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Population Health Status Reporting Overview 
The World Health Organization defines health as “…a state of complete physical, mental, and social well-

being and not merely the absence of disease or infirmity.  The enjoyment of the highest attainable 

standard of health is one of the fundamental rights of every human being without distinction of race, 

religion, political belief, economic or social condition” (WHO, 1946). Good health depends on much more 

than health services and disease treatment. It includes but is not limited to having opportunities to make 

healthy choices; strong family and community connection; and living in healthy and safe environments.  

It is also essential to focus on improving the health of underserved populations such as Indigenous 

peoples. 

 

According to British Columbia’s (BC) Guiding Framework for Public Health, population and public health 

programs that focus on improving these areas of health include health promotion, disease and injury 

prevention, health protection and public health emergency management (BC Ministry of Health, 2013).  

Health promotion refers to “…the process of enabling people to increase control over, and to improve, 

their health.  It moves beyond a focus on individual behaviour towards a wide range of social and 

environmental interventions” (WHO, 2024).  Health protection refers to the development of legislation, 

regulation, and policy that aims to ensure the population has access to safe food and water, sanitation, 

and clean air, and is protected from environmental threats, injury, and infectious disease (BC Ministry of 

Health, 2014).  Having a comprehensive health system that focuses on all areas of health not just health 

services and disease treatment allows for all individuals in the population to be healthy. 

Determinants of Health  
A population’s or individual’s health comes from a mix of social, environmental, economic, personal, and 

biological/genetic factors that work together or independently; these are commonly called the 

determinants of health (Office of the Provincial Health Officer, 2019).  Figure 1 shows the estimated 

percentages attributed to the various factors that make up the determinants of health.  Access to health 

care accounts for 25% of an individual’s health with personal factors such as sex, ethnicity, Indigenous 

status, access to housing, employment, and community belonging accounting for over 50% of an 

individual’s health.  The determinants of health can be addressed by population health and public health 

approaches.  Population Health focuses on improving the health of the population and reducing health 

disparities between groups by understanding and addressing the causes of the underlying inequities 

including the determinants of health.  Public Health focuses on health promotion and upstream 

approaches, such as immunizations, drinking water protection, injury prevention, and management of 

diseases.  The Ministry of Health provides direction and sets province-wide goals and standards for the 

entire health system (Office of the Provincial Health Officer, 2019).  This report focuses on determinants 

about your life and health care.  
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Figure 1. Canada's Social Determinants of Health 

 

Data Sources 
Data sources are listed for each figure and table; all data sources were current at the time of writing the 

report. See Appendix B for a complete list of data sources. 
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Demographics 
Northern Health Population 

Northern Health (NH) serves a population of approximately 300,000 people, spread out over almost two-

thirds of BC.  Approximately 20 per cent of the population of NH identifies as Indigenous, which is the 

highest proportion in BC; the majority of those who self-identified as Indigenous are First Nation.  Due to 

the diverse geography and populations in NH, the health status and health needs differ substantially 

from the province and within NH, this makes health service planning and upstream interventions 

complex.  In 2023, NH has a higher proportion of the population under the age of 40 compared to BC.  By 

2034, NH is expected to have an 8% increase in the proportion of the population over 40, and the 

proportion of population over the age of 65 is projected to increase by 38% (Figure 2), whereas BC 

population distribution will remain relatively stable (Figure 3). Figure 4 shows the projected populations 

by age group for the NH Health Service Delivery Areas (HSDA).  For all HSDAs except the Northeast (NE) 

the 65+ age group is projected to surpass the <19 age group in the next several years.  The same trend is 

predicted in the NE with the 65+ age group increasing; however, it is not projected to surpass the <19 

age group by 2034.  NH also has the lowest median age in the province at 39.6 compared to BC at 42.8.  

The lowest median age is in the Northeast at 35.6, followed by the Northwest at 40.8, and Northern 

Interior at 41.6 (Statistics Canada, 2022). 
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Figure 2. Northern Health Population Pyramid for 2023 and Projection for 2034 (line) 

 

 

Figure 3. British Columbia Population Pyramid for 2023 and Projection for 2034 (line) 
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Figure 4. Current and projected population proportions by age group in Northern Health and HSDAs 
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Ethnicity  

Understanding the different ethnic groups within a population is important because different ethnic groups have 

different barriers and opportunities in maintaining or improving their health.  Identifying potential health 

inequities that result from racism, bias and discrimination, can be used to inform interventions that may increase 

equity in access to health care and improve outcomes (Canadian Institute for Health Information, 2022).  

 

NH has approximately three times higher proportion of people who identify as Indigenous compared to BC, with 

the Northwest HSDA (NW) having the highest proportion of individuals identifying as Indigenous (Figure 5).  The 

proportion of people identifying as Indigenous has remained stable between the 2016 and 2021 census.  

