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Key messages
 ◥ The Fraser Health Authority (FHA) has the personnel in place to provide ongoing population 

health analyses. 
 ◥ Analyses could be improved by using a finer grain of spatial analysis than local health areas.
 ◥ Population Data BC is a resource that the FHA could use to conduct these analyses.
 ◥ The Pampalon index has recently been adopted by the Canadian Institute for Health Information. 

Use of this index by the FHA would allow health status and outcome comparisons with all urban 
areas in Canada.

 ◥ In general terms, health status declines from west to east in the FHA region. 
 ◥ Higher levels of relative deprivation are found in communities in the eastern portion of the 

FHA region, in the northern parts of Surrey and in New Westminster.
 ◥ The creation of the First Nations Health Authority provides the opportunity for the FHA to 

work in partnership to address issues of availability, acceptability and accessibility of services 
to Aboriginal populations.

 ◥ Migration, especially from Asian countries, will be a major contributor to population growth 
in the FHA over the next 25 years.

 ◥ Settlement patterns within the FHA differ for East, South and Southeast Asian populations.
 ◥ Maintaining and strengthening relationships with the FHA’s various immigrant communities 

is crucial to the future effectiveness of health service delivery and health promotion efforts.
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execuTive summary
The Fraser Health Authority (FHA) is committed to creating a high-performing and more sustainable 
health system for the 1.6 million people living in the region. To help achieve this, the health authority 
has partnered with the Canadian Health Services Research Foundation (CHSRF) and the Institute for 
Health System Sustainability (IHSS) on a three-phase initiative. The first phase of the Fraser Health 
Transformation project is intended to generate knowledge and gather information.

The specific objective for this population health analysis (one of three papers commissioned at this 
information-gathering stage) is to help stakeholders in the FHA system to achieve an accurate and 
common understanding of the Fraser Valley region’s context for improving health outcomes.

This report covers three topics:

 ◥ the population profile of the FHA region
 ◥ key social and environmental factors shaping health outcomes in the FHA region
 ◥ pressing issues in the FHA region that may inform health system priorities

Population profile
The FHA region contains the largest population of British Columbia’s five regionally based health 
authorities. In 2011 the region contained an estimated total population of 1,635,340 people – just over 
a third of the population of British Columbia. Most people (66% of the FHA population) live west of 
the Langley/Maple Ridge local health areas. 

Significant proportions of the communities in the eastern part of the FHA region (Hope: >75%; Mission, 
Abbotsford and Chilliwack: >35%) are in the lowest quintile of socio-economic circumstances. About a 
quarter of Surrey’s population lives in the lowest socio-economic quintile (mostly concentrated around 
the northwest corner of the city), as do about 21% of the residents of New Westminster. All other 
municipalities have relatively small proportions of populations in the lowest socio-economic quintile. 

A large First Nations population is scattered throughout the FHA area, mostly from the Sto:lo First Nations. 
In absolute numbers, Surrey has the largest population of persons of Aboriginal ancestry (approximately 
10,500). Langley and Abbotsford each contain about 5,000 Aboriginal persons. Relative to community size, 
communities in the eastern portion of the FHA region have the highest proportions of Aboriginal people 
(Hope: 11.8%; Mission: 7.5%; Chilliwack: 6.3%; Pitt Meadows: 5.2%).

Between 2001 and 2006, some 82,405 immigrants settled in communities in the FHA area. The largest 
number of recent immigrants (N = 26,625; 32.3%) in the area came from East Asia (China, Hong 
Kong, Korea, Taiwan and Japan). The majority of these recent immigrants settled north of the Fraser 
River in Burnaby (n = 11,535; 53.4% of Burnaby’s recent immigrants), Coquitlam (n = 4,095; 46.1%), 
New Westminster (n = 1,030; 25.2%), Port Moody (n = 695; 46.3%) and Port Coquitlam (n = 690; 35%). 
The second largest source of recent immigrants in the FHA region (N = 21,475; 26.1%) is South Asia 
(India, Pakistan, Nepal and Sri Lanka), primarily the Punjab region in India. These immigrants settled 
mainly in Surrey (n = 13,805; 47.7% of Surrey’s recent immigrants), Abbotsford (n = 3,277; 62.7%), 
Burnaby (n = 1,525; 7%) and Delta (n = 1,445; 40%). A third large source of immigrants (N = 9,495; 11.5%) 
is Southeast Asia (Thailand, Lao, Cambodia, Malaysia, Singapore, Vietnam and the Philippines). Surrey 
(n = 4,285; 17.1% of Surrey’s recent immigrants), Burnaby (n = 2,400; 11%), Coquitlam (n = 840; 9.5%) 
and New Westminster (n = 700; 17%) became the major communities of Southeast Asian settlement.

