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ABSTRACT

i !

An epidemic of infanti gastroenteritis among native

e 4
people in northwestern Qu

ec highlighted problems in water
and Inuit villages. The gastroenteritis, associated with
Escherichia Coli 0111:K58, affected a majority of infants
in some villages. At least eighty children were hospital-
ized, ;any for prolonged periods, with half requirgng re-
ferral to pediaéric centres. There were seven known deéths.

Epidemiologic and clinical aspects of this epidemic are dis-

cussed.

The medical, administrative, and political responées to
the epidemic among the Cree highlighted problems in the re-
lationship of the Cree—run Regional Board of Health and Social
Services with its university based consultants and with the
federal and provincial govermments. Similar problems can be
expected where other autonomous native®health services are
established. They suggest the need for closer collaboration
between such services and their consultants, particularly in

¥

the field of community health.
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fh
Une é&pidé&mie de gastro-enté&rite infantile survenue </:hez

les autochﬂtones du nord-ouest du Québec a mis en &vidénce des

. f
problémes dans l'alimentation gan/eau potable, dans l',él;i.mina—
4 ’ .

tion des”d.écl}ets et dans l'hyg?éne personne’l,les‘ de/ji/ v?gllages
cris et inuits. Dans ce;'tains v/illages,/ia majoxjité{ des
enfant;‘» ont €t& atteints par cette épidémié de géstroenté’rite
r.eli#e au Eschérichia Coli 0111:K58. Au moins ’éuatre—vingts
enfﬁnts ont €t& hospitalisé&s, plusieurs pour une période pro-
longée. La motié d'entre eux ont &té& référés dans des
hopitaux pédiatriques. Sept décés ont &té enregistrés, Les
/

aspects épidémiologiques et cliniques de cette épidémie sont

‘ discutés dans le présent exposé&. La réaction des milieux

médical, administratif et pE)litique a cétte épidemie a sou-
levé‘les problémes cui existent dans les rapport entre le
Conseil R&gional de la Santé et des Services Sociauc dirigés
ﬁar les cris, les consultant universitaires et les gouverne-
ments fédéral et provincial. On peut s'attendre a faire face
d des problémes semblables 13 ol d'autre services de santé
autonomes seront établis chez les autochtones. Une colla-
boration plus é&troite entre ces services et les consultants

gui y sont rattachés est, donc, nécessaire et ce, plus

»
particuliérement,dans le domaine de la sant& communautaire.
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LOCALISATION DES COMMUNAUTES
AMERINDIENNES ET INUIT DU QUEBEC
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‘Board established an agreement with the ‘Bepartmeént of

, volvement of the academic medical centre with the autonomous

1 was signed

//:The James ﬁay and Northern Québec Aéreement
in November 1975 by.the .Cree and Inqst of Québec and the
governments of Québec and Canada. It was one of the first
1érge séale native land claims settlements in North
America and was stimulated by Québec's interest in the

hydroelectric petential of its northern rivers. One of its

- most interesting, asbects was the establishment of Cree and

. . 5 \ .
Inuit control of their own schools, health and social ser-

vices, and other local services. '
v . Q .

As excellent as this pfiﬁciplé is, %here have been many
problems related to its implementation in, among others,
the health sector. These include inadequate financial sup-
port, a shortage of local peoplg/with adequate training and
experiepcewin administration, and the inexperience of the
Québec government in the problems of native Canadians. IX

carrying out its responsibility, the Cree Regional Health

Community Health of the Montreal General Hospital (a McGill
teaching hospital) to coordinate community health programs

~-and to provide certain other medical services.

In the spring of 1980, infants in two Inuit villages on
Hudson Bay suffered from a rather-severe gastroenteritis
that spread to other fnuit and Cree communities. The re-
sponses of the various hgenéies that have some responsibil-
ity in the Cree territory highlight many of the problems of
health serViées for the Cree. 1 believe that these problems
demonstrate the need for a different and more active in-

»

pee
=

native health board.

¥

My own .involvement started from my, work. on the Inuit-
Indian liaison compiittee of the Montreal Children's Hospital
that received most of the severely affected infants. I was

[



a member of a team of physicians and environmentai officers
sent by the Québec Miniséer of Social Affairs to visit two
Cree villages after public pressure from the Cree. After
writing the medical report of that visié, I worked for the
Cree Health Board as a consultant for their program of im-
plementation of the recommended short-term measures. I was
later -asked by the Ministry of Social Affairs to prepare a
full epidemiologic report (albeit retrospective) of this
epidemic, a study of the type they had been urged to unde{-

\

take many months earlier.

That report, including some "traditional" infectious .
disease epfdemiology and specffic policy recommendaéions, *
forms the core of this thesis. To it, I have appended four
earlier reports that I had wﬁﬁtten - the first two for the
medical-environmental visit and the second two directly for
the Cree Health Board. These were all used in preparing

the larger study.

To set this case in context, I first sketch a brief and
general background of northern health services and~the role
of university medical centres (based mainly on secondary |
sources and only published accounts of university programs).
I also give a more-detailed history of the Cree Health Board
“and its relationship with the Department of Community Health
of the Montreal General Hospital. - : ” \

’The report itself is followed by a chrohology of thé med-
‘iéél, administrative and political responses to the epi- v
demié. Finally I look at scme of the broader issues to
emerge from this experience that were not explored in the

P @

report itself.
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NATIVE HEALTH SERVICES IN NORTHERN CANADA

1)

Health Problems

The particular health problems of native peo-

ple in northern Canada have several sources.

a) Contact with white people from Europe and
the south introduced communicable diseases
(especia11§ tuberculosis, measles, whobp—
ing cough, and gonorrhea) to which the
pdpuiation had not been preViously ex-

N poséd and was exceedingly susceptihle.zn4

b) The establishment of outposts of southern
culture and technology in £he north have
had a revolutionary effect on behaviour
of northern people. In place of small

bands of nomads following migratory herds, .

larger permanent settlements have been es—
tablished. These have facilitated the
spread of disease. They have undercﬁt
many of the traditionai values of Indian
and Inuit society that formed the basis of
a very tenuous balance with a very harsh

physical environment. > ®

Widespread ex-
Al 4 e N R

cessive alcohol consumption and an in-

crease in violence are particularly dra-

. matic. /

c) The economic status of northern people has
been very low. With tradiiional sources
of livelihood less prevalent and the ab-
sence of indigenous modern enterprise,

hese communities are generally not eco-
C;ynically self-sustaining. In addition,

there has been a lag between the abandon~ _

ment of traditional life patterns and the

W

»
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provision of modern services. The
permanent settlements ‘typically have
inadequate housing and poor sanita-

tion.

The effects of these problems are seen in
various vital statisti?s. Although the infant
mortality rate (death of infants under one year
of age per 1000 live births) among registered
Indians in Canada has decreased about threefold
in the last twenty years, it remains about twice
as high as the national rate (26.5 vs 13.5 in
1978).7 With regard to native people. in more
remote regions, the rates are even higher (43.9
for Indians in the Northwest Territories (3wWT) ,
37.5 for NWT Inuit in 1979).~8 Life expectancy
tables for the various native groups and the
territories are not constructed by Statistics <
Canada because of the small population.9 Age
adjusted mortality rates (death per 1000 popu-
lafion adjusted to a common age distribution for
purposes of comparison) were not readily avail-
able for Indians and Inuit as ethnic groups.

The rate for the NWT (population: 18% Indian,
34% Inuit, 48% other - white and Métis)8 is
similar to the national rate (5.9 vs 6.2 in
1978).10'11
iuries éﬂﬁ violence comprised 32% of all deaths
fn the NWT versus 9.6% of all deaths in Canada.
Within this group, suicides comprised 11.7% of

However deaths by accidents, in-

rall deaths in NWT versus 1.4% of all deaths in

Canada.lo'll o ‘

Although the gfeatest impact on these health
problems will come from social change, the nar-
rower issue of medical services poses its own

5

— . —_




probiems. fmprovements in communication ‘and

transportaﬁion have helped to overcome some of )

the problems of geography. Nonetheless, small ‘ ~
communities Separated by large distances in a \v
severe climate still challengé the organization

”

of medical services.

History of Northern Medical Services

The earliest health services in.the NWT and
other remote northern regions (northern Québec,
northern Ontario, etc) were provided by mission- |
aries, genérally Anglicaﬁ or Roman Catholic be- “
binning in the last quarter of the nineteenth
century.12 (Moravian missionaries provided
medical senviqps to coastal Labrador until the
Grenfell Assééiation took over this role in
1900,13) Missionaries continued to provide the
bulk of the services in the NWT until the mid- . .

>

twentieth century. *

The federal governmeﬁz first became. involved
by recruiting physicians to staff mission hospi-
tals in the 1920's and 1930's. The thirtiesfwere
marked by devastating epidemics in the north of
tuberculosis, measles, whooping cough, and -in-
fluenza. The government responded by beginning
construction of iﬁs own network of nursing sta-
tions from the 1940's on. These services were
administeréd by a branch of the Department of
Mines and Resources from 1936 to 1945 when they” . \5
wefe transferred to the newly organized Department
of National Health and Welfare (NH&W). Both the
SiothLookout Hbspital14 and Moose Factory

15

Hospital™> were built in 1950 to serve the native

people of northern Ontario and Québec. The

‘ J
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military hospital in Churchill was adapted for
similar use in Manitoba.16 In the NWT, federal
hospitals were built in Inuvik in 1961 and in

Frobisher Bay”in 1965. 12 /

€

//
In most regions of the co&ntry, the federal
government has continued to be directly and ac-

tively involved in native health services. Never-
theless, the Department of NH&W has maintained !
that it does not have a legal responsibility to
do so. This policy was summarized in a state-

ment in 1974, part of which states:

#

§ . . . There are no Federal
Statutes, including the Indian
act, which establish the right
of Indians to free health ser-
vices or to be provided with
health services ‘directly by the
Federal Government.

The courts have also gener-
ally ruled that the Treaties be-
tween the Crown and Indians, in-
cluding treaty number 6, which
contains the "medicine chest”
clause, do not confer on Indians
the right to free medical care.

It is therefore gs a matter

tory or treaty obligation that
the Federal Government has pro-
\ vided certain health services to
. Indians and has asked Parliament
\  each year through appropriation
acts for the authority and the
resources to provide these ser-
vices. . '
The policy of the Federal |
Government has been and is that ] !
in atcordance with its general ’
responsibility in respect of
Indians it should do what is °
necessary to ensure that Indians
“have access to adequate health
_services so they can achieve a
- standard of health comparable to ‘
that of other Canadians.

ﬂ of policy rather than as a statu-

b ey
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« « « In summary, Federal

policy is therefore based on the
principle of ensuring the avail-
ability of services by providing
it directly where normal provin-
cial services are not available
and giving financial assistance
to indigent Indians to pay for
necessary services where this
assistance is not otherwise pro-
vided. When Indians live in
municipalities with normal medi-
cal serviges and welfare pro-
grams supported by the CAP agree-
ments, the Federal Government
believes they should benefit from
these arrangements as would any
other citizen.

. As provinces extend theiy
health services into-isolated .
areas where Medical Services
Branch has so far been providing
health care directly to the’
Indians, the question arises as
to what changes should be made.
The Federal Government is willing
in these circumstances to with-
draw its direct services and have
the Province assume the responsi-
bility, provided the Indians in-
volved are agreeable and the cost-
sharing for these services is han-
dled under the existing 'Federal-
Provincial Agreements without any
special additional cost~sharing
arrangements.l17

in fact, in coastal Labrador, the role of the
federal government, since Newfoundland's entry
into Confederation (1949), has been limited to
financial contributions to the Grenfell Asso-
éiation and thé Newfoundland government.13 In
the case in question here, the James Bay Agree-
ment (1975) formally transferred first line re-
sponsibility for health care of the Cree and the

Inuit from the federdl to Québec government.

o’

‘ +
LRI 5
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3) The Role ofyUniversities in Native Health Services

Duriné the sixties,.the firé% formal links

were established between university medical centres

and the medical services branch of the Department
""" of NH&W. These were between McGill University and

the Baffin Zone (eastern NWT) and Queen's Uni-

versity “and the Moose Factory Zone (James Bay and
18 In 1968, the
Department sought .to increase the number of such

the eastern coast of Hudson Bay)'.

links. These currently include:
University of Alberta - Inuvik, MacKenzie

University of Manitoba - Northern Manitoba,

Keewatinls'lg’zo . C
University of Toronto - Sioux Lookoutl4’21
Queen's University - Moose Factory15 -

McGill University - Baffin22

Other such ties that developed outside the aegis
of NH&W were:

Memorial University - Labradorlz
1'Université Laval - Ungava Bay ¢

McGill University - Québec James Bay22 g

Each of these arrangements has developed along
individual lines depending on local needs. Speci-

fic features in one or more of them have been:
' a) subspecialist visits north
b) arrangements for patient referral south

c) Trecruitment and orientation of personnel

for northern postings o o

d) training opportunities for medical stu-
dents and residents ‘

e) special laboratory services

J
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THE CREE REGIONAL HEALTH BOARD AND THE DEPARTMENT OF
COMMUNITY HEALTH/MONTREAL GENERAL HOSPITAL )

——

The James Bay and Northern Québec Agreement (1975)}
among many other points, transferred the responsibility

for the health services of the Cree and the Inuit of
]

QuéQec from Canada to Québet.

During the 1970's, the adminiétration of medical
services in Québec has become progressively decentralized.
The province has been divided-into 12 regions, each with
a health and social services council representing the
various medical and social service institutions of the
region, for planning, coordinating and financing health
and social services. According to the 1975 agreement,a’
the- Cree and Inuit vere to establish similar regional
health councils for their own people. In this way, they

could acquire  effective control over their own health

-

services.

The salient points in the agreement on Cree Health

Services are: \

14.0.3 The said Cree Regional Board shall
be responsible for the administra-
%- tion of appropriate health services
and social-services for all persons
normally resident or .temporarily
present in the Region.

(vl4.0.4 The said Cree Regional Board shall
also take over and exercise the \
powers and functions of the existing
establishment at Fort George, as
well ds other establishments here-
after created.

