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FOREWORD
This publication presents the findings of a health survey
carried out in 2003 among households of Iiyiyiu Aschii 1 .
A similar survey had been undertaken in the region by
Santé Québec in 1991 (Santé Québec, 1994). Ten years
later, the Public Health Department of the Cree Board of
Health and Social Services of James Bay (CBHSSJB)
urgently required a new picture of its population’s state
of health. The purpose of the 2003 survey was to gather
up-to-date information on the region’s main health
problems and related factors in order to improve the
planning, administration, and evaluation of various social
and health programs.
According to the 2001 Public Health Act (Loi sur la
santé publique), Quebec’s public health departments
must periodically assess the health of their respective
populations. Since 2000-2001, the province’s sociosanitary regions – with the exception of Iiyiyiu Aschii
and Nunavik – have participated in the Canadian
Community Health Survey (CCHS) conducted by
Statistics Canada.
In 2003 the Public Health Department of Iiyiyiu Aschii
decided to take part in this vast project, which was
already under way across Canada, and initiated a CCHStype survey on its own territory (Statistics Canada,
2003). Because the CBHSSJB Public Health Department
is connected to the network of Quebec’s Department of
Health and Social Services (Ministère de la santé et des
services sociaux, MSSS), it was able to enlist the expert
assistance of the Institut national de santé publique du
Québec (INSPQ) in coordinating the analysis of the
results. Professionals drawn from Quebec’s health care
community and the Public Health Department of Iiyiyiu
Aschii, as well as academic experts in the field, were
given the task of drafting the publications. The analyses
include results on various aspects of health affecting
residents of Iiyiyiu Aschii and they also provide
comparisons with 1991 data from the region and 2003
data from the rest of Quebec (Santé Québec, 1994;
Statistics Canada, 2003). These analyses are relevant for
everyone concerned with the health of Iiyiyiu Aschii
residents (professionals, administrators, planners, and
researchers).
Ten publications were produced as part of this survey:
•

Demographic and social characteristics of the
population living in Iiyiyiu Aschii

•

Food habits, physical activity and body weight

1

2

Please note that the socio-sanitary region for the James Bay Cree
Territory is referred to by its Cree name, Iiyiyiu Aschii, throughout
this text.

•

Cigarette consumption

•

Lifestyles related to alcohol consumption, drugs and
gambling

•

Preventive practices and changes for improving
health

•

Health status, life expectancy and limitation of
activities

•

Injuries and transportation safety

•

Mental health

•

Use and perceptions of health services

•

Survey methods

A final publication, Survey highlights, offers a rapid
overall view of the health study's results.
Many people contributed to this study at every stage in
its progress. Particularly deserving of mention are the
roles played by Jill Elaine Torrie, Director of Specialized
Services, and Yv Bonnier-Viger, Director of Public
Health of the Cree Board, throughout the planning phase
and during operations on the field. Above all, we wish to
thank the Cree population for its remarkable level of
collaboration.
METHODOLOGY OF THE CANADIAN
COMMUNITY HEALTH SURVEY (CCHS),
CYCLE 2.1, IIYIYIU ASCHII, 2003
The survey was conducted during the summer of 2003
using a representative sample of residents aged 12 and
older from the nine communities in Iiyiyiu Aschii:
Chisasibi, Eastmain, Mistissini, Nemaska, OujéBougoumou, Waskaganish, Waswanipi, Wemindji, and
Whapmagoostui.
The original 1,000-person sample was randomly selected
from residents of private households in the region. The
final sample thus included both Aboriginal and nonAboriginal residents. Most interviews (85%) were
conducted in person during the summer of 2003 using
computer-assisted interview software. Individuals who
were absent during the first data collection period were
interviewed by telephone at the end of autumn 2003.
There was a high participation rate. Of the 646
households selected, 581 agreed to participate in the
survey (90%). Within these households, 920 of the 1,074
eligible individuals (86%) agreed to answer the
questionnaire, for a combined response rate of 78%. The
survey results were then adjusted based on the number of
people aged 12 and older from Iiyiyiu Aschii living in
private households, excluding residents of institutions
such as seniors’ homes. This survey does not include
Cree Board of Health and Social Services of James Bay
Institut national de santé publique du Québec
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children under the age of 12. All data presented in this
document have been weighted to allow inferences to be
made for the population as a whole.
However, it must be noted that the data are from a
sample and are therefore subject to a sampling error,
which must be taken into account. A coefficient of
variation (CV) was used to quantify how precise the
estimates were, and Statistics Canada’s cut-off points
were used to describe the precision of these estimates.
An asterisk (*) next to an estimate indicates high
sampling variability (CV between 16.6% and 33.3%).
Estimates with unacceptable precision rates (CV >
33.3%) or based on fewer than ten respondents have been
suppressed and replaced by the letter “U.”
Statistical analyses of comparisons among the sexes, age
groups and sub-regions were conducted at a threshold of
α = 0.05. Comparisons with the rest of Quebec were
standardized to take into account the differences in age
structure between the population of Iiyiyiu Aschii and
that of the rest of Quebec, and were conducted at a
threshold of α = 0.01 (Statistics Canada, 2003).
When the questions asked were similar, the results were
compared to those of a 1991 survey carried out in the
region (Santé Québec, 1994). In light of differences in
the samples between the two surveys, these comparisons
are only made among Cree aged 15 and older and have
been standardized to compensate for changes in the
population’s age structure. Only unadjusted rates are
presented in the text in order to avoid possible confusion
with the standardized rates.
More details on data processing are given in the abovementioned Survey methods report.

