

4.5 .1. Descriptive Analysis of Demographics of Study Populations 

Canada wide population frequencies are presented in table 4.1 so that the 

population figures for the Yukon and Northwest Territories may be viewed in 

perspective to the rest of the country. 

Table 4.1. Population Frequencies by Province. 

Province 

Newfoundland 
PEl 
Nova Scotia 
New Brunswick 
Quebec 
Ontario 
Manitoba 
Saskatchewan 
Alberta 
British Columbia 
Yukon 
NWT 
Nunavut 
Total 
Source: Statistics Canada. 

Frequency 

461104 
116327 
787972 
634264 
6231106 
9877292 
907494 
805993 

2481568 
3421671 
24938 
32496 
19494 

25801718 
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Percentage 

1.79 
0.45 
3.05 
2.46 

24.15 
38.28 

3.52 
3.12 
9.62 

13.26 
0.10 
0.13 
0.76 
100 



Table 4.2 below indicates that Aboriginal populations in the Yukon and 

Northwest Territories represent a high percentage of the general population for both of 

these regions. For the Yukon territory, Aboriginal peoples comprise 17% of the general 

population. For the Northwest Territories, Aboriginal peoples comprise 51% of the 

general population. 

Table 4.2. Ethnicity by Province. 

Ethnicity 
Aboriginals non-Aboriginals 

n n 
Province (%) (%) Total 
Yukon 4139 20799 24938 

(17%) (83%) (100%) 

NWT 16690 15806 32496 
(51%) (49%) (100%) 

Table 4.3 indicates that gender representation is approximately evenly split with 

a slightly higher representation of males for both the Yukon and NWT. 

Table 4.3. Sex by Province. 

Sex 
Male Female 

n n 
Province (%) (%) Total 
Yukon 12672 12266 24938 

(51o/o) (49%) (lOOo/o) 

NWT 16846 15650 32496 
(52%) (48%) (100%) 

Table 4.4 indicates that Aboriginal males are slightly under-represented in the 

general population for Yukon and NWT compared to non-Aboriginal males (48% and 

53% respectively). Aboriginal females are slightly over represented in the general 

population for Yukon and NWT compared to non-Aboriginal females (52% and 47% 

respectively). 
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Table 4.4. Sex by Ethnicity. 

Sex 
Male 

Female 

Total 

4.5 .2. Bivariate Analysis 

Aboriginal 
n 

(%) 
9989 

(48%) 

10839 
(52%) 
20828 
(100%) 

Ethnicity 

Non-Aboriginal 
n 

(%) 
19529 
(53%) 

17077 
(47%) 
36606 

(100%) 

Bivariate analysis was utilized to test the null hypothesis that there is no 

relationship between each of the independent variables of interest and the outcome 

variable of injured in past 12 months. Analysis began by first testing the significance of 

each independent variable of interest on the binary outcome variable of injured in past 

12 months (yes or no). 

Bivariate analysis was utilized to determine which variables to include in the 

multivariable models. According to the standard approach, any variable with p-value 

equal to or less than 0.25 will be included in the multivariable analysis. Chi-square tests 

were used to determine variables for significance. 

4.5.2.1. Demographic Variables 

Table 4.5 indicates that for the independent variable Province (GEO _PR) (see 

table C.2, Appendix C), 15% of Yukon respondents were injured in past 12 months 

compared to 14% ofNWT respondents. Yukon residents experience a slightly higher 

prevalence of injury than those in the NWT. 
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Table 4.5. Injured In Past 12 Months by Province. 

Injured In Past 12 Months 

Yes No 
n n 

Province (%) (%) Total 

Yukon 3691 21247 24938 
(15%) (85%) (100%) 

NWT 4447 28049 32496 
(14%) (86%) (100%) 

Pearson Chi-Square= 14.448 p-value < 0.001 

Table 4.6 indicates that for the independent variable Sex (DHHA_SEX) (see table 

C.2, Appendix C), 17% of all male respondents in Yukon and NWT combined were 

injured in past 12 months compared to 11% of all female respondents. Males experience 

a greater prevalence of injury compared to females, for all respondents. 

Table 4.6. Injured In Past 12 Months by Sex. 

Sex 
Male 

Injured In Past 12 Months 
Yes No 

n 
(%) 

5096 
(17%) 

n 
(%) 

24423 
(83%) 

Female 3042 24874 
(11%) (89%) 

Pearson Chi-Square= 477.280 p-value < 0.001 

Total 
29519 

(100%) 

27916 
(100%) 

Table 4.7 indicates that for the independent variable Ethnicity (ETHIN) (see table 

C.2, Appendix C), 12% of Aboriginal people reported an injury compared to 15% for 

non-Aboriginal people (Yukon and NWT combined). I collapsed all ethnicity groups 

into the two categories Aboriginal and non-Aboriginal. 
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Table 4.7. Injured In Past 12 Months by Ethnicity. 

Injured In Past 12 Months 
Yes No 

n n 
Ethnicity (%) (%) Total 
Aboriginal 2559 18269 20828 

(12%) (88%) (100%) 

Non-Aboriginal 5580 31026 36606 
(15%) (85%) (100%) 

Pearson Chi-Square= 95.270 p-value < 0.001 

All answer categories for household record variable age (AGEGRP) (see table 

C.2, Appendix C) were collapsed into: 12-19; 20-40; 41-54; 55-65; and> 65 

categories. These categories were chosen because they represent the common standard 

when collapsing all age possibilities from 12-100. 

Table 4.8 indicates that for the independent variable Age Group: 20% in the 12-
. . 

19 category; 16% in the 20-40 category; 11% in the 41-54 category; 8% in the 55-64 

category; and 6% in the >65 category were injured in the past 12 months. Those in the 

12-19 and 20-40 categories experience greater prevalence of injury as compared to the 

41-54, 55-64, and >65 categories, with the 41-54 category experiencing greater injury 

prevalence than the 55-65 and >65 categories. 
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Table 4.8. Injured In Past 12 Months by Age Group. 

Injured In Past 12 Months 
Yes No 

age group n n 
years (%) (%) Total 
12-19 1766 7298 9064 

(reference category) (20%) (80%) (100%) 

20-40 3867 20971 24838 
(16o/o) (84%) (100%) 

41-54 1681 14031 15712 
(11%) (89%) (100%) 

55-65 391 4460 4851 
(8%) (92%) (100%) 

>65 433 2536 2969 
(6%) (94o/o) (100%) 

Pearson Chi-Square = 555.385 p-value < 0.001 

All answer categories for the household record variable marital status 

(DHHAGRMS) (see table C.2, Appendix C) were collapsed into married and single 

categories. 

Table 4.9 indicates that for the independent variable DHHAGRPMS, 11% in the 

married category and 17% in the single category were injured in the past 12 months. 

Those in the single category experience a greater prevalence of injury as compared to 

those in the married category. 

Table 4.9. Injured in Past 12 Months by Marital Status. 

Marital Status 
married 

Injured In Past 12 Months 
Yes No 
n 

(%) 
3353 

(11%) 

n 
(%) 

26207 
(89%) 

single 4785 23034 
(17%) (83%) 

Pearson Chi-Square= 403.990 p-value < 0.001 
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Total 
29560 

(100%) 

27819 
(100%) 



4.5 .2.1.1. Summary of Demographic Variables 

Those respondents living in the Yukon Territory have a slightly higher risk for 

injury than those in the Northwest Territories (15% and 14% respectively). Male 

respondents have a higher risk for injury compared to female respondents ( 17% and 

11% respectively). Non-Aboriginal respondents have a higher risk for injury compared 

to Aboriginal respondents (15% and 12% respectively). Respondents aged 12-19 years 

have a higher risk for injury compared to other age groups (20%). Single respondents 

are higher risk for injury compared to married respondents (17%). 

4.5.2.2. Support Variables 

All support variables are coded as SSMAGRP (see table C.2, Appendix C). All 

answer categories for SSMAGRP were collapsed into low, medium and high categories. 

All answer categories for SSMAGRP begin with the question: How ofte~ is each of the 

following kinds of support available to you if you need it? (see table C.2, Appendix C). 

Note that SSMAGP11 (Question: ... someone to get together for relaxation?) and 

SSMAGRP15 (Question: ... someone to help with daily chores if you were sick?) (see 

table C.2, Appendix C) indicated p-values > 0.25 and were therefore excluded from our 

results. 

Table 4.10 indicates that for the independent support yariable SSMAGRP2 

(Question: ... someone to help you if you were confined to bed?) (see table C.2, 

Appendix C): 18% in the low category; 12% in the medium category; and 14% in the 

high category were injured in the past 12 months. Those in the low category experience a 

greater prevalence of injury as compared to those in the medium and high categories, 

with the high category experiencing a greater prevalence of injury than the medium 

category. 
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Table 4.10. Injured in Past 12 Months by Someone To You Help If Confined To Bed. 

Injured In Past 12 Months 
Yes No 

n n 
Help If Confined To Bed (%) (%) Total 

low 928 4388 5316 
(reference category) (18%) (82%) (100%) 

medium 991 7287 8278 
(12%) (88%) (100%) 

high 5541 34431 39972 
(14%) (86%) (100%) 

Pearson Chi-Square = 81.800 p-value < 0.001 

Table 4.11 indicates that for the independent variable SSMAGRP3 ( ... someone 

you can count on to listen to you when you need to talk?) (see table C.2, Appendix C): 

9% in the low category; 11% in the medium category; and 14% in the high category 

were injured in the past 12 months. Those in the high category experience a greater 

prevalence of injury as compared to those in the low and medium categories, with the 

medium category experiencing a greater prevalence than the low category. The low, 

medium, high categories are levels of how often the respondent has access to someone 

they can count on to listen to them. 

Table 4.11. Injured in Past 12 Months by Someone Who Listens. 

Injured In Past 12 Months 
Yes No 

n n 
Someone Who Listens (%) (%) Total 

low 251 2435 2686 
(reference category) (9%) (91%) (100%) 

medium 415 3488 3903 
(11%) (89%) (1 OOo/o) 

high 6783 40159 46942 
(14%) (86%) (100%) 

Pearson Chi-Square= 93.140 p-value < 0.001 
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Table 4.12 indicates that for the independent variable SSMAGRP4 ( ... someone 

to give you advice about a crisis?) (see table C.2, Appendix C): 13% in the low 

category; 12% in the medium category; and 14% in the high category were injured in 

the past 12 months. Those in the high category experience a greater prevalence of injury 

as compared to those in the low and medium categories, with the low and medium 

categories experiencing a somewhat equal prevalence of injury. 

Table 4.12. Injured in Past 12 Months by Someone to Give You Advice. 

Injured In Past 12 Months 
Yes No 

n n 
Someone To Give You Advice (%) (%) 

low 421 2960 
(reference category) (13%) (87%) 

medium 722 5101 
(12%) (88%) 

high 6316 3 7908 
(14%) (86%) 

Pearson Chi-Square = 22.026 p-value < 0.001 

Total 
3381 

(100%) 

5823 
(100%) 

44224 
(100%) 

Table 4.13 indicates that for the independent variable SSMAGRP5 
1

( ••• someone 

to take you to the doctor if you needed it?) (see table C.2, Appendix C): 18o/o in the low 

category; 13% in the. medium category; and 14% in the high category were injured in 

the past 12 months. Those in the low category experience a greater prevalence of injury 

as compared to those in medium and high categories, with medium and high categories 

experiencing a somewhat equal prevalence of injury. 
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Table 4.13. Injured in Past 12 Months by Someone To Take You To Doctor. 

Injured In Past 12 Months 
Yes No 
n 

Someone Take You To Doctor (%) 
low 492 

(reference category) (18%) 

medium 511 
(13%) 

n 
(%) 
2272 
(82%) 

3394 
(87%) 

high 6456 40440 
(14%) (86%) 

Pearson Chi-Square= 37.907 p-value < 0.001 

Total 
2764 

(100%) 

3905 
(100%) 

46896 
(100%) 

Table 4.14 indicates that for the independent variable SSMAGRP6 ( ... someone 

who shows you love and affection?) (see table C.2, Appendix C): 12% in the low 

category; 16% in the medium category; and 14% in the high category were injured in 

the past 12 months. Those in the medium category experience a greater prevalence of 

injury as compared to those in the low and high categories, with the high category 

experiencing a greater prevalence of injury than the low category. 

Table 4.14. Injured In Past 12 Months by Someone Who Shows Love and Affection. 

Injured In Past 12 Months 
Yes No 

n n 
Someone Who Shows Love (%) (%) Total 

low 235 1695 1930 
(reference category) (12%) (88%) (100o/o) 

medium 477 2490 2967 
(16%) (84%) (100%) 

high 6747 41889 48636 
(14%) (86%) (100%) 

Pearson Chi-Square= 16.487 p-value < 0.001 
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Table 4.15 indicates that for the independent variable SSMAGRP7 ( ... someone 

to have a good time with?) (see table C.2, Appendix C): 8% in the low category; 14% in 

the medium category; and 14% in the high category were injured in the past 12 months. 

Those in the medium and high categories experience a greater prevalence of injury as 

compared to those in the low category, with the medium and high categories 

experiencing an equal prevalence of injury. 

Table 4.15. Injured in Past 12 Months by Someone To Have A Good Time With. 

Injured In Past 12 Months 
Yes No 

n n 
Someone To Have Good Time (%) (%) 

low 184 2192 
(reference category) (8%) (92o/o) 

medium 665 4103 
(14%) (86%) 

high 6599 39715 
(14%) (86%) 

Pearson Chi-Square = 79.736 p-value < 0.001 

Total 
2376 

(100%) 

4768 
(100%) 

46314 
(100%) 

Table 4.16 indicates that for the independent variable SSMAGRP8 ( ... someone 

to give you information in order to help you understand a situation?) (see table C.2, 

Appendix C): 16% in the low category; 16% in the medium category; and 14% in the 

high category were injured in the past 12 months. Those in the low and medium 

categories experience a greater prevalence of injury as compared to those in the high 

category. 
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Table 4.16. Injured in Past 12 Months by Someone To Help You Understand. 

Injured In Past 12 Months 
Yes No 
n 

Someone To Help Understand (%) 
low 393 

(reference category) (16%) 

medium 1104 
(16%) 

n 
(%) 

2090 
(84%) 

5772 
(84%) 

high 5951 38029 
(14%) (86%) 

Pearson Chi-Square= 39.082 p-value < 0.001 

Total 
2483 

(100%) 

68766 
(100%) 

43980 
(100%) 

Table 4.17 indicates that for the independent variable SSMAGRP9 ( ... someone 

to confide in or talk to about yourself or your problems?) (see table C.2, Appendix C): 

12% in the low category; 16% in the medium category; and 14o/o in the high category 

were injured in the past 12 months. Those in the medium category experience a greater 

prevalence of injury as compared to those in the low and high categories, with the high 

category experiencing a higher prevalence of injury than the low category. 

Table 4.17. Injured in Past 12 Months by Someone To Confide In. 

Someone To Confide In 
low 

(reference category) 

medium 

Injured In Past 12 Months 

Yes No 
n 

(%) 
343 

(12%) 

836 
(16%) 

n 
(%) 

2502 
(88%) 

4751 
(84%) 

high 6281 38702 
(14%) (86%) 

Pearson Chi-Square= 13.261 p-value < 0.001 
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Total 
2845 

(100%) 

5587 
(100%) 

44983 
(100%) 



Table 4.18 indicates that for the independent variable SSMAGRP10 ( ... someone 

who hugs you?) (see table C.2, Appendix C): 19% in the low category; 12% in the 

medium category; and 14% in the high category were injured in the past 12 months. 

Those in the low category experience a greater prevalence of injury as compared to 

those in the medium and high categories, with the high category experiencing a higher 

prevalence of injury than the medium category. 

Table 4.18. Injured in Past 12 Months by Someone Who Hugs You. 

Injured In Past 12 Months 
Yes No 

n n 
Someone Who Hugs You (%) (%) Total 

low 698 2972 3670 
(reference category) (19%) (81%) (100%) 

medium 732 5172 5904 
(12%) (88%) (100%) 

high 6029 37931 43960 
(14%) (86%) (100%) 

Pearson Chi-Square = 92.508 p-value < 0.001 

Table 4.19 indicates that for the independent variable SSMAGRP12 ( ... someone 

to prepare your meals if you were unable to do it yourself?) (see table C.2, Appendix C): 

16% in the low category; 15% in the medium category; and 14% in the high category 

were injured in the past 12 months. Those in the low and medium categories experience 

a greater prevalence of injury as compared to those in the high category, with the low 

and medium categories experiencing a somewhat equal prevalence of injury. 
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Table 4.19. Injured in Past 12 Months by Someone To Help With Meals. 

Injured In Past 12 Months 

Yes No 
n 

Someone To Help With Meals (%) 
low 637 

(reference category) (16%) 

medium 1104 
(15%) 

n 
(%) 

3481 
(84%) 

6214 
(85%) 

high 5682 36306 
(14%) (86%) 

Pearson Chi-Square= 21.815 p-value < 0.001 

Total 
4118 

(100%) 

7318 
(100%) 

41988 
(100%) 

Table 4.20 indicates that for the independent variable SSMAGRP13 ( ... someone 

whose advice you really want?) (see table C.2, Appendix C): 13% in the low category; 

18% in the medium category; and 13% in the high category were injured in the past 12 

months. Those in the medium category experience a greater prevalence of injury as 

compared to those in the low and high categories. 

Table 4.20. Injured in Past 12 Months by Someone Whose Advice You Really Want. 

Someone Advice You Want 
low 

(reference category) 

medium 

Injured In Past 12 Months 
Yes No 

n 
(%) 
550 

(13%) 

1556 
(18%) 

n 
(%) 
3821 
(87%) 

7115 
(82o/o) 

high 5328 34949 
(13%) (87%) 

Pearson Chi-Square= 139.616 p-value < 0.001 
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Total 
4371 

(1 OOo/o) 

8671 
(100%) 

40277 
(100%) 



Table 4.21 indicates that for the independent variable SSMAGRP14 ( ... someone 

to do things with to help you get your mind off things?) (see table C.2, Appendix C): 

18% in the low category; 13% in the medium category; and 14% in the high category 

were injured in the past 12 months. Those in the low category experience a greater 

prevalence of injury as compared to those in the medium and high categories, with the 

high category experiencing a higher prevalence of injury than the medium category. 

Table 4.21. Injured in Past 12 Months by Someone To Help Get Your Mind Off Things. 

Injured In Past 12 Months 
Yes No 

n n 
Someone Get Mind Off Things (o/o) (%) 

low 509 2394 
(reference category) (18o/o) (82%) 

medium 1024 6935 
(13%) (87o/o) 

high 5890 36648 
(14%) (86%) 

Pearson Chi-Square= 39.237 p-value < 0.001 

Total 
2903 

(100%) 

7959 
(100%) 

42538 
(100%) 

Table 4.22 indicates that for the independent variable SSMAGRP16 ( ... someone 

to share your most private worries and fears with?) (see table C.2, Appendix C): 15% in 

the low Category; 16% in the medium category; and 14% in the high category were 

injured in the past 12 months. Those in the medium category experience a greater 

prevalence of injury as compared to those in the low and high categories, with the low 

category experiencing a higher prevalence of injury than the high category. 

46 



Table 4.22. Injured in Past 12 Months by Someone To Share Worries and Fears With. 

Injured In Past 12 Months 
Yes No 
n n 

Someone To Share Worries (%) (%) Total 
low 771 4540 5311 

(reference category) (15%) (85%) (100%) 

medium 999 5297 6296 
(16%) (84%) (100%) 

high 5664 36141 41805 
(14%) (86%) (100%) 

Pearson Chi-Square = 26.318 p-value < 0.001 

Table 4.23 indicates that for the independent variable SSMAGRP17 ( ... someone 

to turn to for suggestions about how to deal with a personal problem?) (see table C.2, 

Appendix C): 13% in the low category; 17% in the medium category; and 14% in the 

high category were injured in the past 12 months. Those in the medium category 

experience a greater prevalence of injury as compared to those in the low and high 

categories, with the high category experiencing a higher prevalence of injury than the 

low category. 

Table 4.23. Injured in Past 12 Months by Someone To Help With A Personal Problem. 

Injured In Past 12 Months 
Yes No 
n 

Someone To Help With Problem (%) 
low 439 

(reference category) (13%) 

medium 1116 
(17%) 

n 
(%) 

3076 
(87%) 

5663 
(83%) 

high 5879 37178 
(14%) (86%) 

Pearson Chi-Square= 45.074 p-value < 0.001 
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Total 
3515 

(100%) 

6769 
(100%) 

43057 
(100%) 



Table 4.24 indicates that for the independent variable SSMAGRP18 ( ... someone 

to do something enjoyable with?) (see table C.2, Appendix C): 8% in the low category; 

15% in the medium category; and 14% in the high category were injured in the past 12 

months. Those in the medium and high categories experience a greater prevalence of 

injury as compared to those in the low category, with the medium and high categories 

experiencing a somewhat equal prevalence of injury. 

Table 4.24. Injured in Past 12 Months by Someone To Do Something Enjoyable With. 

Injured In Past 12 Months 
Yes No 

n n 
Someone Enjoyable With (%) (%) Total 

low 150 1781 1931 
(reference category) (8%) (92%) (100%) 

medium 781 4447 5228 
(15%) (85%) (100o/o) 

high 6491 39776 46267 
(14o/o) (86%) (100%) 

Pearson Chi-Square = 66.060 p-value < 0.001 

Table 4.25 indicates that for the independent variable SSMAGRP1~ ( ... someone 

who understands your problems?) (see table C.2, Appendix C): 18% in the low 

category; 18% in the medium category; and 13% in the high category were injured in 

the past 12 months. Those in the low and medium categories experience a greater 

prevalence of injury as compared to those in the high category. 
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Table 4.25. Injured in Past 12 Months by Someone Who Understands Your Problem. 

Someone Who Understands 
low 

(reference category) 

medium 

Injured In Past 12 Months 
Yes No 
n 

(%) 
281 

(18%) 

1155 
(18%) 

n 
(%) 

1271 
(82%) 

5284 
(82%) 

high 5625 37665 
(13%) (87%) 

Pearson Chi-Square= 140.732 p-value < 0.001 

Total 
1552 

(100%) 

6439 
(100%) 

43290 
(100o/o) 

Table 4.26 indicates that for the independent variable SSMAGRP20 ( ... someone 

to love you and make you feel wanted?) (see table C.2, Appendix C): 17% in the low 

category; 9% in the medium category; and 14% in the high category were injured in the 

past 12 months. Those in the low and high categories experience a greater prevalence of 

injury as compared to those in the medium category, with the low category experiencing 

a higher prevalence of injury than the high category. 

Table 4.26. Injured in Past 12 Months by Someone To Love You And Make You Feel 
Wanted. 