Population projections forecast an increase of 50% in the population of the FHA region by 2036, by 
which time it will contain about 40% of British Columbia’s population. 
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Key social and environmental factors 
The current size of the immigrant population in the FHA region and the role that immigration will play 
in the region’s estimated population growth over the next 25 years are important factors. The FHA needs 
to develop and/or maintain strong links to the various cultural communities in the area, particularly 
with the various Asian communities, just as it has done with First Nations communities. Surprisingly 
few references to these communities exist in the FHA document entitled “Highlights of Initiatives in 
Fraser Health Authority Addressing Health Equity,” with the important exception of the Diversity and 
Translation services and the creation of the new Leader of Diversity Services position. Managing growth 
in the Fraser Valley is another important challenge to population health for the FHA.

Pressing issues
A supple data system is crucial to allowing the FHA’s impressive population health analysis team to really 
shine. The reports produced by the organization are impressive by any measure, yet their analytical power 
is undermined by the crude packages in which their data are available. A transformational move would 
be to use the capabilities of Population Data BC to drive the empirical analyses required for analyzing 
both population health and the healthcare system.
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conTexT
The Fraser Health Authority (FHA) is committed to creating a high-performing and more sustainable 
health system for the 1.6 million people living in the region. To help achieve this, the health authority 
has partnered with the Canadian Health Services Research Foundation (CHSRF) and the Institute for 
Health System Sustainability (IHSS) on a three-phase initiative. The first phase of the Fraser Health 
Transformation project is intended to generate knowledge and gather information.

The specific objective for this population health analysis (one of three papers commissioned at this 
information-gathering stage) is to help stakeholders in the FHA system achieve an accurate and common 
understanding of the Fraser Valley region’s context for improving health outcomes. The population health 
analysis provided here will cover the following elements:

1. a population profile of the FHA region, including population counts and core demographics 
for the region and by location and ethnic diversity, where available (The analysis uses data from 
Statistics Canada, augmented by information from BC Stats [PEOPLE projection data], where 
appropriate. The paper will include a listing of relevant data sources for population health analysis 
as well as a discussion of weaknesses of data sources and gaps in information.) 

2. a discussion of key social and environmental factors that shape health experiences in the 
FHA region, including age, gender, ethnicity, employment and working conditions, education, 
transportation and community design, and other relevant influences

3. a discussion of pressing issues in the FHA region (for example, diseases, health conditions or 
conditions of everyday life) that may inform health system priorities 

In addition to an analysis and synthesis of existing data, this paper will provide a discussion of 
information gaps and actions required to obtain the information needed to move forward with 
the Fraser Health Transformation project. This discussion will include commentary on barriers to 
transforming the system to improve health outcomes in the FHA area and identification of strategic 
investments required to improve population health outcomes in the region (for example, monitoring, 
evaluation, performance measurement and research). Finally, the discussion will identify which of 
the strategic investments are most relevant for possible implementation in Phase 3 of the overall 
project and what information is required from stakeholders in the FHA region (such as the public 
and healthcare providers) related to improving health outcomes.
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PoPulaTion Profile of The fha region
The FHA region contains the largest population of British Columbia’s five regionally based health 
authorities. Created in December 2001, the region’s boundaries extend from the communities of 
Tsawwassen and White Rock south of the Fraser River, the city of Burnaby north of the Fraser 
River and up the Fraser Valley east to the municipality of Hope. The United States border runs the 
length of the FHA region to the south. In 2011 the region contained an estimated total population of 
1,635,340 people – just over a third of the population of British Columbia1. Administratively, the FHA 
region is divided into 13 local health areas (LHAs) ranging in population size from 392,000 in Surrey 
to about 8,000 in Hope. Most of the population lives in the western portion of the region – more than 
66% lives west of the Langley/Maple Ridge LHAs. 