INTRODUCTION
Mental health is a key component of a population’s
health status. However, very few studies have addressed
this aspect of health among the Crees of Iiyiyiu Aschii or
other Aboriginal peoples in Quebec and Canada. As a
rule, mental health is considered from various angles
such as mental disorders, suicide, drug addiction or
community access to services (Barss, 1998; CCPS, 2002;
CSSSPNLQ, 2003; Laverdure & Lavallée, 1989). A
study dealing more specifically with hospitalisation rates
linked to mental health was conducted in Iiyiyiu Aschii
in the 1980’s. This study also included interviews with
mental health specialists. It showed that regional
problems had more to do with psycho-sociological
problems, essentially related to alcohol, violence,
delinquency or parent-child relationships, than with
serious pathologies (Laverdure & Lavallée, 1989). A
more recent study, conducted by Minde and Minde
among 1,000 Cree children referred by mental health
services, established a link between the educational level
of parents and the occurrence of psycho-sociological
disorders (Minde & Minde, 1995).
A distinction must however be made between the
concepts of mental health problems and mental disorders,
which are often used indiscriminately. The Quebec
Mental Health Committee (Comité de la santé mentale
du Québec - CSMQ) made this distinction back in 1994.
It defined a mental disorder as an identifiable disease,
such as major depression, that can be diagnosed and that
results in significant deterioration in the individual’s
cognitive, affective and relational capacities (CSMQ,
1994). On the other hand, mental health problems refer
to a series of difficulties stemming from the disruption of
the relationship between the individual and his or her
environment. From this perspective, mental health refers
to the psychological well-being of an individual at any
given time, as manifested in the person’s subjective level
of well-being, their exercise of mental skills, the quality
of their relationships and their capacity to adapt to their
environment (CSMQ, 1994).
People’s mental health is influenced by many factors that
can be grouped into different levels using a systemic
approach: the individual, their living environment, social
conditions, norms, values and dominant ideologies
(Bronfrenbrenner, 1979). Indeed, factors such as gender,
age, marital status, education level, type of community,
physical health status, excessive use of alcohol or drugs,
sense of community belonging, religious practice, the
community’s control of its own destiny, and the rate of
changes within the community can all have a negative or
positive impact on mental health (Blanchet et al., 1993;
Chandler & Lalonde, 1998; Simard & Proulx, 1995).

Cree Board of Health and Social Services of James Bay
Institut national de santé publique du Québec
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This publication examines various aspects of the mental
health of residents of Iiyiyiu Aschii, as recorded by the
2003 Canadian Community Health Survey (CCHS 2.1).
The following aspects have been selected: the prevalence
of reported mental disorders (such as mood and anxiety
disorders), the respondents’ self-evaluation of their
mental health, and consulting a health professional for a
mental health problem 2 . This publication also addresses
various elements linked to specific indicators of wellbeing, such as satisfaction with life, perceived happiness,
the ability to deal with unexpected events, sources of
stress and ways of attenuating their impact.

with self-rated happiness (Massé et al., 1998).
Assessment of one’s satisfaction with life in this survey
stems from the General Health module. Answers were
dichotomized into two classes: “very satisfied or
satisfied” and “neither satisfied nor dissatisfied or
dissatisfied”. Data pertaining to perceived happiness
were drawn from the Health Utility Index module.
Answers were dichomomized into people who were
“happy and interested in life” or “somewhat happy” and
people who were “somewhat unhappy”, “unhappy, with
little interest in life” and “so unhappy that life is not
worthwhile”.

