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INTRODUCTION AND

BACKGROUND

Residential Schools and Elder Health

Itimately, everyone has a vested interest in maintaining optimal

health and wellness particularly with advancing age. Those
fortunate enough to live to an old age will likely be personally confronted
with some of the health and social issues that accompany aging.
Population demographic trends show that the numbers of First Nations
and Inuit elder peoples are increasing. Presently, and to a greater degree in
the future, aboriginal society will increasingly encounter the aging of
family, friends and community members. Thus, the broad health issues
associated with aging need to be addressed.

For the purposes of this report people in older adult age groups (45
years +) were defined as ‘elders’ and not ‘middle age adults’ or ‘seniors’,
since elders is an acceptable term used by Aboriginal peoples. The term
elders was used here to signify age only, not the spiritual definition that is
usually used in Aboriginal communities to define an Elder.

Whereas an expanding body of information exists concerning the
impact of residential school experiences on Aboriginal peoples in Canada,
relatively little information exists regarding the current health status of
elders. This report was written to investigate the health of First Nations
and Labrador Inuit elders living in their home communities. In addition,
the report will explore the numbers of elders who attended residential
schools.

The Assembly of First Nations recognized the importance of
reconciling history to make sense of current health stating that:

“First Nations need to know their history. History provides a context for
understanding individuals’ present circumstances, and is an essential part of the
healing process.”

Assembly of First Nations (1994)

A comprehensive examination of elder’s health status should begin by
linking historical health determinants to social, political, environmental,
economic and cultural influences. Thus, a study that proposes to examine
the health status and social circumstances of elders living in their home
communities in Canada cannot ignore the pervasive impact that
residential schools have had on many individuals and the ripple effects
felt throughout their families and communities. The reader is particularly
encouraged to consider health survey indicators in a holistic context of
past residential school experiences as a significant cohort-specific
determinant of health.

The rationale for such an approach to understanding health is found in
the ‘determinant of health’ conceptual framework that builds on the link
between health status and income inequality (including poverty, lack of
education and under-employment) but extends to include a shift away
from ‘material constraints’ to ‘social constraints’ as the limiting condition
on quality of life (Wilkinson, R., 1994). In other words, health may be
viewed as a holistic balance and harmony involving body, mind, emotions
and spirit. Theoretically, residential school experiences seem to have
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created fundamental inequalities that, in part, could have been manifest in
the profound poor health of elders when compared to their non-aboriginal
counterparts in Canadian society. The aim of this report is to describe the
health of First Nations and Labrodor Inuit elders, explore the complex
multiple causative factors in the etiology of ill health and to make
recommendations that fundamentally improve health. Failure to
acknowledge the potential impacts of the past events and current social,
political, economic and cultural circumstances in the complex etiology of
poor health will likely lead to an incomplete understanding of the root
causes of ill health.

n January of 1996, a national steering committee (NSC) was struck to
METHODS develop the FNIRHS. The NSC included membership from First
Nations political organizations drawn from nine participating regions
including Labrador, New Brunswick, Nova Scotia, Quebec, Ontario,
Manitoba, Saskatchewan, Alberta and British Columbia. Two ex-officio
members attended, one each from the Assembly of First Nations and
Medical Services Branch of Health Canada.

All decisions were reached by consensus. The NSC managed the
entire survey process including the development of national core
guestions, a detailed code of ethics, financial and community
accountability, data security, ownership, control, analysis, interpretation
and dissemination of results.

The national core questions were common concerns that were
developed and mutually agreed upon by all members of the NSC. The
survey examined chronic medical conditions including diabetes,
residential schools and elders health issues, the ‘non-traditional’ or
recreational use of tobacco, wellness, children’s health, dental health,
health services, disabilities and restrictions on activities. It should be
noted that regions and communities had the flexibility to develop
additional regional questions that aimed to address regional and local
health issues.

The nine participating regions each submitted national core data
reports and electronic copies of their databases. After a series of quality
checks were performed, individual records were appropriately weighted to
properly represent the national population of adults living in First Nations
and Labrador Inuit communities. Comparable data responses from the
National Population Health Survey (1994-95), the Aboriginal Peoples
Survey (1991), and community-specific ecological variables (1997) were
appended to the national database. Individual, community and regional
identifiers were removed from the sample of 2,663 respondents ranging in
age from 45 years and older.
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REVIEW OF LITERATURE

Indian and Inuit
Residential Schools in Male Female
Canada Total Population 75 81
he following review draws heavily Inuit 58 69
on the Royal Commission or . _
Aboriginal Peoples’ final report (1997) Registered Indians 62 70

which contains extensive research ¢

Indian and Inuit residential schools.
Readers are encouraged to access t Table 1: Estimated Life EXpeCtancy at Birth, Total POpU/ation, Inuit

important source of information for and Registered Indian in 1991 (years)
further reading and recommendatior Source: M.J. Norris et al., “Projections of the Aboriginal Identity
made by the commission. Population in Canada, 1991-2016", research study

prepared by Statistics Canada for RCAP (February 1995).
Note: Total Population’ refers to all Canadian citizens including
Aboriginal peoples.

Education, administered by the
church became an essential tool in tt
assimilation of Indians. In 1879 the
federal government adopted the
American model of Indian residential The stated policy of the Canadian government was
schools with the added provision that these schools he

: L — 0 assimilate aboriginal people into the dominant
operated by various Christian denominations. In 192 ociety by educating children away from their parents’
the Indian Act was amended to make school y g y P

) . . control and their community’s culture. By financing
attendance compulsory for all First Nations children . : .
, and regulating these residential schools, the Crown
between the ages of seven and fifteen. . o . .
bears ultimate responsibility for this action.