One of the challenges facing the FHA is the fact that the administrative boundary is not based on a natural 
geographic region. The Vancouver metropolitan area is bisected by the Fraser Health and Vancouver Coastal 
health authorities, and people living in municipalities within the Vancouver metropolitan area (such as the 
66% living in the western portion of the FHA region) may seek services from either of these two health 
authorities. The porous boundaries between the regions of the FHA and the Vancouver Coastal Health 
Authority complicate the planning and coordination of services between the two authorities. The proximity 
of the largest population centres in the FHA to the other municipalities in the Vancouver metropolitan area, 
combined with the vast distance between the eastern and western boundaries of the FHA area, makes it 
difficult to create a shared identity of the population centres with the FHA. 

In the interval between our responding to the request to provide the population health analysis and 
drafting this document, the FHA produced its own excellent population profile in December 2011.2 

That document contains an extensive analysis of several key indicators of population health:

 ◥ Population demographics: population estimates and projections (population distribution, current 
and projected population by age and sex, predicted population growth, child and youth population, 
senior population, dependency ratio, Aboriginal identity, immigrant population)

 ◥ Health determinants: social and economic environment (home language, education, lone-parent 
families, individual and family income, low-income population, income assistance, unemployment 
rate and employment insurance beneficiaries, food security, homelessness, serious crime rates); healthy 
child development (low birth weight rate, breastfeeding, children in government care, early child 
development, grades 4 and 7 foundation skills assessment); physical environment (motor vehicle 
use, exposure to second-hand smoke); healthy living (tobacco use, fruit and vegetable consumption, 
self-reported leisure time physical activity, overweight and obesity [self-reported body mass index], 
vitamin D inadequacy); and disease prevention (primary prevention – school immunization coverage, 
influenza immunization coverage; secondary prevention – screening mammography program; 
tertiary prevention – diabetes management)

 ◥ Health status: general health status (life expectancy at birth, live birth rate and related indicators, teen 
birth rate, self-rated health, self-rated mental health); morbidity (leading causes of hospitalization, 
cancer incidence – child and adult, HIV, chronic diseases [diabetes, asthma, cardiovascular disease 
and congestive heart failure, depression/anxiety, hypertension, stroke, chronic obstructive pulmonary 
disease, osteoarthritis, dementia]); and mortality (infant mortality, all causes of death, potential years 
of life lost, age-standardized mortality rate [natural causes, external causes])
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Data for most of these analyses are at the LHA level. In 2010 the FHA also produced excellent population 
health profiles for each of its 13 LHAs. The profiles provide overviews of the demographics, socio-
economic characteristics, health status, major causes of hospitalization and causes of death for each LHA. 
Together, these resources provide a far richer population profile of the FHA than can be provided in this 
brief paper. We commend the FHA team that put these profiles together for their work. The FHA has 
in place the skills and resources required to provide ongoing analysis of the major influences shaping 
population health in the FHA region. However, we note a few areas where the quality of these analyses 
could be enhanced.

Density
First, it would be desirable to have a fine-grained spatial analysis of the distribution of populations 
within the LHA, which the LHA-level profiles do not provide. Figure 1 presents the population density 
of the FHA region (excluding Hope, which is a low-density community). The greatest concentration 
of the population straddles the Fraser River in Burnaby/New Westminster/Tri-Cities (Coquitlam, Port 
Coquitlam and Port Moody) north of the Fraser and in the northern portion of Surrey and North 
Delta south of the Fraser. Most of the FHA area represents low-density land use, reflecting the role 
that agriculture plays in the region.

Figure 1 Population density of the Fraser Health authority region, 2006
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social disparity
The segmentation of populations by LHA does not provide the opportunity to see the relative distribution 
of health status or populations at risk across the entire FHA area. Using the Vancouver Neighbourhood 
Deprivation Index (VANDIX),3 which estimates the relative distribution of health status based on the 
known relationship between health status and socio-economic characteristics, a clear pattern of health 
status distribution emerges (see Figure 2). Significant proportions of the communities in the eastern part 
of the FHA region (Hope: >75%; Mission, Abbotsford and Chilliwack: >35%) are in the lowest quintile 
of socio-economic circumstances. In addition, about a quarter of Surrey’s population lives in the lowest 
socio-economic quintile, mostly concentrated around the northwest corner of the city. Across the river, 
about 21% of the residents of New Westminster live in the same quintile. All other municipalities have 
relatively small proportions of populations in the lowest socio-economic quintile. 

