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Getting to the root of trauma in Canada’s Aboriginal

population

Nadine R. Caron

B3 See related article page 1007

ﬁ boriginal Canadians bear a disproportionate risk of

injury and illness compared with their non-

Aboriginal counterparts.! Age-standardized, all-
cause mortality rates for our Aboriginal population are al-
most twice those of the whole population of Canada, men
(561 v. 340 per 100 000) and women (335 v. 172 per
100 000) alike.” A major contributor to these differences is
traumatic injury and death, accounting for one-third of all
deaths in the Aboriginal population.’

The article by Karmali and colleagues® in this issue (see
page 1007) is an important first step toward understanding
this problem. This population-based, observational study
describes the epidemiologic characteristics of severe trauma
among status Aboriginal Canadians (First Nations individ-
uals officially registered with the Canadian federal govern-
ment under the Indian Act) within the Calgary Health
Region. They found that severe trauma occurred almost 4
times as often among status Aboriginals as in a reference
population of all other inhabitants of the region, an excess
that held for men and women of all ages. Moreover, huge
differences in rates were present for specific causes: assault
(RR 11.1, 95% confidence interval [CI] 6.2-18.6), trau-
matic suicide (RR 3.1, 95% CI 1.4-6.1) and motor vehicle
crashes (RR 4.8, 95% CI 3.5-6.5), for example.

Before the epidemiologic characteristics of trauma in
Canada’s Aboriginal population and the reasons behind
these statistics can be understood, several issues need to be
addressed. First, it is important that trauma within Can-
ada’s Aboriginal population be assessed and documented,
not just for mortality but also for associated morbidity.
Morbidity, which is much more challenging to quantify,
requires longer-term evaluation. Although most trauma pa-
tients survive their ordeal, few studies describe or quantify
the associated morbidity, whether acute or long term. The
social and economic costs of this morbidity are consider-
able, not only for the individual but also for their commun-
ity. Accurate depiction of the true effect of trauma cannot
be obtained from trauma registries or even regional hospi-
tal chart review, as much of the burden of injury and illness
occurs after discharge. Some consequences from trauma
are evident only during the recovery phase ... or lack there-
of. For example, a patient with multiple injuries from a mo-
tor vehicle crash may not die or undergo major medical
complications while in hospital but may, along with their

families (and indeed whole communities), experience
psychosocial problems, disability, subsequent unemploy-
ment and other ill effects — effects that can last a lifetime
and even extend to burden the next generation. Our cur-
rent knowledge and available statistics do not reflect the
short- and longer-term negative effects of trauma on these
communities. Our efforts in trauma research must begin to
address them.

Second, it is vitally important to include #// Aboriginal
populations in research projects and programs aiming to
reduce the health burdens of traumatic injury. Canada’s
Aboriginal population includes not only status First Na-
tions, but also the non-status First Nations, Métis and Inuit
populations. Future research should also examine the mor-
bidity and mortality of trauma among Aboriginal popu-
lations living on reserve or off, and assess differences
between the urban and rural communities. A recent sys-
tematic review highlights these research limitations: only
1% of studies involving First Nation populations dealt with
those living off-reserve; less than 2% provided information
on urban Aboriginal people; and only 3% even addressed
the issue of trauma, most commonly suicide.” As shown by
Karmali’s group,’ even when a study population is well de-
fined, identifying its members can be challenging and sub-
optimal. Although similarities across these Aboriginal pop-
ulations will certainly exist, critical differences might be
found that could guide proposed social, medical and politi-
cal solutions for each specific community.

Third, the factors contributing to Aboriginal trauma
must be identified and quantified. In the classic Haddon
matrix,* the root causes of these trauma statistics and out-
comes can be expected to comprise various elements, inclu-
ding host/patient, vector and physical and social environ-
mental factors.’” Whereas mortality data are dichotomous,
causes of traumatic injuries and deaths require careful, in-
depth evaluation of each square in Haddon’s matrix.® This
evaluation must extend far past the obvious “drinking and
driving” or “depression and suicide” cause-and-effect as-
sumptions to question additional factors related to person-
al, social, environmental or economic components. Al-
though less quantifiable than mortality statistics, these will
shed valuable light on causative factors, which can be then
be systematically addressed to decrease the incidence of
traumatic injury and death in a specific population.
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Fourth, as important as it is to develop better emergency
treatment for Aboriginal trauma patients, we must also
move beyond this to address other health-services issues.
Geographic location often limits timeliness, access and
level of health care available in rural and isolated regions,
which constitute well-documented predictive factors for
trauma outcomes.™ Health services may lack culturally sen-
sitive care, perhaps exacerbated by the persisting under-
representation of Aboriginal professionals in health care."”
Delivery of health care in remote and rural regions across
Canada is an ongoing struggle; a novel approach is the de-
velopment of northern medical-school campuses in British
Columbia (by the University of British Columbia) and On-
tario (by the Northern Ontario School of Medicine) to
train physicians “in the north, for the north.” Although
vital, solutions to the trauma epidemic in our Native popu-
lations must look past the emergency departments and sur-
gical suites that care for the injured, to the individual, com-
munity, environmental, social and economic factors that set
the scene for these traumas.

Last, and perhaps most importantly, each step in this vi-
tal process cannot be done for Canada’s Aboriginal popula-
tion; it can only be done wirh us. These issues cannot be
addressed without understanding Canada’s history with its
Aboriginal people, as each of these steps, from surveillance
to solution to program implementation, can no longer be
imposed on or adapted to the community without its ap-
proval and participation.

Traumatic injury and death may be the most preventa-

ble of all health issues. It is time that we, as health care pro-
fessionals and researchers, treated them as such.
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A call to bloggers (not a running group)

Stephen Choi

ast week CMAY posted its first blog (www.cmaj.ca

/misc/drblogl.shtml). James Maskalyk (a.k.a. Dr.

Blog), a former editorial fellow at CMAY, is its au-
thor and the engineer of this experiment at the journal.
Working with Médecins Sans frontiéres (MSF), he provides
readers with an insightful gaze at the health care system in
Bolivia, and specifically their efforts to prevent and treat en-
demic Chagas’ disease. Maskalyk will soon travel to Africa
to work in MSF-sponsored HIV treatment programs.

A blog (short for Web log) is a sort of diary, a regularly
updated journal on the Web. Blogs allow people to publish
their writings electronically without the impediments of
traditional print. In a blog, a person can instantaneously
muse about anything from medicine to politics to Brad and
Jennifer. Their content and quality varies as widely as the
topics; many are self-indulgent, but a great number are
genuine attempts to inform. The earliest and most vivid ac-
counts of last December’s tsunami victims were found in
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Excerpt 1 from Dr. Blog: It is a hard truth that ours is a world dri-
ven more by profit than by compassion.... It is puzzling that with
the strong evidence linking poverty and health there remains
such inaction. Its cycle is almost a karmic one, excepting the
most deserving receive the least. Man bitten by vinchuca [a
bloodsucking insect] gets sick, family spends its money on in-
effective treatment and he dies, the farm goes fallow, banana
production falls, Bolivia’s economy suffers, less chance of treat-
ment for his neighbour. And [then] bananas are more expensive.