METHODOLOGICAL ASPECTS

Data pertaining to the ability to deal with unexpected or
difficult events comes from the Stress module. The main
source of everyday stress is indicated and a series of
questions help assess the various strategies used to deal
with stress.

The prevalence of certain mental disorders diagnosed by
health professionals and reported by respondents is
drawn from the Chronic Conditions module. The module
collected information on mood disorders (depression,
bipolar disorder, mania and dysthymia) and anxiety
disorders (phobia, obsessive-compulsive disorder, and
panic disorder). These disorders had to be diagnosed by a
health professional and be long lasting, that is to say
present for the last six months or expected to last for six
months.
Respondents’ views of their own mental health were
measured by a question in the General Health module.
This question, originally developed for the U.S. National
Comorbidity Study (Kessler et al., 1994), has since been
used in other mental health studies conducted in Ontario
and Quebec (Légaré et al., 2000; Lesage et al., 1994;
Offord et al., 1996). Self-assessments of health have
been linked to reported morbidity, diagnosed morbidity,
use of health services, use of medication, functional
disabilities, and activity limitation (Levasseur, 1995).
The information on consultations with professionals for a
mental health problem is drawn from the Contacts with
Mental Health Professionals module and relates to
having consulted a general practitioner, a psychiatrist, a
psychologist, a nurse or a social worker in the 12 months
preceding the survey.
Furthermore, the levels of satisfaction with life and
perceived happiness were two additional indicators used
to assess the positive aspects of one’s mental health.
While correlated to psychological distress, there is a
distinctive aspect to being mentally healthy. Indeed,
some authors interpret good mental health as an overall
indicator of quality of life or satisfaction with life, along
2

4

Given the differences in data administration and non-response
management, which disallowed any comparison to data from the
1991 survey and for the rest of Quebec, psychological distress, which
was assessed in the 1991 survey, has not been retained.

SCOPE AND LIMITATIONS OF THE DATA
The section on chronic health care problems does not
include all mental disorders that may affect an
individual. As previously mentioned, it is limited to
mood and anxiety disorders. The true number of persons
affected by such disorders may also have been
underestimated as only cases diagnosed by a health
professional have been reported. Anyone who did not
consult a health professional—whether for personal
reasons or as a result of limited regional access to
services—has thus been excluded (Lin et al., 1996).
According to recent studies conducted in Canada, less
than half (43%) of depressed individuals have discussed
their symptoms with a health professional. An even
smaller proportion (23%) have actually been treated
(Diverty & Beaudet, 1997; Patten, 2002). There is no
indication of under-diagnosis in regards to anxiety
disorders. Such disorders are however subject to recall
bias, not only among older people who were diagnosed
many years ago but also among those who choose not to
mention such problems. Furthermore, some individuals
choose not to report such disorders, fearing an
unfavourable reaction among their entourage.
Issues pertaining to one’s own perception of mental
health, happiness, or satisfaction with life, can also be
subject to a social desirability bias, resulting in more
positive reports.
Finally, issues pertaining to contacts with a health
professional for a mental health problem could have been
under-reported as a result of limited access to mental
health services in isolated regions such as Iiyiyiu Aschii,
and of the privacy constraints associated with these
services in small communities.

Cree Board of Health and Social Services of James Bay
Institut national de santé publique du Québec
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RESULTS
PREVALENCE OF SPECIFIC MENTAL DISORDERS
This survey focused on two types of common disorders,
i.e. mood and anxiety disorders. These disorders had to
be diagnosed by a health professional and last for a
minimum of six months.

and education level 4 , as more people of higher education
level report having “excellent or very mental good
health” (data not shown).
Figure 1
Perception of one’s mental health by age group (%),
population 12 and over, Iiyiyiu Aschii, 2003
Excellent or very good

Good

Fair or poor

70

Overall, 4.7% of the regional population 12 and older, or
roughly 480 residents, reported suffering from a mood
disorder (Table 1). No significant variations were
observed by gender or sub-region 3 , although there was
some tendency for the rates to be slightly higher among
residents of the inland communities (data not shown). As
for anxiety disorders, these affected 2.9%* of people 12
and over, or roughly 300 Iiyiyiu Aschii residents, with no
variation based on gender or place of residence. The
prevalence of mood and anxiety disorders in the region is
no higher than in the rest of Quebec (Table 1).
Table 1
Proportion of chronic mental disorders, by type of
disorder (%), population 12 and over, Iiyiyiu Aschii and
the rest of Quebec, 2003a
Iiyiyiu Aschii

Rest of Quebec

Mood disorders

4.7

3.8

Anxiety disorders

2.9*

3.8

a

Crude rates.
* Imprecise estimate. Interpret with caution (CV between 16.6% and
33.3%).
Source: CCHS 2.1 - Iiyiyiu Aschii and rest of Quebec, 2003.