Someone Make Feel Wanted 
low 

(reference category) 

medium 

Injured In Past 12 Months 
Yes No 

n 
(%) 
413 

(17%) 

320 
(9%) 

n 
(%) 

2039 
(83o/o) 

3391 
(91%) 

high 6701 40591 
(14%) (86%) 

Pearson Chi-Square= 106.917 p-value < 0.001 
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Total 
2452 

(1 OOo/o) 

3711 
(100%) 

47292 
(100%) 



4.5.2.2.1. Summary of Support Variables 

All SSMAGRP variables begin with the question: How often is each of the 

following kinds of support available to you if you need it? (see table C.2, Appendix C). 

All answer categories for support variables were collapsed into low, medium and high 

categories. 

Note that SSMAGP 11 (Question: ... someone to get together for relaxation?) and 

SSMAGRP15 (Question: ... someone to help with daily chores if you were sick?) (see 

table C.2, Appendix C) indicated p-values > 0.25 and were therefore excluded from our 

results. 

The risk for injury is greatest in the low category for the Support variables: 

SSMAGRP2 (Question: ... someone to help you if you were confined to bed?) (18%); 

SSMAGRP5 ( ... someone to take you to the doctor if you needed it?) (18%); 

SSMAGRP10 ( ... someone who hugs you?) (19%); SSMAGRP12 ( ... someone to 
I 

prepare your meals if you were unable to do it yourself?) (16%); SSMAGRP14 ( ... 

someone to do things with to help you getyour·mind offthings?) (18%); SSMAGRP19 

( ... someone who understands your problems?) (18%); and SSMAGRP20 ( ... someone 

to love you and make you feel wanted?) (17%). 

The risk for injury is greatest in the medium category for the Support variables: 

SSMAGRP6 ( ... someone who shows you love and affection?) (16%); SSMAGRP8 ( ... 

someone to give you information in order to help you understand a situation?) (16o/o ); 

SSMAGRP9 ( ... someone to confide in or talk to about yourself or your problems?) 

(16%); SSMAGRP13 ( ... someone whose advice you really want?) (18%); 

SSMAGRP16 ( ... someone to share your most private worries and fears with?) (16%); 

SSMAGRP 17 ( ... someone to turn to for suggestions about how to deal with a personal 

problem?) (17%); and SSMAGRP18 ( ... someone to do something enjoyable with?) 

(15%). 

The risk for injury is greatest in the high category for the Support variables: 

SSMAGRP3 ( ... someone you can count on to listen to you when you need to talk?) 

(14%); SSMAGRP4 ( ... someone to give you advice about a crisis?) (14%); and 

SSMAGRP7 ( ... someone to have a good time with?) (14%). 
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4.5.2.3. Physical Activity Variables 

All physical activity variables are coded as PACAGRP (see table C.2, Appendix 

C). All answer categories for PACAGRP were collapsed into low, medium and high 

categories. 

Table 4.27 indicates that for the independent variable PACAGRP3n (In past 3 

months, how many times did you participate in identified leisure activity?) (P A_ Q3 

About how much time did you spend on each occasion?) (see table C.2, Appendix C): 

17% in the low category; 19% in the medium category; and 25% in the high category 

were injured in the past 12 months. Those in the high category experience a greater 

prevalence of injury as compared to those in the low and medium categories, with the 

medium category experiencing a higher prevalence of injury than the low category. 

Table 4.27. Injured in Past 12 Months by Leisure Activity. 

Leisure Activity 
low 

(reference category) 

medium 

Injured In Past 12 Months 
Yes No 
n 

(%) 
30 

(17%) 

172 
(19%) 

n 
(%) 
142 

(83%) 

748 
(81%) 

high 714 2160 
(25%) (75%) 

Pearson Chi-Square= 18.066 p-value < 0.001 

Total 
172 

(100%) 

920 
(100%) 

2874 
(100%) 

Table 4.28 indicates that for the independent variable P ACAGRP4A (In a typical 

week in the past 3 months, how many hours did you usually spend walking to work or to 

school or while doing errands?) (see table C.2, Appendix C): 12o/o in the low category; 

16% in the medium category; and 18% in the high category were injured in the past 12 

months. Those in the high and medium categories experience a greater prevalence of 

injury as compared to those in the low category, with the high category experiencing a 

higher prevalence of injury than the medium category. 
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Table 4.28. Injured in Past 12 Months by Time Spent Walking. 

Time Spent Walking 
low 

(reference category) 

medium 

Injured In Past 12 Months 
Yes No 
n 

(%) 
2381 
(12%) 

3780 
(16%) 

n 
(o/o) 

17544 
(88%) 

20374 
(84%) 

high 1107 5195 
(18%) (82%) 

Pearson Chi-Square= 178.585 p-value < 0.001 

Total 
19925 
(100%) 

24154 
(1 OOo/o) 

6302 
(100%) 

Table 4.29 indicates that for the independent variable PACAGRP4B (In a typical 

week, how much time did you usually spend bicycling to work or to sch9ol or while 

doing errands?) (see table C.2, Appendix C): 14o/o in the low category; 23% in the 

medium category; and 14% in the high category were injured in the past 12 months. 

Those in the medium category experience a greater prevalence of injury as compared to 

those in the low and high categories, with the low and high categories experiencing an 

equal prevalence of injury. 

Table 4.29. Injured in Past 12 Months by Time Spent Bicycling. 

Time Spent Bicycling 
low 

(reference category) 

medium 

Injured In Past 12 Months 
Yes No 
n 

(%) 
6578 
(14%) 

642 
(23%) 

n 
(%) 

40747 
(86%) 

2120 
(77%) 

high 60 379 
(14%) (86%) 

Pearson Chi-Square = 184.973 p-value < 0.001 
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Total 
47325 
(100%) 

2762 
(100%) 

439 
(100%) 



4.5 .2.3 .1. Summary of Physical Activity Variables 

The risk for injury is greatest in the medium category for the physical activity 

variable PACAGRP4B (In a typical week, how much time did you usually spend 

bicycling to work or to school or while doing errands?) (23%). 

The risk for injury is greatest in the high category for the physical activity 

variables: PACAGRP3n (In past 3 months, how many times did you participate in 

identified leisure activity?) (P A_ Q3 About how much time did you spend on each 

occasion?) (25%); and PACAGRP4A (In a typical week in the past 3 months, how many 

hours did you usually spend walking to work or to school or while doing errands?) 

(18%). 

4.5.2.4 Health & Sleep Related Variables 

All answer categories for the general health variable (GENAGRP01) (In general, 

would you say your/his/her health is:) (see table C.2, Appendix C), were collapsed into 

good and poor categories. Categories for GENAGRP03 (How long do you usually spend 

sleeping each night?) (see table C.2, Appendix C) and GENAGRP06 (How often do y~u 

find it difficult to stay awake when you want to?) (see table C.2, Appendix C) were 

collapsed into less than 7 hours and more than 7 hours categories. 

Note that GENAGRP01 and GENAGRP06 indicated p-values > 0.25 and were 

therefore excluded from our results. 

All answer categories for GENAGRP04 (How often do you have trouble going to 

sleep or staying asleep?) (see table C.2, Appendix C) were collapsed into trouble 

sleeping and no trouble sleeping categories. 

All answer categories for GENAGRP05 (How often do you find your sleep 

refreshing?) (see table C.2, Appendix C) were collapsed into sleep refreshing and not 

refreshing categories. 

Table 4.30 indicates that for the independent variable GENAGRP03 (How long 

do you usually spend sleeping each night?): 18% in the less than 7 hours category and 

13% in the more than 7 hours category were injured in the past 12 months. Those in the 

less than 7 hours category experience a greater prevalence of injury as compared to 

those in the more than 7 hours category. 
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Table 4.30. Injured in Past 12 Months by Time Spent Sleeping Each Night. 

Injured In Past 12 Months 
Yes No 
n 

Time Spent Sleeping Each Night (%) 
Less than 7 hours 3055 

(18%) 

n 
(%) 

14409 
(82%) 

7 hours or more 4203 28821 
(13%) (87%) 

Pearson Chi-Square= 210.800 p-value < 0.001 

Total 
17464 

(100%) 

33024 
(100%) 

Table 4.31 indicates that for the independent variable GENAGRP04 (How often 

do you have trouble going to sleep or staying asleep?) (see table C.2, Appendix C): 19% 

in the trouble sleeping category and 14o/o in the no trouble sleeping category were 

injured in the past 12 months. Those in the trouble sleeping category experience a 

greater prevalence of injury as compared to those in the no trouble sleeping category. 

Table 4.31. Injured in Past 12 Months by How Often Have Trouble Sleeping Or Staying 
Awake. 

How Often Trouble Sleeping 
trouble sleeping 

Injured In Past 12 Months 
Yes No 
n 

(%) 
1324 
(19%) 

n 
(%) 

5545 
(81%) 

no trouble sleeping 5956 37711 
(14%) (86%) 

Pearson Chi-Square= 152.870 p-value < 0.001 

Total 
6869 

(100%) 

43667 
(100%) 

Table 4.32 indicates that for the independent variable GENAGRP05 (How often 

do you find your sleep refreshing?) (see table C.2, Appendix C): 12% in the sleep 

refreshing category and 17% in the not refreshing category were injured in the past 12 

months. Those in the not refreshing category experience a greater prevalence of injury 

as compared to those in the refreshing category. 
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Table 4.32. Injured in Past 12 Months by How Often Sleep Refreshing. 

How Often Sleep Refreshing 
Sleep refreshing 

Injured In Past 12 Months 
Yes No 
n 

(%) 
3807 

(12%) 

n 
(%) 

26810 
(88o/o) 

Sleep not refreshing 3408 16303 
(17%) (83%) 

Pearson Chi-Square= 230.206 p-value < 0.001 

4.5 .2.4.1. Summary of Health & Sleep Related Variables 

Total 
30617 

(100o/o) 

19711 
(100%) 

The risk for injury is greatest in the less than 7 hours category for the general 

health variable (GENAGRP03) (How long do you usually spend sleeping each night?) 

(see table C.2, Appendix C) (18% ). 

The risk for injury is greatest in the trouble sleeping category for the variable 

GENAGRP04 (How often do you have trouble going to sleep or staying asleep?) (see 

table C.2, Appendix C) (19%). 

The risk for injury is greatest in the sleep not refreshing category for the variable 

GENAGRP05 (How often do you find your sleep refreshing?) (see table C.2, Appendix 

C) (17%). 

4.5.2.5. Smoking Related Variable 

All answer categories for the smoking variable (SMKGRP202) (At the present 

time, do/does you!FNAME smoke cigarettes daily, occasionally or not at all?) (see table 

C.2, Appendix C), were collapsed into ever-smoke and non-smoke categories. 

Table 4.33 indicates that for the independent variable SMKGRP202 (At the 

present time, do/does you!FNAME smoke cigarettes daily, occasionally or not at all?) 

(see table C.2, Appendix C): 16% in the ever-smoke category and 13% in the non

smoke category were injured in the past 12 months. Those in the ever-smoke category 

experience a greater prevalence of injury as compared to those in the non-smoke 

category. 
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Table 4.33. Injured in Past 12 Months by Smoking. 

Smoking Status 
ever-smoke 

Injured In Past 12 Months 
Yes No 
n 

(%) 
3681 

(16%) 

n 
(%) 

19820 
(84%) 

non-smoke 4457 29476 
(13%) (87%) 

Pearson Chi-Square= 72.989 p-value < 0.001 

4.5.2.5.1. Summary of Smoking Related Variable 

Total 
23501 
(100%) 

33933 
(1 OOo/o) 

The risk for injury is greatest in the ever-smoke category for the variable 

SMKGRP202 (At the present time, do/does you/FNAME smoke cigarettes daily, 

occasionally or not at all?) (see table C.2, Appendix C) (16%). 

4.5.2.6. Self Mastery Variables 

All answer categories for the self-mastery variable (MASGRP60 1) (You have 

little control over the things that happen to you) (see table C.2, Appendix C) were 

collapsed into no control over things and have control categories. 

All answer categories for MASGRP606 (What happens to you in the future 

mostly depends on you) (see table C.2, Appendix C) were collapsed into agree future 

depends on you and disagree categories. 

Table 4.34 indicates that for the independent variable MASGRP601 (You have 

little control over the things that happen to you): 15% in the no control over things 

category and 14% inthe have control category were injured in the past 12 months. 

Those in the no control over things category experience a greater prevalence of injury as 

compared to those in the have control category. 
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Table 4.34. Injured in Past 12 Months by Little Control Over Things. 

Little Control Over Things 
no control over things 

Injured In Past 12 Months 
Yes No 
n 

(%) 
1715 

(15%) 

n 
(%) 
9524 

(85%) 

have control 5554 33031 
(14%) (86%) 

Pearson Chi-Square= 5.228 p-value = 0.022 

Total 
11239 

(100%) 

38585 
(100%) 

Table 4.35 indicates that for the independent variable MASGRP606 (What 

happens to you in the future mostly depends on you) (see table C.2, Appendix C): 14% 

in the agree future depends on you category and 20% in the disagree category were 

injured in the past 12 months. Those in the disagree category experience a greater 

prevalence of injury as compared to those in the agree future depends on you category. 

Table 4.35. Injured in Past 12 Months by Future Depends On You. 

Future Depends On You 
agree future depends on you 

Injured In Past 12 Months 
Yes No 

n 
(%) 
6654 

(14o/o) 

n 
(%) 

40223 
(86o/o) 

disagree 598 2394 
(20%) (80%) 

Pearson Chi-Square= 75.923 p-value < 0.001 

4.5.2.6.1. Summary ofSelfMastery Variables 

Total 
46877 

(lOOo/o) 

2992 
(100%) 

The risk for injury is greatest in the no control over things category for the 

variable MASGRP601 (You have little control over the things that happen to you) (see 

table C.2, Appendix C) (15%). 

The risk for injury is greatest in the disagree future depends on you category for 

the variable MASGRP606 (What happens to you in the future mostly depends on you) 

(see table C.2, Appendix C) (20%). 
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4.5.2.7. Not Enough To Eat Variables 

Note that for the food insecurity variable (FINAGRP1) (Q1 ... worry that there 

would not be enough to eat because of a lack of money?) (see table C.2, Appendix C) 

and FINAGRP3 ( ... not eat the quality or variety of foods that you wanted to eat 

because of a lack of money?) (see table C.2, Appendix C) indicated p-values > 0.25 and 

were therefore excluded from our results. 

4.5.2.8. Alcohol Related Variables 

All answer categories for the alcohol variables: (ALCAGRP2) (During the past 

12 months, how often did you/he/she drink alcoholic beverages?) (see table C.2, 

Appendix C); (ALCAGRP3) (How often in the past 12 months have/has you/he/she had 

5 or more drinks on one occasion?) (see table C.2, Appendix C); and (ALDAGRP8) (In 

the past 12 months, did you ever drink much more or for a longer period: of time than 
I 

you intended?) (see table C.2, Appendix C) were collapsed into low, medium, and high 

categories. 

All answer categories for ALCAGRP8 (Not counting small sips, how old 

were/was you/he/she when you/he/she started drinking alcoholic beverages?) were 

collapsed into 12-16 and 17-21 categories. 

All answer categories for ALDAGRP2 (In the past 12 months, have you ever 

been drunk or hung-over while at work or school or while taking care of children?) (see 

table C.2, Appendix C) were collapsed into not frequent, frequent, and very frequent 

categories. 

Table 4.36 indicates that for the independent variable ALCAGRP2 (During the 

past 12 months, how often did you/he/she drink alcoholic beverages?): 16% in the low 

category; 13% in the medium category; and 21% in the high category were injured in 

the past 12 months. Those in the high category experience a greater prevalence of injury 

as compared to those in the low and medium categories. 
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Table 4.36. Injured in Past 12 Months by How Often Did You Drink Alcohol. 

How Often Drink Alcohol 
low 

(reference category) 

medium 

Injured In Past 12 Months 
Yes No 
n 

(%) 
4725 
(16%) 

978 
(13%) 

n 
(%) 

25187 
(84%) 

6619 
(87%) 

high 940 3513 
(21 o/o) (79%) 

Pearson Chi-Square= 143.005 p-value < 0.001 

Total 
29912 

(100%) 

7597 
(1 OOo/o) 

4453 
(100%) 

Table 4.37 indicates that for the independent variable ALCAGRP3 (How often in 

the past 12 months have/has you/he/she had 5 or more drinks on one occasion?) (see 

table C.2, Appendix C): 14% in the low category; 19% in the medium category; and 

25% in the high category were injured in the past 12 months. Those in the high and 

medium categories experience a greater prevalence of injury as compared to those in the 

low category, with the high category experiencing a higher prevalence of injury than the 

medium category. 

Table 4.37. Injured in Past 12 Months by How Often More Than Five Drinks On One 
Occasion. 

Injured In Past 12 Months 
Yes No 

n 
How Often More Than 5 Drinks (%) 

low 4372 
(reference category) (14%) 

medium 930 
(19o/o) 

n 
(%) 

26947 
(86o/o) 

3867 
(81%) 

high 1335 3926 
(25%) (75%) 

Pearson Chi-Square= 481.006 p-value < 0.001 
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Total 
31319 
(100%) 

4797 
(100%) 

5261 
(100%) 



Table 4.38 indicates that for the independent variable ALCAGRP8 (Not counting 

small sips, how old were/was you/he/she when you/he/she started drinking alcoholic 

beverages?) (see table C.2, Appendix C): 25% in the 12-16 category and 10% in the 17-

21 category were injured in the past 12 months. Those in the 12-16 category experience 

a greater prevalence of injury as compared to those in the 17-21 category. 

Table 4.38. Injured in Past 12 Months by Age Started Drinking Alcohol. 

Age Started Drinking Alcohol 
12-16 

Injured In Past 12 Months 
Yes No 
n 

(%) 
1064 
(25%) 

n 
(o/o) 

3249 
(75%) 

17-21 55 489 
(10%) (90o/o) 

Pearson Chi-Square= 57.751 p-value < 0.001 

Total 
4313 

(100%) 

544 
(1 OOo/o) 

Table 4.39 indicates that for the independent variable ALDAGRP2 (In the past 12 

months, have you ever been drunk or hung-over while at work or school or while taking 

care of children? How many times? Was it:) (see table C.2, Appendix C): 22% in the 

not frequent category; 43% in the frequent category; and 35o/o in the very frequent 

category were injured in the past 12 months. Those in the frequent and very frequent 

category experience .a greater prevalence of injury as compared to those in the not 

frequent category, with those in the frequent category experiencing the greatest 

prevalence of injury of all categories. 
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Table 4.39. Injured in Past 12 Months by Ever Drunk At Work, School or Caring For 
Children. 

Ever Drunk Work, School 
not frequent 

(reference category) 

frequent 

Injured In Past 12 Months 
Yes No 
n 

(%) 
531 

(22%) 

807 
(43%) 

n 
(%) 

1867 
(78%) 

1093 
(57%) 

very frequent 255 474 
(35%) (65%) 

Pearson Chi-Square= 206.671 p-value < 0.001 

Total 
2398 

(100%) 

1900 
(100%) 

729 
(100%) 

Table 4.40 indicates that for the independent variable ALDAGRP8 (In the past 12 

months, did you ever drink much more or for a longer period of time than you intended? 

How many times? Was it:) (see table C.2, Appendix C): 18% in the low category; 24% 

in the medium category; and 38% in the high category were injured in the past 12 

months. Those in the high and medium categories experience a greater prevalence of 

injury as compared to those in the low category, with those in the high category 

experiencing the greatest prevalence of injury. 

Table 4.40. Injured in Past 12 Months Ever Drink More Than Intended. 

Ever Drink More Intended 
low 

(reference category) 

medium 

Injured In Past 12 Months 
Yes No 
n 

(%) 
326 

(18%) 

472 
(24%) 

n 
(%) 
1478 

(82%) 

1463 
(76%) 

high 425 691 
(38%) (62%) 

Pearson Chi-Square= 147.602 p-value < 0.001 
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Total 
1804 

(100%) 

1935 
(100%) 

1116 
(100%) 



4.5.2.8.1. Summary of Alcohol Related Variables 

The risk for injury is greatest in the high categories for the alcohol related 

variables: ALCAGRP2 (During the past 12 months, how often did you/he/she drink 

alcoholic beverages?) (21 %); ALCAGRP3 (How often in the past 12 months have/has 

you/he/she had 5 or more drinks on one occasion?) (25%); and ALDAGRP8 (In the past 

12 months, did you ever drink much more or for a longer period of time than you 

intended? How many times? Was it:) (38%). 

The risk for injury is greatest in the category age group 12-16 for the variable 

ALCAGRP8 (Not counting small sips, how old were/was you/he/she when you/he/she 

started drinking alcoholic beverages?) (25o/o). 

The risk for injury is greatest in the category frequent for the variable 

ALDAGRP2 (In the past 12 months, have you ever been drunk or hung-over while at 

work or school or while taking care of children? How many times? Was it:) (43%). 

4.5.2.9. Satisfied With SelfVariable 

All answer categories for the satisfied with self variable (SFEGRP505) (On the 

whole you are satisfied with yourself) (see table C.2, Appendix C) were collapsed into 

satisfied with self and not satisfied with self categories. 

Table 4.41 indicates that for the independent variable SFEGRP505 ,(On the whole 

you are satisfied with yourself), 14% in the satisfied with self category and 18o/o in the 

not satisfied with self category were injured in the past 12 months. Those in the not 

satisfied with self category experience a greater prevalence of injury as compared to 

those in the satisfied with self category. 
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Table 4.41. Injured in Past 12 Months by Satisfied With Self. 

Satisfied With Self 
satisfied with self 

Injured In Past 12 Months 
Yes No 
n 

(%) 
3622 

(14o/o) 

n 
(%) 

23194 
(86%) 

not satisfied with self 165 7 51 
(18%) (82%) 

Pearson Chi-Square= 15.254 p-value < 0.001 

4.5.2.9.1. Summary of Satisfied With SelfVariable 

Total 
26816 

(1 OOo/o) 

916 
(100%) 

The risk for injury is greatest in the category not satisfied with self, for the 

variable SFEGRP505 (On the whole you are satisfied with yourself) (see table C.2, 

Appendix C) (18% ). 