A second index, developed by Pampalon,4 estimates the relative distribution of health status by using two 
simultaneous measures of material disadvantage (based on employment, education and income) and social 
disadvantage (adults living alone or with other adults). The distribution of health status using this measure 
appears in Figure 3. Once again, Hope (>75%) and the municipalities of Mission, Abbotsford and Chilliwack 
(>35%) stand out as having high proportions of populations experiencing material and social disadvantage. 
However, New Westminster (almost 60%) and Surrey (about 45%) have larger proportions of populations 
experiencing disadvantage based on this measure as compared with the VANDIX results. White Rock also 
has a much larger proportion of its population experiencing disadvantage by this measure, largely due 
to the influence of persons living alone. 

Figure 2 Proportion of deprived population by municipality, based on the VandiX, 2006
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Figure 3 Proportion of deprived population by municipality, based on Pampalon index, 2006
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ethnicity
The FHA region contains significant numbers of ethnic minority groups. A large First Nations 
population is scattered throughout the FHA area, mostly from the Sto:lo First Nation. Figure 4 shows 
the distribution of the Aboriginal population in the FHA region. 
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Figure 4 aboriginal population distribution in the Fraser Health authority region, 2006

S u r r e y

L a n g l e y

D e l t a

A b b o t s f o r d

M i s s i o n

C h i l l i w a c k

M a p l e  
R i d g e

C o q u i t l a m H o p e

Legend
Disseminat ion area

1  Dot  represent  
60 abor ig inal

1  Dot  represent  60 
abor ig inal  wi th  indian 
status

0 2000 4000 6000 8000 10000

W hite  Roc k
Hope

P i tt  Me adows
P or t Moody

P or t Coqu i tlam
Coqu i tlam

Mission
Ne w W e stminste r

De l ta
Maple  Ridge

Bur naby
Ch i l l iwac k

A bbotsfo r d
L angle y

Sur r e y
Aboriginal population in each municipality Municipality 

As % of the 
population 

Hope 11.8  
Mission 7.5 
Chi l l iwack 6.3 
Pi t t  Meadows 5.2 
Maple Ridge 4.6 
New Westminster 4.6 
Langley 4.5 
Abbots ford 4.0 
Port  Coqui t lam 3.4 
Del ta 3.1  
Port  Moody 3.0 
Surrey 2.7 
Whi te Rock 2.7 
Coqui t lam 2.1  
Burnaby 1.9 

Source(s): Census Canada 2006

In terms of absolute numbers, Surrey has the largest number of residents of Aboriginal ancestry 
(approximately 10,500). About 5,000 Aboriginal persons live in Langley as well as in Abbotsford. 
In terms of the proportion of Aboriginal persons relative to community size, communities in the eastern 
portion of the FHA region have the highest proportions (Hope: 11.8%; Mission: 7.5%; Chilliwack: 6.3%; 
Pitt Meadows: 5.2%). The majority of persons of Aboriginal ancestry in the FHA region are non-
status Indians according to the Indian Act. 

The relatively poor health status of Aboriginal populations in British Columbia has been well documented. 
However, Aboriginal populations are quite diverse in their cultural practices, languages and traditions. 
The work of Chandler and Lalonde (1998)5 illustrates the range of difference in health outcomes (in this 
instance, suicide) between Aboriginal communities when placed against a backdrop of degree of cultural 
continuity and self-governance. The historic creation of the First Nations Health Authority (FNHA) 
provides an enormous opportunity to promote cultural continuity and self-governance in Aboriginal 
communities throughout the province. The FNHA also provides an opportunity to extend services to 
persons of Aboriginal ancestry living off-reserve – historically, one of the most challenging populations 
to reach. The FHA has developed a strong relationship with Aboriginal Peoples living within its jurisdiction. 
As responsibility for service delivery shifts to the FNHA, the FHA needs to continue to work with leaders 
in this community to ensure that services are available, accessible and acceptable to this population.
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Historically, communities within the FHA area have contained large numbers of visible minorities, 
especially Asian minorities. They also attract the largest numbers of recent immigrants in British 
Columbia. Between 2001 and 2006, some 82,405 immigrants settled in communities in the FHA region. 
As Figure 5 illustrates, most of the recent immigrants settled in the larger communities in the western 
part of the FHA region. 