 

 

Figure 5. Percentage of population self-identifying as Indigenous, Northern Health, HSDA, 2021 Census 

 

When examining the proportion of the population who identify as a visible minority, BC has four times higher 

proportion of people who identify as a visible minority (Figure 6) and immigrant population (Figure 7) compared 

to NH.  The proportion of people identifying as a visible minority has remained increased and the immigrant 

population has remained stable between the 2016 and 2021 census. 
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Figure 6. Percentage of population self-identifying as a Visible Minority, Northern Health, HSDA, 2021 Census 

 

 

Figure 7. Percentage of population self-identifying as an Immigrant, Northern Health, HSDA, 2021 Census 

Social Determinants of Health 
 

Household Composition  

Household composition is defined as living alone, with a partner or family, or unrelated co-residents.  Household 

compositions can impact people’s health and resilience by increasing economic stability, and access to informal 

care and support (Herbert et al., 2022).  NH has similar proportions to the province of people living alone. NH is 

also similar to BC when examining couples with and without children.  However, NH has a higher proportion of 

single-parent families, with the NW having the greatest at 18.8% (Table 1).  Single parent households and 
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proportion of families without children have increased between the 2016 and 2021 census.  The proportion of 

people living alone has decreased between the last two census’.  

 

Table 1.  Household Composition, British Columbia, Northern Health, HSDA, 2021 Census 

 

 

Housing 

Understanding the housing profile within a region can provide an insight into the health needs and status of the 

population.  Having inadequate housing exposes individuals to potential health hazards, injury risks, and 

psychological stress (Waterston et al., 2015).  In addition, high housing costs can lead to food insecurity 

(Waterston et al., 2015).  Additionally, housing instability is associated with lack of access to primary health care 

provider and an increase in hospital admissions (Kushel et al., 2006; Kyle et al., 2011; Waterston et al., 2008).  

 

British Columbia residents were approximately twice as likely as NH residents to spend 30% or more of their 

income on housing. NH had nearly twice as many dwellings requiring major repairs (9.8%) compared to British 

Columbia (5.8%). NH also has a higher proportion of households with five or more persons compared to BC 

(Table 2). For the housing indicators all have either slightly improved or remained stable between the 2016 2021 

census.  One exception is in the NE where 5 or more persons per household has increased between the two 

censuses.   

 

Table 2. Housing Indicators, British Columbia, Northern Health, HSDA, 2021 Census 
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Income 

Income is one of the most important social determinants of health.  Income determines the quality of other 

social determinants of health, such as living conditions, food security, physical activity, and psychological 

functioning (Mikkonen & Raphael, 2013).  Individuals and families with the highest levels of deprivation are less 

likely to afford the basic necessities for health and can lead to social exclusion (Mikkonen & Raphael, 2013).   

 

There were relatively few disparities within NH compared to BC in the proportion of people living with low 

income according to the LIM-AT1 at approximately 11% of the total population (Table 3). When examining 

specific age groups, we see that there are some differences with 12% of children under 17 in NH, and 15% of 

older adults aged 65 and older in NH being LIM-AT compared to BC.  When examining trends from the 2016 

census, there was a decrease in the proportion of people in the LIM-AT groups except in the NI HSDA 65+ age 

group where there was a slight increase in the prevalence of people living in LIM-AT.  The median after tax 

income increased in all regions between the 2016 and 2021 census.  

 

 

1 The Low-income measure, after tax, refers to a fixed percentage (50%) of median adjusted after-tax income of 
private households. The household after-tax income is adjusted by an equivalence scale to take economies of scale 
into account. This adjustment for different household sizes reflects the fact that a household's needs increase, but 
at a decreasing rate, as the number of members increases. 
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Table 3. Income Indicators, British Columbia, Northern Health, HSDA, 2021 Census 

 

  



 

17 | P a g e  

 

Education 

Education level of individuals has an impact on job opportunities, working conditions, and income level. 

Education level has also been shown to impact the understanding of factors and resources that affect health. 

Research has shown that people with higher levels of education tend to be healthier than those with less formal 

education (Braveman & Gottlieb, 2014). 

 

NH experiences lower high school completion rates compared to the province; the proportion of persons 

without a certificate, diploma, or degree (i.e.: less than high-school education) was higher in NH, with the 

Northeast (NE) HSDA having the highest rate at 16.4% compared to 8.0% in BC.  Although still higher than BC the 

proportion of the population with less than high school education decreased in the 2021 census.  Approximately 

half of NH residents aged 15 years and over had received a post-secondary education compared to two thirds of 

BC residents (Table 4). 

 

Table 4. Education Indicators, British Columbia, Northern Health, HSDA, 2021 Census 
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Employment 

Employment provides income and a sense of security for individuals. Employment has a positive impact on 

individuals mental health, and a protective effect against depression (Noordt et al., 2014).  The employment rate 

in NH was similar to BC, with the NE having the highest employment rate in NH (Figure 8).  

 

 

Figure 8.  Employment Rate, Northern Health, HSDA, 2021 Census 
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Access to Health Care 

Having access to high quality health care services (primary, secondary, and tertiary) impacts an individual’s 

health.  It is seen as a social determinant of health and a basic human right.  Canada has a universal health care 

system that provides every citizen the right to health care services; however not all Canadian citizens have 

equitable access to health care.  When considering what access to health care encompasses, one must look at 

other characteristics that may impact people’s ability to access health care services.  One proposed framework 

considers both the health care service characteristics and the individual’s ability to interact with the health care 

services (Figure 9).  This framework takes into consideration not only availability of services but the individual’s 

ability to access them and the process in which the patient needs to go through to access them.   