4.6 Multivariate Analysis 

Hosmer and Lemeshow' s model building strategies were used for the analysis of 

all outcomes. Based on bivariate analysis, any variable with p-value equal to or less than 

0.25 was included in the multivariable model. Logistic regression is an appropriate 

statistical method to utilize when the time frame of observation, (in this case injured in 

past twelve months), is equal for all the study subjects and the outcome interest is a 

dichotomous variable (in this case injured in past twelve months or not) 66
• A 

multivariate logistic regression approach was chosen to examine the possible association 

between a number of independent variables and the dependent outcome variable, injured 

in past twelve months. The advantage of using multivariate logistic regression analysis 

is that this statistical model can control for other possible predictive variables and or 

confounding factors simultaneously. This advantage allows for a more accurate 

estimation of possible association between the independent variables of interest and the 

dependent outcome variable. Logistic regression utilizes a log-linear model whereby the 

risk of injury is expressed as a function of the predictor variables considered in the 

model 65
'
66

. Multivariable logistic model given by equation 4.1 was utilized to predict the 

probability of getting injured when adjusted for various covariates. 
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(Equation 4.1) 

where: 

p (y) =the probability of being injured in the past twelve months (y) 

1 
~~~) = odds ratio for the outcome variable of interest (injured in past 12 months) 

Po= intercept (constant) 

PI ... PP = coefficient for the independent variables of interest 

XI .... X P = independent variables of interest in the model64
• 

Model building in multivariate analysis is based on the principle of parsimony or 

finding the most simplistic model that allows for the inclusion of the variables that are 

meaningful to the study 64
• First all relevant independent variables were entered in the 

model. These included factors that were significant (p < 0.25) in bivariate analysis. 

After fitting a model with all significant covariates (see Table D.l in Appendix D), the 

result was a main effects model where significant (p < 0.05) and factors of scientific and 

epidemiological importance were kept in the model. The final model with significant 

covariates and covariates of scientific importance is presented in Table 4.4:2. 

64 



Table 4.42 Final Model. 

B Sig. Exp(B) Confidence 
Intervals: 

!Lower ~pp_er 
Constant -1.46 .06 .23 .05 1.06 
iProvince1 -.18 .42 .83 .48 1.43 
Sex2 -.53 .02 .59 .38 .90 
Ethnicity3 .31 .22 1.36 .83 2.24 
Support group: Someone who .36 .62 1.43 .35 5.79 
shows you love and affection 4 

(medium) 
Support group: Someone who .46 .44 1.59 .49 5.14 
shows you love and affection 4 

(high) 
Age group5 (20 - 40) -.27 .41 .77 .41 1.43 
Age group~ (41 -54) -.83 .03 .44 .21 .91 
Age group~ (55 - 65) -1.51 .01 .22 .07 .72 
Age group5 (over 65) -.89 .14 .41 .12 1.36 
Marital Status0 .46 .07 1.58 .97 2.56 
General health group: time -.51 .02 .60 .38 .93 
spend sleeping each night7 

Smoking grouf: ever-smoke -.12 .60 .89 .57 1.38 
or non-smoke 
1. reference category: province- Yukon. 
2. reference category: sex - male. 
3. reference category: ethnicity - Aboriginal. 
4. reference category: support group -low. 
5. reference category: age group - 12 - 19. 
6. reference category: marital status - married. 
7. reference category: general health group - less than 7 hours of sleep. 
8. reference category: smoking - ever-smoke. 

See appendix C, Table C2 for Variable Descriptions. 
-2Log L = 593.12 

4.6.1. Summary of Final Model 

For those people residing in the urban NWT, the risk of getting injured decreases 

by 17% compared to people living in the urban Yukon (Odds Ratio (OR): 0.83, 95% 

Confidence Interval (CI): 0.48, 1.43). Injury prevalence is higher in the Yukon. It is 

interesting to note that the proportion of Aboriginal peoples is higher in the NWT (51%) 

compared to the Yukon (17%). These proportions highlight what appears to be a 
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protective factor for injury for Aboriginal peoples. The apparent protective factor may 

be the result of the Aboriginal population not being accurately represented due to the 

limitations of the CCHS ,design which resulted in the sample population potentially not 

accurately representing the general Aboriginal population. The CCHS was limited to 

regional centres where a small and unique sub-population of Aboriginal peoples reside. 

This potential problem with the CCHS design is further discussed in section 5.1.2.1. 

For females, the risk of getting injured decreases by 41% when compared to 

males (O.R: 0.59, 95% CI: 0.38, 0.90). Injury prevalence is higher in males. 

For non-Aboriginal peoples, the risk of getting injured increases by 36% 

compared to Aboriginal peoples (OR: 1.36, 95% CI: 0.83, 2.24). Injury is more 

prevalent in non-Aboriginal peoples. 

For those people who were in the medium category for the support variable 

having someone who shows them love and affection, the risk of injury increases by 43% 

compared to those people in the low category (OR: 1.43, 95% CI: 0.35, 5.79). Injury is 

more prevalent for those in the medium category than those in the low category. For 

those people who were in the high category for the support variable having someone 

who shows them love and affection, the risk of injury increases by 59o/o compared to 

those people in the low category (OR: 1.59, 95% CI: 0.49, 5.14). Injury is more 

prevalent for those in the high category than those in the low category. Although not 

having someone to show love and affection appears to be protective for injury outcome, 

it may be that respondents are hesitant, due to embarrassment, to indicate that they do 

not have someone who loves them. 

For those people in the age group 20-40 years old, the risk of getting injured 

decreases by 23% compared to those people in the age group 12-19 years old (OR: 0.77, 

95% CI: 0.41, 1.43). For age group 41-54, the risk of injury decreases 56% compared to 

age group 12-19 (OR: 0.44, 95% CI: 0.21, 0.91). For the age group, 55-65 the risk for 

injury decreases by 78% compared to age group 12-19 (OR: 0.22, 95% CI: 0.07, 0.72). 

For the age group >65, the risk for injury decreases by 59% compared to age group 12-

19 (OR: 0.41, 95% CI: 0.12, 1.36). Injury is more prevalent in the age group 12-19 years 

old. 
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For those people who are not married, the risk for injury increase by 58% 

compared to those who are married (OR: 1.58, 95% CI: 0.97, 2.56). Injury is more 

prevalent in single people. 

For those people who get >7 hours sleep each night, the risk for injury decreases 

by 40% compared to those who get <7 hours sleep each night (OR: 0.60, 95% CI: 0.38, 

0.93). Injury is more prevalent for those who get <7 hours sleep each night. 

For non-smokers, the risk of injury decrease by 11 o/o compared to smokers (OR: 

0.89, 95% CI: 0.57, 1.38), however this difference was found not to be statistically 

significant. 

4.7. Three-Way Tables 

The main effects model shown in Table 4.42 was modified by including potential 

interaction terms of interest. Interaction terms of interest included in the multivariable 

model were chosen based on the three-way tables 4.43 - 4.50. 

Table 4.43 indicates that when injuries are stratified by province and ethnicity the 

somewhat protective factor for Aboriginal ethnicity, indicated in Table 4.7, only holds 

forNWT. 

Table 4.43 indicates that 15% of Aboriginal people living in the Yukon reported 

being injured in past 12 months, compared to 12% of Aboriginal people in NWT. For 

the non-Aboriginal Yukon group, 15% reported being injured, compared to 16% for the 

non-Aboriginal NWT group. The prevalence of injury in the Yukon is equal for the 

Aboriginal and non-Aboriginal groups. Within the non-Aboriginal group, the prevalence 

of injury is highest in the NWT. 
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Table 4.43. Injured In Past 12 Months by Province by Ethnicity. 

Injured In Past 12 Months 
Yes No 
n n 

(%) (%) Total 

Aboriginal 619 3519 4138 
(15%) (85%) (100%) 

YUKON 

Non-Aboriginal 3072 17727 20799 
(15%) (85%) (100%) 

Aboriginal 1940 14750 16690 
(12%) (88%) (100'%) 

NWT 

Non-Aboriginal 2508 13299 15807 
(16%) (84%) (100%) 

Pearson's Chi-Square for: Aboriginal= 34.23 p-value < 0.001 
non-Aboriginal= 8.36 p-value = 0.004 

Table 4.44 indicates that 52% of those injured in the Yukon were male compared 

to 48% for females. Although this is only a slight move away from the sommewhat even 

split for injuries stratified by gender and ethnicity as seen in table 4.45, it begins to show 

the effect of geographical location on injury outcome by gender. For the NWT (Table 

4.44), 71% of those injured in past 12 months were males compared to 29% for females. 

Table 4.44 indicates that males living in the NWT have a significantly higher probability 

of experiencing an injury outcome compared to females living in the NWT. 
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Table 4.44. Injured in Past 12 Months by Gender by Province. 

Injured In Past 12 Months Yukon 
Male Female 

n n 
(%) (%) Total 

Yes 1931 1760 3691 

(52%) (48%) (100%) 

No 10741 10506 21247 
(5lo/o) (49o/o) (1 OOo/o) 

NWT 
Male Female Total 

Yes 3165 1282 4447 
(71%) (29%) (100%) 

No 13682 14368 28050 
(49%) (51%) (100%) 

Pearson's Chi-Square for: Yukon= 3.91 p-value = 0.048 
NWT =771.05 p-value < 0.001 

Table 4.45 indicates a somewhat even split for injury outcome for Aboriginal 

versus non-Aboriginal males when injuries are stratified by gender and ethnicity (62% 

of Aboriginal males for Yukon and NWT combined were injured in past 12 months 

compared to 63% of non-Aboriginal males for Yukon and NWT combined). Injuries for 

Aboriginal versus non-Aboriginal females also shows a somewhat even split in injury 

outcome with 38% and 37% respectively. The somewhat even split for injury outcome 

does not hold when injured in past 12 months is stratified by gender and province (Table 

4.44). Injury prevalence for Yukon males (52%) is higher than Yukon females (48o/o). 

Injury prevalence for NWT males (71 o/o) is higher than NWT females ( 49% ). It is 

interesting to note that NWT males are at a significantly higher risk for injury compared 

to NWT females and that risk difference is much higher than found between Yukon 

males and Yukon females. 
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Table 4.45. Injured In Past 12 Months by Sex by Ethnicity. 

Injured In Past 12 Months 

Yes 

No 

Yes 

No 

Aboriginal 
Male Female 
n 

(%) 

1587 

(62%) 

8403 
(46%) 

n 
(%) 

972 

(38%) 

9867 
(54%) 

Non-Aboriginal 
Male Female 
3509 2070 

(63%) (37o/o) 

16020 
(52%) 

15007 
(48%) 

Pearson's Chi-Square for: Aboriginal= 230.89 
non-Aboriginal= 241.07 

p-value < 0.001 
p-value < 0.001 

Total 

2559 

(100%) 

18270 
(100o/o) 

Total 
5579 

(100%) 

31027 
(100o/o) 

Table 4.46 indicates that for the independent variables age group by province (see 

table C.2, Appendix C), for Yukon: 24% in age group 12-19; 40% in age group 20-40; 

26% in age group 41-54; 5% in age group 55-65; and 6% in age group >65 were injured 

in past 12 months. For the NWT: 20% in age group 12-19; 54o/o in age group 20-40; 

17% in age group 41-54; 5% in age group 55-65; and 5% in age group> 65 were injured 

in past 12 months. Injury prevalence for Yukon is highest in the 20--40 age group (40%). 

Injury prevalence for NWT is highest in the 20-40 age group (54%). For both the Yukon 

and NWT the next vulnerable group is the 12-19 year old group. 
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Table 4.46. Injured In Past 12 Months by Age Group by Province. · 

Injured In Past 12 Months 
Province Yes No 

n n 
(%) (%) 

Yukon age group 12-19 878 2848 
(reference category) (24%) (13%) 

age group 20-40 1484 7852 
{40o/o) (37%) 

age group 41-54 946 6903 
(26%) (33%) 

age group 55-65 180 2383 
{5o/o) (11%) 

age group >65 203 1261 
(6%) (6%) 

Total 3691 21247 
(100%) (100%) 

NWT age group 12-19 888 4449 
(reference category) (20%) (16%) 

age group 20-40 2383 13119 
(54%) (47o/o) 

age group 41-54 734 7128 
(17%) (25%) 

age group 55-65 211 2078 
(5%) {7o/o) 

age group > 65 230 1257 
(5%) (5%) 

Total 4446 28049 
(100%) (100%) 

Pearson's Chi-Square for: Yukon= 406.77 p-value < 0.001 
NWT =244.62 p-value < 0.001 
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Table 4.47 indicates that for the independent variables ethnicity by sense of self

mastery (SSMAGRP6) ( ... someone who shows you love and affection?) (see table C.2, 

Appendix C), for the Aboriginal group: 10% in the low category; 19o/o in the medium 

category; and 9% in the high category were injured in past 12 months. For the non

Aboriginal group: 14% in the low category; 15% in the medium category; and 15% in 

the high category were injured in past 12 months. Injury prevalence within the 

Aboriginal group is highest in the medium category (19%). Injury prevalence within the 

non-Aboriginal group is highest in the high category (15%). 

Table 4.47. Injured in past 12 months by Ethnicity by Someone Who Shows Love And 
Affection. 

Injured In Past 12 Months 
Yes No 

Ethnicity 
Aboriginal 

Love and 
Affection 

Low 

Medium 

High 

non-Aboriginal Low 

Medium 

n 
(%) 
89 

(10%) 

190 
(19%) 

1991 
(9%) 

146 
(14o/o) 

287 
(15%) 

High 4756 
(15%) 

Pearson's Chi-Square for: Aboriginal= 52.63 
non-Aboriginal = 0.68 

n 
(o/o) 
828 

(90%) 

815 
(81%) 

15159 
(91 o/o) 

868 
(86o/o) 

1675 
(85%) 

26730 
(85%) 

p-value < 0.001 
p-value = 0.71 

Total 
917 

(100%) 

1005 
(100%) 

17150 
(100%) 

1014 
(100%) 

1962 
(100%) 

31486 
(100%) 

Table 4.48 indicates that for the independent variables age group by ethnicity (see 

table C.2, Appendix C), for the Aboriginal category: 15% in age group 12-19; 15o/o in 

age group 20-40; 6% in age group 41-54; 3% in age group 55-65; and 13% in age group 

> 65 were injured in the past 12 months. For the non-Aboriginal category: 25% in age 
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group 12-19; 16% in age group 20-40; 12% in age group 41-54; 10o/o in age group 55-

65; and 16% in age group > 65 were injured in the past 12 months. Injury prevalence 

within the Aboriginal group is highest in the 12-19 and 20-40 age groups (15% and 

15% respectively). Injury prevalence within the non-Aboriginal group is highest for the 

12-19 age group (25% ). 
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Table 4.48. Injured in past 12 months by Age Group by Ethnicity. 

Injured In Past 12 Months 
Yes No 

n n 
Ethnicity Age Group (%) (%) Total 

Aboriginal 12-19 694 4017 4711 
(15%) (85%) (100%) 

20-40 1446 8187 9633 
(15%) (85%) (100%) 

41-54 221 3760 3981 
(6%) (94%) (100%) 

55-65 40 1195 1235 
(3%) (97%) (100%) 

> 65 158 1110 1268 
(13%) (87%) (100%) 

non-Aboriginal12-19 1072 3280 4352 
(25%) (75%) (100%) 

20-40 2421 12784 15205 
(16%) (84%) (100%) 

41-54 1460 10271 11731 
(12%) (88%) (100%) 

55-65 351 3265 3616 
(10%) (90%) (100%) 

>65 275 1426 1701 
(16%) (84%) (100%) 

Pearson's Chi-Square for: Aboriginal= 353.89 p-value < 0.001 
non-Aboriginal = 460.41 p-value < 0.001 

Table 4.49 indicates that for the independent variables ethnicity by smoke 

(SMKGP202) (At the present time, do/does you/FNAME smoke cigarettes daily, 

occasionally or not at all?) (see table C.2, Appendix C), for the Aboriginal category, it is 

a somewhat even split with: 12% in the ever-smoke category and 13% in the non-smoke 
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category being injured in past 12 months. For the non-Aboriginal category: 19% in the 

ever-smoke category and 13% in the non-smoke category were injured in past 12 

months. Injury prevalence within the Aboriginal group is approximately evenly split in 

both categories (12% and 13%). Injury prevalence within the non-Aboriginal group is 

highest in the ever-smoke category (19o/o ). 

Table 4.49. Injured In Past 12 Months by Ethnicity by Smoke. 

Injured In Past 12 Months 
Yes No 

n n 
Ethnicity Smoking Status (%) (%) Total 
Aboriginal ever-smoke 1435 10517 11952 

(12%) (88%) (100%) 

non-smoke 1123 7752 8875 
(13%) (87%) (100%) 

non-Aboriginal ever-smoke 2246 9303 11549 
(19%) (81%) (100%) 

non-smoke 3333 21724 25057 
(13o/o) (87%) (1 OOo/o) 

Pearson Chi-Square = 1.98 p-value = 0.159 

Table 4.50 indicates that for the independent variables age group by sex, for the 

category male: 23% in the 12-19 age group; 20% in the 20-40 age group; 13% in the 41-

54 age group; 10% in the 55-65 age group; and 16% in the> 65 age group were injured 

in the past 12 months. For the category female: 16% in the 12-19 age group; 12% in the 

20-40 age group; 8% in the 41-54 age group; 6% in the 55-65 age group; and 13% in the 

> 65 age group were injured in the past 12 months. Injury prevalence within the male 

group is highest in the 12-19 age group (23%). Injury prevalence within the female 

group is highest in the 12-19 age group (16%). 
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Table 4.50. Injured In Past 12 Months by Age Group by Sex. 

Injured In Past 12 Months 
Yes No 

n n 
sex age group (%) (%) Total 
Male 12-19 1105 3734 4839 

(23%) (77%) (100%) 

20-40 2428 9973 12401 
(20%) (80o/o) (100%) 

41-54 1062 7074 8136 
(13%) (87%) (100o/o) 

55-65 265 2422 2687 
(10%) (90%) (100%) 

> 65 235 1220 1455 
(16%) (84%) (100%) 

Female 12-19 661 3563 4224 
(16%) (84%) (100%) 

20-40 1439 10999 12438 
(12%) (88%) (100%) 

41-54 619 6956 7575 
(8%) (92%) (100%) 

55-65 126 2039 2165 
(6%) (94%) (100%) 

>65 198 1316 1514 
(13%) (87%) (100%) 

Pearson's Chi-Square for age group: 12-19 = 74.25 p-value < 0.001 
20-40 = 303.08 p-value < 0.001 
41-54 = 97.83 p-value < 0.001 
55-65 = 26.44 p-value < 0.001 
>65 = 5.63 p-value = 0.018 
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4.7.1. Logistic Regression Model With Main Effects And Two Factor Interaction Terms 

Based on the findings of these three-way tables a model was fitted by including 

2-factor interaction terms (see Table D.2, Appendix D). However, while adjusting for all 

the main effects found to be significant or considered scientifically important in the 

main effect logistic model (see table 4.42), l explored all important two-way interaction 

and found province interacted significantly with sex, as shown in table 4.51. No other 

two-way interactions were significant. 

All interaction terms with p-value > 0.05 were excluded from the model and the 

results based on the final model are shown in Table 4.51. 
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Table 4.51. Logistic Regression Model With Main Effects and Sex by 
Province Interaction. 

B S.E. Sig. lExp(B) 95.0% C.I. 
~orEXP(B) 

Lower 
Constant -1.115 .848 .188 .328 
1Province1 .189 .295 .522 1.208 .677 
Sex' -.084 .309 .786 .920 .502 
tEthnicityj .321 .255 .209 1.378 .836 
Support group: Someone who .361 .713 .613 1.434 .355 
shows you love and affection 4 

(medium) 
Support group: Someone who .431 .597 .471 1.539 .477 
shows you love and affection 4 

(high) 
Age group' (20 - 40) ~.266 .318 .403 .767 .411 
Age group' (41- 54) -.841 .374 .025 .431 .207 
Age group' (55 - 65) r-1.500 .605 .013 .223 .068 
Age group5 (over 65) -.877 .611 .151 .416 .126 
Marital Status6 .452 .248 .068 1.572 .966 
Smoking group: ever-smoke or -.131 .227 .564 .877 .562 
non-smoke7 

General health group: time -.523 .228 .022 .593 .379 
spend sleeping each night8 

Sex by Province~ -.878 .437 .045 .416 .176 
1. reference category: Province -Yukon. 
2. reference category: Sex- male. 
3. reference category: ethnicity - Aboriginal. 
4. reference category: support group -low. 
5. reference category: age group- 12- 19. 
6. reference category: marital status- married. 
7. reference category: smoking group - ever-smoke. 
8. reference category: less than 7 hours sleep. 
9. reference category: sex by province - male by Yukon. 

See appendix C, Table C2 for Variable Descriptions. 
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4.7.2. Summary of Logistic Regression Model With Main Effects and Sex by Province 

Interaction 

For non-Aboriginal peoples, the risk of getting injured increases by 38%, 

compared to Aboriginal peoples (OR: 1.38, 95% CI: 0.84, 2.27). Injury is more 

prevalent in the non-Aboriginal population. 

78 



For those in the medium category, for the variable, have someone to show them 

love and affection, the risk for injury increases by 43%, compared to those people in the 

low category, for the variable, have someone to show them love and affection (OR: 

1.43, 95% CI: 0.36, 5.80. Injury is more prevalent for those in the medium category 

compared to the low category. 

For those in the high category, for the variable, have someone to show them love 

and affection, the risk for injury increases by 54%, compared to those in the low 

category, for the variable, have someone to show them love and affection (OR: 0.77, 

95% CI: 0.48. 5.0). Although not having someone to show love and affection appears to 

be protective for injury outcome, it may be that respondents are hesitant, due to 

embarrassment, to indicate that they do not have someone who loves them. 

For those in the age group 20-40 years old, the risk of injury decreases by 23%, 

compared to those in the 12-19 year old age group (OR: 0.77, 95% CI: 0.41, 1.43). For 

those in the age group 41-54, the risk for injury decreases by 57%, compared to the 12-

19 age group (OR: 0.43, 95% CI: 0.21, 0.90). For those in the age group 55-65, the risk 

for injury decreases by 78%, compared to the 12-19 age group (OR: 0.22, 95% CI: 0.07, 

0.73). For those in the age group >65, the risk for injury decreases by 58%, compared to 

those in the 12-19 age group (OR: 0.42, 95% CI: 0.13, 1.38). Injury is more prevalent in 

the 12-19 year old age group compared to all other age groups. 

For those people not married, the risk for injury increases by 57%, compared to 

those who are married (OR: 1.57, 95% CI: 0.97, 2.56). Injury is more prevalent in the 

not married group. 

For those people who do not smoke, the risk for injury decreases by 12%, 

compared to smokers (OR: 0.88, 95% CI: 0.56, 1.37), however this difference was 

found not to be statistically significant. 

For those people who sleep >7 hours each night, the risk for injury decreases by 

41%, compared to those who sleep <7 hours each night (OR: 0.60, 95% CI: 0.38, 0.93). 

Injury is more prevalent for those who sleep <7 hours each night. 

For females in NWT, the risk of getting injured decreases by 58%, compared to 

males in the Yukon (OR: 0.42, 95% CI: 0.18, 0.98). Injury is more prevalent for males 

in the Yukon. 
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CHAPTER 5 DISCUSSION 

5.1. Strengths and Limitations 

Results from this thesis may help to modify health policies by providing insight 

into those variables that have been shown to have a statistically significant effect on 

injury outcomes. The thesis directs attention towards various factors that predispose 

non-Aboriginal and Aboriginal populations to ongoing health status disparities. The 

thesis illuminates the need for health care policy makers to consider factors that have 

been historically outside the realm of health care professionals. The emerging role of the 

health care professional as agents of social change becomes more realistic through the 

historical and contemporary positioning of Aboriginal populations in relation to the 

health status disparities they experience. This thesis justifies the notion that health care 

must transcend biological disease and illness to encompass the social, environmental, 

spiritual, and cultural aspects of health and well-being. 

5 .1.1. Multivariate Analysis 

The likelihood ratio test was carried out on the final model with and without each 

of the interaction terms. Where there were no significant improvements in the ability of 

the model to predict the dependent outcome of injury, those interaction terms tested and 

indicating no significance, were excluded from the final model. The results are indicated 

in Table D.2 (Appendix D), with statistically significant findings highlighted in bold 

type. 

5.1.2. Study Biases 

Major concerns in the interpretation of the findings of cross-sectional surveys are 

selection bias and recall bias. Potential sources of bias are indicated below. 
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5.1.2.1. Selection Bias 

A selection bias is a distortion of the effect measured and results from procedures 

used to select subjects that lead to an effect estimate among subjects included in the 

study different from the estimate obtainable from the entire population theoretically 

targeted by the study 66
'
76

'
77

• In the case of the CCHS, selection bias may have occurred 

because the sample population was limited to those residing in regional centres who had 

a telephone. Given that the majority of Aboriginal people in the Yukon and NWT do not 

reside in regional centres and that those Aboriginal peoples who do reside in regional 

centres may not have telephones due to their low economic status, there exits a very real 

potential for selection bias in this survey. The CCHS population sample may only be 

representative of a unique minority sub-set of the general Aboriginal population in the 

far north. 

5 .1.2.2. Recall Bias 

Recall bias may exist whenever historical self-reports are used to describe 

exposures or outcomes that are of short duration66
• The injury outcomes reported by the 

respondents in the Canadian Community Health Survey could have had an outcome of 

short duration. 

It may be difficult to confirm the injury outcomes reported in the survey, as they 

may not be recorded in physician or hospital records that could be used to confirm the 

injury. It may also be that people forget about injuries that occurred up to 12 months 

prior to being asked. 

5.1.2.3. Interview Bias 

When data is collected by administering questions to a study group, the potential 

for interview bias exists66
• Quality assurance measures were implemented at each step of 

the data collection and processing to monitor the quality of the data. These measures 

included the use of highly skilled interviewers, extensive training with respect to the 

survey procedures and questionnaire, and the observation of interviewers to detect 