PERCEPTIONS OF MENTAL HEALTH
Overall, 53% of Iiyiyiu Aschii residents describe their
mental health as “excellent or very good health”, 39% as
“good”, and 8% as “average or poor” (Figure 1).
Perceived mental health does not vary significantly based
on gender, employment status, or language spoken at
home. It does however seem to vary with age, as more
people 45 and over than any other age group reported
being in good mental health. There also seems to be a
correlation between the perception of one’s mental health

* The asterisk (*) indicates a rough estimate (CV between 16.6% and
33.3%); these data are to be interpreted with caution.
3
The region of Iiyiyiu Aschii has been divided in two sub-regions for
comparison. The coastal sub-region includes the villages of
Chisasibi, Wemindji, Eastmain, Waskaganish and Whapmagoostui
while the inland sub-region includes Nemiscau, Mistissini, OujéBougoumou and Waswanipi.
Cree Board of Health and Social Services of James Bay
Institut national de santé publique du Québec

61,0
60

Pourcentage

50

53,2
47,3 46,0

43,8

52,5

46,2
39,4

39,4

40

30,8
30
20
10

6,7*

10,0*

7,4*

8,3*

8,1*

0
12-19 yrs

20-29 yrs

30-44 yrs

45 yrs and +

Total

Age group

* Imprecise estimate. Interpret with caution (CV between 16.6% and
33.3%).
Source: CCHS 2.1 - Iiyiyiu Aschii, 2003.

Compared to other Quebecers, a smaller number of
Iiyiyiu Aschii residents report being in “excellent or very
good” mental health while more of them report being in
“fair or poor” mental health. These gaps are seen in both
men and women and in all age groups.
Perception of one’s mental health does seem to vary
based on place of residence. A significantly greater
proportion of inland residents than coastal residents
report being in “fair or poor” mental health (12% vs.
6%*). In line with studies conducted elsewhere in
Canada, there is a close relationship between selfevaluation of one’s mental health and perception of one’s
physical health. Only 4% of people who deem
themselves to be in “excellent or very good” physical
health reported being in “poor” mental health. That
proportion reaches 30% among those who deem
themselves to be in “fair or poor” physical health (data
not shown).
Finally, respondents’ perception of their mental health
appears to be linked to certain lifestyle habits and to
religious affiliation. We note that people who admit to
having used marijuana or cocaine in the previous year
are more likely to describe their mental health as “fair”
or “poor” (Table A1, Appendix). A similar pattern
4

Education level is defined according to number of years of schooling.
The “lower” education level means less than 7 years (less than a
secondary 1). The “middle” education level means 7 to 11 years
(completed some or all of high school). The “higher” education level
means 12 years or more (at least some college or other postsecondary
education).
5
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applies to alcohol consumption: those who report
frequent drinking have a more negative perception of
their mental health. These associations may be an effect
of age, since young people are more likely than others to
consume drugs and alcohol. Conversely, religious
affiliation seems to have a positive effect on mental
health. Thus, fewer residents who consider spiritual
values as important in their daily lives report being in
“fair or poor” mental health. People who say they have a
religion also seem to be in better mental health, although
this relationship does not reach statistical significance at
the α = 0.05 threshold (Table A1, Appendix).
CONSULTING FOR A MENTAL HEALTH PROBLEM
Overall, 9% of residents 12 and over reported having
consulted a health professional for an emotional or
mental health issue in the 12 months preceding the
survey (Table A2, Appendix). The majority of them
reported seeing a psychologist (65%), while the
remainder were split in roughly equal proportions
between consultations with a family doctor (21%), a
social worker (20%) or other professional (19%).
Given the small number of people who reported having
consulted a health professional for a mental health
problem, few significant differences between age groups
can be detected (Table A2, Appendix). But some patterns
similar to those noted with self-rated mental health do
emerge. For instance, more inland than coastal residents
tend to consult for a mental health problem. People of
lesser education attainment and those who speak Cree at
home also tend to consult a mental health professional on
a more frequent basis. Furthermore, a greater proportion
of people who deem themselves to be in “fair or poor”
mental health consult health professionals for a mental
health problem as compared to those who report being in
“good or excellent” mental health (Table A2, Appendix).
Overall, the proportion of residents who consulted a
professional in regards to their mental health is no
different than in the rest of Quebec.
INDICATORS OF PSYCHOLOGICAL
ASSOCIATED WITH MENTAL HEALTH

