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hile no single Aboriginal framework on health can be stated, Aboriginal world views and languages
hold the key to understanding a few culturally sound ideas. Most North American indigenous cultures
believe all creation is related in space and time. Many languages do not separate the animate and inani-

mate supporting a world view where the universe is alive, is infused (or filled) with spirit, and requires a relation-
ship with moral content.1

. . . health is conceived less as a personal matter . . . than as a harmonious order in which
the person is integrated in an encompassing social, temporal, spiritual and non-empirical
environment . . . 2

The natural result of respectful balance and harmony in the universe is health or the good life. In the current
discussion on population health, position in the social hierarchy-participation in a localized and sustainable econ-
omy-personal control, relationship, belonging, early life experience, social organization, coping styles, resilience,
stress, genetics, service access, and spirituality, together with purity and cultural significance of food and housing
are a few of the important determinants. Both Aboriginal views and population health frameworks recognize that
well-being is the result of a complex interplay between environment and person. Both agree that a variety of
players not previously thought part of the health web are part of the health solution. On first glance, it would
seem that everything old is new again. However, there are key areas where subtle differences between western
notions of human need and Aboriginal ideas (traditional and contemporary) exist. From an Aboriginal perspec-
tive, human needs cannot be prioritized. In other words, spiritual expression is as essential as water. However,
soulful dimensions are only ever incidentally recognized within more fundamentally emotional or mental factors
in the health determinants discussion. Secondly, as a natural response to assimilation, culture is important in the
restoration of balance and harmony from a contemporary Aboriginal perspective. After all, culture is what influ-
ences all decisions that create ways of life.

Colleen Dell, Debra Dell, and Carol Hopkins illustrate the power of culture and spirituality through the use of
traditional medicine and ceremony. In Resiliency and Holistic Inhalant Abuse Treatment, the authors provide fur-
ther evidence that culture and spirituality may be more effective as a framework for treatment than conventional
approaches. The authors stress that family and community are central to individual ability to reclaim a rightful
place of balance and harmony. This is a repeated theme in this issue.

The importance of relationships to family and community extends to include the history of relationships be-
tween Aboriginal communities and Canadians more generally in Terry Mitchell and Dawn Maracle’s paper Heal-
ing the Generations: Post-Traumatic Stress and the Health Status of Aboriginal Populations in Canada. The au-
thors make it clear that once colonial history is understood, then a social context is created for what have
historically and wrongfully been considered cultural deficits and character flaws. They urge more balance be-
tween services that focus on the physical and other dimensions of well-being. These include cultural, mental, and
social aspects. The authors propose the use of a post-traumatic stress response framework as a way of addressing
health differences between Aboriginal people and the general Canadian population more sensitively and effec-
tively.

In their paper entitled Social Capital as a Health Determinant in First Nations: An Exploratory Study in Three
Communities, Javier Mignone and John O’Neil advance the discussion with a detailed examination of, and a pro-
posed methodology to, measuring social capital in the community. The authors advocate for the identification of
communities as objects of policy. This would recognize the social context within the community and with exter-
nal partners is an important health determinant.

In Early Childhood Care and Development Program as Hook and Hub for Inter-sectoral Service Delivery in
First Nations Communities, Jessica Ball offers several illustrations of how equal and effective partnerships with
external institutions that respect and recognize Aboriginal moral authority can help establish local services. The
case studies demonstrate how empowering communities to improve the quality of young lives can draw others
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into action, and serve as a centre for community social investment. They
also act as a catalyst to expand service access while dramatically affecting
several realms of early development that set the stage for improved life
outcomes.

Maria Burglehaus and Monica Stokl also address the effectiveness of
empowerment and early development in their paper Sheway: Supporting
Choice and Self-Determination. Opportunities for learning in an environ-
ment that is accepting and safe, where self-responsibility and choice are
reinforced are the most promising ways to engage women with multiple
needs in prenatal care. Women in Vancouver’s downtown eastside clearly
welcome Sheway’s approach, which has created conditions for improved
birth weights for their infants.

Finally, an issue dedicated to examining health as a complex interplay
between environment and person would be incomplete without some dis-
cussion of land relationship. Willie Ermine, Ralph Nilson, David Sauchyn,
Ernest Sauve, and Robin Smith discuss the value of Elders’ perspectives
on climate change as well as the use of traditional ecological knowledge in

land and resource management plans. The authors discuss a method of working with Elders as stewards toward
an improved understanding of human relationship to the natural world. In their paper Isi Askiwan–The State of
the Land: Summary of the Prince Albert Grand Council Elder’s Forum on Climate Change, the authors share how
the Elders recognize changes in water quality and quantity, the availability of traditional medicines, and a dis-
rupted relationship to the land that they claim is leading to a depersonalized universe. The Elders stress personal
and societal responsibility to improve the situation and the authors support the use of traditional ecological
knowledge in land and resource management plans.

The disruption between Aboriginal people and the lands to which they belong is perhaps no more evident than
in dietary options and physical activity levels. In her paper Overweight in Aboriginal Children: Prevalence, Im-
plications, and Solutions, Noreen Willows argues that effective interventions to prevent overweight and obesity
must take into consideration behavioural patterns and environmental barriers to improved diet and lifestyle.
These include decreased traditional food harvesting, local belief systems, and economies.

Regrettably, further discussion about the implications of economy–particularly globalization–and the impact of
environmental contamination and poor housing on Aboriginal health are missing from this issue of the Journal of
Aboriginal Health. Nonetheless, with its focus on the reduction of social inequities, environmental integrity, and
self-determination, the population health approach has particular relevance for Aboriginal people in Canada.
When self-responsibility as well as community-based and internally focussed accountability mechanisms are
strengthened, the soul-destroying impacts of colonialism can be effectively unwound. Great efforts were made to
ensure that papers with a community voice and perspectives were secured so the policy implications of this work
would have clear and practical relevance.

In the end, this issue of the Journal of Aboriginal Health could not have been realized without the tireless sup-
port of Virginia St-Denis of the National Aboriginal Health Organization. I am grateful for her careful attention to
detail and consistently positive outlook. I would also like to express my sincere thanks to the National Aboriginal
Health Organization for inviting me to be the Guest Editor for the second issue of the Journal of Aboriginal
Health. It is with pleasure and honour that I offer this stimulating collection of ideas.

Kim Scott
Kishk Anaquot Health Research
P.O. Box 51
165 Pitobeg Mikan
Maniwaki, QC J9E 3B1
kscott@rogers.com

ENDNOTES
1. Vine Deloria, The Metaphysics of Modern Existence, first edition (San Francisco: Harper and Row, 1979).
2. I. Ootoova, T.Q. Atagutsiak, T. Ijjangiaq, J. Pitseolak, Aalasi Joamie, Akisu Joamie, and M. Papatsie, Interviewing Inuit Elders: 

Perspectives on Traditional Health (Arviat, Nunavut: Nunavut Artic College, 2001).
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INTRODUCTION
The use and abuse of inhalants among youth is an

international concern with serious health, social, eco-
nomic, and spiritual consequences. Among 40 coun-
tries reporting lifetime use prevalence during the
1990s, 16 reported rates of less than five per cent, 15
reported rates of between five and 10 per cent, and 10
reported rates between 10 and 20 per cent. Rates in
poorer communities and among Aboriginal Peoples
were reported to be much higher. For example, in Sao
Paul, Brazil, nearly 24 per cent of nine to 18 year olds
living in poverty had tried inhalants. Studies of First
Nations communities in Canada and the United States
have shown that, in some communities, up to 60 per
cent of youth report use of inhalants.1

National and local responses to inhalant abuse are
wide ranging, but in general focus on community in-

terventions, youth and retailer education, and treat-
ment for chronic users. In Canada, one major national
response to inhalant abuse among First Nations youth
has been the establishment of residential treatment
centres through the federally funded National Native
Youth Solvent Addiction (NNYSA) program. Resi-
dential treatment for inhalant abuse is a relatively new
concept, so there has been little research to inform
policy and practice.

This paper focuses on the role of resiliency in
holistic inhalant abuse treatment in the NNYSA pro-
gram. A blending of policy and practice issues and
their contribution to the health status of First Nations
youth inhalant abusers guide the discussion. A holistic
definition of resiliency is provided before the NNYSA
program is outlined. This is followed with an exami-
nation of the underlying element of the traditional Na-
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Resiliency aand HHolistic
Inhalant AAbuse TTreatment

Colleen Anne Dell, PhD,
Department of Sociology and Anthropology, Carleton University, and Canadian Centre on Substance Abuse,

Debra E. Dell, BA,
Co-ordinator Youth Solvent Addiction Committee, and

Carol Hopkins, MSW,
Executive Director Nimkee NupiGawagan Healing Centre

Abstract

In Canada, a major and innovative national response to inhalant abuse among First Nations youth
has been the establishment of residential treatment centres through the federally funded National
Native Youth Solvent Addiction program (NNYSA). This paper focuses on the role of a holistic
conception of resiliency in inhalant abuse treatment in the NNYSA program. A blending of policy
and practice issues and their contribution to the health status of First Nations youth inhalant
abusers guide the paper’s discussion of resiliency and its fundamental role in NNYSA’s traditional
Native teachings program. A holistic conception of resiliency is viewed as a key contributor to the
program’s achievements to date. The focus on resiliency has been identified in assisting youth in
uncovering their inner spirit and strengthening their spirit by drawing on available community
resources. Data and case illustrations from two NNYSA treatment centres–White Buffalo Youth
Inhalant Treatment Centre (Prince Albert, Sask.) and Nimkee NupiGawagan Healing Centre
(Muncey, Ont.)–are presented. The paper also offers NNYSA policy solutions that have been
guided by a holistic concept of resiliency and account for the intersecting roles of culture,
spirituality, and community in creating and maintaining the health of First Nations youth solvent
abusers. The paper concludes with suggestions for future research.

Key Words

Resiliency, inhalant abuse, treatment, National Native Youth Solvent Addiction Committee



tive teachings program that is identified as the funda-
mental contributor to its achievements to date. Its
foundation within a holistic conception of resiliency
assists youth in uncovering their inner spirit and
strengthens their spirit by drawing on available com-
munity resources. Data and case illustrations from
two NNYSA treatment centres–White Buffalo Youth
Inhalant Treatment Centre (WBYITC) and Nimkee
NupiGawagan Healing Centre (NNHC)–are pre-
sented. (See Photographs 1 and 2.) Next, NNYSA pol-
icy solutions are offered. They have been guided by
the holistic concept of resiliency, accounting for and
intersecting the roles of culture, spirituality and com-
munity in creating and maintaining the health of First
Nations youth solvent abusers. The paper concludes
with suggestions for future research.

RESILIENCY DEFINED
The concept of resiliency is based in psychological

and human development theory.2 A common defini-
tion is the extent to which someone can recover from
adversity.3 A resilient person is often compared to a
rubber band. They have the ability to bounce back in
spite of significant stress. More recently, the term has
been used to describe an individual’s ability to man-
age or cope with significant adversity or stress in ef-
fective ways. The individual’s coping strategies are
potential contributors to an increased ability to re-
spond positively to future adversity. Resiliency is
viewed here in a holistic way, consisting of a balance
between the ability to cope with stress and adversity
(recognizing the consequent creation of a skill set of
positive coping strategies) and the availability of com-
munity support. (See Figure 1.)

Two dynamics are associated with the concept of
resiliency: risk and shield.4 Risk dynamics pertain to
an individual living in a context of stressful events. To
illustrate, documented risk dynamics for clients at the
WBYITC and NNHC include parental alcoholism, a
range of forms of abuse, multiple losses, and lack of
connection to schools or other support networks.
Shield dynamics, commonly referred to in the litera-
ture as strengths or protectors, are individuals’ per-
sonal skills, traits, spiritual connections and practices,
and community supports. Shield dynamics are formed
in two ways–inherent internal spirit of the individual
and external community support and their develop-
ment as a consequence of adversity. Shield dynamics
provide a buffer as well as a pool of resources to ef-
fectively deal with strain. Note that both risk and
shield dynamics are comprised of individual and com-
munity components. Also, both risk and shield factors

are genuinely dynamic in nature. They can change
over time.

Key to this holistic definition of resiliency is the
concept of spirit. Traditional Native world view high-
lights one’s spirit as the core of one’s self–the motiva-
tor and animator of one’s life. The spirit is what gives
one the ability to bounce back. The conception of 
resiliency discussed here blends both Native and
western philosophies. It is put forth as a set of Native
identity based characteristics that have transcended
historical oppression and current-day adversity. The
spirit is not a material form, so it is indestructible.

The NNYSA program, in its practices and guiding
policies, is grounded in the holistic concept of re-
siliency as defined. It emphasizes the inner spirit
through traditional Native teachings and holistic heal-
ing.

The literature identifies a number of risk and shield
resiliency dynamics in populations defined to be un-
der stress.5 Drawing on the work of Steven Wolin and
Sybil Wolin6 and supported in the work of others,7
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there are seven personal resiliency dynamics: moral-
ity, humour, creativity, initiative, relationships, inde-
pendence, and insight. The components of this per-
ception of resiliency parallel conceptions of
traditional teachings and holistic healing within First
Nations culture. (See Table 1.) This lends support to
the holistic definition of resiliency offered, in which
individual spirit is highlighted.

The NNYSA’s adherence to the holistic definition
of resiliency presented is seen as key to its success. It
is of course necessary to develop a scientific review
of the program to conclude this. In the absence of this
at present, it is possible to use existing treatment cen-
tre data and case illustrations to put it into context and
support the discussion. Before reviewing the NNYSA
treatment program’s grounding within the concept of
resiliency, the program is briefly described.

NATIONAL NATIVE YOUTH SOLVENT
ADDICTION PROGRAM

The NNYSA program was established in 1996
through a partnership between First Nations people
and Health Canada (First Nations and Inuit Health
Branch). It is a solvent addiction residential treatment

program with nine sites across the country. All pro-
grams are culturally based and governed by First Na-
tions people. There are currently 112 residential treat-
ment beds for First Nations youth ranging in age from
12 to 26. Programs vary by structure, from co-ed to
gender based, and from continuous to block intake.
The nine centres are linked through the Youth Solvent
Abuse Committee (YSAC) network, which involves
program directors, NNYSA representatives and vari-
ous field experts. YSAC’s mission is to provide cul-
turally-appropriate, therapeutic, inhalant treatment
and community intervention programming for First
Nations youth and their families.

There is a fair amount of literature on the epidemi-
ology, causes and prevention of inhalant abuse among
youth, including First Nations youth.8 However, there
is little information on treatment and even less on res-
idential treatment. This is similarly true of the youth
addictions treatment literature in general.9 However,
there is some consensus among researchers and clini-
cians that residential treatment can be helpful for indi-
viduals who have special needs or require intensive
programming, such as chronic solvent abusers.10

Pamela Jumper-Thurman and Fred Beauvais suggest
that treatment for solvent abusers should be long-term

Dell, Dell, and Hopkins
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Individual’s 
ability to cope 
with adversity

Availability of
community support for

the individual

Figure 1: Holistic Definition of Resiliency

Recognize that effective coping strategies
develop from adversity and increase

an individual's ability to respond
positively to future adversity

Risk: Adversity and stress
Shield: Spiritual self

Risk: No support networks
Shield: Community supports

Table 1: Wolins’ Resiliency Traits

Wolins’ RResiliencies Traditional TTeachings

Morality Interconnectedness; respect; humility; faith

Humour Teasing as acceptance and welcome; balances the seriousness of life; facilitates
learning

Creativity Survival; tool making; continuance of life

Initiative Personal courage; integrity; freedom; autonomy; promotes wholeness and quality 
of life for all

Relationships Kinship; sharing; unconditional love; generosity; community

Independence Mastery; taking on of adult roles; courage; non-interference; reciprocity

Insight Vision quest/fast; strength; knowing self in relation to all else; identify 
development in relation to gender, spirit name and clan



because “ . . . solvent abusers . . . have a greater
breadth and depth of problems.”11 Conversely, some
research claims residential treatment programs for in-
halant abuse rarely survive for a multitude of reasons
including the degree of difficulty that treating solvent
users entails.12 The NNYSA program has proven oth-
erwise and demonstrated innumerable successes in its
seven years of operation. As proposed, one recognized
reason for the NNYSA’s success is its adherence to a
holistic conception of resiliency through its policy and
practice.

In the past decade, Canadian health care in general
has experienced a paradigm shift to a more holistic
way of viewing health issues. The population health
or determinants of health approach has been given
significant weight in health policy papers and health
service accreditation programs.13 A definition of
health from a Canadian health promotion perspective
refers to the “bodily, mental and social quality of life
of people, as determined in particular by psychologi-
cal, societal, cultural and policy dimensions.”14 The
concept of health has grown to be inclusive, account-
ing for more than merely the absence of illness. In
principle, this paradigm shift supports holistic re-
silience as a means of solvent abuse treatment be-
cause it accounts for much more than the eradication
of the inhalant abuse behaviour.

RESILIENCY IN THE CONTEXT OF
INHALANT ABUSE TREATMENT

Assisting Youth With Uncovering 
Their Inner Spirit

As discussed, the concept of resiliency adopted by
the NNYSA program is holistic in nature. It accounts
for the balance between one’s ability to cope and the
availability of community support. It acknowledges
the influence of risk and protective dynamics. Fur-
ther, an individual’s spirit is seen as central to his/her
ability to bounce back. The NNYSA treatment cen-
tres promote this holistic concept of resiliency
through cultural teachings and programming as well
as policy development. Cultural programming be-
gins with a belief in a world view that promotes a
holistic perspective of life, placing traditional heal-
ing practices and cultural values in the forefront.15

As such, programming reflects the four components
of reality: spiritual, emotional, physical, and mental.
Spirituality is believed to be the core or the founda-
tion for the other three dimensions. (See Figure 2.)
This belief comes from the Anishinabe or Original

People Creation Story. Every culture has a Creation
Story that informs the people of their origins. The
Anishinabe Creation Story talks about all colours of
people and how each was given their own instruc-
tions by the Creator, their own values, purpose, and
gifts to carry in life. It is said that it is one’s spirit
that carries this bundle from the spirit world to the
physical world.