Figure 5 distribution of recent immigrants in the Fraser Health authority region, 2006
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The largest number of recent immigrants (N = 26,625; 32.3%) settling in communities in the FHA 
region came from East Asia (China, Hong Kong, Korea, Taiwan and Japan). As shown in Figure 6, the 
majority of these recent immigrants settled north of the Fraser River in Burnaby (n = 11,535; 53.4% 
of Burnaby’s recent immigrants), Coquitlam (n = 4,095; 46.1%), New Westminster (n = 1,030; 25.2%), 
Port Moody (n = 695; 46.3%) and Port Coquitlam (n = 690; 35%). Surrey (n = 4,710; 16.3%), Langley 
(n = 1260; 41.7%), Delta (n = 885; 25%) and Abbotsford (n = 720; 13.8%) also received large numbers 
of recent East Asian immigrants. 
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Figure 6 distribution of recent immigrants from East asia in the Fraser Health authority 
region, 2006
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The second largest source of recent immigrants in the FHA area (N = 21,475; 26.1%) is South Asia 
(India, Pakistan, Nepal and Sri Lanka), primarily the Punjab region in India. Figure 7 illustrates 
that these immigrants settled primarily in Surrey (n = 13,805; 47.7% of Surrey’s recent immigrants), 
Abbotsford (n = 3,277; 62.7%), Burnaby (n = 1,525; 7%) and Delta (n = 1,445; 40%). 

A third large source of immigrants to the FHA region (N = 9,495; 11.5%) is Southeast Asia (Thailand, 
Lao, Cambodia, Malaysia, Singapore, Vietnam and the Philippines). Surrey (n = 4,285; 17.1% of Surrey’s 
recent immigrants), Burnaby (n = 2,400; 11%), Coquitlam (n = 840; 9.5%) and New Westminster 
(n = 700; 17%) became the major communities of Southeast Asian settlement (Figure 8). 
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Figure 7 distribution of recent immigrants from south asia in the Fraser Health authority 
region, 2006
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Figure 8 distribution of recent immigrants from southeast asia in the Fraser Health 
authority region, 2006
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Delta 96200 3545 225 6.35 
Pitt Meadows 15620 420 25 5.95 
White Rock 18745 525 25 4.76 
Chilliwack 68510 735 30 4.08 
Abbotsford 122900 5225 115 2.20 
Hope 6190 0 0 0.00 
Mission 32985 660 0 0.00 
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Source(s): Census Canada 2006

Projected population growth
Population projections predict a 50% increase in the total population of the FHA region by 2036.6 
This is more than double the growth projected for any other health authority in the province over this 
time period. The estimated distribution of this growth is shown by community in Figure 9. 
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Figure 9 Projected population growth, Fraser Health authority region, 2011–2036
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Population pressures will be greatest in the Langley area, but significant increases are expected in all 
communities in the FHA region, with the exceptions of Delta and Hope. Projected population increases 
will have significant implications for land use (conversion of farmland to residential use in the middle 
portions of the FHA area and densification in the western portions), transportation systems, and water 
and sewage treatment. 