-

14.0.19 In implementing the Agreement and %
in dealing with the Cree Regional
Board, Québec should recognize and
allow to the maximum extent possi-
. ble for the unique difficulties of \
- operating facilities and services
in the North:

/
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14-0.20 Future health and social programs
and serv1ces should be" applied to
the maximum extent possible through
the Cree Regional Board

14.0.27 Health centres, nur51ng stations
and health stations at various lo-
cations, . . . belonging to the
Department of National Health and
Welfare . . . shall be turned over
to . . . Québec. 'The time schedule
for turning over the federal health
facilities shall coincide with the
assumption of full responsibility
for administration of health ser- 23
vices by Cree Regional Board . . .

The Board membership consists of: '

- one representative from each of the nine
Cree communities

- one representative of the. Cree Regional
Authority °

- three clinical staff representatives

- one non clinical staff representative b

- the general manager of the regional hos-
pital )

- the director of the community health
depagtrignt respons1ble (by contract) for
the “fegion

Like the Navajo National Health Foundation in
Arizona,zs‘this agreement foresaw the establishment of
a large scale autonomous native health service. Many of.
the native land claims regotiations currently underway a
in Canada and the United States are focusing on issues
of local autonomy. This case study highlights many as:
pects of the experience in the health field afteﬂ this

!

agreement.

In March 1977, the Cree Regional Board asked thé
Department of Community Health of the Montreal General
Hospital (DSC/MGH) ‘(4 major teaching hospital of McGill
University) to form an affiliation. Despite pressure
from thé government of Québec that they affiliate them-

# selves with 1'Université& Laval, the Cree preferred the
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English speaking institution. As a result, fhé:Northern
Québec Module (MNQ) of the DSC/MGH began operation in
September 1978 with the following mandate: &

ol
4

a) A&rrangements for hospitalizat%sn in Montreal foa

specialized cases
4
b) organization of specialist visits mnorth
1

c) recruiting and training of non-native personnel
d) training of native personnel °

e) programming and evaluation in the field of

~«community health
f—a

~

f) epidemiologic studies.

During the follow}ng\}B months, the MNQ was most
successful in the first two areas. All the MNQ personnel
were Montreal-based with communication mainly through the
nursing coordinator for community health in the regional
hospital in Fort George. As always, acute curative medi-
cine took priority over programs in health promotion and
long-term planning and training. These were hampered by
administrative difficulties and frequent . .turnover.of per-

- sonnel in the Cree Health Board and its hospital in Fort
George. The pq{sonal links between the hospital-based

I staff and outpost nurses with Montreal staff developed
slowly. These links are important for ﬁhgﬁgpoperation

. needed to define needs, develop programs and carry them
out. The MNQ saw its own role as that of consultant -
passively responding to needs addressedlto,it. Such an
approach is antithetical to the philosophy of community
health. ’

During this period (1977-79), many points of dis-
agreement in interpretation of the James Bay Agreement
arose between the Cree and the government of Québec.' One
of the\sharpest was in the area of financial responsibility
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for constructing various municipal services - sewage,
" water distribution, housing, roads - in the Cree
commuynities.

) .
The need for these services in-the Cree (and Inuﬂgi
communities was reinforced by a report by the Director
of Environmental Services of Qu&bec to the Québec
Government in January 1979 (The Jolicoeur Report).zs—
No action was taken on this report other than a series
of mutually recriminating letters and meetings charac-
terized by charge and counfer charge between the gov-
ernment negotiators and representatgyes of the Cree
for more than one year. Virtually all relations’between d
the Cree and Québec including the operation of the Cree
Regional Health Board were affected by the increasingly

!

bitter tone of this exchange.

In October 1979, the government of Québec commissioned
an ‘inquiry into the operation of the Tort George Hospital.
The impetus for this inquiry #as the obvious financial
mismanagement by two of the administrators of the hos-
pital (one white, one Cree). The report (Moisan Report) 8
did not restrict 1tse1f to financial matters but lgoked
at all aspects of the operation of the hospital. {1t

stopped just short of recommending that the institution ‘

P’
<

be placed in trusﬁeeship. It did make a very detailed
" list of recommendations and suggested that if they were

—
—l

not carried out within six months, trusteeship be con-
sidered. Wlth regard to the affiliation with the DSC/MGH
it reiterated Québec's preference for Laval over MCGlll.
It deplored the lack of any community health programs
(although makiﬁg no comparisons with Laval's own per-
formance in Ungava Bay) and suggested that the MGH con—//
nection be reviewed. ) i

gastroenteritis occurred.

It was in this context that the |epidemic of infaﬁtilF
1
: \
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T. ~~INTRODUCTION . .

’
v $

The purpose of this report is to describe an epidemic

of infantile gastroenteritis among the native population
of the Hugson Bay and James,Bay regions of Québec that
occurred in the spring and summer of 1980. This disease
affectéd many children under two years in the villages in
this region. 1In several villages a majority of such chil-
dren became ill. At least eighty children were hospital-
ized because of it, many with long and complicated courses;
-almost half required transfer to'children's hospitals in
Montreal. At least seven* children died with gastroenter-
itis: This occurred in a region that certainly has less

than 1,000 children under two years old.
o3 o

In most of the cases where it was sought, a serotype
) of Escherichia COll was found that has been 1mp11cated as

“a pathogen cau31ng gastroentermtls, especially in infants

and espeC1ally in epidemic 51tuat10ns.29 -31

Some epide-
miologic evidence, although not absolute, will be present-
ed to implicate it as a pathogen in this situation. It
- ' did serve as a useful marker in this disease. The speci-
E fic pathogenié organi;m is, in any case, of secondary im-
portance.’ ‘More impqQrtant are other factors which must be

. conside;eg in explaining‘sueh an epidemic:
a) . edsirqnmental - accessibility of uncontaminated

) N\

) water for drinking
.= dispesal of human and other waste

- b) behaviour - watgt storage
. - food preparation .
- infant féeding
- interpersonal contact within and be-
tween communities ’

> nd »

* (four Cree, three Inuit).” It is not known whether there were

other related deathf that did not come to medical attentioy.

hRY
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Several different administrative bedies have some effect

on these factors local communities

- departments of community health

- regional health councils

- - variqus provincial and (at the time)

’ fedgfal departments
While it is beyond the scope of this report to determine °
the specific a:eaé of responsibility, it is clear that
cooperation among people in these different bodies is es-
sential. I have prepared this report with the hope that
such cooperation will occur with a strong commitment to
change conditions where needed, to lessen the likelihood
og such outbreaks in the future.

SOURCES OF INFORMATION

The quality and guantity of information available to
me varied from community to community. Several communi-
ties will be described in greater depth, knowing that many
of the conclusions drawn fr%g them are generalizable to

"~

othexs.

1) Environmenggi Reports

al Report to SAGMAI ("The Jolicoeur Report")
"Services Municipaux en Territoire Inuit”
(October 1978)
. Services Municipaux en Terr1t01re Cri"
\\} (TJanuary 1979)
~

b) Report by - Ministére de 1'Environnement -
. region du Nouveau Québec
- Department of National Health and.
Welfare (NH&W) -~ Environmental
Health Division
Visit to Povungnituk (May 1980)

i
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Reports by - Ministére(de 1'Environnement &
Minist&re des Affaires Sociales
- région du Nouveau Québec
Visit to Rupert Hog;e and Nemaska (August 1980)*

Report by -~ Department of NH&W - Environ-
mental Health Division
Visit to Mistassini (September 1980)

<

Report by - Gary Pekeles to Cree Board of

Health and Social Services
Visit to Eastmain and Paint Hills (September
1980) ** "

’

I have, in addition, made my own observations

in the communities of Rupert House, Nemaska, Fort

George and Mistassini.

D

Clinic Records

for

4

I have reviewed the numbers ®Ff clinic visits
gastroenteritis in the appropriate age catego-

ri%s in comparison to previous years in the follow-

ing

communities:

- Rupert House .

.- Fort George

- Mistassini .

- Eastmain '

- Paint Hills

- Povungnituk (from copies in the Foxrt George
Hospital) 4

Discussions with the nurses in the Cree com~

munities were very helpful.

Similar data from other Inuit communities were,

unfortunately, not readily available. Community

health services in these communities had been the
* appendix I

o
&
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responsibility of NH&W and are now under the super-
vision of the Département de Santé Communautaire
(DSC) /Centre Hospitalier de 1'Université Laval
(CHUL). The federal summaries for the peéiod in
gquestion that were available were not broken into
age categories and therefore are not helpful here.
The Department of NH&W did provide a list of all
apparent outbreaks of gastroenteritis in 1976-80 in

native communities in the region.

Hospital Chart Review

Comparison of numbers of hospitalizations with
prev1ous years, ‘exposure historv (where applicable),
and “detailed information about the cllnlcal cour se
was sought for native children with gastroenteritis
in the followingqinstitutions: '

- 1'H@Gpital Chashasipich, Fort‘George (FGH)

- Moose Factory General Hospital (MFGH)

- 1'Hdpital Chibougdmau

- Montreal Children's Hospital (MCH)
‘1'HOpital Ste-Justine\lMontreal (HSJ)

Summary information on cases seen at 1'Hbépital
St. Sauveur, 7Jal d'Or was furnished by the DSC/
Rouyn-Noranda. Discussions with physicians in FGH,
MFGH and MCH were very helpful.

\

Bacteriology Surveillance

Results of the cultures were obtained from the
laboratories of the various hospitals and from the
bacteriology laboratory of the Minist&re des
Affaires Sociales (MAS). During our visit to
Rupert House and Nemaska, some surveillance cul-
tures of sick and well children and family members
were téken, and processed in the laboratories of
either MCH or HSJ.
Mistassini were sent to the MAS laboratory.

Similar cultures from'’

a

»
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PATTERNS OF HEALTH CARE IN JAMES BAY AND HUDSON BAY
REGIONS '

‘The period during which this epidemic occurred was
one of change in the organization of health care ser-
vices in the Hudson Bay and James Bay regions (see
map). As part of the "James Bay and Northern Quebec
Agreement"'df 1975, the Cree Regional Board of Health
and Social Services (Region 10B) and the Kativik Health

and Social Service Council (Region 10A) were established

as Regional Councils under Chapter 48 of Québec' law.

The Department of NH&W has been withdrawing from a diriect

rolke in provision of medical services over a period of

five years.

The six Inuit communities of Hudson Bay (Table I)
each had a nursiné station (provincial or federal). A
physician was based at Povungnituk during this pefiod.
Referrals for hospitalization were to Moose Factery and
Fort George. ‘Tertiary referrals in pediatrics went to
the MCH. (Depending on the availability of flights,
patients>frém Sugluk have been sent elsewhere -
Frobister Pay or Fort Chimo.) It appears that nc DSC
had clear responéﬁbility for community health for those

villages under provincial jurisdiction.
A

In the coastal Cree communities (Tabie I), nursing
stations tied tb the FGH existed in Great Whale, Fort
George, Eastmain, Paint Hills, and Rupert House. No
nursing station existed iﬁpﬂgﬂg§ggl#~aeferraI§“T6i’hgg;
pitalizations were to Fort George or Moose Factory with
tertiary referral in pediatrics to MCH. The DSC of the
Montreal General Hospital (MGH)Thad responsibility for

community health. The nursing station in Mistassini

was tied to the Chibougamau Hospital with referrals there,
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further pediatric referral to MCH. Referrals frém
federal nursing station in Waswanipi were to Lebel
amos. In addition, there are Cree living in the

regions of Val d4'Or and Matagami who are seen in hospi-
tals there with referral by the usual routes of those
\

institutions.

IVv. EPIDEMIOLOGY 4

1)

{

Povungniﬁrk, Akulivik, Inoudjouac‘

The first referrals of infants with severegas-

Aroenteritis were from Povungnituk and Akulivik to

MFGH and FGH in April 1980. Table II summarizes the
experienceiat the clinic in Povungnituk in#1979 and
1980. (Similar data were not readily available for
Akulivik.) In addition to the increased number of
cases seen in 1980, one notes an increased duraﬁion
and severity of gastroenteritis:. from the number of
return visit§ and hospitalizations. A total of
eighteen children from these two communities were
hospitalized with gastroenteritis including twelve
referred on to MCH. The first cultures for E. coli
0111:¥58 viere from two childrea (one from Povangnituk,
one from Akulivik) hospitalized at Fort George within
a few days of their hospitalization, None of the
first six hospitalized at MFGH had an enteropatho-
genic E. coli identified while there, but three of
the five who were subsequently referred to MCH did
have E. coli 0111:K58 (formerly 0111:B4) grown from
their stools while there. One will never be able to
determine absolutely whether these represented later
acquisition of this organism or inadequate culturing
initially. The fact that infants hospitalized at
different institutions had the organism at the same
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did not visit the hospital.
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time is highly suggestive that it was actuired in
their common village of origiq. All in all, twelve
of eighteen children hospitaligsg had 0111:X58. ,

dentified at some point in the course of their-

-

isease.

From April to June, seven children from Inoudjouac
wgre hospitalized at Moose Factory, six of whom were

‘ed to Montreal and one of vhom died (again, rm:déta
vailable on clinic visits). Four of the six

héd positive (E. coli 0111:X58) cultures.

1

astal Cree

From this initial focus among Hudson Bay Inuit,
the-disease spread in several dlrectlons that will
be considered in turn. Six chlldren ffon Akulivik
qu Povungnituk were hospitalized at FGH from March
to June. In the month of April, seven Cree children
(four from Fort George itself, three from®Rupert
House) were hospitalized at FGH with problems other
than gastroenteritis who subsequently (during their
initial hospitaliiation or soon after it) developed
gastroenteritis, each having stoels with positive
cultures. The disease anpears to have spread from
this point soufce to various parts of the Cree com-

munity. .

A total of fifteen children from Fort George were
hospitalized and two refefred on to Montreal. Nine
of these had positive stool cultures at some point.
The impression of the phy51c1ans there of a great in-
crease in the number of cases seen in the outpatient
department was not bornegzzz'by the data on visits
for diarrhea/gastroenteritis from the médical recoxds.
The physicians felt that thé records were inadequate.

The public health nurses in Fort George noted

that many families with infants with gastrognteritis
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- 0111:K58. ’

There were ten hospitalizations from Rupert House }
between Aprilpand July, ali culture éositive. Three
.were referred to Montreal and one died en route.

