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ABSTRACT 

The goal of this study is to evaluate the health status of the 

Registered Indian population of Saskatchewan. For this purpose, a 

comparative and historical analysis of the health status of Saskatchewan's 

Registered Indian and non-Indian populations is provided over the twenty 

year time period from 1959 to 1978. 

The study commences by formally defining the major terms, and 

discussing the methodological issues involved in the study of health 

status. Central to the discussion is the sociological assessment of 

health status through the use of mortality data. 

Attention is then focused on the two main theoretical frameworks 

employed in the explanation of Indian health status. Structural

functional theories of health behavior and ethnic relations are briefly 

reviewed. It is noted that these theoretical perspectives have received 

extensive criticism. The internal colonial theoretical model is chosen 

for use in the present study. This approach to the development of 

capitalism in Canada indicates that Saskatchewan's Registered Indians 

constitute a problem population within the proletarian class. It is 

further indicated that Registered Indians are maintained and perpetuated 

as a problem population due to the establishment of a colonial relation

ship between the Indians (colonized) and the dominant society (colonizers). 

This in turn leads to a descriptive discussion of the socioeconomic 

status of Saskatchewan's Registered Indians. This is necessary in order 

to provide a more comprehensive picture of their specific class position. 

The indicators employed for this purpose tend to show that Saskatchewan's 



Registered Indians have an extremely low socioeconomic status. 

The discussion then turns to a review of studies documenting the 

relationship between socioeconomic status and mortality in order to 

provide an indication of the significance of low socioeconomic status in 

relation to mortality. The review studies provide substantial evidence 

that the highest infant and general mortality rates occur among the 

lowest socioeconomic group. This finding tends to strongly suggest 

that Saskatchewan•s Registered Indians would suffer the associated 

relatively higher infant and general mortality rates, as indicators tend 

to show that they have an extremely low socioeconomic status. 

A discussion of several environmental aspects of Saskatchewan 

reserves is provided. This includes an overview of the demographic 

characteristics of Saskatchewan•s Registered Indians, and a discussion 

of the relationship between reserve housing and sanitation and the prev-

alence and propagation of disease. It is suggested that heightened 

mortality and morbidity among Saskatchewan•s Registered Indians is strongly 

influenced by the environmental conditions on Saskatchewan reserves. 

The mortality data used in the evaluation and analysis of the 

health status of Saskatchewan•s Registered Indians is presented. This 
~ 

includes tables showing the overall crude and standardized mortality rates 

for the Registered Indian and non-Indian populations from 1959 to 1978. 

In addition, cause specific mortality tables for the leading causes of 

death among Registered Indians, compared to non-Indians, is provided. 

Further, the average ranked leading causes of death among the Registered 

Indian population is compared with the same for the non-Indian Saskatchewan 

i i 



population. 

Based on the empirical mortality data presented in this study, 

it is generally concluded that the Registered Indian population of 

Saskatchewan have a substantially lower ranked health status than the 

non-Indian Saskatchewan population. It is also concluded that the 

Registered Indian population suffers from distinctly different leading 

causes of death, as well as experiencing mortality from these different 

causes and other leading causes at a differing magnitude from that 

endured by the non-Indian Saskatchewan population. 

iii 
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1.1 CONTEXT OF THE STUDY 

CHAPTER I 

INTRODUCTION 

The health status of Registered Indians is an area to which only a 

small amount of sociological research has been applied. A review of the 

literature shows that only one study in this general area has been under

taken in Saskatchewan. Martens (1973) conducted a study of the utiliza-

tion of medical care by Indians in the North Battleford area. This was 

the first of its kind carried out on an Indian population in Canada. The 

findings of the study indicated that with the exception of hospital services, 

all services were used to a lesser degree by Indians as compared with non

Indians. 

In another study, Robertson (1970) concentrates on describing the 

destitute and frustrating conditions of life facing Indians on a day to 

day basis. The section devoted to Indian health relates the disease and 

malnutrition prevalent on reserves to the enforced poverty of Indian 

society. Although Indian poverty was perceived to be the result of 

Canadian attitudes and the social structure, these were not analyzed. 

Both the work of Parnell (1976) and Frideres (1974) relate the 

poor health status of Canadian Indians to the total process of under

development imposed upon them by internal colonialism. These authors 

provide an historical and structural analysis which shows that Indians 

comprise an internal colony of exploited people within Canadian society. 

They maintain that poor Indian health status is determined by internal 
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colonialism, although they provide no systematic analysis of Indian health. 

The main purpose of this study is to evaluate the health status of 

the Registered Indian population of Saskatchewan. It was decided one way in 

which this could be accomplished would be to provide a comparative and 

historical analysis of the health status of Saskatchewan's Registered 

Indian and non-Indian populations. The analysis will be carried out 

through the use of mortality data and will be applied over the twenty 

year time period between 1959 and 1978. 

It will be argued that Saskatchewan's Registered Indians have a 

lower ranked health status than that of the non-Indian Saskatchewan 

population. As a corollary, it will also be argued that there are marked 

differences in the causes of death which affect the Registered Indian and 

non-Indian Saskatchewan populations. 

1.2 SCOPE OF THE STUDY 

The purpose of this introduction has been to outline the substantive 

area of this study and to point out that this is an area which has been 

relatively ignored by medical sociologists. In the following an outline 

of the materials contained in the subsequent chapters is provided. 

Chapter two describes the methodology of the study. The socio

logical assessment of health status through the use of mortality data, 

and other methodological issues, will be discussed. A number of terms 

will be formally defined and the sources of data used for this study will 

be listed. 

Chapter three provides the theoretical framework of the study. 
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The traditional theories of health behavior and ethnic relations are 

reviewed. The internal colonial theoretical model is elaborated in 

order to provide an understanding of the historical and class context 

of the health status of Saskatchewan's Registered Indians. 

Chapter four describes the socioeconomic status of Saskatchewan's 

Registered Indian population. This is accomplished through the use of 

indicators of socioeconomic status. These indicators include the 

following: income, occupation, education, social welfare, and housing. 

Chapter five provides a review of studies documenting the relation

ship between socioeconomic status and mortality. In addition, the influence 

of several aspects of Saskatchewan reserve life on Registered Indian 

mortality and morbidity are examined. 

Chapter six presents the empirical data used in the evaluation 

and analysis of the health status of the Registered Indian population of 

Saskatchewan for the twenty year time period from 1959 to 1978. This 

data includes tables which show the general crude and standardized 

mortality rates for the Registered Indian and non-Indian populations of 

Saskatchewan. Cause specific mortality tables for the leading causes 

of death among the Registered Indians are provided. The average ranked 

leading causes of death among the Registered Indian population are 

compared with the same for the non-Indian populations. 

Chapter seven, the final chapter, will essentially summarize the 

findings and present a concluding discussion. 



CHAPTER I I 

METHODOLOGY 

The purpose of this chapter is to discuss the methodological issues 

involved in the study of health status and to present the solutions adapted 

for these issues. In addition, terms will be defined and the sources of 

data used in the following chapter will be described. 

2.1 REGISTERED INDIANS 

A Registered Indian is a person who has retained legal Indian status 

as defined in the Indian Act and is listed on the register maintained by 

the Department of Indian Affairs and Northern Development. Persons entitled 

to be registered are those who were considered to be Indians or members of 

Indian bands on May 26, 1874; are descendants through the male line of 

the above; or are the wife or widow of a Registered Indian (Union of B.C. 

Indian Chiefs, 1975: 7-14). Quite clearly, Registered Indians are 

defined strictly and solely in legal terms and no reference is made either 

to culture or ethnicity. 

2.2 HEALTH STATUS 

The assessment of health as a social status has received relatively 

little attention in the medical sociology 1 iterature. For this reason it 

will be necessary to discuss the concept of health status in some detail 

beginning with the question of defining health. Health is a multi

dimensional concept and as such is problematic in that it may be defined 
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employing many different frames of reference. For our purposes health 

will be defined, and consequently health status assessed, through the use 

of biological and sociological frames of reference. 

In defining health and illness it is important to note that the 

biological frames of reference underlie the sociological, because a human 

being is an organism. As an organism, a human requires certain biological 

needs be fulfilled before functioning on higher levels can be attained. 

It follows that failure to meet these biological needs results in the 

failure of higher level systems. Within a biological frame of reference 

health and illness are defined relative to cells, to organs and their 

interrelationship. They are regarded as objective phenomena in so far 

as biological changes predict capacity reduction or death (Twaddle, 1979: 

145). The ability to predict outcomes relative to the continuity of the 

organism is limited to those with medical training, most importantly 

physicians. Physicians employ objective standards (ie. pulse rate, blood 

pressure) to assign health status by measuring the functioning of an 

organism and assessing the significance of the deviation from the norms 

of biological functioning (1979: 146-147). The main points for our 

discussion are that within a biological frame of reference mortality may 

be objectively measured, and lies within the realm of the normative 

standards employed by physicians in assessing and assigning health status. 

Turning to a sociological frame of reference, health and illness 

are regarded as problems of deviance, conformity and social control. 

Health is viewed as conforming behavior while illness is regarded as a 

form of deviant behavior. Health and illness have therefore been 
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sociologically defined within a normative framework. 

According to Parsons (1979: 120-144), the problem of defining 

hea 1 th and i 11 ness is common to ·a 11 societies. He rna in ta ins that a 11 

societies strive to ensure system continuity which in turn requires that 

certain fundamental tasks are performed. Health is a functional requisite 

central to maintaining levels of capacity in the population sufficient to 

ensure that these fundamental tasks are performed. Health is thus 

sociologically defined as 11 the state of optimum capacity of an individual 

for the effective performance of the roles and tasks for which he has been 

social ized. 11 Correspondingly, illness is defined as ••a socially institu

tionalized role-type. It is most generally characterized by some imputed 

generalized disturbance of the capacity of the individual for normally 

expected task or role performance, which is not specific to his commit

ments to any particular task, role, collectivity, norm or value•• (1979: 

132). Parsons (1979: 126) emphasizes that health is always defined as 

concerned with 'capacity' and is always assessed relative to normative 

standards. 

Twaddle (1979: 150), utilizing labelling theory of deviance, has 

further discussed the process by which capacity is assessed and health 

status assigned. He maintains that attaching the status of healthy or 

ill is a social labelling process requiring a minimal degree of consensus 

between the individual and the significant others who serve as status 

definers. The process of health status designation therefore consists of 

11 the interaction between an individual and his status definers in which 

the normative standards of adequacy are applied to the individual within 

the context of a specific situation, to assess his capacity for present 
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and future role and task performance 11 (1979: 160). This process is 

qualified by studies which have shown that the normative standards used 

to judge health and illness vary by social class, ethnicity, medical 

training and the situation in which these norms are applied (1979: 152-

157). For our purposes, the process of health status designation is 

problematic to the extent that there is variability in the normative 

standards which may be employed. In this regard, Twaddle (1979: 152) 

points out that there are social norms in defining health and illness 

upon which broad consensus can be attained. Mortality is deemed to be 

one such norm within Western society. Mortality lies within the realm 

of normative standards which may be employed in assigning health status 

from both biological and sociological frames of reference. Furthermore, 

with reference to the above process of health status designation, it is 

pointed out that where signs of health changes are unambiguous and severe 

the assignment of health status is left in the hands of status definers. 

In so far as physicians are regarded as the ultimate status definers 
. 

relative to health within a sociological frame of reference (1979: 159), 

mortality may be used to assess capacity for role and task performance 

in the process of health status designation. To reiterate, health status 

may be assessed within a sociological frame of reference through the use 

of mortality data. 

One other point needs to be clarified in our discussion of health 

status. Health as a social status refers to both a labelling process and 

a position of social rank. In other words, health as a social status is 

also a stratification variable and as such is used in the evaluation of 

one individual or group by another. In comparing two groups, the group 
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whose capacity for normal role and task performance is most diminished 

would be assigned a lower value and hence a lower rank of health status 

( 1 9 79 : 1 5 1 ) . 

2.3 MORTALITY 

It has been previously pointed out that mortality is a social norm 

upon which broad consensus can be attained. In other words, there is 

general agreement within society regarding the definition of mortality as 

an irreversible and final biological state. For the purposes of this 

study, and to provide further clarity, mortality will be defined as 11 the 

permanent disappearance of all evidence of life anytime after 1 ive birth 

has taken place (post-natal cessation of vital functions without capability 

of resuscitation) 11 (United Nations, 1963: 19). 

The use of marta 1 i ty data in assessing the health status of 

various population groups is a basic and standard convention (Wylie, 1970: 

102). Nevertheless, there are certain advantages and limitations inherent 
. 

in the use of this type of data. First, it should be impressed that 

mortality data provides, as do other health indicators, a negative 

measurement of health. There have been no positive indicators of health 

developed which are considered reliable, hence it is only the deviations 

from health which are measurable; most measures of health are in actuality 

measures of disease (World Health Organization, 1957: 6-10). Within this 

context, quite obviously, mortality data is completely accurate in measur-

ing the absence of health. Second, the use of mortality data is advanta-

geous as problems associated with statistical data that implies cultural 

value orientations can be avoided. Morbidity data is subject to such 
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problems as studies have shown there is considerable cultural variation 

in the seeking of health care (Zborowski, 1952: 16-30; Saunders, 1954). 

Lastly, the use of mortality data allows historical comparisons to be 

undertaken, both between and among groups, which indicates changes in 

health status. 

2.4 MORTALITY STATISTICS 

Mortality statistics are the by-products of the legal process of 

death registration. In Saskatchewan, mortality statistics are available 

in an essentially complete, detailed and internationally standardized form. 

Mortality tables for the Registered Indian and non-Indian populations of 

Saskatchewan will be presented in a subsequent chapter of this study. 

The data used in the computation and construction of these tables were 

obtained from the Saskatchewan Department of Public Health and the Depart-

ment of National Health and Welfare. The Saskatchewan Department of 

Public Health annually published causes of death tables for the Registered 
. 

Indian population of Saskatchewan until 1974. After this time, the 

Department of National Health and Welfare was the only source of this 

data. The necessity of drawing mortality statistics from these different 

sources produced a methodological problem. Both these government agencies 

have classified their respective causes of death tables according to the 

8th (1965) Revision of the International Statistical Classification of 

Diseases, Injuries and Causes of Death (I .C. D.). Nevertheless, the causes 

of death categories employed by the federal and provincial agencies in 

these tables are not the same. The causes of death tables available from 

the Department of National Health and Welfare employ broad inclusive 
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categories (ie. Diseases of the Circulatory System, I .C. D. code 390-458), 

while those supplied by the Saskatchewan Department of Public Health used 

sub-categories (ie. Heart Diseases I .C.D. code 393-429). It was viewed 

as methodologically unsound to construct historical and comparative cause 

specific death tables for the Registered Indians of Saskatchewan using 

mortality data in these divergent forms. In order to deal with this 

problem, it was decided to recategorize the mortality data supplied by 

the Department of National Health and Welfare into the same subcategories 

employed by the Saskatchewan Department of Public Health. To enact this 

procedure, it was necessary to have access to the uncategorized mortality 
-

data of Saskatchewan•s Registered Indians for the five year period 1974 

to 1978, and to manually recategorize this data with the use of the 8th 

(1965) Revision of the International Statistical Classification of Diseases, 

Injuries and Causes of Death. For the years 1975, 1976 and 1977, the un-

categorized mortality data was published by the Department of National 

Health and Welfare, while for the year 1974 and 1978 permission for access 

to this data was obtained. 

2.5 SOURCES OF DATA 

The empirical data used in the following chapte~were obtained from 

written documents and official statistics. Access was gained to the 

following documents: 

1. Vital Statistics for the Province of Saskatchewan, 1960-1973. Saskat-

chewan Department of Public Health. 

2. Vital Statistics for the Province of Saskatchewan, 1974-1978. Saskat-

chewan Health. 
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3. Vital Statistics for the Registered Indian Population of Saskatchewan, 

1974-1978. Department of National Health and Welfare. 

4. Registered Indian Population by Age, Sex and Residence: Saskatchewan 

Region, 1966-1978. Department of Indian Affairs and Northern Development. 

5. Interviews with informed persons who also provided access to unpub

lished statistical data. 

2.6 SUMMARY 

Health was sociologically defined as "the state of optimum capacity 

of an individual for the effective performance of the roles and tasks for 

which he has been socialized'' (Parsons, 1979: 132). The process by which 

health status is assigned consists of "the interaction between an indivi

dual and his status definers in which the normative standards of adequacy 

are applied to the individual within the context of a specific situation, 

to assess his capacity for present and future role and task performance'' 

(Twaddle, 1979: 160). Although the normative standards used to judge 

health and illness vary considerably, mortality is deemed to be a social 

norm upon which broad consensus can be attained in Western society. In 

so far as physicians are regarded as the ultimate status definers relative 

to health within a sociological frame of reference, mortality may be used 

to assess health status. 

Health as a social status refers both to a labelling process and a 

position of social rank. In comparing two populations, the population 

whose capacity for normal role and task performance is most diminished 

(i.e. greater mortality) would be assigned a lower rank of health status. 

In addition, a number of terms were formally defined including 
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the terms Registered Indian and mortality. The sourcesof data used in 

the computation of the mortality statistics of Saskatchewan•s Registered 

Indian and non-Indian populations were listed. 



CHAPTER Ill 

THEORETICAL FRAMEWORK 

This chapter will discuss two main theoc~Jical frameworks employed 

in the explanation of Indian health status. The first and dominant is 

the structural-functional orientation. The second, the internal colonial 

model has its intellectual wellspring in the work of Marx and will provide 

the general theoretical background for the present study. This latter 

approach provides a clue to the historical development, and identifies the 

specific nature, of the class position of Saskatchewan's Registered 

Indians and consequently forms a basis for understanding their current 

health status. 

3.1 STRUCTURAL-FUNCTIONAL THEORIES 

The major theoretical approach used by traditional theorists is that 

of structural-functionalism. Subsumed in this approach are numerous theses 

which deal with both health behavior and ethnic relations. 

Those theories dealing with health behavior may be dichotomized 

into two broad categories: social-psychological theories and socio

cultural theories (Solaria, 1971). Theorists using the socio-psychological 

approach include: Parsons (1952); King (1962); Suchman (1965); Kasl and 

Cobb (1966); Rosenstock (1966); and Anderson (1968). This approach 

emphasizes the socio-psychological variables which influence the decision 

to utilize health services. The common element in this approach is the 

focus on the individual's perception of illness in any health related 

action. 
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Theorists using the socio-cultural approach include: Zborowski 

(1952); Saunders (1954); Koos (1954); Croog (1961); Zola (1964); and 

Mechanic (1968). This approach emphasizes cultural and ethnic differences 

and subsequent responses to medical care. Common among these theorists 

is the view of health and illness behavior as a socially learned response. 

Structural-functionalist theories of ethnic relations are dominated 

by what is referred to as the assimilationist model. This approach has 

set the stage for the study of ethnic relations since its inception in 

1926. This model may also be dichotomized into two broad categories 

composed of assimilation/amalgamation and cultural pluralist theories (Li 

and Solaria, 1979). The assimilation or anglo-conformist theories see 

cultural consensus being reached through the absorption of minority groups 

into the majority. The amalgamation or melting pot theories similarly 

see cultural consensus occurring through absorption of minority cultures 

but stress that the superior traits of the minority group are retained to 

produce a new social amalgam. Both assimilation and amalgamation theories 
. 

retain the social Darwinist view that the dominant group's culture is 

superior. Representative of these theories is the work of: Park (1926); 

Wirth (1945); Bogardus (1930); Brown (1934); Frazier (1947); Lieberson 

(1961); and Gordon (1964, 1975). 

The second broad category is composed of cultural pluralist 

theories which maintain that social diversity is inherent in society. 

This view emphasizes the persistence of ethnic culture despite assimila-

tion and postulates the production of a pluralist society (Li and Solaria, 

1979). Representative of this theoretical viewpoint is the work of: 

Kallen (1915, 1924); Light (1974); Glazier and Moynihan (1963, 1975); 
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Newman (1973); and Kuper and Smith (1969). 

Structural-functionalist theories of medical behavior see either 

individual socio-psychological variables or the cultural origins of 

different ethnic groups as responsible for the difference in medical 

behavior or the utilization of medical services. 

Similarly, structural-functionalist theories of race relations 

emphasize cultural origin as responsible for ethnic difference or 

behavior in society (Li and Bolaria, 1979). Cultural origin determines 

ethnic stratification in either of two ways: cultural origin is seen 

as responsible for aiding or hindering assimilation or, as responsible 

for producing ethnic norms which are successful or unsuccessful in 

acquiring socially valued goods (Glazier and Moynihan, 1975). In either 

of these assimilationist views, cultural origin is seen as determining 

ethnic rank, ethnic inequality and ethnic differences in society. 

Structural-functional theories which focus on individual or 

cultural phenomena in explaining medical behavior and ethnic relations 

have been extensively criticized (Navarro, 1976; Waitzkin and Waterman, 

1976; Li and Bolaria, 1979; Baran and Sweezy, 1966; Blauner, 1972; 

Waitzkin, 1978). These theoretical perspectives are often faulted for 

not dealing adequately with the social relations and structures that 

underlie and contribute to the individual and cultural phenomena upon 

which they focus (Navarro, 1976). 

3.2 INTERNAL COLONIAL THEORETICAL MODEL 

The present study will employ the internal colonial model in order 

to provide an understanding of the health status of Saskatchewan•s 
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Registered Indians. This approach provides both a structural and histori

cal perspective. The following is a brief historical outline of the 

development of capitalism in Canada as it has affected Canadian, and hence 

Saskatchewan Indians. 

Both Marx (1906) and Lenin (1973) have shown that the inherent 

contradictions of capitalist production forced its outward expansion and 

determined the colonialist era of world history. Previous to European 

contact, the North American Indian enjoyed excellent health status. Early 

European observers almost unanimously agree on the relative good health 

and lack of deformity found amongst the North American Indians (Vogel, 

1970). Lee and Devore (1968), Sahlins (1972) and Dubas (1968) confirm 

the good health status and lack of susceptibility to infectious diseases 

found in hunting and gathering societies which are characterized by well 

nourished, mobile populations. Vogel (1970) further indicates that North 

American Indians had an excellent knowledge of herbal remedies and medical 

techniques and were well ahead of their European counterparts in this 

respect. 

The arrival of Europeans in North America coincided with the 

decline of feudal ism and the growth of mercantile capitalism in Europe. 

The mercantile capitalist period was characterized by the unilateral 

transfers of wealth from hinterlands to the developing capitalist centers 

in Europe. This primitive accumulation of capital took place by means of 

plunder or highly unequal trade practices on the part of Europeans (Marx, 

1906; Baran, 1957). In Canada primitive accumulation of capital took 

place largely through the fur trade. 

Initially, the Canadian Indians were vital to the fur trade and 
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as military allies to either the French or British traders (Patterson, 

1972). The situation was one of balanced reciprocity in which both groups 

exchanged goods and services valued and needed by their counterparts who 

were unable to produce these for themselves (Elias, 1975). By 1821, the 

Hudson Bay Company had established a monopoly over the fur trade in Canada. 

In the interim, Indians had become dependent on European goods--tools, 

firearms, food--obtained through the fur trade and were being separated 

from their traditional means of subsistence (Stanley, 1961; Patterson, 

1972). Indian use of firearms rapidly diminished traditional food supplies 

creating dependence on European foodstuffs, which in turn tended to 

unbalance Indian diets and facilitate the spread of disease. Further, 

Indians• use of firearms rapidly diminished fur supplies in a given area 

causing westward expansion of eastern tribes into other tribes• terri-

tories, enhancing intertribal conflicts. Indian dependence on European 

goods, coupled with the monopoly position of the Hudson Bay Company in 

1821, allowed their maximum exploitation with Bay profits reaching 

20,000,000 sterling by 1857 (Meyer, 1972). At the same time the intro-

duction of European infectious diseases such as smallpox, tuberculosis, 

typhoid, whooping cough, measles, and venereal disease, severely decimated 

the Indian population (Rea, 1968; Parnell, 1976; Vogel, 1970; Crowe, 1974). 

Cree expansion westward and northward in the 
nineteenth century was not stopped by a series 
of smallpox epidemics which struck them twice 
in the eighteenth century and again in the early 
nineteenth century. It is asserted that their 
numbers declined in the mid-nineteenth century 
from approximately 4,000 to about 1,000 though 
their territorial span remained unchanged ... 
The decimation of the Assiniboines, due also to 
epidemics, may have aided Cree expansion into 
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areas formerly occupied by the Assiniboines 
in Southern Manitoba and Saskatchewan. A 
smallpox epidemic in 1836 is estimated to 
have killed 4,000 or more Assiniboines of 
Canada. (Patterson, 1972: 95) 

With the exception of the North, the fur trading era in Canada 

ended with the transfer of the Hudson Bay Company's monopoly over Rupert's 

Land to the federal government in 1868 (Cummings and Mickenberg., 1970). 