By 1923, there were 72 Residential schools. That
number grew to a high of 80 in 1931. There was then
one school in Nova Scotia, 13 in Ontario, 10 in“Federal policy since Confederation, and what it would
M{immba’ 14 '_n SaSk?‘tChewan’ 20 1n AIbe.rta,. 16 Ir}emain for many decades, was a policy of assimilation, a
British Columbia, four in the Northwest Territories, 2 pojicy designed to move Aboriginal communities from their
in the Yukon and plans for 2 schools in Quebec. Thatavage’ state to that of ‘civilization’ and thus to make in
number then gradually fell through school closuresfanada but one community; a non-Aboriginal one. At the
many because of fires, to 75 in 1943. Indian and Inuftere of the policy was education. In the education of the

. . . young lay the most potent power to effect cultural change -
residential schools operated in Canada for nearly 15§power to be channeled through schools and, in particular,

years. The majority of them were in western Canadanrough residential schools.....Aboriginal knowledge and
and the ones in British Columbia operated until thekills, had enabled the newcomers to find their way, to
1970s. survive and to prosper. But they were now merely historic;

Milloy, (1996) clearly states that:

First Nations and Inuit Regional Health Surveys




Residential Schools and Elder Health 33

they were not to be any part of the future
as Canadians pictured it at the founding
of their new nation in 1867. That future

was one of settlement, agriculture, At Birth At Age 30 At Age 60
manufacturing, order, lawfulness and Registered Total Registered Total Registered Total
Indians Population Indians Population Indians Population

Christianity. In the view of politicians and
civil servants in Ottawa whose gaze was
fixed upon the horizon of national |1978-81 61.6 7 395 434 18.4 175
development, Aboriginal knowledge and | 4o, 65 64 704 408 44.4 179 18
Skills were neither necessary or desirable
in a land that was to be dominated by
European industry and, therefore, by |Female

Male

1990 66.9 739 411 45.7 16.9 19

Europeans and their culture.” 1978-81 69 79.2 441 50.7 214 234
The long term consequences | 19285 72.8 80.1 468 51.4 225 238
these schools, designed 1 |10 74 80.5 467 51.6 205 23.7

‘christianize and civilize’, have beel
in sum, disastrous. For as long as f.. .
generations in some areas of Cane Taple 2: Life Expectancy at Birth, Age 30 and Age 60, Registered Indian

children were removed from the and Total Populations, 1978 - 1981, 1982 - 85 and 1990
homes, families, culture and langua Notes:

to be immersed far away for lor * Total population is the total population of Canada, including
periods in what has been describec Aboriginal peoples.

a ‘cultural commando course’. At tf *Life expectancies at age 30 and 60 for registered Indians in
schools children’s long hair was ¢ 1990 are the average life expectancies for ages 30-34 and 60-64
off and school uniforms issued, th respectively.

were forbidden to speak their ow Source:

language and forced to live by stri Health and Welfare Canada, “Health Indicators Derived from Vital
rules which prevented any contg Statistics for Status Indian and Canadian Populations,1978-1986"
with siblings or children of the (September 1988); DIAND, “Life Tables for Registered Indians,
opposite sex, in short, many of the 1985 and 19907, Information Quality and Research Division,
children endured long years unpublished tables (May 1995); Statistics Canada, Report on the
isolation and loneliness. Demographic Situation in Canada, catalogue no. 91-209E

. . . (Ottawa: 1993)
To give some idea of the impa

of residential school it is important to

examine the context of the residential lives isolated from any influence from their own
school experience. Children entered a strange neture and kind.

world in residential boarding schools that were run _ _ _

primarily by the Christian churches: Roman Catholic, ~ Scores of children died from disease; others were

Presbyterian, Anglican and what is now the Unitec@motionally and spiritually destroyed by the harsh
Church of Canada. discipline and living conditions. Children were

o ) referred to as ‘inmates’. Survivors report being

In many of the schools missionaries taughtyyngry all the time. In some cases, children were
western culture to Indian children. Yet, in WEStemseparated from their siblings, tortured for speaking

s_,ociety, priests_, brothers _and nuns were people Whieir mother tongue, forbidden to honor their
lived on the fringe of their own society. They denyt agitions. Grievous sexual abuse also occurred in
sex, marriage and family, opting instead, to live theigome schools, but other outstanding issues include
whole lives within a religious culture. Further, within physical abuse and poor quality of education. Very
the religious culture of priests and nuns, missionarieg,y students graduated until education passed into the

are a marginal group. They move away from their oW gntrol of First Nations communities. Some

cultural group and yet take their culturally-based angommunities were completely de-populated of
culturally-biased views with them. Many spent their
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children from ages 5 to 20. Traditional means oftonsistent with their own cultures. Instead, Aboriginal
educating and parenting children were lost. In manghildren received a second class education that ill
cases the extended family was destroyed. equipped them to live productive lives.

In retrospect it seems that the effect of the India
and Inuit residential schools could be described as a Eeloisilo m @ =z p e B ple T [
assimilation process that failed. Former students wer
often confused and frustrated, unable to fit back into . . .
their own families, communities and Nations, while Rather than making available to Aboriginal

not adequately prepared to join mainstream Canadian _people_ the be_ngﬂts of _e_ducat|on 'n a way
society consistent with Aboriginal traditions, the residential

school system was designed to do and did lasting
The legacy of these schools is multi-generationalamage to the culture, spiritual traditions, and
thought to be reflected in the unacceptably high ratd@nguages of entire communities. This harm extended
of suicide among First Nation and Inuit peoples, a$ar beyond the individual children who attended,; it
well as high incidence of substance abuse, familgncompassed their whole communities. Languages
violence and alcoholism. were nearly wiped out; traditions were lost.
Generations of Aboriginal people were alienated from

Harms Caused by their past.
Residential Schooling :
Harm to Family
éaume, D.G. and P. Macklem (1994), identifying Structures

the harms caused by residential schooling

including four possible types of harm and potential ~J_he last type of harm has both individual, family,
claimants as follows: and communal manifestations. In removing
children from their parents for long periods of time,

Physical and Consequent the system had a negative impact on the normal

Emotional Harm to Children development of parent\child relationships.

