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Synopsis: chronology of events, studies and reports covered in this paper

Date Event
1876 Signing of Treaty Six
1966-67 Hawthorn studies on “Indians of Canada” paint dismal picture of First Nations life
1969 White Paper on Indian Policy tabled by Jean Chrétien
1975 James Bay and Northern Quebec agreement
1978-79 WHO Alma-Alta Declaration redefines the meaning of “health”
Jan. 22, 1979 11 year old First Nation girl dies in hospital in Alert Bay, B.C. from an appendicitis 

attack, sparking public inquiry
Sept. 19, 1979 Federal Indian Health Policy announced
1979-80 Battleford Tribal Council multi-band health services agreement replaces former 

federal Indian hospital
1980 Thomas Berger report on Indian and Inuit health funding and agreement system
May 1980 Alert Bay inquiry report released, slamming racist and negligent care of First Nations
1982 Canadian Charter of Rights and Freedoms adopted which includes Section 35, 

recognizing and affirming “existing aboriginal and treaty rights”
1982 Community Health Demonstration Program (CHDP) launched
1983 Penner Report on Indian Self-Government released
Jan. 18-21, 1988 5 members of Sandy Lake First Nation stage hunger strike at Sioux Lookout Zone 

Hospital in Ontario protesting poor health services and get a public inquiry
March 16, 1988 Federal cabinet approves the health transfer policy framework
Sept. 22, 1988 Montreal Lake First Nation signs first transfer agreement
May 1989 The panel set up because of the Sioux Lookout hunger strike releases the final report 

of its inquiry. The report1 stops short of the recommendations for self-government in 
health advocated by the hunger strikers and the Nishnawbe-Aski Nation. 

June 29, 1989 Treasury Board approves spending authorities for Transfer initiative
1990-91 Meadow Lake Tribal Council signs multi-band health agreement
1990s Transfer agreements signed in multiple locations and tribal councils
September 1996 Auditor General Report on Canada/First Nations relations
Nov. 21, 1996 Final report of the Royal Commission on Aboriginal Peoples (RCAP)
Oct. 1997 Auditor General review of FNIHB
1998 Battleford Tribal Council successfully completes CCHSA2 accreditation
Sept. 28, 1999 Adams report on Meadow Lake Tribal Council/FNIHB dispute
Oct. 2000 Auditor General review of FNIHB
Oct. 2000 FNIHB orders forensic audit of Fontaine treatment centre in Manitoba
April 11, 2001 Fyke report on Saskatchewan health care system released
March 2002 Western First Nations object to new agreement template of FNIHB
November 2002 Romanow report on national health care system released
November 2002 FSIN, province and federal governments release joint paper on treaty right to health
December 2002 Auditor General report on paperwork burdens of First Nations
Feb. 2003 Cost study of Saskatoon Tribal Council released
Feb. 5, 2003 First Ministers’ Accord on funding health care
Jan. 30, 2004 Forensic audit of Fontaine centre released
April 19, 2004 First Canada-Aboriginal Peoples Roundtable (CAPR) session held in Ottawa
Sept. 13, 2004 First Ministers and NAOs launch Health Blueprint process
Nov. 4-5, 2004 CAPR health sector follow-up session in Ottawa
Nov. 23, 2004 Another study of MLTC financial issues released

1 titled From Here to There: Steps Along the Way — Achieving Health for All in the Sioux Lookout Zone, by 
Archbishop Ted Scott, Wally McKay and Dr. Harry Bain.
2 Canadian Council on Health Services Accreditation
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Jan. 25-26, 2005 CAPR follow up session on “accountability for results”
Feb. 23, 2005 Federal budget includes $700 million for aboriginal health
March 2005 National evaluation of transfer system released 
March 2005 FSIN Health Summit, Saskatoon
April 1, 2005 Treasury Board authorities for FNIHB transfer initiative renewed
June 24, 2005 Capacity Development Strategy, FNIHB Saskatchewan, released
Nov. 18, 2005 McArthur report on Saskatchewan training system released
Nov. 24-25, 2005 Kelowna, B.C. First Ministers meeting with aboriginal leaders announces $5.1 

billion to eradicate aboriginal poverty and improve health
Dec. 14, 2005 Saskatchewan’s Health Workforce Action Plan released
May 16, 2006 Auditor General report audits federal performance on previous reports



“The story of federal-provincial fiscal relations is one of a renewed style of 
partnership and equality between governments; public policy initiatives 
arising from either order of government; federal block transfers with fewer 
conditions than before. . . 

By comparison, for many long years, the story of federal-Aboriginal fiscal 
relations is of a rhetoric of partnerships, yet a reality of a hierarchical 
relationship with the supremacy of Ottawa; reform ideas continuing to 
come mainly from within the federal government with charges of little or 
no consultation with Aboriginal governments and peoples; federal transfer 
payments which are highly conditional and regulated; significant 
asymmetry in funding arrangements and opportunities among First 
Nations, Inuit, Métis and non-Status Indians; . . . and ongoing tensions and 
issues of mutual trust and respect.”

— Michael J. Prince and Frances Abele, November 2002. Paying for self-determination: 
aboriginal peoples, self-government, and fiscal relations in Canada. Paper presented at 
“Reconfiguring Aboriginal-State Relations, Canada: The State of the Federation, 2003” 
conference at the Institute of Intergovernmental Relations, School of Policy Studies, 
Queen’s University

[For First Nation health organizations] “the current 
funding formula is not sufficient to maintain a sustainable 
system.” 

“The overall picture is that of a patchwork, not a system. 
The administrative cost of maintaining this patchwork of 
agreements, with their periodic amendments, is 
considerable.”

— Josée G. Lavoie et al, Centre for Aboriginal Health Research, 
March 2005. Evaluation of the First Nations and Inuit Health 
Transfer Policy. Volume 1, pages 19 and 24.
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Introduction

This document was prepared as a follow-up to input that was received by FNIHB from members of 
the Capacity Development Working Group (CDWG). The CDWG consists of representatives from 
First Nation health organizations at the local and tribal council levels, as well as staff from FNIHB. 
CDWG was initially asked in December 2004 to come up with a capacity development strategy for 
the region, a task which was completed in June 2005 with the tabling of Building on Strength: a 
proposed regional capacity development strategy 2005-2015.1 In the fall of 2005 the Regional 
Director asked the CDWG to begin work on AHHRI, the Aboriginal Health Human Resource 
Initiative. AHHRI was announced in the federal budget of February 2005, and the expectation at 
that time was that funds under the initiative would be rolled out beginning in late 2005, or at the 
latest in the early part of the new fiscal year beginning April 1, 2006. As a result, Saskatchewan 
Region commissioned an environmental scan from the Indigenous Peoples’ Health Research 
Centre (IPHRC) to examine aboriginal health human resource challenges facing First Nation health 
organizations in Saskatchewan. That environmental scan was delayed for reasons which are 
explained in the IPHRC report, which was completed in June 2006 and is being tabled separately. 
AHHRI itself was delayed by the federal election and the change in government, but is now 
proceeding to fund initiatives, based on the regional plans and environmental scans.

The members of the CDWG have concluded that successful capacity development and health 
human resources strategies must address the wider context — what is known about why we are in 
the situation we are with human resource management issues in First Nation health organizations. 
The IPHRC environmental scan addresses the current realities in aboriginal health human 
resources, but not the history of how we got to this point. That is the purpose of this document. 
First Nation representatives on the CDWG have repeatedly noted to the FNIHB members of the 
working group that AHHRI at best could lead to incremental changes, not substantive structural 
improvement in First Nation health organizations. AHHRI was not designed or intended to address 
such structural issues. By standing back and looking at the policy history as this paper does, it is 
evident that thirteen decades of federal government policies dating back to Treaty Six in 1876 have 
not been able to address the challenges faced by First Nation health organizations. AHHRI can not, 
and was not intended to, fix this historic problem. Nonetheless, the Working Group members wish 
to convey to federal officials in loud, clear language the history of the relationship between the 
First Nation health organizations and the federal and (and sometimes provincial) governments. 
Whether some other initiatives (other than AHHRI) address these inequities remains to be seen. By 
at least understanding the historical context and how the inequities came to be, we can make wiser 
investments through AHHRI in projects and strategies which support the positive trends evident in 
our history, and start to reverse the negative effects of past policies.

This document builds on the historical literature review which was completed as part of the 
Capacity Development consultations and report in June 2005. Since then other reports and studies 
have been brought to the attention of the Working Group. Many of these are reports and studies 
which were commissioned over the years by First Nation health organizations, tabled with FNIHB, 
then largely ignored. We have relied as much as possible on independent reports and studies by 
academics and commissions of inquiry, because when you see FNIHB’s history through such eyes, 
you see a pattern.

We title this report a “patchwork of inequity” because our historical review has found that the First 
Nation health system at this, the start of the twenty-first century, is not a “system” at all, but a 
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patchwork. But even patchwork quilts are woven together, and what holds this quilt together is an 
historical pattern of what many refer to as inequitable treatment. 

The most glaring example of such inequity arises from the limitations of federal funding policies: 
the nature of scope of the funding authorities within the federal government are such that Health 
Canada has not been able to provide sufficient funding to First Nations to ensure that staff 
employed by First Nation health organizations receive equal pay to what those same jobs would 
pay if they were in the federal government, or elsewhere in the health system AHHRI, which has 
the stated purpose of addressing “recruiting and retention” issues in First Nations and Inuit health, 
is not designed to or able to address that inequity.

Despite this severe limitation to what AHHRI can address, several First Nation health 
organizations and members of the working group want to make the best use possible of what funds 
are available from AHHRI, all the while recognizing that the systemic inequities need to be 
addressed. This “take it and make the best of it” attitude has prevailed in Saskatchewan Region 
FNIHB for decades, as our earlier Building on Strength report documented. Despite the limitations 
of the Transfer initiative and other funding and program policies of FNIHB, First Nations in 
Saskatchewan have built innovative, community based clinics, hospitals and population health 
programs to address some of the needs of the 76 First Nations in the region. The people employed 
by these First Nation health organizations face enormous human resource challenges, but 
nonetheless have carried on through suicide epidemics, chronic diseases resulting from poor socio-
economic conditions, and seemingly “one crisis after another” at the community level.

The purpose of this document is to recognize those people by sending a clear message to federal 
officials from the Working Group that until the present patchwork becomes a quilt of equality and 
partnership as envisioned in the original Treaties, First Nation health organizations will continue 
to, at best, be only able to make incremental improvements in the lives of their communities, and 
their own organizational development. Over 13 decades, stacking one generation of incremental 
change on top of another has led to some progress and improvement. This report notes some of the 
achievements of First Nation health organizations in Saskatchewan that have come about though 
such “one step at a time” approaches. But we can do much better if we have a clear understanding 
of what has come before us and how our actions today will or will not correct past inequities.