Within the same period emergent monopoly capital ism in Europe necessitated 

a tightening of the relationship with the colonies to facilitate the 

export of capital and the appropriation of markets and raw materials 

(Lenin, 1973). British imperialism required that the Canadian colony 

serve these demands and in addition, absorb a large percentage of surplus 

British population. In Western Canada, these dictates required implementa-

tion of a settler agricultural economy and the termination of Indian land 

title. Indians now became obstacles to capitalist accumulation. Because 

of this the dominion government imposed a series of treaties (Zlotkin and 

Colburn, 1977; Dunning, 1972; Melli.ng, 1966; Willhelm, 1969). The legal 

basis for treaties was two-fold: the British North America Act which 

gave the crown authority to deal with Indians, and the Proclamation of 

1763, which stated all legal title to land rests with Indian people unless 

formally extinguished (Cummings and Mickenberg, 1970). Between 1871 and 

1923, eleven treaties were signed extinguishing Indian title in Manitoba, 

Saskatchewan, Alberta and the North West Territories. These famous 

treaties were not negotiated between equal parties, but rather the Indians 

were forced to sign under duress (Stanley, 1952). In settlement of the 

prairie treaties, it was made plain by the dominion authorities that the 
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settlers would take the Indians• land regardless of whether they accepted 

the treaty (Cummings and Mickenberg, 1970). On the prairies, starvation 

brought about by the slaughter of the buffalo and the threat of genocide 

forced Indians to move onto reserves and accept government rations 

(Willhelm, 1969; Patterson, 1972; Stanley, 1961). The imposition of the 

treaties effected the legal appropriation and alienation of the Indians• 

means of production. 

The reserves were initially regarded as temporary training centers 

in which the Indians would be taught European culture followed by en

franchisement and assimilation into the dominant society. This notion 

of the reserves originated with the 1830 British Colonial Office adoption 

of the assimilation policy (Upton, 1973; Surtees, 1969). The policy was 

passed on to the dominion government in 1867 and has been retained to the 

present day. The view expressed in the assimilation policy was that 

Indians were lost savages who should be saved and civilized (Surtees, 

1969). The British in Canada had always expressed the belief that they 

were a superior race. The assimilation pol icy they initiated was viewed 

as the responsibility of a superior race (British) to indoctrinate an 

inferior race (Indians) into Western culture (Upton, 1973). In reality 

the assimilation policy was only an ideological tool; for in practice 

the British always maintained a rigid non-assimilation policy in their 

colonies (Kennedy, 1945). 

On the reserves Indians were to take up an agricultural existence, 

one completely foreign to their traditional nomadic lifestyle. The 

ideological basis of the assimilation policy was readily revealed by 

official actions. The gove,·nment often withheld food rations causing 
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starvation (Andrews, 1975; Stanley, 1961) and further denied Indians the 

agricultural equipment and instruction guaranteed by treaty (Patterson, 

1972). Hildebrandt (1970: 322) reports that in 1877-78 the entire Indian 

population of Saskatchewan received only 2 ploughs, 2 harrows, 13 spades, 

18 axes, 41 hoes, 4 oxen, 1 bull, 1 cow, 32 bushels of barley seed, 4 of 

oats and 616 potatoes. The disastrous effects of reservation life on the 

health status of prairie Indians was largely due to official acts which 

severely hindered their adjustment. Starvation and malnutrition made 

Indians much more susceptible to infectious European diseases. 

Even more destructive was the epidemic that ran 
riot among Indians of the Qu'Appelle Valley 
Reservation in Western Canada. The tuberculosis 
mortality rate among them reached a fantastic 
figure corresponding to 9,000 per 100,000--the 
highest on record anywhere at any time. This was 
barely three decades after these Indians had to 
abandon their free way of life on the prairies. 
(Dubas and Dubas, 1952, p. 191) 

The legislating of the assimilation policy was the first step 

towards institutionalized racism in Canada. The United States Center for 

Racial Justice gives the following definitions of institutional racism: 

- The initiating and perpetuating of a double standard of opportunities 
evolving from a positive valuation of whites and a negative valuation of 
non-whites. 

-The patterns in the life and practices of an institution that perpetu
ates inequalities in the treatment of and relationships between persons 
functioning in and affected by that structure. 

-A set of rules, either conscious or unconscious, that creates a power
less group and a powerful group, which leads to exploitation of one group 
over another on the basis of race. 

-A group or organization that, because of its rules, regulations and 
mode of operation, systematically excludes any ethnic group by not 
allowing them the opportunities, privileges and rights of others. 
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-A conscious or unconscious, exclusionary, self-perpetuating system that 
demands conformity to the power structure. Conformity begins with white
ness. 

-A set of behavioral patterns in all areas of life, i.e. housing, educa
tion, law, government, in which we accept intentionally or unintentionally 
the placing of persons of color in a position or status of inferiority 
(Canadian Welfare, 1974: 23). 

Numerous authors have established the origins of racism in colonial 

regimes. Racism functions as a justification for, and at the same time a 

means, by which colonizers exploit indigenous people. This exploitation 

facilitates capitalist accumulation (Little, 1958; Boggs, 1970; Baran 

and Sweezy, 1966; Casanova, 1965; Cox, 1948; Blauner, 1969; Willhelm, 1969; 

Nikolinakas, 1973; Balandier, 1966; Kennedy, 1945). In the present case, 

racism was used to justify the appropriation of Indian land (means of 

production) and their confinement on reserves. 

But the fact of crucial significance is that 
racial exploitation is merely one aspect of the 
problem of the proletarianization of labor, 
regardless of the color of the laborer. Hence 
racial antagonism is essentially political class 
conflict. The capitalist exploiter, being 
opportunistic and practical, will utilize any 
convenience to keep his labor and other resources 
freely exploitable. He will devise and employ 
race prejudice when that becomes convenient •... 
Assimilation diminishes the exploitative possibi-
1 ities ... The exploitation of native people, 
imperial ism, is not a sin, not essentially a problem 
of morals or vice; it is a problem of production 
and of competition for markets. Here, then, are 
race relations; they are definitely not caste 
relations. They are labor-capitalist-profit 
relationships; therefore, race relations are 
proletarian bourgeois relations and hence political
class relations. (Cox, 1948: 333-336) 

The British North America Act, Section 91, Subsection 24, gave to 

the federal government exclusive authority to legislate for Indians and 
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land reserved for Indians (Cummings and Mickenberg, 1970). The passage 

of the Indian Act in 1874 was the second step in institutionalized racism 

directed towards Canadian Indians (Soonias, 1978). The Indian Act, which 

but for minor alterations remains in effect to the present day, manifests 

the classic characteristics of colonial legislation (Kennedy, 1945; 

Casanova, 1965; Tabb, 1970). For example, the Act gives the federal 

government complete economic and political control over Canada 1 s Regis-

tered Indians. It allows the central government power to control virtually 

everything that is done on Indian reserves. The Act establishes a legal 

definition of an Indian, one which has no basis in ethnicity. It has 

been used to destroy Indian culture by outlawing many of the most power-

ful Indian customs. Indian gift giving ceremonies, traditional dances, 

and festivals were made illegal. Indians could not appear in any public 

show in aboriginal costume without the consent of the Superintendent of 

Indian Affairs. Not until 1951 were these restrictions lifted. Not 

until 1960 were Indians given the right to vote in federal elections 

(Soonias, 1978; Frideres, 1974; Melling, 1966; Zlotkin and Colborn, 1977). 

The Indian Act contains one hundred and twenty four sections which 

may be listed as follows: 

1. Definitions, interpretations and registrations of Indians (Sec. 2-
17) . 

2. Reserves and possession of lands in reserves (Sec. 18-29). 

3. Trespass on reserves (Sec. 30-31). 

4. Sale or barter of produce (Sec. 32-33). 

5. Roads and bridges (Sec. 34). 

6. Lands taken for public purposes (Sec. 35). 
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7. Special reserves and surrendered lands (Sec. 36-41). 

8. Estates and wills of Indians (Sec. 42-52). 

9. Management of reserves and surrendered lands (Sec. 53-60). 

10. Management of Indian moneys (Sec. 61-69). 

11. Loans to Indians (Sec. 70). 

12. Farms on reserves (Sec. 71). 

13. Treaty money (Sec. 72). 

14. Regulations the Government can impose (Sec. 73). 

15. Election of chiefs and band councils (Sec. 74-80). 

16. Powers of the band council (Sec. 81-86). 

17. Taxation and legal rights (Sec. 87-90). 

18. Trading with Indians (Sec. 91-92). 

19. Removal of materials from reserves and intoxicants (Sec. 93-102). 

20. Forfeitures and penalties (Sec. 103-108). 

21. Enfranchisement (Sec. 109-113). 

22. Schools (Sec. 114-123). 

23. Prior grants (Sec. 124). 

(Union of B.C. Indian Chiefs, 1975) 

The Act provides controls, restrictions and prohibitions which 

deal with the whole 1 ife of Registered Indians. Further, it leaves 

little doubt that the Indians have been largely stripped of the power to 

control their own affairs. It should also be pointed out that most of 

the above areas are areas in which a non-Indian may control his or her 

own life. 

In the period following passage of the Indian Act systematic 
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attempts were made to undermine Indian culture. This period of Indian 

history has been referred to as the period of irrelevance, adaption, or 

disutil ity for Indians (Patterson, 1972; Willhelm, 1969). These views 

refer to the fact that with the development of capital ism in Canada, 

Indians were forced to become an economically redundant population group. 

Marx (1906) has explained how the creation of relative surplus population 

is inherent in the development of capitalism. 

It is capitalist accumulation itself that constantly 
produces, and produces in direct ratio of its own 
energy and extent, a relatively redundant population 
of labourers ..• A population of greater extent than 
suffices for the average needs of the self-expansion 
of capital, and therefore, a surplus population ... 
With the extension of the scale of production, and 
the mass of the labourers set in motion, with the 
greater breath and fullness of all sources of wealth, 
there is also an extension of the scale on which 
greater attraction of labourers by capital is accom
panied by their greater repulsion ... 

The labouring population, therefore, produces 
along with the accumulation of capital produced by it, 
the means by which itself is made relatively super
fluous, is turned into a relative surplus population, 
and it does this to.an always increasing extent ... 
This surplus population becomes ... a condition of 
existence of the capitalist mode of production. 
(Marx, 1906: 691-693) 

Marx's analysis of capitalist production revealed that as capital 

accumulation increases, the proportion of constant (machines) to variable 

(labor) capital changes. Marx called the ratio of constant to variable 

capital the organic composition of capital (c/v). Marx's analysis shows 

that in capitalist production there is a tendency for the organic composi-

tion of capital to rise (Marx, 1906; Mandel, 1970). The rise in the 

organic composition of capital results in the production of a relative 

surplus population. Marx distinguished between forms of surplus populations 
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which are floating and stagnant. The floating population is found around 

centers of industry acting as a reserve labor army which is attracted and 

repelled by the changes in the organic composition of capital. The stag-

nant surplus population is characterized by extremely irregular employ-

ment; maximum working time and minimum wages; and severe poverty. 

With the increase in the specialization of productive activity, 

the demand for semi-skilled labor increases, while the attraction and 

repulsion process of unskilled labor (floating surplus population) is 

impaired. As a consequence the surplus population is increasingly com-

posed of the stagnant form--persons who are permanently redundant. It 

is this part of the proletariat which Spitzer (1975) has referred to 

as problem populations. 

The passing of the Indian Act and the relegation of Indians to 

reserves, demanded by the development of capitalism in Canada, marked 

the forced transformation of Indians into problem populations. The most 

distinguishing characteristic of problem populations is the fact that 

their behavior, personal qualities, or position threatens the social 

relations of production in capitalist societies. Specifically, problem 

populations threaten, hinder, or question the following: 

1. Capitalist modes of appropriating the product of human labor. 

2. The social conditions under which capitalist production takes place. 

3. Patterns of distribution and consumption in capitalist societies. 

4. The process of socialization for productive and non-productive roles. 

5. The ideology which supports the functioning of capitalist society. 

( S p i t ze r , 19 7 5 : 6 4 2- 6 4 3) 

Control of problem populations in capitalist societies requires increased 
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state intervention. One of the strategies utilized by the state is that 

of containment. The containment strategy involves geographic segregation 

of problem populations and the use of formal and informal sanctions to 

circumvent the challenges they present (Spitzer, 1975). 

The containment strategy was used against Indians through the 

forced signing of treaties and the creation of reserves. The passage of 

the Indian Act established a dependent colonial relationship between the 

Indians and the dominant Canadian society which serves to perpetuate 

Indians as a problem population within the proletarian class. Indian 

reserves became internal colonies which are exploited by the dominant 

Canadian society (Frideres, 1976; Blauner, 1969). The exploitation 

centers on the appropriation of raw materials from the reserves. Indians 

receive only marginal employment and profits from the extraction by non-

Indians of reserve resources such as oil, timber, water and minerals 

(Frideres, 1974; Zlotkin and Colbourn, 1977; Hildebrandt, 1970). 

According to the Hawthorne Report (1966: 368): 

... Indian administration was a version of coloni
alism. The Branch was a quasi-colonial government 
dealing with almost the entire life of a culturally 
different people who were systematically deprived of 
opportunities to influence government, a people iso
lated on special pockets of land and who were subject 
to separate laws. 

Similarly, Carstens (1971: 129) states: 

The Indians of Canada who are under the Indian Act 
and live within the economic, social, and territor
ial confines of reserves are not wards of the Govern
ment as some have argued; they are members of little 
colonies within the borders of the dominating nation. 

Frideres (1974: 157) outlines seven aspects of colonialism and 
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finds them all applicable to Indians in Canada. These are: 

1. The forced entry of the colonizer 

2. The destruction of the aboriginal system of life (political, economic, 
kinship structure, value system) 

3. External political domination 

4. Native economic dependence 

5. Low standard of social services provided 

6. Racism 

7. Establishment of a color line 

To reiterate, the internal colonial approach to the historical 

development of capitalism in Canada has indicated the class position of 

Saskatchewan's Registered Indians. Employing this framework, Saskatchewan's 

Registered Indians are seen to constitute a problem population within the 

proletarian class. The maintenance and perpetuation of Registered 

Indians as a problem population is due to the establishment of a colonial 

relationship between Indians (colonized) and the dominant society (colonizers). 

3.3 SUMMARY 

This chapter has pursued a discussion of the two main theoretical 

orientations employed in the explanation of health status. Structural-

functional theories of health behavior and ethnic relations were briefly 

reviewed. These theoretical perspectives have received much criticism. 

Commonly, they are faulted for not adequately analyzing the basis of the 

psychological and cultural phenomena upon which they focus. In short, 

they tend to concentrate on surface appearances--superstructural pheno-

mena--which reflect deeper historically developed structural contradictions. 
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The internal colonial framework used in the present study was dis

cussed in greater detail. The internal colonial approach to the development 

of capital ism in Canada has indicated that Saskatchewan 1 s Registered Indians 

constitute a problem population within the proletarian class. It should 

be noted however, that small portions of the Registered Indian population 

consist of persons who are members of the petty-bourgeoisie and lumpen

proletariat. Registered Indians are maintained and perpetuated as a prob

lem population due to the establishment of a colonial relationship between 

the Indians (colonized) and the dominant society (colonizers). The above 

two factors tend to produce the overall social, political and economic 

subordination of Saskatchewan•s Registered Indians. 

In the following chapter, the class position of Saskatchewan•s 

Registered Indians will be further elaborated by discussing in detail 

their specific socioeconomic status. Although traditional sociologists 

commonly employ socioeconomic status to denote class, this approach does 

not comply with the Marxian definition and usage of class employed in 

the present study. Marx has defined a class as a group of people who 

share a common relationship to the means of production. The two major 

classes in capitalist society are the bourgeoisie (capitalist), who own 

the means of production, and the proletariat (workers), who do not own 

the means of production and are forced to sell their labor-power to the 

bourgeoisie (Mandel, 1970). In contrast, socioeconomic status is a 

composite index in which various indicators such as income, education, 

and occupation are employed. 



CHAPTER IV 

SOCIOECONOMIC STATUS OF SASKATCHEWAN'S REGISTERED INDIANS 

In the previous chapter the internal colonial model was employed 

in order to help explain and identify the nature and historical develop

ment of the class position of Saskatchewan's Registered Indians. This 

approach has indicated that Saskatchewan's Registered Indians constitute 

a problem population within the proletarian class. In order to pursue 

an understanding of the health status of Saskatchewan's Registered Indians, 

it is necessary to provide a further and specific descriptive discussion 

of their class position. For this purpose, the socioeconomic status of 

Saskatchewan's Registered Indians will be described in this chapter. This 

will be accomplished through the use of indicators of income, occupation, 

education, social welfare, and housing. 

4.1 INCOME 

The assessment of the income level of Saskatchewan's Registered 

Indians is largely hampered by problems of limited data. Despite this 

difficulty, it has been well established that Indians rank among the 

poorest of the poor throughout Canada (Economic Council of Canada, 1968: 

121-124). The Hawthorne Survey (1966: 45) found that the total earnings 

of Registered Indians in Canada amounted to $300 per capita, as compared 

to the Canadian average of $1,400. A similar contrast was found in 

comparing the average yearly earnings per worker. For the Registered 

Indians the figure was $1,361, while for non-Indians it was $4,000 (1966: 
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95-96). Other data shows that over 47% of Indian families on reserves 

earned $1,000 per year or less, and that 75% earned $2,000 or less (McEwen, 

1964: 1-3). More recent information indicates that the income level of 

Registered Indians has not changed substantially. Frideres reports that 

only 20% of the total Registered Indian population make more than $3,000 

per annum, with nearly one-half earning less than $1,000 per annum 

(Frideres, 1974: 26). Using the standard set by the federal government, 

over 80% of Registered Indians in Canada are living below the poverty 

line (Frideres, 1974: 24). 

The income level of Saskatchewan's Registered Indians conforms 

closely with the national picture. That is, the income level of Saskat

chewan's Registered Indians can best be described as meager. Out of the 

total reserve population of 26,000, only 6,000 had a cash income in 1969. 

Of this number, only 11% earned $3,000, while over 60% earned less than 

$1,000 (Dosman, 1972: 39). Statistics indicate that the income of 

Registered Indians saw only a marginal increase in the following six years. 

In 1975 the average wage earnings for Indian people on Saskatchewan reserves 

amounted to approximately $1,500. This compares very poorly with the 

provincial average of $10,000 for non-Indians (Federation of Saskatchewan 

Indians, 1978: 6). Quite clearly the income level of Saskatchewan's 

Registered Indians is extremely low, especially in comparison to that of 

their non-Indian counterparts. 

4.2 OCCUPATION 

As occupation and income are closely related it is not surprising 

that Indian reserves offer little, to almost no opportunity for employment. 
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Federal gov~rnment statistics show that a mere 6% of the total Saskatchewan 

on-reserve Registered Indian population between the ages of fifteen and 

sixty-four years had full time employment in 1969 (Department of Indian 

Affairs and Northern Development, 1970: Table 24). The seriousness of 

this extremely low employment figure may be more readily conceptualized 

with the knowledge that this age group is considered to be the productive 

and principal demand component of the population. Other studies have 

further documented the lack of full time employment opportunities available 

to Indians in Saskatchewan. One such study, for example, found that of 

the 2,200 Northern Sa$katchewan Indian and Metis, fewer than 200 had full 

time year round jobs. In other words, only 9% had year round employment 

(Buckley, Kew, Hawley, 1963: 18). 

The lack of full time employment among the Registered Indian 

population is due in part to their position in the occupational hierarchy. 

Throughout Canada, Indians are overrepresented in the primary and unskilled 

occupations and consistently under-represented in the white collar ranks 

(Statistics Canada, 1980: 174). Studies point out that over 77% of all 

jobs performed by Registered Indians are in the primary and unskilled 

category (Hawthorne et al., 1966: 53). These include the traditional 

pursuits of trapping, fishing, hunting, and forestry as well as a host of 

other marginal jobs such as fire-fighting, tourist guiding, and itinerant 

farm labouring. It is well known that employment of this nature is 

typically of short-term or seasonal duration. This fact is amply reflected 

in Indian employment statistics. The average duration of employment per 

year for Registered Indians is only 4.8 months (Frideres, 1974: 27). 

Were this the employment situation faced by most Canadians, one could 



32 

easily predict nation-wide social unrest. Furthermore, it is most probable 

that this situation will deteriorate further as machines eliminate jobs 

previously available to unskilled workers. Evidence of this trend is 

reflected in the Indian unemployment rate which is over 300% higher than 

for other Canadians (1974: 28). Statistics show that on Saskatchewan 

reserves the unemployment rate for Registered Indians is rising. In 1971, 

75.5% of reserve Indians between the ages of sixteen and fifty-five years 

were unemployed, whereas by 1975 this figure had reached 79%. During this 

same year, Saskatchewan•s non-Indian unemployment rate was approximately 

3.6% (Saskatchewan Indian Cultural College, 1375: 2). The fact that 

Registered Indians, in common with other colonized people, do not have 

access to the full range of available employment is one important reason 

for their present and continuing poverty. 

4.3 EDUCATION 

There are a number of studies available in the literature which 

document the failure of the education system to meet the needs of Registered 

Indian students. These studies have shown repeatedly that the great ma

jority of Indian students do not continue through the educational system. 

The Hawthorne survey found that for the twelve year school cycle between 

1951 and 1962, 94% of Indian students did not graduate. This compares 

very poorly with the national drop-out rate for non-Indian students of 

approximately 12% (Hawthorne et al ., 1966: 130). Recent government 

statistics indicate that school completion among Registered Indian students 

has improved only modestly in the last fifteen years. In 1965, only 10% 

of Indian students remained to grade 12 from grade 2, while by 1975 this 
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figure had increased to 20% (Indian and Northern Affairs Canada, 1980: 

49). 

Viewing the above figures it is easy to conclude that the Registered 

Indian students are at a disadvantage compared with their non-Indian 

counterparts. This is further indicated by comparing the distribution 

of Indian and non-Indian students throughout the grade levels. Statistics 

show that 90% of Indian students are at the elementary level, 9% are at 

the secondary school level, and fewer than 1% are attending universities 

and colleges. For non-Indian students that figure reads: 71% at the 

elementary school level, 24% at secondary school, and 5% at universities 

and colleges (Fri de res, 1966: 46). 

Studies of Indian education in Saskatchewan mirror the findings of 

those conducted at the national level. According to a provincial study, 

enrolment figures for treaty Indians in Saskatchewan showed a continuous 

decrease beginning as early as grade three, and progressively worsening 

throughout the grade levels until only .5% were in grade twelve (Dosman, 

1972: 39). Figures for the year 1975 showed that over 60% of reserve 

Indian students were age-grade retarded, with those over ten years of age 

behind an average of 2.3 years (Saskatchewan Indian Cultural College, 

1975: 13). The inevitable result of this process is evidenced by the 

statistics on Registered Indian educational attainment. These figures 

show that over 79% of Saskatchewan's reserve Indians have less than grade 

nine education, while 2.3% have grade twelve and only .2% of those between 

the ages of twenty-five and thirty-four years have a university degree 

(Saskatchewan Indian Cultural College, 1976: Appendix C). 

Studies in search of explanations for the high Indian attrition 
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rates find agreement with those that have shown educational achievement is 

strongly related to the social class background of the student (Coleman, 

1966; Rist, 1970). The present educational system in Canada is geared to 

cater to urban, middle income, non-Indian students. For this reason it is 

both irrelevant and alien when placed within the context of Indian reserves 

(Frideres, 1974: 47). In addition, other studies have shown that the 

content of education serves to provide a cultural insult to Indians by 

presenting material which depicts them in derogatory terms and interprets 

history from the viewpoint of the colonizer Europeans (Manitoba Indian 

Brotherhood, 1974). Taken together, these studies explain the success of 

the educational system in instilling in Indian students feelings of self

doubt, failure and inferiority. A number of authors have traced the 

embedding of this type of psychological inferiority, or what is more 

generally referred to as a colonized personality, to the dominant colonial 

institutions (Memmi, 1965: 79-118; Puxley, 1977: 103-119; Kennedy, 1945: 

3 11 ; Fan on , 1 9 6 8 : 2 50) . 

Finally, a major study of Indian education in Saskatchewan has 

found that additional years of schooling provides virtually no contribution 

towards raising Indian income earning potential (Federation of Saskatchewan 

Indians, 1973: 139). This finding must clearly be interpreted as indica

tive of the colonized status of Registered Indians in Saskatchewan. 

4.4 SOCIAL WELFARE 

Indian reserves throughout Canada have previously been described 

as acting as internal colonies whose resources are exploited by the dominant 

society. One of the immediate consequences of this process has been to 
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produce the extreme economic dependency of the Registered Indian population. 

Indicative of this dependency is the dramatically increasing Registered 

Indian reliance on social assistance. In 1966, 36% of Registered Indians 

living on reserves in Canada received social assistance, compared to the 

national rate of 3.6%. In this same year, the use of social assistance 

by Registered Indians on a per capita basis was twenty-two times higher 

than for the non-Indian population (Indian and Northern Affairs, 1980: 

28). By 1974, the rate of social assistance for on-reserve Registered 

Indians in Canada had risen to 55%. This represents a 52% increase from 

the 1966 rate. Once again, this rate compares very unfavorably with the 

national rate which was only 6% in the same year (1980: 28). 

Statistics indicate that welfare dependence is even more severe 

among the Registered Indians of Saskatchewan. A comparison of the welfare 

position of Saskatchewan•s Registered Indians with that of other Registered 

Indians in Canada provides further insight. Statistics Canada reports that 

the average monthly number of reserve Indians receiving assistance through

out the nation is 79,438. Saskatchewan has only 15% of the total Regis

tered Indian population of Canada, and yet this province has the highest 

average monthly number of on-reserve Indians receiving assistance (16,743). 

This figure represents 21% of the total and suggests that the most under

developed and dependent of all Registered Indians in Canada reside on 

Saskatchewan reserves (Statistics Canada, 1977: 291; Department of Indian 

Affairs and Northern Development, 1978: 1). 