Sivell-Ferri (1997) equates the residential schools
M ost readily recognizable by the legal systento prisons and the educational process as a means to
are the harms caused to the individual childrerachieve social control:

who were mistreated or abused within the system.
These include, in addition to the obvious physicalprisons are one place today in which people are obviously
harm of physical or sexual abuse, the emotional harmatched and monitored in this way. The Indian residential
consequent upon such abuse, and harm to dignity. TI§@?00/ system, now abolished, certainly stemmed from this
psychological effects of abuse, the full extent of whic a,;"e history of thought. European educational systems still

. . ow this logic when classrooms are arranged in rows and
needs further study, have long outlasted their physm#e teacher’s desk is placed at the back or on a raised
progenitors. In the category of physical harm we als@iatform....European societies are based on a particular
include the under-nourishment suffered by somedea of order arising from the rule of reason and rationality.
children, as well as general health problems and th8wat which does not fit, whether an indigenous society in

: o " he Americas or the complex natural world, into a specific
exposure to disease due to unhealthy living COndltlcmgc'ategory within this system of order has traditionally been

classified as disorder, irrational, and unreasonable and thus
. becomes a problem to be solved or a crisis to be averted.”.
Educational Harm P
The Government of Canada acknowledged their

role in development of residential schools recently in a
speech given by the Hon. Jane Stewart (1998):

I ndividual children within the system were given a
radically inferior education, which may have had

enormous consequences for the quality of their I|ves.,FSadIy, our history with respect to the treatment of

No serious attempt seems ever to have been made ;‘?Horiginal people is not something in which we can take
the Churches or the government to design apride. Attitudes of racial and cultural superiority led to a
educational program for Aboriginal children that wassuppression of Aboriginal culture and values. As a country,
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we are burdened by past actions that resulted in weakening
the identity of Aboriginal peoples, suppressing their
languages and cultures, and outlawing spiritual practices.
We must recognize the impact of these actions on the once
self-sustaining nations that were disaggregated, disrupted,
limited or even destroyed by the dispossession of traditional
territory, by the relocation of Aboriginal people, and by some
provisions of the Indian Act. We must acknowledge that the
result of these actions was the erosion of the political,
economic and social systems of Aboriginal people and
nations....One aspect of our relationship with Aboriginal
people over this period that requires particular attention is
the Residential School System. This system separated many
children from their families and communities and prevented
them from speaking their own languages and from learning
about their heritage and cultures. In the worst cases, it left
legacies of personal pain and distress that continue to
reverberate in Aboriginal communities to this day. Tragically,

35

The Government of Canada acknowledges the role it played
in the development and administration of these schools.
Particularly to those individuals who experienced the tragedy
of sexual and physical abuse at residential schools, and who
have carried this burden believing that in some way they
must be responsible, we wish to emphasize that what you
experienced was not your fault and should never have
happened. To those of you who suffered this tragedy at
residential schools, we are deeply sorry.

In dealing with the legacies of the Residential School
system, the Government of Canada proposes to work with
First Nations, Inuit and Métis people, the Churches and other
interested parties to resolve the long-standing issues that
must be addressed. We need to work together on a healing
strategy to assist individuals and communities in dealing
with the consequences of this sad era of our history.”

some children were the victims of physical and sexual
abuse.

The Government of Canada recently allocated
some $350M to an Aboriginal Healing Strategy as part
of “Gathering Strength Canada’s Aboriginal Action
Plan”.
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HEALTH CONDITIONS OF ELDERS

growing body of research examinesincreasing the life expectancy gap between First
gerentologic health issues in the general publitNations peoples and the rest of Canada.
however serious gaps exist in the published literature
concerning the health status of elders. Ruiz, (1995
concludes “Epidemiological data on mental disorder
among older Asian and Native American population%

are virtually non-existent.” ; _ ) )
including social factors, family support networks,

Life expectancy rates of First Nations and InUitperceived advantages and disadvantages of old age,
peoples are profoundly lower than the rest of Canadgea|th and social services, mental health and coping

The Royal Commission on Aboriginal Peoples report, iih change, poverty and the potential impacts of
prepared by Statistics Canada (tables 1 and 2) indicatg.

) i sidential schools.
that the life expectancy for Status Indian males and
females were approximately 13 and 11 years les
respectively, when compared to the Canadia Socio-cultural Factors
population statistics. Inuit males and females were
approximately 17 and 12 years less longevity
respectively, when compared to the Canadian

population rates. Females in all three populations Iivegoncerning the health of aboriginal elders living in

over 6 years longer than their male counterparts. g o Assembling comparative evidence from
general, life expectancy rates for the Status Indian ar}%search in the United States may limit its

Inuit population resemble the rates seen in thgyo hretation in a Canadian context however, it seems
Canadian population 40 or 50 years ago. likely that aboriginal elders in Canada and America

Table 2 estimates that the life expectancy gap i8'e similar in many respects and quite different from
present at each ‘life-stage’. These datum weréheif non.-native counterparts. Clearly, muph more
published in 1988, thus 1990 data presented are basgyestigative work needs to be done to obtain a better
on a theoretical improving trend for longevity for Understanding of this rapidly growing and changing
Status Indians, however examination of table 1 showopulation.
that improvements in life expectancy at birth fell short  Cultural traditions reflected in values, attitudes,
of the prediction value depicted in table 2. Even giverand behaviors clearly differ in varying degrees among
the inherent limitations of rosy predictions thatethnic ‘minority’ elders. For example, studies of
apparently suggested a narrowing of the lifeNative American elders have shown a belief that
expectancy gap, the predicted pattern for the gap imealing a sick person requires a restoration of
life expectancy still appears to be increasing for Statusarmony, especially with the use of super-natural
Indians in comparison to the general population. Iforces (Yee, B., et al., 1994) . M. Harris, et al., (1989)
other words, table 2 shows that the average years ekamined advantages and disadvantages of aging
life remaining for those who reach age 60 appears tamong 128 Native American, Hispanic, and Anglo
be decreasing (1985 to 1990) while longevity appearadults aged 60-92 living in central New Mexico.
to have plateaued for the rest of Canadians, thuBarticipants reported improved relationships with their

The next section of this brief review will
pecifically focus on studies examining aboriginal
Ider’s potential determinants of health and discuss a
road range of possible etiologic circumstances

Perhaps due to lower life expectancy (see tables 1
and 2) a serious paucity of empirical data exists
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families since turning age 60. The most commonlynaintenance of cultural heritage. In return for
mentioned advantage of old age was increasemieeting family responsibilities, Native American
freedom and free time; other advantages mentioneslders expect to be respected and cared for when they
included improved relationships with families, become too frail to care for themselves (Yee, B.,
increased relaxation, not having to work, increased990).