 

Figure 9.  Framework for Accessible Health Care   (Levesque et al., 2013) 

Although everyone has access to health care services this access is not equitable across NH and BC; with people 

living in more rural areas of the province and having to travel to gain access to needed health care (Raphael et 

al., 2020).  Currently there is a focus on physician attachment in BC to ensure residents have access to care, as 

research has shown that being attached/rostered with a physician or primary care clinic increased primary care 

visits compared to those who are not attached to a physician (Smithman et al., 2022).  

Access to a primary care provider is only one aspect of the health care system.  All aspects of the health care 

system should be considered, which includes access to acute and tertiary hospital services including emergency 

care, and laboratory and diagnostic services.  Meaningful indicators around access to care are limited and are 

primarily self-reported in population-based surveys.  In the second round of the SPEAKS survey people were 

asked if they felt if their access to health care was worsening, and Northern Health has the highest percentage of 
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residents indicating their access to health care is worsening, with 54% of residents in the Northeast HSDA 

indicating worsening access to health care (Figure 10).   

 

 

Figure 10.  Percentage of BC Residents Who Indicated Worsening Access to Health Care, by BC, HA, NH HSDA for 

2021 
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Health Behaviours 
Health behaviours are multi-dimensional and associated with a number of health and well-being outcomes at 

both an individual and population level.  They are influenced by a number of different factors, including 

biological, psychological, physical and social environment, policies, and the cultural atmosphere in which one 

lives (Short & Mollborn, 2015).  In population and public health, the focus is on personal health practices such as 

smoking, drinking, and eating healthy. To gain an understanding of these behaviours, population-based surveys 

are conducted.  In BC, the Canadian Community Health Survey (CCHS) conducted by Statistics Canada surveys 

individuals about these types of health behaviours; however, the CCHS has limited geographic coverage for NH as 

it only provides HSDA level data and there are instances when that is unavailable.  As a response to this 

limitation there was an effort to conduct a BC-based survey to gather health behaviour information: the BC 

SPEAKS survey that ran in early 2023. Due to a poor response rate in NH, BC SPEAKS is limited. Therefore, CCHS 

data from 2019-2020 will be used to review health behaviour data among NH residents. 

 

Smoking 

Smoking contributes to a variety of health problems, including cancer and cardiovascular disease. Reductions in 

smoking rates have been associated with substantial reductions in the prevalence of cardiovascular disease and 

some cancers over the past two decades with corresponding reductions in the demand for primary care, acute 

care, and continuing care related to these diseases (Government of British Columbia, n.d.).  Northern Health has 

a higher percentage of people who indicate they smoke daily or occasionally compared to BC, with the NE HSDA 

having the highest percentage (Figure 11).  Although these smoking rates are higher than BC, they are an 

improvement from previous years. 

 

 

 

Figure 11.  Percentage of population indicating Smoking Daily or Occasionally, Northern Health, HSDA, 2019-

2020 
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Heavy Drinking 

Heavy drinking increases the risk of health problems including, cancers, liver and cardiovascular disease, high 

blood pressure, stroke, dementia, and intentional and unintentional injuries (CDC, 2024).  Heavy drinking refers 

to males who reported having 5 or more drinks, or women who reported having 4 or more drinks, on one 

occasion, at least once a month in the past year (Statistics Canada, 2024).  There is a higher proportion of NH 

residents who report heavy drinking compared to BC, with the NI having the highest percentage (Figure 12).  

These rates have remained stable from previous years. 

 

 

Figure 12. Percentage of population indicating Heavy Drinking, Northern Health, HSDA, 2019-2020 
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Mortality Measures 
Life Expectancy at Birth 

Life expectancy at birth has increased worldwide and that improvement can be attributed to the reduction in 

infant mortality rates and advances in medicine, public health and living standards; however, the COVID-19 

pandemic resulted in decline in life expectancy worldwide (Dattani et al., 2023). Life expectancy is summary 

measure that used to assess the health of the population.  Life expectancy is defined as an estimate of the 

average number of years which members of the specific population will live from birth.  It can vary on a number 

of different variables such as geography, sex, and socioeconomic status (Ortiz-Ospina & Roser, 2024).   

NH has the lowest life expectancy in BC. In 2022, the overall life expectancy at birth in NH was 6.2% lower than 

BC. When examining differences in sex, females have a higher life expectancy than males. In NH, females have a 

6.5% lower life expectancy than BC females, and males have 5.7% lower life expectancy compared to BC males 

(Table 5).   