In the First Nations perspective, the attachment to a
Creator and ways of accessing the Creator through
spiritual ceremonies and practices are important fac-
tors in building resilience. The alliance between
strong spirituality and resilience may arise from the
increase in confidence, optimism, and belief in the
meaning of life. Time after time, clients of the WBY-
ITC and NNHC rate spiritual and traditional program
components as the most influential factors in their re-
covery.16 Similarly, studies have concluded that clergy
or church attendance are important sources of support
and role models for resilient children and adults.17 A
2000 study supports that individuals successfully re-
covering from substance abuse

. . . tend to report high levels of religious
faith and religious affiliation . . . Results also
indicate that among recovering individuals,
higher levels of religious faith and spirituality
were associated with a more optimistic life
orientation, greater perceived social support,
higher resilience to stress, and lower levels of
anxiety.18

Resiliency and Holistic Inhalant Abuse Treatment
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The inherent values of the original people of North
America are kindness, caring/sharing, honesty, and
strength. The family, extended family and community
are charged with parenting a child in a way that re-
flects and strengthens the expression of these values.
These values are said to be ever present despite the
level of nurturing and support that a child receives.
The NNHC nurtures these values in its programming
by including natural medicines for detoxification
(burdock, valerian and dandelion root); sweat lodge,
fasting, naming, and spirit feast ceremonies; drum-
ming and socials; and traditional assessments by El-
ders to determine client specific spiritual needs. (See
Photograph 3.)

There is a connection made between the cultural
activity and the individual’s spirit. This connection is
fostered in innumerable ways including sharing tradi-
tional teachings about each activity before an individ-
ual chooses to participate. Gender-based teachings
that facilitate an understanding of male and female
roles and responsibilities are important for youth. For
example, male youth are taught about their relation-
ship and responsibility to the fire and female youth
are taught about their relationship and responsibility
to the water. This activity

. . . generates a sense of the interconnected-
ness and interrelatedness of all-that-is a spiri-
tual cent[re] that imbues all life with a quality
that is not only deserving of respect but itself
motivates a respectful relationship with one-
self and others.19

Strengthening Youth Spirit by Drawing
on Available Community Resources

It is well documented in the literature that adversity
coupled with the absence of community support are
direct contributors to youth inhalant abuse.20 The
healing path supported by the NNYSA program is
about making connections to one’s self as well as the
universal family of Creation. Youth drawing on com-
munity supports to strengthen their resilience is cen-
tral to the Creation story.

NNYSA’s recognition of the importance and inte-
gration of an individual’s community (social and fam-
ily support) into the treatment process addresses in
part a key criticism of residential programs in general:
recovery cannot occur in environments and with peo-
ple other than where and with whom they live and
work daily. Some argue that if the community is not
fully engaged in the recovery process and the individ-
ual does not recover directly in the home community,

the individual is destined to fail. This is because s/he
will not have acquired or had the opportunity to prac-
tice the new skills in the home environment while en-
vironmental factors will not likely have changed.21

For example, reports from Davis Inlet, Labrador, sup-
port that many of the children who were sent to resi-
dential treatment for solvent abuse relapsed when they
returned home.22 In part, this may reflect the chronic
problems that plagued their community.

A key assumption leading to the establishment the
YSAC programs was that young solvent abusers
needed a safe place for detoxification separate from
their home communities. This was because it was evi-
dent in many cases that families were not always sup-
portive and were often highly dysfunctional. The sup-
port of a family network cannot be assumed to exist
for some young solvent abusers. This needs to be ad-
dressed as a part of the inhalant abuse problem.23 To
illustrate this, the work of Matthew Owen Howard
and Jeffery Jenson found that inhalant users were
more likely to have low family support and cohesive-
ness, low self-esteem and substance abusing parents
and peers.24 Similar findings were uncovered in a re-
cent Canadian study.25 As discussed, the holistic defi-
nition of resiliency supported here encourages access-
ing available community supports. This is evident in
the policies and ensuing practices of the WBYITC
and NNHC programs.

Also fitting with NNYSA’s perspective, the litera-
ture supports the importance and effectiveness of af-
ter-care and follow-up to residential treatment.26 It is
suggested that after-care and follow-up often need to
be long-term, involve multiple community resources
and include community re-integration. It must con-
sider a multitude of intervening factors including ease
of access to inhalants, detrimental effects on mental
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functioning, social factors, environment, and peer
pressure. Such considerations are also evident in the
policies and practices of the NNYSA treatment cen-
tres.

The WBYITC and NNHC residential services for
First Nations youth are complemented by services de-
signed to build capacity and promote resiliency in
youth by drawing upon resources in their communi-
ties. In addition to assisting the youth in understand-
ing their inner resilience, the youth are taught how to
seek external protective factors in their communities
such as through the school system, community sup-
port groups, and Elders.

One of the unique practices of the White Buffalo
treatment program is that it requests community after-
care plans for the client before the client is accepted
into treatment. The after-care plan is reviewed mid-
way through treatment to ensure continued relevance
and community commitment. The emphasis of the
plan is documentation of all available community sup-
ports for the youth and to clearly identify who is re-
sponsible for helping the youth make the transition
back into the community.

To further illustrate, the outreach policy of the
WBYITC ensures activities and interventions are con-
ducted at the community level. For example, incidents
of cluster sniffing are addressed in a way that involves
the whole community. It is the policy of the WBYITC
to not intervene in an identified sniffing crisis unless
four to five community volunteers are available to be
part of the planned intervention. Community members
(parents, aunts/uncles, cousins, counsellors) fully par-
ticipate in the intervention, from identifying the per-
ceived symptoms or risk factors to being trained by
WBYITC staff to deliver healing sessions in a week-
long condensed form of the residential treatment pro-
gram. This method of capacity building leaves the
tools for effective early intervention within the com-

munity and adds to a community’s resilience and abil-
ity to deal with early stage sniffing. (See Photograph
4.)

The NNHC program includes the regular participa-
tion of family workers through monthly reviews of
the treatment plan of care and regular communication.
All the way through this process, community referral
workers become educated about the skills the youth
learn in treatment and how they could support and fa-
cilitate the continuance of these skills in the commu-
nity. Referral workers are also encouraged to refer
more than one youth from the community as a way of
building a natural support network for both the youth
and the family.

In 2000, the NNYSA program negotiated a national
policy change with Health Canada, First Nations and
Inuit Health Branch, to allow its treatment centres to
include family participation in the calculation of per-
formance criteria for occupancy. This national policy
change allowed the NNHC to restructure its own pol-
icy on how families participated in the treatment pro-
gram. Because of that, youth acceptance into the pro-
gram became conditional upon confirmation from
their family that at least two significant caregivers
would participate in the family portion of the program
at the treatment centre for a minimum of five days.
The results have been astounding. Family participa-
tion rates prior to the policy change were at an annual
average of 73 per cent of families participating in two
days of face-to-face interaction and conference calls.
That increased to an annual average of 97 per cent of
families (at least two family members per youth) par-
ticipating in 10 days of face-to-face interaction and
monthly conference calls. In the 2002 NNHC Client
Satisfaction Survey, 99 per cent of parents rated their
satisfaction with the treatment program and staff as-
sistance skills as very good or excellent.27 Client com-
pletion rates have also improved by seven per cent,
from a 73 per cent average prior to implementation of
the new policy to an 80 per cent average over the
three years following the policy change.

NATIONAL NATIVE YOUTH SOLVENT
ABUSE PROGRAM POLICY SOLUTIONS

In addition to practice, the NNYSA program has
placed extensive attention on generating and imple-
menting policy solutions regarding residential treat-
ment for youth inhalant abusers and their health
within their communities. NNYSA developed three
key policy solutions for creating and maintaining the
health of First Nations youth inhalant abusers: ex-
panded community involvement, re-examination of
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the definition of those returning to inhalant use as fail-
ure, and addressing the link between solvent and other
drug use. These policies are guided by the holistic de-
finition of resiliency including the roles of culture,
spirituality, and community to create and maintain the
health of First Nations youth.

As the NNYSA program has progressed over time,
its policies have also evolved. One area of policy
growth has been enabling treatment centres to in-
creasingly include outreach and community-based
activities as a part of their mandates. This has al-
lowed treatment centres to plan more proactive, re-
siliency-focused intervention methods and to more
suitably address community needs. This includes
early stage prevention, cluster sniffing at its onset,
and community teaching. In turn, this has increased
the treatment centres’ understanding of available
community resources. This has translated into greater
capacity to build effective follow-up plans. With this
new policy in place, one NNYSA centre was able to
visit every First Nations community in its province
within a two-week span to provide preliminary out-
reach services.

At the outset of the NNYSA program, client track-
ing practices defined individual re-entry into treat-
ment as recidivism, that is, returning to using in-
halants. The original governmental philosophy was
that clients would only be eligible for a one-month to
six-month treatment episode during a two-year pe-
riod. In this sense, re-entry into treatment was viewed
negatively. Over time, the NNYSA centres identified
a distinctive pattern among its clients who were con-
sidered recidivists. Clients’ motivation levels for
treatment increased upon second entry. They were
more ready for change and were generally making
the referral themselves. The clients also appeared to
be more open to participating in spiritual portions of
the programs. It was as if their spirit was awakened
during the first treatment episode and their second
entry gave them a clearer avenue to explore their
spiritual self. Further, it was witnessed that female
clients who entered treatment a second time fre-
quently did so by indicating their readiness to explore
deeper core issues (i.e., sexual or physical abuse).
With all this in mind, the NNYSA changed its recidi-
vism policy. The word recidivism and its negative
connotations were removed from the NNYSA vocab-
ulary and replaced with an understanding that treat-
ment re-entry is a necessary part of the treatment
process for some.

NNYSA treatment centres recognize the impact of
early stage inhalant use and its predictive value for

later drug use. Research has found that abuse of in-
halants during childhood and early teens is related to
later use of illicit drugs and other drug involve-
ment.28 It is not clear that inhalants are a gateway
drug. Rather, inhalant abuse may be a marker for
risk of other drug use.29 For this reason, NNYSA
policy directs treatment approaches to not centre ex-
clusively on inhalants as the drug of choice. Clients
receive education on all substances. The resiliency
model is used to emphasize the position that by
building a strong shield during early teen inhalant
treatment, a youth is developing and enhancing the
skills necessary to resist other drug use at later life
stages.

FUTURE DIRECTIONS FOR HOLISTIC
RESILIENCE RESEARCH

The integration of holistic resiliency practices and
policies into residential services at two First Nations
NNYSA treatment centres in Canada has been the
focus here. To date, treatment centre data, case illus-
trations and client feedback have favourably sup-
ported the effectiveness of the centres. For example,
follow-up data for the NNHC showed that 82 per
cent of past clients in 2000 and 95 per cent in 2001
reported abstinence from inhalants in the six months
following treatment. While 82 per cent of youth
were not in school at the time of admission in 2001,
67 per cent of these youth returned to school after
treatment.30

For these successes to be evaluated, the authors
suggest four initial research areas. The first is the
development of an inventory of what holistic re-
siliency is comprised of to provide qualitative and
quantitative measures of pre- and post-residential
treatment outcomes. The follow-up with clients
should move beyond the documentation of relapse
and toward measuring resiliency traits and positive
life changes that are maintained after treatment,
even if relapse to the drug of choice has occurred.
Secondly, it is suggested that a structured review of
inhalant abuse treatment best practices be con-
ducted, highlighting the role of resiliency. Thirdly,
there is a need to evaluate community prevention
and intervention attempts and their focus on re-
siliency, in particular where peer cluster sniffing is
out of control.31 Finally, it is important to account
for the role of gender in these suggested areas. Re-
search has shown that females and males display
different resiliency dynamics that are often depen-
dent upon their age.32
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CONCLUSIONS
The need for inner resiliency is paramount in the

economic, social, psychological, and spiritual
stresses faced by youth today. They are no less chal-
lenging than the physical adversity of yesterday. The
recent expansion of the view of health beyond the in-
dividual to the family and community and the recog-
nition of social, psychological, and spiritual environ-
ments as influencing health are consistent with the
broadened and holistic interpretation of resiliency.
The challenge will be to explain the conceptual links
between health promotion and resilience and to test
mechanisms that foster resilience in treatment, in par-
ticular for First Nations youth inhalant abusers.
Strategies within the First Nations community may
include creating supportive environments as well as
promoting self-esteem, effectiveness and empower-
ment. Participatory, applied and evaluative research
is therefore timely. Resiliency theory has consider-
able promise for application for First Nations and
non-First Nations health promotion programs and
policies in Canada if it is based on sound theory and
research.
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INTRODUCTION

We have already paid the price. It’s time to
accept the many blessings that the creator has
in store for us. We must honour our people
who sacrificed everything through honouring
ourselves and healing ourselves. By healing
ourselves, we will also heal the wounds of our
ancestors and the unborn generations.1

Canada is well-known for enjoying a high standard
of living–among the best in the world–and for being
an international leader in the theory and practice of
health promotion. Canada has also been criticized be-
cause the health of Aboriginal Peoples in this country
resembles that of people living in economically dis-
advantaged and underdeveloped countries. Aborigi-
nal people die earlier than non-Aboriginal people and
have a greater burden of physical and mental

disease.2 However, the reasons for this health in-
equality are not well understood. In this paper, the
authors discuss the importance of acknowledging and
addressing historical and intergenerational trauma in
Aboriginal communities. Systemic racism, policies of
assimilation, and cultural genocide are rarely identi-
fied as critical to contemporary health crises. Post-
traumatic stress as a result of loss of culture and his-
torical as well as intergenerational trauma is
presented as an explanatory factor for the largely un-
examined question of why gross health inequalities
exist.

HEALTH STATUS OF ABORIGINAL
PEOPLES

Issues of equity in health and well being for
Canada’s Aboriginal peoples are important to
any vision of a just society.3
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Despite tremendous progress, the health of the
Aboriginal population in Canada continues to be sig-
nificantly poorer than that of the national population.4
A recent report on the Health of Off-Reserve Aborigi-
nal Populations5 found that Aboriginal people are 1.5
times more likely to have chronic health conditions
and long-term restrictions on their activities than non-
Aboriginal people. About 60 per cent were reported to
have at least one chronic condition. High levels of di-
abetes and end-stage renal disease, cardiovascular dis-
ease, and some forms of cancer as well as injury and
pneumonia6 have been identified as more common in
Aboriginal populations than the general Canadian
population. Mental health issues or issues of imbal-
ance are reflected in high levels of depression, addic-
tion, and suicide rates.7

Health Inequalities

There are enduring and unacceptable inequalities in
the health of Aboriginal Peoples. The authors propose
that there is a real, yet largely unaddressed, historical
reason for these health inequalities. Mental health and
social problems in Aboriginal communities have been
linked to social and cultural disruption and historical
trauma. However, the physical health of the popula-
tion has not been adequately nor consistently linked to
the historical and social-political context of the lives
of Aboriginal people. This failure to remember and
hold significant the history and long-term impact of
domination and cultural genocide has led to limita-
tions in current explanatory frameworks and to inade-
quate health interventions.

As a whole, Aboriginal populations still suffer
from gross social and economic inequalities com-
pared to non-Aboriginal Canadians. Many Aborigi-
nal communities suffer incomes well below the
poverty line, high levels of unemployment, low rates
of high school completion, and inadequate housing
(20 per cent of Aboriginal communities in Canada
still have limited or no access to clean water).8 So-
cial and structural injustices compounded by unequal
access to health information and services all con-
tribute to the striking differential in health status be-
tween Aboriginal and non-Aboriginal populations.
However, recent evidence from Statistics Canada
based on data from the Canadian 2001 Community
Health Survey has identified that the severe health
inequities endured by Aboriginal populations cannot
be accounted for simply in terms of low socio-eco-
nomic status,9 as is often suggested when discussing
the health of Aboriginal Peoples. They also cannot
be accounted for in health risk behaviours that frame

health status within an individual’s control. This is
an important finding, one that challenges an individ-
ualistic approach to health inequities. That is, the
health status of Aboriginal Peoples cannot be attrib-
uted solely or even largely to poverty or to individ-
ual choices and lifestyles, a common and limiting
one-dimensional way of looking at issues of Aborigi-
nal health.

This brings the key question of this paper into fo-
cus. What contributes to the enormous difference in
health status between Aboriginal and non-Aboriginal
populations? Despite extensive documentation of the
health and social problems within Aboriginal commu-
nities, inadequate weight and attention outside of
Aboriginal communities themselves has been given to
the root source of these problems. By raising the
question of historical stressors10 and post-traumatic
stress responses (PTSR) as critical to an understand-
ing of current health status, the authors do not attempt
to provide a simple solution to a complex and endur-
ing challenge for Aboriginal communities. Rather, the
authors wish to challenge the policies, programs, and
health-funding strategies that fail to ask why this dif-
ferential in health status exists and how it can be ad-
dressed in a timely manner. The question is no longer,
What are the problems? The more appropriate ques-
tions are: Why do these differentials exist? What will
be done to address these health inequities? What are
successful models? and How can we implement them
more widely?