The projected growth in the population due to migration is expected to result in a slightly younger 
population, on average, in the FHA region than in the rest of the province. However, the proportion of the 
FHA region’s population aged 65 and older will grow from 14% in 2011 to 21.3% in 2036 (Figure 10), while 
the proportion aged 80 and older will grow from 4% to about 6.5% (Figure 11). The highest percentage of 
older adults will be concentrated in the westernmost (Delta) and easternmost (Hope) communities.
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Figure 10 distribution of growth in population aged 65 and over, Fraser Health authority 
region, 2011–2036
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Figure 11 distribution of growth in population aged 80 and over, Fraser Health authority 
region, 2011–2036
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social and environmental factors
The FHA’s Health Profile 2011 contains an impressive analysis of the distribution of several social and 
environmental factors shaping the health experiences of residents in the FHA area, including education, 
individual and family income and measures of access to income (unemployment and employment 
insurance beneficiaries, income assistance, food security, and homelessness), motor vehicle use, and 
exposure to second-hand smoke.7 The Profile also contains measures concerning early child development, 
personal health practices and body weights. Most of these data are presented by LHA or LHA roll-ups 
(Fraser North, South and East). Some of the data are taken from external surveys such as Statistics 
Canada’s Canadian Community Health Survey or from surveys conducted by other groups (such as 
the homelessness count). It may not be possible to drill down to a finer grain of spatial analysis with 
these data. However, it is possible to imagine the likely distribution of these data using the VANDIX, the 
Pampalon index or other indices. As already indicated, the eastern portion of the FHA area is relatively 
disadvantaged by many measures, as are New Westminster and the northern portion of Surrey. 
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One of the central difficulties associated with a population health analysis for an organization such as the 
FHA is that many factors shaping the population’s health experiences lie outside the organization’s control 
or mandate. Apart from being a major employer in the region, the FHA has little control over labour market 
dynamics. The domains of education, housing, community design, policing and public safety (to name a 
few) are similarly beyond its direct influence. The FHA can and does play a major indirect role by investing 
resources in partnering with other provincial and municipal administrative structures, as well as non-profit 
groups across a spectrum of activities (from recreation and cultural groups to housing and anti-poverty 
advocates), and focusing discussion within those areas on the significance of conditions of everyday life 
in shaping health experiences. The mayor’s forum with which the FHA is involved is a great example of how 
the organization can engage with the wider community to address social and environmental issues 
outside of its control. The relationship established with First Nations communities is another. 

The FHA is involved in an impressive number of initiatives to address issues relating to health equity, 
as identified in the document entitled “Highlights of Initiatives in Fraser Health Authority Addressing 
Health Equity.”8 However, we could find no information relating to the evaluation of these initiatives. 
Reference was made to a strategic plan for the Women’s Health Program to be completed by March 31, 
2011, but we could find no such plan on the FHA website. Still, the fact that the FHA has initiated such 
programs suggests that it places a high value on addressing and ameliorating health inequities. This 
impression is reinforced by the very recent “Inventory of Existing Prevention and Equity Initiatives in 
Fraser Health Clinical Programs (Draft),” dated March 7, 2012 (not yet publicly circulated). The fact 
that the FHA is looking at both acute and non-acute services through an equity lens bodes well for its 
ability to address its population health objectives.

Given the current size of the immigrant population in the FHA region and the role that immigration 
will play in the region’s projected population growth over the next 25 years, the FHA needs to develop 
and/or maintain strong links to the various cultural communities in the area, particularly the various 
Asian communities, just as it has done with First Nations communities. Surprisingly few references to 
these communities exist in the “Highlights” document, with the important exception of the Diversity 
and Translation services and the creation of the new Leader of Diversity Services position. 

Clashes between traditional cultural values of immigrants and Western values are extremely difficult to 
manage for public institutions, and they are almost always complicated further by intersections between 
domains of “risk.” For example, violence against women may involve “risk” associated with the overlapping 
issues of beliefs about gender roles, social isolation, stigma regarding the involvement of public institutions 
in domestic affairs, lack of understanding of what services/supports there are and what they do, informal 
networks of support for both men and women, perceived loss of power/control, and so on. Involvement 
in organized crime, reluctance to seek care or acceptability of services may be similarly produced by 
confluences of factors. The more that the FHA as an organization is able to integrate into the various 
cultural communities and understand from their perspectives what values, mores and stigmas exist, the 
greater the opportunities for it to provide services that are acceptable independently of their availability. 

Managing growth in the Fraser Valley is another important challenge to population health in the FHA 
region. The colossal population growth over the last 25 years in communities throughout the region 
(especially in the western portions) has resulted in massive transportation issues, as epitomized in the 
Gateway transportation development. In our opinion, traffic congestion on the Trans Canada Highway 
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(particularly in the Surrey area), combined with the large numbers of residents of communities in 
the FHA who do not work in the communities in which they live, and the proportion of these who 
drive private vehicles to work, is reflected in the proportion of FHA residents who are overweight and 
obese. According to Frank and colleagues,9 there is a 3% increase in the odds of being obese for every 
additional 30 minutes spent in a car each day, while being able to walk or take public transit to work 
or to walk to nearby shops translates into a 7% decrease in obesity. Given that municipal planning is 
outside the control of the FHA, it can still play a strong advocacy role in shaping the future development 
of settlements. The FHA may be able to build upon current concerns in Canada about the future health 
impacts of obesity, poor nutrition and lack of physical activity in building the case for thoughtful 
community design (not just ad hoc growth) and integrated transportation policies for the FHA area. 