WELL-BEING

Two indicators of well-being—level of satisfaction with
life and perceived happiness—are usually associated
with good mental health. The vast majority of Iiyiyiu
Aschii residents, or nearly nine out of ten (88 %), report
being either “satisfied or very satisfied” with their life in
general (Table A3, Appendix). Although more men then
women report being satisfied (92% vs. 85%), there are
no differences between age groups. People living in
coastal areas tend to be more satisfied with their lives
than people living in inland areas (92% vs. 83%). But
there is no significant difference in satisfaction with life
6

based on education level, marital status or language
spoken at home. Although the difference is slight, a
significantly smaller proportion of Iiyiyiu Aschii
residents 12 and over reported being satisfied (or very
satisfied) with their social life than in the rest of Quebec
(data not shown). A more refined analysis does however
reveal that the difference applies only to women and
young people in the 20 to 29 age group (data not shown).
When asked to describe their level of perceived
happiness, nearly all respondents (94%) report being
“happy or fairly happy” (Table A3, Appendix). Although
the level of perceived happiness does not vary by gender,
teenagers (12 to 19) appear to be less happy than their
elders. While there is no significant difference based on
residential sub-region, education level or marital status,
people who speak some other language than Cree at
home seem to be somewhat happier (98% vs. 93%). The
level of perceived happiness among teenagers and people
30 to 44, regardless of gender, appears to be slightly but
significantly lower in the region than in the rest of
Quebec (data not shown).
ABILITY TO ADAPT TO STRESSFUL EVENTS
One question assessed respondents’ perceived ability to
deal with unexpected events, i.e. events usually
considered stressful. Overall, half (49%) of residents 12
and over described their ability to deal with unexpected
events as “excellent or very good” while another 14%
described it as “fair or poor” (Table A4, Appendix).
More men than women reported being able to deal with
stressful events (53% vs. 44%). This ability to cope with
stressful events seems to improve with age, increasing
from 40% in teenagers to 60% in people 45 and over.
The ability to adapt to unexpected events is closely
related to education level, increasing from 39% among
people of lower education level to 62% among people of
higher education level. Marital status also has an impact
on the ability to adapt, as single people are less able to
adapt to unexpected events. In contrast, separated,
divorced or widowed individuals show the greatest
ability to adapt. This correlation may very well be linked
to age, as a majority of single people are young
individuals. There also seems to be a link between the
ability to adapt and the language spoken at home. People
who speak another language than Cree at home tend to
have a greater ability to adapt to unexpected events (45%
vs. 61%). Finally, a greater proportion of Iiyiyiu Aschii
residents under 45 than other Quebecers of the same age
group rate their ability to adapt to unexpected events as
“excellent or very good”. There is no statistical
difference among people 45 and over (data not shown).

Cree Board of Health and Social Services of James Bay
Institut national de santé publique du Québec
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A series of questions were aimed at identifying the main
sources of stress among people who reported being
stressed (Figure 2). The main sources of stress are, in
decreasing order: family care and responsibilities (32%),
work, school and financial security matters (26%),
overall lack of time (16%), personal state of health (5%)
and other factors (21%). A breakdown of the data
indicates that women are more likely than men to cite
family care, security and responsibilities as their top
source of stress. In contrast, more men report financial
security, employment and school as their main source of
stress. Other sources of stress do not vary based on
gender (data not shown).