Loss of Culture, Historical Trauma, and
Unresolved Grief

Articles on the health of Aboriginal people discuss
the experience of collective and intergenerational
trauma that has been referred to as the Native holo-
caust11 and/or soul wound. The chronic trauma of
both post-traumatic stress and intergenerational ef-
fects has been identified as historical trauma.12 His-
torical trauma is referred to as collective emotional
and psychological injury over the lifespan and across
generations. It is viewed as resulting from a history of
genocide with the effects being psychological, behav-
ioural, and medical.13

Historical trauma response has been identified as a
group of reactions to multigenerational, collective,
historical wounding of the mind, emotions, and spirit.
Historical trauma for Aboriginal populations is un-
derstood to be linked directly to the banning of cul-
tural practices, policies and institutions of assimila-
tion, and loss of culture. This is described as a
process in which previously strong cultural identities,
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rooted in traditional practices and world views, were
devalued and replaced by cultures of dependence and
imbalance.

… under the relentless influence of forced as-
similation, economic dependence and isola-
tion, Aboriginal cultures have undergone a
process of deculturation. Evidence for this
process of cultural degeneration is found in
such phenomena as alcoholism, substance
abuse, suicide, family violence, sexual abuse,
child neglect, vandalism and theft, all of
which are epidemic in many Aboriginal com-
munities. It is paramount to notice that none
of these indicators of cultural and identity de-
generation characterized pre-colonized Abo-
riginal culture.14

Deculturation, or cultural degeneration and loss,
and related historical trauma are identified as leaving
a “legacy of chronic trauma and unresolved grief
across generations.”15 This devaluing and loss of cul-
ture has had long-term and intergenerational effects. It
raises critical health challenges including new epi-
demics of injuries and social problems for Aboriginal
communities. These have been identified as more dif-
ficult to address than the infectious diseases that his-
torically killed many Aboriginal people and dramati-
cally reduced the population of Aboriginal
communities.16 The compounding trauma of cultural
devaluation and loss and social ills is therefore impor-
tant to assess in attempting to understand the current
health crises within Aboriginal populations.

POST-TRAUMATIC STRESS AS A
POTENTIAL FRAMEWORK FOR
EXAMINING HEALTH DIFFERENTIALS

You don’t come with guns anymore; you
don’t have to. You come with briefcases and
we kill ourselves.17

Post-Traumatic Stress Disorder Defined

Post-traumatic stress disorder (PTSD) was first in-
troduced into the American Diagnostic and Statistical
Manual (DSM) in 1989.18 Post-traumatic stress arises
from external trauma and terrifying experiences that
break a person’s sense of predictability, vulnerability,
and control.19 Aboriginal Peoples’ experiences of con-
tact and cultural domination may reasonably be

viewed as a loss of predictability and control and in-
creases in vulnerability. As a case in point, a report on
the mental health needs of 127 survivors of residential
schools in British Columbia20 found that 64.2 per cent
of these individuals met the diagnostic criteria for
PTSD.21 While these individuals may have been more
affected than others, as they were motivated to endure
the hardships of court proceedings, there is neverthe-
less an important validation of the potentially high
rates of post-traumatic stress in Aboriginal communi-
ties that have suffered the abuses of residential
schooling.

In the United States, considerable research has
been done on the issues of PTSD and intergenera-
tional trauma. Historical trauma and unresolved grief
have been identified as key issues for Native Ameri-
cans.22

While not all Aboriginal people experience post-
traumatic stress, current health inequalities suggest
that historical trauma should at least be considered
during diagnosis and treatment. The diagnostic crite-
ria for PTSD include exposure to an external trauma
that results in intense fear, helplessness, or terror that
endures for 30 days or more and results in significant
social or occupational distress. PTSD affects individu-
als in a vicious cycle of denial, avoidance, and be-
coming overwhelmed with memories and related feel-
ings. The impact of PTSD affects the mind, emotions,
body, and behaviour. Mentally, people who are trau-
matized may develop negative beliefs about them-
selves and their world. Emotionally, they may experi-
ence cycles of denial and anxiety. Physically, they can
experience sleep disturbance, heightened sensitivity
and anxiety, nightmares, and flashbacks. Behav-
iourally, they may avoid certain situations, isolate
themselves socially, drink, and become increasingly
aggressive. The three main characteristics of a PTSD
affect the mind, emotions, and the body. The mind is
affected by re-experiencing through dreams, flash-
backs, unwanted memories, and repetitive thoughts.
The emotions are affected by avoidance and numbing
such as avoiding social contact, avoiding memory
triggers, using alcohol or drugs to numb, and dissocia-
tion. The body is affected by exaggerated startle re-
sponses, sleeplessness, and anxiety.

Four Factors Regarding Conceptual
Relevance of PTSD to Aboriginal Health

While there is little representation of Aboriginal
people in large population health studies on post-trau-
matic stress to date, post-traumatic stress has been
used as a culturally-appropriate marker for Aboriginal
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distress.23 Despite the generally negative association
society has with psychiatric diagnoses, the authors
cautiously suggest that the diagnostic criteria for
PTSD provides a useful model for beginning to un-
derstand the reason for the gross health inequities be-
tween Aboriginal populations and the non-Aboriginal
Canadian population. PTSD has been criticized as a
psychiatric term that “individualizes social problems
and pathologizes traumatized people.”24 The authors
argue that the uniqueness of the PTSD diagnosis
within the DSM contradicts this criticism. The authors
propose that the diagnostic profile provides a useful
tool in confirming the long-term impact of colonial-
ization, which may increase access to appropriate
healing resources.

While the PTSD criteria were defined in terms of
individual trauma, the diagnosis and treatment re-
sources have also been applied to groups or popula-
tions affected by natural and man-made disasters and
terrorism. The work of Eduardo Duran et al.25 has
paved the way to understanding and responding to
trauma at the community and nation level. The au-
thors agree with Bonnie Burstow26 that healing from
trauma should take place outside of a psychiatric
frame and that a program of radical adult education
will focus on strengths and capacities rather than ill-
ness. This is an existing practice of leading PTSD
healing programs that are grounded in respect and
support rather than blaming or focussing on weak-
nesses and illness.27

While the authors disagree with the use of the
term “disorder,” they believe the PTSD framework is
an important model to consider in assessing the rea-
son for and potential responses to current health in-
equalities. Post-traumatic stress is unique as a mental
health diagnosis because one cannot meet diagnostic
criteria unless there has been exposure to a traumatic
event. What is observed among people who have
been traumatized, therefore, is not a disorder but
rather a stress response to horrific, intolerable
events. The source or cause of the stress response
has been defined as a traumatic event or series of
events that occur outside the individual rather than
resulting from an inherent psychological weakness.
While the authors are cautious about suggesting an
association with a psychiatric term in relation to the
health of Aboriginal populations and specifically
with the use of the terminology of DSM disorders,
they find the unique criteria of PTSD worthy of re-
view as a framework.

Firstly, PTSD allows for the naming of externally
imposed trauma providing a social-historical context

for what has too often been viewed as behaviours or
conditions rooted in individual character flaws or cul-
tural deficits.

Secondly, PTSD is useful in an Aboriginal health
context because it defines an individual’s behaviour as
a human response to an external traumatic event
rather than a personal weakness or pathology. The
fundamental claim is that the person is not to blame
for their traumatic experience nor their symptoms.
Post-traumatic therapy assumes that the patient’s cur-
rent emotional problems are caused by the traumatic
event rather than by an already existing mental illness.
Stress reactions are identified as normal patterns of
adaptation to extremely stressful life events. Post-
traumatic therapy involves educating people about the
nature and experience of stress responses, “which re-
duces a sense of isolation and fear of mental illness
and restores a sense of personal control over symptom
manifestation.”28 The individual or group and the
therapist work together to create a safe and supportive
relationship in which healing can occur and human
dignity and peace with and within oneself can be re-
stored.

Thirdly, PTSD is a reasonable explanatory model
for Aboriginal health inequities due to the high degree
of emotional distress related to PTSD and associated
increases in alcohol use. A high degree of other emo-
tional health issues, such as anxiety, depression, and
substance abuse co-exists with PTSD.29 Among indi-
viduals with PTSD who seek treatment, up to 80 per
cent have at least one additional mental health diagno-
sis including affective disorders (26 to 65 per cent),
alcohol and drug abuse (60 to 80 per cent), or anxiety
disorders (30 to 60 per cent),30 all of which have been
cited as contemporary social and emotional problems
in many Aboriginal communities. Self-medication is
common among people who experience PTSD. Peo-
ple use alcohol or drugs to reduce symptoms, there-
fore, alcohol and drug dependency treatment is often a
part of PTSD therapy.31

Fourthly, the PTSD explanatory model is associ-
ated with increased risks of physical health problems
including heart disease, stomach problems, abnormal-
ities in thyroid and other hormonal functions, in-
creased infections and immunological disorders,
chronic pain syndromes,32 and other forms of ill-
ness.33 In their recent book on PTSD, Edna Foa et al.
state that “trauma survivors report more medical
symptoms, use more medical services, [and] have
more medical illnesses detected during a physical
exam.”34 The correlation between Aboriginal health
conditions and the health conditions associated with
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post-traumatic stress provides considerable weight to
the theory proposed in this paper that post-traumatic
stress may be a major determinant of health within
Aboriginal communities and a significant contributor
to the current inequities between the health status of
Aboriginal and non-Aboriginal populations.

COPING RESPONSE VERSUS
DISORDER

Having identified a strong rationale for investigat-
ing PTSD as a conceptual and clinical model for un-
derstanding current health inequities, the authors re-
ject the term “disorder.” Given the stigma attached to
psychiatry and the negativity and implied weakness
and or illness of the term “disorder,” the authors pro-
pose an alternate term while drawing on the clinical
evidence of the DSM. The authors suggest the term
post-traumatic stress response (PTSR). PTSR more
accurately reflects the diagnostic criteria of the diag-
nosis and is a more respectful term for use with both
individuals and communities. PTSR moves beyond
the negative association with blaming the person and
provides a compassionate lens from which to better
understand a realistic human response to trauma
rooted in oppression and cultural domination. The
PTSR model serves as a place to begin to discuss the
factors contributing to the health inequalities endured
by indigenous peoples worldwide.

The authors suggest that a PTSR model for under-
standing and addressing various forms of trauma in-
cluding cultural degeneration and loss is a critical as-
pect of healing that will acknowledge historical
trauma and promote healing within holistic programs
culturally appropriate to the individuals and nations
for which they are designed. The authors present five
components of a PTSR model for addressing Aborigi-
nal health inequities. They are:
1. an acknowledgment of a socio/historical context;
2. a reframing of stress responses;
3. a focus on holistic health and cultural renewal;
4. a proven psycho-educational and therapeutic ap-

proach; and
5. a communal and cultural model of grieving and

healing.

1. Social/Historical Context

PTSR within Aboriginal communities may arise
from a multitude of individual and community
trauma, within and across generations. This com-
pound trauma is referred to as historical trauma that is
rooted in cultural loss. The Royal Commission on

Aboriginal Peoples provides important documentation
of the experiences of Aboriginal Peoples’ in Canada.
It makes a direct link between trauma and physical
health. In the last 10 years, there have also been posi-
tive developments that have broken the silence sur-
rounding residential schools.

Partnering and sharing information about the so-
cial/historical impacts on the health of indigenous
people and conducting research between similar pop-
ulations such as Aborigines in Australia, Maori in
New Zealand, and First Nations and Native Ameri-
cans in North America can serve to further enable so-
ciety to understand some of the complex issues in-
volved in providing more effective heath care. Solid
partnerships with clear and concise goals in common
can help further identify the relationship between his-
torical trauma, health inequities, and strategies to im-
prove health outcomes within and across indigenous
communities in Canada and abroad.

2. Reframing Stress Responses

The PTSR model reframes PTSD symptoms as
human responses to extreme circumstances. The dis-
order is clearly identified as a response to an exter-
nal trauma that is outside the range of tolerable hu-
man experiences. The PTSR model promotes
compassion for individuals and communities who
have endured external trauma that is so profound
that it affects their ability to cope. A process of nam-
ing historical and systemic sources of personal and
social ills (imbalances) provides a critical, compas-
sionate, and political lens from which to view cur-
rent health inequities. As health care providers be-
come more aware of the social/historical origins of
distress, the more compassionate and therefore the
more effective they can be in the delivery of health
services to Aboriginal communities. As communities
name historical stressors, stress responses can also
be renamed and increasingly managed and trans-
formed to health promoting behaviours and positive
health outcomes.

3. Focus on Holistic Health and Culture
Renewal

Most health initiatives, research, and services are
designed to deal with specific aspects of health.
There are mental health centres and health clinics.
The mind and body dualism of the western medical
model continues to be maintained within the main-
stream health care system. For example, independent
research and services are funded for heart health, di-
abetes, and cancer care despite the existence of com-
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mon risk factors. A PTSR model views mental health
and physical health as inseparable. The PTSR model
looks at life experiences and environmental stressors
as preconditions for health and illness. It promotes a
holistic perspective on health that is consistent with
cultural concepts of the Medicine Wheel with its fo-
cus on the interaction and balancing of the mind,
emotions, spirit, and body. Post-traumatic stress is
characterized by intense and constant effects on the
mind, body, emotions, and spirit. Mainstream ther-
apy for PTSD has responded to the need for respect-
ful approaches to healing that incorporate a lifespan
approach to healing, focus on capacity building, and
address all aspects of the person’s response. This in-
cludes behavioural responses that need addictions
counselling as part of, or in addition to, PTSD coun-
selling programs. A PTSR model would acknowl-
edge historical stressors and the importance of cul-
ture, Elders, community processes, and traditional
healing.

4. Proven Psycho-Educational and
Therapeutic Approaches

People can and do recover from post-traumatic
stress and heal the mental, physical, emotional, and
spiritual wounds. Great attention has been given to the
clinical and therapeutic aspects of responding to post-
traumatic stress, in particular since the Vietnam and
Gulf wars and since the 1980s when society began to
break the silence on child sexual abuse. There are ef-
fective psycho-educational and therapeutic ap-
proaches to addressing trauma that can be adapted to
Aboriginal settings and approaches to historical
trauma that have been proven effective among the
Lakota First Nation. In particular, there are four main
aspects to healing from trauma. These include attend-
ing to:
i. the mind by remembering, speaking, and coming to

terms with the horrifying, overwhelming experi-
ence(s) that led to the trauma response;

ii. the body by learning to acknowledge and master
the physical stress responses like anxiety and sleep-
lessness;

iii.the emotions by re-establishing relationships and
secure social connections; and

iv. the spirit by recognizing that the spiritual and the
cultural have often been critical aspects of the orig-
inal wound or trauma for Aboriginal people.
This aspect of trauma work can be seen in the Qul

Aun Healing Initiative that promotes well-being and
pride in Aboriginal identity through the use of tradi-
tional cultural approaches to treatment.35

5. Communal and Cultural Models of
Grieving and Healing

The therapeutic approaches to PTSD are consistent
with Aboriginal values of respect, care, and collective
models of healing. PTSD healing programs are often
conducted in communities reflecting the recognition
of a common human response to stress. Most PTSD
therapy is done with both individual and group pro-
gramming. There is great benefit in bringing people
together who share a history of trauma. They can
identify with one another and further accept their
stress responses and support a path to wellness.

There are rich traditions of healing and purifica-
tion practices in Aboriginal cultures that can be used
to help people grieve, to share their experiences of
common trauma reactions, and to reduce trauma
through increased understanding and cultural re-
newal.36 Cultural ceremonies provide individuals,
families, and communities structures within which to
acknowledge and mourn common wounds. Group
healing, within ceremonies, reduces isolation; allevi-
ates guilt, shame, and anger; and enhances feelings of
self worth.

The Condolence Ceremony of the Haudenosaunee
(Iroquois) is a perfect example of a cultural process
wherein part of the group (the non-mourners) act as
caretakers to those who are mourning—wiping their
eyes so they can see more clearly; cleaning their ears
so they may again be able to hear the truth; and clear-
ing their throat so they may once again breathe, speak,
and eat in a healthy manner.

MOVING FORWARD: 
HEALING THE GENERATIONS

Mainstream health interventions directed towards
Aboriginal populations are often developed outside of
a historical, cultural framework. Health programs are
most often disease-specific, focussing primarily on
the physical aspect of an individual rather than the
emotional, cultural, mental, and spiritual (holistic) as-
pects of health. Little or no attention is given to per-
sonal and collective histories and related trauma.
However, prior experiences in attempting to eliminate
health inequities have indicated the importance of
combining traditional Aboriginal healing methods
within a critical historical perspective, along with
available western medical resources.37 The report of
the Royal Commission on Aboriginal Peoples38 em-
phasized the importance of Aboriginal perspectives on
health. It includes a belief in, and understanding of,
the complex relationships between body, mind, emo-
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tions, and spirit and the importance of knowing and
naming Aboriginal histories and experience.

Various programs have been designed specifically
to address historical trauma such as the Aboriginal
Healing Foundation (AHF)–an important Canadian
initiative that addresses the impact of residential
schools. The AHF vision statement focuses on well-
being achieved by addressing personal and intergener-
ational trauma, ending cycles of abuse, and building
strength and resiliency in survivors of residential
schooling. The AHF programming has identified four
phases to community healing: The Journey Begins,
Gathering Momentum, Hitting the Wall, and From
Healing to Transformation.39 (See Table 1.) These
four phase describe a developmental process charac-
terized by moving from crisis to transformation.

These developmental phases are applicable to a
wider range of historical and contemporary health and
social concerns. The four main elements of commu-
nity healing that are identified are: leadership, psy-
cho-educational programming, capacity building, and
systemic healing. These active phases can shift com-
munities from supporting problem-focussed program-
ming to sustainable health promoting programs and
communities grounded in awareness of history and
culture.