problems. Testing of the computer assisted interview application and field tests were 

also essential procedures to ensure the data collection errors were minimized77
. 
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5.1.2.4. Misclassification Bias 

Misclassification of subjects according to ethnic groupings was a potential 

source for bias in this study. The Yukon Territory and Northwest Territories populations 

are comprised of a wide array of ethnic groups. Within the Aboriginal designation, there 

are sub-groups such as Metis, Status Indian, Treaty Indian, and Inuit. It is quite possible 

that some respondents may not self-describe as Aboriginal peoples of North America as 

indicated in the CCHS questionnaire. Aboriginal respondents may not see themselves as 

North American Indian, Metis or Inuit/Eskimo, as indicated in the CCHS questionnaire. 

5.1.2.5. Respondent Misunderstanding Questions 

Respondents may have misunderstood the Support questions (see table C.2, 

Appendix C) in regards to whether the interviewer meant after or before their injury 

event. 

5 .1. 3. Survey Errors 

The difference between the estimates obtained from the sample and the results 

from a complete count under similar conditions is called the sampling error of the 

estimate 77
• The estimates from the CCHS survey are based on a sample of individuals. 

Somewhat different figures might have been obtained if a complete census: had been 

taken using the same questionnaire 77
• 

5.1.3.1. Non-sampling Errors 

Randomly occurring errors over a large number of observations will have little 

effect on estimates derived from the survey. On the other hand, errors occurring 

systematically will contribute to biases in the survey estimates. Steps were taken to 

reduce non-sampling errors in the CCHS Cycle 1.1. Steps taken to reduce non-sampling 

errors included quality assurance measures, which included the use of highly skilled 

interviewers, extensive training regarding survey procedures and questionnaires, and the 

observation of interviewers to detect potential problems 77
• 
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5.1.3.2. Non-response 

A major source of non-sampling errors in surveys is the effect of non-response on 

the survey results. Partial non-response on the CCHS was minimum. Total non-response 

was handled by adjusting the weight of persons who responded to the survey to 

compensate for those who did not respond77
• 

Prior to first contact by an interviewer, an introductory letter and brochure were 

delivered to each selected dwelling. These explained the importance of the survey and 

provided examples of how CCHS (Cycle 1.1) data would be used77
. 

5.1.4. Strengths OfDatabase 

Local health authorities, community groups, and social agencies may use this 

type of information to assist in deciding how resources are allocated to the task of 

improving their community's health. The CCHS information will also be used to 

develop public education campaigns aimed at health promotion and disease prevention. 

Provincial health ministries and federal government departments will use the results of 

the CCHS when making funding decisions, setting priorities and identifying areas of 

concern for legislation, new policies, and programs59
. 

5.2. Profiles Based On Findings 

From the findings of the analysis, profiles were developed regarding a possible 

predisposition to injury. Based on the results from the cross-tabulation and three-way 

tables,·the groups most likely to experience an injury outcome, in descending order, are: 

NWT non-Aboriginal (16%); Yukon Aboriginal (15%); Yukon non-Aboriginal (15o/o); 

NWT Aboriginal (12%) single males, 12-19 and 20-40 years old, who indicated: 

A.) low social support in the categories: Someone To You Help If Confined To Bed 

(18%); Someone To Take You To Doctor (18%); Someone Who Hugs You (19%); 

Someone To Help With Meals (16%) (low), (15%) (medium); Someone To Help 

Get Your Mind Off Things (18%); Someone To Share Worries and Fears With 

(15%) (low), (16%) (medium); Someone Who Understands Your Problem (18%) 

(low), (18%) (medium); and Someone To Love You And Make You Feel Wanted 

(17%). 
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A.1) medium social support in the categories: Someone Who Shows Love and 

Affection (16%); Someone To Help You Understand (16o/o) (medium), (16%) 

(low); Someone To Confide In (16%); Someone Whose Advice You Really Want 

(18%); Someone To Help With A Personal Problem (17%); and Someone To Do 

Something Enjoyable With (15%) (medium), (14%) (high). 

A.2) high social support in the categories: Someone Who Listens (14%); Someone to 

Give You Advice (14%); and Someone To Have A Good Time With (14%), 

(14%) (medium). 

B.) high participation in the exercise categories: Leisure Activity (25%); and Time 

Spent Walking (18%). 

B.l) medium participation in the exercise category: Time Spent Bicycling (23%). 

C.) problems in the sleep/rest categories: Time Spent Sleeping Each Night (18%) 

(less than 7 hours); Trouble Sleeping Or Staying Awake (19%) (trouble sleeping); 

and How Often Sleep Refreshing (17%) (sleep not refreshing). 

D.) Smoking (16%) (ever smoked). 

E.) low sense of self-mastery in the categories: Little Control Over Things (15%) 

(no control over things); (14%) (have control); and Future Depends On You 

(20%) (disagree). 

F.) high consumption levels in the alcohol categories: How Often Did You Drink 

Alcohol (21% ); How Often More Than Five Drinks On One Ocassion (25% ); 

Ever Drunk At.Work, School or Caring For Children (43%); and Ever Drink 

More Than Intended (38%). 

F.l) Age Started Drinking Alcohol (25%) (12-19). 

G.) Satisfied with self(18%) (not satisfied with self). 

5.3. Bivariate Analysis 

There were statistically significant associations found during bivariate analysis as 

indicated in tables 4.5 through 4.41 in section four, results. Summaries of the bivariate 

analysis are given below (sections 5.3.1.- 5.3.9.). Tables for each independent variable 

category, showing significance levels for each of the variables, are provided (tables 5.1-

5.8). 
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5.3 .1 Demographic variables 

Table 5 .1. Demographic Variables 

pUESTION FROM CANADIAN COMMUNITY HEALTH 
SURVEY: 
GEO_PRV (AM_Q03B For which province is 
~our/FNAME's health number?) 
PHHA_SEX (Household Record Variables Sex) 

ETHIN (SD _ Q7 People living in Canada come from many 
different cultural and racial backgrounds. Are/Is you/he/she:) 
AGEGRP (Household Record Variables Date of birth) 

DHHAGRMS (Household Record Variables Marital Status) 

STATISTICAL 
SIGNIFICANCE: 
p~value < 0.001 

p-value < 0.001 

p-value < 0.001 

p-value < 0.001 

p-value < 0.001 

Those respondents living in the Yukon Territory have a slightly higher risk for 

injury than those in the Northwest Territories (15% and 14% respectively) (Odds Ratio 

1.378 and Confidence Interval 0.836- 2.271) (see table 4.51 Results section). Male 

respondents have a higher risk for injury compared to female respondents (17% and 

11% respectively). Table 4.44 indicates that 52% of those injured in the Yukon were 

male compared to 48% for females. Although this is only a slight move away from the 

somewhat even split for injuries stratified by gender and ethnicity as seen in table 4.45, 

it begins to show the effect of geographical location on injury outcome by gender. For 

the NWT (Table 4.44), 71% of those injured in past 12 months were males compared to 

29% for females. Table 4.44 indicates that males living in the NWT have a significantly 

higher probability of experiencing an injury outcome compared to females living in the 

NWT. 

Non-Aboriginal respondents appear to have a higher risk for in jury compared to 

Aboriginal respondents (15% and 12% respectively). The bivariate analysis indicated 

that respondents aged 12-19 years (20%) have a higher risk for injury compared to other 

age groups. When age was stratified by gender, both male (23%) and female (16%) aged 

12-19 appear to have a higher risk for injury. When age was stratified by ethnicity, 

Aboriginal aged 12-19 (15%) and 20-40 (15o/o) have somewhat equal higher risk for 

injury, with non-Aboriginal aged 12-19 (25%) having higher risk for injury compared to 

other age groups. Single respondents are at higher risk injury compared to married 

respondents (17% ). 
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It is interesting to note that although I expected a higher prevalence of injuries 

among the Aboriginal population, I found higher rates for the non-Aboriginal 

population. There may be reasons for the Aboriginal group appearing to be protective 

for injury outcome. It may be that in regions where the Aboriginal population is 

represented in higher than usual proportions to the general population, those Aboriginal 

people may have more equality of access to employment, health services, education and 

decision making processes on issues that directly affect them. Aboriginal representation 

for the NWT and Yukon is 51% and 17% respectively (see table 4.2, Results section). 

There may be a protective effect for living in the Yukon and NWT for the Aboriginal 

populations simply due to the fact that they have power in numbers in these regions and 

are able to demand more equality than normally allocated to Aboriginal populations 

nationally. It may also be that because the CCHS was limited to urban centres, those 

urban Aboriginal respondents (who represent a minority of the general Yukon and NWT 

Aboriginal population) may not accurately represent Aboriginal people in general. The 

particular circumstances and elevated socioeconomic status of Aboriginal people living 

in urban Yukon and NWT is not the norm for the general Aboriginal population found 

in the far northern regions of Canada. The vast majority of Aboriginal people in the far 

north are living in rural and remote communities and may experience a very different set 

of circumstances to those living in regional centres. 

5.3.2. Support Variables 

All answer categories for support group variables (SSMAGRP) begin with the 

question: How often is each of the following kinds of support available to you if you 

need it? All answer categories for SSMAGRP were collapsed into low, medium, and 

high categories. 
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Table 5.2. Support Variables 

QUESTION FROM CANADIAN COMMUNITY HEALTH STATISTICAL 
SURVEY: SIGNIFICANCE: 
SSMAGRP2 ( ... someone to help you if you were confined p-value < 0.001 
~o bed?) 
SSMAGRP3 ( ... someone you can count on to listen to you p-value < 0.001 
when you need to talk?) 
SSMAGRP4 ( ... someone to give you advice about a crisis?) p-value < 0.001 

SSMAGRP5 ( ... someone to take you to the doctor ifyou p~value < 0.001 
needed it?) 
SSMAGRP6 ( ... someone who shows you love and p-value < 0.001 
affection?) 
SSMAGRP7 ( ... someone to have a good time with?) p-value < 0.001 

SSMAGRP8 ( ... someone to give you information in order p-value < 0.001 
~o help you understand a situation?) 
SSMAGRP9 ( ... someone to confide in or talk to about p-value < 0.001 
!Yourself or your problems?) 
SSMAGRP10 ( ... someone who hugs you?) p-value < 0.001 

SSMAGRP12 ( ... someone to prepare your meals if you p-value < 0.001 
twere unable to do it yourself?) 
SSMAGRP13 ( ... someone whose advice you really want?) p-value < 0.001 

SSMAGRP14 ( ... someone to do things with to help you get p-value < 0.001 
!YOur mind off things?) 
SSMAGRP16 ( ... someone to share your most private p-value < 0.001 
tworries and fears with?) 
SSMAGRP17 ( ... someone to turn to for suggestions about p-value < 0.001 
~ow to deal with a personal problem?) 
SSMAGRP18 ( ... someone to do something enjoyable p-value < 0.001 
twith?) 
SSMAGRP19 ( ... someone who understands your p-value < 0.001 
problems?) 
SSMAGRP20 ( ... someone to love you and make you feel p-value < 0.001 
wanted?) 

Note that SSMAGP11 (Question: ... someone to get together for relaxation?) and 

SSMAGRP15 (Question: ... someone to help with daily chores if you were sick?) (see 

table C.2, Appendix C) indicated p-values > 0.25 and were therefore excluded from our 

results. 
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The risk for injury is greatest in the low category for the support variables: 

SSMAGRP2 (Question: ... someone to help you if you were confined to bed?) (18%); 

SSMAGRP5 ( ... someone to take you to the doctor if you needed it?) (18%); 

SSMAGRP10 ( ... someone who hugs you?) (19%); SSMAGRP12 ( ... someone to 

prepare your meals if you were unable to do it yourself?) (16%); SSMAGRP14 ( ... 

someone to do things with to help you get your mind off things?) (18o/o); SSMAGRP19 

( ... someone who understands your problems?) (18%); and SSMAGRP20 ( ... someone 

to love you and make you feel wanted?) (17%). 

The risk for injury is greatest in the medium category for the support variables: 

SSMAGRP6 ( ... someone who shows you love and affection?) (16%); SSMAGRP8 ( ... 

someone to give you information in order to help you understand a situation?) (16% ); 

SSMAGRP9 ( ... someone to confide in or talk to about yourself or your problems?) 

(16%); SSMAGRP13 ( ... someone whose advice you really want?) (18~); 

SSMAGRP16 ( ... someone to share your most private worries and fears with?) (16%); 

SSMAGRP17 ( ... someone to turn to for suggestions about how to deal with a personal 

problem?) (17%); and SSMAGRP18 ( ... someone to do something enjoyable with?) 

(15%). 

The risk for injury is greatest in the high category for the support variables: 

SSMAGRP3 ( ... someone you can count on to listen to you when you need to talk?) 

(14%); SSMAGRP4 ( ... someone to give you advice about a crisis?) (14%); and 

SSMAGRP7 ( ... someone to have a good time with?) (14%). 

5.3 .3. Physical Activity Variables 

All answer categories for physical activity variables (P ACAGRP) were collapsed 

into low, medium, and high categories. 
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Table 5.3. Physical Activity Variables 

QUESTION FROM CANADIAN COMMUNITY HEALTH STATISTICAL 
SURVEY: SIGNIFICANCE: 
P ACAGRP3n (In past 3 months, how many times did you p-value < 0.001 
participate in identified leisure activity ?) (P A_ Q3 About how 
much time did you spend on each occasion?) 
PACAGRP4A (In a typical week in the past 3 months, how p-value < 0.001 
many hours did you usually spend walking to work or to school 
~r while doing errands?) 
tpACAGRP4B (In a typical week, how much time did you p-value < 0.001 
~sually spend bicycling to work or to school or while doing 
~rrands?) 

The risk for injury is greatest in the medium category for the physical activity 

variable P ACAGRP4B (In a typical week, how much time did you usually spend 

bicycling to work or to school or while doing errands?) (23%). 

The risk for injury is greatest in the high category for the physical activity 

variables: PACAGRP3n (In past 3 months, how many times did you participate in 

identified leisure activity?) (P A_ Q3 About how much time did you spend on each 

occasion?) (25% ); and PACAGRP4A (In a typical week in the past 3 months, how many 

hours did you usually spend walking to work or to school or while doing errands?) 

(18%). 

5.3.4. Health & Sleep Related Variables 

All answer categories for general health and sleep related variables 

(GENAGRP03) (How long do you usually spend sleeping each night?) (see table C.2, 

Appendix C) were collapsed into less than 7 hours and more than 7 hours categories. All 

answer categories for GENAGRP04 (How often do you have trouble going to sleep or 

staying asleep?) (see table C.2, Appendix C) were collapsed into trouble sleeping and no 

trouble sleeping categories. All answer categories for GENAGRP05 (How often do you 

find your sleep refreshing?) (see table C.2, Appendix C) were collapsed into sleep 

refreshing and not refreshing categories. 
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Table 5.4. Health & Sleep Variables 

QUESTION FROM CANADIAN COMMUNITY STATISTICAL 
HEALTH SURVEY: SIGNIFICANCE: 
GENAGRP03 (How long do you usually spend sleeping p-value < 0.001 
~ach night?) 
GENAGRP04 (How often do you have trouble going to p-value < 0.001 
sleep or staying asleep?) 
KJENAGRP05 (How often do you find your sleep p-value < 0.001 
~efreshing?) 

The risk for injury is greatest in the less than 7 hours category for the variable 

GENAGRP03 (How long do you usually spend sleeping each night?) (18%). 

The risk for injury is greatest in the trouble sleeping category for the variable 

GENAGRP04 (How often do you have trouble going to sleep or staying asleep?) (19%). 

The risk for injury is greatest in the sleep not refreshing category for the variable 

GENAGRP05 (How often do you find your sleep refreshing?) (17%). 

5.3.5. Smoking Related Variables 

All answer categories for the smoking related varaible (SMKGRP202) (At the 

present time, do/does you/FNAME smoke cigarettes daily, occasionally or not at all?) 

(see table C.2, Appendix C) were collapsed into ever-smoke and non-smoke categories. 

Table 5.5. Smoking Variables 

QUESTION FROM CANADIAN COMMUNITY HEALTH STATISTICAL 
SURVEY: SIGNIFICANCE: 
SMKGRP202 (At the present time, do/does you/FNAME p-value < 0.001 
smoke cigarettes daily, occasionally or not at all?) 

The risk for injury is greatest in the ever-smoke category for the variable 

SMKGRP202 (At the present time, do/does you/FNAME smoke cigarettes daily, 

occasionally or not at all?) (16%). 
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5.3.6. Self Mastery Variables 

All answer categories for the self-mastery variable (MASGRP601) (You have 

little control over the things that happen to you) (see table C.2, Appendix C) were 

collapsed into no control over things and have control categories. All answer categories 

for MASGRP606 (What happens to you in the future mostly depends on you) (see table 

C.2, Appendix C) were collapsed into agree future depends on you and disagree 

categories. 

Table 5.6. SelfMastery Variables 

QUESTION FROM CANADIAN COMMUNITY STATISTICAL 
~ALTH SURVEY: SIGNIFICANCE: 
MASGRP60 1 (You have little control over the things that p-value = 0.022 
bappen to you) 
MASGRP606 (What happens to you in the future mostly p-value < 0.001 
kiepends on you) 

The risk for injury is greatest in the no control over things category for the 

variable MASGRP601 (You have little control over the things that happen to you) 

(15%). 

The risk for injury is greatest in the disagree future depends on you category for 

the variable MASGRP606 (What happens to you in the future mostly depends on you) 

(20%). 

5.3.7. Not Enough To Eat Variables 

Note that the food insecurity variables (FINAGRPl) (Q1 ... worry that there 

would not be enough to eat because of a lack of money?) (see table C.2, Appendix C) 

and FINAGRP3 ( ... not eat the quality or variety of foods that you wanted to eat 

because of a lack of money?) (see table C.2, Appendix C) indicated p-values > 0.25 and 

were therefore excluded from our results. It is interesting to note that although there is 

unusually high unemployment rates for both Yukon and NWT, respondents did not 

report worrying about enough to eat. It may be that people are hesitant to admit this type 

of worry to a stranger for fear of embarrassment. One other explanation could be that 

because wild meat is supplied to local Indian Band members for free, that one sub

population, amongst the general Aboriginal population, does not need to worry about 
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having enough meat supply. The CCHS may require different strategies to get more 

accurate data on the issue of food security. 

5.3.8. Alcohol Related Variables 

All answer categories for the alcohol related variables (ALCAGRP2) (During the 

past 12 months, how often did you/he/she drink alcoholic beverages?) (see table C.2, 

Appendix C); ALCAGRP3 (How often in the past 12 months have/has you/he/she had 5 

or more drinks on one occasion?) (see table C.2, Appendix C); and ALDAGRP8 (In the 

past 12 months, did you ever drink much more or for a longer period of time than you 

intended?) (see table C.2, Appendix C) were collapsed into low, medium, and high 

categories. 

All answer categories for ALCAGRP8 (Not counting small sips, how old 

were/was you/he/she when you/he/she started drinking alcoholic beverages?) (see table 
I 

C.2, Appendix C) were collapsed into 12-16 and 17-21 age group categories. 

All answer categories for ALDAGRP2 (In the past 12 months, have you ever 

been drunk or hung-over while at work or school or while taking care of children?) (see 

table C.2, Appendix C) were collapsed into not frequent, frequent, and very frequent 

categories. 

Table 5.7. Alcohol Variables 

QUESTION FROM CANADIAN COMMUNITY HEALTH STATISTICAL 
SURVEY: SIGNIFICANCE: 
k\LCAGRP2 (During the past 12 months, how often did p-value < 0.001 
tyou!he/she drink alcoholic beverages?) 
~LCAGRP3 (How often in the past 12 months have/has p-value < 0.001 
tyou/he/she had 5 or more drinks on one occasion?) 
~LCAGRP8 (Not counting small sips, how old were/was p-value < 0.001 
~ou/he/she when you/he/she started drinking alcoholic 
[beverages?) 
~LDAGRP2 (In the past 12 months, have you ever been drunk p-value < 0.001 
pr hung-over while at work or school or while taking care of 
~hildren? How many times? Was it:) 
k\LDAGRP8 (In the past 12 months, did you ever drink much p-value < 0.001 
!more or for a longer period of time than you intended? How 
!many times? Was it :) 
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The risk for injury is greatest in the high categories for the variables: 

ALCAGRP2 (During the past 12 months, how often did you/he/she drink alcoholic 

beverages?) (21 %) and ALCAGRP3 (How often in the past 12 months have/has 

you/he/she had 5 or more drinks on one occasion?) (25%); and ALDAGRP8 (In the past 

12 months, did you ever drink much more or for a longer period of time than you 

intended? How many times? Was it:) (38%). 

The risk for injury is greatest in the category age group 12-16 for the variable 

ALCAGRP8 (Not counting small sips, how old were/was you/he/she when you/he/she 

started drinking alcoholic beverages?) (25% ). 

The risk for injury is greatest in the category frequent for the variable 

ALDAGRP2 (In the past 12 months, have you ever been drunk or hung-over while at 

work or school or while taking care of children? How many times? Was it:) (43o/o). 

5.3.9. Satisfied With SelfVariable 

All answer categories for the satisfied with self variable (SFEGRP505) (On the 

whole you are satisfied with yourself) (see table C.2, Appendix C) were collapsed into 

satisfied with self and not satisfied with self categories. 

Table 5.8 Satisfied With SelfVariable 

QUESTION FROM CANADIAN COMMUNITY STATISTICAL 
HEALTH SURVEY: SIGNIFICANCE: 
SFEGRP505 (On the whole you are satisfied with p-value < 0.001 
lYOurself) 

The risk for injury is greatest in the category not satisfied with self for the 

variable SFEGRP505 (On the whole you are satisfied with yourself) (see table C.2, 

Appendix C) (18% ). 

5.4. How Results ofCCHS Analysis Compare To Findings Of Literature Review 

Non-Aboriginal peoples have a higher risk for injury compared to Aboriginal 

peoples in the far northern regions of Canada. The seemingly protective status for injury 

outcome for the Aboriginal group is not supported by the literature. The Yukon and 
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NWT health reports do not stratify by ethnicity. Literature regarding the general 

Canadian population indicates that Aboriginal populations experience negative health 

status disparities, including injury outcomes when compared to non-Aboriginal 

populations. Aboriginal peoples have experienced significantly greater mortality risks 

mainly because of injuries and poisoning27
• The leading causes of death in Aboriginal 

populations are intentional and non-intentional injuries30
. Aboriginal children were six 

times more likely to die in accidents as teenagers, compared to other Canadians30
• 

Aboriginal peoples experience the highest unemployment and lowest income levels 

compared to non-Aboriginal peoples. It may be that non-Aboriginal peoples experience 

a higher prevalence of injury due to their higher exposure to injury related activities 

such as employment and costly leisure activities involving motorized equipment such 

as: boats; motorcycles; all terrain vehicles; ski-doos; and other leisure activities 

involving high costs, and associated high injury risk. The fact that the C~HS was carried 

out by telephone and restricted to regional centres may have had an influence on 

capturing and narrowing the range of the social classes to which Aboriginal peoples 

belong. A majority of Aboriginal peoples in the far north do not live in the regional 

centres. Those Aboriginal peoples living in remote areas may have a greater exposure to 

injury outcome due to the harsh environment and subsequently harsh lifestyle associated 

with remote community living. Those Aboriginal peoples living in regional centres have 

a greater chance of not having a telephone due to the low economic status they 

experience. Those Aboriginal peoples living in regional centres and having telephones 

may only be representative of a narrow and unique sub-group of the general Aboriginal 

population in the far north. 

It is interesting to note that although I expected a higher prevalence of injuries 

among the Aboriginal population, I found higher rates for the non-Aboriginal 

population. There may be reasons for the Aboriginal group appearing to be protective 

for injury outcome. It may be that in regions where the Aboriginal population is 

represented in higher than usual proportions compared to the general population, those 

Aboriginal people may have more equality of access to employment, health services, 

education, and decision making processes on issues that directly affect them. Aboriginal 

representation for the NWT and Yukon is 51 o/o and 17o/o respectively (see table 4.2, 
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Results section). There may be a protective effect for living in the Yukon and NWT for 

the Aboriginal populations simply due to the fact that they have power in numbers in 

these regions and are able to demand more equality than normally allocated to 

Aboriginal populations nationally. It may also be that because the CCHS was limited to 

urban centres, those urban Aboriginal respondents (who represent a minority of the 