self-acceptance and self-respect, and the opportunity

n in ifi ivities. Poor health an . -
to engage In specific activities oor health and ge. Elders who live on or near the Prairie Band

physical problems were viewed as a majo Potawatomi reservation in Kansas were questioned
disadvantage of growing old, as were limitations orf B8 O PHATYE I T IERe OGS R
activities, feelings of loneliness and isolation, an tegarding nine commeon family agctivities Resultg
concerns about dependency. ) ' )

P Y documented that the family support network functions

better if it includes an adult child rather than a sibling.
Family Support Networks Females were somewhat more involved in family
interactions than men, although this was not always

N examination of social intearation of 101the case when particular family activities or
A xaminatl lal integrati relationships were studied in detail. The presence of a

elderly Seneca_lnd_lans aged 55 or older from5pouse acted to insulate elders rather than increase
the Allegany reservation in New York State, (1984) ontact within the family support network, (Robert, J.

show that the overwhelming majority (83 percent) 0f§991)
the elders were integrated within their familial and '

friendship networks as well as in informal social In studies of inter-generational co-residence,
organizations. In this study health status was the moptonounced differences were found in both the
important determinant of social integration, followedpatterns and the trends according to race and ethnicity
by employment and marital status. Not one of thén both younger and older co-resident households. In
elders who worked was socially isolated. Elderly1984-1986, 30 percent of Asian American households
women were more likely to be employed in old ageyith an older host generation were co-resident,
than the elderly men. The emergence of informal ageompared with 24 percent of older African American
specific social groups on the Allegany reservatiothouseholds, 22 percent of the older Hispanic
after relocation was seen as an adaptive measuf@useholds, 21 percent of the older Native American
following the tremendous social change experiencedoyseholds, and 12 percent of the older white
by the Senecas since the 1960s due to building of fyyseholds. The factors that determine inter-
dam and involuntary relocation off flooded land. Thisgenerational co-residence are consistent with the idea
involuntary relocation was thought to have had ghat economic situations, the available human
deteriorating effect on the traditional kinship networksesources, and housing situations act as constraints on
of the Senecas and accelerated the assimilatiqfieeting the independent living norms and the family
process. (Randy, J. 1995). care norms (Morris and Winter, 1995).

Chipperfield and Havens, (1992) assessed seris
changes in older Canadians’ levels of perceivec
respect and found there was not a uniform increas
across ethnic groups; while respondents of British,

French, and German descent reported significant uellar (1990), reviewed the literature on the
increases in perceived respect, those of North health status and health and human service
American, Native Canadian, or other descent did noheeds of elderly Native Americans, including
Other evidence suggests that this finding is noAmerican Indians, ‘Eskimos’, and Aleuts.
consistent with traditional aboriginal values. Demographic profiles, ethnographic descriptions,
needs assessments, research projects, policy analyses,
nd critical reassessments were reviewed. Native
merican elders generally lived in worse socio-
economic conditions than the majority of older
ersons in the United States and were more

Family support networks are important in older

Health and Social Services

Among Native American families, elders are
considered an integral resource and play a central ro
in family life by providing assistance to younger
members for discipline, spiritual guidance, an
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functionally dependent at a younger chronological agmediate the impact of the other variables on individual
because of the earlier onset of “old-age” problemsmental health. Regression analysis and analyses of
Almost one of three older Native Americans livedvariance showed that physical health and coping were
below the poverty level. Death among Nativeconsistent predictors of mental health; coping
Americans occurred an average of 9 years earlier thanediated the impact of physical health on mental
among the general population. health; and important male-female and urban-
Cuellar (1990) stated: reservation differences existed within the Native
American population in terms of mental health.

“Health and human service systems have failed to address
the needs of older Indians because they do not integrate Elder Abuse
family generations; are not based on adequate information

of older Indians; and do not include assessment of family
lifestyle, institutional arrangements, cultural factors, and

native languages in their service plans.” Ider abuse was examined among 37 elderly

Navajos aged 59-90+ from the Oljato Chapter,

Gaps in the existing research literature indicate@nd from a close relative of each elderly person.
the need for much more information about aging angkesults show that neglect was the most prevalent form
health among Indian, Eskimo, and Aleut populations. of abuse. Three dependency-related factors made the

Review of the extent of current knowledge abouFlderly vulnerable to abuse: suddenness of b_ecomlng
dependent, mental problems, and lack of income

drug use among older minority women led to the

conclusion that the particular problem facing Native(Brown’ S., 1989).

Americans is distance from the health care system While few studies have examined the extent of
both culturally and physically. It was suggested thaelder abuse in Australia, existing research has
policy makers should consider providing adequatédentified older women as the most likely victims of
funding for drug regimens, make efforts to bridge thereglect, abuse, and exploitation. Widows, aged
distance between minority elderly and the health car@igrants, disabled or frail persons, the Aboriginal and
system, and encourage more extensive use of informaprres Strait Islander aged populations, isolates,
sources of support. (Kail, B., 1989) medication users, rural and remote dwellers, and poor

persons were thought to be most vulnerable to abusive
Mental Health situations. (Dunn, P. 1995)
Povert
Narduzzi, (1994) investigated the mental health

status of Native American elderly using a

research model that evaluated stress and copingQchiefelbusch, R., and John, R. examined urban
among a sample of Native American and Alaskan nd rural/reservation American Indian elders,
Natives. Data were used from the National Indiar{(1991). Their study revealed a mixed portrait of
Council on Aging’s study of older American IndiansAmerican Indian elders’ status and characteristics.
and Alaskan Natives conducted in 1978-1980. A subcompared with their urban counterparts, rural and
sample of 682 persons, aged 44 to101 years (mean agservation elders experienced greater problems with
62), was used in this study, with 75 percent reservatiogocial and economic resources, mental and physical
Native Americans and 14 percent Alaskan Nativeshealth, ability to perform routine activities of daily
The median income ranged from $4,000 to $4,999 péiving, and need for and use of social services. A
year. Of the total, only 29 percent were employednajority of both urban and reservation elders lacked
either full- or part-time at the time the survey wasmore than a grade school education.