In 1972, over 61% of on-reserve Saskatchewan Indians were dependent 

on social assistance for support (Statistics Canada, 1974: 252). This 

figure grew to 72% by 1975, an increase of over 18%. In comparison, only 
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5.4% of Saskatchewan's non-Indian population were dependent on social 

assistance for support in the same year (Federation of Saskatchewan 

Indians, 1978: 6). Although these figures can be interpreted to encourage 

the commonly held view of Indians as inherently lazy collectors of unlimited 

welfare dollars, statistics clearly disprove this ideology. In terms of 

actual dollars, the total cost of the social assistance program for on-

reserve Indians in Saskatchewan amounted to over $9 mi 11 ion in the fiscal 

year 1973-1974 (Statistics Canada, 1977: 291). Though this appears an 

exhorbitant amount, the annual assistance per person was only $541, or 

slightly higher than $45 per person, per month. In addition, other data 

shows that over 58% of the Registered Indians receiving welfare in Saskat-

chewan were doing so strictly for economic reasons (1977: 291). This, 

in part, is explained by the previously discussed lack of employment 

opportunities made available on Saskatchewan reserves. Furthermore, 

other data clearly shows that historically nearly one-half of all welfare 

expenditures for Registered Indians have been in the form of cash payments, 

with 1 ittle directed towards preventative services (Indian and Northern 

Affairs Canada, 1980: 27). This strongly suggests that the welfare 

expenditures function primarily for social control purposes by fostering 

1 and perpetuating Registered Indian dependency. 

With regard to the actual welfare services provided for Registered 

Indians, a number of studies have pointed out that these are substandard 

in comparison to those available to non-Indian Canadians (Frideres, 1974: 

For further discussion of the use of welfare for social control 
purposes see: Angela Wei Djao (1979: 300-315). 
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161). In addition, for a long period in Canadian history Registered Indians 

were disqualified from receiving all the social assistance benefits enjoyed 

by their non-Indian counterparts. In the past they were excluded from a 

variety of programs including supplementary allowances, and old age and 

blind person benefits. They have also not been equally able to take advan

tage of subsidized university and technical training, nor government cul

tural and recreational expenditures on parks, libraries, community centers 

and so forth (Hawthorne et al., 1966: 321). For these reasons the federal 

government has actually pocketed considerable amounts of money through 

reduced spending on Registered Indians. This becomes even more apparent 

in comparing government expenditures on Registered Indians and non-Indians 

in Canada. The total budget for the Department of Indian Affairs was 

approximately $360 million in 1974. Close to one-half of this sum was 

consumed by the department in administrative expenses. Another quarter 

went for various support services, while only one-quarter of the total 

amount went directly to Indian reserves in the form of loans, grants and 

programs. On the average, this amounts to approximately $360 per Indian. 

In contrast, the federal government spent an average of $6,500 on each 

resident of Prince Edward Island in 1972 (Parnell, 1976: 115). Other 

studies also point out the reduced spending on Registered Indians (Saskat

chewan Indian Cultural Col lege, 1975: 16). Quite clearly, the standard 

of social assistance, as measured in dollars and services, is much lower 

for Registered Indians than for non-Indians in Canada. 

4.5 HOUSING 

While income, occupation and education directly account for 
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differences among people in standards of living, housing is both a product 

and an expression of these differences. With this in mind, it is possible 

to view housing as a general reflection of the social status of each group 

in society. 

The present housing conditions for Indians on reserves are among 

the worst in Canada. The two most striking aspects of reserve housing 

are their small size and large number of occupants. The available statis

tical data readily bring forth the obvious reasons for this situation. 

In 1973, over 30,000 Registered Indian families were forced to occupy 

only 27,000 houses, the total number on the reserves. In other words 

there were 90 houses for every 100 families leaving 10% of Indian families 

doubling up with another family in the same house (Statistics Canada, 

1977: 288). The severity of this occurrencebecomes apparent when taking 

into account that over 42% of reserve houses have four rooms or less 

(Statistics Canada, 1980: 180). This is indicative of the general 

condition of reserve housing throughout Canada, which can only be described 

as wretched. 

Using federal government standards, the number of houses in good 

condition had declined from 51% in 1963, to 46% by 1973. Correspondingly, 

the number of houses in poor condition has risen from 21% to 24% in the 

same time period. The backlog of families needing new houses grew from 

less than 20% in 1965, to nearly 27% by 1973, an increase of 35%. During 

this same time, the proportion of occupied houses in need of major repair 

increased by 127% (Statistics Canada, 1974: 248; Statistics Canada, 1977: 

288) . 

As can be expected from these overall figures, the housing situation 
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on Saskatchewan reserves lacks any cheering qualities. Indeed, Saskatchewan 

reserves have the misfortune of having the worst housing conditions in all 

of Canada (Government of Saskatchewan, 1976: 8). In 1975, there were a 

total of 3,942 reserve houses in Saskatchewan. The average number of 

persons per house was 7.3, as opposed to 3.5 for non-Indian houses in the 

province. Federal government standards maintain that overcrowding occurs 

where the number of people exceeds the number of rooms. On Saskatchewan 

reserves the number of persons per room is approximately 1.7, making over

crowding the all pervasive situation (Saskatchewan Indian Cultural College, 

1975: 4). Furthermore, all indications are that overcrowding will worsen 

as the Indian population increases and the demand for dwellings multiplies. 

In addition to the small size of houses and the overcrowded condi

tions, Indian houses on Saskatchewan reserves lack the general facilities 

that were long ago taken for granted in non-Indian homes. While 90% of 

houses on Saskatchewan reserves have electricity, only 4% have sewer, 

3.6% running water, 2.2% indoor toilet, 1.7% indoor bath, and 3% telephone. 

The comparative figure for non-Indians is in excess of 90% (1975: 4-8). 

One of the direct results of the substandard housing and the lack of 

facilities is the high rate of fires and fire deaths on Indian reserves. 

Statistics show that the death rate due to fires among the Registered 

Indian population in Canada was 27 per 100,000 in 1978, compared to the 

national rate of only 4 per 100,000 (Indian and Northern Affairs Canada, 

1980: 33). 

The poor housing and lack of facilities, as well as the over

crowding are more characteristic of conditions in underdeveloped third 

world countries rather than mainstream Canadian society. These conditions 
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greatly reduce Registered Indian chances for good health, educational and 

occupational achievement and a stable family life. 

4.6 SUMMARY 

The socioeconomic status of Saskatchewan's Registered Indians has 

been described in order to provide a more comprehensive picture of their 

specific social class position. The indicators employed for this purpose 

tend to show that on al 1 counts the socioeconomic status of Saskatchewan's 

Registered Indians is extremely low. The indicators suggest that they 

suffer a subsistence level income, high rates of unemployment, low 

occupational status, intensive welfare dependence, dilapidated housing, 

and a general standard of living which closely resembles that found in 

underdeveloped third world nations. 

In the following chapter, a review of studies documenting the 

relationship between socioeconomic status and mortality will be under

taken in order to provide an indication of the significance of low 

socioeconomic status in relation to mortality. 



CHAPTER V 

SOCIOECONOMIC STATUS AND MORTALITY 

In the previous chapter, a number of indicators of socioeconomic 

status were employed in order to provide a more comprehensive picture of 

the specific class position of the Registered Indian population of Saskat

chewan. These indicators tended to show that Saskatchewan•s Registered 

Indians have an extremely low socioeconomic status. In the following, 

a review of studies documenting the relationship between socioeconomic 

status and mortality wi 11 be undertaken in order to provide an indication 

of the significance of low socioeconomic status in relation to mortality. 

Although the studies reviewed do not specifically focus on Registered 

Indian population groups, nevertheless the findings may be considered 

relevant to this population. It should also be underlined that the use 

of the terms •social class• and 1 class 1 by some authors cited in the 

following review does not conform with the Marxian definition and usage 

of the concept of class which has been employed in the present study. 

The review completed, and against this background, attention 

will be focused on Saskatchewan•s Registered Indians. The influence of 

several environmental aspects of Saskatchewan reserves on Registered 

Indian mortality and morbidity will be discussed. 

5.1 SOCIOECONOMIC STATUS AND GENERAL MORTALITY 

A review of the literature indicates that there is a substantial 

amount of research available which documents the relationship between 

socioeconomic status and mortality. It is not the intention here to provide 
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an extensive review of these studies, rather a representative number will 

be elaborated in order to provide an indication of the principal findings. 

By far the majority of studies conducted in the United States, 

which have analyzed mortality differentials between socioeconomic groups, 

have collected data on ecological units. Most often researchers have 

taken advantage of census tracts which provide the ready-made dissection 

of urban areas into relatively homogenous geographic subdivisions. The 

typical practice in these studies is to relate deathsobtained from vital 

statistics sources to census tract enumerations of the population. Each 

census tract is rated according to various indices of socioeconomic 

status, and deaths recorded based on the decedent's census tract of 

residence. The deaths and population for each census tract are then 

allocated as a unit to one of a number of social groups, in accordance 

with the socioeconomic index of the census tract (Kitagawa and Hauser, 

1973: 47-62). 

Ell is (1958: 30-37) employed this general methodological procedure 

in a study conducted in Houston, Texas. A composite index, which utilizes 

measures of education, occupation, and median family income, was employed 

in the socioeconomic ranking of the census tracts. The tracts were 

allocated to one of five socioeconomic groups, so that each group contained 

approximately the same number of census tracts. The 1949-51 average 

annual death rates per 100,000 population by socioeconomic rank for 

Houston are shown in Table 5.1. Although there are clear socioeconomic 

mortality differentials, the data did not confirm the hypothesis of an 

inverse relationship between mortality and socioeconomic status. Group 

IV, as opposed to group V, exhibits the highest mortality rate. This 
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exeption is attributed to the extension of free medical services to those 

in the lowest socioeconomic group (V). Ell is speculates that if the two 

lowest socioeconomic groups were combined, an inverse relationship would 

be found. This procedure was not undertaken however, as it was viewed as 

scientifically unwarranted. For our purposes it can be noted that the 

highest mortality rates are found among the lower socioeconomic groups. 

When groups IV and V are compared with the upper groups, the difference 

in mortality is clearly marked. 

TABLE 5.1 AGE STANDARDIZED, ANNUAL DEATH RATES PER 100,000 POPULATION 
BY SOCIAL RANK GROUP, IN HOUSTON, TEXAS, 1949-51. 

Socioeconomic Group Death Rates 

(High) 6.17 

II 6.56 

Ill 7.43 

IV 9.12 

(Low) v 8.73 

SOURCE: modified from John M. Ell is, 11Socioeconomic 
Differentials in Mortality from Chronic Diseases, 11 in 
E. Gartly Jaco (ed.), Patients, Physicians and Illness 
(Glencoe: Free Press, 1958), p. 32. 

Quinney (1965: 222-230) in a similar study analyzed the distribu-

tion of mortality in the metropolitan area of Lexington, Kentucky. 

Lexington's twenty-seven census tracts were allotted to one of five rank 

groups through the use of two composite indexes. These were the Skevky-

Bell Social Rank Index and the average T-score index. The former employs 

measures of education and occupation, while the latter is based on the 
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average of scores on family income, education, occupation and housing value. 

The 1960 death rates for the socioeconomic levels are shown in Table 5;2. 

TABLE 5.2 DEATH RATES PER 1,000 POPULATION FOR FIVE SOCIOECONOMIC 
RANK AREAS, IN LEXINGTON, KENTUCKY, 1960. 

Socioeconomic Group Death Rates 

(High) 5.5 
II 5.7 

Ill ].2 

IV 13.7 

(Low) v 13.6 

SOURCE: modified from Richard Quinney, ''Mortality 
Differentials in a Metropolitan Area, 11 Social Forces, 
43 (1965)' p. 223. 

Quinney's conclusions indicate the presence of an inverse relationship 

between mortality and socioeconomic status. This finding was reinforced 

by further computations which showed a negative correlation of .57 between 

the overall mortality rates of the census tracts and the average T-scores 

of the tracts. A negative correlation of .34 was also found between the 

mortality rates and the Skevky-Bell Social Rank Index. 

In viewing the data in Table 5.2, it is easy to discern the socio-

economic differentials in mortality. Most striking is the substantially 

higher mortality rates recorded among the lower socioeconomic groups. 

The mortality rate in the lowest socioeconomic group is 2.5 times higher 

than that of group I. 

Yeracaris (1955: 1235-1247), in an earlier study, classified the 

seventy-two census tracts in Buffalo, New York into five socioeconomic 
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groups on the basis of the median rental of residences in the tracts. All 

deaths for 1939 to 1941 were alloted to one of five rank groups according 

to the residence address of the deceased. The findings in Table 5.3 

reveal an inverse relationship between mortality and socioeconomic status. 

TABLE 
BY 

5.3 AGE STANDARDIZED, ANNUAL MORTALITY RATES PER 1,000 PERSONS, 
SOCIOECONOMIC GROUP AND SEX, IN BUFFALO, NEW YORK, 1939-1941. 

Socioeconomic Group Mo r t a 1 i t y Ra t e 

- MALES -

(High) 9.4 
II 9.9 

Ill 11 . 4 
IV 12.2 

(Low) v 14.9 

- FEMALES -

(High) 7.2 
II 8. 1 

Ill 9.0 
IV 10.0 

(Low) v 12.4 

SOURCE: modified from Constantine Yeracaris, 11 Differ
ential Mortality, General and Cause-Specific, in Buffalo, 
1939-1941 ,'' Journal of the American Statistical Associa
tion, 50 (1955), p. 1238. 

Through the use of additional indexes, Yeracaris calculated a 

19.1 percent 'death wastage' due to socioeconomic differences. In other 

words, if all the socioeconomic groups had the same death rate as the 
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highest group, 19.1 percent of the total deaths would not have occurred. 

Death wastage, the portion of deaths that could have been avoided, was 

found to increase inversely with socioeconomic status. Supposing the death 

rate in the highest socioeconomic group prevailed throughout, the percent

age of deaths avoided would be: 6.8 percent in group I I, 17.3 percent in 

group I I I, 24.5 percent in group IV, and 38.5 percent in group V (1955: 

1237). As these figures indicate, the greatest saving in lives would occur 

in the 1 0111e r socioeconomic groups. 

Stockwell (1963: 956-964) investigated mortality differentials in 

both Hartford, Connecticut and Providence, Rhode Island. The census tracts 

of both cities were ranked by socioeconomic level through the use of the 

SW Index. This index, which was derived from the Skevsky-Williams index, 

provides measures for each of education, occupation and income. The social 

rank score for each census tract was computed as the arithmetic mean of 

the percentile scores of these three measures. Following the usual proce

dure, the census tracts were divided into five social rank groups so that 

about twenty percent of the tracts of each city were distributed to each 

of the rank groups. The 1949 to 1951 average annual death rates for the 

socioeconomic levels, excluding the non-white population, are shown in 

Table 5.4 .. For both cities, Stockwell found the existence of a pronounced 

inverse relationship between mortality and socioeconomic status. 

In the above study, Stockwell issues a call for more research of a 

historical and comparative nature in order to clarify the effect of socio

economic status on mortality. This summons has been answered in a study 

conducted by Kitagawa and Hauser (1973) in Chicago. Data from four previous 

studies, plus that generated by the authors, were included in the analysis 



47 

TABLE 5.4 AVERAGE ANNUAL DEATH RATES PER 1,000 POPULATION FOR FIVE SOCIAL 
RANK AREAS, IN HARTFORD, CONNECTICUT AND PROVIDENCE, RHODE 

I S LAND , 1 9 4 9- 1 9 5 1 . 

Socioeconomic Leve 1 Hartford Providence 

(High) 7.7 8.7 

II 8.8 9.6 

Ill 9.2 9.9 

IV 10.0 11 . 0 

(Low) v 10.6 12. 1 

SOURCE: modified from Edward G. Stockwell, "A Critical Examination of 
the Relationship Between Socioeconomic Status and Mortality," American 
Journal of Public Health, 53 (1963), p. 958. 

of socioeconomic mortality differentials for the thirty year period, 1930-

1960. In 1930 and 1940, the Chicago census tracts were divided into five 

socioeconomic groups on the basis of median tract rental. For the years 

1950 and 1960, the tracts were divided on the basis of median family 

income. The methodological rationale behind this procedure was to ensure 

that the white and non-white populations were allocated to one of five 

socioeconomic groups, in about the same proportions on each of the 

successive years. The mortality rates for the white population of Chicago 

by socioeconomic group are displayed in Table 5.5. 

In 1930 and 1950, for both males and females, the data shows an 

inverse relationship between mortality and socioeconomic status. The 

inverse relationship is present for females in 1940, while for males, 

group I exhibits a slightly higher rate than group II. For the year 1960, 

for both males and females, again group I exhibits a slightly higher 
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mortality rate than group I I. For both 1940 and 1960, the barriers to 

finding an inverse relationship between mortality and socioeconomic status 

are confined to relatively small differences between the two highest groups. 

What is clearly shown in the overall data is the substantially higher 

mortality rates recorded for the lowest socioeconomic group (V). 

TABLE 5.5 AGE-ADJUSTED DEATH RATES PER 1,000 PERSONS, BY SOCIO
tCONOMIC GROUP AND SEX, IN CHICAGO, 1930-1960. 

Socioeconomic Group 

- MALES -

(High) 

II 

Ill 

IV 

(Low) v 

- FEMALES 

(High) 

II 

Ill 

IV 

(Low) v 

11.6 

12.4 

13.6 

15.4 

18.8 

9.0 

10.5 

11.3 

12.5 

14.5 

Death Rates 

11 . 0 

10.8 

11 . 5 

13.4 

16.6 

7.6 

8.3 

9. 1 

10. 1 

12.2 

8.7 

9.4 

9.7 

11 . 6 

14.6 

6.0 

6.6 

7.0 

7.8 

9. 1 

9.6 

9.2 

10. 1 

11 . 3 

16.0 

5.9 

5.8 

6.2 

7.0 

9.0 

SOURCE: modified from Kitagawa and Hauser, Differentials in Mortality 
in the United States: A Study in Socioeconomic Epidemiology (Cambridge, 
Massachusetts: Harvard University Press, 1973), p. 53. 

In the same publication, Kitagawa and Hauser (1973) have also 
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investigated mortality differentials by socioeconomic status through the 

use of data which was collected on individuals. In this approach, the 

general methodological procedure is to match the information reported on 

death certificates with that recorded by census sources. This procedure 

differs radically from that employed in studies which make use of census 

tracts. A total of 340,000 death certificates from deaths occurring 

throughout the United States from May to August, 1960, were individually 

matched with the 1960 census records for the decedents. In this manner, 

the socioeconomic status for each of the decedents was computed using 

measures of education, occupation and income. These three measures were 

treated as separate dimensions of socioeconomic status and were not 

combined into a single index. 

The data for education are presented in Table 5.6. For the 

population in the age group 25-64, mortality varied inversely with the 

level of educati.onal attainment. As the differentials indicate, the 

inverse relationship was found to be stronger for women than for men. 

For men aged 25-64, who completed less than five years of schooling, 

the mortality ratio was 64 percent higher than for men who completed 

four or more years of college. 

A strong inverse relationship was also found between mortality 

and income level. For occupation, the data reveals some inconsistencies 

although a rough inverse gradient was found between mortality and occupation 

level. The manual occupations characterized by low income and prestige 

were found to exhibit the highest mortality rates (1973: 17-41). 

Other studies, predominantly British, have used occupation as an 
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MORTALITY RATIOS* FOR THE POPULATION 25-64 YEARS OF AGE, 
BY EDUCATION LEVEL AND SEX, UNITED STATES, 1960. 

Education Leve 1 Males Females 

LOWEST 
(less than 5 years of schooling) 1 . 15 1.60 

HIGHEST 
(4 or more years of college) .70 .78 

DIFFERENTIAL 64% 105% 

*The mortality ratios measure the range of education differentials 
in mortality within each age-sex subgroup of the population. They 
were derived from the ratios of actual to expected deaths by setting 
the ratio for each subgroup total equal to 1.00. 

SOURCE: modified from Kitagawa and Hauser, Differentials in 
Mortalit in the United States: A Study in Socioeconomic E idemi
ology Cambridge, Massachusetts: Harvard University Press, 1973 , 
p. 11 . 

indicator of socioeconomic status in order to analyze differences in 

mortality. Since 1911, the British Registrar General for England and 

Wales has arranged the Census on the basis of occupation. These five 

social classes, as they appeared in the 1961 British Census, are summarized 

as follows: 

Social Class I: Higher professional occupations 
and directors of business. 

Social Class I I: Lower professionals; managers; 
small businessmen; farmers. 

Social Class I I I: Clerical and other skilled workers. 

Social Class IV: Semi-skilled workers; agricultural 
labourers and service workers. 

Social Class V: Unskilled workers; labourers; 
domestic servants and casual workers. 

(Susserman and Watson, 1971: 115) 
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British studies of mortality have generally proceeded by assigning 

each death certificate to one of these five social classes on the basis of 

the decedent's reported occupation. 

Antonovsky (1967: 31-73), using British historical data, has 

summarized the changes in socioeconomic mortality differentials over time. 

Using occupational data for England and Wales from 1910-12, 1921-23, 1930-

32 and 1949-53, he shows that the differentials in mortality between the 

middle and highest classes have largely converged. On the other hand, 

mortality in the lowest social class has consistently remained substan-

tially higher. The data from Antonovsky's study are presented in Table 

5.7. 

TABLE 5.7 STANDARDIZED MORTALITY RATIOS, FOR SELECTED AGE GROUPS 
AND TIME PERIODS, BY SOCIAL CLASS, IN ENGLAND AND WALES. 

Time Period II Ill IV v Population Group 

1910-12 Males; aged 25-64; 
Standardized Mortality 88 94 96 107 128 excludes textile, 

Ratio miners and agricul-
tural labourers. 

1921-23 
Standardized Mortality 82 94 95 101 125 Males; age 20-64. 

Ratio 

1930-32 
Standardized Mortality 90 94 97 102 111 Males; age 20-64. 

Ratio 

1949-53 Occupied males; 20-
Standardized Mortality 100 90 101 104 11 8 64; adjusted to con-

Ratio t ro 1 for occupational 
changes since 1930-32. 

SOURCE: modified from Aaron Antonovsky, ••social Class, Life Expectancy 
and Overall Mortality, •• Mil bank Memorial Fund Quarterly, 45 ( 1967), 
p. 63. 
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Breslow and Buell (1960: 421-444), in a California study, have 

constructed an occupational ranking similar to that used by the British 

Registrar General. The death certificates for men, aged 25 to 64, for 

the years 1949 to 1951, were coded according to the U.S. Census Bureau's 

Intermediate Occupational List. The occupational 1 ist was divided into 

the following five social classes: Class I, professionals and other 

higher occupations; Class I I, intermediate occupations, Class I I I, clerical, 

sales and skilled workers; Class IV, semi-skilled workers; Class V, un

skilled workers. 

As in the Registrar General's reports on occupational mortality, 

the standardized mortality ratio was computed for each occupational group. 

This is a ratio of the observed deaths in an occupation to the age 

standardized expected number of deaths, as determined by the specific 

rates for men in all occupations. The standardized mortality ratio for 

al 1 men is equal to 100. 

The findings from this study are displayed in Table 5.8. As can 

be observed, mortality tends to increase from social class I through V. 

The data also provides evidence which shows the convergence of mortality 

rates for classes I and I I, as well as classes I I I and IV. For the lowest 

social class, mortality remains substantially higher. 

Over the last fifteen years in the United States, there have been 

two published reviews of studies of the relationship of mortality and socio

economic status. Antonovsky (1967: 67), in a comprehensive review of over 

thirty studies, concludes that there has been a narrowing over time of 

mortality differentials between the highest and middle socioeconomic 

status groups, while the lowest socioeconomic status group almost always 
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TABLE 5.8 MORTALITY RATIOS FOR CALIFORNIA MEN, AGED 20-64, BY SOCIAL 
C LAS S , 1 9 4 9- 1 9 51 . 

Social Class Mortality Ratio 

(Highest) 87 

II 85 

Ill 94 

IV 98 

(Lowest) v 132 

SOURCE: modified from Breslow and Buell, 11Mortality from 
Coronary Heart Disease and Physical Activity in Work in 
California,•• Journal of Chronic Diseases, 11 (1960), p. 427. 

experiences a substantially higher mortality rate. In a later review, 

Stockwell et al. (1978: 667-672) provide evidence which indicates there 

has been no narrowing of the mortality differentials between the upper 

socioeconomic status group, while at the same time agreeing that the 

highest mortality rates are characteristic of the lowest socioeconomic 

status group. 

5.2 INFANT MORTALITY 

Medical researchers have historically regarded the infant mortality 

rate as the most sensitive single index of the social, economic and environ-

mental differences among various population groups (Stockwell, 1962: 101-

103). In the past, this rate has been used to make comparisons between 

countries, regions within countries, and residential areas in terms of 

their overall health level. Against this setting, it is not unexpected 
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that studies have traditionally found an inverse relationship between 

infant mortality and socioeconomic status (Anderson, 1958: 10-23). 

This finding has been well documented in British studies. Morris 

and Heady (1955: 554-559) have analyzed socioeconomic differentials in 

infant mortality in England and Wales for the forty year period 1911-1950. 

As has previously been described, the British Registrar General has 

arranged the census data into five social classes on the basis of occupa-

tion (Susserman and Watson, 1971: 115). The methodological procedure 

in this study was to record infant deaths by father's occupation, which 

in turn was the basis for allotment to one of the five social classes. 

Using the census data from 1911, 1929, 1931, and 1949-50, Morris and 

Heady (1955: 554-559) found a consistent inverse relationship between 

infant mortality and social class. The infant mortality data is shown 

in Table 5.9. 