general Yukon and NWT Aboriginal population) may not accurately represent 

Aboriginal people in general. The particular circumstances and elevated socioeconomic 

status of Aboriginal people living in urban Yukon and NWT is not the norm for the 

general Aboriginal population found in the far northern regions of Canada. The vast 

majority of Aboriginal people in the far north are living in rural and remote communities 

and may experience a very different set of circumstances to those living in regional 

centres. 

Single, male respondents aged 12-19 and 20-40 years are at high risk for injury 

in the far northern regions of Canada. The literature review supports this finding as 

indicated in health reports from the Yukon and Northwest Territories. NWT residents 

have indicated that injury prevention programs aimed at children and elders must be a 

priority even though it is acknowledged that the majority of injuries causing death occur 

in males aged 14-44 years55
• 

The findings from the support variables: SSMAGRP2 (Question: ... someone to 

help you if you were confined to bed?); SSMAGRP5 ( ... someone to take you to the 

doctor if you needed it?); SSMAGRPlO ( ... someone who hugs you?); SSMAGRP12 

( ... someone to prepare your meals if you were unable to do it yourself?); SSMAGRP14 

( ... someone to do things with to help you get your mind off things?); SSMAGRP19 ( ... 

someone who understands your problems?); and SSMAGRP20 ( ... someone to love you 

and make you feel wanted?) indicate that those respondents in the low answer category 

are a higher risk for injury. These particular support variables touch on the idea of 

having social support systems that deal directly with help for health problems and 

providing a sense of belonging. 

The findings from the support variables: SSMAGRP6 ( ... someone who shows 

you love and affection?); SSMAGRP8 ( ... someone to give you information in order to 

help you understand a situation?); SSMAGRP9 ( ... someone to confide in or talk to 
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about yourself or your problems?); SSMAGRP13 ( ... someone whose advice you really 

want?); SSMAGRP16 ( ... someone to share your most private worries and fears with?); 

SSMAGRP17 ( ... someone to tum to for suggestions about how to deal with a personal 

problem?); and SSMAGRP18 ( ... someone to do something enjoyable with?) indicate 

that those respondents in the medium answer category are at higher risk for injury. 

These particular support variables are more orientated towards the idea of having social 

support networks that provide for advice and the opportunity to share private concerns. 

The findings from the support related variables are supported by the literature. 

Populations that are low on the socioeconomic scale also experience a negative impact 

regarding the social aspect of health and well-being33
• Good health involves having 

good relationships with others. These positive relationships may be a key to good health 

outcomes. The ability of individuals and populations to be able to make healthy life 

choices and experience a sense of well-being, influences their health stat~s33 • The social 

environment and lifestyle differences contribute to health disparities among different 

groups. The poor experience a sense of fatalism, powerlessness, and isolation which 

results in them being more likely to die from injuries and violence37
'
38

'
39

• Positive health 

outcomes are relative to the individual's social, economic, political, and cultural roles 

and functions34
'
39

• Disparities in injury rates among Aboriginal peoples compared to 

non-Aboriginal peoples may be symptomatic of the historical and contemporary context 

of their life experience that has led to a collective lowered feeling of self-esteem and 

sense of self-worth39~53 . 

The findings from the support variables: SSMAGRP3 ( ... someone you can 

count on to listen to you when you need to talk?); SSMAGRP4 ( ... someone to give you 

advice about a crisis?); and SSMAGRP7 ( ... someone to have a good time with?) 

indicate that those respondents in the high answer category are at higher risk for injury. 

The findings from the support related variables above are not supported by the literature 

review if they are considered as indicators for having good social support networks, a 

sense of belonging, and access to leisure activities. It may be that even though 

respondents have someone to count on to listen to them when they need to talk, receive 

advice about a crisis or have good time with, those variables in themselves do not 

change the overall situation which may predispose people to injury. Respondents may 
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The findings from the physical activity variable P ACAGRP4B (In a typical week, 

how much time did you usually spend bicycling to work or to school or while doing 

errands?) indicate that those respondents in the medium answer category are at higher 

risk for injury. 

The findings from the physical activity variables: P ACAGRP3n (In past 3 

months, how many times did you participate in identified leisure activity?) (P A_ Q3 

About how much time did you spend on each occasion?); and P ACAGRP4A (In a 

typical week in the past 3 months, how many hours did you usually spend walking to 

work or to school or while doing errands?) indicate that those respondents in the high 

answer category are at higher risk for injury. 

The findings from variable P ACAGRP3n are supported by the literature review 

with regards to a high rate of injuries associated with leisure activities involving 

motorized vehicles but this may be to general to apply to this finding. The literature 

review does not include any specific information regarding bicycling or walking in 

particular but indicated that recreational activities do influence health. The utilization of 

recreational vehicles such as quads and snowmobiles is on the rise in the NWT but there 

is a lack of resources required to monitor there safe usage 55
. Materialist explanations 

indicate that populations experiencing low socioeconomic status are unable to access 

financial and other resources required to maintain their own health and protect 

themselves from hazardous physical or social environments31
• People indicated that their 

health was determined by factors not normally associated with the clinical model of 

health. Factors such as housing conditions, lifestyle choices, recreational activity, 

economic status, education, and public health information influenced their health 56
• 

The findings from the health and sleep related variable GENAGRP03 (How long 

do you usually spend sleeping each night?) indicate that those respondents in the less 

than 7 hours answer category are at higher risk for injury. The findings from the health 

and sleep related variable GENAGRP04 (How often do you have trouble going to sleep 

or staying asleep?) indicate that those respondents in the trouble sleeping answer 

category are at higher risk for injury. The findings from the health and sleep related 

variable GENAGRP05 (How often do you find your sleep refreshing?) indicate that 

those respondents in the sleep not refreshing answer category are at higher risk for 
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those respondents in the sleep not refreshing answer category are at higher risk for 

injury. The findings from sleep related variables GENAGRP03 and GENAGRP04 are 

supported by the literature. Elevated stress levels have been associated with lack of 

sleep. The ability to effectively cope with daily stressful events has been associated with 

sleep levels. Injury outcomes have been associated with stress levels and lack of sleep48
-

52 

The findings from the self-mastery variable MASGRP60 1 (You have little 

control over the things that happen to you) indicate that those respondents in the no 

control over things answer category are at higher risk for injury. The findings from the 

self mastery variable MASGRP606 (What happens to you in the future mostly depends 

on you) indicate that those respondents in the disagree future depends on you category 

are at higher risk for injury. These variables are associated with sense of self worth and 

mastery over the context in which one finds themselves. 

The findings from the self-mastery variables above are supported by the literature 

review. The ability of individuals and populations to be able to make healthy life 

choices and experience a sense of well-being, influences their health status33
. The social 

environment and lifestyle differences contribute to health disparities among different 

groups. The poor experience a sense of fatalism, powerlessness, and isolation which 

results in them being more likely to die from injuries and violence37
•
38

•
39

• Disparities in 

injury rates among Aboriginal peoples compared to non-Aboriginal peoples may be 

symptomatic of the historical and contemporary context of their life experience that has 

led to a collective lowered feeling of self-esteem and sense of self-worth39
•
53

• 

The findings from the alcohol related variables: ALCAGRP2 (During the past 12 

months, how often did you/he/she drink alcoholic beverages?); ALCAGRP3 (How often 

in the past 12 months have/has you/he/she had 5 or more drinks on one occasion?); and 

ALDAGRP8 (In the past 12 months, did you ever drink much more or for a longer 

period of time than you intended? How many times? Was it :) indicate that those 

respondents in the high answer category are at higher risk for injury. 

The findings from the alcohol related variable ALCAGRP8 (Not counting small 

sips, how old were/was you/he/she when you/he/she started drinking alcoholic 
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beverages?) indicate that those respondents in the age group 12-16'answer category are 

at higher risk for injury. 

The findings from the alcohol related variable ALDAGRP2 (In the past 12 

months, have you ever been drunk or hung-over while at work or school or while taking 

care of children? How many times? Was it:) indicate that those respondents in the 

frequent answer category are at higher risk for injury. 

The findings from alcohol related variables are supported by the literature. 

Higher rates of alcohol use among Aboriginal peoples contributes significantly to the 

higher mortality rates, particularly deaths related to injury, accidents, and 

violence39·40
•
41

•
42

-
46

. The high rate of death from injuries (including suicide) has been 

related to unemployment, drug and alcohol abuse, mental illness, and socioeconomic 

status41
. Alcohol and drug abuse is on the rise in the NWT, which raises the risk for 

injury55 . 

The findings from the satisfied with self variable SFEGRP505 (On the whole 

you are satisfied with yourself) indicate that those respondents in the not satisfied with 

self answer category are at higher risk for injury. 

The findings from the satisfied with self variable are supported by the literature. 

The social environment and lifestyle differences contribute to health disparities among 

different groups. The poor experience a sense of fatalism, powerlessness, and isolation 

which results in them being more likely to die from injuries and violence37·38·39. 

Disparities in injury rates among Aboriginal peoples compared to non-Aboriginal 

peoples may be symptomatic of the historical and contemporary context of their life 

experience that has led to a collective lowered feeling of self-esteem and sense of self

worth39·53. Injuries of the spirit are occurring and are the most difficult to heal. These 

types of injuries are often the underlying cause for physical injuries. The injury rates in 

the NWT surpass those of all other Canadian jurisdictions55. 

5.5. What Can Be Done Regarding Research Methodologies 

Typically, researchers employ Haddon's Matrix framework for conceptualizing 

injury prevention and control. Haddon's Matrix examines an injury event from the 

perspective of the person who experienced an injury, the injury event itself, and the 
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The effectiveness of the CCHS at getting at issues that may influence injury 

prevalence among the Aboriginal population in the far north is limited by the idea that 

the survey questions are ,hinged on the Haddon's matrix. Haddon's matrix limits the 

ability of the survey instrument to effectively ascertain injury prevalence among 

Aboriginal populations. Haddon's matrix also limits the survey instrument at exploring 

crucial variables that may influence injury outcomes among Aboriginal populations. 

This factor may explain why the results from the analysis of the CCHS are contrary to 

my expectations and in part contradict the literature indicating historical and ongoing 

health status disparities existing between Aboriginal and non-Aboriginal populations in 

general. The questions that were asked in the CCHS are not able to get into the deeper 

level interpretation that my cultural vitalization sections ( 5.7.- 5.9.) are attempting. 

Table 5.9 Haddon's Matrix 

Pre-Event Event Post Event 

Person e.g. age, gender, e.g. severity, e.g. resulting 
alcohol use, history previous injury, condition, family 

other conditions support 
Injury Agent what actually caused How was it used? what was done to 

the injury? (i.e. tool) prevent future 
occurrences? 

Environnemental (i.e. level of neighbors, family, court support, 
social, physical) community/family willingness to get community 

tolerance involved awareness of support 
systems 

5.6. Summary Of Context In Which Aboriginal Health Plays Out 

Health and illness cannot be fully understood by limiting our knowledge to 

biomedical information. Health practitioners often view health from strictly a biological 

perspective. The criteria for good health is often limited to asking if the individual is 

able to function and fulfill their expected roles in society. Negative health outcomes are 

often defined as originating from the individual. Treatment is often geared towards 

altering the individual in order to facilitate improving their health status. Health must be 

seen in a more holistic manner. Health transcends the physical body and includes a state 
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ofwell-being which includes community, family, and inter-action with one's 

environment. When defining Aboriginal population health determinants, research could 

include an examination of the social origins of illness that stem from the social 

inequalities and imposed ideologies of the larger society. Health care programs designed 

for Aboriginal populations could take into account cultural perspectives pertaining to 

health. 

Sustaining a healthy condition is only possible when individuals and the 

community are able to achieve a state of physical, emotional, and social well-being. The 

role of health promotion and health services must contribute to creating those conditions 

necessary for empowering individuals and communities to cope with, or change those 

factors that influence their health. Health and well-being is viewed by the individual and 

community as something relative to the social, economical, and cultural experiences 

they live with in their daily lives. 

Aboriginal peoples see effective intervention requiring a combination of 

biomedicine and Aboriginal Traditional Healing. There are advantages to incorporating 

a more holistic healing model. Holistic healing encourages people to assume greater 

responsibility for their own health and well-being. It also encourages the health 

practitioners to gain knowledge of all the factors influencing the patient's health and 

well-being. Health cannot be separated and treated in isolation from the conditions in 

which people live. A common Aboriginal perspective regarding well-being is one that 

sees good health as an absence of trouble and an ability to actively participate in the 

social systems of their community. 

Many causes of morbidity and mortality have come to be seen as part of the 

natural life cycle within the Aboriginal community. Aboriginal people often share 

similar low socioeconomic conditions that predispose them to the various negative 

health outcomes they experience. One of the consequences of low socioeconomic status 

is that social support systems are often not in place to help deal with health problems. 

Health care models could be developed that do not position Aboriginal peoples 

as passive victims of the negative social change they have experienced. Health care 

systems designed and operated by Aboriginal people could take into account the effects 

of culture on health. Health practitioners operating from within the biomedical model 
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lack an understanding regarding Aboriginal concepts of what causes poor health, how it 

manifests itself, and the culturally appropriate responses for improving health and well

being. 

The efficacy of Aboriginal traditional medicine should be examined from within 

its proper social and cultural context. Just as definitions of health differ between 

cultures, so do perspectives of what constitutes an effective treatment aimed at 

improving health. Some Aboriginal people view poor health as an indication of breaches 

of the moral order or the specific rules and regulations of the society in which they live. 

Aboriginal culturally specific health determinants may be seen as requiring culturally 

specific interventions that may not be part of the biomedical model. There comes a point 

where it does not matter whether the traditional medicinal practices of Aboriginal 

peoples corresponds to object reality, as defined by the biomedical model. The fact 

remains that the Aboriginal patient believes in these culturally specific interventions and 

belongs to a society that believes in them. 

An Aboriginal community health care facility should be perceived by the 

members it serves, as community owned. The distancing of health care workers from the 

individual community members could be reversed so that health care services become a 

matter of intimate interaction with the people it serves. 

Other methodologies could be developed that may be more culturally specific. 

Haddon's Matrix could be modified to incorporate other variables that may enhance 

injury data collection and analysis (see Enhanced Haddon's Matrix Table 5.10). The 

enhanced matrix is presented as possible alternative to the standard Haddon matrix. The 

writer participated in developing this matrix at the November 2003 Listening For 

Direction on Injury Workshop, Regina, hosted in part by Canadian Institutes of Health 

Research. Those variables examined in my analysis and discussed in the literature 

review or discussion sections, are highlighted in bold type. Except for the variable, what 

was done to prevent future occurrences, all of those highlighted variables indicated 

statistical significance at the p-value < 0.25 during the bivariate analysis stage. Those 

variables not in bold type represent areas that future research needs to examine as 

potential variables influencing health outcomes. The fact that the CCHS was unable to 

provide information on the variables indicated in the enhanced version of Haddon's 
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Matrix is an important comment on the CCHS design. The CCHS may not have been 

the most suitable research instrument to examine Aboriginal injury prevalence and 

related factors. 

Traditional epidemiology includes studies of distribution, condition, and factors 

that influence injury outcomes. The information is used to provide preventative, public 

health, and clinical services to deal with injuries. A much broader approach could 

include utilization of the community members to collect health information and to work 

alongside the experts in order to better understand the epidemiology of injuries. 

Aboriginal peoples could make recommendations for better methodologies based on 

their intimate knowledge of their community needs and health concerns. 
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Table 5.10.Enhanced Haddon's Matrix 

Aboriginal Aboriginal Pre-Event Event Post Event 
Traditional Traditional 

Worldview e.g. Factors 
Nation specific 

worldview 
Individual e.g. roles, e.g. tensions, e.g. age, e.g. severity, e.g. resulting 

intergenerational expectations gender, previous condition, 
factors, each alcohol use injury, other family 
person has support 

unique 
circumstances 

Community e.g. values, e.g. customs 
perceptions, 

beliefs 
Injury Agent e.g. spirit e.g. breach of e.g., what e.g., how was e.g., what 

intrusion, way norms actually that agent was done to 
of living, land, associated caused the being used? prevent 
food, culture with injury? future 

worldview injury? 
Environment e.g. cultural Customs e.g. level of e.g. Community 

erosion, coping associated community neighbors, awareness of 
mechanisms, with or family family support 
relationships world view tolerance willingness systems 

to get 
involved 

Policy e.g. bias towards Customs 
gender, who 
decides what 

Source: Listening For Direction Workshop. 

5.7. What Can Be Done To Improve Health Outcomes: Considering The Historical 

And Current Context: Introduction 

In this thesis, I presented injury data from the CCHS Cycle 1.1. I also outlined 

what the Yukon and NWT governments and community groups propose as they move 

towards improving health outcomes and implement injury prevention strategies. My 

findings from the analysis of the CCHS indicated that injury prevalence is highest with 

the non-Aboriginal male for both the Yukon and NWT. I also indicated why I thought 

that those findings may not be an accurate representation of injury prevalence in the far 

north. I presented the shortcomings to utilizing Haddon's matrix in designing survey 
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instruments that are attempting to ascertain health data and examine variables that may 

be influential regarding injury outcomes among Aboriginal populations. I discuss 

selection bias in section 5.1.2.1. and indicate that the Aboriginal population sample 

utilized by the CCHS may not be accurately representative of the general Aboriginal 

populations in the Yukon and NWT. 

In the following sections, I expand on the need to address bigger issues that may 

be important if we are to see improvements in Aboriginal health and decreasing the 

prevalence of injury outcomes for Aboriginal peoples. I emphasize the need for a move 

towards cultural vitalization. The proposition of moving towards cultural vitalization is 

supported by the profiles discussed in section 5 .2., that were developed from the 

findings of the analysis of the CCHS. I propose that the issues presented in this section 

are the real issues and that simple injury prevention strategies will not work in terms of 

addressing the underlying factors that contribute to the health status disparities found 

between Aboriginal and non-Aboriginal populations that have not been accurately 

captured by the CCHS. I am suggesting that the variables found in the enhanced 

Haddon's matrix (table 5.10) need to be included in future research aimed at examining 

health outcomes of Aboriginal populations. Further, that those variables strongly suggest 

the need for cultural vitalization if they are influential on injury prevalence in 

Aboriginal populations. 

The Canadian government's policies designed towards the forced assimilation of 

Aboriginal peoples have left a trail of post-traumatic stress disorder. Programs of 

assimilation, in particular, can be seen as forms of prolonged terror perpetuated on 

Aboriginal peoples for generations9
• Recorded testimonies from Aboriginal peoples 

from various communities across Canada have described how their culture has been 

eroded as result of government assimilation policies, racism, and discrimination39
•
64

. 

Issues such as racism, abuse, and identity problems are part of the concerns faced by 

Aboriginal peoples. Aboriginal spirituality, as a form of therapy, appears well suited to 

deal with these issues of trauma, abuse, racism, and identity confusion9
• 
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5. 7 .1. Listening For Direction Workshop, Aboriginal Model For Injury Research 

An Aboriginal model for injury research could be realized that takes into account 

the unique circumstances, cultural values, and worldviews held by Aboriginal 

populations. As indicated in the enhanced Haddon's matrix, variables that could be 

included would take into account Aboriginal traditional worldviews, values, perceptions, 

and beliefs. Unique cultural interpretations of what causes or cures health outcomes 

could be employed in research strategies aimed at understanding Aboriginal health. 

Cultural beliefs such as spirit intrusion, spiritual laws of how to respect the land, and 

proper food consumption based on cultural customs could be part of the overall 

strategies to better understand Aboriginal health issues. The November 2003 Listening 

For Direction on Injury Workshop presented the following model that could be modified 

to suit the needs of a particular group with their own unique circumstances. This model 

was developed through the input of participants of the workshop, includi~g the writer of 

this thesis. 

Figure 5.1. Aboriginal Model of Injury Research 

Aboriginal Model of Injury 
Research 

Source: Listening For Direction Workshop. 
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5. 7 .2. Enhanced Research Process 

When injury research is carried out, it is important to involve all the 

stakeholders. Agencies such as First Nations and Metis political groups, Municipal 

government, recreation agencies, Fire, Ambulance and Protective services, Parent and 

Youth groups, Seniors/Elders, and government agencies such as Health and Social 

services all could be included in the research project. Public health can contribute to 

reducing injury by including a broader range of stakeholders in injury prevention 

programs. Expertise could be drawn from groups or agencies that specialize in 

advocacy, surveillance, data analysis, research, training, needs assessments, public 

education, and intervention 68
. 

It has been shown that Aboriginal peoples respond to situations where respect 

and application of traditional culture is applied. Elders who avoided going to medical 