Between 2019 and 2022 overall life expectancy at birth has dropped in BC and NH.  In BC, the life expectancy 

reduced by approximately 1.4% and in 2.3% in NH (Figure 13).  NH females (3.2%) saw a greater drop in life 

expectancy compared to males (1.5%); whereas BC males (2.0%) saw a greater drop than females (0.7%).  The 

drop in life expectancy was greater for females in the NW (4.7%) and NE (4.1%) HSDAs.  The life expectancy for 

males dropped in the greatest in the NI (2.5%), in the NW male life expectancy remained relatively stable.  This 

decrease in life expectancy was seen in First Nation population in BC; between 2019 and 2021 females saw a 

decrease in life expectancy of 6.5% and males saw a decrease of 9.2% (First Nation Health Authority, 2024). 

Table 5. Life Expectancy at Birth for British Columbia, Northern Health, and First Nations Health Authority 
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Figure 13.  Life expectancy at birth in Northern Health, 2016 - 2022 
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Standardized Mortality Ratio 

The standardized mortality ratio (SMR) shows whether a specific population is more or less likely to die 

compared to a standard population.  Standardizing the rates accounts for differences in age groups and sex 

between the population groups that are being compared.  Figure 14 displays the five-year SMR by Health 

Authority with NH HSDAs.  NH and all the NH HSDAs are above expected number of deaths.  When examining 

the SMR time trend, NH’s SMR continues to show an increasing trend compared to the other Health Authorities 

(Figure 15).  By comparison, when examining the Hospital Standardized Mortality Ratio (HSMR; Figure 16), NH 

has the lowest HSMR in BC.  This suggests the mortality that is increasing the SMR for NH is occurring outside of 

hospitals and within community.  More in depth analysis is required to understand what is impacting the SMR in 

NH.  

 

 

Figure 14.  Standardized Mortality Ratio for 2023 by Health Authority, NH Health Service Delivery Area 
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Figure 15. Standardized Mortality Ratio by Health Authority, 2016 to 2023 
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Figure 16. Hospital Standardized Mortality Ratio by Health Authority, 2018/19 – 2022/23 
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Leading Cause of Death 

The top two leading causes of death for NH in 2023 were malignant cancer and heart disease (Figure 17), which 

are the same as the leading causes of death for BC (Figure 18).  The leading causes of death that resulted in the 

greatest potential years of life lost for NH in 2023 were malignant cancer and illicit drug toxicity.  When 

examining the leading causes of death by age group (Figure 19), deaths from illicit drug toxicity is the top cause 

of deaths for the 19 to 59 age groups, which is similar to the leading causes of death for BC.  The median age of 

death in NH is lower than BC for most causes of death, with the largest discrepancy being accidents, where the 

median age of death in NH (60 years) is 1.2 times younger than BC (72 years).  The top three causes of death 

have not changed from 2022; however in 2021 COVID-19 was the third cause of death which has now dropped to 

12. 

 

 

Figure 17. Top 15 Causes of Death for Northern Health in 2023  
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Figure 18. Top 15 Causes of Death for BC in 2023 
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Figure 19. Top 15 Causes of Death by Age Group for Northern Health in 2023 
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Mortality Due to Preventable Causes 

Examining indicators of avoidable mortality provides a starting point to assess the effectiveness of the population 

and public health and health care system at reducing premature death from diseases and injuries that are 

considered preventable or treatable.  Preventable mortality is death that can be mainly avoided through 

effective population and public health and/or primary care prevention interventions, such as health promotion 

and disease prevention policies (OECD/Eurostat, 2019).  Figure 20 indicates that NH has the highest rate of 

mortality from preventable causes in BC.  In the most recent reporting period NH showed an increase in the rate 

from previous reporting periods.  Some of the causes of death that are included in preventable mortality are 

specific cancers such as lung, liver and melanoma, heart disease, alcohol and drug use disorders, and 

unintentional injuries.   

 

 

Figure 20. Age-Standardized Rate of Avoidable Deaths from Preventable Causes (per 100,000) in British 

Columbia, by HA 
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Mortality Due to Treatable Causes 

Mortality due to treatable causes are deaths that could have been mainly avoided through timely and effective 

health care interventions, such as early detection through effective screening and treatment of disease. Figure 

21 indicates that NH has the highest rate of mortality from treatable causes in BC.  Although the rate has been 

decreasing in 2018-2020 it is still significantly higher than the province.  This decrease may be due to 

improvement in screening programs or treatment options; however, more work needs to be done to bring NH’s 

rate down to match the provincial rate.  Some of the causes of death that are included in treatable mortality are 

sepsis, pneumonia, breast cancer, respiratory infections, and adverse effects of medical and surgical care. 

 

 

Figure 21. Age-Standardized Rate of Avoidable Deaths from Treatable Causes (per 100,000) in British Columbia, 

by HA 
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Mortality Indicators Interpretation 

When examining the mortality indicators presented above, it is evident that the NH population is experiencing a 

higher incidence of mortality impacting females and a younger population compared to BC.  When comparing 

SMR and HSMR, NH is performing poorer compared to other HAs in SMR but are comparable in HSMR.  This 

suggest that the mortality is occurring outside of facilities and in community.  A hypothesis to explain why NH is 

experiencing a greater decline in life expectancy compared to BC is that unregulated drug deaths in NH are 

impacting a younger female population at a greater rate than the province.  Some evidence to support this 

hypothesis is when examining the causes of deaths between NH and BC, the unregulated drug supply deaths 

account for a higher percentage of deaths and a lower median age at death in NH compared to BC.  For instance, 

females in NH experience a significantly higher rate of unregulated drug deaths (48.2 per 100,000) compared to 

BC (20.7 per 100,000) (BC Coroners Service, 2024).  In NH, females in the 19-39 age group are experiencing a 

higher rate of unregulated drug mortality compared to BC; for December 2023: NH rate was 11.9 per 100,000 vs. 