Good record-lkeeping by the nurses allows a comparison
with the previous year (Table III). With the same
nufses stationed there in both years, the difference

in spitalizations for gastroenteritis is mrost
imp::gsive. Because no nurses were present in Nemaska,
wve have only the impression of the population that

more than half the infants under two had diarrhea dur-
ing the Spring of 1980. Two children were hospitalized
in FGH in June and July, both culture positive (one
referral to MCH). In addition, one child died in
Matagami (June) and one in val d'Or (August) with symp-
toms of gastroenteritis. A review of the clinic
records from Eastmain and Paint Hills showed no increase
in visits of infants with gastroenteritis. One child
from Paint Hills with frequent visits to FGH for con-
genitally dislocated hips was hospitalized there with
gastroenteritis and one infant was hospitalized in

!
Moose Factory.

Mistassinl Cree

4 «

In late August and September, there was a large in-
crease in the number of infants seen in clinic with
gastroenteritis (Table IV). Although the village
typically has an increase in gastroenteritis in the .
summer (similar to other northern native communities),
the severity was unusual in 1980(Note the large number
of hospitalizations). A total of twenty children were
hospitalized with eight referred to MCH and two to
Chicoutimi. One child diéd in gransit., Fourteen-6f

the tfenty had stool cultures positive for E. coli

1Y
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Sugluk Inuit

In August an increase in visits by infants with

gastroenteritis to the Sugluk nursing station was

noted (again, specific data not available). There

were two known deaths within the community. Two
children were hospitalized at MFGH, both with stools
growing E. coli 0111:K58. Because of the lack of
specific information given to me, I cannot say »”
whether any children from Sugluk were hospitalized

elsewhere.

Other Comyunities

The scope of this report is; strictly speaking,
3
of gastroenteritis among Quebec Inuit and Cree.
Infections are not limited by boundaries or tribal

 territory. To delineate the extent of this epidemic,

I will briefly describe its spread elsewvhere.

a) Belcher Islands '

In June and July, four children from Belcher
Islands, Northwest Terrltorles (NWT), were hos-
pitalized at MFGH, three culture positive, one
referred to MCH and ong to the Hospital for Sick
Children, Toronto. o

b) Ontario James Bay Cree
Moosé Factory had a similar experience to

Fort George. After the referral there of infants
with gastroenteritis from the Hudson Bay area:
many/more infants from the community itself were
seen in the outpatient department (fifty three in
July-September 1980 vs thirteen in July-September
1979). At least four infants hospitalized at the
time with other problems developed<diarrhea

~
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(three with' cultures positive for E. coli 0111:K58).
The infection spread up the Ontario coast as well.
During the summer, nine. Ontario Creé children were
qupitalized with gastrgenteritis with positive
cultures (five from Moose Factory itself, four from

i

. other communities). ‘ A

|
L
'

| ~
Some cases were noted as well among Algonguin

Abitibi Algonguin’

Indians in the region of 'Val d'Or with several hos-
pitalizations. At least nine culture positive in-
fants were hospitalized ai 1'HSpital 8t. Sauveur in
Val d4'0r, one referred to MCH, and five to HSJ.

Nursing stations in Lac Victoria and Lac Simon re-
&

ported an increase in infants seen with gastroenter

itis (no comparative data furnished).

Non-native Quebecois

~ Both pediatric centres in Montreal identifiéd
this organism in white children hospitalized -there.
A few of these could clearly be attributed to .
nosocomial spread, but others had no kndhn’contac}.
These probably representeé*the sporadically posi-
tive cultures whose pathogeﬁic relevanceﬁin non-
epidemic situations is unclear. Chibougamau
Hospital had a similar experience, alﬁhough con-
tact there between Cree and wHites outside the hos-
pital may be more likely. ) l

A summary of the experience in all these communities

is found in Table V. To put these numbers into context,

Table VI reviews the experience of infantile gastroenter-

itis in the thregvhospitals which have served as the %§

first point of hospitalization for virtually all the

Hudson Bay Inuit and James Bay and Mistassini Cree -

- ) W/
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A the MFGH, the Chashasipich Hospitéi!in Fort Georxrge,
and the Chibougamau Hospital.

V. SUMMARY OF ENVIRONMENTAL REPORTS 0

When the epidemic in POVundhituk became evident, a
joint Health and Welfare - Canada and Environnement -
Québec team prepared a report in May 1980. Its princi-

pal findings were: - ’

-~

a) The system of direct water intake from the river,
manual chlorination and truck distribution ap-
peared adequate. Water could still become con-

taminated when stored in domestic containers.

b) Disposal of waste water near ‘the ho§ses was a

potential Source of contamination.

¢) Tearing and spilling of "honey bags" for human ¢

oo waste was a serious source of conkagpination.
Appropriate recommendations were made o the community.

Once the epidemic had spread into several qustallzfee
communities, the MAS, at the request of the Cree, sent a
joint environmental-medical team to Rupert House and "
Nemaska. The salient f£indings in each villagerwere:

-

1) PRupert House

a) Although the drinking water was clean at its
- source, hand distribution and poor home storage
led to almost universal contamination of water
- \\in individual homes. This was proven by coli-

\form counts of sampﬁes from various houses,

b) BecaﬁSE*oﬁ\ﬁggfpooé drainage of the site, the v
system of ditches th®8gh the village served
( ] as a contaminateétplayground for children.

0
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2) Nemaska ‘ ~

©

a) * The actual source of water (in fact surface ?éter)

was contaminated. P

¢
b) Garbage was being dumped on the shore of the lake.

The medical’?éport for the two villages noted the very
low level of breast feeding at birth and virtual absence
of breast feed

4

g at six months. The water Qistri—
butign prob}ems and thg practice of preparing formula for
the day in the morning led to a high risk of contamina-
tion. With the lack of easily accessible water, personal

hygiene was often poor.

Health and Welfare Canada prepared a similar report 6n >/ {
Mistassini in September 1980. All but twenty houses were
linked to a water and sewagé system’, but there had been &
break in the system left ﬁnrepaired for several months. Im
addition, the individual kitchen taps were dirty and re-
‘huired "blazing" to get uncontaminated water. Personal “ 1
3 ‘hygieneqyas felt to be poor here as well, despite the pres-

ence of running water.
- \ é

Dr. M., Moffatt (MCH), in a report fdllowing a pediatric
visit to Mis*3sgini (Septerber 1980), urced, amoxng other
things, the promotion of breast feeding.

The link of the epidemic from the coastal communities
*to Mistassini is not as clear as it was along the coast
where the two hospitals, in Fort Geoxrge and Moose Factory,
receiving i1l children from thé Hudson Bay region, became

foci of infection for their respective communities. \

" There is almost no overlap in the patterns of medical !
care between the Mistassini and coastal Cree. Various
Cree-wide organizations provide a point of‘yontact. In

©y

n N
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particular, a training session by thé Cree School Board
of teachers from various villages took

place in
vI.

Mistassini in early July. 4The NH&W tea
there was evidence that they were the vector of spread

did not feel
BACTERIOLOGY SURVEILLANCE

o

Department of NH&W.

With the initial outkreak in Povungnituk Ao epide-
miologic investigation was carried out by the MAS or

Bacteriologic survelllance at the
outset would have been invaluable in asse551ng the patho-

genlc significance of the organism E. coli 0111:K58
foind inm many of the cases. Culturing of&family members
and unaffected families (no one ¢older than two had clini-

cal evidence of disease) near the peak of the outbreak

might have helped td delineate the mode of spread as well
ash the slgnificance of the organism.

Would it have been
found in large numbers of the populatlon at) the time?
Were other pathogenic organisms to be found\early in the

N

course of the disease, only to be suppressed| by the time
infants were hospitalizéd?
kY

A belated attempt to gain some of this information

was made during the mid-August visit tio Rupert)\House and

< .
Nemaska, unfortunately, after the peak of the disease there.
In Rupert House, cultures were obtained from si

[

with well, convalescing, or ill children (including family

families
members, pets, water supply - total of thirty cultures)

enteropathogenic'E. coli
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In September, éimilar surveillance cultures from
several Mistassini families revealed no one carrying
the sane ‘organism. '

. This information, collected as it was, late and
in a relatively haphazard manner, can at best only

support‘the pathcgenicity ‘of this organism.” Studies
in the bacteriology laboratories ’of*both MAS and th
MCH revealed no toxigenic mechanism of pathogenicity
for this organism. This finding is consistent with’

29,32 TiThat was mos.t character-—

past experience with it.
istic of infants with positive culture was their

striking clinical patterns. The disease was often very
’éevere, very protracted, and with a remittihq and re-~

T, N
lapsing course.'

CLINICAL FEATURES OF HOSPITALIZED CASES

The review of records frdn the vArious hospitals
revealed .eightz one culture positive cases of gastro-

enteritis requliring hospitalization as follows:

19 - Quebec Inuit ‘
25 - Coastal Crez
14 - Mistassini Cree ]
11 - Quebec Algonquin '
3 - Belcher Inuit (N.WsT.)
9' - Ontario Cree -

i

\ Seven deaths of infants urider one year with gastro-
enteritis occurred during this period (Tab”]:e v). gnly
one of ‘these had an adequate search for enteropatho-
genic EI;' coli prior to death and she had a positive cul-
ture. In Addition to the eighty oﬂe, there were th'irtegp

infants Hospitalized with clinical features (age, time of

-onset, and course) very similar to the others:

‘

‘ Z

L3

—_—

PN
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1

Povungnituk
- Inoudjouac
- Fort George

Mistassini

The clinical summary will be based solely on the

eighty ‘one culture positive rative children who sur-

~vived their illness (sixty nine firom Quebec, twelve

\

from nearby Hudson Bay and James Bay areas) They rep-

resent the severg end of a spectrun ‘of Cdisease whose

breadth has been cutlined above. BAmnong thesa is a sub-

group of more sever

e cases that required referral to a

pediatric centre (thirty one-MCH, seven-HSJ, six-Hospital

. for Sickg#cChildren,

Toronto) . -

2

The mean aqe'was 8 months (SDt4.8), (range 1-21m). Five

were one month, nine were ‘fourteen monthd or older, and

-
L €

all the others were in the two' to fhirtéen month range.

’UnfortunatelYJ‘feeding histories were not noted- fre-

guently enough to determine any éffect of breast vs

formula feeding. As mentioned above,'ve do krnow that

at least among the’ Quebec Cree, the 'level of breast

feeding beyond the

flrst month or so is exceedingly low.

In the twenty nine casey where a pre-rorbid weight was -

available, an average weight 'loss of 12.6% (SD#6.9) was

noted.

As noted above,

@

C

there were several cases whose clini-

cal course strongly supported a nosocomial acquisition

of infection, and others vwhere infection may have been

acquired in hospital or foster home. These are sum-

marized in Table VII. One must Yemember that because

this study is restricted to native children, the several

nosocomial infections of white children in Both pediatric

hospitals in Momtreal are excluded.
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The tendeney to recur was most evident in the fif-

teen cases requiring re-hospitalization, but many others
relapsed during thcir single -hospitalization. The hos-~
pitalizations were long: mean 39.5 daYs(d)(ﬁDtﬁL?),nwdum
35, ’

Ty

Of the forty four referred to children's hospitals,
thirty received parenteral nutrition for an average of
i54 (SDt12.6). On average, it was started 16.1d after'
admission. Over one third of all cases where hoépital

«

feeding information is known (19/53) received inadequate
calories (intravenous glucose solution with minimal

oral 'feeding) for over one week, Duration of under-
nutrition prior to hospitalization is unknown. ‘This

at least acutely undernourished state undoubtedly com-
promised the recovery of these children. In twenty child-
ren vho had serum albumin measured, seventeen were equal
to or below 3.0g9/100ml (well below the lower limit of
normal in this age_ group), indicative of inadequate nu-
trition. )

¢
Other infections were the most common complications

(Table VIII). Urinary tract infections are often dif-
ficult te .document in infants with diarrhea because of
urine contamination. The seizures, as well as the
electrolyte imbalances, typically occurred near the onset
of the disease or with a relapse.< Acidosis with severe
dehydration was often not documented Both cases of

hepatitis were in one month old infants.

The relation of the neuﬁropenia ko the disease itself
or the treatment (possibly parenteral nutrition) is un-
clearl Although most of the cases occurred'during‘or
after parenteral nutrition (14/18), these cases . wexe
obviously the most severe and in four cases, no parenteral

:61
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. . . L | .
nutrition had been given at the time of the neutropenia.
The following table summarizes this issue.

NEUTROPENIA
YES NO
PARENTERAL YES 14 15

NUTRITION NO 4 48

Twenty five children Eeceived oxal polymyxin in an
attempt to suppress the E. coli organisﬁ and perhaps ¥
influeﬁce the cohrse of disease, For the most part, the
'érganism was sensitive in vitro to polymyxin. Unfor-
tunately, the haphazard fashion in which this'therapy
was instituted, often not even doing follow-up cultures,
much less conduéting a randomized trial, allows absolutely
no conclusions about the gffect of this intervention.

The same is true for the one child who received neomycin

and three who receivéd colistin,
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OBSERVATIONS AND RECOMMENDATIONS

\
There are three levels of intervention against epi-
demics of this type: ‘ ! .

a) Primary prevention - elimination of those condi-
tions which allow the appearance and spread of '

the disease.
L

b) Secondary prevention - measures to minimize the
spread of’disease, once it has appeared, to
individuals within the community and to other
communities.

c) Treatment - medical intervention to change the

course of disease in ill individu?as.

Health care delivery in northwestern Quebec involves
many players. The description-in III highlights the very
-complex pattern of responsibility and referral., The ‘
discussion of .each of the three types of intervention will
emphasize the importance of coordination of activity.m A
final section will treat the special role of the DSC's of
CHUL and MGH in this region and the importance of co-

0E§ination between them. -

At least one area of overlapping arnd shared responsi-
.bility - that between the federal and provincial govexrn-
ments 7&5 beihg simplified; direct responsibility for both
health and environmental services becomes exclusively
provincial in all these villages in a short timei”~ Mutual
understaﬁding between the potehtial policy makers ~ the
regional health councils - and the executors of that
policy L the health care providers - has often been'pré—
vented by very different perspectives., Dealing with both
these grdups (in Region 10B), I have been impressed at how
the resulting misunderstanding has often masked what are

1

°

N

1
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genuinely shared interests and concerns. Difficulties

in communication may exist among the various ‘providers

of medical services themselves. In Region 10B, links .
between physicians in the secondary hospitals and the
nurses in the villages has been very good. Communica-

tion between them and the back~-up resources in Montreal,
the DSC aﬁd specialist consultants, has not been con-
sistent (although it was impr 4ing during 1980). As a
result, I feel that maximum b::%fit has) not been derived
from those available resources. The active involvement
of the DSC/CHUL in the Hudson Bay megion is recent and

I have no first-hand information other than my discussions

. with the current director of the Projet Nord.