services in the past have become more comfortable with services since the use of their 

language has been put in place. Cultural and language compatibility has been a key 

reason for some health center's success in the community9
• Funds for the development 

and administration of health programs should be provided to the Aboriginal 

communities. Aboriginal control of program development is fundamental to designing 

culturally and locally appropriate services9
• 

There are health care centers that are culturally sensitive and that employ mostly 

Aboriginal peoples and are administered by mostly Aboriginal board members. These 

health centers employ traditional teachings of Aboriginal medicinal practices that help 

people to overcome their sense of loss of pride in Aboriginal heritage, loss of dignity 

due to racism, and help to reinstitute traditional cultural and religious ceremonies9
• 

Groups like the Aboriginal Nurses Association of Canada promote better health care for 

Aboriginal peoples. The association promotes culturally appropriate health care for 

specific Aboriginal groups that have different cultural values9
. Some progress has been 

made towards self-empowerment strategies through health transfer authority initiatives. 

As communities begin to take on responsibility for their own health care programs, we 

may see more changes in the design and manner in which health care services are 

delivered to Aboriginal peoples. 
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5.7.3. Aboriginal Traditional Practices 

The relevance of vitalizing Aboriginal traditional practices, to this thesis and 

research objectives, is that because the effect of cultural fragmentation experienced by 

Aboriginal peoples contributes to their historical and ongoing negative health status, 

cultural vitalization is seen as potential means to reducing the prevalence of negative 

health outcomes including injuries. Discourse on cultural vitalization helps to illuminate 

the historical context and is part of the contemporary contingencies of the people of the 

Yukon and NWT. 

Vitalizing Aboriginal spirituality may assist some Aboriginal peoples to live in a 

state of well being, in addition, contribute to improving their circumstances. The 

involvement with the spiritual world may help Aboriginal peoples to move away from 

depression, suicide, and living in unhealthy conditions. Improving one's sense of well 

being helps towards the improvement of one's health in general. Aboriginal peoples had 
I 

established their own means of dealing with health problems. Traditional Healers have 

been utilized for a variety of physical and mental ailments. Spiritual healing is another 

reason Aboriginal peoples utilized Traditional Healers8
'
9

. 

The effect of Christian missionaries depicting traditional healing methods as 

paganistic succeeded in having many Aboriginal peoples turn away from their 

Traditional Healers. Christian missionaries often convinced converted Aboriginal 

peoples that the Traditional Healers were praying to the devil and that evil was the 

source of the Traditional Healer's power8
. As a result, many Aboriginal peoples turned 

away from their culturally traditional healing methods. Further, through the Indian Act 

prohibitions, the government outlawed the Potlatch and Sun Dance, the two main 

Aboriginal spiritual ceremonies. Many Elders and Traditional Healers were prosecuted 

and forced to conceal their involvement in spiritual traditions8
'
9

• Aboriginal peoples 

were forced to participate in traditions, cultures, and spiritual beliefs, which were not of 

their own culture but that of the dominant society. The Christian churches and the 

government are responsible for many years of oppression and abuse. Aboriginal peoples 

were forced to denounce their culture, language and spirituality, and to assume non

Aboriginal traditions. As a result, Aboriginal peoples became separated from their 

culture and traditions8
• 
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For many, the strength of the Aboriginal individual lies in their spiritual belief 

and involvement in the rituals and communications with the spirit world. Society in 

general, following government sentiments, discriminated against Aboriginal peoples for 

practicing any aspects of the Aboriginal culture. Aboriginal peoples were faced with the 

possibility of being arrested, and incarcerated, by the Canadian criminal justice system if 

they were involved with Potlatches or Sun Dances9
• Subsequently, the Elders were 

unable to pass on cultural and spiritual beliefs to the children. Further, Aboriginal 

children were removed from their communities and placed in Christian based residential 

schools. The lives of many Aboriginal peoples have been drastically changed by their 

experiences in residential schools. The missionaries pressured the remaining family 

members in the communities to convert to Christianity. Aboriginal peoples experienced 

violence and abuse inflicted on them by the missionaries69
. 

Today, some Aboriginal peoples are returning to their traditional practices. The 

liberation, the rebirth of Aboriginal peoples may be achieved through their ability to 

maintain their laws and their relationship with their Creator69
• Aboriginal peoples have 

resisted war with the dominant society because the only way to live, according to 

Aboriginal law, is to live in peace and harmony69
• 

The road back to Aboriginal spirituality is a rough one. Aboriginal peoples are 

outsiders on their own land. The RCAP documented Aboriginal Elders describing the 

hardships that Aboriginal peoples face in trying to live the way of life they inherited 

from their ancestors. For Aboriginal peoples, spirituality permeates all aspects of life. 

Life itself is a sacred ceremony, each moment alive with awareness of the presence of 

the Creator in the gifts of Mother Earth10
• For Aboriginal peoples, the sacred laws from 

the Creator are difficult to follow because of laws made by the dominant society. A 

description of the obstructions that Aboriginal peoples face when trying to live a 

traditional life was told to the RCAP, by Dennis Thome, an Oglalah Sioux10
: 

When traditional spiritual people cross the border to come to Canada or go to 
the U.S., we are molested and harassed by border customs .... Another question 
asked [us] is: do we have any animal parts? When I cross the border I may 
have eagle feathers, eagle wings, eagle bone whistle, eagle claws, bear grease, 
buffalo fat, animal skins- these are used for ceremonial purposes-as well as 
many medicinal plants and herbs. Again, I have no recourse or 
protection .... Our sacred sites, such as medicine wheels, petrogliphs, rock 
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rock paintings, fasting places, pipestone quarries, mounds and other 
ceremonial places are all controlled by man-made and non-Native institutions. 
Traditional people do not want to be tourists to their culture but have access 
for spiritual practice and beliefs. Many traditional people do not have their 
own land today. We are charged by different agencies if we pick medicines or 
cut willows for ceremonial purposes in national or provincial parks. They are 
often the only clean places left to pick medicines10

• 

The practicing of Aboriginal spirituality has also been restricted in part due to 

social constructs of the dominant society being imposed upon Aboriginal peoples 10
• 

These socially constructed rules and regulations restrict Aboriginal people's ability to 

experience Aboriginal spiritual practices. The fact that people are made tourists to their 

own spirituality and traditions, has increased the difficulties Aboriginal people face 

when returning to traditionallifestyles10
• Additional concerns were relayed to the Royal 

Commission of Aboriginal Peoples10
. 

Others reiterated concerns that access to the trees, animals and natural resources 
necessary to conduct ceremonies be available to traditional people without the 
need to obtain licenses or the threat of being arrested. Commissioners were 
asked for assurances that sacred sites would be protected and access to them 
guaranteed ... the mountains-sites where sacred ceremonies are performed were 
never a part of the treaty negotiations. These sites are not part of reserves but 
are on what are now deemed provincial and federal Crown lands10

• 

The imposition of the dominant society is felt through the laws that were 

designed outside of the needs of Aboriginal culture. Hunting laws decrease the ability of 

Aboriginal peoples to feed and clothe their families, and restricts their ability to freely 

practice traditional spiritual ceremonies. Birds or animals that are required to perform 

rituals are not always accessible by Aboriginal peoples. As well, access to sacred places 

is restricted by the laws of the dominant society10
• Aboriginal Elders indicate that on the 

land there were many sacred places where religious ceremonies were conducted by 

individuals and groups14
• Aboriginal peoples have maintained a close connection to the 

land. Aboriginal peoples depended on it to provided sites for vision quests, burials, and 

places to plant and harvest special types of plants that were very important in their 

religious life. The land also provided material such as ochre used in painting and 

religious ceremonies, and sacred rocks used to mark sacred places such as the medicine 

wheel and burial sites14
• 
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Aboriginal peoples increasingly lost control of their lands, and other elements of 

their environment. They became separated from many of their symbols of history and 

culture70
•
15

• Aboriginal peoples express to the RCAP, what they feel needed to be 

addressed, in regards to the loss and the misuse of their sacred objects15
: 

Protection of historical and sacred sites, recovery of human remains so that 
proper burial can be arranged, repatriation of artifacts that are the private 
property or sacred inheritance of particular families and communities - the 
spiritual health of nations and communities. Concerns about appropriation of 
cultural property and uses that violate the rules of propriety in the culture in 
which the property originates extend beyond material objects and include 
intellectual property as well15

• 

The deep bond to the land applies to most of the Aboriginal cultures in Canada. 

To many Aboriginal people, identity is deeply entwined with territory15
• Aboriginal 

peoples are generally very opposed to any archeological work being done in their 

territory. They feel that the treatment of sacred objects and the deceased must be from 

within specific cultural laws. Aboriginal peoples have become very vocal about the 

necessity of keeping sacred objects and traditional items within their proper place. The 

Royal Commission on Aboriginal Peoples indicates 15
: 

Aboriginal people are seeking the return of artifacts held by museums and 
collectors as one way of reasserting control over how their cultures are 
depicted ... They help define Aboriginal culture. Items taken from Aboriginal 
people and communities over the years may be secular or sacred ... Some objects 
have sacred significance, such as medicine bundles, which contain objects 
associated with visions and are opened only on ceremonial occasions. In the 
case of sacred objects, the only appropriate action is repatriation to the nation to 
which they belong. The same is true of human remains, which hold both secular 
and sacred importance 15

• 

Another spiritual tradition that some Aboriginal peoples are returning to is the 

area of dreaming and vision quests. Vine Deloria Jr., indicates that71
: 

Thus, when Irwin describes the motives for enduring the excruciating 
experiences of the vision quest and mentions seeking power, he is NOT talking 
about a New Age circle jerk where a dozen affluent people spend all of two 
hours being informed that the world is round and that they can have a power 
panther at their beck and call. Indeed, as Irwin makes clear, we are talking 
about the enhancement of already considerable physical and spiritual powers 
possessed by peoples who were an intimate part of the physical world, who 
could run down deer and kill them with knives, who could perfectly imitate 
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most birds and animals, and who lived in a society in which holy men could 
tum thunderstorms away and perform physical feats that defied any kind of 
rational explanation71

• 

Various groups of Aboriginal peoples depended on dreams for solutions to their 

difficulties. The gift of prophecy was often manifested in dreams. The gift of traveling 

through other dimensions and time was also portrayed through dreams or visions. 

Among the Canadian Sioux, almost all medicine men were believed to have lived with 

the thunder powers before being born on earth. They would travel about with every 

thunderstorm seeking a place to be born, after which the thunder power would awaken 

them to their pre-existence during a dream or vision experience 71
• The commitment to 

dreams and visions by Aboriginal people was absolute. They were aware that they had 

to follow the guidance and direction they were given in the dream or vision71
• Dreams 

were an important means for sanctioning ceremonial events either in seasonal patterns or 

as newly conceived celebrations 71
• Aboriginal people knew that a particular action was 

the right thing to do when they had dreamed about it. Aboriginal people were guided by 

dreams. Hence, the dream world and the world of those awake could not be separated71
• 

5.7.3.1 Importance Of Spiritual Tradition 

Although some Aboriginal peoples are utilizing Christianity or a combination of 

Aboriginal spiritual tradition and other religious practices, of fundamental importance 

for some Aboriginal peoples is the retaining and enhancement of Aboriginal spiritual 

tradition. Within this spiritual tradition lies cultural identity. Aboriginal spiritual identity 

lies at the heart of some Aboriginal people's reason for existence. Elders and Traditional 

Healers are a direct source for the maintenance and development of Aboriginal culture 

and spirituality69
• The attempts by Aboriginal peoples to practice their culture is 

continually questioned and thwarted by government policies aimed at denying the 

legitimacy of that culture. 
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5.8. How Vitalization Of Cultural Practices, Such As Traditional Medicine, May 

Improve Health Outcomes 

The vitalization of traditional medicine is an example of a cultural practice that 

some Aboriginal people are choosing as a way to improve health outcomes. The practice 

of traditional medicine allows community members to access a process that results in 

empowerment. Part of that empowerment process involves the idea that Aboriginal 

traditional medicinal practices can be thought of as spiritual processes designed for 

community members to be able to fulfill a self-identity need9
• Traditional healing 

provides a symbolic means for individuals and thus communities to be able to identify 

with their Aboriginal self, that part that has not been changed due to acculturation and 

assimilation processes9
• The Traditional Healer seeks to reconnect the individual with 

their cultural and spiritual past, healing both the individual and his community9
• People 

attend as individuals, but through the ceremony become part of a collective working in 

unison towards a healing process for themselves and thus the larger group. The 

traditional healing ceremonies provide a needed addition to biomedical services, which 

fail to address the individual holistically9
. W aldram indicates9

: 

The biomedical system is a culturally constructed system of symbols for 
healing. So to are the. various Aboriginal medical systems in Canada. Although 
technology can rid one of disease, healing can only occur where the medical 
system is interpretable between the healer and the patient. This is because 
healing and illness, as opposed to curing and disease, are cultural constructs. 
Biomedicine has tended to concentrate on developing an understanding of the 
body and mind as separate biological entities and how disease affects various 
body organs and systems. Aboriginal medical systems, in contrast, have 
focused more on developing an understanding of the body and mind as a whole, 
and how illness is symptomatic of an imbalance between the individual, the 
society, and the spiritual realm9

• 

Many Aboriginal people were arrested and incarcerated for practicing their 

traditional beliefs. This oppression of culture and traditions permeated all areas of 

Aboriginal life. Consequently, Aboriginal peoples had to assume the cultural and 

spiritual practices of the dominant society. There was never any recognition given by the 

missionaries and government that there pre-existed a viable self-sufficient society that 

had very complex spiritual beliefs and traditions69
• Because of the ethnocentric policies 

aimed at the destruction of Aboriginal culture, a sense of helplessness and hopelessness 
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pervaded Aboriginal peoples67
• However, Aboriginal peoples are springing back to life. 

They are returning stronger and more determined to vitalize their cultural practices and 

ensure their survival. Aboriginal people reach out to Elders and Traditional Healers for 

their assistance in mending their lives74
'
10

. Healing means mending bodies and souls. It 

also means rekindling the flames that strengthen Aboriginal spirituality. It m~ans 

physical, mental, psychological, and emotional well-being. This is known in Aboriginal 

healing circles as the holistic approach to healing10
• 

5.9. Historical And Current Context Of High Rates Of Intentional Injuries In The Form 

Of Suicide Among Aboriginal Peoples And What Can Be Done 

There is a need for a different approach in addressing the suicide problems faced 

by the Aboriginal peoples of Canada. Aboriginal peoples must be to allowed to develop 

and administer programs that are culturally sensitive and site specific36
'
39

• 

The Canadian government's colonial attitude towards the Aboriginal peoples of 

Canada resulted in a diminished sense of cultural security for those people. Aboriginal 

peoples were subjected to a systematic attempt to change the traditional Aboriginal way 

of life to one that suited the Canadian government in terms of the non-Aboriginal 

culture. As a result of this attempt of assimilation into the non-Aboriginal culture, the 

Aboriginal peoples became the target of oppression. The Canadian government tried to 

eliminate all aspects of the Aboriginal culture in the attempt to assimilate the Aboriginal 

peoples into the non-Aboriginal culture. Aboriginal peoples were left with a sense that 

they have no solid structure to their traditional beliefs and practices. The result of this 

cultural fragmentation is an overall culture stress. Culture stress is defined as a type of 

risk that applies to people from societies that have experienced massive, imposed or 

uncontrollable change20
. The Aboriginal culture can no longer use the traditional 

methods once employed for the smooth operation of the Aboriginal society. The culture 

is under stress and the smooth operation and a feeling that life all makes sense, is greatly 

reduced20
. Culture stress results in people losing confidence in what they know and 

subsequently a diminishing sense of their own value as human beings20
. 

The Canadian government failed to adequately respond to the high rates of 

suicide found in Aboriginal populations. Government response has been reactive and 
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utilizes a crisis intervention approach, which is ineffective and fails to address the under 

lying causes for the high suicide rates. The nature of the control exerted on Aboriginal 

peoples by the Canadian governments has resulted in a series of specific barriers to 

suicide prevention20
• The government writes and enforces policies that rule Aboriginal 

life. The problem is that those policies developed for Aboriginal peoples are 

counterproductive and destructive20
• 

Emergency measures tend to be disorganized, fragmented, partial and 
enormously frustrating to Aboriginal people. Usually they take no account of 
the dynamics of self-destructiveness originating in the legacy of colonialism and 
unavoidably implicated in the factors related to suicide behaviour: high rates of 
substance abuse or family violence, feelings of shame and active denial of 
problems, lack of economic opportunity, lack of resources for youth 
programming, and so on20

• 

Aboriginal people often find themselves ineligible for government programs due 

to the government definitions of what constitutes an Aboriginal person. The Canadian 

government has created a situation whereby the definition of who an Aboriginal person 

is, has resulted in the exclusion of a large number of Aboriginal people, who self

identify as being Aboriginal but do not meet the requirements under the government's 

definition; as a result, many Aboriginal people are excluded from federal programs and 

benefits20
• Access to resources and programs that might be used to help combat the 

causes of suicide in Aboriginal communities is controlled in part by the legal definition 

of who is an Aboriginal person20
. Approximately half the Canadian Aboriginal 

population reside off reserve. When Aboriginal peoples leave their reserves, they lose 

access to federal programs that, however flawed they may be, are targeted to their 

particular needs20
• Aboriginal peoples who have lost access to federal programs may 

gain access to provincial and territorial programs that are not designed to take into 

account the unique issues and risk factors associated with Aboriginal peoples20
•
75

• In the 

case of suicide and self-destructive behaviour, this lack of culturally specific 

programming casts serious doubt as to the effectiveness of these programs utilized by 

Aboriginal peoples20
. Suicide prevention and crisis management programs need to be 

developed and run by Aboriginal peoples 73
•
74

• Some programs, that have been 

administered by Aboriginal peoples in their own communities, have been successful in 

dealing with the suicide crisis and the underlying reasons for the elevated suicide 

115 



rates20,73, 74. 

Mr. Justice Berger's conclusions were highlighted in the 1983 report of the 

Special Committee on Indian Self-Government (the Penner report), where the need for 

Aboriginal peoples to establish control over health care services and their delivery was 

put forward (by parliamentary committee that included Aboriginal people amongst its 

members) as the key to improvement in all areas of Aboriginal health and well-being20. 

Aboriginal communities need to be supported in their attempts to reverse the 

personal, social, and economic conditions that some Aboriginal people find themselves 

in20,73,75. Although there have been attempts at suicide crisis management by 

government, high suicide rates persist among Aboriginal populations. The fact that 

outside interventions have failed to reduce suicide rates is convincing proof that the 

Aboriginal suicide crisis can only be resolved by including personal and socioeconomic 

community transformation as part of the overall strategies aimed at reducing the 

problem20'73'75 . The findings from the analysis of the CCHS support this position. The 

CCHS analysis indicates that those experiencing low sense of self-mastery, low sense of 

satisfaction with self, and low social support are predisposed to injury outcomes. There 

are main areas of concern that are key to the development of an effective local strategy 

on suicide prevention. The RCAP has identified seven key elements to suicide 

prevention, including20: 

cultural and spiritual revitalization; strengthening the bonds of family and 
community; focus on children and youth; holism; whole-community 
involvement; partnership; and community control. Aboriginal people have 
been advocating most or all of them for a long time20. 

It has been shown by groups such as the National American Indian Court Judges 

Association that studies sub-groups of Aboriginal youth, where the suicide rate is low, 

the Aboriginal traditions are strong, and that the customs, religious ceremonies, and 

traditional healing methods provide adolescents with a feeling of security and a sense of 

belonging20. These elements that contribute to low suicide rates are missing in most 

Aboriginal communities across Canada. Health and social services workers reported 

high-risk Aboriginal youth lack feelings of security and a sense of belonging20. 

Community control must be put back into the hands of the Aboriginal peoples. 

Increased community control has been proven effective as a step towards dealing with 
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problems like suicide20
• Local problems need to be addressed by the local people who 

are involved in the daily life cycle that goes on in a particular community. Aboriginal 

peoples are often hesitant to accept help from non-Aboriginal people. Services designed 

and delivered by other Aboriginal peoples result in a more positive response, to those 

services and programs20
• The RCAP commissioners concluded that in the long term, 

only the development of self-determining Aboriginal governments, institutions, and 

reconstruction of the fundamental building blocks of Aboriginal cultures will reverse the 

personal, social, and economic conditions that contribute to high suicide rates among 

Aboriginal peoples20
• 

The city of Winnipeg is a prime example of how an Aboriginal run program can 

be successful. A group called the Bear Clan Patrol is set up and intervening where 

Aboriginal peoples are in danger from any cause, including suicide20
. The volunteer 

coordinator estimated that in the first six months of 1994, four or five potential suicides 
I 

were prevented20
• The types of programs that are developed by Aboriginal peoples 

utilize traditio·nal cultural practices that include ·community responsibility and group 

participation in handling problems. Aboriginal peoples develop programs that give the 

community members a sense of identity that allows them a feeling of worthiness. The 

youth are given cultural value systems that they can identify with and follow, as a sort of 