The Takini Network in the United States has devel-
oped expertise relevant to phases two and three of
community healing. They conduct research and pro-
vide community education and healing to address his-
torical trauma among American Indians.40 The Takini
Network’s psycho-educational model for addressing
historical trauma is organized around three major
themes: trauma testimony, trauma response issues,
and moving beyond trauma. The Takini Network’s
programs focus on education about the historical
trauma and its impact, discussing the past in a sup-
portive group context, providing emotional release
through collective mourning/healing on both individ-
ual and community levels, and reconnecting with tra-
ditional cultural values. The Takini Network found
tremendous success and benefit in their programming.
All of the participants found the intervention helped
them with their grief resolution and felt better about
themselves after the intervention. Nearly all (97 per
cent) felt they could make a constructive commitment
to the memory of their ancestors. In a related study,41

the participants also experienced improvement in their
parenting. Participants in the group interventions of
the Takini Network report beginning to understand
why they have been feeling so bad and why they have
been experiencing so many health and social prob-

lems. With this understanding, their pain is trans-
formed into a powerful, life-giving force. These find-
ings illustrate the benefits of including psycho-educa-
tional and critical adult education components in
healing programs where individuals and groups give
meaning to their experience and are empowered to
heal and move beyond their pain though knowledge,
support, and culture.

The work of the AHF and the Takini Network illus-
trate critical elements of community development and
healing programs that can inform Aboriginal health
programming to deal with historical stressors as a
shared legacy and which draw upon culture as a com-
mon key to wellness and the elimination of health in-
equities.

OPPORTUNITIES AND KEY SECTORS
Within Canada, Aboriginal structures have been de-

veloped that could provide and support leadership for
partnership development, research, healing, and
knowledge sharing in response to PTSR. The creation
of the National Aboriginal Health Organization
(NAHO) and the Journal of Aboriginal Health; the In-
stitute of Aboriginal Peoples Health; the AHF; and the
agreement between Canada, New Zealand, and Aus-
tralia are important developments in Aboriginal
health. Each promotes access to information, capacity
building, and self-determination in health with atten-
tion to traditional knowledge, success stories, health
determinants, and Aboriginal cultures. These are im-
portant vehicles for examining the intersection of the
past and the present, for addressing the impact of cul-
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Table 1: Four Phases to Community Healing

Phase 11: TThe JJourney BBegins

Gathering of a core group of people begin to
address their own healing needs

Phase 22: GGathering MMomentum

Increasing in healing activity with recognition of root
causes of addiction and abuse though community-
wide awareness workshops

Phase 33: HHitting tthe WWall

Building healing capacity by providing training and
employment with a focus on community
development

Phase 44: FFrom HHealing tto TTransformation

Shifting from fixing problems to transforming
systems



tural loss and intergenerational trauma, and improving
the health status of indigenous peoples in Canada and
elsewhere.

Holistic, collaborative health support systems have
been identified as important as well as governments
that are prepared to address “the racism that remains a
barrier to progress in (the) health of indigenous peo-
ple(s).”42 Post-traumatic stress is a compassionate and
useful lens to consider the gross health inequities en-
dured by indigenous peoples within Canada and
around the world. The AHF examples are important to
the health of Aboriginal individuals, families, commu-
nities, and nations. The authors believe the mandate
and funding frame of the AHF, or a parallel organiza-
tion, should be broadened to expand beyond residen-
tial schooling to larger issues of cultural loss and his-
torical and intergenerational trauma. Further
Aboriginal research and programming in the area of
historical trauma that attends to the specific links be-
tween trauma and physical health is required to ad-
dress health inequalities.

More education for all levels of health care
providers, researchers, policy-makers, and practition-
ers is required for the impact of cultural loss and his-
torical trauma to be understood, recognized, and re-
sponded to appropriately. Those who work in any of
these fields should understand the principles of PTSR
assessment and treatment, be informed about tradi-
tional and cultural approaches to trauma, and be
aware of the potential links between trauma and
health status. The authors support emerging health
discussions in which historical and intergenerational
trauma are viewed as contributing factors to existing
health inequalities and not only as contributors to
mental health and social problems. These would be
addressed across all sectors: research, health, educa-
tion, and community.
• Further research, policy development, communica-

tions, and programming needs to be done by a
consortium of Aboriginal organizations to under-
stand and attend to both the historical and contem-
porary reasons for health inequalities with atten-
tion to links between cultural loss and historical
trauma.

• Culturally-sensitive delivery of health models that
shift the health discussions from a dualistic (mind
and body) to a holistic framework are needed.
Post-traumatic stress should be a routine clinical
question in diagnosis and assessment supported by
appropriate clinical training in all of the health
professions. Health services should support psy-
cho-educational programming and offer culturally-

appropriate and effective trauma recovery pro-
gramming.

• Educators, on-reserve and off-reserve, at all levels
from primary to post-secondary schools, should en-
sure that Aboriginal and non-Aboriginal students
understand the impact of history and current social-
political-economic relations on Aboriginal people
and their health.

• Communities can engage in community develop-
ment initiatives that reflect the four phases of the
AHF model to promote wellness and adapt the
Takini Network’s proven psycho-educational pro-
gramming in historical trauma to their individual
community and culture.

CONCLUSION
Knowledge about the health status of Aboriginal

Peoples has largely been individualized and has been
taken out of its historical and political context. In re-
sistance and opposition to this stance, the authors
have argued that the gross health inequalities be-
tween Aboriginal and non-Aboriginal people must be
made a political issue. The current health status of the
world’s indigenous population is undoubtedly to
some degree a result of injuries of colonialism and
cultural loss characterized by systemic attempts at
domination and cultural genocide. Future health pol-
icy and programs must address current structural in-
adequacies (including inequalities in environmental
risk, inadequate housing, and lack of access to appro-
priate health services and information, etc.) in trying
to address the inequalities between the health status
of the Aboriginal and non-Aboriginal populations.
However, as recent statistical data indicate, health in-
equities cannot be simply explained by socio-eco-
nomic status or health behaviours. PTSR is a useful
model for understanding and addressing health 
inequities as it:
1. provides a social/historical context for what has

been incorrectly viewed as individual/cultural
weaknesses, or illness;

2. confirms a holistic understanding of well-being and
cultural renewal;

3. compassionately validates stress responses as ap-
propriate human reaction to trauma;

4. offers access to proven psycho-educational and
therapeutic approaches for addressing trauma; and

5. points to the use of group/community models for
collective mourning, support, and healing.
PTSR is presented as a critical and compassionate

lens from which to assess and respond to the health
needs of Aboriginal people, families, and communi-
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ties within an historical, contemporary, and holistic
perspective that extends beyond mental health to im-
plicate a broad range of health disparities worldwide.
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Applications
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In recent years, the concept of post-traumatic
stress disorder (PTSD) has captured the attention and
concern of clinicians and scientists. Reactions to
traumatic stress have been extensively studied. But
are such reactions universal? Although the PTSD di-
agnosis is now used internationally, it is by no means
clear whether it is meaningful across cultures and
ethnic groups. Most of the research and clinical expe-
rience validating the diagnosis has been carried out in
western industrialized nations. Some clinicians have
raised the question of ethnocentric bias in its formu-
lation.

This richly documented, edited volume is the first
systematic examination of ethnocultural aspects of
PTSD. Leaders in PTSD research and practice explore
universal and culture-specific reactions to trauma.
They discuss implications for research, treatment, and
prevention. The multidisciplinary perspective of Eth-
nocultural Aspects of Posttraumatic Stress Disorder:
Issues, Research and Clinical Applications will appeal
to a broad audience of psychologists, psychiatrists,
anthropologists, epidemiologists, sociologists, and so-
cial workers.

Copyright 1996 by the American Psychological Asso-
ciation. Reproduced with permission.

24 Journal of Aboriginal Health • March 2005

Further RReading

EEDDIITTOORR’’SS NNOOTTEE

BBooookk aabbssttrraaccttss aarree pprriinntteedd wwiitthh ppeerrmmiissssiioonn ffrroomm
tthhee ppuubblliisshhiinngg ccoommppaannyy tthhaatt pprroodduucceedd eeaacchh

bbooookk.. AAbbssttrraaccttss pprroovviiddee ffuurrtthheerr iinnffoorrmmaattiioonn oonn
ssoommee ooff tthhee rreessoouurrcceess rreeffeerreenncceedd iinn tthhee pprreecceeddiinngg

rreesseeaarrcchh ppaappeerr oorr aarree ggeenneerraallllyy rreellaatteedd ttoo tthhee
tthheemmee ooff tthhiiss iissssuuee..



Journal of Aboriginal Health • March 2005 25

HELP
WANTED

Peer
Reviewers

The NNational
Aboriginal HHealth

Organization’s

Journal oof
Aboriginal

Health
iiss llooookkiinngg ffoorr AAbboorriiggiinnaall

hheeaalltthh sscchhoollaarrss aanndd
aaccaaddeemmiiccss;; hheeaalltthh ccaarree

pprrooffeessssiioonnaallss iinn FFiirrsstt
NNaattiioonnss,, IInnuuiitt,, aanndd MMééttiiss
ccoommmmuunniittiieess;; ttrraaddiittiioonnaall

hheeaalleerrss;; aanndd ootthheerr
ccoommmmuunniittyy mmeemmbbeerrss wwiitthh

aa ssoolliidd kknnoowwlleeddggee ooff
AAbboorriiggiinnaall hheeaalltthh iissssuueess..

PPlleeaassee ccoonnttaacctt::
Journal oof 

Aboriginal HHealth 
National AAboriginal
Health OOrganization
220 LLaurier AAve. WW. 

Suite 11200
Ottawa, OON  KK1P 55Z9

Phone: ((613) 2233-11543 
Toll-FFree: 11-8877-6602-44445

Fax: ((613) 2233-11853
E-mmail: jjournal@naho.ca

Peer review is an organized method of having experts
evaluate research papers for possible publication. Each
paper in the Journal of Aboriginal Health is reviewed by
a community member peer reviewer and an academic
peer reviewer, as well as the Guest Editor, to ensure
community relevance and academic excellence.

Peer reviewers are chosen from a list of potential
reviewers based on their area of expertise.

To prevent bias, the Journal of Aboriginal Health uses a
double-blind peer review process that ensures the peer
reviewers do not know the identity of the author and the
author does not know who completed the peer review.

After accepting to peer review an article by a specific
deadline, the reviewer will thoroughly read a submission
and fill out a simple form to recommend improvements
for the author to make. The form covers the:

• Strengths and weaknesses of the paper
• Soundness of argument
• Correctness of procedures
• Accuracy of facts
• Relevance to the journal and the theme
• Coherence
• Readability
• Accessibility of language

The peer reviewer then recommends that the paper be
published as is, published with modifications, or not
published. Positive and negative comments are important
and appropriate, but should be delivered in a way that
helps the author improve the quality of the article, not
criticizes the author.

To be added to the list of potential peer reviewers for the
Journal of Aboriginal Health, please contact the National
Aboriginal Health Organization.



INTRODUCTION
More often than not, research and policy on the

determinants of health have focused on factors af-
fecting the individual. Although factors like socio-
economic status, educational level, or gender of indi-
viduals are important and relevant to how they are
associated with health, they are only partial explana-
tions.

The importance of factors at the community level
has been increasingly recognized. In 1996, the Royal
Commission on Aboriginal Peoples1 was critical of
the individualistic analysis of socio-economic deter-
minants of health.

From a similar perspective, the Health Informa-
tion and Research (HIR)2 Committee of the Assem-
bly of Manitoba Chiefs  together with the Centre for
Aboriginal Health Research (CAHR) at the Univer-
sity of Manitoba3 proposed a program of research. It
would explore more recent developments in the pop-
ulation health model. Among these developments is
attention to societal or community-level characteris-
tics that may have more in common with First Na-
tions health models. At the same time as other initia-
tives, the CAHR produced a study that examined the
concept of social capital in First Nations communi-

ties. Its two main goals were to clearly define social
capital and to create culturally-appropriate methods
for measuring it in First Nations communities. The
research was conducted with the participation of
three First Nations communities in Manitoba. After
offering a brief summary of the findings of this
study, the paper discusses social capital as a health
determinant in First Nations communities and the
policy and research implications of adopting this
concept.

SOCIAL CAPITAL IN FIRST NATIONS
COMMUNITIES

If social capital, as an environmental factor, is to be
considered as a possible health determinant, it first
needs to be thoroughly studied to determine if it is a
meaningful characteristic of the social environment in
First Nations communities. This was done in an ear-
lier study.4 It resulted in an understanding of social
capital that explains the determinants of health of
First Nations communities because it:
• presents a dynamic way of characterizing commu-

nities, allowing for comparison on both internal
and external social relationships;
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• captures social elements that are relevant from a
First Nations community perspective; and

• offers a meaningful structure from which to theo-
rize and empirically study potential pathways be-
tween social environmental factors and health.
In response to a request from the HIR Committee

of the Assembly of Manitoba Chiefs, a study proposal
was produced to develop a conceptual framework of
social capital and to create culturally-appropriate
methods for measuring it in First Nations communi-
ties. With funding from the Canadian Population
Health Initiative of the Canadian Institute for Health
Information, the study was conducted between Janu-
ary 2001 and December 2002.

Three First Nations communities from Manitoba
were chosen to be part of the study by the HIR Com-
mittee from seven that had volunteered. (See Table 1
for information on these communities.5) The study
hired a co-ordinator (Janet Longclaws) and 10 re-
search assistants from the three communities to con-
duct the fieldwork and provide ongoing consultation.

The study consisted of two phases. The first phase
of the study had two aims: to contribute to the devel-
opment of the conceptual framework and to generate
a list of survey questions. Over a period of about three
weeks in each community, researchers collected pri-
mary data through a combination of in-depth inter-
views, informal focus groups, participant observation,
archival research, and unobtrusive observations. A to-
tal of 89 people were interviewed. 

Following the interview process, researchers iden-
tified dimensions of social capital to measure and de-
veloped a questionnaire. During the second phase of
the study, after extensive feedback and seven drafts,
the questionnaire was pilot-tested. Community re-
search assistants surveyed 462 randomly selected
adults from the three communities. The large size of
the sample allowed researchers to conduct a series of
analyses to determine the reliability and validity of
the questionnaire. The results of the study were
shared with representatives from the communities
that participated in the study and with the HIR Com-
mittee.

The authors combined an extensive analysis of the
conceptual development of social capital in the scien-
tific literature with a thematic analysis of the qualita-
tive data collected in community fieldwork. Details of
this analysis are presented elsewhere.6 In this paper,
the author’s summarize the broad dimensions of the
concept and provide examples of various dimensions
drawn from the fieldwork.

Social capital has been defined in different ways by
numerous writers.7 The common notion is that social
capital of a community is composed of the following
elements: social relationships, networks, social norms
and values, trust, and resources. As well, some au-
thors8 formulated three dimensions of social capital:
bonding, bridging, and linkage. When this conceptual
model was tested against the field data collected in
First Nations communities, the authors concluded that
social capital in a First Nation community is based on
the degree to which:
• the community’s resources are socially invested;
• there is the existence of a culture of trust, norms of

reciprocity, collective action, and participation; and
• the community possesses inclusive, flexible, and

diverse networks.
The following definition summarizes the concep-

tual findings of the study. Social capital characterizes
a First Nation community based on the degree that its
resources are socially invested; that it presents a cul-
ture of trust, norms of reciprocity, collective action,
and participation; and that it possesses inclusive, flex-
ible, and diverse networks. Social capital of a commu-
nity is assessed through a combination of its bonding
(relations within the community), bridging (relations
with other communities), and linkage (relations with
formal institutions) dimensions.

The level of social capital of a community is as-
sessed through a combination of its three dimensions
(see Table 2 for overall framework).
• Bonding: relations within each First Nation com-

munity
• Bridging: horizontal links with other communities,

whether they are First Nations communities or
other communities (e.g., urban centres)
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Table 1: First Nations Communities Involved in the Study

Community First NNation Location Population

1 Ojibway/Dakota Close to small city 1,602

2 Cree Isolated–500km to closest city 1,891
rail access some distance from community

3 Cree Semi-isolated–road access 4,065



• Linkage: connections between a particular First
Nation community and institutions like
federal/provincial government departments and
public/private corporations (e.g., Manitoba Hydro,
banks).
Each of the three dimensions has three compo-

nents:
• Socially Invested Resources: the resources used for

the benefit of the community as a whole
• Culture:9 the relations within the community and

between communities and institutions that are char-
acterized by trust, norms of reciprocity, collective
action, and participation

• Networks: within the community and between
communities and institutions that are inclusive,
flexible, and diverse
For the component socially invested resources, the

social capital framework includes five descriptors:
physical, symbolic, financial, human, and natural.
For example, physical resources would be building a
recreation centre or paving community roads. Sym-
bolic would be resources that strengthen cultural
identity like cultural camps or Aboriginal language
programs. An example of financial resources would
be access to credit to help people start small busi-
nesses. Human resources would be those that help in-
crease the abilities of people through formal or infor-
mal education. Natural resources would be land or
water that has been protected from pollutants or
degradation.

Resources can be consumed, stored, or invested.
Capital is a resource that is invested to create new re-
sources. Socially invested resources are considered
aspects of social capital in this framework because
they are resources that are invested for the good of the
entire community, not just for some privileged few in-
dividuals. Thus, socially invested resources should be
assessed by a combination of the amount of resources
invested and the degree to which they are invested to
the benefit of the whole community. The following
are a few examples that illustrate these ideas.

Examples of the Socially Invested
Resources Component

Symbolic
Cultural camps for children and youth are held in

one of the communities. 

[T]hey’d show the kids how to snare [and]
trap beaver; skin beaver, rats, muskrats,
moose–anything that tracks. They would al-
ways talk Cree. They would make bannock

over the fire, you know, what the people used
to do a long time ago. That’s what they did
with the kids.”

Financial
The following observation was made on the rela-

tionship with banks. It points to difficulties in this
area.

With the majority of Native people, I think
it’s either you have poor credit, no credit or
bankrupt . . . and because of that, a lot of band
members have limited access or no access to
funding to start their own businesses.