TABLE 5.9 INFANT MORTALITY PER 1,000 PERSONS, BY FATHER'S SOCIAL CLASS, 
IN ENGLAND AND WALES, 1911-1950. 

Father's Social Class Infant Mort a 1 i ty Rates 

_!1!_!_ 1921 19 31 1939 1949-50 

(High) 55. 1 38.4 32.7 26.8 18.4 

II 98.0 55.4 45.0 34.4 21.9 

Ill 125.4 76.9 57.6 44.4 28.3 

IV 125.4 89.4 66.8 51.4 34.0 

(Low) v 152.5 97. 1 77.1 60.1 39.8 

SOURCE: modified from J.N. Morris and J.A. Heady, • 'Mo r t a 1 i t y in 
Re 1 at ion to Father's Occupation, 1911-1950," The Lancet, 1 (1955), 
p. 554. 
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This study also points out that although there is a continuous 

decline in infant mortality for each class, there has been no narrowing of 

the social class differentials. This finding is also reported in more 

recent studies (Brooks, 1975; Markides and Barnes, 1977; Adamchak, 1979). 

Chase (1973: 34), in a major study conducted in New York City, 

has shown there is an inverse relationship between infant mortality and 

socioeconomic status as measured by mother•s education. 
1 

The lowest infant 

mortality rate (11 per 1,000) was recorded for mothers with four or more 

years of college, while for those whose education did not succeed the ele-

mentary level, the rate was found to be 2.5 times higher (27.7 per 1,000). 

In another study conducted in New York City, Shapiro et al. (1968: 

64-67) have shown there is an inverse relationship between infant mortality 

and socioeconomic status as measured by father's occupation. The data 

shows that the lowest socioeconomic class have an infant mortality rate 

3.3 times higher than that of the highest socioeconomic class. 

Kitagawa and Hauser (1973: 28-29) have analyzed infant mortality 

in the United States for the period 1964-1966. Their data shows that 

infant mortality is inversely related to family income and to the level 

of educational attainment of both parents. 

In another study, Brooks (1975: 291-303) employs a path analysis 

model to test whether the inverse relationship between infant mortality 

and socioeconomic status has declined in forty-nine states and the Dis-

trict of Columbia between 1938 and 1968. The analysis shows that zero 

order correlations between three sociodemographic variables and state 

mortality rates do not support the hypothesis of a declining relationship. 

1 
Recall that socioeconomic status is a coffiposite index derived 

through the use of indicators such as income, education and occupation. 
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The state data showed that for the occupation and education variables the 

inverse relationship remained unchanged, while for the third variable 

(percentage of blacks in the population) the relationship increased. 

In a very recent study, Adamchak (1979: 16-29) has analyzed socio~ 

economic differentials in infant mortality in Toledo, Ohio for the years 

1950, 1960 and 1970. He computed zero order correlation coefficients 

between infant, neonatal and postnatal mortality rates and eight measures 

of socioeconomic status. All correlation coefficients were found to be 

significant at the .05 level, with the majority becoming increasingly 

stronger between 1950 and 1970. This supports the finding of a pronounced 

inverse relationship between infant mortality and socioeconomic status. 

The data also showed that the socioeconomic differentials in infant 

mortality have widened, rather than narrowed over the twenty year period. 

Mark ides and Barnes (1977: 38-43) have analyzed infant mortality 

differentials in San Antonio, Texas, for the five year period 1970-74. 

San Antonio's 115 census tracts were grouped through the use of a modified 

Skevsky-Bell index. This index provides a composite score of census tract 

socioeconomic status based on median family income, education and occupa-

tion. The findings displayed in Table 5.10 show an inverse relationship 

between infant mortality and socioeconomic status. 

The above studies 1 provide a significant degree of evidence to indi-

cate that the highest infant and general mortality rates occur among the 

lowest socioeconomic status group. Again, while these studies have focused 

primarily on non-Indian population groups, the general conclusion which may 

be drawn would appear to have immediate relevance to Saskatchewan•s Registered 

Assuming all other things (e.g. weather, medical services, environ
mental factors) being equal, a conclusion drawn from these studies is that the 
highest mortality rate occurs among the lowest socioeconomic status group. 
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TABLE 5. 10 INFANT DEATHS PER 1,000 PERSONS IN SAN ANTONIO, TEXAS, 
1970-1974. 

Socioeconomic 
Level 

(High) 

II 

Ill 

(Low) IV 

Neonatal 
Marta 1 i ty 

(0-27 days) 

11 . 5 

13.2 

14.3 

14.5 

Postnatal Infant 
Marta 1 i ty Marta 1 i ty 

(28-364 days) (0-364 days) 

2.3 13.8 

3.7 16.9 

5.0 19.3 

6.3 20.8 

SOURCE: modified from Markides and Barnes, 11A Methodological Note on 
the Relationship between Infant Mortality and Socioeconomic Status with 
Evidence from San Antonio, Texas, 11 Social Biology, 24 (1977), p. 41. 

Indians. In chapter four of this study, indicators were provided which 

tended to show that Saskatchewan's Registered Indians have an extremely 

low socioeconomic status. This would tend to strongly suggest that they 

will suffer the associated relatively higher infant and general mortality 

r a t e s . I n the f o 1 1 ow i n g chap t e r , a de t a i 1 e d exam i nat i on and d i s cuss i on 

of the mortality level of Saskatchewan's Registered Indians wi 11 be 

provided. For the present, the demographic characteristics of Saskatchewan's 

Registered Indian population will be described and several environmental 

aspects of Saskatchewan reserves will be discussed. 

As an introduction to this discussion, it is important to note that 

there is a substantial amount of historical epidemiological evidence which 

clearly indicates that improvements in 1 iving conditions and environmental 

sanitation, rather than medical science or medical care, are the major 

factors primarily responsible for reducing high mortality and morbidity 

rates and increasing life expectancy in this century (Powles, 1973; 
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McKeown, 1971; Brown and Margo, 1978). In light of this finding, it is 

suggested in the following section that heightened mortality and morbidity 

among Saskatchewan•s Registered Indians is strongly influenced by the 

environmental conditions on Saskatchewan reserves. 

5.3 POPULATION 

It has been estimated that before the arrival of the Europeans, 

there were approximately 200,000 natives in Canada. By 1900 this figure 

had been reduced to 100,000 (5,000 in Saskatchewan) due to wars, disease 

and starvation. There are now approximately 300,000 Registered Indians 

scattered throughout Canada, of which 46,000 or 15% reside in Saskatchewan 

(Statistics Canada, 1980: 173; Department of National Health and Welfare, 

Vital Statistics, 1978: 1; Saskatchewan Indian Cultural College, 1975: 1). 

Over the last sixteen years, the average annual growth of the 

Registered Indian population of Canada has tended to converge with that 

of the general population. From 1966 to 1971, the average annual growth 

rate for Registered Indians was 3%, compared to 1.6% for the general 

population. From 1971 to 1976, these respective figures were 2.1% for 

Registered Indians compared to 1.2% for the general population, while 

for 1976 to 1981 these figures are 1.7% and 1.4% (Department of Indian 

Affairs and Northern Development, 1980: 4). 

In Saskatchewan, the average annual growth rate of the Registered 

Indian population has shown a relative decline over the same sixteen year 

time period. From 1966 to 1971, the average annual growth rate for 

Registered Indians was 4.1%, compared to -.6% for the general provincial 

population. These respective figures for the years 1971 to 1976 were 
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3.3% and -.1%, while for 1976 to 1981, these figures are 2.6% and 1.4% 

(1980: 4). Despite the decline in the Registered Indian average growth 

rate, the above figures show that their population is presently increasing 

at almost twice the rate of the general Saskatchewan population. In 1978, 

the rate of natural increase for Registered Indians was 22 per 1,000 

compared to 9 per 1,000 for the total Saskatchewan population. As would 

be expected, the high Registered Indian rate of natural increase is in 

large part due to their high birth rate. In the same year, the Registered 

Indian birth rate was 30 per 1,000, almost twice the overall Saskatchewan 

rate of 17.5 per 1,000 (Department of National Health and Welfare, 

Vital Statistics, 1978: 1; Saskatchewan Health, 1978). 

A further indication of the relative growth of Saskatchewan's 

Registered Indian population is provided by examining their general 

fertility rate. This rate for the Registered Indian population has de

creased by 40%, from 300 births per 1,000 women in the childbearing years 

(15-44 years of age) in 1966, to 178 births by 1976. Nevertheless, the 

Registered Indian rate remains substantially higher than the overall 

Saskatchewan fertility rate which was 92 births per 1,000 women in 1966, 

and 75 births in 1976 (Department of Indian Affairs and Northern Develop

ment , 1 9 80 : 9) . 

The comparatively higher Registered Indian fertility rate has 

resulted in the relatively skewed age distribution of the Registered 

Indian population. The Registered Indian population of Saskatchewan has 

a high youth dependency ratio, with over 50% of the population under the 

age of fifteen years. This compares with 25% for the non-Indian Saskat

chewan population {Department of Indian Affairs and Northern Development, 
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1978; Government of Saskatchewan, 1976: 4). The increased Registered 

Indian population has severely taxed the already 1 imited resources avail

able on the reserves. As a consequence, there has been considerable and 

increasing Registered Indian out-migration. From 1966 to 1976, the per

centage of Registered Indians residing off-reserve more than doubled, with 

over 30% of the total population presently residing off-reserve (Department 

of Indian Affairs and Northern Development, 1980: 22). 

The relatively higher Registered Indian birth and fertility rates 

are not reliable indicators of the quality of life. For Registered Indians. 

this is grimly proven by life expectancy statistics. In 1970, the average 

life expectancy for Registered Indians in Canada was 34 years, compared 

with 72 years for non-Indian Canadians. Registered Indians li 1 ve on the 

average forty years less compared to non-Indians. A Registered Indian's 

life expectancy increases to approximately 52 years of age only after 

surviving the first two years of life. Even so, this is still twenty 

years less compared to other Canadians (Frideres, 1974: 19). 

5.4 HOUSING 

The houses on Saskatchewan reserves are characteristically small in 

size and grossly overcrowded. Many are in a dilapidated state, unfit for 

human habitation. Reserve houses also lack the commonly accepted house

hold amenities such as sewer, running water, central heating, indoor baths, 

toilets, and telephones (Saskatchewan Indian Cultural College, 1975: 

4-9). 

A number of studies h2ve demonstrated that housing conditions are 

an influential factor in the incidence of communicable and respiratory 
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diseases (Pond, 1957: 154-159). In one such study, Denis et al. (1977) 

have ana 1 yzed the 1971 he a 1 th data for Saskatchewan's Regis te1red Indian 

and total populations, obtained from the Saskatchewan Hospital Services 

Plan and the Medical Care Insurance Commission. The results provided 

evidence of a direct relationship between the housing conditions on the 

reserves and the incidence of respiratory disease among Registered Indians, 

as measured by utilization of physician services. This study found that 

those Registered Indians who spent the most amount of time in reserve 

houses (the very old, the very young and adult females) were found to 

utilize physician services for respiratory diseases at a substantially 

higher rate than their counterparts in the total Saskatchewan population. 

The most striking difference between the two populations was recorded for 

the 0-4 age groups. The data for the Registered Indian and total Saskat

chewan populations are shown in Table 5.11. Indicative of the unhealthy 

effects of reserve housing, the rate of utilization of physician's services 

by Registered Indians for diseases of the respiratory system is 3.1 times 

greater than the rate for the same age group in the total Saskatchewan 

population. 

5.5 ENVIRONMENTAL SANITATION 

There are a number of studies available which conclude that the 

higher mortality and morbidity rates of Registered Indians are due to the 

poor environmental conditions on the reserves. Most of these studies cite 

the lack of sanitation as instrumental in the spread of disease (Freestone, 

1968: 25-27; Saskatchewan Indian Cultural College, 1978: 14). On 

Saskatchewan reserves, the sanitation facilities available to Registered 
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TABLE 5.11 RATE OF PHYSICIAN SERVICES FOR SELECTED RESPIRATORY DISEASE 
CODES, REGISTERED INDIANS AND TOTAL SASKATCHEWAN POPULATION, 0-4 
AGE GROUP AND THE RATIO OF RATES OF SERVICE, REGISTERED INDIAN: 

TOTAL SASKATCHEWAN POPULATIONS, 1971. 

Acute respiratory 
infections (except 

influenza) 
ICDA # 460-466 

Bronchitis, asthma, 
emphysema 

ICDA # 490-493 

Pneumonia 
ICDA # 480-486 

Respiratory System 
ICDA # 460-519 

Registered 
Indians 

2146.2 

1241.1 

2769.7 

6696.7 

Total 
Saskatchewan 

971 .9 

407.6 

486.4 

2162.4 

Ratio of rates of 
Service~-Registered 

Indians: Total Sask
atchewan Population 

2.2: 

3.0: 

5.7: 

3. l: 

SOURCE: C.A.R. Denis, R. Drope, D. Matz, Medicare Data: Its Use in 
Defining the Effects of the Environment on Health, National Research 
Council, Ottawa, 1977. 

Indians are almost nonexistent. Few reserve houses have sewer, running 

water or indoor toilets. Most reserves lack human waste and garbage 

disposal systems. Where these sanitation facilities are available, they 

are often allowed to remain in a state of disrepair rendering them useless 

to the inhabitants (Federation of Saskatchewan Indians, 1978: 18). 

Nevertheless, some authors have attributed the prevalence of disease among 

Indians as due to a lack of personal hygiene (Sellers, 1969: 1115; 

Graham-Cummings, 1967: 115-116). Given that the sanitation facilities on 

reserves are extremely poor, this view appears expressive of the ideology 



of 'blaming the victim' (Ryan, 1971). It is not difficult to conceptualize 

how difficult otherwise simple tasks become without the proper facilities. 

Consider, for example, how difficult washing becomes during w~inter on 

Saskatchewan reserves when there is no indoor running water. Indians must 

haul water by hand from a well, river or lake, and this must be heated 

using a wood-burning stove. There are no public bathhouses 01r laundromats. 

At the same time, if one were to tour Northern Saskatchewan mining sites, 

one would find the latest modern facilities--indoor toilets, central 

heating, hot showers, laundromats, etc. From this viewpoint, it is readily 

apparent that it is the lack of resources made available to R~gistered 

Indians, not personal hygiene, which is the major factor responsible for 

poor reserve sanitation. 

When the overcrowded conditions on Saskatchewan reserves are com

bined with a lack of sanitation, a fertile stage is set for the propaga

tion of disease. Studies show that these two factors are largely respon

sible for the high Registered Indian rate of hospitalization for enteric 

infections, middle ear infections, scabies, impetigo, lice and other skin 

and parasitic diseases (Department of National Health and Welfare, 1979: 

8; Saskatchewan Indian Cultural College, 1975: 12; Statistics Canada, 

1980: 17 3) . 

Among Saskatchewan Indians, the incidence of dysenteryand typhoid 

caused by poor water supply and lack of sanitation, is respectively 22 

and 35 times greater than in the province as a whole (National Indian 

Brotherhood, 1973). Studies conducted on Northern Saskatchewan reserves 

highlight the extent to which the absence of sanitation facilities affects 

the health of Registered Indians. Parasitological surveys of the Bighead, 
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Ministikwan, and Loon Lake reserves showed that 70% of the population were 

infected with feces-transmitted intestinal parasites (Eaton, 1965: 483-

486; Meerovitch and Eaton, 1965: 719-723). The medical term for this 

particular infection is amebiasis. Amebiasis is extremely rare in the 

non-Indian Saskatchewan population. Between 1963 and 1973, eleven Indians 

died from amoebic dysentery (Eaton et al., 1975: 47-51). These studies 

clearly state that the spread of amebiasis among Registered Indians is 

directly due to the lack of sanitation on the reserves. Other studies 

have also reported a high prevalence of parasitic diseases among Saskat

chewan•s Registered Indians (Eaton and Guzat, 1965: 815-819). Chart 5.1 

provides data for some of the leading causes of hospitalization for the 

Registered Indian population as compared to the non-Indian population. 

Registered Indians have strikingly higher rates of hospitalization for a 

whole range of diseases. 

In 1978, infectious and parasitic diseases as a group ranked 

seventh as a leading cause of death among Saskatchewan•s Registered Indians 

(Department of National Health and Welfare, Vital Statistics, 1978). One 

of the regular contributors to mortality in this category has been tuber

culosis. Tuberculosis has long been known to be associated with poverty, 

overcrowding and poor living conditions, all three of which are present 

on Indian reserves (Brett and Benjamin, 1957: 7-10). Although the 

Registered Indian mortality ratefrom tuberculosis has declined in recent 

years, it is still substantially higher than the corresponding rate for 

Saskatchewan•s non-Indian population. Furthermore, data indicates that 

the prevalence of tuberculosis among Indians has shown little decline over 

time. Though these facts appear inconsistent, they may be explained as 
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CHART 5.1 SOME OF THE LEADING CAUSES OF HOSPITALIZATION FOR REGISTERED 
INDIANS, BY SEPARATIONS, AND COMPARED TO NON-INDIANS, SASKATCHEWAN, 

1974. 

Pneumonia Acute upper 
respiratory 
diseases 
excluding 
Influenza 

lntestional 
infections 
excluding 
Salmonella 

Bronchitis 
and 

Emphysema 

REGISTERED INDIANS V7ZZl 
I I NON-INDIANS 

Skin 
Diseases 

Middle 
Ear 

Infec
tions 

SOURCE: Federation of Saskatchewan Indians, 11 lndian Health Services 
in Saskatchewan,•• Regina, Undated, Appendix 2. 

Virus 
Infec
tions 
excludin 
Polio 
Hepat it i 
En cepha
litis 
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the results of the tuberculosis control program carried out by federal 

government agencies. 

This program utilizes mass x-ray surveys and vaccinations in order 

to detect and treat tuberculosis before its progress threatens 1 ife 

(Porth, 1968: 111-114). That this program has been somewhat successful 

is evidenced by the decline in Registered Indian mortality rates from 

the disease. On the other hand, the small decline in the prevalence of 

tuberculosis suggests that 1 ittle has been done to alter those conditions 

on the reserves which are responsible for the cultivation and propagation 

of tuberculosis in the first place. Table 5.12 provides historical and 

comparative data which shows the number of new active cases of tuberculosis 

for the Registered Indian and non-Indian populations of Saskatchewan. The 

vast and astounding difference in the rates for the two populations bears 

gruesome testimony to the environmental conditions to which Registered 

Indians are subjected on Saskatchewan reserves. 

5.6 SUMMARY 

In this chapter, a review of studies documenting the relationship 

between socioeconomic status and mortality has been undertaken in order 

to provide an indication of the significance of low socioeconomic status 

in relation to mortality. It was found that these studies provided sub

stantial evidence that the highest infant and general mortality rates occur 

among the lowest socioeconomic status group. This finding tends to strongly 

suggest that Saskatchewan's Registered Indians will suffer the associated 

relatively higher infa~t and general mortality rates, as indicators tend 
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TABLE 5.12 NUMBER OF NEW ACTIVE CASES OF TUBERCULOSIS PER 100,000 
PERSONS, FOR THE REGISTERED INDIAN AND NON-INDIAN POPULATIONS 

OF SASKATCHEWAN, 1967-1977. 

Non-Indian Registered Indian 
Population Poeul at ion 

Number of Case Rate per Number of Case Ra t e pe r 

Year New Active 100,000 New Active 100,000 
Cases persons Cases persons 

1967 128 13.8 64 205.7 

1968 156 16.8 57 179.2 

1969 124 13.3 83 260.2 

1970 91 9.9 45 137.5 

1971 85 9.4 64 191 . 2 

1972 100 11 . 1 70 205.2 

1973 105 11 . 8 66 181 . 2 

1974 97 11 . 0 51 135. 1 

1975 73 8.2 69 178.2 

1976 73 8.0 63 158.5 

1977 61 6.6 56 143.6 

SOURCE: Saskatchewan Anti-Tuberculosis League, The Valley Echo: The 
Annual Report of the Saskatchewan Anti-Tuberculosis League, Saskatoon, 
1967-1969; Saskatchewan Anti-Tuberculosis League, Annual Report, Fortsan, 
Saskatchewan, 1970-1977. 

to show that they have an extremely low socioeconomic status. 

The influence of several environmental aspects of Saskatchewan 

reserves on Registered Indian mortality and morbidity were discussed. 

This included an overview of the demographic characteristics of Saskatchewan•s 

Registered Indians, and a discussion of the relationship between reserve 

housing and sanitation and the prevalence and propagation of disease. It 

has been suggested that heightened mortality and morbidity among Saskat-

chewan•s Registered Indians is strongly influenced by the environmental 

conditions on Saskatchewan reserves. 



CHAPTER VI 

SASKATCHEWAN REGISTERED INDIAN MORTALITY DATA: 1959-1978 

The purpose of this chapter is to present the empirical data used 

in the evaluation and analysis of the health status of Saskatchewan•s 

Registered Indians. Specifically, this refers to the presentation of the 

mortality data which has been computed for the Registered Indian and non-

Indian populations. This data will be displayed in a tabular form in order 

to enhance and facilitate the process of comparison. Included in these 

tables will be those showing the overall crude and standardized mortality 

rates for the two populations over the twenty year time period from 1959 

to 1978. In addition, cause specific mortality tables for the leading 

causes of death among the Registered Indians, compared with the non-Indians, 

will be provided. Lastly, the average ranked leading causes of death among 

the Registered Indian population wi 11 be compared to the average ranked 

leading causes of death among the non-Indian population. 

6.1 CRUDE MORTALITY RATES FOR THE REGISTERED INDIAN AND NON-INDIAN 
POPULATIONS 

The crude mortality rates for the Registered Indian and non-Indian 

populations of Saskatchewan are shown in Table 6.13. Despite the yearly 

fluctuations, the Registered Indian crude death rates as a whole have 

decreased from a high of 10.7 per 1,000 in 1960, to a low of 5.5 in 1973, 

and then to 7.7 in 1978. From another approach, the 1978 Registered 

Indian crude mortality rate represents a reduction of 20.6% over the 

1959 rate. The non-Indian crude mortality rates, by comparison, exhibit 
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a trend opposite to that of the Registered Indians. The non-Indian crude 

mortality rates have shown a general increase from 7.7 per 1,000 in 1959, 

to a peak of 8.7 in 1974, and then to 8.2 in 1978. The 1978 non-Indian 

crude mortality rate is 6.5% higher than the 1959 rate. Comparing the 

crude mortality rates of the two populations, from 1959 to 1969 the rates 

for the Registered Indians were higher than those of the non-Indian 

population. The Registered Indian crude mortality rates first drop below 

those of their non-Indian counterparts in the year 1970. Table 6.13 

shows that from 1970 to 1978, the Registered Indian crude mortality rates 

are lower than those of the non-Indians. In 1978, the Registered Indian 

crude mortality rate was 7.7 per 1,000 compared with the higher rate of 

8.2 per 1,000 for the non-Indians of Saskatchewan. Were the crude 

mortality rates used as the sole indicator of health status, the Registered 

Indian population would be ranked higher as they would be deemed to possess 

a greater capacity for role and task performance in society. To repeat: 

the lower crude mortality rates of the Registered Indians indicates a 

higher ranked health status than that of the non-Indians in Saskatchewan. 

Although there is some precedent in the use of crude mortality rates to 

compare the overall health status of Registered Indians and non-Indians 

(Statistics Canada, 1980: 177), the use of crude mortality rates for 

this purpose is subject to certain drawbacks. One such drawback is that 

crude mortality rates are affected by differences in the age composition 

of the populations. 



70 

TABLE 6.13 CRUDE MORTALITY RATES 1 PER 1,000 FOR THE REGISTERED INDIAN AND NON
INDIAN POPULATIONS OF SASKATCHEWAN, 1959 TO 1978. 

YEAR REGISTERED INDIANS 2 NON-INDIANS2 

1959 9.7 7.7 

1960 10.7 7.4 

1961 10.2 7.6 

1962 9.7 7.5 

1963 10.2 7.9 

1964 8.2 7.8 

1965 9.7 7.8 

1966 9. 1 7.8 

1967 9.2 7.7 

1968 8.9 7.8 

1969 8.1 7.8 

1970 7.1 8.0 

1971 6.7 8.0 

1972 6. 2. 8.3 

1973 5.5 8.5 

1974 6.8 8.7 

1975 6.7 8.5 

1976 5.7 8.6 

1977 6.7 8.2 

1978 7.7 8.2 

1. See Appendix A for definition and formula used in computing these rates. 

2. Rounded to the nearest decimal. 
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6.2 STANDARDIZED MORTALITY RATES FOR THE REGISTERED INDIAN AND NON-INDIAN 
POPULATIONS 

In order to deal with the limitations associated with the use of 

crude mortality rates, and to obtain a more precise and accurate assess-

ment of the overall mortality levels of the Registered Indian and non-

Indian populations, it is necessary to compute standardized mortality rates. 

Standardized mortality rates are designed specifically for the purpose of 

comparing the mortality levels of different populations. Standardized 

mortality rates are superior to crude mortality rates, as their calculation 

eliminates the effect of the differences in the age structure of the two 

populations. In other words, standardized mortality rates allow the 

comparison of the mortality levels of two populations as if they both 

had the same demographic composition. This allows a highly accurate 

comparative assessment of the mortality levels of the populations. 

The standardized mortality rates for the Registered Indian and 

non-Indian populations are presented in Table 6. 14. According to this 

table, the standardized mortality rates of the Registered Indians increased 

substantially from 1966 to 1978. The standardized mortality rates rose 

from 9.9 per 1,000 in 1966, to 11.5 in 1978. A closer inspection shows 

the standardized rates rose from 9.9 per 1,000 in 1966, to 10.7 in 1970, 

declined to 8.7 in 1976, and then rose sharply to 11.5 in 1978. Overall, 

between 1966 and 1978 the standardized mortality rates of the Registered 

Indians increased by approximately 16%. 