Historical Context: themes in the patchwork - 1876-2006

When you stand at the top of a tall building and look down on the traffic moving in and around a 
city below, patterns eventually become clear. This document takes a similar approach. We are 
looking at history not too far removed from ground level, but from a high enough vantage point 
that we can see patterns and trends. We encourage you to read through the historical details, and 
look up the references we cite, so you can see the finer points as we have. 

To prepare this historical review, several different types of documents and reports were used, 
including:

 books and articles published by academics
 reports of commissions, task forces, and consultants
 reports and position papers tabled by First Nation organizations as well as provincial and 

federal governments
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In all cases we have tried to “read between the lines” and measure the rhetoric of what is said 
against the realities of what is actually done, particularly by governments. The patterns we see as 
we read all this material can be summarized under the following five themes:

(1) A treaty right vs. a policy approach to health
(2) More reporting does not necessarily achieve greater accountability
(3) Language of self-government vs. cost containment
(4) First Nation accountability vs. reciprocal accountability by the federal government
(5) Incremental steps towards self-government

We encourage readers to go through the details of the historical review which follows. As you read 
through all the history as we have, we ask you to keep the following five themes in mind.

(1) A treaty right vs. a policy approach to health: 

First Nations and the federal government appear to have different understandings of what was 
meant in 1876 by the “medicine chest clause” of Treaty Six. First Nations believe the Treaty was a 
commitment by the Queen to enable First Nations health to be managed as they had become used 
to looking after themselves: in a community-controlled, holistic manner. The federal government 
has seen the Treaty as a commitment to keep medicines locked up in a box, handed out at the 
discretion of the keepers of the keys. This policy disagreement has never been resolved, either by 
court rulings, or by substantive realignment in federal and provincial health policies so a “treaty 
right to health” is given a new, modern meaning in keeping with the original intent. The 
Government of Canada, the Province of Saskatchewan and the Federation of Saskatchewan Indian 
Nations were able to make some progress on this issue, releasing a discussion paper in 20022 

outlining the respective parties’ understanding of “treaty rights to health” in the modern context 
and understanding of the treaties, but little progress appears to have been made since then.

(2) More reporting ≠ greater accountability.

Three historical patterns described in this literature review weave together to create a paperwork 
jungle for First Nations:

o Auditor-General reports noting inadequate reporting on outcomes from FNIHB funding
o a fraud scandal at an aboriginal treatment centre in Manitoba
o a federal response to the first two developments which appears to equate the 

bureaucratic convenience of standardized “one size fits all” funding agreements and 
more onerous internal financial procedures and First Nations reporting with 
accountability. 

This jungle neither provides FNIHB with the information it needs to measure performance, nor 
provide communities with meaningful measures of health outcomes. Have the rates of diabetes, 
suicide, chronic heart conditions, obesity and substance abuse actually declined because of the 
investments made by FNIHB and First Nations? Neither side can really tell, because the “system” 
of legally standardized agreements measures annual outputs of how programs were conducted, not 
health outcomes. Along the way, capacity of even the smallest First Nation are significantly 
diminished because staff are filling out volumes of documents which are often not reviewed or 
assessed by FNIHB, and appear to be used largely to satisfy the FNIHB that a product was 
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received, not whether any conclusions can be drawn about program quality or impacts on health 
status through the delivery of those programs.

The view of the CDWG is that accountability can best be achieved by developing sustainable, 
accountable organizations, not by adding either greater complexity to the paperwork management 
system or more layers of officials at Health Canada to monitor compliance. The First Nation 
organizations who have developed accountable health organizations also have demonstrably the 
best record of “compliance” with FNIHB’s reporting requirements.

(3) The language of self-government vs. cost containment

Several academic studies of First Nation health transfer agreements noted in this report have 
concluded that while Health Canada and FNIHB use terms like “self-government development” as 
one of the purposes of their agreements with First Nations, the reality of what happens with those 
contribution agreements is much different than the rhetoric. The academic studies cited in this 
chronology have concluded that the language might be self-government, but the real agenda is cost 
containment.3 This policy is not stated openly, but the nature of the federal system and its funding 
arrangements results in its being practiced directly in the management of agreements, and as a 
result experienced directly by First Nations. This operational reality, combined with the 
policy/treaty disagreement (#1 on this list) puts First Nations in an awkward position. First Nations 
want to take steps towards self-government, and might even be drawn in by the rhetoric, but they 
have to use the funding they receive with all the accompanying strings and try to use the situation 
to achieve their objectives without “breaking the rules” of the funding provided by FNIHB. This is 
a difficult balancing act, but many First Nation health directors and leaders of health organizations 
have learned how to walk these lines well, resulting in some incremental steps by First Nations 
towards understanding the dimensions of self-government and improving their chances of having 
the capacity to fully achieve that status some day.

(4) First Nations are highly accountable, but reciprocal accountability to First 
Nations by the federal government is not practiced

Other than Auditor General reports and the RCAP report, there are few historical examples of the 
federal government being held in even partially accountable for its performance, or lack of 
performance, in meeting its contractual and fiduciary obligations toward First Nations. Instead, 
because the federal government collectively gives itself the authority to decide if it has met its own 
obligations, and accountability is defined by the same people who deliver the policies in question. 
This conflict of interest is evident in FNIHB’s response to challenges, such as the ones made by 
Meadow Lake Tribal Council or Saskatoon Tribal Council to FNIHB meeting its obligations as a 
signatory to transfer agreements. The First Nation health organizations are held to high standards 
of program and financial accountability, and put into third party management or some other fate if 
they fail to meet their obligations under the signed agreements. But the strong evidence suggests 
that the federal government gets to decide for itself whether it has met its obligations as a 
signatory, and rarely if ever concludes that it has not done so. 

(5) Incremental steps towards self-government

First Nations have been able to make remarkable progress towards achieving their own objectives 
in health care. For example, the health services provided by the Battleford Tribal Council have 
been reviewed by, and passed, standards set by the CCHSA, the Canadian Council on Health 
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Services Accreditation. Tribal Councils and First Nations across Saskatchewan have entered into 
innovative partnership agreements with each other and with provincial health authorities and 
regions to manage joint hospitals, manage community care programs collaboratively, and/or work 
together to build a representative health work force. There are now strong First Nation 
organizations planning to take the next step towards being self-governance in health. But not all 
organizations, communities and tribal council organizations are the same, nor should they be. 
Some have suffered under the inequities more than others. Some need more development 
assistance, while some are ready to leave development with their own strategic plans for human 
resources and capacity development. Our hope by putting this historical review together is that 
such diversity can cease being a patchwork of inequity and instead become a quilt of self-
determination in health. 

The federal government needs to be more accountable for its performance, and a First Nations 
capacity development strategy must:

c identify the reasons for the failures of the past:
i support bottom-up approaches that have worked in the past stand the best chance of being 

successful in the future; and
s  work with First Nations as partners to evolve self-government plans for health delivery 

with each First Nation, tribal council and health organization. 

The closing words of a textbook on aboriginal health in Canada say it best:

“Ultimately, the best chance for improved health in the Aboriginal population of 
Canada rests in the continuation and acceleration of the process of self-
determination.” James B. Waldram et al, Aboriginal Health in Canada: Historical,  
Cultural and Epidemiological Perspectives. University of Toronto Press, 1995. 
page 271
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Detailed historical literature review, 1876-2005

1876: Treaty Six4 is signed covering central Saskatchewan and Alberta and into parts of 
Manitoba.5 containing a “medicine chest clause” which reads:

That a medicine chest shall be kept at the house of each Indian agent for the use and 
benefit of the Indians at the direction of such agent. That in the event hereafter of 
the Indians comprised within this treaty being overtaken by any pestilence, or by a 
general famine, the Queen, on being satisfied and certified thereof by Her Indian 
Agent or Agents, will grant... assistance of such character or to such extent as the 
Chief Superintendent of Indian Affairs shall deem necessary and sufficient to 
relieve the Indians from the calamity... befallen them.6

The Cree who signed Treaty Six thought they would receive protection from the Crown from 
starvation, and safe refuge in the form of reserves to be established on land of their choosing. But 
after signing Treaty 6 and in the period leading up to the Riel Rebellion in 1885, the Cree were 
confronted with deception and coercion. They were pushed off the reserves they had selected in the 
Cypress Hills, and encouraged to move to the area near the Qu’Appelle Valley. One tactic used by 
the colonial administrators was denial of food rations unless the bands moved to where the 
government wanted them to move. The winter of 1884-1885 was particularly hard,7 resulting in 
many deaths by starvation.

The record of the Canadian government in dealing with the Cree is . . . not one of 
honourable fair-mindedness and justice as the traditional interpretation portrays. . . . 
[Northwest Territories Commissioner Dewdney] had refused to grant the Cree the 
reserve sites they selected; he refused to distribute the ammunition and twine the 
treaties required. His plans for dealing with the Cree leaders were based on a 
political use of the legal and judicial system, and ultimately he made use of the 
military, the police and the courts in a political manner to achieve his goals of 
subjugating the Cree. Only by ignoring these facts can one continue to perpetuate 
the myth of Canada’s just and honourable Indian policy8 from 1870 to 1885.9 

Tobias describes the policies put in place by the Government of Canada as “sheer compulsion,” 
because Dewdney believed such practices were “the only effective course” to follow.10 Dewdney 
convinced Macdonald to amend the Indian Act (first passed in 1876, the same year as Treaty Six) 
so he would have the authority to move Indian populations forcibly if they were on land not 
assigned to them.11 Thus, through the combined compulsive force of the military, starvation and 
intimidation, and legitimated by legislation, the Cree were moved to reserves isolated from one 
another, not close together as they tried to be under Cree Chiefs such as Big Bear and Piapot.