1) Primary Prevention

The case for improvements in water distribution
and waste disposal in many Inuit and Cree villages
has been made prly and well elsewhere. What is
required 'is not another such report but the will to

carry out those measures.

One cannot realistically expect changes in domes-

tic hygiene habits wf;hout easily accessible clean >

water. Equally, the introduction of technical im-

provements will help little if not &ccompanied by

public education to change those habits. Such pro-
" grams must actively &ﬁ?olve people in the villages

in the planning and implementation. A joint effort

of the regional office of the Ministére de

1'Environnement and the local nurses (with the

possible involvement of the DSC's) would probably be

the most effective. Areas of emphasis are

- water storage (where applicable)

[

~ food preparation (and separation ﬁiom child '« °
. care tasks) —

~ food storage
- garbage disposal
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A pilot program of this type based on housé visits
by a public health nurse and community health worker
has been ongoing for several months. The regional
health councils and school’boars should consider

a joint training program for community health workers.

A second area of primary prevention is the promo-
tion of breast feeding. We do not have data in this
epidemic ko' evaluate the effect of feeding on the
disease. Studies in similar populations have demon-
strated a marked benefit of breast feeding over formula
feeding in prevention of infantile gagﬁroenteritis

among other diseases.33’34

Such a program reguires
action on several levels: =
~ education during ‘prenatal visits
" = policy during hospitalization for delivery
-~ support in the community - to create a climate
of approval, and accommodation for mothers
employed by band agencies., )
The DSC's have been activeiy involved in this area in
their own territory. They ought not to-export their
programs north, but place their expertise.at the

disposal of the people planning such programs locally.

k)

Secondary Prevention

\  The first step in such prevention is recognition
that a problem exists - not always an obvious matter.
The local nurses as first line observers are the key,
“but recognition on a broader scale requires regional
data collection. Cumulative records from the nursing
stations designed to identify health problems by
disease and age as well as measure productivity are
essential. Asségsment of the significance of such

data would be the responsibility of the regional

!
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nursing coordinator -and physicians. Notification
to the DSC and MAS may prompt’further investigation
from either of these when appropriate. Plahning of
_intervention may reqguire one or all of these de-

pending o the scope and the nature of the problem.

During an outbreak of a water, food, or fecal - %y

T oA
-y

orally transmitted disease of- last year's type, the
education programs described in VIII-1 become par-
ticularly important. People in the village must be
convinced of the link between their personal habits
and spread of disease within the community. Sample
culturing can serve as a method of reinforcement as
well as surveillance. Such efforts may require the
support of government departments, environment or

social affairs. . ;

In section VII the role of,ho§pitals and foster
‘homes as points of transmission of /‘the disease between
communities was notéd. Again, in addition to those
cases noted in Table VII, nosocomial spread occurred

in the pediatric hospitals in the south as well, but

white children, outside the scope of this study.
Redog_ition of infec:ious disease and implementation A
appropriate infection control measures are the key
to preventing nosocomial spread. Having said this, I
- recognize that this can be an exceedingly diffiéult
problem, especially when hospitals are over-crowded as
may happen during anfgpddemic.

Several child;gn were infected in foster homes in
Val d'0r and Montreal. Prevention of spread here is
virtually impossible at the outset. Once a disease.is
recognized, alternate arrangements must be made:_in—

cluding, at times, hospitalization.
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Treatment

Coordination of activity aﬁbng local nurses,
regional physicians and, if necessary, consultant
specialists is crucial. A recurrent issue in such
a tiered system of medical care is when to trans-~
fer - when patients negd hospiéalization and when
they need the services of a specialized care centre.

Open and easy communication and mutual fespect among

&
- these providers is needed. One of the best ways of

ensuring this is through regular visits of the spe-
cialists to the communities in the north, both nur-
sing stations and the regional hospitals. In addﬁ-
tion to the care for the patients seen, these visits
provide an excellent opportunity for direct contact
and discussion of appropriate approadhes to different
problems. The DSC's serve an important function in
arranging these visits on a regular basis.

Looking back at the often protracted disease of

this epidemic, some children would have benefited

from earlier referral to a centre that could give
them parenteral nutrition to increase -their ability
to fight the infection. b

P

+If a specific treatment is being considered, as

.polymyxin was here, coordination of its use is needed

fo evaluate its effectiveness. )

o

The Role of the DSC‘e

Laval and McGill Universities have become centres
with experience and expertise in medical problems of the
north. For the first, the Projet Nord of the DSC/CHUL, in
addition to itself providing community health service,
is a point of access for the Inuit communities of
Quebec to the medical resources of the University of

¢ ©
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of Lﬁygl. Similarly, the Module du Nord of the
DSC/MGH has provided cormunity health services and -
coordinated the linking of the Cree communities to
the medical resources of McGill. The-latter, through
its Baffin Project, has been involved as well in
various aspects of medical care for the eastern
Northwest Territories for over fifteen years. Both
institutions benefit from sharing this experience

and exchanging ideas.

The health needs of Hudson Bay and James Bay de-
mand a more active role than is traditional from the
two DSC's, Adminiizrative support to regional health
councils may be required at times. Facilitation of
the use of public health and medical resources of
their respegitive medical centres (including special-~
ist visits) is important., To £ill this role, the
DSC's must have a good awareness of the needs of the
local physiéians and nurses, and the human yresources
available in their own institutions. A closer link
to thé medical side is'needed than is usual in the
public health sector. In factc/Zuch cooperation may
serve as a model for other health services.

Under the current arrangement, the Hudson Bay re-
gion-is served in part b&\the two networks: super-
vision of nurses and community health from Fort Chimno
and Quebec, and secondary and tertiary hospitalization
often to Fért George and Montreal. Here, the need for
cooperation between the two institutions becomes much ,
" more practical and immediate, I would urge the insti~
tution of regular meetings (perhaps semi-monthly) be-
tween physicians and other personnel affllgated w1th
the two DSC's to discuss areas of common concern and

exchange information.
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TABLE I

POPULATIONS OF CREE AND HUDSON BAY
INUIT COMMUNITIES OF QUEBEC

COMMUNITY - POPULATION «

e

0-4 YEARS TOTAL

& COASTAL CREE

FORT GEORGE ' 208 1917
. PAINT HILLS | ’ 105 - 661
EASTMAIN ~ 33 ™ 335
RUPERT HOUSE 80 880
NEMASKA 7 117 ,
GREAT WHALE RIVER _ B 392

INLAND CREE h

WASWANIPI 57 © 825

MISTASSINI 263 2118

HUDSON BAY INUIT

CREALT WHALE RICER 16 598 ;
INOUDJOUAC ' 65 622
'POVUNGNITUK ‘ 122 666
AKULIVIK " ' 29 - 227

- IVOJIVIK 34 153
SUGLUK : 111 w537

1
3

Note: These figures are from t%e beneficiary lists of ‘the
James Bay and Northern Quebec Agreement from October 1980
(Cree) and January 1981 (Inuit). Individuals from the
various bands and municipalities may be living in other
communities so these numbers are approximations of the

( numbers actually living in each of the communities.

-
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*predominantly culture proven shigella
+includes infants from Akulivik seen in Povungnituk before

referral south
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‘ TABLE ITI (
CLINIC VISITS - GI SYMPTOMS - AND REFERRALS TO HOSPITAL
. POVUNGNI TUK
UNDER 2 YEARS 2-16 YEARS
9 79 I 980 T 95779 T 380
NEW RE®URN  HOSPITAL- NEW RETURN  HOSPITAL- NEW NEW
CASES  VISITS IZATICNST CASES  VISITS 17, IONS* CASES CASES
- * ‘
JAN - - - = 1 - 2
FEB - - 2 - - - 3
MAR - - - - 11 17 3 2 -
APR T - - - 15 34 7 1 -3
[
MAY 3 - 2 5 5 5 1 5 -
JUNE 4 - - 2 5 .1 6% 1
L . N
JULY 4 - - + 5 3 T - 7% 3
‘AUG 6% 3 1 5 1 2 g* -
SEPT 0 - 3 1 - 5
oCT 2 - N - - .3
NOV 4 1 1 - 2
_ DEC T - - - - 2 e

o
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13

JAN

FEB

APR

. JUNE

JULY
AUG

SEPT

" OCT

NOV
DEC

VIS

7 ﬁ’
_. TABLE III -
[l
CLINIC VISITS - GI SYMPTOMS =~ AND REFERRALS TO HOSPITAL
RUPERT HOUSE )
‘ #NEW CASES UNDER 16 YEARS
19709 - 1980

ITS HOSPITALIZATION © VISITS HOSPITALIZATION

6 -

4 -

‘ ~

1 1 N

- ~ 5 3

b R

- 9 2 (+1 rehosp.)
- ° 1°(+1 rehosp.)

- " 15 2

N " a %

- ) 15 1

v - - $+1 rehosp.)
N

B s N W W

..8{—



APR.
MAY
JUNE
JULY
AUG
SEPT

oCcT

¥ov

DEC

\
s
T,

~ TABLE IV

CLINIC VISITS - GI SYMPTOMS'- AND REFERRALS TO HOSPITAL

1978

CLINIC VISITS
(<16 YEARS)

© 6
11l

-~

MISTASSINI

NEW CASES

1879

- CLINIC VISITS
(<16 YEARS)

HOSPITAL~
IZATIONS
(<2 YEARS)

4

C= S 5 I * < B

N

PR,

1 98¢0
HOSPITAL~-
CLINIC VISITS IZATIONS
(<16 YEARS (=2 yrARS)
.2 1
8 2
4 ' ;*

_.62_
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N TABLE V

{z&

HOSPITALIZATIONS FOR INFANTILE GASTRQEHQEBITIS ) ‘
S,

BY COMMUNITY - SPRING AND SUMMER 1980

0
*

(LAC VICTORIA,
LAC SIMON, VAL
D'OR)

16 (10).VAL D'OR

[

5 (s‘kHSJ

© *Numbers in brackets are cases with stool cultures positive
. for E Coli 0111:K58 o '

HOSPITALIZATION REFERRAL TO
IN GENERAL PEDIATRIC
COMMUNITY HOSPITAL HOSPITAL DEATHS
POVUNGNITUK - )
AKULIVIK 11 (6)* MFGH' 8 (6) MCH
6 (5) FeH 3 (3) MCH i
1 (1) MCH /) )
INOUDJOQUAC 7 (4) MFGH 6 (4) MCH 1% (MOOSE FACTORY)
SUGLUK i 2 (2) MFGH 2 (SUGLUK) v
) ° *A
GREAT WHALE 3 (1) MFGH & -
FORT GEORGE 5 (9) FCH 1 (1) MCH
S 1 (1) HSJ. .
RUPERT HOUSE 10 (10) FGH 2 (2) MCH 1 (FORT GEORGE)
1 (1) VAL.D'OR 1 (1) MCH .
NEMASKA 2 (2) FcH 1 (1) MCH" 1 (MATAGAMI)
1 (VAL D'OR) )
PAINT HILLS 1\ (1) FGH ¥
1 (1) MFGH
VAL D'QR CREE 1 (1) VAL'D'OR 1 (1) MCH
1 (1) VAL D'OR 1- (1) HSJ v
MISTASSINI 20 (14) 9 (9) MCH 1 (CHIBOUGAMAU) ‘
: CHIBOUGAMAU (in-
cluding 2 refer- . -
red on to
Chicoutimi) -
ALGONQUIN ,? (1)TEMISKAMING 1 (1) MCH .

*If died in transit, point'of departure is noted

am A Satann
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% S ' TABLE VI
- ' HOSPITALIZATIONS FOR INFANTILE GASTROENTERITIS o
. . a. MOOSE FACTORY GENERAL HOSPITAL
B 4
(S2Y - GASTROENTERITIS ADMISSIONS,
. <2Y - ALL ADMISSIONS . )
\
p .
: 1978 i 1979 . 1980
A QUE* QUE  ONT QUE QUE  ONT QUE QUE  ONT -
o INUIT CREE CREE ' INUIT CREE CREE  INUIT CREE CREE
. . ! ‘.. - 1 ? - 2 - -—
A SRR ) 6§ T 1 I - %
e Fi - 4 - - = = 1
- FEBY & - 73 ) T 13 (1 - 7
o e - = 1/ - - - / -
T MAR g I, 16 ., B 7 I3 - .13
. P 1 2 - = = 3 1
S APR-/ ¢ - T3 12 I § ¥ - %
A = = - — 6 ol ol
B MAY 10 - 3 7 - 10 5 I %
. . - 1 . l Bl 2 2 l
JUNE °. 7 I35 5 - 7 10 7
N - - = T 7 - 5
JuLy % 7 P % El - . II ™ ,° T 13
- 2 1 I 5 11
AUG - 7 3 T - g 5 - Is
;v SE) - -2 - - 1 4 15
N SEPT 1 5 ) T 5 3 1 7
&K“_ - 1 ol L = 1 5
- 2 _T0 3 - 16 '»- 8 T 10
. = y) T - Z )
i Nov T - & 5 - 3 - 7 13
L - ] o - v C T <3
i = DEC, - 10 2 -8 3 7 13
. 'aR-"31 ™ 7 . 1 - 5 3 - 3
~F "SEPT 25 3 3 36 - 2. 53 47 o3 €7
) \
o An"‘
! ’ ‘ . T . o ‘w
Yy o b N
“b/ "I ¥ l) ! '
B *Includes‘}nuit of Belcher Fsland s
N 2 Lo . !
o |
) 'ﬂ, a , ;
'_} - »~ . A, -
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TABLE VI
* ~ “b. FORT GEORGE HOSPITAL-
. ' _,-/"\'”T””; -
- (= 2Y -~ GASTROENTERITIS ADMISSIONS)
' " v<2Y - ALL ADMISSIONS g

'1979 1980
INUIT CREE - INUIT CREE
JAN o
FEB S 7
2 4
MAR 5 1%
= = 2 9
APR T3 £l 7 70
2 1 1 / gg_
MAY T 3 T © 16,
- = il [
JUNE 5 -1—4“ pl . » 18§
A : _ E
= — 1 4
. hUG T 7> 7 16
SEPT %— 5 _ -l%
OCT _ -
NOv by 1
1 2 7
DEC
APR - 30 3 S 28
SepT 27 54 7 92
=g