guideline to living. The feelings of despair, isolation, and hopelessness are 1replaced with 

feelings of belonging and a sense of future hope. In restoring the traditional values, the 

Aboriginal peoples are reborn into a sense of personal worth. 
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CHAPTER 6. CONCLUSIONS 

6.1. Response To High Incidence Of Injuries In Yukon & NWT 

NWT injury data is available on people who die or were admitted to hospital due 

to injury. There is limited information available concerning injury related attitudes and 

behaviours 55
. The following injury pyramid demonstrates that the NWT' s limited 

sources of injury data represent a small fraction of actual injury incidence. Injuries that 

result in a visit to a physician, nursing station, or that are cared for at home are not 

included on the NWT' s injury data systems 55
• The injuries that are recorded are those 

that result in death or admission to hospital. 

Figure 6.1. Injury Pyramid 

Death 

Injuries Resulting In Hospitalization 

Injuries Treated by Emergency Room Physicians 

Injuries Treated by local Doctor/Health Care Provider 

Injuries Treated by Paramedics (school nurse, first aid) 

Injuries Treated at Home by Family or Friends 

Source: NWT Health Report May 2000. 
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Improved data collection methods could provide information on injuries, which 

may be crucial to effective prevention strategies, assessment of financial burdens, and 

lost productivity among, NWT residents55
. 

A short term Regional Injury Prevention Project was proposed by the Health 

Promotion and Protection Office, Stanton Regional Health Board in 1999 to investigate 

potential injury prevention strategies for the southern NWT55
• The proposed Regional 

Injury Prevention Project would take the form of a relatively short-term collaborative 

project whose goal would be to examine the various strategies towards an effective 

injury prevention program for the NWT. Four injury prevention models were proposed 

in the form of an injury prevention officer, direct community based funding, a NWT 

regional injury prevention alliance in the form of a non-profit organization, and a NWT 

regional injury prevention alliance in the form of an inter-sectorial government 

initiative 55
• 

The government of the NWT recognized that injuries represent a serious public 

health concern that has been targeted for prevention programs both nationally and 

locally. Nationally, Canada is developing a national framework for injury prevention 

and control. Injury rates in the NWT are the highest for all of Canada 55
. The NWT 

Injuries: Predictable and Preventable project is the first concentrated effort to develop 

an organized community prevention program in the NWT55
• The NWT prqject 

recommends six actions that begin to addressthe high rates of injuries in the NWT. The 

recommendations include that an injury prevention program be put in place in the form 

of a three-year pilot project that uses the regional inter-sectorial government approach 

for its framework, further that a grass roots community development approach be 

employed for all program initiatives in the regional injury prevention program55
• It was 

recommended that formal links be established between the NWT and the Alberta Centre 

for Injury Control and Research. The links with Alberta's centre were seen as a means to 

provide an economically viable approach that enhances the NWT's injury prevention 

efforts. The NWT's injury prevention initiatives included the recommendation that the 

pilot program be implemented in four regional and four local communities over the 

proposed three-year period55
. The report recommended that First Nations, Metis, and 

Municipal councils be assisted in focusing on alcohol control as a means of reducing 
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injuries in their own communities. The NWT report also recommended that legislation 

be developed that would assist communities in controlling dangerous and inappropriate 

operation of all-terrain vehicles such as snowmobiles, boats, motorcycles, and other 

recreational type machines 55
• 

A project officer was hired in January 2000 to begin the Injury Prevention 

Program in the NWT. The project officer was tasked with reviewing injury related 

statistics, literature and practices in other jurisdictions, current regional injury projects, 

identify gaps in injury prevention services, develop program and role descriptions, 

identify funding resources, and to develop a proposal for funding the Injury Prevention 

Program in the NWT55
• 

Regional centres in the NWT have more injury prevention programs due their 

increased community resources as compared to smaller remote communities. Programs 

such as child car seat safety programs can be found in the regional centres. Regional 

centres have more professionally trained sport and recreational staff who receive first 

aid and coaching certifications. Sports equipment such as helmets can be found in 

regional centres more so than remote communities. Oil, gas, and other mining 

companies require and provide first aid training to staff. Government agencies provide 

safety training in the areas of firearms, transportation of dangerous goods, and small 

equipment operation safety courses. The RCMP offer drug and alcohol awareness 

programs that may reduce the abuse of these drugs. Fire departments offer training in 

programs called Prevent Alcohol and Risk Related Trauma in Youth and the Fatal 

Vision anti-drinking and driving programs55
• 

Both for the Yukon and NWT, there is recognition of the need for Aboriginal 

peoples to continue moving towards a state of self-determination through self

government and land claims processes. It is suggested that the overall circumstances that 

contribute to the high rates of injuries and negative health status in general may be 

improved through such processes. As part of Aboriginal people's efforts to re-establish 

their own government system and move towards realizing an enhanced sense of self

determination, an agreement in principle regarding land transfer was confirmed by the 

Dene Nation and Canadian Prime Minister in September 1988. However when it was 

taken to the general assembly of chiefs to be ratified, it was turned down. Subsequently, 
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various regions began pursuing their own land claims. There are currently three major 

self-government agreements that have reached the implementation stage in the NWT. 

The Yukon government has been negotiating and reaching agreements with various 

Aboriginal populations that have seen moves towards self-government models. 

Aboriginal self-government is seen to represent self-determination and self-reliance for 

Aboriginal peoples. 

The Yukon government acknowledges the need to explore strategies to reduce 

accident Rates41
• The government of the Yukon Territory has only recently become 

responsible for public health. The first health report produced without outside help was 

the 1998 Health Status Report. The Yukon government has expressed that by working 

with First Nations governments, agencies and communities, a more complete health 

information system may be established. The Yukon government indicates that the more 

health data is available, the more services and planning may be develope~ to address 

health concerns 41
• 

The Yukon government indicates there are data deficiencies in the areas of drug 

and alcohol abuse, family violence, mental health, disability, long term care, home care, 

trauma, and environmental health41
• Yukon health status reports have significant gaps 

mostly due to incomplete data collection. The Yukon government has acknowledged the 

need to gather health data with a specific purpose in mind that moves towards defining 

the health problems, formulating solutions, and being able to measure the effectiveness 

of health programs41 
•. 

The first health status report for the Yukon was released in 1991. Since 1991, 

there has been a series of health reports that are part of an ongoing plan (health reports 

every three years) to better understand the health status of the Yukon population 41
• 

Although the 1991 health report did report health status data for Aboriginal peoples and 

others, the 1994 health report began a trend to not present data split into Aboriginal and 

non-Aboriginal categories13
• 

Most health policy in the Yukon has been designed towards secondary 

prevention, namely targeting illness and disease that have already occurred. The intent 

would be to reduce the resulting health damage and prevention of further health damage. 

Secondary prevention of this type does little or nothing towards prevention of health 

121 



problems in the first place. The Yukon government has acknowledged that primary 

prevention strategies designed to address the underlying causes of poor health are 

necessary41
• To develop a primary prevention strategy, government must first 

understand the underlying causes for negative health outcomes41
• Public health officials 

acknowledge that the major underlying cause for poor health in the Yukon is social and 

economic inequality. The Yukon has higher average incomes but also has much higher 

rates of low income with 25% (compared to 13% for rest of Canada) falling below the 

Statistics Canada low income measure41
• Socioeconomic status, as indicated by income 

levels, education, and employment is closely related to health status. People situated low 

on these scales are less healthy than people situated higher on the scales41
• Findings in 

this thesis that present these factors as contributors to poor health are confirmed by the 

findings of the Yukon government with regard to the health status of Yukon residents. 

The Yukon government health officials indicated that there is in fact more inequality in 

the Yukon than in the rest of Canada as a whole 41
. 

The indicators for inequalities are differentials in income, housing, nutrition, 

education, and access to services and opportunities. Those people that find themselves 

lower on the socioeconomic scale are seen as having less control over their lives, have 

fewer tools for making better decisions, and are seen as having less connection to 

networks that offer support, employment, and life improving opportunities41
• Although 

policy makers are aware of the negative influence these factors have on health 

outcomes, there is a resistance to deal with them. Policy makers may perceive that there 

is a lack workable solutions to social and economic inequality41
• 

6.2. Implications For Program And Policy 

6.2.1. Culturally Constructed Systems of Health & Healing 

The notion that all cultures will respond and benefit equally from the same health 

care strategy has been shown to be misplaced. Various cultures have developed their 

own concepts surrounding health and well-being and what is required to maintain good 

health. The recognition of culturally specific health paradigms followed by the 

development of appropriate health care systems may go a long way in reducing health 

status disparities between Aboriginal and non-Aboriginal populations. The idea that 
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health care systems must be developed and administered by those groups being served 

by those systems begins to open the doors towards empowerment processes that may be 

vital for reducing health, status disparities between populations 73
• 

6.2.2. Symbolic Healing 

Symbolic healing is a process that is dependent on the use, interpretation, 

negotiation, and manipulation of cultural symbols that are central to the healing 

process 78
. Symbols are found in all aspects of human existence and can be found in a 

culture's medical system. The idea that all medical systems use symbols is translated 

into the notion that all medical systems use and manipulate those same symbols in the 

process ofhealing78
• The interchange of language and other forms of communication 

between the healer and patient is essential; moreover, the patient comes to have a new 

understanding of his problem. This type of exchange signifies that langu~ge and 

symbols used are meaningful for both the healer and the patient 78
. Symbblic healing 

includes the use of language and symbols in such a manner that the patient is convinced 

that healing can occur. The process is sometimes referred to as the rhetoric ofhealing78
. 

How health is defined and articulated can be powerful statements regarding the 

cultural ideals of people. Various perceptions of health and what it means are influenced 

by history and the circumstances of different periods. Concepts of health can be situated 

within stories such as those that recount the past hunting values and ways of life 75
. 

Symbols of Cree subsistence and cultural practices are seen to be expressed in their 

concepts of health. The Cree conceptualize good health as a state of well-being and refer 

to health as a condition that goes far beyond typical notions of the physical body. These 

Aboriginal peoples incorporate a sense of existing and conducting one's self in the 

appropriate manner as part of having a healthy state. Traditional activities and being 

responsible for your conduct in all matters play an important role in the individual's 

health and well-being75
. These cultural truths might be perceived as being part of 

Aboriginal people's world views and allows for a notion of the position people hold in 

relation to other people, animals, environment, and the spiritual realm 78
• 

Symbolic healing involves the healer convincing the patient that his problems 

can be defined in terms of this world view and treated through manipulation of healing 
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symbols 78
. Symbolic healing is more concerned with the social aspects of illness such as 

educating people on how to deal with the traumatic aspects of illness, as opposed to 

concentrating on a cure, as does the biomedical system 78
. The healer attempts to not 

simply to convince people that they are better but to help them to come to terms or 

transcend their predicaments and to show that poor health can be understood in terms of 

their cultural beliefs 78
• The Aboriginal culture's concepts of health and well-being allow 

for understanding that illness can be mastered, controlled, or transformed. 

6.2.3. Aboriginal Health and Healing Concepts 

Each culture defines what is considered an illness or behavior problem and 

whether those conditions can be treated by a particular process of symbolic healing78
• 

There are stories in the Aboriginal culture that provide an explanation for 

unexplained deaths and imbalances in the state of well-being. The Woodland Cree 

utilize the concept of the W etiko creature to describe someone who is out of touch with 

reality and suffering delusions. The W etiko concept is a true to life presentation of a 

culturally accepted phenomenon that has purpose and is representative of Cree beliefs 

and explanations for certain behaviors 79
• Aboriginal culture embraces concepts such as 

soul loss, spirit intrusion, consequences for breaking established taboos, and W etiko 

type conditions80
• 

Issues such as health are not viewed as being separate and detached from the rest 

of life's experiences. Health is not simply the absence of disease. The non-Aboriginal 

biomedical perspective regarding health and disease stems from an orientation to the 

body81
• The meaning of health in a broader social context is omitted from the non

Aboriginal view of what constitutes health80
• Aboriginal peoples embrace the notion that 

health ideals are part of cultural norms and values that extend beyond the state of the 

physical body81
. An example of this health perspective is demonstrated by the Cree of 

Great Whale River, Quebec, who use a cultural perspective or worldview of health that 

incorporates the Aboriginal perspective of well-being. These Cree people put health in 

the context of being alive well; where health is defined through there own local beliefs 

and practices. Health in this context cannot be viewed as something separate from other 

aspects of life81
• 
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Canadian society as whole will need to embrace new paradigms that include the 

idea that society itself is able to affect health. This is particularly true for health 

outcomes associated with environmental factors such as poverty and unequal access to 

nutrition. The new paradigms would include the idea that collectively society has a 

responsibility to improve health status disparities between populations29
• Researchers 

should include community members in the decisions surrounding research projects that 

include defining the problem, setting goals, selecting and developing methods, data 

interpretation, and policy recommendations stemming from the research82
. In order to 

gain the support of those being affected, public health programs must include and 

respect the perspectives and beliefs on health care that arises from the communities 

being researched83
• One of the most important aspects of public health system is the idea 

that the public trusts the work being done on its behalt84
• A community-based 

perspective in public health is a collaborative approach to research that involves 

community members and researchers in a partnership that embraces the notion of both 

groups participating as equal members who share control over the entire research 

process85
. The participation of communities in developing public health intervention 

research improves sustainability and effectiveness of projects by making them more 

relevant and acceptable to the communities86
• 

Vitalization of traditional healing and its use for modem health outcomes is part 

of the developing new paradigm on health. Traditional medicinal practices may provide 

a more effective connecting of people's spiritual and social well-being with health 

outcomes associated with physical and emotional problems29
• The existing efforts of 

Aboriginal populations to utilize both traditional medicine and modem medicine may 

help the broader society to further understandings of human health29
• 

6.3. Implications For Future Research 

The public health community is challenged with broadening the parameters of 

the health policy debates by a wider inclusion of economic and social concerns. The 

bottom line is that Public Health must assume more of a leadership role in advocating 

for social change32
. Innovative approaches need to be considered when attempting to 

address the health inequalities experienced by Aboriginal populations in Canada. Letting 
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go of old health care approaches and embracing strategies that encompass economic and 

social issues in a much broader and target specific manner is required if health care 

professionals are to realize a major reduction in health status differentiation between 

populations87
. 

A population health strategy for prevention embraces the idea that the health 

outcomes of a particular population reflect the behaviors and circumstances of that 

population as a whole. This proposition is based on sociological, moral, and medical 

grounds88
. The sociological basis for a population health approach with preventative 

health programs lies in the idea that any society is a collection of individuals or families, 

but a society is also an entity that has its own distinct collection of characteristics, 

beliefs, and value systems. Many of theses distinct characteristics have an influence on 

the health outcomes found in that particular population. These characteristics can be 

seen as social risk factors that can be observed to change, these changes tend to occur 

with the whole population in question and are a reflection of the coherent nature of that 

1 . 88 popu atlon . 

A population health strategy must also rest on firm medical grounds. The fact 

that incidence rates of any health outcomes may vary greatly, indicates at least the 

possibility that they may be controlled. Many of the underlying causes for negative 

health outcomes may be known and often include variables such as poor diet, housing, 

employment rates, and a host of other factors. The focus of population health strategies 

would be to control the underlying determinants of negative health outcomes, therefore 

reducing the population incidence rates88
• The decisions, which most often affect the 

health of a population, are those decisions made regarding the environment, 

employment rates, education accessibility, and social security88
• 

The findings from the analysis of the CCHS confirms the discussion found in 

this section. It is these very same variables as discussed above that were found to have 

statistically significant relationships to injury outcomes in the Yukon and NWT (see 

Results and Discussion Sections). 
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6.4. Importance of Research 

This research provides a stepping stone for further research in Aboriginal people's 

health in the far north. Issues surrounding a possible correlation between cultural 

vitalization and health outcomes should be pursued in future research. Research 

methodologies could be developed that utilize the enhanced Haddon's matrix to explore 

potential correlations between the variables indicated in the enhanced matrix and health 

outcomes. Research methodologies that include community participation in the design 

and implementation of the survey instrument and that utilize culturally specific 

strategies could be developed. 

This research provides an exploration into the social-demographics, the context in 

which a population finds itself, and the health outcomes of that context. The research 

provides an educational tool for improving health policies and health education by going 

beyond a strictly medical model of understanding health outcomes. It may provide for 
I 

identifying variables particular to a population that may have cause/effect relation to 

health outcomes. The profiles that were developed from the CCHS analysis may 

contribute in the development of target specific strategies aimed at reducing injuries in 

the Yukon and NWT. This research shows that the Yukon and NWT populations have 

unique circumstances that need to be considered when examining those populations. The 

profiles developed from this research may steer future research into injury prevalence in 

the far north. The discussion on the need to revise research methodologies provides a 

stepping stone from which new and more effective health research approaches may be 

developed. The revised Haddon's Matrix highlights variables that need to be examined 

if research into the health of all Canadians is to be more effective. The thesis points out 

that culturally specific health care systems and research methodologies are necessary 

components of an improved health care strategy. 
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AFTERWARD 

How Vitalization Of Cultural Practices Is Thwarted By Government Policies: 

From The Researcher's Personal Experience 

This section of the thesis presents some of the obstacles Aboriginal peoples face 

when health issues arise. This information is presented in an attempt to highlight the 

need for more recognition and integration of Aboriginal cultural beliefs into the 

Canadian health care system, than currently exist. It is the researchers opinion that these 

are the types of changes that need to be examined more seriously and that a fuller 

understanding and acceptance of Aboriginal cultural practices would go a long way 

towards reducing the health status disparities found between Aboriginal and non

Aboriginal populations. 

Some government agencies are beginning to recognize and legitimize Aboriginal 

Traditional Healers. There has been some movement by academics and health care 

professionals towards redefining the legitimacy of Traditional Healers and other 

Aboriginal traditional medicinal practices. There are health care clinics in rural southern 

Ontario that provide Traditional Medicinal services alongside standard biomedical 

health care services 72
• The importance of culturally specific health care services has 

been acknowledged and supported by health care strategies that embrace community 

participation and empowerment paradigms 72
•
73

. 

For the most part, non-Aboriginal society does not recognize Traditional Healers 

as legitimate health care practitioners. Traditional Healers not only do not get the same 

recognition given to biomedical professionals, but are treated in a paternalistic manner. 

Biomedical professionals differ from Aboriginal peoples in regards to their views of 

what constitutes good health. Some Aboriginal peoples perceive health from a holistic 

perspective whereby the physical, mental, and spiritual aspects of the individual are 

taken into consideration. Representatives of the biomedical field look at health from 

within a scientific framework, focusing on the biological presentations. There are major 

differences in the worldviews of Aboriginal and non-Aboriginal cultures 73
•
74

• Western 

systems of knowledge historically and currently have problems accepting or being able 

to deal with world views associated with Aboriginal peoples. Western systems of 

knowledge have particular problems with the worldviews of Aboriginal peoples 
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regarding their spiritual relationships to the universe, the landscape, stones, rocks, 

insects, and other things, seen and unseen 73
• Although there has been steps to train 

health care professionals in cross-cultural awareness, health professionals usually lack 

the cultural awareness necessary to interact effectively with Aboriginal peoples. The 

health care practitioner's lack.of cultural awareness, necessary for culturally appropriate 

interaction, results in the health care system perpetuating the paradigm of blaming the 

victim, regarding various health outcomes associated with Aboriginal people39
. 

The author of this thesis has been actively participating in Aboriginal Traditional 

Medicinal practices for eleven years. As a result of ongoing conversations with many 

Aboriginal patients attending at four Traditional Healer's practices, and through 

conversations with the Traditional Healers themselves, the author has come to know the 