The medicine chest clause was subsequently claimed as a ‘treaty right’ by other status Indians in 
Canada,12 particularly after Supreme Court decisions interpreting the clause meant that the 
Government of Canada had the sole discretion to define what was going to be provided, that there 
is not a treaty right to unlimited health services.13

As a result of [the Supreme Court] cases, the federal government has been 
supported in its position to provide medical services to Indians as a matter of 
policy, rather than legal obligation. This effectively allows the government to  
alter services as it wishes. Indian organizations, in contrast, remain firmly 
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committed to the view that the ‘spirit and intent’ of the treaties should be honoured, 
and that the Indian view, as currently evident in the oral tradition, should be 
accepted as the true version of the promises.14 

The indigenous tradition of taking into account not just the printed words of the written treaty, but 
the conversations and presentations made at the time of the signing of the treaty (what Waldram et 
al 1995 calls ‘spirit and intent’),15 is the cause of an ongoing dispute over the interpretation of the 
‘medicine chest’ clause. The understanding of the Cree is that they were signing a holistic package, 
agreeing to let the newcomers use the land in exchange for assistance from the crown to establish a 
new livelihood (farming) as well as protection from famine, disease and encroachments by settlers 
on to reserve lands the Cree would choose. The ‘medicine chest’ was just one item in what they 
understood was a complete package of benefits to be provided by the crown. For its part, the 
federal government has convinced various courts to agree with its view stressing the literal 
meaning of the written words of the medicine chest clause, denying the interpretation that it could 
be construed as a promise of free and unlimited medical care. One Saskatchewan Court of Appeal 
ruling even went so far as to suggest that the clause should be interpreted to mean all that is really 
required today to uphold the crown’s responsibility under Treaty Six would be to give each band a 
first aid kit.16

Within a decade of signing Treaty Six, the Cree were so vexed by the government’s failure to 
abide by their understanding of the Treaty that they demanded redress, and complete fulfillment of 
the treaty terms by the summer of 1885. They threatened to do whatever was necessary, short of 
war, to obtain redress.17 The response to those demands was the policy of “sheer compulsion” from 
Dewdney, and after the Riel Rebellion and the defeat of the Métis in 1885, the Cree were forced to 
live where the government decided, and so the Cree retreated. Over time, without rations or 
assistance in the form of farm implements to grow their own food, the on-reserve populations 
continued to decline, and diseases became rampant and repetitive, until the middle of twentieth 
century.18 

The medicine chest clause has been tested in the courts, with inconclusive results. The federal 
government argues its interpretation of the clause has been upheld by the courts, but there has not 
been rulings on the medicine chest clause since the Charter of Rights came into effect in 1982. 
Section 35 (1) of the Charter has been used by the Courts to provide wider interpretations of, and 
support for, the concept of “existing aboriginal and treaty rights” supported by the Charter. One 
legal scholar has called for increased legal imagination, since Canada’s approaches to aboriginal 
rights have to go beyond the courts to include socio-economic and governance reforms:

Treaty jurisprudence ought to be refashioned so as the conceptualize the purpose of 
treaties to be protection of particular forms of self-government, and the broad and 
purposive method of interpretation currently accepted by the judiciary ought to be 
redirected so as to conform to such a purpose.19

But until a new court ruling on the medicine chest clause, the “agreement to disagree” remains 
between the federal government and First Nations, with the federal government taking the position 
that they provide health services as a matter of policy, while First Nations take the position that the 
Treaty imposed on federal government a fiduciary obligation to provide complete health services. 

The judge’s ruling often cited to support the federal government’s position is as follows:
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The clause itself does not give to the Indian an unrestricted right to the use and 
benefits of the “medicine chest” but such rights as are given are subject to the 
direction of the Indian agent... I can find nothing historically, or in any dictionary 
definition, or in any legal pronouncement, that would justify the conclusion that the 
Indians, in seeking and accepting the crown's obligation to provide a 'medicine 
chest' had in contemplation provision of all medical services, including hospital 
care.20

The opposing viewpoint is perhaps best summarized by Alma Favel-King, in a discussion paper 
she prepared for the Royal Commission on Aboriginal Peoples (RCAP) in 1993:

It is the federal government’s view that [the Treaty Six medicine chest] clause 
refers to the equivalent of a first aid kit. However, it is the view of the First Nations 
that [the clause] means access and availability of a wide range of primary, 
secondary and tertiary health services. Testimony from elders indicates that at the 
time of the negotiation of treaties, the Queen promised her subjects that she would 
look after them in the manner in which they had looked after themselves. First 
Nations’ holistic concept and understanding of health led to a broad interpretation 
of this agreement. (Favel-King 1993, page 121)

The Office of the Treaty Commissioner of Saskatchewan’s web site takes a somewhat neutral view 
of the meaning of the “medicine chest clause,” saying it was meant to refer to the First Nations 
desire to receive from the government “the best medical care available.”21

1939-early 1950s: Historical records indicate that federal officials responsible for recruiting 
doctors and nurses to treat status Indians on reserve had difficulty because many health care 
professionals had 

. . . views of Indians as ‘dirty’ and ‘diseased’ . . . . and while the existence of 
disease among these peoples is not contestable, the underlying attitude at the time 
that the Indians were inferior certainly is.22

This dark period in Canadian history includes the establishment of residential schools and other 
colonial policies which were a logical follow-through to the moral tone of white Christian 
missionaries of the Canadian west, who portrayed aboriginal populations as “'noble, wretched, and 
redeemable.”23 Various elders and officials of Tribal Councils in Saskatchewan have repeatedly 
told FNIHB that negative attitudes towards First Nation peoples on the part of health care 
professionals was widespread, and long remembered by First Nation people who started dealing 
with the Medical Services Branch after it was created by the federal government in 1944-45. This 
period in history (up to the end of the Second World War) has been referred to as a period of the 
“benign neglect” policy towards First Nations in particular.24 Other scholars have characterized the 
period in Canadian history before the 1969 White Paper as being dominated by one policy 
paradigm, that of internal colonialism:

[this] policy paradigm . . . has dominated the federal government’s relationships 
with Indians since the beginning of Confederation. This paradigm can best be 
described as internal colonialism, whereby the greater part of Canada’s Indians 
have been given separate legal status by virtue of an Indian Act, have been subject 
to special legislative programs, and have been settled on specific land areas known 
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as reserves. In part, this policy fulfilled a perceived need to protect Indians and 
Indian lands from exploitation by non-Indians. But more important, the long-range 
goal of internal colonialism has been assimilation. This policy has been based on 
the belief that social and economic advancement towards equality with non-Indians, 
a necessary requisite for successful assimilation, could best be achieved in insulated 
environments, under the tutelage of the federal government.25

1966-67: In two volumes, what became known as the “Hawthorn Report” is released. This 
collection of studies, commissioned by the Department of Indian Affairs, was titled Survey of the 
contemporary Indians of Canada — a report on economic, political, educational needs and 
policies.26 It painted what subsequent authors27 called “a dismal picture of Indian life” in all 
aspects: health, education attainment, employment levels, housing, and governance. The Hawthorn 
report called for an increased budget for the department of Indian Affairs and an increased 
departmental staff, to rectify the massive social and economic problems of First Nations. The 
federal government chose to respond to the issues raised in the report with the 1969 White Paper, 
and rejected the Hawthorn recommendations for investments in First Nations.

1969: Jean Chrétien, the Minister of Indian Affairs and Northern Development, presents a White 
Paper on Indian Policy in the House of Commons28 which proposes to repeal the Indian Act so 
First Nation people would be “equal” with other Canadians, turn over responsibility for health and 
social welfare of Indians to provinces so they can be “cared for as other Canadians are” and 
phase out the operations of the Department of Indian Affairs within five years and take what is left 
of the department (the ‘northern development’ parts) and assign those functions to other federal 
departments. The paper causes an uproar in “Indian country” and was eventually withdrawn by 
Prime Minister Trudeau in 1971. The policy turmoil and ambivalence around aboriginal issues has 
been carrying on since the withdrawal, marked by what some authors call periods of intense short 
term investments with “millions allocated for economic development, job training programs, and 
make work and community development programs where none had existed before.” Such periods 
are followed by periods of disappointment, review, and a lapsing in the former fallback policy of 
benign neglect. One thing has remained consistent, however, whatever seems to happen to the 
level of federal expenditures on aboriginal issues. “Ever since the [1969] White Paper was brought 
forward, the [federal] government has been much more concerned with implementation than 
planning.”29

1975: The James Bay and Northern Quebec Agreement creates the first independent aboriginal 
health and social service boards in Canada,30 beginning the trend towards First Nation management 
of health services. While it is still a matter of debate whether this Agreement provided a model for 
future First Nation control over health care programs, this Agreement still represents a benchmark 
that should not be forgotten. According to the Royal Commission on Aboriginal Peoples (RCAP), 
the principle problem with the James Bay Agreement from the perspective of local First Nations is 
that the control over local programs they thought they had been promised in the Agreement did not 
actually materialize on the ground. A similar tension exists today between the perception among 
government officials, who believe that authority over health care delivery has been “transferred” to 
First Nations, and the First Nations’ perception they have only achieved self-administration (taking 
over administrative responsibility for programs defined by someone else) not self-government.
1978-79: In 1979, the Government of Canada formally adopted the World Health Organization 
Alma-Alta Declaration of 1978. 
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This declaration was signed by 134 countries, under the auspices of the World 
Health Organization [WHO], and reiterated the definition of health first published 
in the 1948 [WHO] constitution. This definition states that “health is . . a state of 
complete physical, mental and social wellbeing, and not merely the absence of 
disease,” a definition which, while broad, is still considered paramount today. 31

Later, in 1986, the Mulroney government took the lead internationally in organizing a WHO 
conference in Ottawa on health promotion which took the next step, and issued a declaration 
supporting the active promotion of health in all aspects:

Health promotion is the process of enabling people to increase control over, and to 
improve, their health. To reach a state of complete physical, mental and social well-
being, an individual or group must be able to identify and to realize aspirations, to 
satisfy needs, and to change or cope with the environment. Health is, therefore, 
seen as a resource for everyday life, not the objective of living. Health is a positive 
concept emphasizing social and personal resources, as well as physical capacities. 
Therefore, health promotion is not just the responsibility of the health sector, but 
goes beyond healthy life-styles to well-being.32

1979: The Indian Hospital in North Battleford is closed by the federal government. In its place, 
Battlefords Indian Health Centre is established to provide a wide range of health services to the 10 
First Nations surrounding the Battlefords. The Battleford Indian Health Centre (BIHC) which grew 
out of that partnership was the first Indian-controlled health Centre in Canada, governed by an all 
First Nations board of directors. Funding was through a contribution agreement from the Medical 
Services Branch (MSB), the forerunner of FNIHB, long before health transfer was introduced. At 
that time, MSB had a zone office, a district office, a Saskatchewan regional office as well as the 
national office. In 1993, Battleford Tribal Council Indian Health Services (BTCIHS) entered its 
first transfer agreement with FNIHB. In 1998, BTCIHS underwent accreditation with the Canadian 
Council on Health Services Accreditation (CHSA), a national, non-government, non-profit 
organization which develops health standards. FNIHB accepted that CCHSA report as the five-
year program evaluation of the transfer agreement. Another five year health services transfer 
agreement was signed in 1998. In 2001, BTCIHS pilot tested the First Nations and Inuit 
Community Health Services standards with CCHSA and subsequently was accredited for another 3 
years. Accreditation was again received in 2004, with the next full scale review set for 2007. BTC 
holds up this process as a role model for simplifying and putting under greater community control 
the entire review process for renewing transfer agreements.33