The culture component has four descriptors: trust,
norms of reciprocity, collective action, and participa-
tion. First Nations communities with higher levels of
trust between community members as well as with
community authorities; with stronger positive norms
of reciprocity between individuals and groups; with
more potential for collective action; and with a higher
willingness to participate in community activities
would be considered as possessing higher stocks of

Mignone and O’Neil

28 Journal of Aboriginal Health • March 2005

Table 2: Social Capital Framework

Bonding

SIR Culture Networks
Physical Trust Inclusive
Symbolic Norms of reciprocity Flexibility
Financial Collective action Diverse
Human Participation
Natural

Bridging

SIR Culture Networks
Physical Trust Inclusive
Symbolic Norms of reciprocity Flexibility
Financial Collective action Diverse
Human Participation
Natural

Linkage

SIR Culture Networks
Physical Trust Inclusive
Symbolic Norms of reciprocity Flexibility
Financial Collective action Diverse
Human Participation
Natural

SIR = Socially Invested Resources



social capital. An example of positive culture would
be a community where people trust chief and council
or in general think well of other families; community
members are willing to get together to work for com-
mon causes; people are willing to volunteer in com-
munity activities; and individuals tend to return
favours. The following are a few examples that illus-
trate these ideas.

Examples of the Culture Component

Norms of Reciprocity

There are norms in our community where
people do things for other people. It’s not
written down in stone anywhere. It’s just part
of the culture. If someone is building a house
and says, I need a screw-gun, yeah I have a
box, go to my shed and get it. And that person
later, the one who loaned the thing may say, I
need to borrow an axe of him, and goes back
to the guy that borrowed from him.

Participation
The loss of participation at a linkage level was

made graphic by one person’s statement. 

Yes, I guess part of our practice, part of our
culture, is doing a lot of community consulta-
tion . . . and the federal government slashed
that piece of it . . . We used to have commu-
nity co-ordinators who would do the consulta-
tion, set up workshops to inform the people
about the changes. The federal government
argued that we were doing too much consulta-
tion.

Networks can be characterized by how inclusive,
diverse, and flexible they are. Higher degrees of these
three characteristics would imply higher levels of so-
cial capital. Inclusive networks are those that are rela-
tively welcoming of newcomers and to the exchange
of information with newcomers. Diversity implies the
co-existence of a number of different networks that
are capable of interacting in a meaningful way. Flexi-
bility means that the networks can adapt to new, dif-
ferent, or changing needs. Inclusiveness, diversity,
and flexibility are actually interrelated qualities. They
are different aspects of the same phenomenon. In gen-
eral, a correlation among these three descriptors of
networks should be expected. The following are a few
examples that illustrate these ideas.

Examples of the Networks Component

Flexible
The following comment illustrates a lack of flexi-

bility. 

You hear a lot of animosities that are carried
forward from years back. I’ve also heard so
and so and his family did so and so to this
family and so we are not talking to so and so.
There is a lot that is carried on for quite a few
years.

Diverse
Another individual from one of the communities

expressed concern over the lack of diverse bridging
networks. 

We have to learn how to network with one an-
other . . . even network with our First Nations,
even the ones that are the most successful,
that have all those facilities in their First Na-
tions. How did you do it? Can you lend us a
hand over here?

SOCIAL CAPITAL AS A
DETERMINANT OF HEALTH

Other authors have recognized that although 

. . . the health maintenance and illness care of
individuals are known to be major determi-
nants of health . . . they are still often investi-
gated as discrete behaviours separated from
the interplay of social and psychosocial forces
that shape them.10

According to them, 

. . . this approach limits knowledge regarding
their role in shaping health, the forces that
maintain behavioural practices and the poten-
tial of approaches to changing them.

Health is the product of multiple levels of influ-
ence. These include genetic and biologic processes,
individual behaviours, and the context within which
people live–the social environment. A multi-level ap-
proach to community health requires society to take
into consideration, and act upon, social determinants.
Social capital has been put forward as a characteristic
of the social environment and thus as a potential de-

Social Capital as a Health Determinant in First Nations
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terminant of health. However, for social capital to be
identified as a health determinant, three steps are re-
quired. First, a clear understanding of how social cap-
ital can characterize a community is needed. The pre-
vious section provided an overview of the formulation
created from the author’s study. Second, a model pre-
senting the plausibility of social capital as a factor in
health is required. This section will provide ideas for
this model. Third, studies that may produce evidence
that confirms or contradicts the theory that social cap-
ital is a determinant of health are also needed. Studies
like the 2002 wave of the Manitoba portion of the
First Nations Regional Longitudinal Health Survey
are gathering data on social capital that will enable
these analyses. The last section of this paper will ad-
dress further research requirements of this type.

Community social capital as discussed in this study
was based on the concept that this capital pertains to
the entire community. All components of the concep-
tual framework emphasize this. A key difference be-
tween this formulation of social capital and that of
other authors is the multidimensional notion of the
concept. Based on initial ideas by Michael Woolcock
and Deepa Narayan,11 the authors further developed
these ideas in a comprehensive framework pertinent
to First Nations communities. The differences be-
tween bonding, bridging, and linkage social capital
means a community can have higher levels of bond-
ing social capital while at the same time lower levels
of linkage social capital when compared to another
community, for example. This implies that there can
be relative independence among the three dimensions.
As Woolcock has indicated:

. . . a multidimensional approach allows us to
argue that it is different combinations of
bonding, bridging and linking social capital
that are responsible for the range of outcomes
we observe, and to incorporate a dynamic
component in which optimal combinations
change over time.12 

The importance of separating the three dimensions is
that it captures the reality that communities do not ex-
ist in isolation, but in relationship with other commu-
nities and with institutions.

The decision of a community to invest in cultural
camps and/or First Nations language programs for
their children has the potential of increasing the cul-
tural identity of its youth, thus strengthening the com-
munity. One of the central effects of colonization was
the disruption of the cultural continuity of First Na-

tions and the destruction of the sense of pride as a
people. This resulted in serious effects on the health
and well-being of generations. The resurgence of First
Nations ceremonies, practices, and values has already
shown to have powerful healing qualities. Researchers
investigating the relations of social to biological
processes in disease argue that:

. . . the enormous complexity of human soci-
ety and man’s capacity through his symbol
system to identify with more powerful be-
ings–gods, or chosen leaders or institutions–
give him certain invulnerability to limbic sys-
tem arousal as long as he perceives himself to
be socially supported here or in the hereafter.
But, if as the result of early or late experience
or a combination of both, he comes to per-
ceive himself as helpless and lacking power
to control his fate, he may well become more
vulnerable . . . (to illness).13

This is why symbolic socially invested resources are
so important, whether they be within the community
(bonding), jointly with other communities (bridging),
or in interaction with institutions (linkage).

A community with higher levels of social capital
would be expected to have a culture of trust, partici-
pation, collective action, and norms of reciprocity.
There has been increasing evidence in population
health studies that communities where people tend to
trust each other live under less stressful conditions.
Stress has been recognized as an important pathway to
health or illness.14 However, trust among community
members is only one aspect of social capital (bond-
ing). Trust among members of different communities
(bridging) can also have significant impacts. The pos-
sibility of learning from what others are doing, the
willingness to share resources or information, and the
enjoyment of positive relations with other communi-
ties impact the well-being of community members.
Organizations like the Assembly of Manitoba Chiefs
have created spaces of trust, participation, and collec-
tive action among communities. This increase in
bridging social capital has already had a positive im-
pact in addressing health needs of First Nations.

Studies have shown that the quality of social net-
works impacts on health. Rigid social networks that
exclude others from information or even meaningful
social contact are harmful to health. For example, the
feeling of exclusion or social isolation has a powerful
impact on self-esteem while the lack of information
about resources or opportunities limits the access to

Mignone and O’Neil
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those resources and thus to well-being. Studies have
related social isolation to an array of adverse health
outcomes.15 Communities with flexible, inclusive,
and diverse networks tend to develop a social envi-
ronment that is more conducive to health because
fewer people will be left out of opportunities, dia-
logue, information, and resources. The same can be
said of relations with other communities (bridging)
and with institutions (linkage). A community that has
a series of well established networks with institutions
will have a better possibility of obtaining resources or
opportunities, thus increasing its well-being.

In summary, and paraphrasing other authors,16 de-
creased social capital may cause or indicate unjust,
exclusive social policies; unequal patterns of partici-
pation; and decreased trust, any of which may affect
health. Lower social capital might impact the soci-
ety’s influence over an individual’s health behaviours,
cause or indicate increased uncertainty about the fu-
ture, or affect access to health services and informa-
tion. Decreased social capital might weaken informal
social support systems, lead to social policies that do
not emphasize preventive services, or impact eco-

nomic structures resulting in fewer educational or oc-
cupational opportunities.

Diagram 1, adapted from Shelley Taylor, Rena
Repetti, and Teresa Seeman,17 provides an outline of
partial pathways between social capital and health that
may link to form more complex pathways. It is a pre-
liminary model that requires further adjustments, de-
velopment, and testing. Nonetheless, together with a
clear conceptual framework of social capital, it pro-
vides a basis for guiding future research and policy.

POLICY DISCUSSION
As other authors have indicated, “social determi-

nants of health are societal conditions that affect
health and can potentially be altered by social and
health policies and programs.”18 The arguments sug-
gest that health is impacted to a large extent by poli-
cies defined outside of traditional health policy areas.
More so, they highlight how policies that affect the
life of communities should be a source of considera-
tion because of their role in ultimately reducing health
risks and improving resistance.

Several levels of policy require examination–fed-
eral, provincial, regional, and community levels. In
relation to areas of policy, these cover a wide range. A
central argument of this paper is that health is affected
by community-level factors and, consequently, com-
munities need to be identified as objects of policy.
Policy decisions, at whatever level, need to take into
account how they impact communities’ social capital.

Take as an example a situation where the chief and
council of a community are debating whether to allow
video lottery terminals to be introduced. From a
strictly financial point of view, this could be
favourable for band administration funds. However,
potential negative impacts in the community’s social
capital would have to be considered in the decision. If
the video lottery terminals were to negatively impact
families or norms of reciprocity within the commu-
nity, these considerations could outweigh potential
benefits.

On the other hand, investment in organizing pow-
wows could have a positive impact both within the
community and among communities, despite funding
requirements. The understanding that these factors ul-
timately have an impact on health and well-being of
community members would provide a more accurate
information basis for policy decisions.

As a study on Amish communities demonstrated:

. . . their success is primarily due to the so-
phisticated organizational structures and prac-
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Get Under the Skin?” Annual Review of Psychology , Vol. 48
(1997) p. 411-447.



tices that promote and preserve social capital
in their community . . . with keen social capi-
tal consciousness their leaders and members
have adopted and fine-tuned efficient and cul-
turally appropriate practices to preserve their
sociability and solidarity.19

Communities need deliberate policies and co-ordi-
nated efforts to sustain social capital in the face of on-
going political and economic conditions as well as
evolving technological and social forces.

The three-dimensional understanding of social cap-
ital provides an initial framework from where to de-
velop policies at the different levels. A northern Mani-
toba First Nations community has experienced a
cluster of youth suicides. One of the needs identified
by community members and leadership was the devel-
opment of recreational facilities and programs for
children and youth. The expectation was that these
initiatives would reduce youth suicide risk factors to
some extent. A large recreational facility was con-
structed. However, it has not opened because of con-
tractual disagreements between the chief and council
and the construction company, and with Indian and
Northern Affairs Canada. From a social capital per-
spective, this can be understood as contributing sig-
nificantly to low linkage social capital. Given the
severity of the situation among youth, federal depart-
ment policy should take social capital as a critically
important factor relevant to health and should focus
on resolving the dispute to open the recreation centre
for community use.

Recently, the City of Winnipeg unveiled a strategy
aimed at reducing poverty, improving housing, and
creating jobs for the Aboriginal community. Among
the initiatives, a transition service was proposed to
help First Nations people who move to Winnipeg
from rural reserves. This could be viewed both as a
socially invested resource of linkage social capital and
as increased diversity and inclusiveness of bridging
networks. If this initiative is implemented in full, it
would be expected to improve the health and well-be-
ing, among other benefits, of First Nations individuals
affected by the transition to the city.

The concept of social capital offers a lens that
takes into account historical factors as they are em-
bedded in current community characteristics, conse-
quently having the potential to offer a richer under-
standing of these factors as health determinants. For
example, the devastatingly deadly diseases in the
early years of colonization, the loss of traditional
lands, the policies of assimilation and residential

schooling, and the loss of self-government20 can be
interpreted as having had a potentially negative im-
pact on the stocks of social capital. However, this in-
terpretation should not be simplistic because the on-
going struggles to counter these forces may also have
had the potential of generating stocks of social capi-
tal, even if only in one or two dimensions. 

The three-dimensional understanding of social
capital implies that policies may at times require the
sacrifice of one dimension over another. For exam-
ple, communities with high levels of resistance to ex-
ternal relationships (linkage) may do so to generate
high levels of bonding and bridging social capital.
The community that resists Manitoba Hydro and
funding for flooding of traditional territory may be
creating stronger bonds of trust and collective action
within the community. On the other hand, a higher
degree of internal collective action may provide the
leverage necessary for higher levels of linkage social
capital. That was the case of a northern Manitoba
community that marched in protest to Winnipeg and
camped at a public place in the city for weeks, until
the funding for housing was obtained.

Approaches to developing policy also have an im-
pact on social capital. The implementation of pro-
grams or initiatives without consultation may nega-
tively impact trust, participation, and collective
action. Many times, under the rationale of efficiency
or cost-effectiveness, programs are put in place while
community consultation is curtailed. An accurate cost-
ing would have to take into account the potential for a
reduction of social capital and ultimately a reduced
return on the investment.

Most of these illustrations do not directly address
health policy, although these policies ultimately may
impact health. The principle is that policy should con-
sider social capital as an intervening variable in
health. Policy, and ways of developing and imple-
menting policy that are in the hands of several parties,
can have a profound impact on First Nations commu-
nities and, consequently, on the health and well-being
of their populations.

CONCLUSION
This paper presents ideas that emerged from a

study that examined the concept of social capital in
First Nations communities and explores the possibil-
ity of it being a community-level determinant of
health. These are the initial stages in a broader re-
search agenda. Further steps are required to assess if
social capital is an adequate descriptor of the social
environment of First Nations communities and plays a

Mignone and O’Neil

32 Journal of Aboriginal Health • March 2005



role as a health determinant. First, a new round of
measurement refinement and validation is necessary.
Second, based on findings from the current study and
from findings of future studies using the revised tools,
further adjustments to the conceptual framework need
to be made. Third, formulation of more refined theo-
retical models of social capital as a determinant of
population health are needed. Fourth, studies to test
the theories of social capital as determinant of health
in First Nations communities need to be conducted.
Fifth, further work is needed to empirically establish
the pathways between social capital and health. This
research agenda requires an effective partnership be-
tween First Nations communities, First Nations orga-
nizations, and academic centres in a research process
that combines conceptual analyses, grounded theory
development, and quantitative evidence on an ongo-
ing basis.
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In this seminal work, author Maureen Lux takes is-
sue with the biological invasion theory of the impact
of disease on plains Aboriginal Peoples. She chal-
lenges the view that Aboriginal medicine was helpless
to deal with the diseases brought by European new-
comers and that Aboriginal Peoples therefore surren-
dered their spirituality to Christianity. Lux argues that
biological invasion was accompanied by military, cul-
tural, and economic invasions–which, combined with
both the loss of the bison herds and forced settlements
on reserves–led to population decline. The diseases
killing the plains Native Peoples were not contagious
epidemics, but the grinding diseases of poverty, mal-
nutrition, and overcrowding.

Medicine That Walks provides a grim social history
of medicine from the end of the 19th to the middle of
the 20th century. It traces the relationship between the
ill and the well, from the 1880s when Aboriginal Peo-
ples were perceived as a vanishing race doomed to ex-
tinction to the 1940s when they came to be seen as a
disease menace to the Canadian public. The Aborigi-
nal Peoples lived and coped with a cruel set of cir-
cumstances. However, they survived, in large part be-
cause they consistently demanded a role in their own
health and recovery. 

Painstakingly researched and convincingly argued,
this work will change society’s understanding of a
significant era in western Canadian history. 

Lux is a post-doctoral fellow at the Hannah Insti-
tute for the History of Medicine.

34 Journal of Aboriginal Health • March 2005

Further RReading

EEDDIITTOORR’’SS NNOOTTEE

BBooookk aabbssttrraaccttss aarree pprriinntteedd wwiitthh ppeerrmmiissssiioonn ffrroomm
tthhee ppuubblliisshhiinngg ccoommppaannyy tthhaatt pprroodduucceedd eeaacchh

bbooookk.. AAbbssttrraaccttss pprroovviiddee ffuurrtthheerr iinnffoorrmmaattiioonn oonn
ssoommee ooff tthhee rreessoouurrcceess rreeffeerreenncceedd iinn tthhee pprreecceeddiinngg

rreesseeaarrcchh ppaappeerr oorr aarree ggeenneerraallllyy rreellaatteedd ttoo tthhee
tthheemmee ooff tthhiiss iissssuuee..



Journal of Aboriginal Health • March 2005 35

Order yyour FREE subscription NOW!
(Price is subject to change with notice.)

Four wways tto oorder tthe
Journal oof AAboriginal HHealth:
11.. FFIILLLL OOUUTT TTHHIISS FFOORRMM AANNDD MMAAIILL IITT TTOO:: 

Journal of Aboriginal Health
National Aboriginal Health Organization
220 Laurier Ave. W., Suite 1200
Ottawa, ON  K1P 5Z9

22.. EE-MMAAIILL TTHHEE IINNFFOORRMMAATTIIOONN TTOO::
journal@naho.ca

33.. FFAAXX TTHHIISS CCOOMMPPLLEETTEEDD FFOORRMM
OORR AA RREEQQUUEESSTT TTOO::
(613) 237-1810

44.. PPHHOONNEE::
(613) 237-9462 or
Toll-Free: 1-877-602-4445

PPlleeaassee sseenndd mmee mmyy FFRREEEE ssuubbssccrriippttiioonn ttoo tthhee JJoouurrnnaall ooff AAbboorriiggiinnaall HHeeaalltthh..
(Price is subject to change with notice.)