experience Aboriginal peoples have surrounding their utilization of Traditional 

Medicinal practices. Many Aboriginal peoples very often prefer to go directly to a 

Traditional Healer when experiencing a decreased state of well-being, whether it is 

physical, mental, or spiritual. Government agencies and departments involved in health 

care delivery attempt to dissuade Aboriginal people from utilizing Aboriginal 

Traditional Medicinal practices. 

Although huge financial resources are made available for the biomedical field, 

there is great resistance to allotting finances to the area of Traditional Healing. Referrals 

to biomedical specialists are made on a daily basis, they in tum utilize expensive 

equipment in order to diagnose and treat various health problems. Health care 

practitioners often employ expensive treatments, including hospitalization, surgery, 

medications, and after-care. 

The government treats Aboriginal peoples in a colonialistic and paternalistic 

manner when they request financial assistance to see a Traditional Healer. When 

consideration is given to assisting Aboriginal peoples to see a Traditional Healer, it is 

first required that the Aboriginal person see medical doctors who must agree to refer 

their patients to the Traditional Healer. Government regulations restrict the medical 

doctors from referring their patients to a Traditional Healer without the patient agreeing 

to follow the medical doctor's health plan above any health plan the Traditional Healer 

may suggest. The medical doctor's health plan may be contraryto directions given by 
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the Traditional Healer, thus contrary to healing for the Aboriginal patient. Compliance 

with the government regulations therefore becomes impossible for the Aboriginal 

patient in terms of being able to get their health concerns addressed. The result is that 

referrals from medical practitioners for Aboriginal peoples to see Traditional Healers 

seldom occur. 

If Aboriginal peoples choose to seek help from a Traditional Healer rather than a 

biomedical practitioner, they forfeit all commonly accepted health care benefits 

normally granted to Canadian citizens. There is no recognition of the Traditional Healer 

as a legitimate health care practitioner by insurance companies, government, or 

workplace health plans that provide health care benefits such as sick leave. The 

Aboriginal person would have no coverage by insurance companies or the Canada 

Pension Plan for disability entitlements, nor would they have employee benefits that 

vary from workplace to workplace. The medical doctor is the only one recognized as an 

authority regarding financial or other health care entitlements for Aboriginal peoples. 

Employers only recognize biomedical practitioners' assessments in regards to any sick 

leave entitlements. Aboriginal peoples are often forced, due to financial constraints, to 

go to biomedical practitioners, when in fact they would prefer to go to their Traditional 

Healers. This situation results in a violation of Aboriginal belief systems surrounding 

health care. Aboriginal patients end up with unequal access to health care and must 

shoulder any financial burden involved, unlike non-Aboriginal patients who's health 

care costs are covered through the so called National Health Care system. If Aboriginal 

peoples choose to go exclusively to the Traditional Healer, there will be no assistance 

provided by the government. Aboriginal peoples are left in a situation whereby they 

must have their own financial resources required to go to a Traditional Healer. 

Aboriginal peoples represent the poorest subgroup within the general Canadian 

population. Costs associated with attending at Traditional Healers may involve travel, 

food, accommodations, and other related costs. 
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How Vitalization Of Cultural Practices May Improve Health Outcomes: From 

Researcher's Personal Experience 

The writer's first handexperience with Traditional Healers and the process of 

empowerment that follows the vitalization of Aboriginal cultural practices may shed 

some light on the subject matter. I will relate how a Traditional Healing event empowers 

others by addressing issues of self-identity, holistic healing, and reaffirming a sense of 

being part of a collective. 

One of the events I participated in was a traditional medicinal ceremony held at 

Poundmaker reserve, Saskatchewan. The ceremony was intended to assist Traditional 

Healers with their own health concerns. The ceremony involved community members 

from Poundmaker and Little Pine reserves, which are geographically adjacent to each 

other. Community members from Sandy Lake and Beardy, Saskatchewan, as well as 

Yellowknife, NWT participated in the event. 
I 

The ceremony reaffirmed the Traditional Healer's commitment td working 

towards the betterment of the communities. The event also gave the Traditional Healers 

an opportunity to address their own well-being through a process of reciprocity in terms 

of each providing to the other the means for receiving the benefits of Traditional 

Healing practices. The ceremony also reaffirmed the bonds between community 

members who have become representatives of the spiritual lifestyle associated with 

traditional ceremonies. The event allowed the community to see that the Traditional 

Healers themselves are not above the community members, insofar as their own need for 

spiritual healing is concerned. 

My role in the Traditional Healing ceremony held at Poundmaker reserve was 

that of a singer. Songs are used in the ceremonies. I earned that position through an 

ongoing process involving my participation in past ceremonies. My role allowed me to 

contribute to the well-being of others while actively pursuing my own spiritual 

development. My participation allowed me to have a tangible means in which I was able 

to better come to terms with my own struggles to comprehend the spiritual aspects of 

holistic healing. I mean to say that my need to be able to explain to myself what 

spirituality entails is lessened by participating in spiritual processes because I am able to 

connect to that spirituality through doing rather than thinking. 
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My experience in the event included being able to fulfill a requirement of the 

ceremony, reestablishing my own connectedness with the community, and to further my 

own well-being through enhancing my sense of worth and balance. 
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APPENDIX A. Definition of Terms 

Aboriginal peoples: The Canadian Constitution defines Aboriginal peoples of Canada 

as including the Indian, Inuit, and Metis peoples of Canada 10
. 

Ethnocentrism: The American Heritage Dictionary of the English Language: Fourth 

Edition 2000 defines ethnocentrism as: 1) a belief in the superiority of one's own ethnic 

group, and 2) an overriding concern with race. 

Health: Health is the dynamic process involving the harmony of physical, mental, 

emotional, social, and spiritual well-being. Health enables individuals, family, and 

communities to function to the best of their ability within their environment9• 

Health Status: refers to identifiable injuries 

Identifiable Injuries Defined: 

Categories: intentional (self-inflicted) and unintentional: 

Injury: A bodily lesion at the organic level resulting from acute exposure to energy (i.e., 

mechanical, thermal, electrical, chemical, or radiant) interacting with the body in 

amounts or rates that exceed the threshold of physical tolerance. In some cases injury 

results from an insufficiency of any of the vital elements (i.e., drowning, strangulation, 

c. • )11 or 1reez1ng . 

Intentional Injury: An injury resulting from interpersonal or self-inflicted violence. It 

includes homicide, assault, suicide and suicide attempt, sexual assault, and violence 

among family members and intimate partners 11
• 
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Unintentional Injury: An injury that is not inflicted by deliberate means to and/or by the 

injured person. When death or disability occurs under accidental circumstances, the 

preferred term is unintentional. injury (i.e., motor vehicle, falls, fires, poisoning, 

d 
0 )ll rowntng . 

The Yukon health act defines health as the physical, emotional, social, mental, and 

spiritual well-being of residents of the Yukon in harmony with their physical, social, 

economic, and cultural environments 54
• 

The World Health Organization defines health as a state of physical, mental, and 

social well-being and not merely the absence of disease and infirmity12
• 

Population health is typically measured by utilizing indicators such as bi~h rate, death 

rate, infant mortality, and life expectancy. Other socioeconomic indica tots such as 

education levels, income, and employment rates are used to help in the assessment of 

why some populations are experiencing poor health 13
• 

The Cree conceptualize good health as a state of well-being and refer to health as a 

condition that goes far beyond typical notions of the physical body. These Aboriginal 

peoples incorporate a sense of existing and conducting one's self in the appropriate 

manner as part of having a healthy state. Traditional activities and being responsible for 

your conduct in all matters plays an important role in the individual's health and well

being75. The Cree see themselves in relation to the other animals and life around them. 

There is a sense of interconnectedness between all living things in the physical and 

spiritual worlds. This sense of interconnectedness and individual responsibility to eat 

well and conduct oneself within the defined precepts of Cree life is part of what 

constitutes good health 75. 
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Appendix C. Variables of Interest 

Table C.l. Dependant Variable Of Interest. 

Variable Question From CCHS 
rrNJA_01 (Not counting repetitive strain injuries,) In the past 12 months, that is from date 

one year ago to yesterday, were/was you/FNAME injured? 
1 Yes 
2 No 

Source: Statistics Canada. 

Table C.2. Independent Variables Of Interest. 

Variable Question From CCHS 
KJEO_PRV k\M_Q03B For which province is your/FNAME's health number? 

10 Newfoundland 4 7 Saskatchewan 
11 Prince Edward Island 48 Alberta 
12 Nova Scotia 59 British Columbia 
13 New Brunswick 60 Yukon 
24 Quebec 61 Northwest Territories i 
35 Ontario 62 Nunavut 
46 Manitoba 88 No provincial health number 

DHHA _SEX Household Record Variables 
Sex 
1 Male 
~Female 

Ethin SD _ Q7 People living in Canada come from many different cultural and 
racial backgrounds. Are/Is you/he/she: 
1 ... White? 
2 ... Chinese? 
3 ... South Asian (e.g., East Indian, Pakistani, Sri Lankan, etc.)? 
4 ... Black? 
5 ... Filipino? 
6 ... Latin American? 
7 ... Southeast Asian (e.g., Cambodian, Indonesian, Laotian, 

Vietnamese, etc.)? 
8 ... Arab? 
9 ... West Asian (e.g., Afghan, Iranian, etc.)? 
10 ... Japanese? 
11 ... Korean? 
12 ... Aboriginal Peoples ofNorth America (North American Indian, 

Metis, Inuit I Eskimo)? 
13 Other- Specify 
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SSMAGRP2 SS _ Q02 How often is each of the following kinds of support available to 
~ou if you need it: ... someone to help you if you were confined to bed? 
1 None of the time 
~ A little of the time 
3 Some of the time 
~ Most of the time 
5 All of the time 

SSMAGRP3 SS _ Q03 ... someone you can count on to listen to you when you need to 
!'.alk? 
1 None of the time 
Q A little of the time 
3 Some of the time 
14 Most of the time 
5 All of the time 

SSMAGRP4 SS _ Q04 ... someone to give you advice about a crisis? 
1 None of the time 
~ A little of the time 
3 Some of the time 
14 Most of the time 
5 All of the time 

SSMAGRP5 SS _ Q05 ... someone to take you to the doctor if you needed it? 
1 None of the time 
2 A little of the time 
3 Some of the time 
4 Most of the time 
5 All of the time 

SSMAGRP6 SS_Q06 ... someone who shows you love and affection? 
1 None of the time 
~ A little of the time 
3 Some of the time 
~ Most of the time 
5 All of the time 

SSMAGRP7 SS_Q07 How often is each ofthe following kinds of support available to 
you if you need it: ... someone to have a good time with? 
1 None of the time 
2 A little of the time 
3 Some of the time 
14 Most of the time 
5 All of the time 
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SSMAGRP8 SS_Q08 ... someone to give you information in order to help you 
!understand a situation? 
1 None of the time 
~ A little of the time 
3 Some of the time 
~ Most of the time 
5 All of the time 

SSMAGRP9 SS_Q09 ... someone to confide in or talk to about yourself or your 
problems? 
1 None of the time 
~ A little of the time 
3 Some of the time 
~ Most of the time 
5 All of the time 

SSMAGP10 SS_Q10 ... someone who hugs you? 
1 None of the time 
~ A little of the time 
3 Some of the time 
14 Most ofthe time 
5 All of the time 

SSMAGP11 SS_Q11 ... someone to get together with for relaxation? 
1 None of the time 
2 A little of the time 
3 Some of the time 
4 Most of the time 
5 All of the time 

SSMAGP12 SS_Q12 ... someone to prepare your meals if you were unable to do it 
~ourself? 
1 None of the time 
~ A little of the time 
3 Some of the time 
4 Most of the time 
5 All of the time 

SSMAGP13 SS_Q13 ... someone whose advice you really want? 
1 None of the time 
~ A little of the time 
3 Some of the time 
~ Most of the time 
5 All of the time 
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SSMAGP14 SS_Q14 How often is each of the following kinds of support available to 
[You if you need it: 
... someone to do things with to help you get your mind off things? 
1 None of the time 
2 A little of the time 
3 Some of the time 
4 Most of the time 
5 All of the time 

SSMAGP15 SS_Q15 ... someone to help with daily chores ifyou were sick? 
1 None of the time 
~ A little of the time 
3 Some of the time 
~ Most of the time 
5 All of the time 

SSMAGP16 SS_Q16 ... someone to share your most private worries and fears with? 
1 None of the time 
~ A little of the time 
3 Some of the time 
~ Most of the time 
5 All of the time 

SSMAGP17 SS _ Q 17 ... someone to turn to for suggestions about how to deal with a 
personal problem? 
1 None of the time 
2 A little of the time 
3 Some of the time 
~ Most of the time 
5 All of the time 

SSMAGP18 SS_Q18 ... someone to do something enjoyable with? 
1 None of the time 
~ A little of the time 
3 Some of the time 
4 Most of the time 
5 All of the time 

SSMAGP19 SS_Q19 ... someone who understands your problems? 
1 None of the time 
~ A little of the time 
3 Some of the time 
~ Most of the time 
5 All of the time 

SSMAGP20 SS _ Q20 ... someone to love you and make you feel wanted? 
liNTER VIEWER: Read categories to respondent. 
1 None of the time 
~ A little of the time 
3 Some of the time 
~ Most of the time 
5 All of the time 
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PACAGP3n PA_Q3 About how much time did you spend on each occasion? 
1 1 to 15 minutes 
~ 16 to 30 minutes 
3 31 to 60 .minutes 
4 More than one hour 

tl>ACAGP4A tl>A_Q4A In a typical week in the past 3 months, how many hours did you 
rusually spend walking to work or to school or while doing errands? 
1 None 
~ Less than 1 hour 
3 From 1 to 5 hours 
~ From 6 to 10 hours 
5 From 11 to 20 hours 
6 More than 20 hours 

lPACAGP4B IPA_Q4B In a typical week, how much time did you usually spend 
!bicycling to work or to school or while doing errands? 
1 None 
12 Less than 1 hour 
3 From 1 to 5 hours 
14 From 6 to 10 hours 
5 From 11 to 20 hours 
6 More than 20 hours 

!Agegrp tHousehold Record Variables 
tDate of birth (8 characters) 
tDay of birth (2 digits) 
Month of birth (2 digits) 
Year of birth ( 4 digits) 
Age (age is calculated and confirmed with the respondent) 

tDHHAGPMSHousehold Record Variables 
Marital Status 
1 Married 

12 Living common-law 
3 Widowed 
~Separated 
5 Divorced 
6 Single, never married 

GENAGP01 [n general, would you say your/his/her health is: 
1 excellent? 
~very good? 
3 good? 
f4 fair? 
5 poor? 
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GENAGP03 rH:ow long do you usually spend sleeping each night?· 
1 under two hours 
2 2 hours to less than 3 hours 
3 3 hours to less than four hours 
4 4 hours to less than 5 hours 
5 5 hours to less than 6 hours 
6 6 hours to less than 7 hours 
7 7 hours to less than 8 hours 
8 8 hours to less than 9 hours 
9 9 hours to less than 10 hours 
1 0 1 0 hours to less than 11 hours 
11 11 hours to less than 12 hours 
12 12 hours or more 

GENAGP04 How often do you have trouble going to sleep or staying asleep? 
1 Most of the time 
2 Sometimes 
3 Never 

GENAGP05 How often do you find your sleep refreshing? 
1 Most of the time 
~Sometimes 
3 Never 

GENAGP06 How often do you find it difficult to stay awake when you want to? 
1 Most of the time 
~Sometimes 
3 Never 

SMKGP202 SM _ Q202 At the present time, do/does you/FNAME smoke cigarettes 
daily, occasionally or not at all? 
1 Daily 
~ Occasionally 
3 Not at all 

MASGP601 MS _ Q60 1 You have little control over the things that happen to you. 
1 Strongly agree 
~Agree 
3 Neither agree nor disagree 
~Disagree 
5 Strongly disagree 

MASGP606 MS _ Q606 What happens lo you in the future mostly depends on you. 
1 Strongly agree 
2 Agree 
3 Neither agree nor disagree 

~INAGRP1 FI _ Q 1 ... worry that there would not be enough to eat because of a lack of 
money? 
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FINAGP3 fi_Q3 ... not eat the quality or variety of foods that you wanted to eat 
!because of a lack of money? 
1 Often 
~Sometimes 
3 Never 

k\LCAGRP2 k\L_Q2 During the past 12 months, how often did you/he/she drink 
alcoholic 
beverages? 
1 Less than once a month 
~ Once a month 
13 2 to 3 times a month 
14 Once a week 
5 2 to 3 times a week 
k> 4 to 6 times a week 
rEvery day 

IALCAGRP3 ~L_Q3 How often in the past 12 months have/has you/he/she had 5 or 
lmore drinks on one occasion? 
1 Never 

12 Less than once a month 
3 Once a month : 
14 2 to 3 times a month 
5 Once a week 
~ More than once a week 

ALCAGRP8 1\.L _ Q8 Not counting small sips, how old were/was you/he/she when 
~oulhe/she started drinking alcoholic beverages? 
1_1_1_1 Age in years 
(MIN: 5) (MAX: current age) 

ALDAGRP2 AD_ Q 1 In the past 12 months, have you ever been drunk or hung-over 
while at work? 
lor school or while taking care of children? 
1 Yes. 
~No 

~D _ Q2 How many times? Was it: 
liNTER VIEWER: Read categories to respondent. 
1 ... Once or twice? 
~ .. . 3 to 5 times? 
3 ... 6 to 10 times? 
~ .. . 11 to 20 times? 
5 ... More than 20 times? 
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ALDAGRP8 ~D _ Q7 In the past 12 months, did you ever drink much more or for a 
longer period of time than you intended? 
1 Yes 
~No 

~D _ Q8 How many times? Was it: 
liNTER VIEWER: Read categories to respondent. 
1 ... Once or twice? 
2 ... 3 to 5 times? 
3 ... 6 to 10 times? 
4 .. . 11 to 20 times? 
5 ... More than 20 times? 

SFEGP505 On the· whole you are satisfied with yourself. 
1 Srongly agree 
~Agree 
3 Neither agree or disagree 
~Disagree 
5 Srongly disagree 

Source: Statistics Canada. 
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Appendix D. Models. 

Table D.1 Model 1 based on bivariate analysis. 

B S.E. Sig. Exp(B) 95.0% 
C.I. 
for 
EXP(B) 
!Lower Upper 

Constant 17.781 18203.49 .999 52732964 
.600 

!Province ~.288 .250 .250 .750 .459 1.225 
Sex -.656 .243 .007 .519 .323 .835 
tEthnicity .242 .290 .404 1.273 .721 ~.247 
Support group 2: Someone to help if .795 
~onfined to bed 
Support group 2(1) -.357 .529 .500 .700 .248 1.974 
Support group 2(2) -.189 .469 .687 .828 .330 2.074 
Support group 3: Someone who listens .526 
Support group 3(1) -.010 1.050 .992 .990 Jl26 7.748 
Support group 3(2) .680 .984 .490 1.973 .287 13.579 
Support group 4: Someone to Give you .987 
~dvice 
Support group 4(1) .136 .838 .872 1.145 .222 5.916 
Support group 4(2) .102 .794 .898 1.107 .233 5.253 
Support group 5: Someone to take you to .828 
~actor 
Support group 5(1) -.267 .797 .738 .766 .160 3.653 
Support group 5(2) -.396 .664 .551 .673 .183 ~.473 
Support group 6: Someone who shows .169 
you love 
Support group 6(1) 1.942 1.042 .062 6.970 .904 53.740 
Support group 6(2) 1.427 1.067 .181 4.167 .514 33.761 
Support group 7: Someone to have a .747 
good time with 
Support group 7(1) .447 1.032 .665 1.564 .207 11.823 
Support group 7(2) .682 1.000 .495 1.978 .279 14.045 
Support group 8: Someone to help you .856 
!understand 
Support group 8(1) -.215 .922 .816 .807 .133 4.914 
Support group 8(2) ~.403 .912 .659 .669 .112 3.994 
Support group 9: Someone to talk to .461 
~bout problems 
Support group 9(1) -.274 1.127 .808 .760 .084 6.918 
Support group 9(2) .367 1.106 .740 1.444 .165 12.621 
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Support group 10: Someone who hugs .593 
[YOU 

Support group 1 0( 1) -.568 .637 .372 .566 .163 1.974 
Support group 1 0(2) -.587 .596 .325 .556 .173 1.789 
Support group 11: Someone to get .839 
"ogether for relaxation 
Support group 11 ( 1) -.430 .725 .553 .650 .157 .694 
Support group 11(2) -.310 .691 .654 .733 .189 2.843 
Support group 12: Someone to prepare .530 
meals if unable 
Support group 12(1) .093 .631 .882 1.098 .319 3.778 
Support group 12(2) -.362 .642 .572 .696 .198 2.449 
Support group 13: Someone whose .491 
advice you want 
Support group 13(1) .727 .706 .303 2.069 .519 8.255 
Support group 13(2) .407 .690 .555 1.502 .388 5.810 
Support group 14: Someone to help get .466 
your mind off things 
Support group 14(1) -.924 .904 .307 .397 .068 2.333 
Support group 14(2) -.501 .857 .559 .606 .113 3.253 
Support group 15: Someone to Help .789 
~th daily chores if sick 
Support group 15 ( 1) -.477 .695 .492 .621 .159 [2.422 
Support group 15(2) -.397 .710 .576 .672 .167 2.701 
Support group 16: Someone to Share .404 
private worries 
Support group 16( 1) .140 .720 .846 1.150 .281 ~.716 
Support group 16(2) .668 .693 .693 1.951 .502 .502 
Support group 17: Someone to tum to .716 
for suggestions 
Support group 17(1) .486 1.085 .654 1.626 .194 13.638 
Support group 17(2) .110 1.083 .919 1.116 .134 9.319 
Support group 18: Someone to do .742 
something enjoyable with 
Support group 18(1) .998 1.302 .443 ~.712 .212 34.782 
Support group 18(2) .848 1.293 .512 ~.335 .185 ~9.445 
Support group 19: Someone who .279 
~nderstands your problems 
Support group 19(1) -.539 1.351 .690 .583 .041 8.231 
Support group 19(2) ~ 1.191 1.374 .386 .304 .021 4.488 
Support group 20: Someone to love you .530 
and feel wanted 
Support group 20(1) -.524 1.138 .645 .592 .064 5.507 
Support group 20(2) .230 1.078 .831 1.258 .152 10.400 
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!Exercise group 4A: Hours spent walking .561 
~o work or other 
!Exercise group 4 A( 1) .170 .270 .527 1.186 .699 .012 
!Exercise group 4A(2) .386 .365 .291 1.471 .719 3.008 
!Exercise group 4 B: Hours spent .506 
!Bicycling to work or other 
!Exercise group 4B(1) .397 .434 .360 1.487 .635 3.481 
!Exercise group 4B(2) -.897 1.284 .485 .408 .033 5.051 
Age group .087 
t\ge group( 1) -.427 .359 .234 .652 .323 1.319 
Age group(2) -.925 .429 .031 .397 .171 .919 
Age group(3) -1.615 .684 .018 .199 .052 .760 
Age group( 4) -.878 .672 .192 .416 .111 1.552 
Marital Status(1) .478 .285 .094 1.613 .922 2.822 
General health group 01 ( 1) .246 .407 .545 1.279 .576 2.840 
General health group 03(1) time spend -.570 .264 .031 .566 .337 .950 
sleeping each night 
General health group 04( 1) how often ~.085 .352 .809 .918 .461 1.831 
~ave trouble going to sleep or staying I 

asleep 
General health group 05(1) How often .283 .. 251 .260 1.328 .811 2.173 
find your sleep refreshing 
General health group 06(1) How often -.063 .238 .792 .939 .589 1.497 
difficult to stay awake 
Smoking group 202(01) daily, .004 .252 .987 1.004 .613 1.646 
occasionally or not at all 
Health utility index group 25 -19. 18203.49 .999 .000 .000 

899 
Self-mastery group 601(1) have little -.048 .293 .869 .953 .537 1.691 
~ontrol over the things 
Self-mastery group 6.06( 1) future mostly .449 .469 .339 1.566 .625 3.928 
kfepends on you 
Food insecurity group1(1) .248 .444 .576 1.281 .537 3.058 
Food insecurity group3 ( 1) ~.360 .387 .353 .698 .327 1.491 
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Table D.2 Model based on 3-way tables and by including 2-factor interaction terms. 

B S.E. Sig. ;Exp(B) 95.0% 
C.I. 
for 
EXP(B) 
Lower Upper 

Constant -1.134 1.316 .389 .322 
Province -.149 .696 .830 .862 .220 3.369 
Sex -.300 .682 .660 .741 .195 .821 
rE:thnicity .843 1.422 .554 2.322 .143 37.723 
Support group 6: Someone .655 
~ho shows you love 
Support group 6(1) 1.001 1.166 .391 2.720 .277 ~6.723 
Support group 6(2) .449 .973 .645 1.566 .233 10.545 
Age group .895 
Age group( 1) -.113 .722 .876 .893 .217 3.676 
Age group(2) -.749 .943 .427 .473 .075 3.002 
Age group(3) -1.200 1.751 .493 .301 .010 9.312 
~ge group( 4) ~20.68 10911.98 .998 .000 .000 
Marital Status(1) .434 .254 .087 1.544 .939 ~.538 
Smoking group 202(01) daily, .105 .406 .797 1.110 .501 ~.458 
pccasionally or not at all 
Kieneral health group 03(1) -.530 .231 .022 .588 .374 .925 
~ime spend sleeping each night 
tEthnicity by Province .469 .540 .385 1.598 .554 4.609 
Sex by Province -.942 .481 .050 .390 .152 1.001 
~thnicity by Smoke -.344 .490 .483 .709 .271 1.854 
Ethnicity by Support group 6: .565 
shows you love 
Ethnicity by Support group 6(1) -1.070 1.481 .470 .343 .019 6.251 
Ethnicity by Support group6(2) -.087 1.222 .943 .917 .084 10.066 
Sex by Ethnicity ~.149 .520 .774 .861 .311 2.388 
Age group by Ethnicity .733 
Age group(1) by Ethnicity -.831 .649 .201 .436 .122 1.556 
Age group(2) by Ethnicity -.204 .851 .810 .815 .154 ~.318 
~ge group(3) by Ethnicity -.362 1.602 .821 .696 .030 16.097 
~ge group( 4) by Ethnicity 19.061 10911.98 .999 189783 .000 

261.848 
~ge group by Sex .812 
~ge group( 1) by Sex .432 .601 .472 1.540 .474 5.002 
lAge group(2) by Sex .233 .704 .741 1.262 .317 5.021 
lAge group(3) by Sex -.066 1.311 .960 .936 .072 12.220 
Age group( 4) by Sex 1.590 1.426 .265 4.905 .300 80.176 
Age group by Province .877 
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lAge group( 1) by Province( 1) .246 .631 .697 1.278 .371 ~.399 
lAge group(2) by Province( I) -.376 .736 .609 .686 .162 [2.906 
lAge group(3) by Province( 1) f-.350 1.286 .786 .705 .057 8.772 
lAge group( 4) by Province( 1) . .057 1.348 .966 1.059 .075 14.862 
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