BC rate was 3.1 per 100,000 (BCCDC, 2024b).   

Another piece of evidence that points to the unregulated drug crisis is the work First Nation Health Authority 

(FNHA) has done on life expectancy among Indigenous persons. They report that life expectancy among 

Indigenous persons has dropped 7.1 years since 2015 with the average potential years life lost (PYLL) due to the 

unregulated drug crisis being 32.7 years, which is 10.3 times higher PYLL compared to COVID-19 (First Nation 

Health Authority, 2024). Given the higher proportion of people who identify as Indigenous in NH, the 

unregulated drug crisis has a disproportionate impact in NH.    
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Morbidity Measures 
Chronic Disease 

Chronic disease is defined as a disease or condition that usually lasts three months or longer and may get worse 

over time.  Chronic diseases typically occur in older adults and can usually controlled but not cured (National 

Cancer Institute, 2011).  Some conditions can transition from a terminal diagnosis to a chronic condition as 

treatments are improved (Bernell & Howard, 2016). Chronic diseases also account for a large proportion of 

health care costs (OPHO & MOH, 2024).  In BC, there are over 20 chronic diseases that are monitored to 

determine trends in incidence.  

 

The leading chronic diseases in NH can be found in Figure 22. The top two chronic diseases in NH and BC are 

hypertension and mood and anxiety disorders in 2022/23 data.  When examining the trends of these chronic 

diseases. hypertension increased significantly in the current year. The increase in hypertension incidence is the 

result of a change in how hypertension is captured in the hospitalization record (BCCDC, 2024a).  
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Figure 22.  Northern Health Age Standardized Incidence Rate of Leading Conditions, 2022/23 

 

The incidence rate for Chronic Obstructive Pulmonary Disease (COPD) is 121% higher in NH compared to the BC 

rate.  The highest incidence rate for COPD in NH was in 2019/20, and was to decline; however, in 2022/23 there 

was a slight increase in the incidence of COPD.  This is in contrast with the other HAs and BC that have been 

showing a general decrease in the incidence of COPD since 2012/13 (Figure 23).  The highest COPD incident rate 

is found in the NI with 983.1 persons per 100,000 and the NE 988.9 persons per 100,000.  
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Figure 23.  Age Standardized Incidence Rate of Chronic Obstructive Pulmonary Disease (Age 35+) by Health 

Authority, 2012/13 – 2022/23 

 

Ischemic stroke and substance use disorder also show increasing trends in NH and a decreasing trend in BC.  

Ischemic stroke incidence in NH has exhibited an increasing trend since 2019/20 and BC has had a decreasing 

trend since 2018/19 (Figure 24).  From 2019/20 to 2022/23 NH rate has increased 13.1% from 113.4 persons per 

100,000 in 2019/20 to 128.2 persons per 100,000 in 2022/23.  The rate for ischemic stroke in BC has decreased 

4.0% from 108.5 persons per 100,000 in 2018/19 to 104.4 persons per 100,000 in 2022/23. 
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Figure 24.  Age Standardized Incidence Rate of Stroke, Hospitalized, Ischemic (Age 20+) by Health Authority, 

2012/13 – 2022/23 

 

The trend for substance use disorder for NH has been increasing compared to BC (Figure 25).  Substance use 

disorder incidence in NH has exhibiting an increasing trend since 2015/16 and BC has had a decreasing trend 

since 2017/18 (Figure 24).  From 2015/16 to 2022/23, the NH rate has increased 23.9% from 389.7 persons per 

100,000 in 2019/20 to 483.1 persons per 100,000 in 2022/23, while in BC, the rate decreased 14.8% from 386.4 

persons per 100,000 in 2018/19 to 329.1 persons per 100,000 in 2022/23. 
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Figure 25.  Age Standardized Incidence Rate of Substance Use Disorder (Age 1+) by Health Authority, 2012/13 – 

2022/23 

 

Reasons for Hospitalization 

The three top reasons residents of NH were admitted to hospital in 2020/21 were COPD, substance abuse with 

other state2, viral/unspecified pneumonia; these are reflected in the top 10 reasons for hospitalizations for all NH 

Local Health Areas (LHA; Figure 26).  The top three reasons for admission for all of BC in 2022/23 were unilateral 

knee replacement, heart failure without coronary angiogram and general symptoms/sign.  The highest rates for 

COPD were observed in Burns Lake (373.7 persons per 100,00), Quesnel (313.6 persons per 100,00), Fort Nelson3 

(293.2 persons per 100,00) and Prince Rupert (281.0 persons per 100,00).  