administered. A research model was developed that gchjefelbusch, R., and John, R. (1991) also

equated mental health status with a combination Qfxamined social service needs of reservation Elders
stressors including: physical health, income,jying New Mexico including the Nambe, Picuris,

education, social su.pport, and.coplng. Socu‘;l SUppOF‘ojoaque, Tesuque, Isleta, Laguna, San Felipe, San
networks and coping behavior were believed to an Santa Clara, Taos, and Zuni; the Ponca Tribe and
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Sac and Fox Nation of Oklahoma; and the WarnkFederal Government would make a positive
Springs Confederation of Oregon. The resultcommitment to honor past agreements and confusion
indicated high levels of social service needs with thever areas of Federal-State jurisdiction. In the United
greatest needs reported in the areas of financi&tates, Indians stressed the need for direct Federal
assistance (8), food assistance (6), social/recreatiorfahding of programs in order to eliminate intervening
services (6), information and referral (5),State government units. They also addressed the
transportation (2), housekeeping assistance (2), amtoblem of conflicting regulations that Natives
regular monitoring (2). Ponca elders were the notablencounter when seeking benefits from various Federal
exception to other tribes studied; they appear to hayerograms. Other concerns focused on Indian problems
adequate social support, with 100 percent reportingn confronting the diverse bureaucratic structures that
having both a confidant and a person who would caradminister programs for the elderly. Because Indians
for them if they became sick or disabled. Ponca eldergew life holistically, comprehensive programs that
enjoyed substantially higher median annual incomeagflect an understanding of Indian cultures needed to
employment-related education, medical serviceshe designed. The most important service needs of the
housekeeping assistance,and access to heallidian elderly were thought to fall into the categories
information and referral. of communication and information dissemination,

income maintenance, interventions that respect Indian

Earlier work conducted almost twenty years agg,
alues, and the entire spectrum of health services.
by John (1980), concluded that the problems of th%erwces to the Indian Elderly also needed to be

Native American community concern the rnechan'C%ensitive to the diversity of Native American cultures
of program implementation and result from basic (John 1980).
n

uncertainties of the government-native America
Indian relationship including uncertainty that the
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RESULTS

he survey sample results

include 2,663 respondents
ranging in age from 45 years and
older, living in 183 First Nations
and 5 Labrador Inuit communities.
The sample results were weighted
to reflect the actual age and gendel
distributions in the population
according to the department of
Indian Affairs data appended to the
national core database in electronic
format. Thus, datum presented are
representative of a population of
51,755 elders (45 years and older)
living in First Nations and

Labrador Inuit communities.

30

20

45-54 55-64 65-74 75+

[0 Female L] Male

Selection of age 45 years as a
starting point in analysis was

Figure 1 : Age by Gender

based on two main criteria; first,
it was necessary to group
respondents into categories that
would span several decades to
demonstrate age and gender-
specific trends, if present within

the cohort, and secondly, it was
postulated that First Nations and
Labrador Inuit peoples were more
functionally dependent at a

younger chronological age due to

an earlier onset of chronic ‘old

70

60

50
40
30
20
10

0 ‘
55-64 65-74 75+

age’ health problems when
compared to their Canadian
counterparts.

Figure 2: Aboriginal Language Used Daily by Age

. _ ) _than replicate all elder age groupreports will be published and

Papers in this series deal with findings from other papers, data bound as a series thus the
specific health concerns such asfrom other relevant papers will be reference to other papers in the
chronic conditions including giscussed and presented withseries seems an appropriate
diabetes, tobacco use, activity reference to the source documentsapproach that aims to direct the
limitation, wellness etc. Rather |t js envisioned that the researchreader toward a more in-depth
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treatment of a specific area of o
interest.
80 L1 4554

Concerning residential 70 — W e
schools, the scope of questions 60 —+1H [T &
were quite limited and when cross- 50 T o=
tabulated to specific health 40 + 1t
concerns the results did not show 30 Tt
significant between group 20 + 1t
differences when controlled for 10 T+ 2
age. Attempting to quantify the 0 J-‘:Q
specific effects of residential SGRADE seconDary | Hion  Chposr o
schools on long-term health SCHOOL SECONDARY

outcomes was not feasible since
the entire community of elders
experiences would have been
severely confounded over time by

Figure 3: Highest level of Education by Age

the experience of other pressing 50
health determinants such as
. . [] Female
inadequate education, employment 40 &

. Male
and income. In other words, the
residential school experience is but 30
one early life influence along a
continuum of social, economic and 20 I
cultural influences that, in sum, 10 |
determined health status for the :EI |
entire community. 0

) 45-54 55-64 65-74 75+

Figure 1 shows the age and Age

gender distribution of the weighted

sample. Females exceed males g e 4: Excellent | Good Self-reported Health Status by Gender and
above age 65. Age

Fifty-nine percent of elders
were married (legal or common-

e 0
law partner), the remaining 41% Age ENIRHS* NPHS**
were separated, divorced, widow

or single. Comparing language 45-49 59 32
used most often in daily life 50-54 54 9
indicates that Aboriginal language

is used by 39 percent of First 55-59 48 27
Nations and Labra(_llor Inuit over 60-64 37 o5
age 45 years. As Figure 2 shows,

Aboriginal language increases in 65-74 35 17
direct proportion with increasing 754 o3 10

age, with some 30% speaking their
Aboriginal language daily for 45-
55 years. This increases to 60% Table 3: First Nation and Inuit Elder Smoking Rates versus Canadian
above age 75. population

* = FNIRHS weighted proportion 1997;
** = National Population Health Survey, 1994
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Examining the highest level of
education completed shows that
many First Nations and Inuit
elders did not complete high
school. In the youngest age group
(45-54), fourteen percent
completed high school and began
some post-secondary education, a
substantial increase over the older
age groups.

Excellent/good health status
self reports decrease with

increasing age. Females were

90
80
70
60
50 +
40
30 1
20
10 +

45-54 55-64 65-74 75+

[1 Never B Ex-Smokers [ smoker

consistently less likely to report
excellent/good health than their
male counterparts.

Cigarette smoking rates were

Figure 5: Poor | Fair Self reported Health Status by Smoking Behavior
and Age

compared and reported in a
companion paper of this series
(Reading, 1998). The following
chart compares cigarette
prevalence rates and shows that
First Nations and Labrador lunit
consume tobacco at a rate that is
roughly twice that of their age-
matched counterparts in Canada.