By comparison, the non-Indian standardized mortality rates showed 

the opposite trend. The non-Indian standardized rates dropped steadily 

from 6.6 per 1,000 in 1966, to 6.3 in 1972, and then to 5.9 in 1978. 
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TABLE 6.14 STANDARDIZED MORTALITY RATES FOR THE REGISTERED INDIAN AND 
NON-INDIAN POPULATIONS OF SASKATCHEWAN, 1966 TO 1978. 

YEAR REGISTERED INDIANS 

1966 9.9 

1968 10.3 

1970 10.7 

1972 10.3 

1974 10.0 

1976 8.7 

1978 11.5 

NON-INDIANS 

6.6 

6.5 

6.4 

6.3 

6.4 

6.2 

5.9 

PERCENT EXCESS 
REGISTERED INDIAN RATES: 

NON-INDIAN RATES. 

50% 

58% 

67% 

63% 

56% 

40% 

95% 

1. See Appendix B for the formula and data used in the computation 
of these rates. 

2. Standardized to the 1956 Saskatchewan Census population; rates 
per 1,000 population. 
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This represents a reduction of 10.6% in the non-Indian standardized 

mortality rate from 1966 to 1978. Notably, the standardized mortality 

rates of the Registered Indian and non-Indian populations indicate 

respective mortality trends opposite to those which are shown by the crude 

mortality rates in Table 6.13. The standardized mortality rates for the 

Registered Indians show their general mortality is rising {Table 6.14), 

not declining, as indicated by their crude mortality rates {Table 6.13). 

In the same fashion, the standardized mortality rates for the non-Indians 

show their general mortality rate is decreasing {Table 6.14), not increas

ing, as indicated by their crude mortality rates {Table 6.13). 

In addition to the rise in their overall mortality level, Table 6.14 

shows that the Registered Indian population suffers from a substantially 

and overwhelmingly higher mortality rate than the non-Indian population of 

Saskatchewan. In 1966, the Registered Indian mortality rate was 50% 

greater than the non-Indian rate, 67% greater in 1970, 56% greater in 

1974, and 95% greater in 1978. On the average, the Registered Indian 

standardized mortality rates were 60% greater than that of the non-Indian 

population of Saskatchewan. Without doubt, the standardized mortality 

rates of the Registered Indian population show their health status ranks 

substantially lower than that of the non-Indian population. To repeat: 

the markedly higher standardized mortality rates of the Registered Indians 

clearly indicate a lower ranked health status in comparison to that of 

the non-Indian population of Saskatchewan. 

6.3 LEADING CAUSES OF DEATH: REGISTERED INDIANS 

A further examination of the health status of Saskatchewan's 
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Registered Indians requires an analysis of the impact of specific causes 

of death upon their population. Tables 6.15 to 6.24 are cause specific 

mortality tables which show the death rates and ratios for the leading 

causes of death among the Registered Indian population, as compared to 

the rates and ratios for the non-Indians of Saskatchewan, over the twenty 

years from 1959 to 1978. 

6.4 HEART DISEASES 

The death rates and ratios for heart diseases among the Registered 

Indian and non-Indian populations are shown in Table 6. 15. The death rates 

for the Registered Indians have increased slightly from 70 per 100,000 in 

1959, to 90 in 1969, and then to 80 in 1978. The death ratio shows a 

larger increase from 7% of the total in 1959, to 16% in 1970, and then to 

11% in 1978. The Indian death ratio in 1978, compared to the 1959 ratio, 

is 36% higher. 

Among the non-Indian population, the death rates from heart diseases 

show a small increase from 260 per 100,000 in 1959, to 280 in 1969, and 

then to 270 in 1978. The non-Indian death ratio shows a slight overall 

decrease from 34% of the total in 1959, up to 37% in 1969, and then to 

33% in 1978. 

In comparing the two populations, Table 6.15 shows that the death 

rates and ratios of the non-Indian population are much higher than those 

of the Registered Indians. The average death rate for heart diseases over 

the twenty year period among the Registered Indians was approximately 90 

per 100,000, compared with an average of 280 for the non-Indians of 

Saskatchewan. The average non-Indian death rate was approximately 3 times 
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TABLE 6.15 DEATH RATES AND RATIOS FOR HEART DISEASES* AMONG THE REGISTERED A 
INDIAN AND NON-INDIAN POPULATIONS OF SASKATCHEWAN, 1959 TO 1978. 

YEAR REGISTERED INDIANS 

NUMBER DEATH RATE8 DEATH RATIOC 

1959 

1960 

1961 

1962 

1963 

1964 

1965 

1966 

1967 

1968 

1969 

1970 

1971 

1972 

1973 

1974 

1975 

1976 

1977 

1978 

15 

25 

17 

26 

23 

25 

25 

23 

32 

26 

28 

40 

26 

57 

27 

39 

25 

41 

33 

38 

70 

110 

80 

100 

80 

90 

90 

100 

100 

80 

90 

120 

80 

170 

70 

90 

60 

100 

80 

80 

*I.C.D. Code Category (393-429) 

7% 

11% 

8% 

12% 

9% 

12% 

11% 

9% 

12% 

9% 

11% 

16% 

9% 

15% 

11% 

14% 

9% 

17% 

11% 

11% 

A. See Appendix A for definition and formula 

NON-INDIANS 

NUMBER DEATH RATE 8 DEATH RATIOC 

2277 

2359 

2407 

2455 

2535 

2471 

2559 

2529 

2528 

2596 

2613 

2588 

2541 

2427 

2430 

2507 

2534 

2582 

2529 

2407 

260 

260 

270 

270 

280 

270 

280 

270 

270 

280 

280 

290 

290 

280 

280 

290 

290 

290 

280 

270 

34% 

36% 

35% 

36% 

35% 

35% 

36% 

35% 

35% 

36% 

37% 

36% 

36% 

34% 

33% 

33% 

34% 

34% 

35% 

33% 

B. Rates per 100,000; rounded to the nearest ten 

C. Rounded to the nearest unit. 
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higher than that of the Registered Indians. In 1978, heart diseases 

accounted for 33% of all non-Indian deaths, compared to 11% of all Regis

tered Indian deaths. The mean non-Indian death ratio from 1959 to 1978 

was approximately 35%, compared with only 11% for the Registered Indians. 

6.5 MALIGNANT NEOPLASMS (CANCER) 

Table 6.16 shows the death rates and ratios due to malignant neo

plasms for the Registered Indian and non-Indian populations. The Regis

tered Indian death rates show an overall decrease from 70 per 100,000 in 

1959, to a high of 90 in 1972, and then to 50 in 1978. On the other hand, 

the Registered Indian death ratiosshow that malignant neoplasms have been 

responsible for an increasing proportion of all Registered Indian deaths 

from 1959 to 1978. The death ratio rose steadily from 3% of the total in 

1959, to a peak of 10% in 1972, and then to 8% in 1978. Although the death 

rates and the death ratios appear to present contradictory evidence, in 

fact, this is not the case. Malignant neoplasms have accounted for an 

increased proportion of all Registered Indian deaths, even though its 

frequency as a cause of death has declined. 1 

Among the non-Indian population, mortality from malignant neoplasms 

has been steadily increasing from 130 per 100,000 in 1959, to 150 in 1970, 

and then to 170 in 1978. The proportion of non-Indian deaths due to 

malignant neoplasms has also shown a steady advance increasing from 16% 

of the total in 1959, to a high of· 21% in 1973, and then declining slightly 

to 20% in 1978. 

1 This point will be further discussed below. 
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TABLE 6.16 DEATH RATES AND RAT~OS FOR MALIGNANT NEOPLASMS* FOR THE REGISTERED 
INDIAN AND NON-INDIAN POPULATIONS OF SASKATCHEWAN, 1959 TO 1978.A 

YEAR REGISTERED INDIANS NON-INDIANS 

ER DEATH RATEB DEATH RATIOC NUMBER DEATH RATEB DEATH RATIOC 

1959 70 3% 1105 130 16% 

1960 30 5% 1124 130 17% 

1961 60 6% 1227 140 18% 

1962 50 3% 1177 130 17% 

1963 30 5% 1166 130 16% 

1964 40 6% 1202 130 17% 

1965 40 6% 1223 130 17% 

1966 70 5% 1222 130 17% 

1967 40 4% 1262 140 18% 

1968 30 6% 1289 140 18% 

1969 60 8% 1272 140 18% 

1970 2 60 8% 1362 150 19% 

1971 2 60 8% 1 341 150 19% 

1972 2 90 10% 1363 160 19% 

1973 2 60 6% 1523 170 21% 

1974 40 6% 1429 170 19% 

1975 40 5% 1424 160 19% 

1976 30 8% 1446 160 19% 

1977 2 50 7% 1447 160 20% 

1978 50 8% 1508 170 20% 

i~ I . C. D. Co e Category (140-209) 
A. See Ap endix A for definition and formulas 
B. Rates er 100,000; rounded to the nearest ten 
c. Rounde to the nearest unit. 
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s the death rates and ratios of Table 6.16 indicate, deaths due 

to malignant neoplasms are much higher among the non-Indian Saskatchewan 

population. The mean non-Indian death rate over the twenty year period 

t 150 per 100,000, compared with an average of 50 for the Regis

tered I dian population. Non-Indian mortality due to malignant neoplasms 

was on average three times higher. The average proportion of non-Indian 

deaths ue to malignant neoplasms from 1959 to 1978 was approximately 18%, 

with only 6% for Saskatchewan•s Registered Indian population. 

6.6 CE EBROVASCULAR DISEASE (STROKES) 

he death rates and ratios for cerebrovascular disease among the 

ed Indian and non-Indian populations are shown in Table 6.17. 

Accordi g to this table, cerebrovascular disease was only a leading cause 

among the Registered Indian population for two of the six years 

between 1959 and 1964. Although this is significant in itself, for the 

purpose of deciphering mortality trends attention will be focused on the 

fourtee year time period between 1965 and 1978. 

he Registered Indian death rate due to cerebrovascular disease has 

shown a relatively small increase from 20 per 100,000 in 1965, to 40 in 

1975, ad then to 30 in 1978. Similarly, the death ratio rose from 2% 

of the otal in 1965, to 7% in 1973, and then to 4% in 1978. 

or the non-Indian population, the death rate due to cerebrovascular 

disease has shown a slight overall decline from 80 per 100,000 in 1965, to 

90 in 1 75, and then to 70 in 1978. The non-Indian death ratio also 

showed small decline from 11% of the total in 1965, to 10% in 1978. 
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TABLE 6.17 DEATH RATES AND RATIOS FOR CEREBROVASCULAR DISEASE* FOR THE REGISTERED 
INDIAN AND NON-INDIAN POPULATIONS OF SASKATCHEWAN, 1959 TO 1978.A 

YEAR REGISTERED INDIANS NON-INDIANS 

NUMBER DEATH RATEB DEATH RATIOC NUMBER DEATH RATEB DEATH RATIOC 

1959 6 30 3% 746 80 

1960 ++ 

1961 8 40 4% 675 70 

1962 ++ 

1963 ++ 

1964 ++ 

1965 6 20 2% 777 80 

1966 3 10 1% 794 90 

1967 8 30 3% 771 80 

1968 7 20 3% 757 80 

1969 5 10 2% 781 80 

1970 Q 30 4% 754 80 ..; 

1971 9 30 3% 812 90 

1972 1 3 40 4% 780 90 

1973 16 40 7% 813 90 

1974 12 30 4% 799 90 

1975 18 40 6% 756 90 

1976 7 20 3% 733 80 

1977 5 10 2% 717 80 

1978 13 30 4% 623 70 

*I.C.D. Code Category (430-438) 

A. See Appendix A for definition and formula 

B. Rates per 100,000; rounded to nearest ten 

C. Rounded to nearest unit 

++ Item not applicable because disease is not one of the leading causes 
for the particular year. 

11% 

10% 

11% 

11% 

11% 

11% 

11% 

11% 

11% 

11% 

11% 

11% 

10% 

10% 

10% 

10% 
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Table 6.17 shows the death rates and ratios for cerebrovascular 

disease are relatively higher among the non-Indian population of Saskatchewan. 

The mean non-Indian death rate from this cause was approximately 60 per 

100,000, while_ the same average for the Registered Indians was only 25. 

Non-Indian mortality due to cerebrovascular disease was, on the average, 

2.4 times higher. In 1978 cerebrovascular disease accounted for 4% of all 

Registered Indian deaths, compared with 10% of all non-Indian deaths. The 

mean non-Indian death ratio from this cause over the fourteen year time 

period shown in Table 6.17 is approximately 11%, compared to only 3% for 

Saskatchewan•s Registered Indian population. 

6.7 ACCIDENTS 

The death rates and ratios for accidents among the Registered 

Indian and non-Indian populations are shown in Table 6.18. Deaths due 

to accidental causes has consistently ranked as the number one leading 

cause of death among the Registered Indian population of Saskatchewan. 

The Registered Indian death rate from this cause rose substantially over 

the twenty year period shown in Table 6.18. The death rate increased from 

130 per 100,000 in 1959, to a high of 270 in 1966, and then to 240 in 

1978. From a different view, the 1978 death rate represents an increase 

of 85% over the 1959 rate. The proportion of Registered Indian deaths 

due to accidents has greatly increased to 31% of the total in 1978, from 

only 13% in 1959. 

Among the non-Indian Saskatchewan population, the death rate from 

accidental causes has shown relatively little change. The death rate per 

100,000 was 50 in 1959, 50 in 1969, and 50 again in 1978. Similarly, 
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TABLE 6.18 DEATH RATES AND RATIOS FOR ACCIDENTS* FOR THE REGISTERER INDIAN 
AND NON-INDIAN POPULATIONS OF SASKATCHEWAN, 1959 TO 1978. 

YEAR REGISTERED INDIANS 

NUMBER DEATH RATEB DEATH RATIOC 

1959 

1960 

1961 

1962 

1963 

1964 

1965 

1966 

1967 

1968 

1969 

1970 

1971 

1972 

1973 

1974 

1975 

1976 

1977 

1978 

28 

26 

29 

36 

21 

34 

49 

63 

68 

69 

65 

48 

77 

88 

63 

91 

67 

63 

74 

108 

130 

110 

140 

140 

80 

120 

170 

270 

220 

220 

210 

150 

230 

260 

170 

220 

160 

150 

170 

240 

*I.C.D. Code Category (E800-E949) 

13% 

11% 

13% 

17% 

9% 

16% 

21% 

26% 

25% 

25% 

25% 

19% 

27% 

24% 

26% 

33% 

24% 

26% 

25% 

31% 

A. See Appendix A for definition and formula 

B. Rates per 100,000; rounded to nearest ten 

C. Rounded to nearest unit. 

NON-INDIANS 

NUMBER DEATH RATEB DEATH RATIOC 

416 

429 

445 

435 

449 

488 

477 

482 

541 

527 

491 

419 

438 

433 

490 

507 

443 

535 

495 

439 

50 

50 

50 

50 

50 

50 

50 

50 

60 

60 

50 

50 

50 

50 

60 

60 

50 

60 

50 

50 

6% 

7% 

7% 

6% 

6% 

7% 

7% 

7% 

8% 

7% 

7% 

6% 

6% 

6% 

7% 

7% 

6% 

7% 

7% 

6% 
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the proportion of all deaths from this cause was 6% of all the total in 

1959, 7% in 1969, and then 6% again in 1978. 

Table 6.18 shows that mortality from accidental causes is relatively 

higher among the Registered Indian population. The mean Registered Indian 

death rate over the twenty year period was approximately 180 per 100,000 

compared to only 50 for the non-Indians. Registered Indian mortality due 

to accidents is on the average 3.6 times higher. Accidents were responsible 

for 31% of all Registered Indian deaths in 1978, compared to only 6% of 

all non-Indian deaths. The average proportion of Registered Indian deaths 

due to accidents from 1959 to 1978 was approximately 22%, compared to only 

7% for Saskatchewan's non-Indian population. 

6.8 SUICIDE AND SELF-INFLICTED INJURY 

The death rates and ratios for suicide and self-inflicted injury 

among the Registered Indian and non-Indian populations.are shown in Table 

6.19. Among the Registered Indian population suicide and self-inflicted 

injury was not a leading cause of death in the years 1959 to 1961. From 

1962 to 1978, the death rate from this cause rose substantially among the 

Registered Indian population. The death rate increased from 20 per 100,000 

in 1962, to 50 in 1972, and then to 80 in 1978. The 1978 death rate from 

suicide and self-inflicted injury exceeds the 1962 rate by 300%. The 

proportion of Registered Indian deaths from this cause has increased yearly 

from 3% of the total in 1962, to 10% in 1978. The seriousness of these 

figures may be more fully comprehended with the knowledge that these rates 

tend to be understated because of the tendency to underreport suicide as 

a cause of death. 
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TABLE 6.19 DEATH RATES AND RATIOS FOR SUICIDE AND SELF-INFLICTED INJURY* FOR THE 
REGISTERED INDIAN AND NON-INDIAN POPULATIONS OF SASKATCHEWAN, 1959 TO 
1978.A 

YEAR REGISTERED INDIANS NON-INDIANS 

NUMBER DEATH RATEB DEATH RATIOD NUMBER DEATH RATEC DEATH RATIOD 

1959 ++ ++ 

1960 ++ ++ 

1961 ++ ++ 

1962 6 20 3% 67 8 1% 

1963 7 30 3% 84 9 1% 

1964 4 10 2% 81 9 1% 

1965 5 20 2% 92 10 1% 

1966 3 10 1% 74 8 1% 

1967 7 20 3% 75 8 1% 

1968 9 30 3% 84 9 1% 

1969 7 20 3% 87 9 1% 

1970 8 30 3% 1 01 1 1 1% 

1971 7 20 2% 71 8 1% 

1972 18 50 5% 126 14 2% 

1973 6 20 3% 112 13 2% 

1974 10 20 4% 104 12 1% 

1975 12 30 4% 123 14 2% 

1976 21 50 9% 108 12 1% 

1977 25 60 9% 121 13 2% 

1978 36 80 10% 128 14 2% 

;'- I . C. D. Code Category (E950-E959) 

A. See Appendix A for definition and formula 

B. Rates per 100,000; rounded to nearest ten 

c. Rates per 100,000; rounded to nearest unit 

D. Rounded to nearest unit 
++ Item not applicable because disease is not one of the leading causes for 

the particular year. 
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Among the non-Indian Saskatchewan population, death from suicide 

and self-inflicted injury increased with minor fluctuations from 8 per 

100,000 in 1962, to 14 in 1978. The proportion of all deaths from this 

cause rose from 1% of the total in 1962, to 2% in 1978. 

As in the case of accidents, mortality due to suicide and self

inflicted injury is much higher among the Registered Indian population. 

The mean death rate was approximately 30 per 100,000 as compared to an 

average of 10 for the non-Indian population. Registered Indian mortality 

due to suicide and self-inflicted injury is, on the average, 3 times higher 

than for the non-Indians. Suicide and self-inflicted injury was responsible 

for 10% of all Registered Indian deaths in 1978, compared to only 2% of 

all non-Indian deaths. The mean Registered Indian death ratio over the 

seventeen year time period from 1962 to 1978 was approximately 4%, compared 

with 1% for the non-Indian population of Saskatchewan. 

6.9 HOMICIDE 

The death rates and ratios for homicide among the Registered Indian 

and non-Indian populations are shown in Table 6.20. Among the Registered 

Indian population, homicide was not one of the leading causes of death in 

the years 1959, 1961, 1962, and 1963. From 1964 to 1978, the death rate 

from this cause has shown relatively little change. The death rate was 

30 per 100,000 in 1964, rising to 40 in 1972, and then to 30 in 1978. The 

proportion of Registered Indian deaths from homicide increased from 3% of 

the total in 1964, to 5% in 1976, and then to 4% in 1978. 

Among the non-Indian population, the death rate from homicide has 

also shown relatively little change. The death rate from this cause was 
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TABLE 6.20 DEATH RATES AND RATIOS FOR HOMICIDE* FOR THE REGISTERED INDIAN 
NON-INDIAN POPULATIONS OF SASKATCHEWAN, 1959 TO 1978.A 

YEAR REGISTERED INDIANS NON-INDIANS 

NUMBER DEATH RATE 8 DEATH RATIOC NUMBER DEATH RATED DEATH RATIO£ 

1959 ++ ++ 

1960 9 40 3% 7 . 1% 

1961 ++ ++ -· 
1962 ++ ++ 

1963 ++ ++ 

1964 7 30 3% 10 . 1% 

1965 7 30 2% 3 # .05% 

1966 4 20 2% 11 .2% 

1967 3 10 1% 15 2 .2% 

1968 8 30 3% 12 .2% 

1969 10 30 4% 23 2 .3% 

1970 1 1 30 4% 14 2 .2% 

1971 7 20 2% 21 2 . 3% 

1972 14 40 4% 12 .2% 

1973 9 30 4% 15 2 .2% 

1974 9 20 3% 18 2 .2% 

1975 9 20 3% 18 2 .2% 

1976 12 30 5% 15 2 .2% 

1977 13 30 4% 24 3 .3% 

1978 12 30 4% 13 .2% 

*I.C.D. Code Category (E960-E978) ++ Item not applicable because 

A. See Appendix A for definition and formula disease is not one of the 
leading causes for the 

B. Rates per 100,000; rounded to nearest ten particular year 

c. Rounded to nearest unit # Less than .5 per 100,000. 

D. Rates per 100,000; rounded to nearest unit 

E. Rounded to nearest tenth. 
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1 per 100,000 in 1964, rising to 3 in 1977, and then to 1 in 1978. The 

proportion of all deaths from homicide rose very slightly from .1% in 

1964, to .2% in 1978. 

As with the cases of accidents and suicide, death due to homicide 

is relatively higher among the Registered Indian population. The mean 

death rate was approximately 27 per 100,000, compared with 15 for the 

non-Indian population. Registered Indian mortality due to homicide is on 

the average 1.8 times higher than that of the non-Indians. Homicide was 

responsible for 4% of all Registered Indian deaths in 1978, compared to 

only .2% of all non-Indian deaths. The average proportion of Registered 

Indian deaths due to homicide over the fifteen year time period from 1964 

to 1978 was approximately 3%, compared with only .2% for the non-Indian 

population of Saskatchewan. 

6.10 CONGENITAL ANOMALIES 

The death rates and ratios for congenital anomalies among the Regis

tered Indian and non-Indian populations are shown in Table 6.21. Among 

the Registered Indian population, deaths due to congenital anomalies was 

not among the leading causes in the years 1965, 1966, and 1967. Table 6.21 

shows the death rate from this cause declined significantly over the total 

time period from 1959 to 1978. The death rate decreased from 40 per 100,000 

in 1959, to 20 in 1969, remaining at that level, despite minor fluctuations, 

until 1978. The proportion of Registered Indian deaths from this cause 

decreased from 4% of the total in 1959, to 3% in 1970, and then to 2% in 

1978. 

Among the non-Indian population, the deat'1 rate from congenital 
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TABLE 6.21 DEATH RATES AND RATIOS FOR CONGENITAL ANOMALIES* FOR THE REGISTERED 
INDIAN AND NON-INDIAN POPULATIONS OF SASKATCHEWAN, 1959 TO 1978.A 

YEAR REGISTERED INDIANS NON-INDIANS 

NUMBER DEATH RATEB DEATH RATIOC NUMBER DEATH RATE D DEATH RATIOC 

1959 9 40 4% 128 15 2% 

1960 5 20 2% 11 3 13 2% 

1961 4 20 2% 128 14 2% 

1962 7 30 3% 116 13 2% 

1963 8 30 3% 95 10 1% 

1964 5 20 2% 79 9 1% 

1965 +++ ++ 

1966 ++ ++ 

1967 ++ ++ 

1968 7 20 2% 81 9 1% 

1969 6 20 2% 94 10 1% 

1970 7 20 3% 77 9 1% 

1971 9 30 3% 73 8 1% 

1972 8 20 2% 90 10 1% 

1973 6 20 3% 65 8 1% 

1974 8 20 3% 59 7 1% 

1975 8 20 3% 54 6 1% 

1976 7 20 3% 54 6 1% 

1977 15 30 5% 51 6 1% 

1978 8 20 2% ++ 

*I.C.D. Code Category (740-759) 

A. See Appendix A for definition and formula 

B. Rates per 100,000; rounded to nearest ten 

c. Rounded to nearest unit 

D. Rates per 100,000; Rounded to nearest unit 
++ Item not applicable because disease is not one of the leading causes 

for the particular year. 
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anomalies also declined over the twenty year period. The death rate per 

100,000 was 15 in 1959, decreasing to 10 in 1969, and then to 6 in 1977. 

In the year 1978, congenital anomalies was not among the leading causes of 

death for the non-Indian population of Saskatchewan. The non-Indian death 

ratio declined from 2% of the total in 1959, to 1% in 1977. 

Table 6.21 shows the death rate from congenital anomalies remains 

higher among the Registered Indian population. The mean Registered Indian 

death rate was approximately 24 per 100,000 compared with only 10 for the 

non-Indian population. On the average, Registered Indian mortality due to 

congenital anomalies is 1.4 times higher. Congenital anomalies accounted 

for 2% of all Registered Indian deaths in 1977, while only accounting for 

1% of all non-Indian deaths. The average proportion of Registered Indian 

deaths from this cause from 1959 to 1977 was 2.75%, compared with 1.25% 

for Saskatchewan's non-Indian population. 