.
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TABLE VI

{ T c. CHIBOUGAMAU HOSPITAL

"

(< 2Y — GASTROENTERITIS ADMISSIONS
< 2Y - ALEL ADMISSIONS

)

+ n |

1979 1980
CREE ~ WHITE CREE WHITE
’ JAN I% 2 %\‘ -
— 1 I 2 2
18 7
MAR g - ) )
APR %— 1 —1—% -
S B s
JUNE —%- ST "i%’ LT
JULY = - o 1
AUG ’ T‘g‘ - %—% -
SEPT 1‘%‘ o -g- -
] ocT Z - i 3
‘ NOV = -
DEC %— L
\ APR - 18 28
SEPT 73 86

&

'
oo e

e s s ot e B s o
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( ) TABLE VII

DEFINITE AND POSSIBLE ACQUISITION

OF GASTROENTERITIS IN HOSPITAL AND FOSTER HOME -

Ca
: GROUP 3 LOCATION
¢ - \ 3
QUEBEC INUIT 2 MFCGH - definite
\ . 2 MFGH - possible R
M Fogter Home, Montreal - possible )
. ‘ :
kl QUEBEC CREE 7 FGH - definite
, .1 FGH - .~ possible
1l Foster Home, Val d'Or - possible
ALGONQQFN 1 . Foster Home, Val d'Or - definite
1 Hospital val d'Or - definite
ONTARIO CREE - 1 MFGH - , definite
’ 17 o
’ <///
L4 | //
//"///\_,,\\

e ianiei s o AT

—~
e
b




N
v e e e

¥ _45-

TABLE VIILe

COMPLICATIONS IN INFANTS HOSPITALIZED WITH

GASTROENTERITIS AND E. COLI 0111:K58 CULTURES (n=81)

#
OTHER INFECTIONS p
1. Urinary tract infection -

2. Bacterial sepsis - definite

- possible
3. Pneumonié
4. Cellulitis, ulcer .
5. Meningitis
6. Varicella
7. Measles L
SEIZURE J 1

NON~FATAL CARDIORESPIRATORY ARREST
RESPIRATORY DEPRESSION

PNEUMOTHORAX (with cgpntral line placement)
SKULL FRACTURE "
NEUTROPENIA ¢ EOSINOP?ILIA (< 1000 PNMs)

CLOTTING FRIULEMS

L4

HEPATITIS

ELECTROLYTE IMBALANCE

1. Hyponatremia (Nat=<132)

2. Hypernatremia (Nat =150)

3. Hypokalemia (K'<=3.2) |

4. Hyperkalemia (Kt =5.5) ;//
5

* 3 J
. Acidosis '

P

N
N

~#
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RESPONSE TO THE EPIDEMIC’

IN THE CREE REGION
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II.

INTRODUCTION

»

“»

A few facegg of tﬁe response to the onset and spread
of\the epidemic¢ are noted in the report. In this section,
the\response will be more fully explored.

utbreaks of gastroenteritis are common -in northern
communities owing to the living conditions (see Appendix
I, and I)C The unusual aspects of this epidemic were the
severity and the long duration of the disease that facil-
itated its spread. These features were not, at first,
apparent. '

Another\ important factor reducing the initial response
to the dutbreak in the Hudson Bay area was the mixed and
often confusing responsibility for community health in the
region. Ninetgen eighty was a year of transition of re-

sponsibility fox health care services.

INITIAL OUTBREAK

-

As described in ‘the report, the disease began in
Povungnituk and Akuliyik in late March. After the first
referrals to thé Montr&al Children's Hospital and the
identification of -a pot&ntial pathogen, the Laboratory
Cantre for Disease Control (Health and Welfare,.Canada) *)
and the<Infectious Disease\ Service (Spcial,Aff;§S§>\ /j“\/(

Québec) were informed. No epidemiologic investigation

\was carried out. A joint federal/provincial environmental

ade several recommendations

team visited.gpvungnituk and
for short-term improvements to water distribution and

waste disposal. As noted in Table II of the report, the
incidence of the disease decreased in these two villages
by May. No further action occurred there and there was

no publicity about the epidemic.
R
f’
o f \\

_—



i~ IIT.

2

J

- 47 -

SPREAD QOF THE EPIDEMIC TO THE CREE REGION

Within. a month, the .epidemic spread to several Cree”
communities (Table -II1I, VI b.). In early August, the
Grand Council of the Crees held its annual meeting.

The chairman of the Cree Regional Health Board raised
the issue of inadequate financial support for health
services by the Québec government. At the same meekt-
ing, the director of the Northern Module (of the
Department of Cormmunity Health/Montreal General Hospi-
tal (DSC/MGH)) proposed to the health board chairman

a more active role for the DSC, with most of the perx-
sonfiel in. tiie north responsible for community health to
become employees of the DSC. The DSC would}thus pro-
gress from consultant to active player. In the politi-
cal turmoil that followed (see below), the proposed contract

to this effect was never drawn up (as of June 1981).
}

The following week, the Cree Health Board brought
the epidemic to the attemtion of the Ministry of Social
Affairs in a telegram. The ministry appointed a com-
bined environmental/medical investigatihg team to visit
two of the Cree villages (August 15-16, 1981). ?The

¢ k]

medical report is Appendix I.)

In their discpssions with people in the two Cree
communities, team members clearly supported the major
objectives of the;village&g; / .

ol L] 1 +
a) improvement in water distribution and waste dis-

posal

!
b) establishment of a nursing station in Nemaska .
(a new village which had no medical service at .
the time)
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c) a report to the people of Nemaska following a 4
medical investigation of four recent unexplained
deaths of infants from the community.
They emphasized to them, as well, the importance of
changing personél hygiene habits and increasing breast
feeding and suggested public education programs for
these.

The visit had been made Jh very short notice with ”
little preparatiod\and involved only one area pf the
epidemic. Team members, recognizing these limitations,
made inquiries about the possibility of a large scale
epidemiologic investigation to determine®the mode of
spread of the disease within villages and between vil-
lages. Neither thqwggbprato;y/ééntre for Disease Control
(Health and Welfare, Canada) nor the Infed¢tious Disease
Service (Social Affairs} Québec) showed an interest in

such an expanded inquiry.
» L3

'

REACTIONS TO THE TEAM'S RECOMMENDATIONS

The ministry seemed, at first, to be delaying the
release of the team's findings. The suspicion of a pub~
lic réiations exercise by the government w increased, by
+the delay. The ministry, for its part, felt that the
Cree had turned first to the press without going through
the "normal channels”. To add to this impression, the
Cree, on August 22, called a E;ess‘ggnference to bring
further attention to the problem and accused the gpvern-

ment of a "cover-up". ¢
’ [

<

!

On August 27, the minister sent a list of proposals
to the chairmen of the Cree Health Board:

a) He would ask the Corporation of Physiciaqs to
investigat%‘the four deaths in Nemaska
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b) The ministry would finance a temporary nursing
Y

station in Nemaska

c) He "appointed" two members of the original team
to remain involved in implementation of its re-
commendations ’

= Dr. G. Pekeles as medical consultant under
the responsibility of the DSC/MGH

-~ M. L. Guenette of the ministry to coor-
dinate the. overall effort

d) He urged the nurses in the region to increase
their activity in community education

e) All recommendations regarding the environment
were sent to the Ministry of the Environment who
would contact the appropriate federal and Cree

aunthorities.

The Ministry of Social Affairs called a meeting for
September 2 of its own native health section, represen-
taéives of Health and Welfire Canada, the director of
;ﬁg ﬁortherq)Module (DSC/MGH) , and team members to dis-
cuss their findings. They did not invite any represen-
tatives of the Cree Health Board. At the insistence of
'team members, they extended‘such invitgtions, but did not

dghodate the sched-
ule of the Cree representatives. Rather, meetings were

change fhe date of the meeting to acc

held on consecutive days, the first without the Cree, the
secona without the diréctor of the native health sect;on.

These separate parallel meetings epitomized the lack of

real dialogue between the governmen nd the Cree and in-

creased the already large mutual suspicion.

-
'

Postures taken at these two meetings demonstrate the
hostility. At the first, the director of the native
health sectibn said that the responsibility of the

) _ ’

1}
¢ - Q

A

A
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v

Ministry of the Environment was to point out to ‘the

Cree their responsibilities so that they could seek

funds from the federal government. With regard to

the medical report, she stated that if proper measures

were not talen in a short time, the Ministry of Social

Affairs would have to "bypass existing structures” (i.e.

impose a trusteeship). At the second meeting, the Cree

prefaced their comments by noting the absence of any

government representatives with financi%4 authority, so

that no specific responsibility for the’tasks at hand

could be assigned. They rejected the proposal that the

ministry appoint people to supervise short-term measures.

They wished the medical consultant to work for them and

wvise the work.

i)

" that a special committee of the Cree Health Board super-

LEGAL AND POLITICAL ACTIVITY

Preliminary discussions between the Cree and the

Québec government revealed no willingness to pay for any

of the sanitation work, claiming it was a federal respon-

sibility. The Cree then sued the Québec government for

sixty-four million daollars (September 12) for failure to

Bay Agreement: They also began negotiating with the fed-
R

4 . 2
'live up to the health services provisions of the James

erxal government for funding for the short-term measures.

One week later (Segtembger 20), the Ministry of Social

Affairs imposed a trusteéship of 120 days on the Cree

Health Board, citing mismanagement. The Cree prevented

the trustees from entering Indian territory, the govern-

meﬁt'cut off all funding for the running of the heospital

and health board, and the Cree Regional Authority began

financing the health services themsglves to allow them

to resist the trusteeship.

These events coincided with

@
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the moving of the hospital in Fort Gedrge as the entire
~village was being relocated.
planning for short-term 1mprovements very dlfflcult.

- 5] -

>

"THE STANDING COMMITTEE" OF THE CREE HEALTH BOARD

An ad hoc cdmg;ttee of the Cree Health Boa™d to over-

A

ThlS general turmoil made

see these short-term-measures first met on September 15,

Mo provincial officials were invited.
and timetables for short—term improveﬁénﬁs were made in

the following areas:

~

a) water distribution _ :

b) waste water* disposal

c) garbage disposal

d) bathlhouses .

e) nursing station for Nemaska

Specific de;hils .

In addition, a plan for an education program tied to

these was discusgsed.

A community health worker was to

be trained for éach of the two villages to do house to

house visits. Promotion of breast feeding was to start

with a serles of programs on thF Cree network of the

Canadian Broadcastlng

quested that the medical consultant visit the communities
of Eastman and Paint Hills (not affected by this particu-
lar epidemic but with their own sanitation problems) to

Corporation. The committee re-

conduct similar investigations (see Appendix II).

The chairman.of the committee was to supervise the

~

overall project, consulting individual members as neces-
sary.- Negotiations with the (federal) Depaytment of

Indian Affairs for financial support, initially promis-

ing, were to continue.

This project had the highest

-

-

I

oy
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‘argued that this transfer was not automatic under the

.= 52 -~ ”

prlorlty for the Cree Reglonal Authority. It was pfe—
pared to advance money 'while awaiting a final answer
from Indian Affairs and would pay itself if necessaiy

for these improvements (as it subsequently paid for éhe
general operations of tne health board to resist the *

-

government t{gfifeship):
The committee faced several problems: the uncertain
source of fundin&t the|felt need to compléte these mea-
sures before freeze-up, teéhhical difficulties with %any
of the proposals that/only gradually became obvious.g
Both provincial and fﬁderal &nvironmental officers had
reservations about various aspects of the plans ﬁhe
influence of these officers was marginal for severalﬂrea—
sons. The Cree were hot dealing with provincial agenéies
because of the lawsuist and %rusteeship. Both the federal
and provincial departments agreed that the final transfer
of responsibility (from Ottawa to Québec) for environ-
mental affairs would occur in March, 1981; the Cree
agreement. Long-term planning for coordination of health\
and environmental‘edupation was thus precluded,

The federal environmental service did plan (without
any consultation with the Cree) a one week visit to

“Rupert House for health education. The medical consul-
~

tant to the committee visited Rupert House at the same

time to observe progress on the short-term improvements

o

unity health workers

and to start the training of the ¢
from the two villages (October

No actual work had been stgrted at that time. One
of the members of the federal feam made a specific list of

.objections to the working plans which he submitted to the

Cree Regional Authority (notwithstanding the fact that

o

his subervisor had been present as a member of the

')
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committee at the i‘h'tial plan?h"‘ilng session and Had made
little comment). Delays in furnishing the temporary
nursing station in1 maska persisted and the hedith
worker for Nemaska refused, after the week of training,

~_to begin her work until the nurses arrived.

. |
At the same tlme, desplte off1c1al Cree policy, a

meetlng was held between the newly appolnted coordina-
tor of community health for the Cree Health Board, -two
experienced outpost nurses, and the regional director
of the Qué&bec envig-onment' service to digcuss coordina-‘
tion of education programs for the time of the transfer
in March 1981. h

THE SHORT-TERM OUTCOME

-

In early November, the legal hearing in/ which the
Cree challenged the trusteeship began (this ended when
the 120 days elapsedgand the trusteeship was not re-
newed). "Near the onset of this hearing, the director
of infectious diseases of the Mmlstry of Social Affalrs
asked ’f)r. Pekeles to conduct a broader scale epidemiolo~
gic review of the infantile gastroenteritis epidemic of
the type that had first been suggested nlne months ea?c-
lier. It was nod: clear why this request was made at
that partlcular time. The'mandate given him was some-
what restricted in that he was dependent on secondary
sources fo:t: information from outside the Cree region

proper.
. »
The'réport from the Corporation of Physicians on
the four deaths in Nemaska was received by the ministry
at'thé end of November. _Thi's‘ reportyas never pré%ented
to any Cree authority or the village itself,

-~
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Despite?&hé ag;eément kn principle by Indian Affairs
to pay for the short-term improvéﬁents, negotiations
about the details dragged oh./\hs of April 1981, the
federa} department had paid somewhat less than half of
the approximately  fiye hundred thousand dollar coss of

the short-term measures.
By edrly 1981, ‘door-to-door closed contalher water
delivery was operatlng in Rupert House. New outhoug‘

‘had been built and thé ditches cleaned. A communal bath

house ‘was bullt. The tlmetable for the permanent system
of water and sewage plpes for Rupert House was acceler-
ated (through 1nterunxﬁﬁgd1ng from the Cree Regional v
Authority) with work- scheduled to begln w1th the spring
tHaw of 1981: House- to—house v151ts~by the community |,
health hurse (newly appointed) and the community health .
Qorker were cohtinuing.