Table 2
Strategies used (often or sometimes) to deal with
stressful events (%), population 12 and over, Iiyiyiu
Aschii, 2003

Figure 2
Main sources of stress (%), population 12 and over,
Iiyiyiu Aschii, 2003
Financial security,
employment, school;
25.7

Family care,
security,
responsibilities; 31.9

Health status; 5.4
1

Other; 20.8

Lack of time; 16.2

Total

Men

Women

Looking on the bright side of
things

90.8

90.1

91.5

Doing something enjoyable

89.3

88.3

90.4

Trying to solve the problem

86.5

85.9

87.1
1

78.0

1

Talking to other people

73.9

69.8

Waiting for the situation to go
away

68.8

61.1

1

76.7

1

Praying or seeking spiritual help

66.4

60.9

1

72.1

1

Blaming oneself

57.4

55.0

Smoking more than usual

50.8

45.6

Avoiding other people

49.6

50.1

59.8
1

56.8

1

49.2
1

50.3

1

Eating more or less than usual

41.3

32.6

Exercising

39.3

42.6

Sleeping more than usual

34.1

31.7

Drinking alcohol

18.0

20.7

1

15.2

1

Using drugs or medications

11.8

14.2

1

9.3

1

36.0
36.7

Estimates with the same exponent are significantly different at
threshold α = 0.05.

Source: CCHS 2.1-Iiyiyiu Aschii, 2003.

DISCUSSION AND CONCLUSION
Source: CCHS 2.1-Iiyiyiu Aschii, 2003.

Many strategies are used to deal with stressful events.
Respondents were asked to identify which coping
strategies they usually use, based on a list of 14 provided
in the survey (Table 2). The three most frequent ways of
dealing with stress were looking on the bright side of
things (91%), doing something enjoyable (89%), and
trying to solve the problem (87%). Similar proportions of
men and women reported using these three coping
strategies. Following those three choices were strategies
such as talking to others (74%), waiting for the situation
to go away (69%) and praying or seeking spiritual help
(66%), with in this case a significantly greater proportion
of women adopting such behaviours. More than half of
respondents also reported blaming themselves (57%),
smoking more than usual (51%), or avoiding contact
with other people (50%). More than one third of
respondents —particularly women— reported behaviours
such as eating more or less than usual (41%) or sleeping
more than usual (34%). Finally, coping behaviours
linked to alcohol (18%) and use of drugs or medications
(12 %) came in last, with more men than women
reporting such behaviours.
Cree Board of Health and Social Services of James Bay
Institut national de santé publique du Québec

The study’s findings echo those of the 1989 survey
conducted by Laverdure and Lavallée: although Iiyiyiu
Aschii residents quite often report mental health issues,
in the broad sense of an imbalance between the
individual and his or her environment, mental
pathologies are infrequent. Prevalences of mood
disorders (depression, bipolar disorder, mania,
dysthymia) and anxiety disorders are relatively low and
comparable to those seen elsewhere in Quebec. This is
interesting given that several other Canadian surveys
indicate that First Nations people suffer from higher rates
of depression and distress than other Canadians (FNRHS,
2005; Tjepkema, 2002; CSCR, 1998). The regional
shortage of health professionals may explain, at least in
part, the low rates of diagnosed mental disorders in
Iiyiyiu Aschii. It has however been established that death
by suicide, which is quite often imputable to mental
disorders, is relatively rare in the region and is in fact
significantly less frequent than in other Canadian native
communities. Furthermore, the 1991 survey did not
establish any difference between Iiyiyiu Aschii and the
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rest of Quebec regarding reported suicidal thoughts
attempts (Barss, 1998; Boyer, Préville, & Légaré, 1994).
Overall, 53% of Iiyiyiu Aschii respondents deemed
themselves to be in “excellent or very good” mental
health. As noted among other populations, not only do
older people tend to report being in good mental health,
they also seem quite adept at dealing with stressful and
unexpected events (Légaré et al., 2000; Stephens et al.,
1999; Tousignant, 1998). People of higher education
level, people for whom spiritual values are important,
and people with a religion also tend to enjoy better
mental health. This is consistent with prior studies
suggesting that religious affiliation might offer some
protection against suicidal impulses (Boothroyd, 1998).
Conversely, a greater proportion of people who drank
alcohol on a regular basis, or used marijuana or cocaine
during the year had a negative perception of their mental
health. This trend, which has also been observed in
previous studies (Boothroyd, 1998; Boothroyd et al.,
2001) could to some extent be age-related.
The results of this survey do not show any link between
perception of one’s mental health and employment
status. Yet, according to the Enquête sociale et de santé,
a Quebec survey conducted in 1998, the mental health of
unemployed people, students and homemakers was not
as good (Légaré et al., 2000). This link, highlighted in
the 1998 study, could stem from an existing health
problem preventing an individual from engaging in
employment. Fewer job opportunities in the region and
the practice of traditional activities, not always
considered regular employment, could explain the lack of
relation between employment and mental health
perception in the present survey.
Generally speaking, fewer Iiyiyiu Aschii residents than
other Quebecers report being in “excellent or very good”
mental health. Yet the rates of serious mental disorders
and of consulting a health professional for a mental
problem are similar to the Quebec average. Local
residents may simply perceive mental health in a
different way and/or have reported their mental health
self-evaluation differently in the questionnaire.
Some of the reported mental health problems could be
linked to the fast pace of acculturation in the region since
the 1950’s, which increased even further after the
ratification in 1976 of the James Bay and Northern
Quebec Agreement. Not only were entire communities
relocated as a result of flooding from the hydroelectric
dam, but local people had to relinquish their hunting and
fishing lifestyle (which placed a high value on past
experience), and replace it with lifestyle based on
salaried employment, (for which education, rather than
experience, is valued). Formerly isolated communities
8