Name: ___________________________________________________________________

Address: __________________________________________________________________
Postal

City:___________________________________Prov.:________________Code: ________

E-mail: ___________________________________________________________________

Phone: ________________________________Fax: _______________________________

I prefer to be mailed a copy.

I prefer to be notified by e-mail when the Journal of Aboriginal Health is 
available to download from the National Aboriginal Health Organization’s 
website at www.naho.ca.

English French



INTRODUCTION
Promising innovations by First Nations communi-

ties in rural British Columbia are demonstrating the
potential of early childhood care and development
(ECCD) centres to serve as hubs for a range of pro-
grams and services that promote wellness, social co-
hesion, and cultural continuity. This paper reports
findings to date of a research study to document inno-
vations in inter-sectoral service delivery in First Na-

tions communities and, in a later phase of the re-
search, evaluate the impacts of innovations in com-
munity-based service delivery on First Nations chil-
dren’s health and development and on community
wellness overall.

In all of the First Nations participating in the study,
the creation of inter-sectoral service centres began
with a long-term goal to strengthen community capac-
ity to provide licensed, centre-based child care pro-
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Abstract

Consistent with recommendations in the Royal Commission on Aboriginal Peoples, many
Aboriginal communities are investing in early education, cultural transmission, and health for the
youngest generation to secure the future well-being of their communities. A demographically
young Aboriginal population–combined with a wish to support parents pursuing education,
employment, and healing–has led many communities to prioritize early childhood care and
development programs.

This paper reports findings of a research study of promising practices in three groups of rural First
Nations that are building integrated service models centred around early childhood care and
development programs as part of their community development approach. The findings suggest a
conceptual model of early childhood care and development programs as a hook for mobilizing
community involvement in supporting young children and families and as a hub for meeting a
range of service and social support needs of community members.

Child care and development programs in these communities include strong emphases on culture,
socialization, English and heritage language proficiency, and nutrition. Co-location of child care
with other services enables ready access to health monitoring and care, screening for special
services and early interventions. Once parents are involved in bringing a child to a community
centre-based program, many learn about and access programs for themselves and other family
members. The research showed how multi-purpose, community-based service centres can become
a focal point for social cohesion and can provide a cultural frame around service usage that
informs external service providers and offers cultural safety for community members.

Key Words
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grams that would improve children’s safety, develop-
ment, and positive cultural identity. For each First Na-
tion, the first step toward this goal was training. They
each initiated a partnership with the University of Vic-
toria to co-deliver a bicultural, community-based, uni-
versity-accredited training program in child and youth
care to prepare community members to mount and op-
erate the planned ECCD program. At the same time,
each First Nation raised funding and invested capital
and human resources in the design and construction of
a facility for their anticipated ECCD program. Subse-
quently, they mounted ECCD programs guided by ex-
plicit, community-derived goals of supporting the de-
velopment of the whole child and of keeping the
family, community, and cultural ecologies of children
clearly in focus.

What has now evolved from these foundations
varies across communities because of their specific
goals, resources, and geographic circumstances. In
each case, there are lessons that can be learned about
overcoming the challenges of working across jurisdic-
tions, professional turfs, and regulatory spheres. There
are also principles to inspire explorations by other in-
digenous and non-indigenous communities about the
real possibilities for mounting comprehensive and ac-
cessible developmental support systems for children
and families.

ABORIGINAL WAYS
Our initial assumptions about health and wellness

profoundly influence how we design, implement, and
evaluate systems of supports for health and develop-
ment. Rich and diverse philosophical systems for un-
derstanding the nature and purpose of human life and
how best to support it reside within Aboriginal com-
munities in Canada.1 These knowledge systems are
beginning to find their way into discussions about
how to move forward to improve the health and well-
ness of indigenous peoples.

In British Columbia, there is a major transition un-
derway with 82 per cent of eligible First Nations as-
suming control over some or all of the community
health, primary health, and children’s services for
their members. With this shift, chronic unmet needs
for training Aboriginal people in health and human
services have become serious. In provincial and re-
gional meetings of Aboriginal leaders about ways to
strengthen the capacity of their communities to mount
and operate new services or to take over existing ser-
vices, a point repeatedly heard is that Aboriginal peo-
ple want to learn from the mistakes of non-Aboriginal
people. They do not want to replicate the fragmenta-

tion and inefficiencies of mainstream health care in
Canada. In 2003, one of the regional inter-tribal health
authorities in British Columbia met with a group of
university-based researchers to discuss initiatives that
could be developed that would implement the Ro-
manow Commission Report recommendations for
Aboriginal health. One Aboriginal representative
commented:

Yes, we need training. But what do we want
to train our people to do and to become? The
transition to Aboriginal control should not
mean simply Aboriginal people taking over
White jobs, doing things in White ways. We
want to do things in Aboriginal ways and we
need training that will support our members
in remembering their cultures and creating
Aboriginal services that are really Aboriginal.

Aboriginal Ways as an 
Original Population Health 
Conceptual Framework

The First Nations participating in the current re-
search and earlier training partnerships with the Uni-
versity of Victoria each engaged in two years of com-
munity-wide discussions about the meanings of child
and family wellness within the culture and lifestyles
of their own people. Across all the communities, the
themes of holism, community beliefs and practices,
and the importance of culture were heard again and
again. Indeed, it would seem that Aboriginal ideas
about how to support the survival, healthy growth,
and optimal development of their own peoples have
long embodied the assumptions, aims, and approaches
that society is now calling population health. Non-
Aboriginal and Aboriginal Peoples can learn a lot
from exploring the possibilities inherent in Aboriginal
ways of caring for health.

Holism

In these First Nations, child development is viewed
holistically. The many aspects of a child’s body, mind,
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and spirit are seen as intertwined and requiring nurtur-
ing, guidance, and respect. This view permeates com-
munity decisions about what child care and develop-
ment programs should entail–namely, a proactive,
developmental approach to the whole child that in-
cluded nutrition, preventive health, socialization, edu-
cation, and Aboriginal language and culture.

Family and Community-Centred
Practice

The goal of improved community conditions for
children’s health and development in these First Na-
tions was seen as dependent upon the goal of sup-
porting family wellness. Thus, it was conceived that
child care and development programs should include
extensive outreach to secure the active involvement
of parents and others who care for children. As an
Aboriginal child care practitioner in one of the com-
munities that participated in the research said in her
interview:

When a child comes back [to our centre] on
Monday morning, we can usually tell how the
parents are doing, and what’s been happening
over the weekend.

Thus, a goal of the child care and development
strategies in these communities has been to provide a
culturally-safe (i.e., free of racism and culturally re-
spectful), socially-supportive centre for parents to be
consulted about their children and offered opportuni-
ties to participate in the child care program, parent ed-
ucation and support programs, and service referrals as
needed.

Community-Specificity, 
Not Best Practices

Effective population health strategies are not uni-
form. They are based on geographical, political, and
cultural understandings of what health is and how to
achieve it in particular populations. Given the enor-
mous diversity among First Nations, the notion of best
practices is a false hope based on over-simplified un-
derstandings. The concept itself is reminiscent of
modernist ideals of truth and one-size-fits-all ap-
proaches to community development and population
health. These notions contradict the understanding of
health as both a process and an outcome that varies
depending on population and setting. The language of
best practices is foreign to a community’s understand-
ing of wellness. Communities recognize the ethics
and effectiveness of grounding wellness programs in

Aboriginal knowledge, cultural concepts, socializa-
tion practices, needs, and goals of a community.

Further, the concept of population health should
not be misinterpreted as promoting universal applica-
tion of the same program objectives, models, and
evaluation criteria for all people everywhere as has
sometimes been implied. On the contrary, population
health initiatives need to be based on an intimate
knowledge, not only of the demographics, but also of
the social conditions, circumstances, resources, and
readiness of groups within the fabric of society as a
whole who define themselves or can be defined as a
distinct population. Thus, support for targeted pro-
grams such as Aboriginal Head Start for Aboriginal
children and hot meals programs for malnourished
children are consistent with a population health
framework.

The First Nations that participated in the current re-
search clearly understood this. They rejected a one-
size-fits-all approach to training and the possibility of
any imported best practice model that would be suit-
able for adoption in their communities. Instead, they
sought training. They designed child care programs
that would draw upon Aboriginal knowledge retained
by their Elders and other community members. The
programs would address the specific needs, circum-
stances, and goals of children and families in their
communities.

These ideas were not all clearly expressed before
the participating First Nations embarked on their jour-
neys through training and service implementation.
These guiding principles were only gleams in the eyes
of a few community members–most conspicuously
Elders–when the training programs began. Their ideas
about combining and co-locating services with their
child care programs were explored and debated before
they were clearly defined by the end of two years of
community-based training in ECCD. (The nature of
this innovative approach to strengthening capacity in
communities will be described later.)

Throughout the two years of capacity building,
community members worked to recover, uncover, and
construct understandings of child and family care and
development that fit well to describe their communi-
ties; worked to explain the current health status and
conditions for development of their children; and
yielded insights into what needed to be done to inno-
vate promising practices for achieving community-
identified goals for improved health and well-being
for all of the children in their communities. These
ideas provided the conceptual foundation for subse-
quent development of community-based services. The

Ball
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term “promising practices” is used in this paper to de-
scribe these.

Conceptual Propositions

The program of research on ECCD as a hub for in-
ter-sectoral service delivery rests on three assump-
tions.
1. Services appropriate to Aboriginal people should

be based on the idea of child and family wellness
as holistic and embedded within specific commu-
nity development and health needs, goals, and cul-
tural knowledge.

2. Training and services must recognize the socio-his-
torical experiences that have negatively predis-
posed many Aboriginal people towards formal
health, social and education services and certain
cultural, financial and geographic factors that in-
crease the likelihood of success of integrated, com-
munity-based service delivery with families as a
whole.

3. Aboriginal communities must drive initiatives to
improve Aboriginal population health and well-
being.

THE GOAL OF INTER-SECTORAL
SERVICE DELIVERY

In 2002, the Romanow Commission was appointed
by the federal government to provide a status report
on health care in Canada and to offer direction for the
future of health care.2 The resulting Romanow Report
was the first national report ever to devote specific
attention to Aboriginal health. The Romanow Com-
mission concluded that the state of health and well-
being, and the conditions of life for Aboriginal Peo-
ples in Canada, is inexcusably low and must be
addressed.

Inter-sectoral service delivery was strongly recom-
mended by the Romanow Commission, particularly
for improving the health of Aboriginal people and
Canadians residing in rural and remote settings. In its
report, the National Aboriginal Health Organization is
quoted as submitting to the Commission that:

. . . one of the essential ingredients in creat-
ing effective Aboriginal health systems is a
multi-jurisdictional approach to health service
reform.3

Key recommendations of the Romanow Commis-
sion for improving the health of Aboriginal people in-
clude:

• Consolidate Aboriginal health funding from all
sources and use the funds to support the creation of
Aboriginal health partnerships to manage and orga-
nize health services for Aboriginal Peoples and
promote Aboriginal health.

• Establish a clear structure and mandate for Aborigi-
nal health partnerships to use the funding to ad-
dress the specific health needs of their populations,
improve access to all levels of health care services,
recruit new Aboriginal health care providers, and
increase training for non-Aboriginal health care
providers.

• Ensure ongoing input from Aboriginal people into
the direction and design of health care services in
their communities.
Key recommendations of the Romanow Commis-

sion for improving the health of rural and remote pop-
ulations similarly emphasize inter-jurisdictional co-or-
dination and pooled resources. They include the
establishment of a new Rural and Remote Access
Fund to support new approaches for delivering health
care services and improve the health of people in rural
and remote communities.

While the philosophical and practical rationale for
breaking down jurisdictional boundaries and co-ordi-
nating training and service efforts may only recently
have been realized here in Canada, there is abundant
international literature advocating inter-sectoral and
integrated service delivery for promoting maternal
health and child health, growth, and development.4
Unfortunately, the international literature on inspiring
examples in practice is much more sparse.5 Chronic
disappointments in moving forward on the inter-sec-
toral agenda in Canada and abroad can be attributed to
a number of political, conceptual, and practical barri-
ers. These include:
• the overwhelming dominance of European world

views and forms of governance;
• reluctance to share authority over health care ex-

penditures and accountability for health outcomes
with communities;

• out-dated, fragmented bureaucracies;
• competing theories about the determinants of

health;
• a persistent emphasis in health theory, research,

and practice on the individual as the unit of analy-
sis;

• a reliance on the western medical model to inter-
pret health status and health care; and

• professional turf wars.
With reference to British Columbia, S. de Leeuw, J.

Fiske, and M. Greenwood concluded that the frag-
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mented system of social, health, and education ser-
vices is the most significant barrier to population
health in rural, northern, and First Nations communi-
ties.6

Given these substantial challenges, the innovative
approaches of the First Nations participating in the
current research are particularly worth examining.

CHILDREN ARE OUR FUTURE: 
EARLY CHILDHOOD AS A HOOK FOR
COMMUNITY MOBILIZATION

There are strong arguments to give priority to
ECCD as a population health initiative. In many First
Nations, the reason is simply and frequently stated:
Children are our future. The Meadow Lake Tribal
Council in Saskatchewan, who co-developed the com-
munity-based training program in Child and Youth
Care with the University of Victoria,7 gave the follow-
ing account:

The First Nations of the Meadow Lake
Tribal Council believe that a child care pro-
gram developed, administered, and operated
by their own people is a vital component of
their vision of sustainable growth and devel-
opment. It impacts every sector of their
long-term plans as they prepare to enter the
twenty-first century. It will be children who
inherit the struggle to retain and enhance the
people’s culture, language and history; who
continue the quest for economic progress for
a better quality of life; and who move for-
ward with a strengthened resolve to play
their own destiny.8

Increasing numbers of First Nations in Canada
identify ECCD training and services as priorities
within a comprehensive vision of community devel-
opment, population health, and economic advance-
ment. ECCD is seen as essential for protecting and
enhancing the physical and psychosocial health and
well-being of Aboriginal children and their families.
This need is particularly urgent for First Nations peo-
ple living on-reserve where access to children’s pro-
grams and family supports is limited by geographic
distances, social and cultural barriers, and eligibility
regulations. The Assembly of First Nations has long
urged that caregivers be trained to deal in a culturally-
appropriate manner with the large pool of First Na-
tions children needing comprehensive care.9 Simi-
larly, in British Columbia, an Aboriginal Committee

Report on Family and Children’s Services Legislation
in 1992 stated that:

Our main goals are to preserve and
strengthen our culture; to support and main-
tain the extended family system; to promote
the healthy growth and development of our
children and to develop community-based
programs conducive to the realization of
these goals.10

ABORIGINAL DEMOGRAPHICS
The demographic numbers for Aboriginal people

in Canada provide another reason to focus population
health strategies on Aboriginal children and youth in
a bid to improve their overall life expectancies,
health status, and developmental chances. First Na-
tions and Inuit populations are expected to grow at
double the rate for the general population. Among the
700,000 First Nations people and 50,000 Inuit in
Canada reported by Statistics Canada in 1998, the av-
erage age was 25.5 years. This was 10 years younger
than the average age of all Canadians. The proportion
of First Nations people and Inuit under five years of
age is 70 per cent greater than for the general popula-
tion. The First Nations and Inuit Health Branch re-
ports that, as of 1998, there were 54,225 First Na-
tions and Inuit children in Canada under four years of
age.11 In British Columbia, as of 2001, there were
9,573 First Nations and Inuit children under four
years of age.12 Although the national birth rate for
First Nations people fell between 1979 and 1999, it
remained twice the national average. Of First Nations
women giving birth, 58 per cent were under 25 years
of age, with 23.7 per cent being 15 to 19 years of age.
As of 1999, almost one third (32 per cent) of Aborigi-
nal children under the age of 15 years lived in a sin-
gle-parent family.13

In British Columbia, although recently reported
health data show Aboriginal health is improving
alongside improvements in the health of all British
Columbians,14 significant gaps between Aboriginal
and non-Aboriginal health and well-being remain.
Aboriginal children are over represented on nearly
every indicator of health, social, and education risk.
Fifty-two per cent of Aboriginal children in British
Columbia live below the poverty line. Aboriginal
children are seven times more likely than non-Abo-
riginal children to be in government care. Between
40 and 50 per cent of children apprehended for child
protection and placed in out-of-home care are Abo-
riginal.
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A more conservative, and more frequent, argument
for increased support for ECCD is that it enables more
women’s participation in the labour force. Indeed, the
barrier First Nations parents most often cite as pre-
venting them from obtaining or holding employment,
completing their education, or undertaking employ-
ment training is the absence of child care. While child
care cannot resolve the multiple reasons for low levels
of employment among First Nations people, child
care is generally considered a foundation of labour
force attachment. In 1995, the Canadian Minister of
Foreign Affairs made this argument in addressing the
Assembly of First Nations Forum on Child Care:

We can’t help deal with the early develop-
ment needs of children and we can’t respond
to what is going on in the economy unless we
have in this country an effective child care
system.15

Research over the past 15 years has confirmed
what many parents and development specialists have
long known: good health, stimulation and affection in
infancy, and early childhood are critical determinants
of survival, growth, and development throughout
one’s lifespan.16 The early years of a child’s life are
important across many domains of development, in-
cluding physical growth, motor co-ordination, emo-
tional health, social competence, memory and think-
ing skills, language, and literacy. The seeds of cultural
and ethnic identity are also sewn in these early
years.17 Infants and toddlers are dependent on social
belonging and relationships for survival; formation of
a sense of self; ability to form attachments to others;
and capacity to engage in trusting, affectionate rela-
tionships characterized by empathy and mutual con-
sideration.18 It is in these early years that a child be-
gins to learn what it is to belong to a social group and
absorbs many of the mannerisms, ways of life, values,
and forms of interaction that are hallmarks of their
culture.19

The First Nations participants in the current re-
search saw that ECCD could play a central role in
their consolidation as stable, healthy, cohesive, and
culturally robust Aboriginal societies within the
larger ecologies of life in Canada. When community
leaders held forums for their members to discuss the
idea of making ECCD a focal point of community ca-
pacity building and infrastructure development, the
value of assuring quality care for babies and
preschoolers was an easy hook for mobilizing posi-
tive community action.