January 22, 1979: An 11 year old First Nation girl, Renee Smith, dies in hospital in Alert Bay 
B.C. She had been brought to the hospital four days earlier suffering from acute appendicitis, an 
ailment that does not necessarily lead to death. There was an inquest and subsequently a public 
inquiry into the death, headed by Dr. Gary Goldthorpe, a former Zone Director for the Medical 
Services Branch of Health Canada in the Sioux Lookout Zone in northwestern Ontario. Dr. 
Goldthorpe released his report in May 1979, citing the local doctor involved for negligence in the 
girl’s death, as well as the deaths of two other local aboriginal people. He chastised the College of 
Physicians and Surgeons for failing to act on long standing complaints about apparent negligent 
practice of the doctor involved, including frequent reports that he showed up for work at the 
hospital highly intoxicated on a regular basis and was abusive to staff who suggested he was 
impaired. The Nimkish First Nation called for greater control over their own health services in 
order to permanently rectify the problems such long standing poor treatment had created. “The 
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National Indian Brotherhood’s position [to the inquiry] was that good health and good health care 
could only be achieved by breaking the bonds of dependency on non-Indians and by placing these 
matters firmly under the control of Indian people themselves. [In the words of the band council 
brief] Indian control should not be mistaken for a struggle for exclusivity but for excellence.”34

September 19, 1979: Federal Indian Health Policy announced, the stated goal of which was “to 
achieve an increasing level of health in Indian communities, generated and maintained by the 
Indian communities themselves.” 35 

Central to this new policy was the belief that a simple increase in health programs 
and services would not result in a substantial improvement in health status. What 
was required was increased input by aboriginal peoples themselves. Furthermore, 
the policy emphasized that spiritual health was as important as physical health, thus 
setting the stage for the re-emergence of traditional healing services.36 

1980: Thomas Berger releases Report of the Advisory Commission on Indian and Inuit Health 
Consultation

The consultation began after the announcement of the Indian Health Policy in 
1979 . . . as a step towards identifying the shape of the new institutions that would 
be required to implement the health policy. [Some of the report’s recommendations 
were] not implemented, but the subsequent health transfer process appears to have 
benefited to some extent from Berger’s detailing of community participation. 
Overall, the report seems to have had little impact.37

1982: The Queen signs into law the Canadian Constitution and the accompanying Canadian 
Charter of Rights and Freedoms, which includes an affirmation of aboriginal rights, stated as 
follows:

35. (1) The existing aboriginal and treaty rights of the aboriginal peoples of Canada 
are hereby recognized and affirmed. (2) In this Act, “aboriginal peoples of Canada” 
includes the Indian, Inuit and Métis peoples of Canada.38

1982: The federal government launched the Community Health Demonstration Program (CHDP), 
which was designed to be a five-year test of how to provide greater control by First Nations over 
local health programs. The CHDP was criticized by First Nation leaders at the time because they 
argued they should not have to demonstrate to “the federal government’s medical services branch 
(MSB) or any other authority that they could manage their own affairs.”39

1983: The House of Commons Special Committee on Indian Self-Government released its final 
report, usually referred to as the Penner Report, named after the Chair of the Special Committee, 
Liberal MP Keith Penner. In the words of a later historical analysis of the evolution of governance 
policy toward First Nations practiced by the federal government, the Penner Report is seen as 
proposing “an active and protective federal role to recreate the original partnership that Indians 
have never ceased to call for”40 A more recent analysis of the history of self-government policy in 
Canada prepared by the House of Commons research service41 concluded that the Penner report 
marked the beginning of a new period in federal policy:
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The current approach of the federal government [includes]... incremental steps 
toward self-government through the transfer of authority or development of more 
flexible funding arrangements . . . 42

The Penner Report and the federal government’s reply tabled a year later43 came in the context of a 
series of four federal-provincial conferences on aboriginal rights issues held because of the 
adoption of Section 35 of Charter of Rights and Freedoms in 1982. The constitutional conferences 
were agreed to because it was seen to be necessary to more clearly define the implications of 
Section 35. A background paper on aboriginal issues posted on the CBC web site sums up the 
historical situation that took place after the adoption of the Charter this way:

The four conferences were a series of constitutionally guaranteed meetings between 
the prime minister, the premiers and the leaders of the Assembly of First Nations, 
the Métis National Council, Inuit Tapirisat Kanatami, and the Native Council of 
Canada in order to identify, define and discuss aboriginal and treaty rights. The 
conferences led to some progress in the relationship between the federal group and 
native groups — but, in the end, the federal and provincial governments refused to 
recognize that aboriginal people already had, through their history, an inherent 
right to self-government44 

Yvonne Boyer from the Native Law Centre at the University of Saskatchewan45 makes the legal 
argument on behalf of the aboriginal perspective46 that this failure by government to accept the 
inherent right to self-government results from governments failing to actually come to terms with 
the implications of Section 35. In effect, the argument here is similar to the one made by George 
Erasmus in 1986 where he described federal actions as making “use our language, but not the 
concepts they are meant to convey, in program and policy formation.”47 In general, most scholars 
of aboriginal policy see the government as adopting the words of the Charter, but not their real 
meaning in practice. Boyer argues this failure has particular relevance for the debate over whether 
the government has a fiduciary obligation to provide health care. Citing many other legal scholars, 
Boyer concludes:

Despite the entrenchment of Aboriginal and treaty rights in Canada’s Constitution 
(through Section 35) the federal government has not acknowledged the impact of 
such entrenchment on Aboriginal and treaty rights to health. This paper 
demonstrates that there is a treaty right to medical services, a fiduciary duty to  
provide medicines, a reasonable and legitimate expectation to receive  
supplemental medicines and health care, and an Aboriginal right to health.48

Similar to the Cree perspective on Treaty Six, Boyer notes that an aboriginal perspective that they 
have a right to health comes from a wholistic understanding of the treaties, including “promises 
made to the Indian nations during negotiations rather than the written text of the treaties.”49

January 18, 1988: Five members of the Sandy Lake First Nation in northwestern Ontario — 
Josias Fiddler, Luke Mamakeesic, Allan Meekis, Peter Fiddler and Peter Goodman — stage a 
three-day hunger strike in the lounge at the Sioux Lookout Zone Hospital to draw attention to years 
of frustration with health care services at the hospital, and back in their home community of Sandy 
Lake. They stopped the fast three days later only after Health Canada agreed to hold a full scale 
public review of First Nation health services in the Sioux Lookout Zone. It took until March of 
1988 for the inquiry panel to get organized. Retired Anglican Archbishop Ted Scott was named as 
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the neutral Chairman. Wally McKay, a former Grand Chief was appointed by the Nishnawbe-Aski 
Nation. A retired doctor and former Zone director of the Sioux Lookout Zone Hospital, Dr. Harry 
Bain, was appointed by the federal government. Formal hearings opened in Sioux Lookout on 
September 12th, 1988. 

Doctors, nurses and administrators told the inquiry the “system” was doing fine, it just needed 
more native health care workers and better funding. The First Nation communities complained 
about attitudinal problems bordering on racism that stopped the federal government from staffing 
and funding the First Nation health care system properly, and which sometimes showed up in 
actions of individual doctors and nurses. The panel’s final report tried to strike a balance between 
those two views, by calling for both attitudinal changes, and better staffing and funding. But they 
suggested the system should remain essentially intact, as native leadership gradually took over 
through a new Aboriginal Health Authority. That compromise was not acceptable to the 
Nishnawbe-Aski Nation, the umbrella tribal council for the Treaty #9 area of northwestern Ontario. 
The panel also called for the amalgamation of the two hospitals in Sioux Lookout, to create one 
modern facility for everyone, native and non-native. The process to begin that amalgamation began 
with this report, but took several more years to complete. The fasters said the foot-dragging by 
Ottawa on self-government, combined with slow decision making toward self-government of the 
amalgamated hospital, meant to them that the pattern of arrogance and neglect that characterized 
native health care up until their hunger strike would likely continue.50

March 16, 1988: The federal cabinet approves the policy framework for transferring resources for 
First Nation health programs south of the 60th parallel to First Nation control. The process, as 
described by Health Canada51 on its web site:

 permits health program control to be assumed at a pace determined by the community, i.e., 
the community can assume control gradually over a number of years through a phased 
transfer; 

t enables communities to design health programs to meet their needs; 
e requires that certain mandatory public health and treatment programs be provided; 
r strengthens the accountability of Chiefs and Councils to community members; 
s gives communities: 

o the financial flexibility to allocate funds according to community health priorities 
and to retain unspent balances; 

o the responsibility for eliminating deficits and for annual financial audits and 
evaluations at specific intervals; 

e permits multi-year (three to five year) agreements; 
p does not prejudice treaty or Aboriginal rights; 
d operates within current legislation; 
o is optional and open to all First Nation communities south of the 60th parallel.52

First Nation health organization representatives who participated in the Saskatchewan consultation 
sessions in March 2005 on capacity development commented that the rhetoric of the transfer 
initiative was “very appealing, but the reality turned out to be much less than we hoped.” 
Participants noted that while the language of the policy suggests “communities can design health 
programs to meet their needs,” the reality is that the design decisions are actually made by FNIHB, 
leaving only the management of the delivery of those predefined programs under First Nation 
control.



Capacity Development Literature Review July 2006 final version — Page 20

September 22, 1988: Montreal Lake First Nation signs a transfer agreement with FNIHB, after 
years of delay caused by uncertainties in FNIHB because the transfer program was not worked out 
in detail. A study done by independent academics after the transfer was completed53 found that the 
health of the community had generally improved since the establishment of a band-controlled 
health facility, and the introduction of prevention strategies targeted at issues and people identified 
by the community. While cause and effect relationships are difficult to prove, the study suggests 
that the focus placed by the community on addictions and substance abuse issues was likely more 
responsible for the general improvement in the community’s health status than the actual transfer 
initiative. The transfer agreement development process was beneficial in getting the community 
mobilized to define and face up to issues, not the actual transfer agreement that resulted.

The study also documents important lessons about the differences between control and direction of 
community health services. Control means that the health service is managed by staff based in the 
local community. Directed means that the priorities of the health service are determined by the 
needs of the local community, but that the management of the health service may be located in a 
larger organization outside the community (e.g., a District/Tribal Council, large Band government 
organization with several communities, Regional Health Board, etc.). In 1990, the Meadow Lake 
Tribal Council was the first one in Saskatchewan Region to sign an agreement which made it clear 
which health duties would be carried out at the local (First Nation) level and which duties would 
be undertaken by the Tribal Council. 