6.11 CERTAIN CAUSES OF PERINATAL MORTALITY 

The death rates and ratios for certain causes of perinatal mortality 

among the Registered Indian and non-Indian populations are shown in Table 

6.22. Among the Registered Indian population deaths due to this cause 

have shown a drastic decline from 1959 to 1978. Table 6.22 shows that the 

death rate as a whole declined sharply from 100 per 100,000 in 1959, to 

90 in 1969, and then to 20 in 1978. Approaching these figures from another 

angle, the 1978 rate represents a reduction of 80% over the 1959 death 

rate. The Registered Indian death ratio dropped dramatically from 11% of 

the total in 1959, to 8% in 1971, and then to 3% in 1978. 
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TABLE 6.22 DEATH RATES AND RATIOS FOR CERTAIN CAUSES OF PERINATAL MORTALITY* 
FOR THE REGISTERED INDIAN AND NON-INDIAN POPULATIONS OF 

SASKATCHEWAN, 1959 TO 1978.A 

YEAR REGISTERED INDIANS NON-INDIANS 

NUMBER DEATH RATEB DEATH RATIOC NUMBER DEATH RATEB DEATH RATIOC 

1959 23 100 11% 323 40 5% 

1960 19 80 8% 334 30 5% 

1961 22 11 0 10% 310 40 5% 

1962 27 11 0 13% 329 40 5% 

1963 33 120 14% 321 40 5% 

1964 34 120 16% 323 40 5% 

1965 21 70 9% 285 30 4% 

1966 22 90 9% 249 30 4% 

1967 26 80 9% 244 30 3% 

1968 37 120 13% 228 20 3% 

1969 29 90 11% 175 20 2% 

1970 25 80 10% 177 20 2% 

1971 22 60 8% 155 20 2% 

1972 38 110 10% < 114 10 2% 

1973 15 40 6% 121 10 2% 

1974 17 40 6% 131 10 2% 

1975 12 30 4% 103 10 1% 

1976 6 10 2% 91 10 1% 

1977 13 30 4% 90 10 1% 

1978 1 1 20 3% 94 10 1% 

*I.C.D. Code Category (760-779) 

A. See Appendix A for definition and formula 

B. Rates per 100,000; rounded to nearest ten 

C. Rounded to nearest unit. 
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The death rates due to certain causes of perinatal mortality among 

the non-Indian population have also declined. The death rate decreased 

from 40 per 100,000 in 1959, to 20 in 1969, and then to 10 in 1978. The 

proportion of non-Indian deaths from this cause declined from 5% of the 

total in 1959, to 2% in 1969, and then to 1% by 1978. 

As in the case of congenital anomalies, deaths due to certain causes 

of perinatal mortality remain higher among the Registered Indian population. 

The mean death rate per 100,000 was approximately 76, compared with 24 for 

the non-Indian population. The Registered Indian death rate, on the average, 

was 3.2 times higher. Certain causes of perinatal mortality accounted for 

3% of all Registered Indian deaths in 1978, compared to only 1% of all 

non-Indian deaths. The mean Registered Indian death ratio from this cause, 

over the twenty year time period shown in Table 6.22 was about 9%, compared 

with only 3% for the non-Indian population of Saskatchewan. 

6.12 PNEUMONIA 

The death rates and ratios for pneumonia among the Registered Indian 

and non-Indian populations are shown in Table 6.23. Deaths due to pneumonia 

among the Registered Indian population have decreased substantially from 

1959 to 1978. Table 6.23 shows the death rate from this disease decreased 

from 190 per 100,000 in 1959, to 130 in 1969, and then to 60 in 1978. 

Interpreting these figures in another manner, the 1978 rate represents a 

68% reduction over the 1959 death rate. The proportion of Registered Indian 

deaths from pneumonia decreased from 20% of the total in 1959, to 16% in 

1969, and then to 8% in 1978. 
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TABLE 6.23 DEATH RATES AND RATIOS FOR PNEUMONIA* FOR THE REGISTERED INDIAN AND 
NON-INDIAN POPULATIONS OF SASKATCHEWAN, 1959 TO 1978.A 

YEAR REGISTERED INDIANS NON-INDIANS 

NUMBER DEATH RATEB DEATH RATIOC NUMBER DEATH RATEB DEATH RATIOC 

1959 42 190 20% 292 30 4% 

1960 51 220 22% 280 30 4% 

1961 56 270 25% 265 30 4% 

1962 32 130 15% 240 30 4% 

1963 68 250 28% 338 40 5% 

1964 42 150 20% 315 30 4% 

1965 44 150 18% 325 30 4% 

1966 33 140 13% 339 40 5% 

1967 40 130 12% 285 30 4% 

1968 40 130 14% 310 30 4% 

1969 42 130 16% 328 40 5% 

1970 29 90 11% 348 40 5% 

1971 39 120 14% 332 40 5% 

1972 31 90 8% 368 40 5% 

1973 26 70 11% 341 40 5% 

1974 21 50 8% 437 50 6% 

1975 35 80 12% 417 50 6% 

1976 16 40 7% 411 50 5% 

1977 17 40 6% 391 40 5% 

1978 28 60 8% 367 40 5% 

*I.C.D. Code Category (480-486) 

A. See Appendix A for definition and formula 
B. Rates per 100,000; rounded to nearest ten 
c. Rounded to nearest unit. 
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Among the non-Indian population, mortality due to pneumonia has 

shown a trend opposite to that of the Registered Indians. The death rate 

showed a general increase from 30 per 100,000 in 1959, to a high of 50 

in 1976, and then to 40 in 1978. The 1978 rate represents an increase of 

33% over the 1959 death rate. The proportion of non-Indian deaths from 

this cause increased from 4% of the total in 1959, to a high of 6% in 

1975, and then to 5% in 1978. 

Table 6.23 shows that despite the sharp reduction in the death rate, 

mortality from pneumonia remains higher among the Registered Indian popula

tion. The average Registered Indian death rate from 1959 to 1978 was 

approximately 127 per 100,000, compared with only 38 for the non-Indians. 

On the average, Registered Indian mortality from pneumonia is 3.3 times 

higher than for the non-Indian population. In 1978 pneumonia was responsible 

for 8% of all Registered Indian deaths, while only accounting for 5% of 

all non-Indian deaths. The average proportion of Registered Indian deaths 

from this cause was about 15%, compared with approximately 5% for the 

non-Indian population of Saskatchewan. 

6.13 GASTRO-ENTERITIS AND COLITIS 

In the ten year time period between 1959 to 1968, gastro-enteritis 

and colitis was consistently one of the leading causes of death among the 

Registered Indian population. Nevertheless, the death rate from this cause 

among the Registered Indian population showed a steady decline from 80 

per 100,000 in 1959, to 50 in 1965, and then to 40 in 1968. The proportion 

of Registered Indian deaths from this cause decreased from 9% of the total 

in 1959, to 5% by 1968. By the year 1969, however, the force of mortality 
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from this cause had been reduced to the point where it was eliminated as 

one of the leading causes of death. By way of contrast, gastro-enteritis 

and colitis was never listed as a leading cause of death among the non

Indian population of Saskatchewan over the entire time period from 1959 

to 1978. 

6.14 TUBERCULOSIS 

The death rates and ratios for tuberculosis among the Registered 

Indian and non-Indian populations are shown in Table 6.24. According to 

this table, deaths due to tuberculosis have declined among the Registered 

Indian population. The death rate shows an overall decrease from 40 per 

100,000 in 1959, to 30 in 1968 and then to 10 in 1978. The Registered 

Indian death ratio likewise declined from 4% of the total in 1959, to 2% 

in 1969, and then to 1% in 1978. 

Among the non-Indian population, deaths due to tuberculosis also 

declined over the twenty year period. The death rate decreased from the 

extremely low rate of 2 per 100,000, to 1 in 1971, and then to .5 in 1978. 

The proportion of all deaths due to tuberculosis among the non-Indian 

population declined from .3% of the total in 1959, to .05% in 1978. 

As in the case of pneumonia, mortality from tuberculosis remains 

relatively higher among the Registered Indian population. The mean Regis

tered Indian death rate for the time period shown in Table 6.24 was 

approximately 16 per 100,000, compared with 1.7 for the non-Indian popula

tion. The average Registered Indian mortality rate from tuberculosis is 

9.4 times higher than that of the non-Indian population. Tuberculosis was 

responsible for 1% of all Registered Indian deaths in 1978, compared with 
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TABLE 6.24 DEATH RATES AND RATIOS FOR TUBERCULOSIS* FOR THE REGISTERED A 
INDIAN AND NON-INDIAN POPULATIONS OF SASKATCHEWAN, 1959 to 1978. 

YEAR REGISTERED INDIANS NON-INDIANS 

NUMBER DEATH RATE 8 DEATH RATIOC NUMBER DEATH RATE D DEATH RATIOE 

1959 8 40 4% 19 2 . 3% 

1960 8 30 3% 26 3 .4% 

1961 3 10 1% 22 2 . 3% 

1962 6 20 2% 24 3 .4% 

1963 2 10 1% 19 2 .3% 

1964 7 20 3% 15 2 .2% 

1965 9 30 3% 18 2 .2% 

1966 5 20 2% 6 . 1% 

1967 7 20 2% 14 2 .2% 

1968 9 30 3% 14 2 .2% 

1969 4 10 2% 14 2 .2% 

1970 4 10 2% 17 2 .2% 

1971 3 10 1% 7 . 1% 

1972 4 10 1% 16 2 .2% 

1973 5 10 2% 6 . 1% 

1974 # .4% 9 . 1% 

1975 2 10 1% 3 .5% .05% 

1976 3 10 1% 5 . 1% 

1977 5 10 1% 8 . 1% 

1978 4 10 1% 5 .s .05% 

*I. C. D. Code Category (010-019) 

A. See Appendix A for definition and formula 

B. Rates per 100,000; rounded to nearest ten 

c. Rounded to nearest unit 

D. Rates per.100,000 rounded to nearest unit 
E. Rounded to the nearest tenth 

#. Less than 5 per 100,000. 
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only .05% for the non-Indians. The mean proportion of Registered Indian 

deaths due to tuberculosis over the twenty year period was 1.8%, compared 

with only .2% for the non-Indian population of Saskatchewan. 

6.15 AVERAGE RANKED LEADING CAUSES OF DEATH: REGISTERED INDIANS (1959-1978) 

The average ranked leading causes of death from 1959 to 1978 for 

the Registered Indian population of Saskatchewan are shown in Table 6.25. 

Among the Registered Indian population, the leading caus~s of heart diseases, 

malignant neoplasms, cerebrovascular disease, accidents, suicide and self

inflicted injury, and homicide rose in average rank over the total twenty 

year time period. The leading causes of pneumonia, certain causes of 

perinatal mortality, congenital anomalies, gastro-enteritis and colitis, 

tuberculosis, and infectious diseases declined in average rank over the 

same time period. 

Focusing on the decline in mortality, Table 6.25 shows that pneumonia 

decreased steadily from an average rank of 1 between 1959 and 1965, to rank 

2 between 1966 .and 1972, and then to rank 3 between 1973 and 1978. Certain 

causes of perinatal mortality showed a larger decline from an average rank 

of 3 between 1959 and 1965, to rank 4 between 1966 and 1972, and then to 

rank 7 between 1973 and 1978. Gastro-enteritis and colitis displayed a 

very dramatic decline from an average rank of 4 between 1959 and 1965, to 

an average rank which was too low to be included among the average ranked 

leading causes of death between 1966 and 1978. Tuberculosis, another 

infectious disease, declined from an average rank of 7 between 1959 and 

1965, to a rank of 9 between 1966 and 1972, and then was included among 

infectious diseases as a group, which ranked 10 between 1973 and 1978. 
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TABLE 6.25 AVERAGE RANKED LEADING CAUSES OF DEATH* AMONG THE REGISTERED 
INDIAN AND NON-INDIAN POPULATIONS OF SASKATCHEWAN, 1959 TO 1978. 

AVERAGE REGISTERED INDIANS NON-INDIANS AVERAGE 
_R_A_N_K _____________ 1959-1965 --------------RA_N_K_ 

1 Pneumonia (480-486) 
2 Accidents (E800-E949) 
3 Certain causes of perinatal mortality 

( 760-799) 
4 Gastro-enteritis and Colitis (561) 
5 Heart diseases (393-429) 

6 Malignant neoplasms (140-209) 
7 Tuberculosis (010-019) 

8 Congenital anomalies (740-759) 
9 Suicide & self-inflicted injury (E950-

E959) 
10 Homicide (E960-E978) 

Heart diseases (393-427) 1 
Malignant neoplasms (140-209) 2 
Cerebrovascular diesease (430-438) 3 

Accidents (E800-E949) 
Certain causes of perinatal 
mortality (760-799) 

Pneumonia (480-486) 
Diseases of arteries, arterioles 

& capillaries (440-448) 
Diabetes mellitus (250) 
Congenital anom~lies (740-759) 

Suicide & self-inflicted injury 
(E950-E959) 

4 
5 

6 
7 

8 
9 

10 

--------------- 1966-1972 ----------------
1 Accidents (E800-E949) 
2 Pneumonia (480-486) 
3 Heart diseases (393-429) 
4 Certain causes of perinatal mortality 

(760-799) 
5 Malignant neoplasms (140-209) 

6.5 Homicide (E960-E978) 

6.5 Suicide & self-inflicted injury 
(E950-E959) 

8 Cerebrovascular disease (430-438) 
9 Tuberculosis (010-019) 

10 Congenital anomalies (740-759) 

Heart diseases (393-429) 1 
Malignant neoplasms (140-209) 2 
Cerebrovascular disease (430-438) 3 
Accidents (E800-E949) 4 

Pneumonia (480-486) 5 
Diseases of arteries, arterioles 6 

& capillaries (440-448) 
Certain causes of perinatal 7 
mortality (760-799) 

Diabetes mellitus (250) 8 
Congenital anomalies (740-759) 9.5 
Suicide & self-inflicted injury 9.5 

(E950-E959) 
------------------------------------------- 1973-1978 _______________ __ 

1 Accidents (E800-E949) 
2 Heart diseases (393-429) 
3 Pneumonia (480-486) 
4 Malignant neoplasms (140-209) 
5 Suicide & self-inflicted injury 

(E950-E959) 
6 Cerebrovascular disease (430-438) 

7 Certain causes of perinatal mortality 
( 760-799) 

8 Homicide (E960-E978) 

9 Congenital anomalies (740-759) 

10 Infectious diseases (000-036) 

Heart diseases (393-429) 1 
Malignant neoplasms (140-209) 2 
Cerebrovascular disease (430-438) 3 
Accidents (E800-E949) 4 
Pneumonia ( 480-486) 5 

Diseases of arteries, arterioles 6 
& capillaries (440-448) 

Diabetes mellitus (250) 7 

Suicide & self-inflicted injury 8 
(E950-E959) 

Certain causes of perinatal 9 
mortality (760-799) 

Congenital anomalies (740-759) 10 

* Code numbers according to the International Statistical Classification of 
Diseases, Injuries, and Causes of Death, 1965, Volume I, shown in brackets. 
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Congenital anomalies show a fluctuating pattern, decreasing from an 

average rank of 8 between 1959 and 1965, to a rank of 10 between 1966 and 

1972, and then rising to a rank of 9 between 1973 and 1978. 

Further examination of Table 6.25 reveals that as infectious 

diseases and diseases associated with infancy declined in average rank 

over the twenty year period, other causes of death correspondingly showed 

an increase. Heart diseases rose rapidly from an average rank of 5 between 

1959 and 1965, to a rank of 3 between 1966 and 1972, anq then to rank 2 

between 1973 and 1978. Malignant neoplasms also saw a steady rise from 

an average rank of 6 between 1959 and 1965, to a rank of 5 between 1966 

and 1972, and then to a rank of 4 between 1973 and 1978. The force of 

mortality due to cerebrovascular disease was too small to place it among 

the average ranked leading causes of death between 1959 and 1965. Between 

1966 and 1972 however, this cause had an average rank of 8. This increased 

to an average rank of 6 between 1973 and 1978. Accidents rose from an 

average rank of 2 between 1959 and 1965, to rank as the number one average 

leading cause of death between 1966 and 1978. Suicide and self-inflicted 

injury showed a drastic increase from an average rank of 9 between 1959 

and 1965, to a rank of 6.5 between 1966 and 1972, and then to a rank of 

5 between 1973 and 1978. Lastly, homicide rose considerably from an 

average rank of 10 between 1959 and 1965, to a rank of 6.5 between 1966 

and 1972, before declining slightly to a rank of 8 between 1973 and 1978. 

In order to further interpret the changes which have occurred in 

the average ranks of the leading causes of death among the Registered 

Indian population over the twenty year period shown in Table 6.25, it is 

necessary to refer to the historical death rate provided for these causes 
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in Tables 6.15 through 6.24. These tables show the death rate reductions 

which have occurred from tuberculosis and other infectious diseases among 

the Registered Indian population. They also show the decline in death 

rates from infant related diseases such as congenital anomalies, certain 

causes of perinatal mortality, and pneumonia (Tables 6.21, 6.22, 6.23). 

The reduction in the death rates from these causes, in turn, has produced 

the increases in the average ranks of heart diseases, malignant neoplasms, 

cerebrovascular disease, and homicide shown in Table 6.~5. This may be 

more readily conceptualized after a review of the death rate patterns 

for these leading causes of death. 

The actual changes in the death rates due to infant related and 

infectious diseases among the Registered Indian population are displayed 

in Tables 6.21 to 6.24. Briefly, Table 6.24 shows the death rate from 

tuberculosis decreased from 40 per 100,000 in 1959, to 10 in 1978. Gastro

enteritis and colitis decreased from 80 per 100,000 in 1959, to 40 in 1968. 

The death rate from pneumonia (Table 6.23) decreased from 190 per 100,000 

in 1959, to 60 in 1978. Table 6.22 shows the death rate from certain 

causes of perinatal mortality decreased from a rate of 100 per 100,000, 

to 20 per 100,000 over the twenty year period. Similarly, the death rate 

from congenital anomalies decreased from 40 per 100,000 in 1959, to 20 in 

1978. For all these diseases, the death rates among the Registered Indian 

population have shown substantial reductions. Table 6.26 displays the 

infant mortality rates among the Registered Indian and non-Indian populations 

of Saskatchewan from 1959 to 1978. This table clearly demonstrates the 

magnitude of the reduction in mortality from infant related causes of death 

among the Registered Indian population. Their infant mortality rate 
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TABLE 6.26 INFANT MORTALITY RATES AMONG THE REGISTERED INDIAN AND NON-INDIAN 
POPULATIONS OF SASKATCHEWAN, 1959 to 1978.A 

YEAR ~EG~sTERED INDIANS NON-INDIANS 

NUMBER DEATH RATE 8 DEATH RATIOC NUMBER DEATH RATE 8 DEATH RATIOC 

1959 90 75 42% 536 23 8% 

1960 98 80 44% 539 24 8% 

1961 107 80 43% 511 23 7% 

1962 88 67 36% 517 24 8% 

1963 118 87 44% 520 23 7% 

1964 99 70 44% 490 23 7% 

1965 80 57 29% 423 22 6% 

1966 78 52 29% 383 22 5% 

1967 91 62 31% 374 23 5% 

1968 107 66 37% 361 22 5% 

1969 78 55 29% 317 20 4% 

1970 60 40 23% 308 21 4% 

1971 73 50 25% 252 18 3% 

1972 77 51 21% 223 16 3% 

1973 49 35 22% 212 16 3% 

1974 65 47 23% 248 18 3% 

1975 57 46 20% 215 15 3% 

1976 39 31 16% 190 13 3% 

1977 54 40 18% 195 13 3% 

1978 46 34 13% 190 12 3% 

A. See Appendix A for definitions and formulas 

B. Rates per 1,000 live births; rounded to nearest unit 

C. Rounded to nearest unit. 
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sharply declined from 75 per 1,000 live births in 1959, to 55 in 1969, and 

then to 34 in 1978. The proportion of Registered Indian deaths occurring 

in infancy decreased from 42% of the total in 1959, to 29% in 1969, and 

then to 13% by 1978. Despite this reduction, the infant mortality rate 

among t~e Registered Indian population remains substantially higher than 

that of the non-Indian population. Deplorably, Table 6.26 shows the 1978 

Registered Indian infant mortality rate (34 per 1,000) exceeds even the 1959 

non-Indian infant mortality rate (23 per 1,000). It should be recalled that 

the infant mortality rate is widely regarded as the single most sensitive 

indicator of the general health and well-being of a population. 
1 

Employing 

this measurement it is apparent that the health status of Saskatchewan's 

Registered Indians is markedly lower than that·of the non-Indian population. 

Turning to the four leading causes of death referred to earlier which 

showed increases in average rank from 1959 to 1978, Tables 6. 15, 6.16, 6.17, 

and 6.20 show that the death rates for these causes only increased margin-

ally, while in one case they actually declined. Briefly reviewing the 

death rate changes, Table 6.15 shows the rates from heart diseases in-

creased slightly from 70 per 100,000 in 1959, to 80 in 1978. The death 

rate from cerebrovascular disease (Table 6.17) also showed only a modest 

increase from 20 per 100,000 in 1965, to 30 in 1978. The death rate from 

malignant neoplasms (Table 6.16) actually decreased from 70 per 100,000 in 

1959, to 50 in 1978. Homicide, on the other hand, showed no change main

taining the death rate of 30 per 100,000 in both 1959 and 1978 (Table 6.20). 

Quite clearly, these leading causes of death which have shown an 

1 See chapter 5 of this study. 
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increase in average rank from 1959 to 1978 have not shown a corresponding 

substantial increase in death rates. The death rates from these leading 

causes have increased little, remained the same, or declined. The increases 

in the average ranks of heart diseases, malignant neoplasms, cerebrovascular 

diseases and homicide from 1959 to 1978 are almost totally artificial. 

There was not an actual increase in the death rates from these leading 

causes. The increase in the average ranks of these causes of death is due, 

rather, to the decline in infectious and infant related causes of death 

among the Registered Indian population. 

The other two leading causes of death which showed average rank 

increases among the Registered Indian population were accidents and 

suicide and self-inflicted injury. The average rank increases from these 

two causes of death from 1959 to 1978 were not due to the decline in other 

leading causes. The average rank increases from accidents and suicide 

and self-inflicted injury are substantive rank increases. This is 

evidenced by the sharp increases in the respective death rates as shown 

in Tables 6.18 and 6.19. Briefly, the death rate from accidents increased 

from 130 per 100,000 in 1959, to 240 in 1978 (Table 6.18). The death rate 

due to suicide and self-inflicted injury increased in the same dramatic 

manner from 20 per 100,000 in 1962, to 80 in 1978 (Table 6.19). 

In summary, Table 6.25 shows that tuberculosis, gastro-enteritis 

and colitis, and other infectious diseases declined in average rank from 

1959 to 1978. Similarly, the infant related causes of death: pneumonia, 

congenital anomalies and certain causes of perinatal mortality also 

declined in average rank. Heart diseases, malignant neoplasms, cerebro

vascular disease, and homicide increased in average rank, though this 
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increase was due largely to the decline in other causes of death. Accidents 

and suicide and self-inflicted injury showed substantive and actual increases 

in average rank. 

6.16 AVERAGE RANKED LEADING CAUSES OF DEATH: NON-INDIANS (1959-1978) 

The average ranked leading causes of death from 1959 to 1978 among 

the non-Indian population of Saskatchewan are shown in Table 6.25. For our 

purposes however, it will be necessary to provide only a brief discussion 

of the changes which have occurred in the average ranking of these leading 

causes of death. The leading causes of heart disease, malignant neoplasms, 

cerebrovascular disease, and accidents remained in the respective average 

ranks of 1, 2, 3, and 4 for the entire time period. Table 6.25 shows that 

pneumonia, diabetes mellitus, diseases of arteries, arterioles and 

capillaries, and suicide and self-inflicted injury rose in average rank, 

while the causes of congenital anomalies and certain causes of perinatal 

mortality declined. Over the entire twenty year period, there have only 

been minor changes in average rank, with no leading causes added or 

eliminated. Pneumonia rose from an average rank of 6 between 1959 and 

1965, to rank 5 between 1966 and 1978. Diseases of the arteries, 

arterioles and capillaries rose from an average rank of 7 between 1959 

and 1965, to maintain the rank of 6 between 1966 and 1978. Diabetes 

mellitus showed a small rise from an average rank of 8 between 1959 and 

1972, to a rank of 7 between 1973 and 1978. Suicide and self-inflicted 

injury showed a comparatively larger increase from an average rank of 10 

between 1959 and 1965, to a rank of 9.5 between 1966 and 1972, and then 

to a rank of 8 between 1973 and 1978. 
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Congenital anomalies showed an overall decrease from an average rank 

of 9 between 1959 and 1965, to rank 9.5 between 1966 and 1972, and then to 

rank 10 between 1973 and 1978. Certain causes of perinatal mortality 

declined drastically from an average rank of 5 between 1959 and 1966, to 

rank 7 between 1966 and 1973, and then to rank 9 between 1973 and 1978. 

In summary, Table 6.25 shows that the average rank of the first 

four leading causes of death remained unchanged from 1959 to 1978. During 

the same period, infant related causes of death declined, while all other 

remaining causes showed corresponding increases in average rank. 