ABORIGINAL CHILD CARE 
STRATEGY IN CANADA

Jurisdiction, and therefore funding and service for
Aboriginal child care in Canada, is caught between
federal responsibility for reserves and provincial juris-
diction for health and social services.20 At the same
time, each province has its own distinct policies gov-
erning child care programs and has unique relation-
ships with First Nations. In practical terms, this has
meant that until 1995, First Nations reserves had no
access to child care funds, there was no strategic plan,
and there were few ECCD services.21

In 1988, the federal government provided funds
for the development of pilot projects to address First
Nations and Inuit needs for child care. In 1989, a Re-
port of the National Inquiry into First Nations Child
Care was published. It outlined the need for an Abo-
riginal child care strategy.22 In 1995, the Assembly of
First Nations hosted a National Forum on Child Care.
This was followed in the same year by the introduc-
tion of the First Nations and Inuit Child Care Pro-
gram and the Urban and Northern Aboriginal Head
Start program for First Nations people living off-re-
serve. Aboriginal Head Start was established to help
enhance child development and school readiness of
Aboriginal children living in urban centres and large
northern communities. By 2000, 168 Aboriginal
Head Start programs were operating in 300 off-re-
serve communities serving about 7,000 children up to
the age of six. In 1998, the Aboriginal Head Start
program was announced for children and families liv-
ing on-reserve.

Regulation and licensing of child care centres
varies widely from province to province including
whether each provincial government regulates child
care services on reserves. In 1999, a legal decision
was made that the Province of British Columbia could
exercise provincial regulations on reserves by invita-
tion of First Nations communities. This meant that
child care facilities, whether on- or off-reserve, could
opt to be licensed according to provincial standards.
They would then be eligible for certain funding and
other resource support. At the same time, the federally
funded Aboriginal Child Care Society of British Co-
lumbia began working toward a framework for appro-
priate Aboriginal standards.

While 20 years ago there were virtually no licensed
child care programs on reserve, there are now licensed
child care programs and Aboriginal Head Start pro-
grams. In British Columbia, both programs are now
eligible for operating grants–one from the province
and the other from Aboriginal Head Start. The two
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programs have separate training requirements with
Aboriginal Head Start offering an in-house cultural
training program with basic professional development
in nutrition and early childhood stimulation. Child
care staff in licensed facilities on reserve must include
one certified Early Childhood Educator.

In 2002, federal, provincial, and territorial govern-
ments (with the exception of Quebec, which instituted
universal child care in 1998) reached an agreement to
improve and expand the services and programs they
provide for children under six years of age and their
families. The Federal/Provincial/Territorial Early
Childhood Development Agreement is a long-term
commitment to help young children reach their full
potential and to help families and the communities in
which they live to support their children.23 The Gov-
ernment of Canada announced it will invest an addi-
tional $320 million over the next five years to support
and enhance the early childhood development of Abo-
riginal children. This new funding will be used to en-
hance programs such as Aboriginal Head Start and the
First Nations and Inuit Child Care Initiative. It will
also be used to support research on the health and de-
velopmental status of Aboriginal children and factors
accounting for these developmental outcomes.24

CHALLENGES IN RURAL AND
REMOTE COMMUNITIES

Particular kinds of challenges face small, rural,
and geographically isolated communities. The Ro-
manow Commission report, The Future of Health
Care in Canada,25 devotes a chapter to health issues
in rural Canada. It notes that rural populations are un-
der served, at risk of poorer health, and in need of in-
novative models of health promotion and service de-
livery. The First Nations and Inuit population in
Canada is spread over 800 communities (605 regis-
tered First Nations) with 77 per cent of these com-
prised of less than 1,000 people. Transport models of
health care and specialized services for children are
costly in terms of lost wages, travel and accommoda-
tion expenses, family disruptions affecting continuity
of care for children, and discontinuity in the roles
adults play in maintaining their community. Models
of child and family support and health care that may
be acceptable or effective in urban centres in Canada
are frequently not acceptable nor effective in rural
and remote circumstances, especially when these are
compounded with significant cultural and lifestyle
differences.

In British Columbia, a Report of the Northern and
Rural Health Task Force26 highlighted specific chal-

lenges for rural settings including: lack of qualified
personnel; difficulties retaining qualified personnel;
the tendency for government bureaucracies and pro-
fessionals to plan health services for Aboriginal peo-
ple without seeking their early and complete involve-
ment; gaps and confusing overlaps in service
provision because of overlapping federal and provin-
cial jurisdiction; the arbitrary nature of provincial
health region boundaries that often do not appropri-
ately reflect tribal boundaries; and the need to recog-
nize and respect Aboriginal traditions in health pro-
motion and care.

Need for a Population Health
Framework Based on Community
Beliefs

In a study exploring ways to reduce risks to rural
and northern children and youth due to substance
abuse, S. de Leeuw, J. Fiske, and M. Greenwood
noted that:

When, as is currently the case, the over-
whelming focus on special needs children is
on one condition [substance abuse], northern
and remote communities find it difficult if not
impossible to address the full range of service
needs. . . . Currently, child welfare policies,
women’s programs and health initiatives fail
to offer comprehensive approaches to meeting
the unique needs of the communities.27

Similar difficulties have been reported from the
perspective of population health issues facing indige-
nous peoples in Australia:

Medical mysteries are relatively rare. The
current patterns of Aboriginal morbidity and
mortality can be explained . . . individual
health can be profiled against key indicators
such as diet, level of education, financial
comfort, adequate housing, unpolluted envi-
ronment and access to a range of goods and
services. In Western societies this means that
the richer you are, the more educated you are,
the healthier you are likely to be. This stark
reality is not good news for Aboriginal people
whose education participation is low and for
whom wealth isn’t a likely possibility. . . . we
need a model that acknowledges the cultural,
social and emotional dimensions that impact
on sickness and health. When we talk about
health for any society, we must adopt the
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broadest possible definition. One that consid-
ers communities as well as individuals . . .
and . . . environmental health issues like sani-
tation, adequate sewerage systems, a clean
water supply and adequate housing.28

The key message of the Romanow Commission in
reference to rural and remote communities is to
move toward a population health approach charac-
terized by pooled funding and co-ordinated actions
across jurisdictions. A broad scope of goals includes
improving environmental conditions that will lead to
health such as adequate housing, assured supplies of
clean water and fresh food, and recreation, in addi-
tion to primary health services. The recommenda-
tions of the Romanow Commission provide strong
support for initiatives that place child care and de-
velopment of a community’s children at the hub of a
co-ordinated, inter-sectoral system of programs and
services for children, families, and the community as
whole.

PROGRAM OF RESEARCH:
FOLLOW-UP CASE STUDIES

First Nations Demonstration Sites

As described earlier, three First Nations are cur-
rently partnered with a university-based team in a pro-
gram of research to document and evaluate commu-
nity-driven innovations in ECCD. Members of these
First Nations completed two years of diploma-level
course work in Child and Youth Care. Their goal was
to advance community development by improving
conditions for young children and their families. In a
series of steps conceived as a post-secondary educa-
tion and career ladder, students enrolled in this part-
nership program become eligible for certification by
the Ministry of Health in British Columbia in Caring
for Children (Basic Certification); Caring for Infants
and Toddlers (Post-Basic Certification I); and Caring
for Children with Special Needs (Post-Basic Certifi-
cation II). All of the courses had Elders and other

community resource people involved in instruction,
dialogue, and learning using a community of learners
approach. The curriculum is bicultural with First Na-
tions as well as European-heritage knowledge and
practice co-considered by community members.29 In
each community, this process has generated commu-
nity-specific, culturally-grounded knowledge and
ideas for moving forward with actions to support
child well-being.30

Evaluation research showing the unique success of
this partnership program with seven other groups of
First Nations has been reported elsewhere.31 Previous
research showed that this program was more success-
ful than any other post-secondary program in Canada
in terms of Aboriginal student completion rates; com-
munity-involvement in training; incorporation of Abo-
riginal knowledge; revitalization of intergenerational
teaching and learning; and retention of graduates in
employment in their communities.32

Table 1 shows the community capacity built in the
training partnerships involving the three First Na-
tions in the current program of follow-up research.
Across the three groups of communities 40 commu-
nity members enrolled in the program; 36 (90 per
cent) students completed the two years of full-time
course work; 30 (75 per cent) of the original en-
rolees are currently working in a human service ca-
pacity; and 25 (63 per cent) of the original enrolees
are employed specifically in the area of ECCD in
their communities.

All three First Nations that initiated and co-deliv-
ered the training partnerships have now developed
community-based ECCD programs. Over time, these
ECCD programs have evolved to deliver services that
are new in the community; encompass services tradi-
tionally fragmented in other locations in the commu-
nity using different funding sources, facilities, and
personnel; and bring home services that previously
had been located at some distance, often very far, be-
yond the community.

Each of these three communities offers insight into
successful models of service delivery in communities
ranging in size from 120 to 1,800 members.
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Table 1: Community Capacity from Community-University Training Partnerships in Child and Youth Care

Community 11 Community 22 Community 33

Students enrolled 10 15 15

Students graduated 8 14 14

Graduates working (full or part time) 8 10 12

Graduates working in ECCD 8 7 10



METHOD
In 2002, a research program was initiated in collab-

oration with three groups of First Nations partner
communities with the following objectives:
• to document the evolution and elaboration of

ECCD initiatives in First Nations communities lo-
cated on reserves;

• to examine community-level determinants of sus-
tainable ECCD programs that are perceived by
community members as meeting the needs of chil-
dren and families; and

• to assess the impacts of community-led ECCD ini-
tiatives on child development outcomes.
For the First Nations partner communities, the goal

of this research is to contribute to knowledge among
Aboriginal leaders about effective principles and prac-
tices for:
• engaging in partnerships with external organization

such as universities, service agencies, and funding
bodies;

• ensuring training and service delivery enhances
rather than depletes cultural continuity and self-
governance in communities; and

• achieving a co-ordinated strategy for supporting the
health and development of Aboriginal children.
The goal of this research was to add to the under-

standings about the potential for positively influenc-
ing the health and development of Aboriginal children
through training and funding strategies that strengthen
Aboriginal community capacity to deliver ECCD. An-
other goal is to identify ways in which institutions and
individuals outside of First Nations communities can
support and serve as allies as First Nations communi-
ties develop capacity and move forward with their
community development strategies. Finally, a goal of
the research is to provide a context for mentoring
Aboriginal researchers.33

Thus, the three First Nations and a university-based
team have embarked on a multimethod, multicompo-
nent program of research to document, evaluate, pro-
vide feedback to community members, and share in-
formation about their explorations in ECCD as a hook
and hub for promoting population health.

This research program is in its early stages. Details
of the various data collection methods and findings on
specific themes will be reported at a later stage. Early
findings reported in this paper are derived from a se-
ries of group forums and individual interviews with a
broad range of community members and external ser-
vice professionals involved in the ECCD programs
operating in each of the communities. Using a social
participatory approach, questions for these forums and

interviews were developed with community-based re-
search collaborators. The focus has been on commu-
nity members’ definitions of child health and develop-
ment; their perceptions of the determinants of child
health and development; their evaluation of the effec-
tiveness of their community’s approach to supporting
child health and development; their own experiences
with ECCD and related social service programs; and
their recommendations for sustaining and improving
child health and development in their community.

Collaborative information gathering to date has fo-
cused on what each community is currently doing as
part of its child care and development strategy; to
what extent and how these initiatives work together;
how they are funded; the logistics of administration
and accountability; and similar information to com-
plete a rich description of each community’s model
for implementing population health strategies targeted
at young children. The stage reached at the time of
current writing has yielded detailed portrayals of the
use of ECCD as a hub for inter-sectoral service deliv-
ery. A synopsis of these findings, focusing especially
on one community, follows.

FINDINGS: 
THREE MODELS IN COMMUNITIES
USING ECCD AS HUB

Community 1: 
Integrated Services

Community 1, located on a Carrier-Sekani reserve
in north central British Columbia, received funding in
1996 for construction of a child care facility in a
wing of the public school located on-reserve. A con-
dition of funding for construction was that the com-
munity would also mount a training program to pre-
pare community members to operate the child care
program. The training program was completed at
nearly the same time as the child care facility was
completed. The graduates immediately mounted a
centre-based child care and development program.
Shortly thereafter, the community received funding
for Aboriginal Head Start. This enabled an expansion
in the numbers of children served. Both the child care
and the Aboriginal Head Start programs are run by
community members. Both have received excellent
evaluations from the regional child care licensing of-
ficer and a Health Canada Aboriginal Head Start
evaluation team.

Inter-sectoral service delivery occurs through the
integration of health promotion programs on-site in
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the child care centre and Aboriginal Head Start pro-
gram. These include nutritious meals; preventive
dental care; primary health care including immu-
nization, vision, hearing, and speech screening; and
specialist services such as supported child care for
children with fetal alcohol spectrum disorder, and
speech-language therapy. In addition, children who
have been identified by the regional child protec-
tion worker as requiring protective intervention
may be required to attend the child care program
where they can be kept safe during the day and their
well-being can be monitored. This is reducing the
number of children placed in foster care away from
the community.

Community 2: 
Pooled Resources

Located in northeast British Columbia, Commu-
nity 2 is actually a coalition of six culturally distinct
First Nations ranging in size from 120 to 600 mem-
bers. These on-reserve communities joined together
to acquire the funding, hire the instructors, and share
facilities for the two-year training program in Child
and Youth Care. Each community selected three
community members to undertake the training,
which was delivered in the largest community in
partnership with the University of Victoria. Not all
of the communities have been able to mount their
own ECCD program yet. However, they are pooling
funding from various sources and sharing resources.
One community received funding to start an Aborigi-
nal Head Start program, which was conceived as a
Cree language immersion program. Cultural trans-
mission is a top priority in this ECCD initiative,
while school readiness is a close second priority.
With only 120 community members, additional ser-
vices delivered from this site are possible because of
pooled funding and service agreements with neigh-
bouring First Nations.

Each community in this group of First Nations has
its own community health representative. They all
share a family support worker, a wellness worker, and
a public health nurse. Travelling specialists such as
speech-language therapists and consultants from the
child development centre in the nearest town are con-
veniently able to meet and monitor children attending
the Aboriginal Head Start program, consult with par-
ents and provide specialized support services as
needed. The Aboriginal Head Start has thus become a
hub for inter-sectoral service delivery to improve sup-
ports to a dispersed rural population of Aboriginal
children and families.

Community 3: 
ECCD as hub in an inter-sectoral
service multiplex

Community 3 is part of the group of First Nations
called the Stl’atl’imx Nations. Their traditional terri-
tory spans a large mountainous region in southwest-
ern British Columbia. The population centre of Com-
munity 3 consists of about 1,400 members, which is
mid-sized among First Nations communities in rural
areas in Canada. Several First Nations and other
small communities are in valleys radiating out from
the community so that it serves as a hub for much
smaller communities.

Although the community is only three hours drive
to a metropolis, difficult winter driving conditions
mean that it meets Health Canada’s definition of
semi-isolated. Residents also identify it as semi-iso-
lated, noting transportation as a major barrier to ac-
cessing both routine and occasional services. There is
little traffic through the community. An emergency
health clinic is 20 minutes from the reserve. Hospital
beds are 60 minutes away, located in a small health
clinic. The maternity clinic is 90 minutes away.
Child and Youth Care Training

This community initiated a partnership with the
team based at the University of Victoria School of
Child and Youth Care in 1997. This community was
unique among the First Nations partners with the Uni-
versity of Victoria in that there were enough qualified
community members to meet university admission
criteria so the community did not need to recruit ex-
ternally.

As part of a comprehensive child care strategy, the
community mounted the training program at the same
time they broke ground for a child care facility. The
child care facility was conceptualized architecturally
as part of a multiplex that has grown over time. It
now houses an infant and toddler care centre, child
care centre for preschool-aged children, indoor and
outdoor after-school care facilities, cultural centre,
health centre, social service centre, administration of-
fices, community kitchen, and community gathering
space.

In May 1999, 14 of the 15 community members
who enrolled in the diploma training program were
honoured in a community graduation ceremony that
drew a crowd of several hundred community mem-
bers. On the following day, the community celebrated
the grand opening of the multiplex. The centre and the
ECCD programs housed there were given Aboriginal
names. The new generation of graduates form the

Early Childhood Care and Development Programs as Hook and Hub

Journal of Aboriginal Health • March 2005 45



foundation for services for the community’s young
children.

As part of the training program, students undertook
community consultations to plan the desired elements
of the infant, toddler and preschool programs they
would initiate ensuring the program was designed
with the involvement and explicit needs of commu-
nity members in clear focus. They also developed a
manual of child care policies and procedures and
learned the basic principles of administration of child
care facilities and community development. Thus,
within weeks of graduating from the training pro-
gram, the community was ready to enrol children for
the child care programs, which were soon fully sub-
scribed. Many more children in the community have
been turned away from the service due to insufficient
spaces.
Culture

A cohesive group of Elders, most of whom are
fluent in their Aboriginal language, actively support
the ECCD staff. Intergenerational relationships are
particularly easy here since many Elders played
substantial roles in the ECCD training program.
Staff work hard to bring many cultural
activities–such as drumming, dancing, singing, and
speaking their Aboriginal language–into the daily
curriculum. They also involve children in seasonal
activities that teach the skills that have traditionally
provided sustenance for this community such as
smoking and drying fish, berry picking and basket
making. The children also receive advance prepara-
tion to take part in community festivals and other
events throughout the year.