This alignment of services among different levels of jurisdiction among First Nation governance 
entities remains a matter of ongoing discussion among First Nations, who not only have to work 
out what allocation of services best meets the needs of their communities, but also which 
aggregation fits best with the funding formulas of FNIHB. The formulas of FNIHB are based on 
nationally-determined population and remoteness calculations rather than what works best for the 
First Nations involved. What the First Nations are trying to work out amongst themselves is what 
researchers have referred to as appropriate “decision spaces” defining what variations of 
decentralization of health system delivery are most appropriate given the resources available to 
work best under local conditions.54

1989-1994: On June 29, 1989 the Treasury Board approved authorities and resources to support 
the transfer of Indian health services from Health Canada to First Nations and Inuit wishing to 
assume responsibility for health services. This approval implemented the 1988 cabinet decision. A 
critical review of the transfer initiative published in 1989 in the Native Studies Journal and a 
position paper issued by the Assembly of First Nations argued that the transfer initiative “was 
ultimately designed to assist the government in reducing its spending on Indian health.”55 Dara 
Culhane Speck, the author of the Journal article (and the book about the Alert Bay inquiry noted 
above), wrote that the “[transfer policy] does not represent a positive departure from the past or a 
fundamental change in position by the federal government with respect to Indian health care.”56 

The view that the transfer initiative was really a “hidden agenda” to reduce federal expenditures on 
aboriginal health was reinforced by decisions announced in the federal budgets of 1993 and 1994 
which created a financial “envelope” system, which capped expenditures on First Nations health. 
The envelope system effectively made the financial escalator clauses in transfer agreements 
redundant or inoperative. Suspicion continues to persist among aboriginal leaders that somehow all 
federal reform initiatives are really disguised efforts to “offload” responsibility for the costs of 
Indian health.57
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1994-1999: Wikwemekong First Nation in Northern Ontario signed its first transfer agreement in 
1994, followed by a difficult renewal process which was completed in 1999. A case study 
completed and published by independent academics58 notes that the lack of certainty that transfer 
agreements would be renewed (because they are subject to appropriations by Parliament) causes all 
First Nations a concern and makes it that much more difficult to recruit and retain health 
professionals. The study also notes that the initial transfer manuals published by Health Canada 
mentioned self-determination in health as one of the purposes of the initiative, while later versions 
of the manual did not. 

The study reached the following noteworthy conclusions:
T “We argue that federal policies regarding Aboriginal health have been conflicting, 

confusing, and arbitrary.”59

5 “… it can be argued that the policy has, in fact, enhanced local capacity in health 
governance and administration and, in so doing, has assisted in the initial steps toward 
self-determination in health care. This is particularly true if one has a long-term, 
incrementalist view of self-government, a position that the federal government 
assumes. However, as [this study shows] there remains great dissatisfaction with the 
Health Transfer Policy at the local level, disenchantment at the unwillingness of 
bureaucrats to recognize the need for traditional approaches to care, and considerable 
frustration with the federal government’s unwillingness to acknowledge the need for 
enhanced services given the poorer than average health status of Aboriginal 
communities.”60 Put negatively, First Nations could be seen as being put in charge of 
administering their own misery, with no hope of success. Put positively, you can see 
the glass as half full and Transfer as a development step towards self-government 
capacity, which is itself one step towards self-determination (something that requires 
legal/constitutional change).

l “the Wikwemekong experience confirms earlier criticisms of the Health Transfer 
policy citing continued external control over the decision-making process. While the 
policy makers purport that the objective of Health Transfer is power sharing, the actual 
decision-making system is still hierarchical. Communities are responsible for the 
administration of the programs, yet have little to no say in policy formation and 
implementation.”61 

Another study of First Nation transfer agreements in Canada compared Health Canada’s policies 
with similar ones in effect governing indigenous health services in New Zealand and Australia.62 

This study concluded that a more accurate characterization of such health services is “governance 
by contract” — where indigenous health organizations are treated the same way as private sector 
suppliers of goods and services to the federal government. The contract stipulates what services are 
to be provided, under what conditions, and for what funding levels, with little or no discretion by 
the indigenous populations.63 Academic literature about contracts as a mechanism point out there 
are limitations to such approaches to governance — notably limiting the scope of what can be 
learned by both sides to whether the contract has been upheld, rather than seeing wider, more 
important aspects of the relationship.64

Provinces, in contrast to First Nations, have become used to receiving block transfers of money for 
general health purposes, without detailed reporting requirements. Provinces are usually able to plan 
their annual budgets, secure in the knowledge that funds flowing from the federal government will 
be there because multi-year agreements have been signed between governments, not between 
contractors and clients, as First Nations sign with the federal government.65
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September 1996: The Auditor-General reports to Parliament on the relationship between First 
Nations and the Government of Canada, noting that “As the relationship between the federal 
government and First Nations evolves, the issue of accountability continues to present difficulties 
to all parties.” The report, based on interviews with key informants in First Nations and one Tribal 
Council, noted that the informants:

“felt that it is essential that both First Nations and government have clear and 
commonly held objectives, that audit meet the needs of their communities as well 
as of government, and that the focus be on results as opposed to process. Taken 
together, these factors fit within most definitions of accountability. In an area as 
complex and contentious as this, it is encouraging to see that these First Nations 
hold views that appear, to some degree, to be consistent with such definitions.”66

November 21, 1996: Final report of the Royal Commission on Aboriginal Peoples (RCAP) 
released. In the words of Laurel Lemchuk-Favel, the Commission “provided a new paradigm for 
Aboriginal peoples’ health” after “conducting the most extensive and comprehensive consultation 
in the history of indigenous peoples.” This new paradigm, she writes, has four elements:

1. Equity of health and social welfare outcomes
2. Holism in the diagnosis of problems, their treatment and prevention
3. Aboriginal peoples’ control over health systems
4. Diversity in the design of systems and services.67

The specific recommendations of RCAP relevant to capacity development in First Nation health 
organizations can be found in Volume 3, Gathering Strength. It calls on all levels of government to 
work in partnership with aboriginal organizations to develop and implement a “comprehensive 
human resources development strategy” with a specific target to “train 10,000 aboriginal 
professionals over a ten year period in health and social services, including medicine, nursing, 
mental health, psychology, social work, dentistry, nutrition, addictions, gerontology, public health, 
community development, planning, health administration, and other priority areas identified by 
Aboriginal people.” 68 

The RCAP vision for reorganization of aboriginal health care delivery began with a vision of 
primary care delivery point taking place in local healing centres, supported by specialized services 
coordinated at the regional level. The healing centres, RCAP argued, could exist in cities as well as 
on reserves.

October 1997: Auditor General’s review of FNIHB concludes that Health Canada “does not 
monitor contribution agreements effectively” and that even though a “sound framework for the 
transfer of health programs to community control has been developed and has allowed First 
Nations to start managing their own health programs . . . this framework has not been fully 
implemented.”69

September 28, 1999: Duane Adams70 from the Saskatchewan Institute of Public Policy releases 
his report as the facilitator trying to find a way to address problems between the Meadow Lake 
Tribal Council and Health Canada over the implementation of the MLTC’s transfer agreement, 
signed in 1991. The report concludes that the envelope spending system instituted by the 
Government of Canada severely crippled the relationship between the two parties and basically 
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undermined good will which had developed between the parties when the transfer agreement was 
first signed. In the words of the report:

f The event which triggered and has sustained the present MLTC/Health Canada conflict 
is the federal government’s policies on cost containment and the approach taken to the 
policy implementation with First Nation's by Health Canada. The effect of these 
policies and approaches have given evidence to MLTC of the federal government's lack 
of recognition of the Transfer Agreement and the invalidation of the binding nature of 
the Transfer Agreement between Health Canada and MLTC.

t The Transfer Agreement had caused a positive new working relationship to emerge 
between Health Canada and MLTC, which relationship was also reflected in a national 
policy statement by the Minister of Indian and Northern Affairs. This relationship was 
severely undermined by the unilateral and dogmatic approach of Health Canada in 
imposing its national cost restraint fiscal policies resulting in many consequential 
misunderstandings and suspicions with MLTC. The result is that MLTC believes that 
Health Canada is in breach of the Transfer Agreement, and perhaps the MLTC treaty 
rights. The Facilitator has concluded this is potentially true if it were tested in court.71

Adams laid the blame for the failure to resolve the differences between Health Canada and MLTC 
at the doors of federal officials in Ottawa, noting that there had been a relatively cordial 
relationship between FNIHB regional officials and MLTC. However, Ottawa-directed policies and 
administrative procedures had, according to the facilitator, basically failed to adapt to the realities 
of the transfer agreements, leaving a policy void and the impression by MLTC that Health Canada 
had essentially “abandoned”72 the transfer agreements.

In response to the recommendations of this report, FNIHB committed an additional $270,000 to 
MLTC nursing on an ongoing basis, but took no action to address the facility designation issues 
that were central to Adams’ findings. Other bands and tribal councils with transfer agreements 
have a similar problem, because capped funding from FNIHB has not allowed the agreement 
holders to keep pace with inflation or population increases.73

October 2000: Auditor General’s report reviews Health Canada’s performance since 1997 and 
expresses a concern “that the Department has not yet made sufficient progress to fix many of the 
problems we identified in 1997.”74 The House of Commons Standing Committee on Public 
Accounts hearings on the Auditor-General’s report prompted a lengthy reply by FNIHB and 
several initiatives to address accountability issues. In the words of one FNIHB document tabled 
with the Standing Committee:

Milestones for [improved management of] CHP [Community Health Programs] in 
2001-2002 included the introduction of new standard agreements and other types 
of contribution agreements which clarified roles and responsibilities. An electronic 
system to manage contracts and contributions was implemented nationally. This 
single management system for contribution agreements will enhance the ability to 
report, monitor and audit. In March 2002, an Intervention Policy was introduced to 
guide FNIHB’s actions in communities which have been unable or unwilling to 
address exceptional or problem situations.75
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It should also be noted that in the same year this Auditor-General’s report was released, there were 
many questions being raised in the media and in the House of Commons about dubious expenses at 
the Virginia Fontaine Addictions Centre in Manitoba. One report at the time called the situation an 
“accountability crisis” in FNIHB.76 In October 2000 Health Canada ordered a forensic audit of the 
funding to the Centre, which was being provided under a transfer agreement. A news release on the 
Health Canada web site dated January 30, 2004, about the release of that forensic audit report and 
the subsequent RCMP investigation, adds detail about what the department did to deal with the 
accountability issues being raised:

Health Canada has made significant efforts to enhance accountability, and to 
strengthen the management of public funds. Among these, Health Canada has 
developed and implemented new standard agreements, which include a more 
rigorous approval process that allows for an independent peer review. These 
controls also include a new audit regime following professional standards, as well 
as a quality control function to ensure policies and procedures are followed 
properly. These initiatives ensure that the development, approval and 
administration of these agreements is appropriate.77

Several First Nation health managers (not to mention regional FNIHB employees) have 
commented that, since this 2000 “tightening up” on agreement management, FNIHB Saskatchewan 
has not been allowed to practice the local flexibility it used to with agreements, thus undermining 
the ability of the transfer initiative to be more adaptable to local conditions and circumstances, a 
key component of developing truly accountable organizations. The message that the Auditor 
General was trying to deliver on the need to focus on “results as opposed to process” in 1996 
appears to have been forgotten, since the national “tightening up” which came after the Virginia 
Fontaine Addictions Centre situation created standard format funding agreements which focus on 
process, not the achievement of locally-defined health outcomes.