¥
-
v

I Hemaska, a new well was in ‘use, and the first
group,of houses, whlch _were to-be hooked. up to the water
system, were %elng completed. The opening of the nur-'

.sing statlon was st111 delayed.

~ 1Y

Id

The DSC, togéther with the community health coordlna- s Q

a

tor, had adopted a new form of record keeplng for the )
nur81ng stations. No other programs were undertaken by the
DSC in the faée of ‘the admlnistratlve void. 8imilarly, the
trusteeshlp, 1nadequate f1nan01ng and’ the resylting dif-
flcultles in openlhg the new hospltal led to the resig-

of all four phy3151a and many of the nurses 1n the

James Bay region. K )
- $

~, '

As part of the agreement'at the end of the frusiee—
ship, the MGH lent one of its admlnlstrators to the Cree’
ﬁealth Board to help it start iunctlonlng agaln. Some

communication. resuﬁ\d at the level of day- to—day
f

Z«
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operations betweerr Social Affairs and the Cree despite

the ongoing broader’legal and political argu%ents.
s

On March 31, responsibility for environmental ser-
vices and the last nursing stations under federal juris-
diction was transferred to Québec. Shortly before this,
the Cree had begun an active political campaign in
Ottawa to convince the federal government that, as sev— g
eral conditions of the James Bay Agreement had not been

- met, the federal government had a responsibility to re-

main actively involved.
4

THE FUTURE REIATIONSHIP ' g/ ,

1. Cree - Québec Relations in Health Services

The events of the past year have demonstrated
how the  overall tone of relatlons between the Cree
and the government of Québec sets the context for
their éctivity in health services, often to the level
of day—-to-day operations. This effect was most: dra-
matic in the actual closing of the regional hospital.

a¥ The government has frequently been insensitive
to Cree concerns d perceptions. “‘The lack of a
cadre of ciwil servants w1th experience in native
affairs is ohglous. The Cree have often responded
by not using what th%»government would call "normal
channels" for communication but using the pub11c1ty
of the prgsseeemhe results of this tacP were mlxed C
in this case. Short—term %pprovements were made,
but\a . bitter struggle ensued.

\

Although there has been some recovery from the
nadir of the trusteeship with some ongoing contact,
the general atmosphere of suspicion, hostility and.

¢ .
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i 1 misunderstanding remains. The Ministry of Social

Affairs and the Cree Health Board have not yet de-~

veloped a stable working relationship. The govern-

ment has been unable to offer the positiye support

that will foster the development of administrative

self-sufficiency in the Cree Health Board. The

health board has been unable to solicit specific

T support from the government, with the confidence that
‘it will be able to retain’ autonomy. The financial .

disagreements colour most interactions. That the

. Cree feel the need to still involve the federal T

[ hi government suggests that these problems will con=

tinue. . »

j-

2. Community Health and the Relationship of the Cree
" —H&alth Board and the Department of Community Health/
" Montreal General Hospital .

1

‘ This é@idemic did lead to,a heightened awareness
. of the importance of personal{ hygiene in the vil~
lages. Mechanisms to ensure gngoing community edu-
cation are neeged.
»

!
-

Reviewing the r vents of the I;Z;Zyear, %ne is not by

, impressed with the role of the DSGAMGH. The medical

e l . ' consultant to the health board committee was under

: ' " the aegis of the DSC but this activity @id not dn-

. . ,‘ volve any of its.bermanept personnel. There were
) sefferal reasons for the lack of an active role.

N | ] : Firstly, both in itsAorigin and its spread, this
.é“* L4 o \ epidemic %pvolved an area in several health juris-
- : ‘ dictions. Coordination of investigation angd plan-
L\ “ ' ning would have been more appropriate at a broader
scale but initiative was lacking at both the pro- i

[ . . 1
.

O vincial and fdderal levgls.

e

|
) |
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Secondly, the behaviour of the DST™has consis-
tently been that of consultant, answering expressed
needs rather than helping to define them. This
posture is complicated by the lack of administrative
depth within the health board itself.

Ad

" The long term solution will be the training-of

more Cree in administration, apd indeed, in medicine

“and nursing. Until that time,\ the board needs out-

side support. Some of this must come from the pro-
vincial gobernq;nt. Such cooperaticon will be dif-
ficult and the DSC may help to mediate the relations.

For khe DSC to truly fulfill its mandate even as
it currently exists, its role must transcend that of
consultant in community’ health. It must be actively
involved in the definition of needs, it must assist
the planning of program administration as well as
program content. Finallyﬁ\}t must serve as a "match-

maker", matching the needs it finds in the north and |,

'the resources at its disposal, either from the de-

€

partment itself or from the larger hospital or uni-
vérsity framework.

To accomplish this task at least two major
chgnéés are required. At least one member of the
Moéulg#dﬁ Noxrd muft be based in the north, or at least
spend as/BEEh time in the north as in Montreal. (None
are now.) Imaddition, for the tasks of both help-

ing to assess needs in the north and identifying

~available resources in the south, a medical back-

ground would be dinvaluable for the director (the in-
cumbent has no medical background).

The changes in the relationship need to be dis-"

(
cussed by the DSC and the Cree Health Board. An
L ? 5




¢

. - 58 -

‘initial working paper was presented to the health

board Jast August and shelved. With the relative
coollng of the polltlcal and legal problems, that
initiative needs to be taken up again.

-~
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Medical services are of secondary importance in improv
ing the health status of native peoples on this continent.
Economic improvement and éocial stability will jhave a great-
er effect. For the Cree of Québec, these were part of the
promise‘%f the James Bay Agreement. The money they received
would seed the development of Cree enterprises and allow in-
dividuals to continue their traditional pursuits of hunting

and trapping by guaranteeing them a minimum income.

Adequate sanitary facilitiés, water distribution and e
sewage disposal, are also.prereguisijfes for community health.
The most effective strategies for oEtgining such facilities

will vary according to the politics of local situations.

- \
\\

Although sanitation is not usually the direct responsi-
bility of medical services, health care providers, both
primary and fpnsultant, can acCelgrate the building qf ade-
quate water and sewage systems. By pointing out the direct
mediqal consequences of current conditioni, they become ad;ﬁ
vocates for change. 1In the case described heie, neither the
clinical personnel of the Cree hospital nor the department
of community health wérklng with them took on thl% role be~

fore or at the onset of the epidemic. *

The difficu&ties in responding to this epidemic have some
causes peculiar to the James Bay region of Québec. Others,
though, can be generalized to autonomous native health ser—
vices elsewhere, both now and in the future. Aspects of
these were discussed in the freport of the epidemic and the
chronol § of the response. Some of the broader issues will

be reviewed here. ‘ QiV

Ay

As negotiations about native land- claims settlements ™y '

gantlnue in North Ameriga, the issue of greater local auto-

‘om

nomy in various domains is conSLStently raised. The details
of such arrangements in health services will dlfferqép\

‘ \
AN \\

\ . \ | \
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jurisdiction to jurisdiction*but certain features are likely -
- Al
to be common.
o 4
a) The availability of local people with backgrounds in
administration and medicine’will vary but in general
will be less than the staffing requirements of those
health services. This discrepancy will require the
employment of outsiders at various-levels of the
"+ service, at least at the outset.
b) Financial support will be a continuing area of dis-
cussion, even conflict, between the government and ?
the local service. ' \ y (
c) As with any primary care health service, a network . ‘
of back-up consultant specialists will be requixed.
| . . 7 . ¥
d) Both cultural and physical distances may exist be
tween the primary autonomous service and its con<
sultants.
These problems are a challegge to any back-up resource, !
university or otherwise, to a native health service! There
are two major goals which may at times be 1nco%pat1ble. ,
& o
The goal of meeting the current health needs is obvious and Vs
immediate. The longer term goal is to foster the develop- -

nent of native health services (among other services) that
autonomous in deed as well as in law. ‘;f any hope

exists for the preservation of Indian and Eskimo cultwure,

it lies \in decreasing as much as p0551b1e the  dependence of
those culbures on white North America. (Even thlS strategy !
has its dangers; in learnlng the skills needed to 1ncrease
their autghom , nhative people may be accelerating their own
a591m11at39n.)

Fp o

As noted in the historical background, Canadian univer-— :
sities have beéﬁ‘inv- ved in northern native health services
for sthe last twenty yeaxs. They accepﬁgg‘contracts from.

3 X
(
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government agencies, usually the Department of National
Health and Welfare, to provide consultant specialists among

" other services. These contracts were with government hos-

pitals that themselves have had little or no input from the
native communities they serve. This situation creates its
own problems, but the dilemma desgribed above has not ex- .
isted in these university government relationships.

It does exist in the two cases of McGill University and
the Qué&bec Cree agd 1'Université Laval and the Québec Inuit.
The prlmary focus of their contraFté is for the provision of
community health services. This focus, in itself,, would de-
mand a more active role/"than the cases where only consultant
specialist services are provided. The 1Qex6ér1ence of these
two autonomous health services (compared to government ad-
ministered services) requires more input from consultants
as well. Against these two factors is the goal that the
policy and .administration of these health boards come from
thegﬁeople they serve. '

.

The resolution of thlS dilemma will not come from arbi-
trarlly defiming a limit to the involvement of out51de con-
sultants. It ig rather the quality of the 1nvolvement that
will determine its long-term effect of either fosterlng or

impeding the- development of local expertise.
' N 4 ‘ "

The role of the Québec govexrmment in regard to the Cree
Health Board, for example, has clearly had the latter effect.
‘Usiq§ Fhe(rhetoric of 16cal autonomy, they“let the Cree
Health Board flounder by not financing it adequately and not
assisting it admin%gtratively. (In addition, government
health officials were completely incapable of bridging the
cultural gap, and mutual hostility betweep Qu&bec and the
Cree grew.] When this policy led to the inevitable conclu-
sion of serious problems within the Cree Health Board, the
Québec gbvernment resorted to firs? threatening and then

'

* Y

-
&
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imposing a trusteeship. = ™

The DSC/MGH for its part, chose to abide by a strict

. definition of consultant, that is responding to specific

requests. This approach, as noted earlier, is antithetical
to the philosophy of public health. Moreover, it was un-
realistic for the DSC/MGH to expect such requests to be
made appropriately, given the administrgtive and profes-
gional deficiencies within the Cree Health Board. The need
was clearly for collaborative work rather than merely con-
sultative.

)
/n

(>

Such a change in orientation could ke made while con-

tinuing to respect the ﬁrihgiple of local autonomy. Theé
loﬁg-term goal would remain for the consultant community

health service-to work itself out of a job. Such a goal is
not necessarily met by minimal involvement at the outset.
*

a ~
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{,‘ METHODOLOGIE I -
f X L]

N . )
- 53 . Nos informations ont &té obtenges des sources suivantes:
!

- Discugsions avec le chef dé¢ village, le comlté de
santé& de Fort Rgpert, et 1es infirmi&res du poste,’l )

{ ' ’ ' - Analyse avec les infirmidres, des' cas de gastroo-

. entérkte infantile survenus en 1979 et 1980;

{ - Visite du village et de pluéieurs domiciles: N
N %g ‘ ’ L~- inspection de l'env1ronnement phy51que,gdes '
installations destginées 3 l'entreposage de l'eau
" de boisson, investigations sur les mé&thodes de
manipulation des aliments, le§ activités des
“N\ . - enfants, l'hyqgiéne personnelle, fa présence
- d'animaux domestiques,~etc . . . ZLorsqu' indi-
qués, des informations 4° ordre. ¢l clinique ainsi
que les antécédents d'alimentation de patients
ou d'autres personnes, ont été obtenus.
. - dgs prélévements rectaux pour cultures ont &té.
YA effectués chez les enfants antérieurement ou
‘ actuellement maladeg, de méme que chez les
~ animaux domestiques. De plus, des échantillons-
v P / ont &t& obteénus & partir des contenants d'eau

« Y ge boisson. o ,
. . RESULTATS . .

* 1) Epidémiologie N\ o . ) .
| ) On a noté une augmentation importante au prlntemps
. et 2 1'6t& 1980 de cas déclarés de diarrhée parm1 les
enfants de moznslde deux ans (N = 53) en comparalson\avec
la méme période de 1'année f979 (N = 24). De plus, le

. nombre de patients ayant dft 8tre hospitalisés est passé

(;} "de un (1) en 1979 2 treize (13) i ce jour en 1980.

s b, e B e 0
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2)

3)

r sl

(Cette 'tendance semble &tre similaire & cg}ie constat&e 4
dans plusi s localité&s du nord-ouest du Québec cette
année. Lngp;emiers cas, et ‘la plupart des patients
avant du &tre hospitalisés & Montr8al venaient du Grand *
Nord,) ) h

Hygiéne Domestigque '

"

Les informations recueillies rév&lent que pas plus de
20% des nourrissons sont allaités et qu'a l'age de 6 mois,
pratiquement la tota%%té regoiveﬁ% du lait commercial.
On s'approvisionne en eau & pprtir de robinets communaux, ,
et cette eau est entreposée dans de grands contenants cou-
verts 3 lfintérieur de la maison. L'eau est puisée a la
louche, et le nivéap est r&tabli, ou ie %estgnt remplacé

. 9. .
J‘aprés une pé&riode de'deux a sept jours. Les contenants

sont rarement nettoy&s. Plusidurs domiciles ont des;fé:
frigérateuré. La préparation du lait des bébé&s est sou-
vent faite le matin, & 1l'avance, & partir d'eau boullie
et de lait concentré Carnatiog ou Similac. WNous observons
des mouches, des nuettes et des restants de nourrlture '
non protégés dans plu51eurs maisons. Les maisons sont
baties sur de la glalse, condition favorisant l'entré&e
d'eau dans les sous-sols; trois des sous-sols examinés 1
étaient humidkéfou franchement mouillés. Devant la plu-
part des habitations, nous avons vu des caniveaux ¢d de .
1'eau stagn?it. Nous avons vu des enfants y joueﬁ Les
lieux d'aisance sont pdtis prés des maisons et il est
vralsemblable de ctoire’ que les caniveaux et les sous—sols

se partagent la nappe de liguides en provenant.