6.17 AVERAGE RANKED LEADING CAUSES OF DEATH: REGISTERED INDIAN COMPARED 
TO NON-INDIAN: 1959-1978 

The average ranked leading causes of death from 1959 to 1978 for 

the Registered Indian population of Saskatchewan compared to the average 

ranked leading causes of death for the non-Indian population, are shown 

in Table 6.25. It is apparent from this table that there are distinct 

differences in the leading causes of death which affect the Registered 

Indian and non-Indian populations. To reiterate, the leading causes of 

death for the Registered Indian population differ markedly from those for 

the non-Indian population. 

Between 1959 and 1965, gastro-enteritis and colitis, tuberculosis, 

and homicide were among the leading causes of death for the Registered 

Indian population, but were not leading causes for the non-Indian popula-

tion. Correspondingly, diabetes mellitus, diseases of arteries, arterioles 

and capillaries, and cerebrovascular disease were leading causes of death 

for the non-Indian population, but were not leading causes among the 
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Registered Indian population. 

In the years 1966 to 1972, tuberculosis and homicide were among the 

leading causes of death for the Registered Indian population, but not for the 

non-Indian population. In 1 ike manner, diabetes mellitus and diseases of 

arteries, arterioles and capillaries were leading causes of death for the 

non-Indians, but not for Registered Indians. These same leading causes of 

death were unique among the non-Indian population again between 1973 and 1978. 

During this same time period, homicide and infectious diseases were the 

leading causes of death found only among the Registered Indian population. 

In reviewing the twenty year period shown in Table 6.25, homicide, 

tuberculosis, gastro-enteritis and col itis, 1 and infectious diseases were 

the leading causes of death unique among the Registered Indian population. 

These are not among the leading causes of death for the non-Indian population 

over the same time period. Quite clearly, the Registered Indian population 

suffers from a larger number of leading causes of death associated with non-

disease and infectious causes. These causes are considered to be largely 

preventable. By way of contrast, among the non-Indian population, infec-

tious diseases ceased to be among the leading causes of death over four 

decades ago (Saskatchewan Department of Public Health, 1960: 28). 

Diabetes mellitus and diseases of arteries, arterioles and 

capillaries, were the leading causes of death unique to the non-Indian 

population for the entire time period from 1959 to 1978. These two 

causes were not among the leading causes of death for the Registered 

Indian population. Clearly, the non-Indian population suffers from a 

1 It should be noted that gastro-enteritis and col it is was unique 
as a leading cause of death among the Registered Indian population from 1959 
to 1965, although it did not rank as a leading cause during the time period 
from 1966 to 1978. 
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larger number of leading causes of death which are considered degenerative 

diseases. 

As well as differences in the leading causes of death themselves, 

Table 6.25 shows there are also substantial differences in the average 

ranking of these causes. Among the Registered Indian population, the 

leading causes of accidents, pneumonia, suicide and self-inflicted injury, 

homicide, congenital anomalies, certain causes of perinatal mortality, 

tuberculosis, gastro-enteritis and colitis and other infectious causes 

have average ranks over the entire twenty year period which are higher, 

by comparison, than the respective average ranks for these leading causes 

among the non-Indian population of Saskatchewan. This may be restated by 

referring to grouped leading causes of death. The leading causes of death 

associated with infancy {pneumonia, congenital anomalies, certain causes 

of perinatal mortality) and non-disease causes {accidents, homicide, 

suicide and self-inflicted injury) and infectious causes {tuberculosis, 

gastro-enteritis and colitis, infectious diseases) have average ranks 

which are comparably higher among the Registered Indians. On the other 

hand, three of the Registered Indian leading causes of death did not rank 

comparably higher. According to Table 6.25, the leading causes of malig

nant neoplasms, heart diseases, and cerebrovascular disease ranked lower 

over the entire time period from 1959 to 1978. 

In sharp contrast, the average ranks for the following leading 

causes are substantially higher for the non-Indians than for the Registered 

Indians: heart diseases, malignant neoplasms, cerebrovascular disease, 

diseases of arteries, arterioles and capillaries, and diabetes mellitus. 

These causes of death are all considered degenerative diseases and have 
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average ranks which are comparatively higher among the non-Indian popula

tion. Accidents, suicide and self-inflicted injury, congenital malforma

tions, certain causes of perinatal mortality, pneumonia and other causes 

had average ranks comparatively lower over the same time period. 

In summary, there are distinct differences in the leading causes 

of death which affect the Registered Indian and non-Indian populations of 

Saskatchewan. Furthermore, there are substantive differences in the 

average ranking of the leading causes of death between the two populations. 

Among the non-Indian population, between 1959 and 1978 there were 

a larger number of leading causes associated with degenerative diseases. 

Specifically, diabetes mellitus and diseases of the arteries, arterioles 

and capillaries, were unique as leading causes of death among the non

Indian population. Diseases associated with degenerative causes including 

heart diseases, malignant neoplasms, cerebrovascular disease, diabetes 

mellitus, and diseases of arteries, arterioles and capillaries have 

average ranks which are comparatively higher among the non-Indian population. 

Among the Registered Indian population, a much different mortality 

picture emerges. From 1959 to 1978, there were a larger number of leading 

causes associated with non-disease and infectious causes. The leading 

causes found only among the Registered Indian population include gastro

enteritis and colitis} tuberculosis, homicide and infectious diseases. In 

addition, the leading causes associated with infancy (congenital anomalies, 

certain causes of perinatal mortality, pneumonia), and non-disease causes 

(homicide, suicide and self-inflicted injury, accidents) and infectious 

causes (tuberculosis, gastro-enteritis and colitis, infectious diseases) 

have average ranks which are higher in comparison to those of the non-Indian 

1 
see footnote p. 104. 
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population. The higher average ranks of these causes clearly indicates 

their increased importance upon mortality among the Registered Indian 

population. Furthermore, the higher average rankings of these causes is 

a major difference in the mortality patterns between the Registered Indian 

and non-Indian populations of Saskatchewan. 

6.18 SUMMARY 

The empirical data used in the evaluation and analysis of the 

health status of Saskatchewan 1 s Registered lndianshave been presented in 

this chapter. Table 6.13 shows the crude mortality rates for the Regis

tered Indian and non-Indian populations from 1959 to 1978. The crude 

mortality rates indicate that the health status of the Registered Indian 

population is higher ranked than that of the non-Indian population. 

Table 6.14 shows the standardized mortality rates for the Registered 

Indian and non-Indian populations from 1966 to 1978. The standardized 

mortality rates provide a more accurate assessment of the mortality levels 

of the two populations. The standardized mortality rates, contrary to 

the crude mortality rates, show that the health status of Saskatchewan's 

Registered Indian population is substantially lower ranked than that of 

the non-Indian population. To repeat: the markedly higher standardized 

mortality rates of the Registered Indian population clearly indicate a 

lower ranked health status in comparison to that of the non-Indian popula

tion. 

Tables 6.15 to 6.24 are cause specific mortality tables which show 

the death rates and ratios for the leading causes of death among the 

Registered Indian population, as compared to the rates and ratios for the 
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non-Indian population from 1959 to 1978. Computations from these tables 

show that the mean death rate for accidents over the twenty year period 

among the Registered Indians was 3.6 times higher than for the non-Indian 

population; suicide and self-inflicted injury 3 times higher; homicide 

1.8 times higher; congenital anomalies 1.4 times higher; certain causes 

of perinatal mortality 3.2 times higher; pneumonia 3.3 times higher; and 

tuberculosis 9.4 times higher. 

The average ranked leading causes of death from 1959 to 1978 for 

the Registered Indian population of Saskatchewan are shown in Table 6.25. 

The leading causes of pneumonia, congenital anomalies, gastro-enteritis 

and colitis, certain causes of perinatal mortality, tuberculosis and 

infectious diseases declined in average rank over the twenty year period. 

·Heart diseases, malignant neoplasms, cerebrovascular disease and homicide 

showed increases in average rank though this was due mainly to the decline 

in rank of the above named leading causes. Two other leading causes of 

death which showed average rank increases from 1959 to 1978 were accidents 

and suicide and self-inflicted injury. The average rank increases of 

these two causes was not due to the decline in rank of the other leading 

causes. 

The average ranked leading causes of death from 1959 to 1978 for 

the Registered Indian population compared to the average ranked leading 

causes of death for the non-Indian population are also shown in Table 6.25. 

This table clearly shows that the leading causes of death for the Regis-

tered Indian population differ markedly from those for the non-Indian 

population. To reiterate: there are distinct differences in the leading 

causes of death which affect the Registered Indian and non-Indian populations. 
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Among the Registered Indian population, there were a larger number 

of leading causes associated with non-disease and infectious causes. The 

leading causes found only among the Registered Indian population include 

gastro-enteritis and colitis~ tuberculosis, homicide and infectious diseases. 

Among the non-Indian population there were a larger number of leading causes 

associated with degenerative causes. The leading causes of diabetes melli-

tus and diseases of the arteries, arterioles and capillaries were found 

only among the non-Indian population from 1959 to 1978. The differences 

in the leading causes of death between these two populations must be viewed 

as having the most negative consequences for the Registered Indian popula-

tion. The Registered Indian population continues to be subject to leading 

causes of death which are largely preventable and which were long ago 

eliminated as leading causes among the non-Indian population of Saskatchewan. 

Another major difference in the mortality patterns between the 

Registered Indian and non-Indian populations is also shown in Table 6.25. 

This table shows there are marked differences in the average ranking of 

the leading causes of death between the two populations. Among the non-

Indian population, heart diseases, cerebrovascular disease, malignant 

neoplasms, diseases of arteries, arterioles and capillaries, and diabetes 

mellitus have average ranks which are substantially higher than for the 

Registered Indian population. In sharp contrast, the leading causes of 

death associated with infancy (pneumonia, congenital anomalies, certain 

causes of perinatal mortality) and non-disease causes (accidents, homicide, 

suicide and self-inflicted injury) and infectious causes (tuberculosis, gastro

enteritis and colitis, infectious diseases) have average ranks which are 

comparably higher am~ng the Registered Indian population of Saskatchewan. 

1 see footnote p. 104. 



CHAPTER VI I 

SUMMARY AND CONCLUSIONS 

This study has sought to evaluate the health status of Saskatchewan's 

Registered Indian population. For this purpose, a comparative and histori

cal analysis of the health status of the Registered Indian and non-Indian 

populations of Saskatchewan has been undertaken. 

Employing a sociological frame of reference, it was argued that 

health status may be assessed through the use of mortality data. In com

paring two populations, the population whose capacity for normal role and 

task performance is most diminished (i.e. greater mortality) would be 

assigned a lower value and hence a lower ranked health status. 

The internal colonial theoretical model has been employed in this 

study in order to provide an understanding of the health status of Saskat

chewan's Registered Indians. The objective of this approach has been to 

explain Registered Indian health status within the context of the imposed 

social, political and economic structures of internal colonialism. This 

approach has indicated that the historical position of Registered Indians 

in Canadian society has been conditioned by the economic and political 

demands generated by the development of capital ism. Early in the history 

of this process Indians were vital in their role as fur traders to the 

demands of mercantile capitalism. With the ascent of monopoly capitalism 

in Europe, and the demand for the implementation of a settler agricultural 

economy in Saskatchewan, Indians became an economically redundant population 

group. It is this juncture in Canadian history that marked the forced 

transformation of Saskatchewan Indians into a problem population within 
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the proletarian class. Problem populations are primarily distinguished by 

the threat they pose to the development of the social relations of produc

tion in capitalist society. The structural economic obsolescence of 

Indians, and their resistance to the imposition of an agricultural economy, 

made them obstacles to the process of capitalist accumulation. The reaction 

to this obstruction called for the forced negotiation of treaties. These 

culminated in the appropriation of Indian lands, resulting in their 

alienation from traditional means of production, and their internment on 

reserves. These acts were sanctioned through the use of racist ideology. 

Racism has most aptly been described as the political psychology of 

colonialism (Casanova, 1965: 32). The passage of the Indian Act set in 

place the political structure necessary to maintain a colonial relation

ship between the Indians (colonized) and the dominant society (colonizers). 

The colonial relationship serves to maintain and perpetuate Registered 

Indians as a problem population within the proletarian class. 

The socioeconomic status of Saskatchewan's Registered Indians has 

been discussed in order to provide a further and specific description of 

their class position. A number of indicators of socioeconomic status were 

used for this purpose including income, education, occupation, social 

welfare, and housing. These indicators tended to show that Saskatchewan's 

Registered Indians have a subsistence level income, high rates of unemploy

ment, low occupational status, intensive welfare dependence, dilapidated 

housing, and a very poor general standard of living. Taken together, these 

indicators have tended to show that the socioeconomic status of Saskatchewan's 

Registered Indians is extremely low. 

A review of studies documenting the relationship between socioeconomic 
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status and mortality was presented in order to provide an indication of the 

significance of low socioeconomic status in relation to mortality. These 

studies provided a significant degree of evidence to indicate that the 

highest infant and general mortality rates occur among the lowest socio

economic group. This finding tended to strongly suggest that Saskatchewan's 

Registered Indians would suffer the associated relatively higher infant and 

general mortality rates as indicators have shown them to have an extremely 

low socioeconomic status. 

The influence of several environmental aspects of Saskatchewan 

reserves on Registered Indian mortality and morbidity were discussed. 

Included was an overview of the demographic characteristics of Saskatchewan's 

Registered Indians and a discussion of the relationship between reserve 

housing and sanitation, and the prevalence and propagation of disease. It 

was suggested that heightened mortality and morbidity among Registered 

Indians is strongly influenced by the environmental conditions on the 

reserves. 

The empirical mortality data from 1959 to 1978 for the Registered 

Indian and non-Indian populations of Saskatchewan were compared. The over

all crude mortality rates for the Registered Indian and non-Indian Saskat

chewan populations were examined. The crude mortality rates indicated that 

the health status of the Registered Indian population ranked higher than 

that of the non-Indian population. Standardized mortality rates were 

computed in order to provide a more accurate assessment of the mortality 

levels of the two populations. It was found that the standardized mortality 

rates of the Registered Indian population were on the average 60% higher 

than those of the no~-lndian population, thus indicating a much lower 
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ranked health status. 

The death rates and ratios for the leading causes of death from 1959 

to 1978 among the Registered Indian population were compared with the rates 

and ratios for the non-Indian Saskatchewan population. It was found that 

the death rate from accidents among the Registered Indian population was 

3.6 times higher as compared with the non-Indian population, suicide and 

self-inflicted injury 3 times higher, homicide 1.8 times higher, congenital 

anomalies 1.4 times higher, certain causes of perinatal mortality 3.2 times 

higher, pneumonia 3.3 times higher, and tuberculosis 9.4 times higher. 

The average ranked leading causes of death from 1959 to 1978 for 

the Registered Indian population of Saskatchewan were examined. It was 

found that the leading causes of pneumonia, gastro-enteritis and colitis, 

certain causes of perinatal mortality, congenital anomalies, tuberculosis 

and infectious diseases declined in average rank over the twenty year time 

period. Heart diseases, malignant neoplasms, cerebrovascular disease and 

homicide showed increases in average rank due to the decline in average 

rank of the above named causes. The leading causes of accidents and 

suicide and self-inflicted injury showed increases in average rank which 

were not due to the decline in rank of other causes. 

The average ranked leading causes of death from 1959 to 1978 for 

Saskatchewan•s Registered Indian population were compared with the same 

for the non-Indian Saskatchewan population. It was found that there were 

distinct differences in the leading causes of death which affect the 

Registered Indian and non-Indian populations. The leading causes found 

only among the Registered Indian population included gastro-enteritis 

1 
and colitis, tuberculosis, homicide, and infectious diseases. Among the 

1 
see footnote p. 104. 
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non-Indian population the leading causes of diabetes mellitus and diseases 

of arteries, arterioles and capillaries were unique. 

It was also found that there were marked differences between the 

two populations in the average ranking of the leading causes of death. 

Among the non-Indian Saskatchewan population, diseases associated with 

degenerative causes including heart diseases, malignant neoplasms, cerebro

vascular disease, diabetes mellitus, diseases of arteries, arterioles and 

capillaries were found to have comparatively higher ranks. In contrast, 

the leading causes of death associated with infancy (pneumonia, congenital 

anomalies, certain causes of perinatal mortality) and infectious causes 

(tuberculosis, gastro-enteritis and colitis, infectious diseases) and non

disease causes (accidents, homicide, suicide and self-inflicted injury) 

were found to have average ranks which are comparatively higher among the 

Registered Indian population. 

On the basis of the empirical data presented in this study, it is 

reasonable to conclude that the Registered Indian population of Saskat

chewan has a substantially lower ranked health status than the non-Indian 

Saskatchewan population. It may also be reasonably concluded that the 

Registered Indian population suffers from distinctly different leading 

causes of death, as well as experiencing mortality from these different 

causes and other leading causes at a differing magnitude from that endured 

by the non-Indian Saskatchewan population. 

The internal colonial model employed in this study has provided a 

framework for the further interpretation of the mortality data of the 

Registered Indian population. This is illustrated in the suggested 

relationship between the structural violence of internal colonialism and 
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the higher mortality among Registered Indians from non-disease causes of 

death, in particular homicide and suicide and self-inflicted injury. This 

relationship is more readily conceptualized by describing internal coloni-

alism at a general level as a structure of social, political, and economic 

inequality. As perpetrated against Registered Indians, the structure of 

inequality finds its legal entrenchment in the Indian Act, the treaties, 

and the reserves. The social inequality created by this type of structure 

has been referred to as a form of structural violence (Baldus, 1975: 188; 

Kabwegyere, 1972: 308). The adjustive reaction to structural violence 

may take many diverse forms. The high Registered Indian death rate from 

homicide and suicide and self-inflicted injury suggests that the frustra-

tion generated by social inequality manifests itself in what Baldus (1975: 

194) refers to as adjustive aggression. Fanon's (1968) description of 

the violence turned inward of a colonized people is synonymous with 

adjustive aggression. 

The colonized man will first manifest his aggressive
ness which has been deposited in his bones against his 
own people. This is the period when the niggers beat 
each other up, and the police and magistrates do not 
know which way to turn when faced with the astonishing 
waves of crime ... When the native is confronted with 
the colonial order of things, he finds he is in a state 
of permanent tension ... While the settler or the 
policeman has the right the livelong day to strike the 
native, to insult him and to make him crawl to them, 
you will see the native reaching for his knife at the 
slightest hostile or aggressive glance cast on him by 
another native; for the last resort of the native is to 
defend his personality vis-a-vis his brother ... All 
these patterns of conduct are those of the death reflex 
when faced with danger, a suicidal behavior ... (Fannon, 
1968: 52-54) 

In conclusio~1, the internal colonial model suggests that the present 
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health status of Registered Indians may be traced to the development of 

capitalism. The approach indicates that Registered Indians have a colonial 

relationship to the dominant society which serves to maintain and perpetuate 

them as a problem population within the proletarian class. A manifestation 

of this situation is their low socioeconomic status. Low socioeconomic 

status has been found to be strongly related to heightened mortality which, 

in turn, indicates low health status. 

If we agree with this model, it would suggest an emphasis on the 

present and historical internal colonization of Registered Indians as a 

major factor underlying their low health status. This further implies 

that improvements in Indian health status are contingent upon the process 

of decolonization. The quintessence of this process would be to allow 

Registered Indians to have political and economic control over their 1 ives. 

The control now lies in the hands of the Department of Indian Affairs and 

is legally sanctioned by the Indian Act. Were Indians given control, it 

would allow Indian communities to identify their needs and implement 

development policies aimed at improving their general standard of living. 

An aspect of these policies would no doubt include improvements in public 

health facilities and the implementation of a health care system responsive 

to their specific needs. Frideres (1974: 173) suggests that Indians have 

the basic resources necessary to make the reserves economically viable. 

The creation of an economic base on the reserves would tend to have a 

number of spin-off effects, not the least of which would include the 

reduction of poverty and welfare dependence and the availability of employ

ment. These events, however, are predicated upon the occurrenceof decolo

nization. This 1 ikelihood is diminished by the economic and political 
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benefits which are derived by the capitalist class from internal coloni

alism. These include the use of reserves as hinterlands for the exploita

tion of raw materials, and the targeting of Indians as scapegoats for the 

contradictions inherent in capitalist production. 

The above suggests that barring any significant alterations in the 

capitalist system, movement towards decolonization will be contingent upon 

the political pressure brought to bear on the federal government to enact 

changes which will restore the rights of Indians. 



APPENDIX A 

DEFINITIONS AND FORMULAS 1 

1. DEATH RATE 

This is defined as the number of deaths in a year per 1,000 of the 

midyear population. The formula used to compute the death rate is as 

fo 11 ows: 
.Q_ X 1 ,000 
p 

where D = Number of deaths per year 
P = Midyear population 

2. CAUSE SPECIFIC DEATH RATE 

This is defined as the number of deaths from a given cause during a 

year per 100,000 of the midyear population. The formula used to compute 

the cause specific death rate is as follows: 

Qf_ X 100,000 
p 

where DC = Number of deaths per year from a cause 
P =Midyear population 

3. CAUSE SPECIFIC DEATH RATIO 

This is defined as the percent of all deaths due to a particular 

cause or group of causes. The formula used to compute the cause specific 

death ratio is as follows: 

~X 100 
0 

where DC = Number of deaths from the cause 
D =Total deaths in a given year 

1 For fur~her discussion of these formulas see H. Shryock, S. Siegel 
et al., The Methods and Materials of Demography (New York: Academic Press, 
1976) . 



APPENDIX B 

COMPUTATION OF THE STANDARDIZED MORTALITY RATES FOR THE REGISTERED INDIAN 
AND NON-INDIAN POPULATIONS OF SASKATCHEWAN FOR THE YEARS 1966 TO 1978 

The empirical data used in the calculation of the standardized 

mortality rates were obtained from the following sources: 

1 • Department of Indian Affairs and Northern Development 

2. Statistics Canada 

3- Department of National Health and Welfare 

4. Saskatchewan Department of Public Health 

s. Saskatchewan Health 

The formula used in calculation of the standardized mortality 

1 rates was as follows : 

where AR = 

k = 

r i = 

Ni = 

N = 

k 
AR = ~ Niri/N 

1 

Standardized rate 

Number of subclasses 

Rate for ·th 
I subclass 

Number of members in 
population 

Sum of Ni 

of standardized population 

jth subclass of standardizing 

See John Mueller et al., Statistical Reasoning in Sociology 
(Boston: Houghton Mifflin Company, 1977). 
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TABLE B-1 CALCULATION OF THE STANDARDIZED MORTALITY RATE FOR THE REGISTERED 
INDIAN POPULATION OF SASKATCHEWAN, 1966a 

1956 
AGE SASK. CENSUS 

GROUPS POPULATION 

0-4 109,603 

5-9 97,953 

10-14 79,214 

15-19 68,359 

20-24 58,992 

25-29 59,880 

30-34 60,302 

35-39 59,371 

40-44 55,255 

45-49 47,765 

50-54 39,586 

55-59 34,596 

60-64 31,143 

65-69 30' 108 

70-74 24,127 

75-79 14,407 

80+ 10,004 

TOTAL 880,665 

1966 
REGISTERED 

INDIAN 
POPULATION 

6745 

5598 

3997 

3140 

2334 

1833 

1604 

1323 

1071 

798 

770 

552 

511 

362 

294 

193 

195 

31 '320 

1966 
REGISTERED 

INDIAN 
DEATHS 

105 

3 

7 

9 

14 

14 

5 

6 

7 

7 

3 

5 

8 

1 1 

1 1 

6 

26 

247 

1966 
REGISTERED 

INDIAN 
AGE-SPECIFIC 
DEATH RATES 

15.567 

.535 

1.751 

2.866 

5.998 

7.637 

3. 117 

4.535 

6.535 

8.771 

3.896 

9.057 

15.655 

30.386 

37,414 

31.088 

.133.333 

1966 
EXPECTED NO. 

OF REGISTERED 
INDIAN DEATHS 

1706. 190 

52.405 

138.704 

195.917 

353.834 

457.304 

187.961 

269.247 

361.091 

·~ 18.947 

154.227 

313.336 

487.544 

914.862 

902.688 

447.885 

1333.863 

8,696.005 

a) Expected number of deaths are in thousands and age specific rates are per 1 ,000. 

k 
AR =~ Niri/N 

1 

= 8696.005 
X 1000 88o66s 

9.874 
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TABLE B-2 CALCULATION OF THE STANDARDIZED MORTALITY RATE FOR THE REGISTERED 
INDIAN POPULATION OF SASKATCHEWAN, 1968.a 

AGE 
GROUPS 

o-4 

5-9 

10-14 

15-19 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-69 

70-74 

75-79 

80+ 

TOTAL 

1956 
SASK. CENSUS 

POPULATION 

109,603 

97,953 

79,214 

68,359 

58,992 

59,880 

60,302 

59,371 

55,255 

47' 765 

39,586 

34,596 

31,143 

30' 108 

24' 127 

14,407 

10,004 

880,665 

1968 
REGISTERED 

INDiAN 
POPULATION 

7,077 

6,070 

4,601 

3,424 

2,572 

1 ,974 

1,635 

1 ,446 

1 '139 

896 

726 

645 

485 

421 

298 

213 

210 

33,832 

1968 
REGISTERED 

INDIAN 
DEATHS 

125 

3 

10 

10 

13 

14 

9 

8 

6 

8 

7 

10 

4 

12 

8 

14 

21 

282 

1968 
REGISTERED 

INDIAN 
AGE-SPECIFIC 
DEATH RATES 

17· 663 

.494 

2.173 

2.920 

5.054 

7.092 

5.505 

5.533 

5.267 

8.923 

9.642 

15.504 

8.247 

28.504 

26.846 

65.728 

100.000 

a) Expected number of deaths are in thousands and age specific 

k 
AR =( Niri/N 

1 

= 
9085.064 
88o665 X 1000 

10.316 

1968 
EXPECTED NO. 

OF REGISTERED 
INDIAN DEATHS 

1935.901 

48.412 

172. 16 7 

199.647 

298.171 

424.681 

331.938 

328.470 

291.071 

426.473 

381.683 

536.372 

256.849 

858.185 

647.705 

946.939 

1000.400 

9085.064 

rates are per 1,000. 
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TABLE B-3 CALCULATION OF THE STANDARDIZED MORTALITY RATE FOR THE REGISTERED 
INDIAN POPULATION OF SASKATCHEWAN, 1970.a 

AGE 
GROUPS 

0-4 

5-9 

10-14 

15-19 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-69 

70-74 

75-79 

80+ 

TOTAL 

1956 
SASK. CENSUS 

POPULATION 

109,603 

97,953 

79,214 

68,359 

58,992 

59,880 

60,302 

59,371 

55,255 

47,765 

39,586 

34,596 

31 '143 

30' 108 

24' 127 

14,407 

10,004 

880,665 

1970 
REGISTERED 

INDIAN 
POPULATION 

7,226 

6,558 

5,265 

3,680 

2,840 

2' 172 

1 ,662 

1 ,539 

1 '212 

982 

719 

734 

486 

434 

319 

221 

234 

36,283 

a) Expected number of deaths are in 
k 

AR = " Niri/N 
1 

= 
9440.085 

880665 

1970 
REGISTERED 

INDIAN 
DEATHS 

85 

3 

4 

10 

10 

13 

4 

13 

11 

8 

5 

10 

6 

16 

18 

16 

26 

258 

1970 
REGISTERED 

INDIAN 
AGE-SPECIFIC 
DEATH RATES 

11. 763 

.457 

. 759 

2.717 

3.521 

5.985 

2.406 

8.447 

9-075 

8.146 

6.954 

13.623 

12.345 

36.866 

56.426 

72.398 

111.111 

thousands and age specific 

X 1000 = 10.719 

1970 
EXPECTED NO. 

OF REGISTERED 
INDIAN DEATHS 

1289.260 

44.765 

60.123 

185.731 

207.711 

358.382 

145.087 

501.507 

501 0 4 39 

389.094 

275.281 

4 71. 301 

384.460 

1109.962 

1361. 390 

1043.038 

1111.554 

9440.085 

rates are per 1,000. 
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TABLE B-4 CALCULATION OF THf STANDARDIZED MORTALITY RATE FOR THE 
REGISTERED INDIAN POPULATION OF SASKATCHEWAN, 1972a 

AGE 
GROUPS 

0-4 

5-9 

10-14 

15-19 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-69 

70-74 

75-79 

80+ 

TOTAL 

1956 
SASK. CENSUS 

POPULATION 

109,603 

97,953 

79,214 

68,359 

58., 992 

59,880 

60,302 

59,371 

55,255 

47,765 

39,586 

34,596 

31,143 

30' 1 08 

24,127 

14,407 

10,004 

880,665 

1972 
REGISTERED 

JNDJAN 
POPULATION 

7370 

7045 

5780 

4309 

3156 

2341 

1843 

1496 

1344 

1055 

792 

682 

570 

437 

338 

221 

248 

39027 

1972 
REGISTERED 

INDIAN 
DEATHS 

88 

7 

8 

18 

19 

14 

10 

13 

9 

15 

7 

12 

6 

10 

8 

12 
(. 