 

 

2 This includes diagnoses related to Mental and behavioural disorders due to use of a variety of substances 
including but not limited to alcohol, cocaine, cannabis, methamphetamines, and opioids 

3 Interpret with caution as the rate may be unstable to small numbers. 
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Hospitalizations for substance abuse reflects the current situation in BC with the illicit drug toxicity crisis, 

however it does include other substances that are part of the illicit drug crisis including alcohol.  The highest 

rates of hospitalizations due to substance abuse were observed in Upper Skeena (907.8 persons per 100,00), 

Kitimat (535.3 persons per 100,00), Terrace (522.9 persons per 100,00), Haida Gwaii (471.1 persons per 100,00), 

and Fort Nelson (418.8 persons per 100,00). 



 

40 | P a g e  

 

 

 

 

 

Figure 26. Top 10 Reasons for Hospitalization by Case Mix Group Plus (CMG+) Rate per 100,000 by Northern Health, LHA 2022/23 
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Ambulatory care sensitive conditions 

Ambulatory care sensitive conditions (ACSC) are considered measures of access to appropriate primary health 

care.  It is assumed that appropriate care could prevent admission to hospital, although not all admissions are 

avoidable (Canadian Institute for Health Information, 2023).  NH has the highest admission rate of ACSC in BC 

(Figure 27).  However, NH is following a similar trend to all the HAs; admissions for ACSC dropped during the 

COVID-19 pandemic and has started to increase in 2022/23.   

 

 

Figure 27. Ambulatory Care Sensitive Conditions Admission Rate Per 100,000 by Health Authority, 2013/2014 to 

2022/2023 

 

Hospitalizations entirely caused by Alcohol 

Harmful use of alcohol has serious effects not only on the individual, but also on a community as a whole. It also 

puts unnecessary strain on limited health care resources. Harmful use of alcohol is associated with a wide range 

of health conditions and is one of the leading factors in death, disease, and disability. Harmful alcohol 
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consumption can cause harm to other individuals in a manner that is intentional (assault) or unintentional (traffic 

accidents and fatalities). Comparable prevalence data on harmful alcohol use is not available; however, hospital 

discharges can be used as a proxy for alcohol harm in the community and of the burden it imposes on health 

systems (CIHI, 2023).  

When examining the rate of hospitalizations entirely caused by alcohol by Health Authority, NH has had the 

highest rate in BC since 2015/16 (Figure 28).  The rate has continued to increase and peaked in 2020/21 (727 

hospitalizations per 100,000) and has remained high in the subsequent reporting years.  

 

Figure 28.  Hospitalizations entirely caused by Alcohol Rate Per 100,000, by Health Authority 2015/16 – 2022/23 

 

Injury 

Injuries are predictable and preventable.  Injuries are among the top three causes of death for people under the 

age of 60 in NH.  The economic impact of injuries in NH totalled over $324 million in 2018 (BCIRPU, 2022). The 

top ten mechanism of injury related hospitalizations can be found in Table 6.  NH has higher rates of injury 

related hospitalizations due to poisoning, motor vehicle -traffic and being struck by/against and object compared 

to BC.  Although, NH does not have a higher overall rate than BC for falls, the NW HSDA has a 31% higher rate 

compared to BC.  Also, when looking at age specific rates people in the age group 20-64 (236.1 per 100,000) and 

65+ (1938.1 per 100,000) have higher rates of injuries due to falls compared to BC in those same age groups 

(171.8 per 100,000 and 1759.4 per 100,000 respectively).  These represent severe injuries in the NH region as 

people were hospitalized due to their injuries; there are a higher proportion of injuries that are not hospitalized 

as a result of their injury, as they are treated and released in the emergency room.  NH is unable to report on 

emergency room injury visits due to the limited emergency rooms submitting to the National Ambulatory Care 
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Reporting System (NACRS).  Poisoning is the second highest injury in NH and the rate is higher than BC.  This 

category includes all hospitalizations intentional and unintentional, due to accidental poisoning by exposure to 

legal and illegal substances.   

 

Table 6. Top 10 Causes for Hospitalization by External Cause of Injury, Age Standardized Rate per 100,000, 2019 

External Cause of Injury 
Rate Per 100,000 

NH NE NI NW BC 

Fall 394.1 279.5 371.0 539.3 410.9 

Poisoning 159.4 113.9 147.4 222.3 96.5 

Motor vehicle - traffic 100.3 108.6 95.9 101.3 65.8 

Struck by/Against 75.8 70.3 65.2 100.8 40.7 

Motor vehicle – nontraffic 

(off road) 
50.2 66.7 46.1 43.5 16.6 

Unspecified 37.7 28.4 37.6 46.1 26.7 

Cut/Pierce 34.3 20.3 30.7 53.4 18.8 

Other specified 26.3 21.5 23.2 36.7 18.6 

Pedal cyclist - other 15.1 9.0 14.1 22.3 15.8 

Natural/Environmental 14.9 17.1 13.8 15.0 7.1 

Source: BCIRPU. iDOT, https://www.injuryresearch.bc.ca/idot.  Accessed August 13, 2024 

 

Cancer 

In NH the incidence rate for all cancers combined 525 cases per 100,000 population. The rate of new 

cancer diagnoses has shown a slight increase in the previous 10 years, from an incidence rate of 466 

cases per 100,000 population in 2011 (Figure 29). This trend is similar to the general trend for the rate 

of new cancer diagnoses in BC; however, NH rate increased at a faster rate than BC. 

https://www.injuryresearch.bc.ca/idot
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Figure 29. Cancer crude incidence rate (per 100,000 population) for all cancers combined in BC and Northern 

Health, 2011-2021. 