were integrated into the Quebec road network, leading to
more frequent and sudden contact with non-Cree culture.
Some residents gained access to services such as
television and the Internet for the first time (Torrie et al.,
2005).
This rapid acculturation process could to some extent
explain the reports of poorer mental health and more
consultations for mental health problems in the inland
communities compared to the coastal ones. Simard and
Proulx (1995) suggest that the more limited and gradual
process of contact with once-isolated coastal
communities allowed them to “more calmly welcome the
southern winds of change”, leading to better integration
and fewer psycho-social problems (Simard & Proulx,
1995). An alternative explanatin for the higher rates in
inland communities could be the greater access to mental
health professionals within these communities.
Curiously, there seems to be little relation between
mental health (or consulting a professional for mental
health problems) and two indicators of well-being,
namely satisfaction with life and perceived happiness. As
reported by Massé and collaborators (Massé et al., 1998),
these indicators could be entirely distinct concepts. One
also wonders whether the questions, as worded, were
able to distinguish between different levels of happiness
and satisfaction, since the vast majority of respondents
(nearly 90% of them) reported being happy and satisfied
with life.
If on average, Iiyiyiu Aschii residents do report being in
poorer mental health than other Quebec residents, they
nonetheless report good ability to deal with unexpected
or stressful events. As a matter of fact, young adults in
Iiyiyiu Aschii seem better able to cope than their Quebec
counterparts. This ability to deal with unexpected events
is linked to education and increases with age.
Family responsibilities are the main source of stress in
the region, particularly among women. The main
strategies used by Iiyiyiu Aschii residents of both sexes
to deal with stress are looking on the bright side of
things, doing something enjoyable, and trying to solve
the problem. There are however some differences in the
way men and women deal with stress. More men turn to
alcohol or drugs while more women turn to eating more
or less than usual, talking to others, seeking spiritual
help, or simply waiting for the problem to go away.
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KEY ISSUES
•

•

•

•

The prevalence of mental disorders in Iiyiyiu Aschii
is 4.7% for mood disorders and 2.9%* for anxiety
disorders. Theses rates are similar to those noted
elsewhere in Quebec.
A slight majority of residents (53%) reported being
in “excellent or very good” mental health while
another 39% reported being in “good” mental health,
and 8% in “fair or poor” mental health. Having a
positive perception of one’s mental health seems to
be linked to age, education, physical health and
spiritual beliefs.
More residents from inland communities than
coastal reported being in “poor” mental health
and/or having consulted a health professional for a
mental problem. It is unclear whether this stems
from a true variation in mental health between the
two regions, or simply from different perceptions of
mental health or differential access to mental health
professionals.
The vast majority of respondents reported being
happy and satisfied with life. But there seems to be
little relation between these variables and the
perception of one’s mental health.

•

One out of every two respondents reported having
an “excellent or very good” ability to deal with
unexpected problems.

•

For women, family care and responsibilities are the
main source of stress. In contrast, men are stressed
by employment, schooling or income security issues.