April 11, 2001: Saskatchewan Royal Commission on Medicare releases its final report. 
Commissioner Kenneth J. Fyke makes integration of health services and the establishment of 
regional “primary health care teams” key themes of his recommendations:

The Commission . . . recommends the integration of many of the existing hospitals 
and integrated facilities in the province into Primary Health Networks. Specifically, 
the Commission recommends a network of Primary Health Centres as well as 
Community Care Centres in 25 - 30 locations . . .78

This emphasis on integration and better coordination of health services was picked up nationally 
by the Romanow Commission (see below) and specifically applied by Romanow to the field of 
aboriginal health and has continued to this day as a major theme of health care reform in 
Saskatchewan.79 Fyke himself did not devote a lot of attention specifically to aboriginal health 
issues, except for his recommendation for the development of a health strategy for northern 
Saskatchewan. His emphasis on integration and coordination is also evident in his call for a 
renewed emphasis on a population health approach, to supplant the traditional emphasis on 
providing medical care to individuals. On accountability, Fyke recommends “clearly defined and 
measurable population health goals should be developed and adopted across the province.”80

March-April 2002: Regional meetings of First Nation Chiefs are held in western Canada 
concerned with the new standardized agreements being imposed by Health Canada. The 
agreements were to be signed by the end of March 2002 but many First Nation health 
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organizations refused to sign because they felt the wording of the new agreement form did not 
recognize treaty rights to health. The Chiefs accused Health Canada officials of telling different 
bands different stories about the meaning of the language in the agreement, even though the same 
agreement template was being rolled out nationally. They also questioned why further 
accountability requirements are being imposed on First Nations while the federal government 
refuses to be held accountable for its performance in meeting its treaty obligations.81 Health 
Canada eventually adopted slightly different legal wording in the agreements which indicate that 
nothing in them detract from treaty obligations. First Nations are not happy with this completely, 
but agreed to sign in order to continue receiving funding for health programs.

November 2002: Roy Romanow’s report on the future of health care in Canada released titled 
Building on Values: The Future of Health Care in Canada. The report includes a chapter on 
aboriginal health which calls on federal, provincial and territorial governments, in partnership with 
aboriginal organizations, to “establish a framework agreement” on how to “consolidate funds that 
can be used to improve health and health care for aboriginal peoples” within each province and 
territory. The report advocates primary health care centres as key to building improved health 
outcomes in aboriginal communities, both on and off reserve.82 The Romanow approach to 
integration of services is similar to the one advocated by Fyke, except Romanow specifies how he 
believes it can and should be applied to address the jurisdictional quagmire surrounding aboriginal 
health. The national and federal/provincial/territorial “blueprints” for aboriginal health (which 
were tabled at the Kelowna First Ministers’ meetings with national aboriginal leaders in November 
2005) appear to be in line with Romanow’s integration recommendations, if not as 
comprehensively as the Romanow report recommended.

On the transfer initiative of FNIHB, the Romanow report comments on the controversy 
surrounding the spending envelope system which imposed a cap on funding under the transfer 
agreements. On capacity development of First Nations the report notes:

a [Even though] funding can be transferred . . . it is difficult to transfer knowledge and 
experience in addressing a variety of health care issues “on the ground.” It will take time 
for communities to develop experience and networks of contacts to solve specific health 
problems.

p Health Canada indicated to the Auditor General of Canada [response to the 2000 report 
noted above] that while the transfer initiative allows First Nations and Inuit to take charge 
of community-based services, its aim is not to modify the general approach to health 
problems.83

The chapter on aboriginal health concludes by recommending that the “general approach to health 
problems” has to change, because the status quo has not resulted in substantial improvements in 
aboriginal health. Instead, Romanow’s report calls on all levels of government to use the 
“integrated” model of funding, coordinating all health funding for aboriginal communities through 
one central source, which he did not specify. Other studies have suggested that reviews of the 
health system such as Romanow’s generally fail to make an important distinction between 
investments in population and public health approaches, which can lead to reduced acute care costs 
in the long run, and the rising costs of acute care.84 One of the principles of First Nation health at 
the community and tribal council level is that prevention and community-based, population health 
programs are primary, leaving the acute care system largely in the hands of provincial health 
authorities.
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November 2002: The Federation of Saskatchewan Indians, the Government of Canada and the 
Province agree to release a joint discussion paper85 on the respective parties’ understanding of 
“treaty rights to health” in the modern context and understanding of the treaties. This is only a 
discussion paper, but its positive tone is an indicator that the Governments of Canada, 
Saskatchewan and FSIN have worked together in the past to try to revitalize the treaties in a 
modern context, and this paper is an attempt to put “community conceptions” of health on the table 
as the way the FSIN and elders conceive of what was agreed to in health when the treaties were 
signed.

December 2002: Auditor General’s report on reporting burdens imposed by the federal 
government on First Nations finds:

“overlap and duplication among the required reports. With the exception of some 
financial reports, limited use is being made of the reports by the federal 
organizations sampled, and we suggest that fundamental change is required. We 
found the following: 

f reporting requirements are dictated, not based on consultation. 
r the information reported is generally not used to set funding levels. 
t the reports contain information that does not reflect community priorities. 
t we noted that new reports are being introduced with little or no review of the reporting 

requirements for existing programs, adding to the reporting burden. 
r there is little feedback to the First Nations, except for an analysis of audited financial 

statements. 

1.3 We are concerned about the burden associated with the federal reporting 
requirements. Resources used to meet these reporting requirements could be better 
used to provide direct support to the community. Steps need to be taken to 
streamline reporting requirements. The current program structure established by the 
federal organizations is an obstacle to reforming reporting requirements and needs 
to be reviewed.” 86

FNIHB has established a national task force which has made recommendations to trim the 
paperwork burden on First Nations, in response to this Auditor-General’s report. However, from 
the perspective of First Nations, these moves are seen as insufficient, leaving them with reporting 
burdens which are still forcing them to collect (in the words of one participant in the March 2005 
capacity development consultations) “useless information for reports that FNIHB files and 
forgets.”

February, 2003: Another cost comparison study is completed, this time focusing on the situation 
at the Saskatoon Tribal Council.87 The study concludes that health expenditures per capita by 
Health Canada for the STC area in 2001-02 was 58.6% of the national average. Specifically, the 
study concluded (quote):

s The population estimates used by Health Canada are questionable, both conceptually, 
and compared to the estimates available from DIAND.

a A significant underestimate of the population of the Yellow Quill band, of about 300 
people in 2001-02, amounting to about 9% of the STC population, has never been 
corrected by Health Canada
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2 There has been minor increases in funding levels per capita for Regular Programs and 
MCARR in constant dollar terms, between 1995-96 and 2001-02. A significant boost in 
1996-97 has eroded gradually since then.

1 Health expenditures per capita by Health Canada for the STC in 2001-02, for regular 
health services, special health services, home care, and management and 
administration, was only 58.6% of the national average, and 53.6% after adjusting for 
the Yellow Quill population count error. This could be as low as 42% of the regional 
average for regular programs, if the STC was, in fact, receiving regional average per 
capita funding for special programs. Non-insured health benefits per capita for the STC 
were also comparatively low, at about 81% of the national average, while Non-insured 
health benefits in Alberta were about 143% of the national average.

h While these results do not allow an assessment of the adequacy of health funding for 
the STC or other First Nations, they do indicate strong evidence that the STC is being 
underfunded compared to other First Nations, based on its relative circumstances. Thus, 
if funding is adequate for First Nations in general, it is likely highly inadequate for the 
STC. Conversely, if it is adequate for the STC, then it is likely excessive for some other 
First Nations.

F The magnitude of some of the differences suggest that Health Canada should be called 
on to explain and justify them.

The main lesson to draw from this study is not just the funding shortfall experienced by STC, as 
important as that is. Rather, the study clearly documents our argument in this paper that FNIHB’s 
funding policies have a created a Patchwork of Inequity — where there is no clear logic to funds 
for health as they are distributed across the country, despite the imposition of nationally 
standardized funding agreement contracts. Some regions are greatly restrained in their spending, 
while others are less so, resulting in the per capita allocation discrepancy quantified by the STC 
study. Such policies could be forgiven if such gross inconsistencies were based on greater 
tolerance for differences in local community conditions, but they are not, because all First Nations 
chafe under the same rigid nationally standardized agreement system. The preferred alternative 
would be for FNIHB to decide to act in the best interests of how to move forward locally towards 
achieving self-government in health by empowering First Nations and regional officials to define 
agreement management systems that work to build accountable First Nation health organizations. 
Accompanying such empowerment, there needs to be equitable funding formulas adopted which 
take into account populations actually served, the levels of professional services being delivered by 
First Nation health organizations, and the levels of integration in the service delivery system 
between local First Nations, aggregations of First Nations in health boards, and specialized 
services provided by Tribal Council entities.88

February 5, 2003: Federal, provincial and territorial ministers agree on a new health accord89 

which does not completely implement all the recommendations of the Romanow report, but which 
commits all levels of government to significant new investments in health care reforms, reducing 
waiting times for medical procedures, and joint strategies for health human resources.