“

Microbiologie

Plusieurs des enfants hospitaf?sés d Montré&al durant
cette é€pidémie et vena?t des communautés cries et inuit,
&taient porteurs de la bacté&rie Escherichia Coli 0111/K58
dans leurs .selles. Cette bactfrie est connue comme &tant

SR .
. i *
. " .8
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potentiellement pathogéne, et a Et€ dans le passé
associée a des éclosions de maladie diarrhéiques. Son
isolation chez la plupart des enfants malades réveéle une
source commune de contamination dans ce groupe resStreint.
Cependant, pour &tablir une preuve solide qye cette
bactérie est la cause biologique directe de \1'ep1dém1e,

o ’

1‘1 faudran.t; démontxrer: -+ ; '

a) du'elle est présente dans les selles, des enfants

au début de leur maladie; ”

%

b) qu'il n'y a pas d'autres organismes pathogé&nes
[ 4

It

chez ces enfants etp g . , ’

’

c) qu'elle 4011: absente ou tout au moins en nombre '«‘9
. considérablement plus 1imité dans les selles des

enfants sains.

\
\

. 2
A ce jour, aucune &tude de laboratoire n'a démontré

la pathogénicité de cet isolatg

Les cui?:ureé provenant des prélévements rectaux ef- © 7
fectués 3 Fort Rupert ont &té apportées 3 Montréal et
repiquées en dedans de 48 heures. Les sp&cimens prove-
naient de 23 personnes, dont trois enfants qui présen- &
taient des symptomes. Tr01s bactérjies potentiellement ~
pathogdnes ont ét& isoldes: E. Coli 0111/K58 d'un '
diarrh&ique de 18 mois, une salmonella du groupe B d'un
enfant diarrhéique gde 24 ans, et une bact&rie 'de 1l'esp&ce A
Aeromonas d'un enfant "asymptamatique. Des échantillons
Qnon quantitatifs (par &couvillon) d'eau Provenant des
" réserves domFsthues de ‘quatre ma:.sons ont donné des cul- ©
tures indifférenciables de cultures dg selles, ce qui ‘
révéle une importante contamination. Les prél&vements ¥ ..
rectaux provenant de deux chiens n'ont révélé aucun ;
organisme pathog&ne. La\ recherche au m}‘croscope électro- ’
nique n'ayant pu &tre faite, la pré&sence ¥ 'un agent viral
ne peut &tre E&liminée. ”

k."
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a)

. b)

fﬁﬁ' 2) Soins M&dicaux ‘ o

e

ay

b)

c)

Fort Rupert, Chisasibi et Montr&al a &té adéquate.

I
o
!
‘
.

A3

Y

Eau de boisson

Des réservgirs couverts munis de robinets
devraient &tre installés dans toutes les malsons
immédiatement, de fagon & protéger adéquatement
l'eau de boisson contre la contamination. Un
camion-citerne amé&liorerait 1l'opération de dis-
tribution. Une dé&sinfection périodique réguligre

des réservdirs devrait &tre faite.

oy
HYgié;e tomestique

Un effort éducatif importént devfhit gtre
eqtreprié afin de promouvoir le lavage des mains
entre les soins donnés aux b&bés et les autres
taches domestiques: préparation de la nourriture,
activités et jeux 5|l'extérieur, etc.

¢

)

. . — » c"
Trois niveau¥X de soins médicaux “tont concernés:
. .

primaire: 1l'infirmiére locale; —

o
secondaire: 1'HOpital Chisasibi et dans certains

caQ\l‘Hﬁpital de Val-d'Or;

)
tertiaire: 1'Hop1tal de Montréal pour Enfants,
et dans certains cas, 1'H6pital Ste-Justine

/

]

S

La communication et la coo ‘nation des s80ins entre

- ‘contact plus étroit sera nécefsaire si la situatione

présente persiste.

« 3) Traitement Aux Antibiotiques

tuées jusqhi'a présent,

Un

Les résultats des analyses bactériologiquesteffec-

et 1'é&valuation &pidémiologique

de la situation n'exigent pas, pour le momefnit;"id'emploi

d'antibiotique spé&cifique.

N
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A long terme: Nous insistons fortemert sur 1'importance

des aspects préventifs suivants:\\

1)

2)

N\ 1
Nous sommes, en complet accord avec lesarecommandatlons

que s'apprétent 3 fournir les épecmallstes de 1' Fn—
vironnement qui ont fait partie de la mission. La
disposition des eaux usées est 1n%pequate et le sys-
téme d'adduction et de trafsport de 1 eau est insuf-
fisant. Cette situation doit é&étre cQ;rlgee le plus
tdt possible. ' *

I# intensification des prograﬁmes actuels\de santé

publique par le comité& de santé local et les jinfir-
midres, avec le Suébort complet du CRSSS et du DSCg
de 1'HOpital Géné&ral de Montré&al. L'accent devyrait

8tre placé sur deux points essentiels: A\

Oy
a) Emphase sur 1l'hygiéne pqugnnelle et domestique.
Cet effort d'information et d'éducation devra
i
étre fait concurremment avec l'amélioration des

autres conditions de vie, s'il doit €tre efficace.

BN

b) Une campagne intensive en vue de promouvoig;
l'allaitement maternel. L'objectif visé devrait
compr ndre 100% des nouxrissons jusqu'ad l'aAge de

is. Aprés 1'assainissement de 1'environne-
" cette mesure 3 notre avis est celle qui
u%ﬁ le plus d'effet sur la santé des enfants du

village, g -
o a ,
Ces programmes pourront né&cessiter la présence d'une

troisidme infirmi&re j Fort Rupert, dont le mandat

‘principal serait ‘dirigé vers la santé communautaifre.

La formation d'une personne du village au niveau post-

. secondaire dans le domaine de l'assainissement serait

L. . . .
certainement un invest'issement utile 2 long terme, ‘en

\

|
i



vue de la planification et du développement
ultérieurs du village. i
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METHODOLOGIE ‘ :
{ i

Nos informations ont été obtenues des sources suivantes:

-

- discussions avec le chef de village, le président

du Conseil Régional Cri, et le comité local &e

santé&; . VA

i
- visite du village, et des :gyiciles d'enfants sains’

et maladgs. Observation d¢6 conditions sanitaires.

- Prélévements d'échantillons pour culture.
' )
RESULTATS
. &L . - f
1) . Mortalité ' \\)\

Nous avons été informés dé décés de quatre enfants de
cette communauté (populatign totale - 150) survenus entre
»

mai et aofit 1989. L'info apion obtenue sur chacun d'eux

+ L] . . 3 \' -~ »
8tait insuffisante, et aucun jugement ne put &tre fait

¥ . g .
c@ncernant la cause du. décés dans ces circonstances. Il

semble que des symptdmes respiratoires et gastro- ~

intestinaux avaient &t& présents chez ces quatre enfants.

4

Date de Date du
Nom " naissance dé&c3s Lieu du décés
Ricky Marcel Blackned , 80.06.03 80.06.28 HOp. de Matagami
Andrewv Roger ngécheeﬂy77.08.07 80:05%1} Hﬁp? Ste-Justine
Tommy James Wapachee  80.05.12 80.08.11 H&p. de Val d'Qr
Jason Sam Tanouch _ 80.01.17 80.%5.17‘ Ldc Champion
‘aprés avoir été

' vu 3 1'HOp. de
; Matagami

2) Gastro-entétrite . : ,

Selon 1& comité de santé, lé\plus grande pargieldes :
enfants de meins de deux ans ont souffert de diarrhék 3 4
un moment ou 3 1'autre durant les trois derniers mois.

J

.
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Aucune information pré&cise n'a &t& consignée au village

-

sur cette sityation., —
LY

3) Services de Santé ' “
&

4

Le trawail de construction de l1l'infirmerie nlgqt pas
encore commencé. Aucuneé visite de médecin, d'infirmidre

ou de dentiste n'est faite de fagon réfgulidre.

&

Une &closion de rougeole au printemps 1980 a nécesSité
la visite de.personnel de 1'hdpital Chisasibi en vue e
d'immuniser les enfants. Par ailleurs, 3 peu prés aucdh
enfant du village n'a regu les autres immunisations de ’

f N
2 base.* \

» les éﬁacuétions“pour raison médicale se font usuélle-
ment a;l'hapital de Matagami. Il semble que la communjca-
tion entre l'honltal et 1la gommunauté ait été tras falble. :

4) Hygiéne Domestique e | N

» La population du village vit dans des tentes semi-
permapentes, sans éau courante ni installations sanitaires
individuelles. Il y a, peu de protection contre les
insectes. Les soinsq§u§)enfants (e.g. changement de
couches) et la préparation de la nourriture ﬂe peuvent
étre reisonaablement saivis é[un oon nettoyege des mains
a cause du mancue d'ead courante. La plupart des domiciles

7} n ayant pas de réfrigerateur, les méres préparent la for-.
o ¥e lait de leur bébé pour toute la Journee, et
doivent laisser celu1—c1 a 1§4temperature ambiante, ce L\)
ui favorise la croissance ﬁlcrop&enne. Les infections cu-
. tanées sont endémique chez les enfants. L'allaitement

pa%ernel est le fait.d'une minorité de mares. :

En résumé, la plupart des conditions‘favofisant la

diarrhée endémique ou &pidémique sont pré&sentes dans ce
village. : ) ” )
*Une analyse du dossier de Andrew Roger Wopachee, faite &
. 1'H3pital Ste-Justine aprds décds, a démorntré que celui-ci
8tait QWi 3 des complications de rougeole. - P
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5) Bactériologie P

Quatorze prélévements rectaﬁk/ont été effectués dans
‘01nq familles, dont quatre d'enfants souffranc de aiarrhee.
Aucun de ces echantlilons, analyse a 1'Hépital Ste-Justine,
n'a permis 1/isolatlon d'une bactérie entéropathogéne.
Votamment «Escherichia Coli 0111/K58 n'a pas été mis en

Y]
ev1dendé. Les selles de quatre enfarfs malades ont &té

emamlnees au microscope/ électronique, mais aucune parti-
cule virale n'y a &té trouvée. La quantité de %hterlel
fécal prélevée sur l'ééouvillon était minime: un &chantil-
lon plus abondant auraikt rendu ceét examen spécial plus

utile.? ’ 3 e s 4 <

I1 faut theﬁ'que le seul é&chantillon pro&enant d'un
LN cdnteﬁant a eam de boisson, et prélevé en y plongeant un
écouvillon, s'esf rélévé porteur de mulgiples bactéries
intestinales, ce qui indigque une importante contamination
fécalef La famille avait souffert de diagrhée en juin;
et les d ux‘,lus jeunes enfagts.gvaient au moment de la

visite recommencé& une autre: diarrhée.

CONCLUS IONS

A
Il est &vident que quatre décds d'énfants dans un Village

dont le nombre de-naissances est du méme ordre de grandeur

.constitue un taux de mortalité infantile absolument inaccept-

able.

Le peu d'informations recueillies ne nous permet pas de:
dec&érer avec certitude s'il y a eu ou non une epldewle de
diarrhée 3 NéfMscau en 19§0. Il semble cependant que la
diarrh8e y soit endémique. Preéque tous les enfants et 1

diarrhée. Au point/de vue médicale, les habitants de ce

villége peuvent ‘étré considérés comme une population fortement
anrisques devant la possibilité d'éclosions épidémiéues :

-
ar
™~

&
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d'infections gastro-intestinales, cutanées et  respiratoires,

et i1 reste beaucoup a faire pour améliorer leur situation. e

RECOMMANDAT 1)0}15 .

—

P

1) A cause de la grande anxiété dé la population & la
suite de ces quatre décds, et de 1'insuffisance des
» ian;mations que nous avons pu recuéillir. nous
recommandons que le Coqseil Régional Cri donne 1le

-

mandat 3 un médecin de 1'HBpital Chisasibi d'analyser/
les circonstances ayant entou}é le dé¢és de ces
quatre‘enfants, au moyen d'entrevues et de revue des
dossiers se trouvant au§‘h6p£taux d? Matagami, Val
.d'0Or et Ste-Justine. Le M.A.S. devrait offrir le
support nécessaire a cette &tude. Un rapport devrait
&tre adressé au comité de santé& de Némiscau., Iln'y
aucune raison de croire, 3 l'heure actuelle; que

ces déc&s sont’reliés & l'infection gastro—intestinaie
qui s8vit_ actuellement de Ivujivik 3 Fort Rupert. ‘ .

2) Une infirmerie permanente et une %pfirmiére 3 plein
temps sont indispensables dans les plus brefs délais.
Ceci permettra d'offrir:

- dds soins médicaux de premiére ligne et une. accessi-
bilité plus rapide aux services de deuzj&me 1igne¢

\ ~ un programmeé d'immunisations aux nourrissons et
enfants;:

2

- des programmes d'éducation et d'information sani-
, . y .
» taire, notamment,

-

. hygiéne pérsonnelle

’ \%%-Promotion de'lJallaitemenfzjf sein. NN

> ‘ 2

3) MNous supportons sans restrictign les recommandations -
que s'apprétent 3 fournir les responsables de .

1'Environnement sur 1'&tat de 1'environnement, en'cég

bt
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gui a trait a l'appfovisj‘.onnement er}/ﬁgu potable et .

a la disposition des eaux usées.

- Une source d'approwisionnement en eau saine
constitue un, besoin urgent. Ont pourrait creuser
un puits profond, ou installer une petite usine »
de pompage avec chlorinateur. En atgendant que ’
ces travaux soient réalisés, et nous espé&rons gque 3 |
ce sera avant la période du gel, le:s familles ’
devraient faire bouillir l'eau de bdisson et de V\?
lavage. Les barils-et seaux 3 eau devraient Etre
remplacés immédiatement par des contenants &
couvercle munis de robinets. Ces contenants

devraient tre nettoyés frequenment et gardds rem- S ‘

~

plis d'eau bouillie. ) :

_ Les lieux d'alsance actuels devralent étre stérili-~

4)

sés et remblayés auss:.tot gue possible. Des

toilettes chimiques ou un autre tvpe d'installations .
bien construites devraient €tre installées imm&diate-—

ment.