Smokers and former or ‘ex-
smokers’ are also more likely to

report poor/fair health than never

90
80
70
60
50

45-54 55-64 65-74

[0 Low1-10 H Med11-25 [0 High 26+

smokers (Figure 5). Above age 75
years never smokers report poorer
health status than ex-smokers and

Figure 6: Asthma by Pack - Years Smoking and Age Group

smokers which likely reflects a
well known ‘survivor effect’ that
suggests a selection or screen ou
of those who have succumbed to
the ill effects of tobacco or those
who may have moved away from
the community to receive medical
care.

Examination of tobacco and
specific chronic health problems
(Figures 6 to 11) shows that
asthma rates increase with
increasing total amount of tobacco

90
80
70
60

1im

45-54 55-64 65-74

[1 Low1-10 B Med11-25  [] High 26+

smoked in all age groups studied,
suggesting that tobacco smoking
contributes to asthma.

Figure 7 : Breathing Problems by Pack - Years Smoking and Age Group
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Breathing problems also

increased with the total amount of zz
tobacco smoked in all age groups. -0
High blood pressure 60 e

(hypertension) increases with
increasing total amount of tobacco
smoked in all elder age groups
studied.

Respondents were also asked 3 :Hi 1]

to recall whether a health 0 45-54 55-64 65-74
professional had ever diagnosed 3
chronic health problem. As figure

9 shows, chronic health problems
are widespread among First Figure 8: High Blood Pressure by Pack - Years Smoking and Age Group
Nations and Inuit elders. Such
problems are more prevalent
among women than men and
increase with age.

[0 Low1-10 B Med11-25 [J High 26+

100

Chronic conditions included
heart problems, hypertension,
diabetes, cancer, arthritis and
rheumatism. Comparative results
were obtained from a companion
paper in this series (Young, et. al.,
1998) show that the First
Nations/Inuit to Canadian rate
ratio for age-adjusted prevalence [1 Female B male
for diabetes is 3.3 (M) and 5.3 (F),
for heart problems is 3.0 (M) and
2.9 (F), for cancer is 2.0 (M) and Figure 9: At Least One Chronic Health Problem by Age and Gender
1.6 (F), for hypertension is
2.8 (M) and 2.5 (F); and for

45-54 55-64 65-74 75+

arthritis/rheumatism is 1.7 (M) and Chronic | Gender | Age Adjusted 4554 YRS 5564 YRS 65+ YRS
1 6 (F) Conditions
. . FN/I CDN FN/I CDN FN/I CDN FN/I CDN
: ; H Mal
Comparison of chronic P ms e | 18 | 4 | M 4| 2 |8 “ 18
dition rates between the 5 S S S I ot I =
condi . . . Hypertension Male 22 i 29 S x S » 2
Canadian population and the First Female| 25 10 | 2 1o | o7 22 59 2
H . . Male 11 3 18 3 18 7 28 11
Nations and Labrador Inuit Diabetes |~ ————— ¢ = 5 e P s
population (table 4) clearly show atitsy | M | 18 | 10| 2t | 10| s | 21| 4 %
that chronic conditions are present Rheumtism | "co T | 5 | a % | & | w | & p

at profoundly higher rates for First

Nations and Labrador Inuit.

Chronic conditions are linked to

lifestyle risk factors (exercise

patterns, diet, smoking habits, etc.)
and changing these factors may
impact the future course of these
diseases or conditionsSmoking

Table 4 : Chronic conditions , First Nations and Labrador Inuuit
compared to the CanadianPopulation: Age - gender - specific
and age adjusted prevalence (%) for Self-reported heart
problems, hypertension ( high blood pressure), diabetes,
arthritis and rheumatism
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is related to respiratory conditions
and lung cancer. Diabetes is also
associated with higher risk for
hypertension and heart disease _
The following data clearly Srude Diabetes o,
indicated that multiple

interventions are needed.

Diabetes affects one in five
elders from 45 to 55 years and
increases to affect more than one
in three elders above age 65;
affecting one in three women
above age 55 and one in five men I Diabetes + HBP [ ] Diabetes + HBP + Heart Problems
above age 55. Diabetes cased
include other associated illnesses
or conditions known as co-
morbidity in two out of three
cases. Cardiovascular conditions
associated with diabetes include

B Diabetes Only D Diabetes + Heart Problems

Figure 10: Diabetes Alone and Cardiovascular Co-morbidity in the
Presences of Diabetes

high blood pressure and heart 70
lems.

problems 60
The pattern of diabetes related 50

cardiovascular co-morbidity a0 b

changes with increasing age.

Diabetes appears to precede 30

cardiovascular problems. As age 20 H

increases, it appears that i |

cardiovascular co-morbidity for

. . 0 L

diabetes also increases. 45-54 55-64 65-74 75+

[0 Diabetes Onl [0 Diabetes + HBP

When reSpondentS aged 45 [ ] Di:bZt::+:i:artPrblems [@ Diabetes + HBP + Heart Problems

years. and over were asked “do
First Nations and Inuit have the
same level of services as other
Canadians”, 48% said no while Figure 11: Diabetes Alone and Cardiovascular Co-morbidity in the
18% didn’t know. In other words, Presence of Diabetes, by Age

only 34% answered that First

Nations and Inuit had the same ) in th . q
level of health services. Figure 12 three elders experienced problemsin the survey questionsdue to

s with hearing. One in four elders survey time constraints.

shows that a great number o xperience activity limitations
health services are needed®XP€ . i
urgently. Prevention, education Within the home. Elders require anstvngtg Seesrcs)n'ih(;f ;iser;%g?]efgi
and long-term health care servicesN€!P 1€aving home for short trips. you think a return to traditional
for the elderl d pediatric health ©Nn€ in eight elders is unable to . . :

y and pediatric hea ways is a good idea for promoting

services for children were 1€aVe hlome a_mdhlshln neec:] of community wellness?” The 80%
identified as most in need of Personal care in the home. These

.. that answered yes were asked to
improvement. g;tzszggﬁ:ﬁhtgrtﬁcglyggl:asr:;ngi? respond to a list of specific areas
Activity limitation is questions on specific disabilities \éVhe.r? :jh?ri.has bl(zen progress as
widespread among elders. One inand their causes were not included?cP!ct€d In F1gure 24.
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Figure 15 shows where respondents believgears (range = 1 to 15 years).