April 19, 2004: The first Canada-Aboriginal Peoples Roundtable is held in Ottawa, involving the 
Prime Minister, several federal cabinet ministers, and the national leaders of all the aboriginal 
organizations. The Prime Minister commits the government to renewal of the relationship with 
aboriginal peoples founded on the principle of working together as partners:

No longer will we in Ottawa develop policies first and discuss them with you later. 
This principle of collaboration will be the cornerstone of our new partnership.90
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September 13, 2004: Meeting of First Ministers and national aboriginal leaders directs 
Federal/Provincial/Territorial (FPT) Ministers of Health and Aboriginal Affairs to work with 
aboriginal leaders to develop national, provincial and territorial blueprints to improve the health 
status of aboriginal peoples in Canada.91 Discussions were held in Saskatchewan involving 
FNIHB, FSIN and the Provincial Ministry of Health on the Saskatchewan Blueprint. FSIN 
received funding from FNIHB to develop the First Nation component of a regional Blueprint, 
while the Province of Saskatchewan commissioned the Saskatchewan Institute of Public Policy 
(SIPP) to hold input sessions to hear from Métis and urban aboriginal organizations and then roll 
up recommendations for the Métis/non-status stream of the regional blueprint. Progress reports on 
how the blueprints are developing were reviewed by ministerial officials in June 2005, and while 
some progress was made, final Blueprints could not be agreed to at the First Ministers’ meeting 
with NAOs in November 2005 (see Kelowna agreements, November 2005, below). The national 
teams working on the Blueprint issued a template of six subject areas they expected the regional 
blueprints to follow, and Saskatchewan’s eventual blueprint did:

1. delivery and access
2. sharing in improvements to Canadian health care
3. promoting health and well-being
4. monitoring progress and learning as we go
5. clarifying roles and responsibilities between governments and organizations
6. developing on-going collaborative working relationships

November 4-5, 2004: The Canada-Aboriginal Peoples Roundtable (CAPR) held a health sector 
follow-up session in Ottawa involving nearly 100 senior officials from national aboriginal 
organizations, the federal, provincial and territorial governments. The report from that session 
concluded that the participants called for, among other things:

c greater collaboration between and amongst governments to break down jurisdiction and 
control issues for First Nations [health]

c more attention and support is required in building human capacity at the community level
m First Nations control of integration of [what services are] provided by different 

jurisdictions
j an ongoing process that engages Aboriginal peoples and governments at the national, 

provincial, territorial, regional and local levels to work out details of integrated health 
services

s achieve accreditation and training of 10,000 professionals [as originally called for in the 
1996 RCAP report]92

November 23, 2004: Another report is released concerning the financial issues in Meadow Lake 
Tribal Council.93 Ever since MLTC assumed responsibility for nursing services under their transfer 
agreement in 1994, MLTC was complaining about how underfunded their nursing services were. 
This led to the 1999 Duane Adams report, noted earlier. Since that time, FNIHB provided an 
ongoing nursing funding increase to MLTC in 2000/01, and one-time funding increases in 
1999/00, 2000/01 and 2003/04, as well as nursing sustainability funds in both 2003/04 and 
2004/05. However, MLTC continues to experience a deficit which they attribute to nursing costs, 
and advised Saskatchewan Region FNIHB that without significant ongoing increases, their nursing 
services are not sustainable. This study was commissioned to attempt to quantify the funding gap 
and make recommendations for closing it. It compared service levels and staffing costs 
experienced by MLTC to Health Canada-operated nursing stations in the Sioux Lookout Zone, in 
northwestern Ontario. The study found that the funding per FTE nurse doing comparable work in 
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the Sioux Lookout Zone was at least a $20,000 per year higher per FTE (full time equivalent) in 
MLTC. Despite this, the two nurses who did the study found the level of care and immunization to 
be high in MLTC. Three options were discussed in the study. If the current funding level is 
maintained, the nursing service as it stands would not be viable and service would have to be 
reduced to match the available funding. This includes reducing the 24/7 service in the communities 
that really should not be operating that level of service, given the funding they receive. This report 
and the Duane Adams report also noted that part of the funding shortfall (about $1 million 
annually) was caused by on-reserve clinics providing services to off-reserve Métis populations in 
adjacent communities, services which are not reimbursed by the provincial government. 

It should also be noted that another study which compared the Sioux Lookout Zone’s resources to 
service and funding levels elsewhere in Ontario concluded that the Zone was not receiving its fair 
share of resources, if a population needs approach was taken to allocating health resources.94 The 
funding gap being experienced by MLTC may thus be even larger than what was documented in 
the 2004 study, since Sioux Lookout Zone was used as a benchmark.

January 25-26, 2005: Aboriginal Roundtable follow up session convened in Ottawa to discuss 
“accountability for results,” one of the key themes established in the original roundtable. The 
report from these sessions, among other things, calls for:

r creating accountability and reporting frameworks that build in traditional values and 
approaches from First Nations 

a the system now places much higher value on the accounting for the money and not as high 
a value on priority outcomes 

a accountability needs to be built from the bottom up 
a First Nations . . must have the control and authority to establish their own relevant 

frameworks. 
f relevant data and determinants need to be redefined in order to be helpful in building 

standardized yet relevant approaches
s an independent monitoring authority should be established at arms length from both the 

federal government and national aboriginal organizations which would report annually to 
Parliament and Canadians on progress being made towards achieving the goals established 
by the roundtable, not unlike the reporting system recommended by RCAP95

February 23, 2005: Federal budget repeats commitments made at FPT ministers meetings to 
establish or augment funding for several aboriginal initiatives. To quote from the Budget:

While awaiting the completion of the Canada–Aboriginal Peoples Roundtable 
process, Budget 2005 provides $735 million in new investments aimed at ensuring 
that the country’s prosperity is shared by Canada’s Aboriginal people and 
communities. This is in addition to the $700 million over five years for Aboriginal 
health programs announced in September 2004. Budget 2005 measures include:

h $295 million over five years for housing construction and renovation on reserves. 
$ $100 million over the next five years to enhance early learning and child care opportunities 

for First Nations children and families living on reserves. 
f An additional $120 million over five years for special education for First Nations children 

living on reserves. 
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3 $125 million over five years to support the work of First Nations child and family service 
agencies. 

a $40 million so that the Aboriginal Healing Foundation can continue, for another two years, 
to support community-based healing projects that address the legacy of physical and sexual 
abuse in the Indian residential school system.96

The $700 million over five years originally announced in September 2004 and reconfirmed in the 
February 2005 budget is described as follows:

F $200 million for an Aboriginal Health Transition Fund to enable federal, provincial and 
territorial governments, First Nations governments who deliver health care services, and 
Aboriginal communities to devise new ways to integrate and adapt existing health services 
to better meet the needs of all Aboriginal people. 

t $100 million for an Aboriginal Health Human Resources Initiative to increase the 
number of Aboriginal people choosing health care professions; adapt current health 
professional curricula to provide a more culturally sensitive focus; and improve the 
retention of health workers serving all Aboriginal peoples, including First Nations, Inuit 
and Métis. 

a $190 million to make permanent and enhance the Aboriginal Diabetes Initiative. 
$ $65 million for an Aboriginal Youth Suicide Prevention Strategy. 
$ $145 million for maternal and child health, including enhancements in early childhood 

development.97

March 2005: Centre for Aboriginal Health Research releases a national evaluation of the FNIHB 
transfer policy. The report concludes that, on the whole, the transfer initiative “has met its 
objective of enabling First Nation and Inuit organizations to design health programs, establish 
services and allocate funds according to community health priorities.”98 

On capacity development, the same study notes:

A majority of respondents (65.6%) replied that their health organisation had indeed 
been able to develop administrative, management, service delivery and 
programming skills. The majority of respondents to the telephone survey (66.9%) 
indicated that FNIHB was not seen as a source of support for capacity development. 
Provincial and private resources (consultants) were preferred simply because of the 
variety of opportunities offered, and the possibility of having adapted training 
sessions delivered locally.99

On accountability and reporting burdens, the study noted that the current reporting regime does not 
meet FNIHB’s need to monitor the performance management of the health care provided to First 
Nations:

The current reporting framework is designed to meet FNIHB’s chain of 
accountability and to manage risk. The focus is on risk management for individual 
agreements, and may satisfy individual program manager’s need to document 
performance. However, it is clear that FNIHB requires a different kind of data to 
exercise its role of steward over the overall performance of the health care system 
for First Nations and Inuit, and for monitoring expenditures of public funding. The 
issue is that there is currently no mechanism to collate the collected data into 
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information on which to base decisions. The problem is one of both volume and 
format. The current system can not roll up current information into a format  
that would provide the Minister of Health with the information required to meet  
the accountability requirement of Cabinet.

The cost effectiveness of the current system has also not been considered. FNIHB is 
currently engaged in the streamlining of reporting requirements, and indicates that 
it has reduced requirements in 20 per cent of the schedules by simply eliminating 
duplication. However, neither a reduction nor an increase in the number of  
reports and current indicators will provide FNIHB with the information it  
needs to oversee the system.100

On accountability, the report found that while the majority (63.6%) of First Nations with transfer 
agreements were satisfied with the degree of accountability to the community, this 

improved accountability has not necessarily been the result of the accountability 
framework implemented by FNIHB. Two thirds of organisations surveyed report 
having been able to develop a useful reporting system to serve their internal needs. 
However, the development of a Health Information System that would assist First 
Nation and Inuit organisations in meeting their planning and reporting expectations, 
has been slow and difficult.101

On funding levels, the study found that there was a wide variation across the country in per capita 
funding levels provided under transfer agreements, and that generally the “current funding formula 
is not sufficient to maintain a sustainable system.”102 On the system as a whole, the report 
concludes that because many targeted programs are not transferred, even First Nation health 
organizations with transfer agreements are still coping with complex administrative and reporting 
requirements, without the resources required to cope:

The overall picture is that of a patchwork, not a system. The administrative cost 
of maintaining this patchwork of agreements, with their periodic amendments, is 
considerable. At a time when financial sustainability is a concern, cost effectiveness 
in administration should be pursued.103

March 29-30, 2005: Federation of Saskatchewan Indian Nations (FSIN) health summit held in 
Saskatoon. A draft health strategy for First Nations in Saskatchewan is tabled containing basic 
principles as well as seven strategic directions for First Nations health care:

1. Strengthen and revitalize First Nations partnerships.
2. Design and implement a First Nations health management framework
3. Strengthening the First Nations health care system
4. Encourage, promote and develop effective and accredited First Nations health 
education and training
5. Determine priority health areas for Saskatchewan First Nations and initiate action 
strategies to meet these needs
6. Develop an optimal First Nations health information management system
7. Develop an evaluation framework to assess the impacts of proposed strategies.104
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At the Saskatoon summit the Assembly of First Nations (AFN) made a presentation105 of their 
understanding of the current situation with health care reforms and the Aboriginal Roundtable and 
Blueprint discussions. Key elements of this presentation were:

B the AFN said they perceived a “commitment to transformative change” among national and 
provincial leaders. 

p the AFN understood the first ministers to be willing to move “beyond consultation to joint 
policy development” with aboriginal leaders on improvements to health care. 

p the AFN supported the approach being taken by FPT ministers generally with health care 
reform to work “within a population health approach” and to develop a ten year plan that 
would “focus on quality, accessibility and sustainability.” 

April 1, 2005: Treasury Board authority for FNIHB to enter into transfer, integrated and 
contribution agreements with First Nation communities and organizations is renewed. New, 
“flexible” funding agreements are supposed to be in effect for all types of funding (previously 
known as transfer, integrated or contribution) for April 1, 2007.

June 24, 2005: FNIHB Saskatchewan receives and approves in principle the recommendations of 
the Capacity Development Working Group. The report106 makes several recommendations to guide 
FNIHB as it examines how best to implement potential new funding for First Nations that might be 
forthcoming through the $700 million package and/or the FMM blueprints. The report was 
developed after consultations with health organizations in three regions of the province, and was 
sent by the Regional Director to all First Nations and Tribal Councils after it was adopted.