Mous dé&s¥rons rassurer le Conseil Scolaire Gri en ce

#
gui trait aux enfants de Némiscau. Il n'y a actuelle-

'ment aucurnle raison d'emp@cher les enfants de fréquenter S

les &coles d'autres villages *aussxtot que celles-ci -
ouvriront leurs portes. —— ,
X W ' .
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APPENDIX II
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INTRODUCTION

P

A visit was made to Eastmain September 22—23, ;980 to in--

vestigate the health conditions of the community. A report

* on runicipal services, including sanitation and water distri-
bution of Eastmain and other Cree communities was made in
Janﬁary 1979 by the "directeur des services de protection de
1’environnement" to SAGMAI "the Jolicoeur Report". In the
main, the conditions described therein and the prlorltles for
the future are the same today. As T do not claim expertise
in these areas, I have repeated the salient features des-
.cribed by Joligoeur and pointed qut where the situation Has

" since changed.
METHODS

-Information %%s derived from the following sources:

~ discussions with the nurse ,

‘\ - examlnatlon of the nurSLng station records for.
” / . clinic visits for infantile gastroenterltls'

1979-80
. nhumber and locatlon of births 1977-80
. infant feeqmng histories for infants" born,
1978-80 ‘
hospltallzatlon of children 1979-80

"

- dlSCUSSlonS with the chief of the village and the
water pump maintenance man '
. = tour of the v111age with visits to several houses, :
water taps, dump and school
- interviews with VLllag?rs about water collectlon
‘and storage, garbage storage and disposal, outhouses,

‘food storage, and personal hygiene,_
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i RESULTS
S - « \\«
1) Community Facilities ‘ .
A) Water supply - .
®

T

SOt Gyl LI s 15 s RS it~

‘As noted in the Jolicoeur report, a well and pump
station exist with filtration,reduction of iron con-
tent, and chlorination with pre and post treatment
reservoirs. I was informed that repe%téd reports
from the Ministére de l1'Environnement have not shown
baé@grial contamination of this water &t source. .
Pipes run this water to the school, teachers' houses
and nursing station. Since 1978, two more public’
taps have been added to the single one previously on
this line4 One man is responsible for maintenance of

'

the pump house.

The river is.no longer used as a source of water
because of the increased salinity following changes
in its rate of flow (apparently due to the building
Qf dams for hydroelectric power). ‘

Everyone questioned in the community'said that
the taps were unacceptable to them as sources of
drinking water because of tﬁe taste and colour of the
water. ‘ \ ’

4

* ]
SoLid garbage {isposal ~ . -

The pump is about two kilOmeters from the wvillage,
apparently recentlf relocated. Currently, there is
no public garbage pickup. People either take their
garbage to the dump by barrow or truck, or what ap-
pears.to be more common, throw it near tﬁe house or

burn: it nearby.




2)

3)

~

Houses and Domestic Hygiene

£y

Most of the houses were built. about seven to eight ]
. j
years ago. Heating is generally by wood stove. Drainage
is not a problem except.with excessive spring rain and

thaw.

All houses have one or more 45 gallon drums outside
to collect rainwater for all uses including drinking.
These are often kept covered, occasionally with cloths
over them to serve as crude filters, are rarely cleaned.
Water for drinking is kept in?oqxs, either in plastic gar-
bage~can type containers or, in many houses in covered
plastic or.metal containers with taps. Javel is never

-used t% clean these.

Garbag% bags are generally kept outside- the houses.
Flies were noted in many houses and considerableuvariation
is the cleanliness of the houses,was found. As the vil-
lage freezers have not worked for several years, most
houses have freezers to store game. Fewer houses have'
refrigerators. ﬁy impression was that the water is -
quently boiled for infant feeding, but rarely for d?i@king
by others. '

 Most houses have outhouses. Building and fkplacing of
these is: purely at personal di;gretion. Use of chamber
pots is particularly common during the wintexr. Slop water

‘is generally tossed out the front door.

Health and Nursing Services

The community is usually served by two nurses and a
nurse's aide, although there have been many periods when °
the second nursing)position was unfilled. Unlike many
communities, Eastmain has beanitted from having continu-
ity of nursing care over several years. Health education
is exclusively on an individual basis for hygiene and nu-
trition.
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4)

5)

1979 6 4 -

- -

A "weight-watchers" prdgramme exists. There appear

to be no school health programmes. \Thgfe 'is no local

“ 3 .
health committee. A random review of charts suggested
that immunization rates are high from ihfandy threugh

'

the pre-school period.

Births and Feeding Patterns
# With Known Feed-
Year Births . ing History Comment

1977 10 7 - 4 breast fed - mean duration 3m.
- (5 - Fort- 3 formula - 2 .with maternal
George) ( . post-partum com-~
(3 - Moose plications
Factory) '
(2 -vVval d4'Or)

B.F; ‘ duration ?2?
formula

1978 5 4 -
(5 - Fort-
George)
(2 - Moose ‘
Factory) - ¢
(L-val 4'0rx)

NN

B.F. mean duration 8m:
(5 - Fort- formula

George) .
(1 - Moose

Factory) L

N W

v

B.F. mean duration 3im.
formula

1980 4 4 -
(8m) (2 - Fort-
‘George)
(1~ val 4'or)
(1 - Granby)

NN

1

Generally, children continue to drink from bottles until N

three to four years old.

Children's Illnesses | - i

The nurses cite otitis, skin infections, dental car-
ies as the most common health problems. Apparently, there
has not been an outbreak of gastroenteritis this year in

Eastmain as there has been in other communities.

/
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Clinic Visits for Symptoms of Gastroenteritis
Under 3 Years 01d ’

1979 1980
Jaﬁuary 0 0
February 4 0
March 0 1
April 0 0
?ay m 0 0 .
une 4 0 N.A.

. July . N.A. 3 N.A. o
August ‘ 0 N.A.
September ' 1 i 0
October | 0
November N.A.

December Q 0 ’

There has keen only one hospitalization foé gastroen-
teritis. There have been children with diarrhea who have
not been seen at the nursing station.p The nurses feel that
this pattern is tﬁe result of their education programme last

year on management of gastroenteritis.

Hospitalization of Children

(excluding dental visits) -

1979 1980

13 : J S S
'Respiratory inf. '3 2
Trauma 2 1
Other orthopedic | 2 4
Tonsillectomy 2 1
Other surgery 0 1
Other 4 2
Fort-George 9 e 8 ’
val d'oOr 2 2 -
Montreal 1
Québec 1

Moose Factory ) ; 1 .
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RECOMMENDATIONS ) / .

1)

3)

/1 1

!

Water Supply g

The positioﬁlof the Jollcoeur report can only be re- ‘
emphasized; a water pipe dlStrlbuthD system must be built
with the shortest possible deélay. Several other consider-

ations are germane.

N
In additﬁon to the relative inaccessibility of the
well~water,fits taste and colour have encouraged the use
of an unacéeptable source of drinking water - rainwater -
collected in large, open, inadequately cleaned drums.
Bacteria} contamination of this water has been documented

repeatedly.

Consui&i;ion with regard to the mineral content, tur-
bldlté, et f the treated water and means of improving
its quallty is required. Such consultation could be sought

from the Ministé&re de 1l'Environnenent.

-

.The use of closed containers for drinking. water as in 8
some households should be urged on the others. The feasi-
bility of daily distfibution of water by tank truck should
be studied. Both of these ,are offered as interim measures
only. ‘ )

Sewage

Treatment of used wate:lis nonexistent at the moment.
Consultition is required as to the relative merit for this
community of multiple septic tanks vs a drainage pipe sys-—-
tem. Possible interim improvements include better out-
houses, chemical toilets, or honey buckets. Again, appxo-
priate consultation is required. '

e

+

Education Programme

Improvement in the esthetic quality and distribution
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o

i” of watei will need to be coupled with an education pro-
gramme discouraging drinking drum-stored w?ter and use of
) clean covered containers. The importance of hand wash-
ing between various domestic activities needs to be *
emphasizedj‘ Breast feeding appears generally well es- \
tablished in the community but further encouragement,

and discouraging prolonged use of bottles is needed.

The close ties of the nursing staff to the community
should facilitate such an education programme. Thé
resources of the school should be enlisted aé well. L
8 Establishment of a local health committee should be con-

sidered. A

e

At
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INTRODUCTIOQON
N - (\ ‘ . ) w

A visit was made to Paint Hills September 23-24, 1980
to investigate the héalth conditions of the commuﬁity. A
report on municipal serviée, including Sanitathon and water
distribution of Paint Hills and other Cree communities was
made in January 1979 by the “directeur des services des
protection de 1l'environnement", to SAGMAI, the "Jolicoeur ™
Report”. 1In the main, the qondﬁtions described therein and
the priorities for the future are the same today. As I do
not claim expertise in these areas, I have repeated the sa-
lient features described by Jolicoeur, and pointedzput'where
_the situation has since changed. et

METHODS
s 4

-~

Information was derived from the following sources:

! ' ' L
- discussion with the nurses

- examination of the nursing station records for:

. . clinic visits for infantile gastroenteritis
\ 1979-1980 ‘ '
' . number (1977-1980) and location (1980) of
births ‘

. hospitalizat®on of children 1979-1980

-'discussion with chief Walter Hughboy and public
- health officer, Willié Matches

- tour of the wvillage with visits to several .houses,

£y '

water sources, dump and school -
- integview with villagers about water collection and

storage, garbage storage and disposal, outhouse,

_food storage, and personal hygiene p

<F
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RESULTS ,
1) Community Facilities '
<
) 4

A) Water supply y ‘ ~

Other than the new site of Nemaska, Paint Hills
has the- poorest water supply system. River watéf from
the level of the village:(although above the major
sewer sources) 1is pumped in?o a pipe systenm .that
reaches the Hudson's Bay Co. complex, the school .and
teacher's residence. The nirsing station is served
by.an independent pump. Uater from both is consid-
ered contaminated and not used fpr drinking. Water
for drinking is delivered to the school and nursihg
station, other individuals are résponsible for ob-
4aining their own water. SOurces,of watex, currently,

A

aré several:

a) spring and reservoir without ény treatment and

completely open above the village. The reservoir -

r has just received its annual cleaning, but coli-
form counts just prior to this showed marked bac- -

terial contamination. ‘ ,

b} rapids on‘Fhe river above the village - frequent-

ly contaminated as well.

c) a small lake above the village which has been con-
taminated on 1 of 2 ‘teésts.

d). rainwater from an island in the bay - usually free
" of contamination, but requires ‘canoeing out with
receptacles to collect the water.

el rainwater collected in buckets about the houses. .
‘Thﬁs, there is no consistently clean, genefally ,

" accessible source of water. The problem is worse
I in the winter.
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B) Solid garbage disposal

Thére is biweekly collection of garbage for the
dump located far enough from the village (about 2km).
Much garbage though appears to be thrown elsewhere.

Houses and Domestic Hygiene

4

With few exceptions, the houses have been built in
the last decade. In addition, there is active housing
construction proceeding currently. Drainage does not
appear to be a problem, except for springtime. In addi-
tion, some of the area zoned for future houses is quite

marshy and presumably would require land fili.

In some houses, drlnklng water kept in covered con-
tainers, in others in open bins. None seemed to receive

adeguate cleaning (i.e. regularly with javel).

Garbage bags are generally kept outside. Most houses
are clean and relatively well maintained. Most houses
have refrigerators. Although all people questioned ac-

knowledged the importance of b0111ng water for drinking,

most admitted that this was done sporadically. Sldp
water is generally tossed out the front door.Outhouses are
as found in the gther coastal communities.

Healgh and Nursing Services

The community is served by two nurses. The usual

_ problems of rapid turnover exist although the current

personnel assisted by the translator/aide appear to have
a good rapport with the community. There are no formal
he%}th education programmes in operation currently. A
local health committee has just been established. Im-
munlzatlon rates are high from infancy through the pre-
school perlod {

3
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4 ,
-4 -
: 7 i
Births | : L9

1977 = 20.
1978 - : L

78 - 23 ~ ;} X
1979 - 23 - .
1980 -

15, (Moose Factory 11, Fort George 3, Paint .
i(Hills 1.) Information on infant feeding is
not rea;iily available in the charts, But the
impression of the nurses is that "most" in-

fants are breast fed at least initially. ’

Duration is egually unknown.:
* 4

Children's Illnesses -

As in Eastmain, ear, skin and tooth problems are the

- most common. Paint Hills was equally spared the gastro-

enteritis outbreak found in severval other Cree communi«

ties.

Clinic Visits for Symptoms of Gastroenteritis
Under 3 Years 01d

|

‘ 1979 1980
January - 1 0
February -1 1
March 2 — 1
April 1 0
May | 0 N.A,

June 0 0
July 2 2 .
August 1l — 3
'September 7 1
October 2

' November 0 )
December

Members of the community do recall a large outbxjeak*
of gastroenteritis four to five years ago, but none since.

-
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t ‘ ; There have been no hospitalizations for gastroenteritis
ih the last two years.

1

Hospitalization of Childfen

{excluding Hental visits)
T ~ 1979 1980
30

w
b

.

[

. ) " Resp. infec:

[
X
»

. Orthopediics
s ’3' ' Tonsillectomy

Circumcision

L= S \C RN G Vo N 48 ]

o Other surgery
L : ' Other . o 10
; s '

- 1/' .

«fort—George 18
val 4'or" 7
:\ qﬁose Factory ) 1'
.ﬁontreal T

58] [N
N - B g N WO

——

: Note: Most of the orthopedic visits are the
follow-up of congeni y dislocated
® . ‘ e hips and represent several visits by
(‘»,

each of a group of patients:with this
problem. '

" RECOMMENDATIONS ) .

-

."1) Water Supply a )

A proposal~made several years ago fér a water system
’ using water from the Makatua needs to be reevaluated.
More work will be required in Paint Hills than any other
U éommunity for the'provisio of an adequaté‘wgter distéi—
5 o ution system. The current]situation doesn't even have |
the basis for an interim sOGlution and consultation is re-
quired. .If a consistently clean source of water is
N ‘ identified, a tank truck and closed container system as
. suggested elsewhere may be used as a temporary measure.
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2) Sewage

Again, consultation 'is required t& determine what is
the most appropriate system for sewage Ereatmgnt in this
rcommunity. Meanwhile,better outhoﬁées, chemical toilets .
or honey. buckets should be cgnsidered. ‘

3) Education Program

All the interim measures éuggestedﬂwill‘require the
active participatgbn of the.community. Education about,
vater storage, disposal of waste material and persohal
hygiene is required. The prolonged use of bottle feeding
‘muast be discouraged. The involvement of the newly es-
tablished local health committee t@%ether with %the nurses

L g

v e

will be helpful,
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