community progress has been made. Sixty-five percent of those who attended

Concerning dental care, more than half of allresidential school reported fair or poor health. When
respondents said that it has been more than one ye¢he group of former residential school students were
since they last received dental care. Some 3 out of gbrted into two groups according to duration of stay at
elders above age 65 years had not received dental caesidential school (less than 6 years and greater than 6
over the past year. years), both groups indicated that a return to

. raditional w w i for promotin
Examining dental treatment needed shows tha:[ aditional ways was a good idea for promoting

. . : éommunity wellness (< 6 years = 83%, > 6 years =
younger groups require treatment with males sllghtlyé6%), and both groups responded that mental health
higher than females. i

services were in need of improvement (< 6 years =
Figure 18 shows that thirty-nine percent of elder§9%, > 6 years = 87%).
attended residential schools. The mean duration was 6

DISEASE PREVENTION
MEDICATION AWARENESS
DIABETES EDUCATION
PEDIATRIC SERVICES
MENTAL HEALTH

SENIOR HOMES

CHRONIC CARE FACIL. |
HOME CARE ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ |
MORE CLINIC/HOSP. STAFF ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ |
KIDNEY DIALYSIS ‘ ‘ ‘ ‘ ‘ ‘ ‘ |

DENTAL SERVICES : : : : : : : ‘
TRANSLATIONS SERV. ‘
0 10 20 30 40 50 60 70 8 90 100

Figure12: Rank Order of Health Services in Need of Improvement

DIFFICULTY HEARING
CONVERSATION

HOME ACTIVITY
LIMITED BY HEALTH

REQUIRE ATTENDENT
SHORT TRIPS

DIFFICULTY LEAVING
HOME SHORT TRIPS

UNABLE TO
LEAVE HOME

NEED HELP WITH
PERSONAL CARE

Figure 13 : Disability and Activity Limitation
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Traditional
Ceremonial
Activity

Renewal of
Native Spirituality

Traditional
Approaches to
Revival of men's
Traditional Roles
Revival of Women's
Traditional Roles
0 10 20 30 40 50 60 70
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80

Figurei4:
Community Progress over the Last
Two years

HOUSING QUALITY
EMPLOYMENT
OPPORTUNITIES

FIRST NATION & INUIT
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HEALTH FIELD

NETWORKING AMONG
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Figure 15 :
Community Progress and Wellness
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Figure16:
More than One Year Since Last Received Dental Care
by Age and Gender

Figure 17 :
Dental Treatment Needed at the time of Survey, by
Age and Gender

Figure18:
Residential School Attendance by Age and Gender
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DISCUSSION

nvestigating the health status of First Nations anthat cardiovascular co-morbidity for diabetes also
Inuit elders was a primary concern for the Firstincreases. Women experience higher rates of
Nations and Inuit Regional Health survey nationadiagnosed diabetes.

steering committee. This study did not attempt to . .
review the entire body of aging or gerentological Asthma rates, breathing problems, and high blood

literature but to review data sources that haydressure increase with increasing total amount of
relevance to the aboriginal elder community. tobacco smoked in all elder age groups studied.
Smokers and former or ‘ex-smokers’ are more likely

Thirty-nine percent of First Nations and Labradorg renort poor/fair health than never smokers. There
Inuit over age 45 years said Aboriginal language Wagere no questions concerning alcohol consumption,
the most often language used in daily life. Aboriginalyiet and nutrition, exercise or other behavioral factors

language is used most often as age increase; 3Qiich should be considered in a follow-up survey.
spoke Aboriginal language daily in the 40-45 year olds

age group compared with 60 % for age 75+. Clearly Elders identified prevention, education and long-

language services will continue to be an important paterm health care services for the elderly and pediatric

of medical services to the elder client group. health services for children as most in need of
o ) ) _ improvement in their communities. Activity limitation

The_large majority c_)f First Natlo.ns gnd Inuit ¢ widespread among elders and is likely due to

elders did not complete high school which likely had gjisapility. One in three elders experienced problems
profound impact on income and employment therebyih hearing. One in four elders activity within the

indirectly influencing health status. home is limited. Elders require help leaving home for

As age increases excellent/good health status sé@hort trips and one in eight elders is unable to leave
reports decrease. Women were consistently less likefjome and is in need of personal care within the home.

to report excellent/good health than their male  gighty percent of respondents answered yes to the
counterparts. Chronic health problems are widespreag estion “Do you think a return to traditional ways is a
among First Nations and Inuit Elders. Such problem@ood idea for promoting community wellness?” When

are more prevalent among women than men angle group of former residential school students were
increase with age. sorted into two groups according to duration of stay at

Diabetes affects one in five elders from 45 to 59esidential school (less than 6 years and greater than 6
years and increases to affect more than one in thr¢€ars), both groups indicated that a return to
elders above age 65; affecting one in three wometiaditional ways was a good idea for promoting
above age 55 and one in five men above age 55§9mmunity wellness (< 6 years = 83%, > 6 years
Diabetes cases include cardiovascular co-morbidity it 86%).
two out of three cases. Cardiovascular conditions Concerning dental care, more than half of all

associated with diabetes include high blood Pressut@snondents said that it has been more than one year
and other heart problems. The pattern of diabetegnce they last received dental care. Some 3 out of 4
related cardiovascular co-morbidity changes withyqers ahove age 65 years had not received dental care

increasing age. Diabetes appears to precedger the past year. Examining dental treatment needed
cardiovascular problems. As age increases, it appears
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shows that younger groups require treatment witlinavoidable - essentially everyone was affected either
males slightly higher than females. Thirty-nine percentia their peer group or passed on through family
of elders attended residential schools. The meagenerations impacting on fundamental family values
duration was 6 years (range = 1 to 15 years). Sixtysuch as child rearing (Ing, 1990).