 

Since 2011, the rate of newly diagnosed cancers has been higher among males than females in both 

NH and BC.  In NH for 2021, the incident rate for males was 543 cases per 100,000 population. For 

females the incidence rate was 506 cases per 100,000 population.  The top five diagnosed cancers in 

NH for 2021 were lung, breast, colorectal/colon, bladder, and non-Hodgkin Lymphoma (Table 7).  When 

examining sex specific top five types of cancer for males were prostate, lung, colorectal/colon, bladder, 

and kidney.  For females the top five cancers were breast, lung, colorectal/colon, uterus, pancreas, and 

melanoma.  
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Table 7. Incidence Rate of New Cancer Diagnoses in Northern Health, British Columbia, 2021 

Cancer Type  
Rate Per 100,000 

Northern Health BC 

Lung  77.9  68.3  

Breast  72.9  82.5  

Colorectal 72.9 60.7 

 Colon  38.1  40.5  
 

Rectal  18.2 20.2 

Bladder (including in-situ)  24.9  31.2  

Non-Hodgkin Lymphoma  23.2  25.9  

Pancreas  21.5  19.8  

Melanoma (Skin)  19.9  27.3  

Kidney  19.9  18.1  

Leukemia  18.2  15.5  

Head and Neck  16.6  19.0  

Stomach  11.6  9.4  

Esophagus  9.9  8.6  

Thyroid  8.3  10.5  

Liver  8.3  9.1  

Brain  6.6  8.2  

Multiple Myeloma  6.6  8.5  

Hodgkin Lymphoma  3.3  2.6  

All Other Cancers  43.1  53.1  

Source: BC Cancer, Cancer Statistics Online Dashboard, 

http://www.bccancer.bc.ca/health-info/disease-system-statistics/cancer-

statistics-online-dashboard  

 

http://www.bccancer.bc.ca/health-info/disease-system-statistics/cancer-statistics-online-dashboard
http://www.bccancer.bc.ca/health-info/disease-system-statistics/cancer-statistics-online-dashboard
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Summary 
The above report provides a comprehensive overview of the health status of the population who live within the 

region of NH.  The report provides an overview of social determinants of health and health outcomes and 

disparities within the population.  Some key findings are: 

Demographic: 

• NH serves a diverse population of approximately 300,000, with a significant proportion identifying as 

Indigenous. 

• NH has a younger population compared to BC; however, the population is expected to age, with an 

increase in the proportion of individuals over 65 by 2034.  This demographic shift will require 

modifications in health service planning and resource allocation.  

Ethnic and Cultural Considerations: 

• The higher proportion of Indigenous people in NH compared to the rest of BC: Indigenous population 

often face unique health challenges and barriers to accessing care. 

o Indigenous populations in BC experience higher rates of chronic diseases, mental health, and 

injuries.  In addition, they have been severely impacted by the illicit drug toxicity crisis and 

COVID-19 pandemic reducing life expectancy by 6 years (FNHA & OPHO, 2024).   

o Addressing these disparities requires targeted interventions that are culturally sensitive and 

respectful of Indigenous traditions, beliefs, and practices.   

• NH has a lower proportion of non-Indigenous visible minorities and immigrants compared to BC. 

o Care needs to be taken to ensure that non-Indigenous visible minorities and immigrants in our 

region feel welcomed in accessing NH services by reducing potential language barriers, racism, 

bias, and discrimination  

Household and Housing Conditions: 

• NH has higher rates of single-parent families and dwellings requiring major repairs, which can impact 

health and well-being. 

Income, education, and employment: 

• NH experiences lower rates of high school completion and higher rates of individuals without post-

secondary education compared to BC. 

• Employment rates are similar to BC, but there are regional variations that need to be addressed to 

ensure economic stability and health security. 

• Approximately 10% of the total population in NH lives with low income, which is similar to the provincial 

average. 

• About 12% of children under 17 and 15% of older adults aged 65 and older in NH live with low income. 

These rates are comparable to those in BC. 

Access to Health Care: 



 

48 | P a g e  

 

• Equitable access to health care remains a challenge, particularly in rural areas. Efforts to improve 

physician attachment and access to primary care are crucial; however, attachment is only one aspect of 

accessing health care. 

• High percentages of NH residents report worsening access to health care, indicating a need for targeted 

interventions to improve health service delivery. 