In terms of housing, food security and low income, the FHA area faces two countervailing issues. First is 
the generally rising gradient from west to east in the proportion of the population with the lowest levels 
of skills, education and incomes. This situation suggests that the FHA will need to continue to focus 
on the East Fraser region in terms of health literacy, prevention and health promotion, and outreach 
activities, as well as maintaining strong relationships with service and social organizations in the area. 
Although the relative size of the population in the East Fraser region is small, the level of disadvantage 
is high. This population is predominately Canadian-born, so concerns about language and culture 
(apart from issues of cultural sensitivity related to Aboriginal values, health beliefs and practices) are not 
as pressing as they are in the North and South Fraser regions. 

On the other hand, the proportion of low-income families is greater in the North and South Fraser regions, 
largely due to the high cost of housing in the Vancouver metropolitan area. Here, issues of language and 
culture loom large because of the concentration of immigrants. Here, too, are larger concentrations of 
persons who historically have been hard to house – people with addictions and/or mental health concerns. 
Lone-parent families, especially those headed by females (the large majority of such households), form a 
third subpopulation of concern (although this subpopulation is distributed throughout the FHA region).
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Pressing issues
In relation to population health, the FHA needs to manage several pressing issues. Paramount is the 
tension between the idea of “health” and the provision of healthcare. Thirty-five years after the Lalonde 
Report10, Canadians still do not appreciate this distinction. Acute events will continue to trump chronic 
concerns. Management of complex health needs will drive cost pressures in biomedicine through the 
various parties that benefit from the relationships they have with the existing system (service providers 
and investors). The influence of direct-to-consumer advertising and the promise of personalized medicine 
will only exacerbate these pressures. At the same time, income inequality in British Columbia (and Canada) 
is growing; questions are looming about the medium- and long-term consequences of climate change; 
and population pressures (settlement, land use for housing and business, transportation, etc.) intertwine 
with pressures around food production, traditional food systems and the availability of usable resources 
over the longer term. 

If the FHA’s mission is to improve health status in addition to providing healthcare services, it will have 
to do so within this context. How might the organization best position itself to do so were it to make 
such a commitment?

A supple data system is crucial to allowing the FHA’s impressive population health analysis team to really 
shine. The reports the organization has produced are impressive by any measure, yet their analytical 
power is undermined by the crude packages in which their data are available. The Pampalon and 
VANDIX analyses described above give a fairly good approximation of the distribution of population 
resources in the FHA region. The Canadian Institute for Health Information has recently endorsed the 
Pampalon index as a Canadian standard and provided a detailed analysis of health outcomes and status 
for major metropolitan areas of Canada, so adopting this standard in the FHA region seems a prudent 
policy. It would allow the FHA to compare its performance against urban areas across Canada. This is a 
great challenge – and opportunity – for an administrative region that is not a natural geographic region.

A transformational move would be to use the capabilities of Population Data BC to drive the empirical 
analyses required for analyzing both population health and the healthcare system. Population Data BC 
facilitates the ability to link data across ministry and other data sources to look at broader population health 
trajectories along with the ability to explore questions relating to healthcare system performance (see http://
www.popdata.bc.ca/). The FHA could benefit greatly from, and do a great service to, Population Data BC by 
allowing the FHA’s very capable staff to exploit this resource. It would be an investment in the data systems 
required to monitor outcomes at both levels.

The important investments the FHA has made in working with communities will be deepened as 
it integrates with the various cultural communities in the area. Engagement with the various Asian 
communities is a key to building upon the great reputation the FHA has developed within its First 
Nations communities.

The FHA should advocate for prevention and health promotion always – in the media, in public 
presentations and in service delivery. Standing for prevention will help the organization to be less 
reactive to issues. The organization should communicate as often as possible about upstream issues.

Finally, the FHA should continue its efforts to build community. Celebration of diversity and of 
community, of being together and appreciating and understanding our differences, makes us all 
stronger. The FHA should always stand up for equity and fairness, and for rights and responsibilities. 
These are essential to creating healthy communities.
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