five percent of those who attended residential school

reported fair or poor health. Almost 9 out of 10 former The following theoretical model (Figure 19, Page

residential school students responded that mentgp) identifies subjcomponents that link reS|dent|§1I
health services were in need of improvement. schools as a predisposing factor that may determine

current health status.
Residential schools were the most overt Economic circumstances, availability of resources
instrument used to assimilate aboriginal children and ’ y

youth into mainstream Canadian culture. Removal o?nd hqusmg situations are poten_tl_al addltlon_al
children from community and family to an constraints on meeting independent living and family

institutional setting can create a ‘cultural vacuum’g?/rsr'aliolﬁgy ggor?gaifiztizpaeias t:)O?oeuxVédezprseﬁ]d.
whereby people may be unable to ‘fit in’ either in their ’ P P gap

home community of out side the community. A grea%Ife expectancy must no longer be tolerated.
number of elders experienced residential schools and The health concerns uncovered in this report are
the health impacts will likely never be fully limited by three major factors. First, the national core
understood. content of the survey contained too few questions to
C]adequately address the broad range of health concerns
8f elders. An important aspect of the study was to
réserve the majority of the survey for regional
cgneerns as regional autonomy was an important
ndamental principle for the study (O’Neil et. al.,
98) The findings presented here are an introduction
0 elders health concerns. Unfortunately, these data
ack a context due to a paucity of literature available
Little has been done to investigate the complexoncerning the health of elders and the factors that
context of health determinants for First Nations andffect their health. Secondly, survey data is based on
Labrador Inuit elders. The following chart attempts toself-reports of illnesses, conditions, behaviors etc., and
model the various determinants of health factors thare recognized as an under-estimate of true prevalence
may be linked indirectly to present health status vialue to under-reporting. The reader is instructed to
early residential school experiences. The model imterpret prevalence data with caution as true
meant as a starting point to explore variougrevalence is likely higher than reported here. Third,
associations within the elder cohort to betterthe residential school question instructed respondents
understand the etiology of ill health. to skip the question if they believed it was sensitive
issue that they did not wish to discuss. Thus, the
Fesidential school attendance rate was likely under-

de':ermrlnar:t r?I _i;]eflrll:\ ;32 rthlg fal‘;tggr:”a; dszz\tlzlgntgr? stimated and represents a conservative estimate of the
Very prevaient | popu - =au rue prevalence rate for attendance.

other factors are inter-related thus early education
experiences, if negative, would likely have a negative Clearly, the study raises more questions than it
impact on future education, employment, social statugnswers and the following are potential areas that
working and living conditions in the community, could to be addressed:

health practices and coping skills.

Examining the link between health status an
psycho-social dislocation in areas such as resilienc
parenting skill, social factors, family support
networks, perceived advantages and disadvantages
old age, health and social services, mental health a
coping with change, poverty and other potentia
impacts of residential schools would seem appropriat

Inadequate education is an independen

Much more detailed research in the form or on-
Residential schools were an ubiquitous feature ofjoing longitudinal studies need to be undertaken to

community life for the First Nations and Labradorobtain a comprehensive understanding of the health

Inuit elder cohort examined in this study. In otherconcerns for the elder population that will continue to

words, the effects of the residential school experiencgrow and change in the future.

were so widespread within this group as to be
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Social Social
Income Support Education Employment S
tatus
Networks
Working & Factors that Biology &
Living  re—p determine @—— Genetic
Condition Health Makeup
Health Coping Childhood ﬁ‘gl';b'e
Practices Skills Development .
Services

Figure 19 ;
Determinants of Health - Shaded Factors Theoretically Impacted by Residential School

Reports state that residential schools were a state sanctioned instrument of oppression linked to the political
economy of Canada (Chrisjohn, R., et al., 1997) and suggest the European doctrine of manifest destiny (RCAP,
1997) made operational by the eager cooperation of church and state. It seems reasonable that residential
schools would have profound and far-reaching impact that potentially influences almost every aspect of
commaunity life and likely contributes to ill health either directly of indirectly.
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Health, marital and employment status are There is a need to conduct more detailed
important factors in social integration. Elders needongitudinal surveys on the health and social service
opportunities for social interaction, exercise,needs of First Nations and Inuit elders. This survey
recreation and leisure time activities. Gender specificontained no questions concerning alcohol
health concerns, on- and off-reserve differences inonsumption, drug use and abuse, diet and nutrition,
health status and security issues need immediatxercise or other behavioral factors which should be
attention. considered in a follow-up survey.

It is critical that elders health and social service Adequate and appropriate medical transportation
concerns be given the attention of communities, healthnd access to medical escort and language services are
professionals, governmental and non-governmentan important and critical health service needs for
organizations, and leadership. elders.

Concerning elders health status, an epidemic of In conclusion, findings from the First Nations and
chronic disease conditions indicates that elders nowabrador Inuit Regional Health Survey support the
require intensive secondary and tertiary preventionotion that elders are more functionally limited at a
programs and improved access to specialized acuy@unger chronological age due to earlier onset of so
and chronic medical care. called ‘old-age’ or chronic health problems.
Elders also need home support to continue livin F_unctional Iimitation.s are F"a””ESt_?‘S profoundly

gngher rates for chonic medical conditions compared

n tk_\e community. The provision of home care,, age and gender matched Canadian citizens.
services are urgently needed since a great number of

elders experience severe activity limitations in their  Failure to address the legitimate health concerns
homes and community. of elders by tolerating inadequate social and economic
circumstances (determinants of health) will likely be
teflected higher costs for medical interventions.
Factors that determine and improve the health and
i"il/\r/]ell-being of elders need urgent careful investigation
"Ind detailed longitudinal follow-up study with the aim
to develop, plan and implement integrated community
based interventions.

Community level care management, prevention
rehabilitation services and specialized service
specifically targeted to the special needs of elders is
urgent need that will only become more pressing
the future.
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Endnotes

1. Stewart, Jane. (1998) Minister of Indian Affairs and Northern Development on the occasion of the unveiling
of Gathering Strength — Canada’s Aboriginal Action Plan January 7, 1998 Ottawa, Ontario; see also,
Statement of Reconciliation. Learning from the Past. Gathering Strength Canada’s Aboriginal Action Plan.
Indian and Northern Affairs Canada.):

2. Pack Years = average number of packs of 20 cigarettes smoked per year times number of years smoked.
3. Source: Table reproduced with permission from companion report, (figures 2,3,4,6):

4. Young, T.K., O'Neil, J.D., Elias, B., Leader, A., Reading, J., and McDonald, G. (1998) Chronic Diseases.
Literature Review and Analysis of the First Nations and Inuit Regional Health Survey. Data sources: FN/I
refers to the First Nations and Labrador Inuit data from the FNIRHS (1997), Canadian data from the NPHS,
1994-95.
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