•

Generally speaking, men and women use similar
strategies to dealt with stress, namely looking on the
bright side of things (91%), doing something
enjoyable (89%), or trying to solve the problem
(87%).
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APPENDIX
Table A1
Overall perception of mental health, based on specific variables (%), population 12 and over, Iiyiyiu Aschii, 2003
Excellent or
very good

Good

Fair or poor

52.5

39.4

8.1

53.8

40.4

5.8*

38.0

1

Total
Sub-region
Coastal
Inland
Used marijuana, cannabis, hashish in
the last 12 months
Yes
No
Used cocaine or crack in the last 12
months
Yes
No
Alcohol consumption rate in the last
12 months
Once a week or more

50.6

1

11.5

47.7

2

14.1*

1

37.4

2

3

1

46.1

13.5*

53.8

1

39.0

7.3

44.9

1

46.0

38.2
56.5

40.4

2

6.1

1

3

9.1*

1 to 3 times a month

50.3

40.1

9.6*

Less than once a month

49.7

41.4

8.9*

No consumption

58.4

1

34.9

2

6.6*

1

34.9

2

7.4

1

46.4

2

8.3*

Spiritual values important
Yes
No

57.7
45.3

Religious affiliation
Yes

55.5

37.5

7.0

No

45.9

43.5

10.6*

* Imprecise estimate. Interpret with caution (CV between 16.6% and 33.3%).
1,2,3
Estimates with the same exponent are significantly different at threshold α = 0.05.
Source: CCHS 2.1-Iiyiyiu Aschii, 2003.
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Table A2
Having consulted a health professional over the last 12 months, based on some variables (%), population 12 and over,
Iiyiyiu Aschii, 2003
Consultation
Total

8.8

Age group
12-19 years
20-29 years

5.5*
10.0

30-44 years

9.4*

45 years and over

9.4*

Sub-region
Coastal
Inland
Education

7.9*
10.2

Lower level

9.8

Middle level

9.2*

Higher level

8.1*

Language spoken at home
Cree

9.2

Other

7.1*

Perception of one’s mental health
Excellent / Very good
Good
Fair / Poor

8.6*
7.6*
14.7*

* Imprecise estimate. Interpret with caution (CV between 16.6% and 33.3%).
Source: CCHS 2.1-Iiyiyiu Aschii, 2003.
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Table A3
Psychological well-being indicators (overall satisfaction with life, perceived happiness) based on specific variables (%),
population 12 and over, Iiyiyiu Aschii, 2003

Total

Overall satisfaction with life
(very satisfied, satisfied)
88.4

Perceived happiness
(happy, somewhat happy)
94.1

Gender
Men

91.6

1

94.6

Women

84.9

1

93.5

Age group
1,2

12-19 years

91.0

90.0

20-29 years

84.2

95.4

1

30-44 years

89.4

93.6

45 years and over

88.5

96.2

2

Sub-region
1

94.9

1

92.8

Coastal

92.1

Inland

82.8

Education
Lower level

86.0

93.5

Middle level

91.0

93.2

Higher level

90.2

95.8

Married, common law spouse

86.9

95.0

Single, never married

91.2

93.2

Separated, divorced, widowed

83.1

91.6

Cree

87.9

93.1

1

Other

90.2

97.7

1

Marital status

Language spoken at home

1,2

Estimates with the same exponent are significantly different at threshold α = 0.05.

Source: CCHS 2.1-Iiyiyiu Aschii, 2003.
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Table A4
Perception of one’s ability to deal with unexpected problems, based on specific variables (%), population 12 and over,
Iiyiyiu Aschii, 2003

Total

Excellent
or very good
48.6

Good

Fair or poor

37.3

14.1

Gender
Men
Women

52.6

1

34.0

1

13.4

44.4

1

40.8

1

14.8

1,2

44.9

1,2

15.3*

3,4

45.5

3,4

17.9

1,3

14.7

2,4

10.4*

Age group
12-19 years
20-29 years

39.8
36.5

1

30-44 years

50.5

34.8

1,3

45 years and over

59.1

30.6

2,4

Coastal

51.1

37.3

11.6

Inland

45.0

37.3

17.7

1

Sub-region
1
1

Education
39.4

1

43.2

Middle level

51.9

1,2

35.8

Higher level

61.5

1,2

29.8

54.1

1

31.8

Single, never married

38.0

1,2

47.6

Separated, divorced, widowed

61.6

2

27.0*

Cree

45.4

1

39.2

1

Other

60.8

1

30.4

1

Lower level

1

17.4
12.4*

1

8.6

*

Matrimonial status
Married, common law spouse

14.1
1

U
1

14.3

Language spoken at home
15.5

1

8.8*

1

Estimates with the same exponent are significantly different at threshold α = 0.05.
* Imprecise estimate. Interpret with caution (CV between 16.6% and 33.3%).
U Unpublished data (CV > 33.3% or fewer than 10 respondents).
1,2,3,4

Source: CCHS 2.1-Iiyiyiu Aschii, 2003.
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