November 18, 2005: The Province releases an extensive review of the training system, covering 
all aspects of post-secondary education and apprenticeship in Saskatchewan except the 
universities. The report107 makes 121 recommendations but is strongly opposed by SIAST, because 
it recommends that SIAST lose its “monopoly” on certification of training courses managed 
elsewhere such as at the regional or aboriginal colleges. The report also calls for a 30% increase in 
capacity in the training system to accommodate the needs of a booming economy and the 
aboriginal populations. 

November 24-25, 2005: The leaders of the five national aboriginal organizations and the leaders 
of all provinces, territories and the federal government meet in Kelowna, British Columbia. 
Several documents are tabled at this meeting. The ones relevant to aboriginal health in 
Saskatchewan are two.108 First, in the words of the Province of Saskatchewan, an “Aboriginal  
Blueprint - Saskatchewan Approach document is built on the priorities that emerged from 
provincial blueprint engagement sessions and submissions, and identifies actions that will be 
undertaken by the Province of Saskatchewan and the federal First Nations and Inuit Health Branch 
(FNIHB) - Saskatchewan Region in collaboration with Aboriginal peoples. This document was 
developed as a starting point and does not represent a final blueprint plan for the province.”
Secondly, the national meetings (in the words of the Government of Saskatchewan) “concluded 
with a commitment to take action to improve the health of Aboriginal peoples. Areas of focus 
include:

i mental health, suicide, and addictions 
m nutrition and food security 
n diabetes prevention and treatment 
d public health 
p continuing care 
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3 telehealth 
t maternal, child, and youth health 

The national Aboriginal health blueprint was released as a “work in progress” and will lead to the 
development of plans at the provincial level. Saskatchewan Health will work in collaboration with 
First Nations and Métis peoples and the federal government to develop plans that address the needs 
of Aboriginal peoples in our province.” (end quote from the Province of Saskatchewan web site)

December 14, 2005: The Province of Saskatchewan releases Working Together: Saskatchewan’s 
Health Workforce Action Plan. 109 While not containing any specific employment targets or yearly 
workplans, the action plan does lay out a broad conceptual framework and goals. The goals could 
be used to derive specific targets, but none are clearly laid out. Among other things, the Action 
Plan commits the province to continue developing a more representative health sector workforce, 
expand training and development opportunities for people of aboriginal ancestry, and to look into 
establishing an aboriginal health training and workforce development “virtual centre of 
excellence,” likely to be led by one of the health faculties, but virtually linking all “access” type 
programs in the post-secondary institutions, as well as the representative workforce initiatives 
being undertaken by SAHO and First Nation health organizations. The planning for this centre of 
excellence is to be undertaken in partnership with First Nations in Saskatchewan.

May 16, 2006: Auditor-General Sheila Fraser releases a report110 following up on previous 
recommendations she made concerning First Nation issues. Chapter 5 of her report analyses 37 
recommendations made in previous reports and finds that the federal government has made 
“unsatisfactory” progress on 15 of the 37, the 15 considered by the Auditor-General to be 
“generally those most likely to improve the lives of First Nations people.”111 Even on the other 22 
recommendations where the Auditor-General gave the government a “satisfactory” mark, the 
report notes that there were several areas where progress was not made, such as moving towards 
better reporting systems in First Nation health programs where both the government and First 
Nations agreed on ‘measurable health outcomes.”112

In her news release on the report, Ms. Fraser comments: “Where our recommendations were 
implemented successfully, some critical factors appeared to be co-ordination of programs, 
sustained attention by management, and meaningful consultation with First Nations. These lessons 
can guide the federal government as it moves forward in fulfilling its responsibilities to First 
Nations people.”113
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Conclusions 

(1) An incremental approach toward achieving self-government

This historical analysis makes it clear that First Nations are left with no constitutional, judicial, or 
legislative mechanisms, domestic or internationally,114 through which they might gain leverage 
with federal officials to improve their health status. With all these other options eliminated, it is 
therefore not surprising that many First Nations have opted to participate in the transfer initiative, 
as a pragmatic policy choice of last resort. 

Independent studies of the evolution of self-government institutions among First Nations have 
concluded that this “step by step” approach is a reasonable one. For example, Cassidy and Bish115 

note that the concept of self-government can evolve in two ways: either from the top down by a 
series of national agreements or constitutional deals, or from the bottom up, “emerging simply 
from growing acceptance of practical mechanisms and structures for decision-making and service 
delivery—that is, through practice.”116 

Cassidy and Bish conclude that many definitions of self-government have evolved simply by the 
federal or provincial governments acquiescing to the assertion of jurisdiction by a First Nation over 
certain operational aspects of their lives, such as setting up a peacekeepers organization and 
unofficially recognizing it as a police force, as occurred between the Quebec government and the 
Mohawks of Kahnawake.117 Through such assertion, and by practical application of rights to self-
government by making agreements between themselves and other levels of government for 
services and program delivery, First Nations are defining what they believe self-government to 
mean in practice, rather than in the courts or through constitutional agreement.

As they create their governments in practice, Indian peoples are demonstrating 
which public functions they consider important for their jurisdiction in relation to 
matters such as education, resource management, social services, health, policing, 
local services, and economic development.118 

What the authors do is make a pragmatic case for the evolution of such arrangements under the 
existing Canadian federal system, where different levels of government exercise their own 
jurisdiction, making citizens accountable to multiple governments. 

The entire logic of a federal system is that individuals can be citizens of different 
governments for different purposes—and it is possible to accommodate Indian 
governments as well as national and provincial governments within such a 
framework.119 

The health transfer policy of the federal government is therefore an incremental step towards self-
government, but not a substantial change from the policies which began with the signing of Treaty 
Six. First Nations have made a choice to try out transfer, and therefore have a long track record of 
building, incrementally, on their own successes. 

Other academic studies suggest that, when communities are given control over what data is 
collected about their health status and have control over not only what that data is, but what to do 
about it, large gains can be made not only in self-government, but also in health status indicators 
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such as reducing injuries.120 We support such visions of local control as a means towards achieving 
improved health status.

(2) What the patchwork of inequity means for AHHRI work plan and capacity 
development of First Nations in Saskatchewan

As stated in the introduction and in our overview of the five themes, AHHRI is not designed to 
address the historical inequities documented in this chronology. AHHRI contains no provision to 
provide funding to First Nation health organizations to bring the salary levels of their health staff 
up to those paid for similar positions elsewhere. As a result, First Nation health organizations face 
ongoing recruitment and retention problems, particularly for professions in high demand nationally 
and internationally such as nurses, environmental health officers, and senior level planning and 
management staff. The history documented in this report makes it clear that First Nations are more 
than ready to take the next step towards self-government in health, as long as the federal 
government comes to the table with the intent of seeing First Nation health organizations as equal 
partners, not junior contractors. There was some progress made on this issue in health components 
of the Kelowna Accord, signed by First Ministers and national aboriginal organizations in 
November 2005. Several million of the over $1 billion dollars that were committed at the Kelowna 
meetings were going to address this historical inequity issue. Now, the Kelowna agreements in 
doubt, seen by the government as policy targets rather than funding commitments, achieving an 
end to inequality remains in doubt.

In this context, AHHRI is going ahead as an initiative intended to assist in addressing the long term 
issues related to the development of human resource capacity in First Nation health organizations, 
and towards recruiting and retaining more aboriginal people generally in health professions. This 
historical review and our previous capacity development consultations lead us to conclude and 
recommend to FNIHB Saskatchewan the following concerning AHHRI:

(A) Partnerships should create funding leverage

The Province of Saskatchewan, SAHO and the post-secondary institutions already have made 
considerable progress, and continue to put an emphasis on recruiting and retaining a representative 
workforce in their part of the health sector. There are therefore considerable opportunities for 
FNIHB to leverage the small investments that are possible through AHHRI into considerably 
larger funding pools to assist in these developments. For example, in the one AHHRI project 
agreed to already by the region to assist with the development of LPN training at Kawacatoose 
First Nation, AHHRI funding of $100,000 is only 20% of the overall project budget. The funding 
will meet start up costs for this innovation in accessibility, but is only one time funding. The 
province, SIAST and the First Nation will have to seek other resources to keep the project going 
beyond the first group of trainees. This is highly possible, because of the province’s interest in 
investing in more LPN training, and the interest of the First Nation in providing more employment 
opportunities for local residents. This example should be used as an exemplary practice for other 
AHHRI projects where there is an active partnership with the provincial government, academic 
institutions, and other health organizations.

(B) Focus AHHRI dollars on First Nation health organizations

Several First Nation organizations have already come forward with innovative plans to enhance the 
management capacity of health staff and/or build on their partnerships with the provincial health 
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sector to assist with the career pathing of individuals already employed by First Nation health 
organizations. The diversity and strength of these proposals speaks to the long history of 
innovation that First Nations have demonstrated in Saskatchewan. These proposals should be 
supported for immediate funding through AHHRI, as long as requirements for full documentation 
of “lessons learned” is included either in the local work plan of the First Nation project, or by 
FNIHB itself. We are at an important point in the evolution of First Nation health governance in 
Saskatchewan region: First Nations history of innovations and slow development can be used as a 
foundation for the elimination of the historical patchwork of inequity, and replacing it with a 
strong network of community-driven accountable First Nation health organizations. But important 
investments need to be made in the development of human resources in those First Nation health 
organizations to bring this about. To make sure that AHHRI dollars are not just invested in the 
organizations that are already strong, we strongly recommend to FNIHB that an allocation of 
funding for human resource planning and learning be made available across the entire region. This 
can take the form of First Nation-delivered human resource training sessions on HR planning, as 
well as funds for each First Nation (either alone or through its tribal council) to conduct a human 
resource inventory, as a step towards building their human resource plans. FNIHB should then 
have the task of rolling up all these plans in a year or two and revisiting the HR situation across the 
entire region with senior leaders of the FSIN, the province, and post-secondary institutions. 

We have already made a good beginning, but if we made this investment in human resource 
planning for ALL First Nations, we will insure that the patchwork of inequity does not continue to 
be reinforced. Some First Nations will want to develop their own plans, while others already have 
strong and viable relations with their tribal council. Those with cross-band partnerships will likely 
be able to move more quickly from HR planning to direct investments in training, as is already 
proposed by the File Hills Qu’Appelle Tribal Council, and by the Career Pathing pilot project of 
the Northern Inter-Tribal Health Authority (NITHA) with one of the partners of NITHA, the Peter 
Ballantyne Cree Nation (PBCN). Because such training and development strategies are related to 
the overall strategic plans of the organizations involved, the AHHRI investments build on those 
existing strengths and thus can be incremental improvements towards the goal of eventual self-
government in health. Similar approaches need to be followed with all First Nations, including the 
smallest with the least capacity, in order to make sure that the patchwork of inequity is not 
perpetuated by AHHRI.
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