Morbidity and Mortality: 

• Life expectancy in NH is five years lower than the provincial average.   

o Life expectancy decreased at a greater rate for females in Northern Health compared to BC. 

o This decrease may be related to the unregulated drug crisis that has impacted younger females 

at a higher rate in Northern Health compared to BC. 

• The rate of chronic diseases such as hypertension, mood and anxiety disorders, and COPD are prevalent 

in NH. The incidence rate of COPD is notably higher in NH compared to the rest of BC. 

• The top three reasons for hospitalizations in NH are COPD, substance abuse, and pneumonia. 

• Injuries are among the top three causes of death for people under the age of 60 in NH. 

• NH has higher rates of injury related hospitalizations of poisoning, motor vehicle - traffic and struck 

by/against compared to BC. 

• The rate of new cancer diagnoses in NH has shown 9% increase from 2012 to 2021. 

• The top five diagnosed cancer in NH for 2021 were lung, breast, colorectal/colon, bladder, and non-

Hodgkin Lymphoma. 

Recommendations 

To address these findings a comprehensive approach is needed.  This includes: 

• Enhancing health promotion and protection strategies that focus on promoting healthy lifestyle choices, 

mental wellness, and injury prevention.  This may include public campaigns that promote healthy 

behaviours, and regular health screening.  

• Advocate for legislation, regulations, and policies that support healthy built environment, and health 

promoting behaviours. 

• Work with Indigenous communities to develop culturally sensitive interventions and embed First Nation 

wellness approaches in policies, programs, and services to ensure equitable health outcomes.   

• Further the cultural safety and humility commitment made by NH including the elimination of 

Indigenous specific racism. 

• Improve data collection on ethnicity and Indigenous identity and health outcomes to identify disparities 

which would allow for targeted interventions effectively. 

• Develop data governance policies that include the use of ethnicity data including First Nations and Metis 

principles around data governance 

• Develop partnerships with communities, community organization and other stakeholders to address the 

health needs of the population 

• Additional work is needed to ensure acceptable access to health care services is available to people in 

the NH region.  

o Development of a robust monitoring system to identify gaps and areas for improvement. 
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By addressing these areas, Northern Health may increase health equity and improve the health of the population 

within their region. 
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Appendix A: Mechanism of Injury Definitions  
 

The specific IDC Codes for the injury categories can be found on the BC Injury research and prevention Unit, here  

 

  

https://www.injuryresearch.bc.ca/idot
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Appendix B:  Data Sources 

Name 
Update 
frequency 

Data Provider Link to Public (if available) 

Population 
Estimates and 
Projections 

Yearly BC Stats 
https://www2.gov.bc.ca/gov/content/data/statistics/people-
population-community/population/population-estimates 

Canadian Census 
of the Population 

Five Years 
Statistics 
Canada 

https://www12.statcan.gc.ca/census-recensement/index-
eng 

BC COVID19 
Speaks Round 2  BCCDC 

http://www.bccdc.ca/health-professionals/data-reports/bc-
covid-19-speak-dashboard 

BC Vital Events 
Measures 

Yearly 
Office of the 
Provincial 
Health Officer 

 

Vital Events 
(VISTA) 

Yearly 
Ministry of 
Health  

Your Health 
System 

Varies CIHI https://yourhealthsystem.cihi.ca/  

BCCDC Mortality 
Context App 

Monthly BCCDC https://bccdc.shinyapps.io/Mortality_Context_ShinyApp/  

Chronic Disease 
Dashboard 

Yearly BCCDC  
http://www.bccdc.ca/health-professionals/data-
reports/chronic-disease-dashboard 

Hospitalization 
Data 

Yearly 
Ministry of 
Health 

https://public.healthideas.gov.bc.ca/ 

Injury Data  BCIRPU https://www.injuryresearch.bc.ca/data 

Cancer Data Yearly BC Cancer 
http://www.bccancer.bc.ca/health-info/disease-system-
statistics/cancer-statistics-online-dashboard 

Unregulated drug 
deaths 

Approx. 
Monthly 

BCCDC  
http://www.bccdc.ca/health-professionals/data-
reports/substance-use-harm-reduction-dashboard  

Unregulated drug 
deaths 

Approx. 
Monthly 

BC Coroners 
Service 

https://www2.gov.bc.ca/gov/content/life-
events/death/coroners-service/statistical-reports  

 

https://www2.gov.bc.ca/gov/content/data/statistics/people-population-community/population/population-estimates
https://www2.gov.bc.ca/gov/content/data/statistics/people-population-community/population/population-estimates
https://www12.statcan.gc.ca/census-recensement/index-eng
https://www12.statcan.gc.ca/census-recensement/index-eng
http://www.bccdc.ca/health-professionals/data-reports/bc-covid-19-speak-dashboard
http://www.bccdc.ca/health-professionals/data-reports/bc-covid-19-speak-dashboard
https://yourhealthsystem.cihi.ca/
https://bccdc.shinyapps.io/Mortality_Context_ShinyApp/
http://www.bccdc.ca/health-professionals/data-reports/chronic-disease-dashboard
http://www.bccdc.ca/health-professionals/data-reports/chronic-disease-dashboard
https://public.healthideas.gov.bc.ca/
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