34 

290 

1972 
REGISTERED 

INDIAN 
AGE-SPECIFIC 
DEATH RATES 

11 . 940 

.994 

1. 384 

4. 177 

6.020 

5.980 

5.426 

8.690 

6.696 

14.218 

8.838 

17.595 

10.526 

22.883 

23.669 

54.299 

137.097 

1972 
EXPECTED NO. 

OF REGISTERED 
INDIAN DEATHS 

1308.660 

97.365 

109.632 

285.536 

355.132 

358.082 

327.199 

515.934 

369.987 

679.123 

349.861 

608.717 

327.811 

688.961 

571 .062 

782.286 

1371.518 

9106.866 

a) Expected number of deaths are in thousands and age specific rates are per 1 ,000. 

k 
AR = ~ Niri/N 

= 9106.866 
X 1000 10.340 880665 = 
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TABLE B-5 CALCULATION OF THE STANDARDIZED MORTALITY RATE FOR THE REGISTERED 
INDIAN POPULATION OF SASKATCHEWAN, 1974a 

AGE 
GROUPS 

0-4 

S-9 

10-14 

15-19 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-69 

70-74 

75-79 

80+ 

TOTAL 

1956 
SASK. CENSUS 

POPULATION 

109,603 

97,953 

79,214 

68,359 

58,992 

59,880 

60,302 

59,371 

55,255 

47,765 

39,586 

34,596 

31,143 

30' 108 

24,127 

14,407 

10,004 

880,665 

1974 
R-EGISTERED 

I NOlAN 
POPULATION 

6,699 

7,433 

6,308 

4,902 

3,535 

2,610 

1 ,936 

1,579 

1 '449 

1 ,091 

905 

654 

642 

433 

368 

234 

269 

41 ,047 

1974 
REGISTERED 

INDIAN 
DEATHS 

85 

10 

8 

15 

1 1 

1 1 

7 

1 1 

14 

8 

7 

8 

16 

16 

7 

15 

29 

278 

1971~ 
REGISTERED 

INDIAN 
AGE-SPECIFIC 
DEATH RATES 

12.688 

1. 345 

1. 268 

3.059 

3. 111 

4.214 

3.615 

6.966 

9.661 

7.332 

7.734 

12.232 

24.922 

36.951 

19.021 

64.102 

107.806 

1974 
EXPECTED NO. 

OF REGISTERED 
INDIAN DEATHS 

1390.643 

131.747 

100.443 

209.110 

183.524 

252.334 

217.992 

413.578 

533.819 

350.213 

306. 158 

423.178 

776.146 

1112.521 

458.920 

923.518 

1078.491 

8862.335 

a) Expected number of deaths are in thousands and age specific rates are per 1 ,000. 

k 
AR = ~ Niri/N 

1 

= 
8862.335 
88o66s 

10.063 

X 1000 
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TABLE B-6 CALCULATION OF THE STANDARDIZED MORTALITY RATE FOR THE REGISTERED 
INDIAN POPULATION OF SASKATCHEWAN, 1976a 

1976 
1976 1976 REGISTERED 1976 

1956 REGISTERED REGISTERED INDIAN EXPECTED NO. 
AGE SASK. CENSUS INDIAN INDIAN AGE-SPECIFIC OF REGISTERED 

GROUPS POPULATION POPULATION DEATHS DEATH RATES INDIAN DEATHS 

0-4 109,603 6,433 48 7.462 817.806 

5-9 97,953 7,593 5 .659 64.502 

10-14 79,214 6,804 3 .441 34.927 

15-19 68,359 5,516 18 3.263 223.071 

20-24 58,992 3,899 23 5.899 347.991 

25-29 59,880 2,947 18 6. 108 365.741 

30-34 60,302 2' 136 8 3.745 225.850 

35-39 59,371 1 ,683 11 6.536 388.046 

40-44 55,255 1,458 9 6.173 341.080 

45-49 47,765 1 '190 13 10.924 521.802 

50-54 39,586 951 14 14.721 582.760 

55-59 34,596 698 13 18.625 644.388 

60-64 31,143 644 9 13.975 435.228 

65-69 30,108 446 8 17.937 540.054 

70-74 24' 127 379 13 34.300 827.575 

75-79 14,407 247 7 28.340 408.296 

80+ 10,004 277 24 86.643 866.773 

TOTAL 880,665 43,301 244 7635.840 

a) Expected number of deaths are in thousands and age specific rates are per 1 ,000. 
k 

AR = ~ Niri/N 
1 

= 
7635.840 1000 88o665 X 

8.670 
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TABLE B-7 CALCULATION OF THE STANDARDIZED MORTALITY RATE FOR THE REGISTERED 
INDIAN POPULATION OF SASKATCHEWAN, 1978a 

1978 
1978 1978 REGISTERED 1978 

1956 REGISTERED REGISTERED INDIAN EXPECTED NO. 
AGE SASK. CENSUS I ND~t'AN INDIAN AGE-SPECIFIC OF REGISTERED 

GROUPS POPULATION POPULATION DEATHS DEATH RATES INDIAN DEATHS 

o-4 109,603 6,902 71 10.287 1127.486 

5-9 97,953 7,595 7 .922 90.313 

10-14 79,214 7,329 10 1. 364 108,048 

15-19 68,359 5,998 30 5.002 341.932 

20-24 58,992 4,429 28 6.322 372.947 

25-29 59,880 3,245 23 7.088 424.429 

30-34 60,302 2,335 15 6.424 387.380 

35-39 59,371 1,816 20 11.013 653.853 

40-44 55,255 1 ,479 17 11 . 494 635.100 

45-49 47,765 1 '316 1 1 8.359 399.268 

50-54 39,586 1 '01 0 8 7.921 313.561 

55-59 34,596 773 17 21.992 760.835 

60-64 31 '143 603 12 19.900 619.746 

65-69 30' 108 521 14 26.871 809.032 

70-74 24' 127 355 18 50.704 1223.335 

75-79 14,407 277 10 36. 101 520. 1 07 

80+ 10,004 275 36 130.909 1309.614 

TOTAL 880,665 46,258 347 10096.986 

a) Expected number of deaths are in thousands and age specific rates are per 1,000. 

AR 
k 

= ~ Niri/N 

= 10096.986 X lOOO 
880665 

= 11.465 



TABLE B-8 CALCULATION OF THE STANDARDIZED MORTALITY RATE FOR THE NON-INDIAN POPULATION OF SASKATCHEWAN, 1966a 

AGE GROUPS 

0-4 

5-9 
10-14 

15-19 
20-24 

25-29 

30-34 

35-39 
40-44 

45-49 

50-54 

55-59 
60-64 

65-69 

70-74 

75-79 
80+ 

TOTAL 

1956 
SASK. CENSUS 

POPULATION 

109,603 

97,953 

79,214 

68,359 

58,992 

59,880 

60,302 

59,371 

55,255 

47,765 

39,586 

34,596 

31,143 

30' 108 

24' 127 
14,407 

10,004 

880,665 

1966 
TOTAL SASK. 
POPULATION 

107,515 

11 0' 130 
103,304 

88,412 

62,150 

52,412 

52,239 

55,027 

55,386 

53,593 

49,677 
42,298 

34,319 

27,264 

24,022 

19,098 

18,498 

955,344 

1966 
REGISTERED INDIAN 

POPULATION 

6,745 

5,598 

3,997 

3' 140 
2,334 

1 '833 
1 ,604 

1 '323 

1 '071 
798 

770 

552 

511 

362 

294 

193 

195 

31 '320 

1966 
NON-INDIAN SASK. 

POPULATION 

100,770 

104,532 

99,307 

85,272 

59,816 

50,579 

50,635 

53,704 

54,315 

52,795 

48,907 

41 ,746 

33,808 

26,902 

23,728 

18,905 

18,303 

924,024 

1966 
NON-INDIAN 

DEATHS 

455 

28 

41 

75 

71 

63 

62 

75 
121 

201 

278 

349 

474 
626 

861 

1 '076 
2,324 

7' 180 

a) Expected number of deaths are in thousands and age specific rates are per 1,000. 

k . 5834.690 AR =I_ Niri/N X 1000 = 6.625 
1 = 88o,665 

1966 
NON-INDIAN AGE 
SPECIFIC DEATH 

RATES 

4.5 

.27 

.41 

.88 

1 . 2 

1 . 2 

1 . 2 

1.4 

2.2 

3.8 

5.7 
8.4 

14.0 

23.3 

36.3 

57.0 

127.0 

1966 
EXPECTED NO 

OF NON-INDIA 
DEATHS 

493 •. 213 

26.447 

32.478 

60. 156 

70.790 

71.856 

72.362 

83. 119 

121.561 

181.507 
225.640 

290.606 

436.002 

701 . 516 

875.810 

821.119 

1270.508 

5834.690 
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TABLE B-9 CALCULATION OF THE STANDARDIZED MORTALITY RATE FOR THE NON-INDIAN POPULATION OF SASKATCHEWAN, 1968a 

1968 1968 
1956 1968 1968 1968 1968 NON-INDIAN AGE EXPECTED NO. 

SASK. CENSUS TOTAL SASK. REGISTERED INDIAN NON-INDIAN SASK. NON-INDIAN SPECIFIC DEATH OF NON-INDIAN 
AGE GROUPS POPULATION POPULATION POPULATION POPULATION DEATHS RATES DEATHS 

0-4 109,603 97,000 7,077 89,923 415 4.615 505.824 
5-9 97,953 109,000 6,070 102,930 37 .359 35.211 

10-14 79,214 105,000 4,601 100,399 30 .299 23.670 
15-19 68,359 94,500 3,424 91 ,076 84 .922 63.048 
20-24 58,992 70' 100 2,572 67,528 80 1.185 69.887 
25-29 59,880 52,800 1 '974 50,826 53 1. 043 62.441 
30-34 60,302 49,900 1,635 48,265 65 1. 347 81.211 
35-39 59,371 52,300 i '446 50,854 81 1. 593 94.566 
40-44 55,255 54,100 1 '139 52,961 130 2.455 135.631 
45-49 47,765 53,200 896 52,304 181 3.460 165.293 
50-54 39,586 50,500 726 49,774 285 5.726 226.665 
55-59 34,596 44,400 645 43,755 375 8.570 296.503 
60-64 31,143 36,300 485 35,815 486 13.570 422.602 
65-69 30' 108 28,300 421 27,879 628 22.526 678.210 
70-74 24' 127 23,500 298 23,202 777 33.488 807.977 
75-79 14,407 19, 100 213 18,887 1 '1 09 58.718 845.945 

80+ 10,004 20,000 210 19,790 2,400 121.273 1213.219 

TOTAL 880,665 960,000 33,832 926' 168 7,216 5727.903 
a) Expected number of deaths are in thousands and age specific rates are per 1 ,000. 

k 5727.903 AR = 1 Niri/N = X 1000 = 6.504 1 88o665 

li)Q 



TABLE B-10 CALCULATION OF THE STANDARDIZED MORTALITY RATE FOR THE NON-INDIAN POPULATION OF SASKATCHEWAN, 1970a 

AGE GROUPS 

0-4 

5-9 

10-14 

15-19 

20-24 

25-29 

30-34 

35-39 
40-44 

45-49 

S0-54 

55-59 

60-64 

65-69 

70-74 

75-79 
80+ 

TOTAL 

1956 
SASK. CENSUS 

POPULATION 

109,603 

97,953 

79,214 

68,359 

58,992 

59,880 

60,302 

59,371 

55,255 

47,765 

39,586 

34,596 

31 '143 
30,108 

24,127 

14,407 

10,004 

880,665 

1970 
TOTAL SASK. 
POPULATION 

85,000 

103,700 

103,500 

96,700 

77,500 
52,200 

46,000 

47,200 

50,900 

51 '700 
50,300 

45,900 

38,200 

29,800 

23,000 

19,000 

21 '400 

942,000 

1970 
REGISTERED INDIAN 

POPULATION 

7,226 

6,558 

5,265 

3,680 

2,840 

2' 172 
1 ,662 

1 ,539 

1 '212 
982 

719 

734 
486 

434 

319 

221 

234 

36,283 

1970 
NON-INDIAN SASK. 

POPULATION 

77,774 

97' 142 

98,235 

93,020 

74,660 

50,028 

44,338 

45,661 

49,688 

50,718 

49,581 

45 '166 

37,714 

29,366 

22,681 

18,779 

21 '166 

905,717 

1970 
NON-INDIAN 

DEATHS 

353 

37 
32 

87 

90 

54 

59 
68 

151 

188 

286 

356 

511 

636 

751 

1 '003 
2,551 

7,213 

a) Expected number of deaths are in thousands and age specific rates are per 1 ,000. 

k 5622.503 AR = i Ni ri/N = 88o66s X 1000 = 6.384 
1 

1970 
NON-INDIAN AGE 
SPECIFIC DEATH 

RATES 

4.538 

.380 

.325 

.935 

1 .205 

1. 079 

1. 330 

1.489 

3.038 

3.706 

5.768 

7.882 

13.549 

21 . 657 

33. 111 

53.410 

120.523 

1970 
EXPECTED N( 

OF NON-I NO U 
DEATHS 

497.378 

37.222 

25 .. 745 

63.916 

71.085 

64.611 

80.202 

88.403 

167.865 

177.017 

228.332 

272.686 

421.957 

652.049 

798.845 

769.478 

1205.712 

5622.503 

129 



TABLE ~-11 CALCULATION OF THE STANDARDIZED MORTALITY RATE FOR THE NON-INDIAN POPULATION OF SASKATCHEWAN, 1972a 

AGE GROUPS 

o-4 
S-9 

10-14 

15-19 

20-24 

25-29 

30-34 

35-39 
40-44 

45-49 

S0-54 

55-59 
60-64 

65-69 

70-74 

75-79 
80+ 

TOTAL 

1956 
SASK. CENSUS 

POPULATION 

109,603 

97,953 

79,214 

68,359 

58,992 

59,880 

60,302 

59,371 

55,255 

47,765 

39,586 

34,596 

31,143 

30,108 

24,127 

14,407 

10,004 

880,665 

1972 
TOTAL SASK. 
POPULATION 

75,800 

93,200 

100,900 

97,300 

71,700 

53,000 

45,800 

46,200 

49,000 

51 ,200 

49,500 

46,900 

39,500 

31 '900 
23,500 

18' 1 00 
22,800 

916,300 

1972 
REGISTERED INDIAN 

POPULATION 

7,370 

7,045 

5,780 

4,309 

3' 156 
2,341 

1 '84 3 

1 '496 

1 '344 
1 ,055 

792 

682 

570 

437 

338 
221 

248 

39,027 

1972 
NON-INDIAN SASK. 

POPULATION 

68,430 

86' 155 

95' 120 
92,991 

68,544 

50,659 

43,957 

44,704 

47,656 

50' 145 
48,708 

46,218 

38,930 

31 '46 3 

23' 162 

17,879 

22,552 

877) 273 1 

1972 
NON-INDIAN 

DEATHS 

263 

35 
42 

108 

97 

53 
62 

79 
138 

180 

294 

397 

496 

712 

761 

895 
2688 

7300 

a) Expected number of deaths are in thousands and age specific rates are per 1 ,000. 

k 
AR = ~ Ni r i /N 

1 
= 

5563.336 
X 1000 = 6.317 

1972 
NON-INDIAN AGE 
SPECIFIC DEATH 

RATES 

3.843 

.406 

.442 

1 • 161 

1 . 415 

1.046 

1 • 410 

1 . 767 

2.896 

3.590 

6.036 

8.590 

12.740 

22.630 

32.856 

50.059 

119.191 

1972 
EXPECTED NO 

OF NON-INDIA 
DEATHS 

421.204 

39.769 

35.013 

79.365 

83.474 

62.634 

85.025 

104.908 

160.018 

171.476 

238.941 

297.179 

396.762 

681.344 

792.717 

721.120 

1192.387 

5563.336 
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TABLE B-12 CALCULATION OF THE STANDARDIZED MORTALITY RATE FOR THE NON-INDIAN POPULATION OF SASKATCHEWAN, 1974a 

1974 1974 
1956 1974 1974 1974 1974 NON-INDIAN AGE EXPECTED NO. 

SASK. CENSUS TOTAL SASK. REGISTERED INDIAN NON-INDIAN SASK. NON-INDIAN SPECIFIC DEATH OF NON-INDIAN 
AGE GROUPS POPULATION POPULATION POPULATION POPULATION DEATHS RATES DEATHS 

0-4 109,603 72,000 6,699 65,301 300 4.594 503.516 

' 5-9 97,953 80,400 7,433 72,967 32 .439 43.001 

10-14 79,214 99' 100 6,308 92,792 42 .453 35.884 

15-19 68,359 98,600 4,902 93,698 124 1. 323 90.439 

20-24 58,992 79,000 3,535 75,465 79 1. 047 61.765 

25-29 59,880 56,000 2,610 53,390 74 1. 386 82.994 

30-34 60,302 45,900 1 ,936 43,964 53 1.206 72.724 

35-39 59,371 42,900 1 '579 41 '321 58 1 .404 83.357 
40-44 55,255 46' 100 1 ,449 44,651 124 2.777 153.443 

45-49 47,765 49,000 1 '091 47,909 166 3.465 165.506 

50-54 39,586 50' 100 905 49' 195 274 5.570 220.494 

55-59 34,596 46,600 654 45,946 369 8.031 277.840 

60-64 31 '143 41,400 642 40,758 511 12.537 390.440 

65-69 30' 108 33,300 433 32,867 656 19.959 600.926 

70-74 24,127 25,300 368 24,932 852 34.173 824.492 

75-79 14,407 17,700 234 17,466 952 54.506 785.268 

80+ 10,004 23,500 269 23,231 2870 123.541 1235.904 

TOTAL 880,665 907,000 41 '047 865,953 7536 5627.993 

a) Expected number of deaths are in thousands and age specific rates are per 1 ,000. 
k 5627.993 AR = { Niri/N = X 1000 = 6.390 
1 88o665 

1 31 



TABLE B-13 CALCULATION OF THE STANDARDIZED MORTALITY RATE FOR THE NON-INDIAN POPULATION OF SASKATCHEWAN, 1976a 

1976 1976 
1956 1976 1976 1976 1976 NON-INDIAN AGE EXPECTED NO. 

SASK. CENSUS TOTAL SASK. REGISTERED INDIAN NON-INDIAN SASK. NON-INDIAN SPECIFIC DEATH OF NON-INDIAN 
AGE GROUPS POPULATION POPULATION POPULATION POPULATION DEATHS RATES DEATHS 

o-4 109,603 74,675 6,433 68,242 233 3.414 374.211 

5-9 97,953 78,035 7,593 70,442 29 .412 40.326 

10-14 79,214 95,305 6,804 88,501 26 .294 23.271 

15-19 68,359 96,925 5,516 91 ,409 107 1.170 80.019 

20-24 58,992 81,415 3,899 77,516 104 1. 342 79. 14} 
25-29 59,880 65,065 2,947 62' 118 65 1. 046 62.658 

30-34 60,302 50,960 2' 136 48,824 81 1.659 100.042 

35-39 59,371 45' 130 1 '683 43,447 63 1. 450 86.090 
40-44 55,255 45,675 1 '458 44,217 11 0 2.488 137.460 

45-49 47,765 47,725 1 '190 46,535 175 3.760 179.626 
50-54 39,586 49,130 951 48' 179 274 5.687 225.130 

55-59 34,596 46,250 698 45,552 408 8.957 309.869 
60-64 31,143 42 '8 60 644 42,216 575 13.620 424.181 

65-69 30' 1 08 34,735 446 34,289 680 19.831 597.085 

70-74 24,127 26,215 379 25,836 812 31.429 758.288 

75-79 14,704 18,145 247 17,898 939 52.464 755.848 
80+ 10,004 23,080 277 22,803 2884 126.475 1265.251 

TOTAL 880,665 921 '325 43,301 878,024 7565 5498.502 

a) Expected number of deaths are in thousands and age specific rates are per 1 ,000. 
k 5498.502 AR = i Niri/N = 88o665 X 1000 = 6.243 
1 
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TABLE B-14 CALCULATION OF THE STANDARDIZED MORTALITY RATE FOR THE NON-INDIAN POPULATION OF SASKATCHEWAN, 1978a 

1978 1978 
1956 1978 1978 1978 1978 NON-INDIAN AGE EXPECTED NO. 

SASK. CENSUS TOTAL SASK. REGISTERED INDIAN NON-INDIAN SASK. NON-INDIAN SPECIFIC DEATH OF NON-INDIAN 
AGE GROUPS POPULATION POPULATION POPULATION POPULATION DEATHS RATES DEATHS 

-
o-4 109,603 77,700 6,902 70,798 235 3.320 363.806 
5-9 97,953 77,800 7,595 70,205 28 .398 39.067 

10-14 79,214 88,700 7,329 81 '371 35 .430 34.072 
15-19 68,359 98,300 5,998 92,302 98 1. 062 72.579 
20-24 58,992 87,700 4,429 83,271 84 1.008 59.508 
25-29 59,880 71 ,500 3,245 68,255 62 .908 54.392 
30-34 60,302 59' 100 2,335 56,765 67 1.180 71 . 1 74 
35-39 59,371 48' 100 1 '816 46,284 68 1 .469 87.227 
40-44 55,255 45,300 1 '4 79 4 3,821 88 2.008 110.961 
45-49 47,765 47,200 1 '316 45,884 169 3.683 175.928 
50-54 39,586 48,400 1 '0 10 47,390 241 5.085 201.313 
55-59 34,596 47,600 773 46,827 395 8.435 291.828 
60-64 31,143 43,300 603 42,697 513 12.015 374.180 
65-69 30' 108 36,700 521 36 '179 723 19.983 601 .677 
70-74 24,127 28,000 355 27,645 878 31.760 766.269 
75-79 14,407 19,500 277 19,223 985 51.240 738.225 

80+ 10,004 23,300 275 23,025 2,733 118.697 1187.445 

TOTAL 880,665 948,400 46,258 902' 142 7,402 5229.641 

a) Expected number of deaths are in thousands and age specific rates are per 1 ,000. 

k 
5229.651 AR = i. Niri/N = 1000 5-938 133 88o665 X = 
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