Culture is transmitted in less visible ways as well.
At the child care centre, children come to know their
relatives and they develop relationships with their ex-
tended families. Elders, staff, and parents explained
that it is important to be proud of who you are. This
process can begin in their community child care pro-
gram where children are learning about themselves,
their heritage, and their community starting with their
own relations.34 Also, several staff and parents identi-
fied children’s opportunity to develop healthy social-
ization as one important outcome of having children
cared for in a group setting composed of their own
community members. For example, children were
learning to take turns, wait for others, help others, and
play with other children with whom they will share in
community life for years to come.

Parents reported they were proud of the cultural
knowledge and pride their children were learning.
Many parents said they were learning many words

and songs in their Aboriginal language from their
children.
Parent Involvement

In this particular First Nation, a majority of parents
bring their children to the centre for care because they
are working or continuing their education on a full-
time basis. A small number are using the time while
their child is at the centre to pursue their own healing
such as substance abuse treatment programs and other
rehabilitation and support programs. As a result, there
is a low level of parent involvement in the ECCD pro-
grams.

However, there is a high degree of attachment of
parents to various programs and services offered at
the multiplex. For example, more than 60 parents of
children enrolled in the child care program have par-
ticipated in one or more early language facilitation
programs for parents. A registered speech-language
pathologist on secondment to the community from the
regional Children and Family Development office
provides this service. Many parents have participated
in Best Babies programs and other parent education
and support programs. They have been exposed to
health information displayed on bulletin boards and
resource tables at the entrance to the multiplex.
Nutrition

The multiplex has a kitchen for community meals.
Snacks are prepared for children attending the
preschool and infant and toddler programs. Children
bring their own lunch. Observing that a few children
lack nutritious foods from home, staff hope to add a
funded nutritious meal program in the near future.
Integrated Services

As previously described, when the multiplex centre
opened, it was envisioned as a multiservice delivery
site that would include Elders, youth, and children
and be a site of wellness and primary health services.
Programs and services, in addition to a culturally-rich,
developmental ECCD curriculum, that are delivered
inside the child care centre have gradually evolved to
include:
• occupational therapy provided by a professional on

secondment from a regional child care service;
• supported child care provided by certified child

care practitioners assigned to individual children
with diagnosed special needs;

• developmental monitoring, assessment and referral
provided by a special needs professional assigned
from a regional child care service;

• speech-language pathology services including
training and consultation to staff and monitoring,
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diagnostic and early intervention services to chil-
dren; and

• preventive dentistry provided by a denturist and the
community health nurse who consult with ECCD
staff on dental care, monitor children’s dental
health and provide referrals.

Co-Located Services
Programs and services that are delivered in the

multiplex so they are co-located with the ECCD pro-
gram, now include:

• Mother Goose, a pre-literacy skills enhancement
program for children and their primary care-
givers;

• Best Babies, a support and education group for par-
ents of infants;

• other parenting education and support groups;
• parent information bulletin board, resource table

and computer with Internet access for information
search and retrieval;

• community health representative;

Early Childhood Care and Development Programs as Hook and Hub
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Figure 1: Early Childhood Care and Development Programs as a Hub for Inter-sectoral Service Delivery 
in one British Columbia First Nation
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• support groups facilitated by community employ-
ees such as the community health representative or
staff from contracted agencies such as the regional
family support services non-profit agency;

• public health nurse;
• Hanen early language facilitation programs;
• National Native Alcohol and Drug Abuse Program

(NNADAP) counsellor;
• meeting space for several 12-step programs (e.g.,

Alcoholics Anonymous, Narcotics Anonymous);
• tobacco reduction support worker;
• diabetes prevention worker; and
• optometry service.

The multiplex includes a large multipurpose gath-
ering room. Although this room was intended initially
for Elders, it quickly became a community centre for
special community programs and events. There are
also several other meeting rooms around the central
gathering space. These are typically booked through-
out the week for meetings addressing a range of as-
pects of child and family life.
Co-ordination with Other
Community Services

Two other family-serving structures are located
near the ECCD facility. These include a wellness cen-
tre that houses a child protection worker, two family
support workers, the tribal police, and a large, full-
service, band-operated school.
The Foundational Role of ECCD 
in Communities

The evolution of community services–beginning
with a partnership to deliver community-based train-
ing in Child and Youth Care and subsequent initiation
of ECCD programs–was part of a considered plan for
community self-sufficiency. A community administra-
tor explained that the journey to achieving this vision
began with a declaration of independence made by the
hereditary chiefs of the Stl’atl’imx People in 1911.

The community cherishes goals of cultural revital-
ization, increased health and wellness, improved edu-
cation outcomes at all levels, and economic develop-
ment. The community is unified in its understanding
of optimal developmental conditions for children as
the foundation for achieving these goals. The child
care program was planned as part of a foundation ele-
ment for a comprehensive, integrated, community
health centre that would proactively promote optimal
health and development throughout the lifespan
within a community setting infused with the commu-
nity’s culture and Aboriginal language.

Figure 1 shows the location of the centre-based
ECCD program within an inter-sectoral service sys-

tem in the First Nation that is the focus of the current
research report.

CONCLUSIONS

ECCD as a Hook and Hub for
Community Renewal and Consolidation

The cases documented in this paper illustrate how,
when a community begins a development process
with the well-being of its children as the starting
point, the focus on children can work as a hook to at-
tract and secure community commitment and action
and the ECCD program can become a hub of commu-
nity-serving programs and activities. The well-being
of children is a top priority for many adults in First
Nations, as it is in non-Aboriginal communities.
Many adults may be willing to seek services for their
infant or child even though they may be reluctant to
seek services for themselves. When parents or grand-
parents bring children for child care or drop by a child
care centre for a parenting class, they are exposed to
community service providers and the variety of ser-
vice available through the centre. When the centre is
located in their own community and it is culturally
safe, the services available are both geographically
and culturally accessible. This increases participation
by community members in programs such as parent
support groups, counselling, health education, and
preventive health services as well as to cultural and
community events. This in turn promotes social inclu-
sion of children and families who may otherwise be
isolated. It builds community cohesion and facilitates
cultural and Aboriginal language transmission. As one
young Aboriginal man in Community 3 said in his in-
terview for the research:

Ever since this place happened, I feel like
people can come out more and get the help
and support they need. This child care pro-
gram has been like a magnet that has drawn
us together and keeps us here, doing things to
help and heal ourselves and that will hope-
fully make our community stronger and a bet-
ter place for our children and everyone who
lives here and even some people who want to
move back here.

The community initiatives described in this paper
illustrate the three assumptions outlined initially:
1. Services appropriate to Aboriginal people should

conceive of child and family wellness holistically,
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as embedded within community history, conditions,
development, and health;

2. Training and services to support the holistic, com-
munity-embedded goals of many Aboriginal com-
munities must be based on a recognition of com-
munity members’ prior experiences with health,
social, and education services since colonial domi-
nation. They must also recognize the increased
likelihood of success of population health ap-
proaches that involve and support the whole family
and are community-based, community-operated
and culturally safe; and

3. Aboriginal communities whose goal is to improve
health should be involved in planning, operating,
and evaluating population health initiatives from
the outset.
The circumstances, resources, and goals of a com-

munity combine to create certain possibilities and
ways of working to promote health and well-being in
a community of children and families. Each region or
community faces a unique set of barriers, goals, and
assets. The need for bureaucracies to recognize and
support flexible program strategies and use of funding
is a strong recommendation of the Romanow Com-
mission in reference to rural, remote, and Aboriginal
health.35

The three groups of First Nations who participated
in the research described in this paper have evolved
systems of program delivery that have some common-
alities and unique features. They have each used dif-
ferent funding sources, administrative structures, pur-
poses, and ways of working. These distinctive
features result in different kinds of benefits and
achievements. But all three communities have demon-
strated how using ECCD as hook and hub can assure
developmental supports for children, enable primary
health service delivery, and provide a portal for fami-
lies to access and receive specialized services in a co-
ordinated way.

The stories of the communities described in this pa-
per hold promise, not only for other Aboriginal com-
munities, but for all of Canada and beyond as well.
These stories can inspire other communities to persist
toward the goal of accessible, affordable, integrated,
logically-cohesive, and socio-culturally suitable sys-
tems of services to promote child and family wellness.
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CULTURAL WORLDS OF EARLY
CHILDHOOD

Edited by Martin Woodhead, Dorothy
Faulkner, and Karen Littleton
Routledge Falmer Education and Routledge
Sport and the Open University, 1998
ISBN 0-41517-372-8
296 pages

Cultural Worlds of Early Childhood contains
source material for an up-to-date study of child devel-
opment as it applies to major issues in child care and
education. The emphasis is on studying early child-
hood in cultural contexts–in families and in preschool
settings.

Part 1 elaborates a socio-cultural approach to early
development, taking emotional attachment, communi-
cation and language, and daycare as examples.

Part 2 considers how children’s growing abilities
for empathy, inter-subjectivity, and social understand-
ing enable them to negotiate, talk about, and play out
relationship themes, both in the family and preschool.

Part 3 concentrates on early learning, with chapters
on the way parents support children’s development of
new skills, young children negotiating their role in
learner-teacher relationships, and toddlers learning to
collaborate with each other.

Part 4 continues the theme of children’s initiation
into socio-cultural practices from a cross-cultural per-
spective, with studies drawn from such diverse con-
texts as Cameroon, Guatemala, Italy, Japan, and the
United States.

Cultural Worlds of Early Childhood is the first of
three books that have been specially prepared as read-
ers for the Open University MA Course: ED840 Child
Development in Families, Schools, and Society.
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The essays in Reclaiming Indigenous Voice and Vi-
sion spring from an International Summer Institute on
the cultural restoration of oppressed indigenous peo-
ples. The contributors, primarily indigenous, unravel
the processes of colonization that enfolded modern
society and resulted in the oppression of indigenous
peoples.

The authors–among them Gregory Cajete, Erica-
Irene Daes, Bonnie Duran and Eduardo Duran, James
Youngblood Henderson, Linda Hogan, Leroy Little
Bear, Ted Moses, Linda Tuhiwai Te Rina Smith, Gra-
ham Hingangaroa Smith, and Robert Yazzie–draw on
a range of disciplines, professions, and experiences.
Addressing four urgent and necessary issues–mapping
colonialism, diagnosing colonialism, healing colo-
nized indigenous peoples, and imagining post-colo-
nial visions–they provide new frameworks for under-
standing how and why colonization has been so wide
spread and relentless among indigenous peoples. They
also envision what they would desire in a truly post-
colonial context.

In moving and inspiring ways, Reclaiming Indige-
nous Voice and Vision discuss a new inclusive vision
of a global and national order and detail new ap-
proaches for protecting, healing, and restoring long-
oppressed peoples and for respecting their cultures
and languages.

Editor Marie Battiste is a Mi’kmaq educator from
Potlo’tek First Nation in Nova Scotia. She is a pro-
fessor in the Indian and Northern Education Program
at the University of Saskatchewan. She is co-editor
of First Nations Education in Canada: The Circle
Unfolds.



INTRODUCTION
Given the relationship between health status and

health determinants, Sheway is a policy and service
demonstration of the success of addressing basic
needs while providing access to a variety of services
to a marginalized population of women in Canada’s
poorest neighbourhood.

WOMEN AND SHEWAY IN THE
DOWNTOWN EASTSIDE

Benoit, Carroll, and Chaudhry1 describe the con-
text and nature of Vancouver’s downtown eastside
(DTES) and the Aboriginal population living in this
community: 
• 70 per cent of the Aboriginal population in Vancou-

ver lives here;
• 40 per cent of the DTES population is Aboriginal;
• 70 per cent of the survival sex trade workers are

Aboriginal women and mothers of at least one
child; 

• 50 per cent of Aboriginal families are headed by
single mothers; and 

• 80 per cent of the Aboriginal children in this urban
ghetto live in poverty.

The DTES is home to Canada’s first supervised in-
jection site. It is also the neighbourhood where more
than 60 women have gone missing: a local pig farmer
is on trial for the murder of 15 of them.

The women of Sheway who live in this commu-
nity are of childbearing age. They live in hunger,
poverty, poor housing, inadequate health care, and
fear and mistrust of health and social services.
Many have experienced multiple losses; struggle
with substance abuse; lack positive parenting expe-
riences; and suffer with guilt, shame, and low self-
esteem. The majority have been the victims of vio-
lence and child abuses. They experience difficulty
accessing basic amenities on a daily basis. For ex-
ample, primary sources of so-called affordable
housing are slum hotels lacking basic amenities like
a refrigerator, stove, and private bathroom: safety
and security are chronically problematic in these
accommodations.2

In the late 1980s and early 1990s, statistics from
the Vancouver Health Department indicated that 29
per cent of the babies born in this area were born sub-
stance-exposed–50 per cent of these were of Aborigi-
nal heritage. The social services ministry apprehended
at least one in four infants exposed to substances in
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the DTES. As well, local birthing institutions were
faced with a large number of women from the DTES
arriving to give birth having had no prenatal care.3

Sheway was created for these women in this envi-
ronment. Sheway is a Coast Salish term for growth.
Sheway was created as, and remains, a community-
based pregnancy outreach program, a partnership ini-
tiative of community and government agencies. Over
its 11 years, it has grown into a comprehensive, multi-
disciplinary health and social service program tar-
geted to meet the complex needs of the substance us-
ing pregnant and parenting women in the community.
Services are delivered through outreach and drop-in
where there are no appointments necessary. Since its
inception, the data has indicated that 65 to 80 per cent
of the women who access Sheway are of Aboriginal
ancestry.4 For an overview of the program and its ser-
vices, refer to the Vancouver Native Health society
website at http://www.vnhs.net.

Sheway’s program model is based on the recogni-
tion that the health of women and their children is
linked to the conditions of their lives and their ability
to influence these conditions. This foundation is key
to the way in which all services are offered and deliv-
ered. Sheway staff work in partnership with women,
supporting them and the decisions they make, as well
as offering information, education, and assistance as
asked using a harm reduction approach.

When women enter Sheway, they have access to
physician and nursing services; addictions coun-
selling and referrals; nutritional counselling; and so-
cial workers who provide guidance, advocacy, and
support for those who must navigate the financial, le-
gal, and social systems. They also have access to a
multidiciplinary service support network that in-
cludes infant development support, housing support,
family support, peer counselling, alternative therapies
like music and energy therapies, and traditional thera-
pies like smudging. They can receive a hot lunch,
food bags, food and milk vouchers, and bus tickets to
assist with transportation to necessary appointments.
The services are available throughout the prenatal pe-
riod and until 18 months after the birth of the child.
Sheway’s environment and staff respect and reflect
Aboriginal heritage and history through interactions,
artwork, team composition (one-third of the team
members are Aboriginal people) and the availability
of traditional food. While all of these services and
supports are available, it is the woman who chooses
and decides which services and supports she will ac-
cess through her pregnancy and into her postpartum
period.

CONCEPT OF CHOICE AND 
SELF-DETERMINATION

This concept can be quite foreign to the women ini-
tially. Often, their personal histories and their previ-
ous experiences with service agencies have left them
mistrustful and fearful. At Sheway, a woman is asked
if she wishes to participate in the program and is fur-
ther asked what it is that she needs. She determines
her priorities: housing, food, camaraderie, health, and
a change of clothes to keep up with her changing
body needs through her pregnancy. The staff works to
accommodate her needs and support her self-determi-
nation.

The following is a composite story of a variety of
Sheway participants to describe the complex lives the
women lead.

Terry grew up in a community in Northern
BC and came to Vancouver with her partner
four years ago when she was 17 years of age.
She was pregnant with her first child and had
no supports “back home.” She first came to
Sheway while living in a hotel in the Down-
town Eastside and in need of food and hous-
ing support. She was advanced in her preg-
nancy and was using intravenous drugs with
her partner. While at Sheway for food, she
also received prenatal care from the doctors
and learned she was HIV positive. The doc-
tors and nurses worked hard with Terry and
other related professionals to stabilize her
drug use and to begin to manage her HIV. The
Sheway team of doctors, nurses and an alco-
hol and drug counsellor helped her reduce her
heroin use through counselling, support and
education. They also helped her to get con-
nected to Oak Tree Clinic for support on man-
aging her HIV. As Terry coped with her recent
diagnosis of HIV, she returned back to her
community to get support from her family.
What she found was that she was quickly
stigmatized in her small rural community for
having HIV and that her family and friends
were not supportive. Feeling ostracized, she
left. On her return to Vancouver, Terry in-
creased her use of drugs and her relationship
fell apart. She got connected back into the sex
trade and was arrested. She spent the last part
of her pregnancy in jail. Sheway did outreach
to her in the jail. She had the baby, was re-
leased from jail and looked for drug detoxifi-
cation and treatment services where she could
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bring her baby with her. She couldn’t find this
as there is only one treatment facility for
mothers and children in the province and it
was full with a long waiting list. At the same
time the baby was found to be HIV positive
and was apprehended. Several days later
Terry learned that her partner had died of
AIDS.

Terry continued to use heroin and spent most
of her time in hangouts in the Downtown
Eastside. Despite this she always stayed in
contact with Sheway and would drop by on
occasion for a talk, or referral to service, or
some medical attention when warranted. She
began a new relationship and became preg-
nant again. She connected with the doctors,
nurses and social workers at Sheway early in
her pregnancy this time and began to get
medical services and other supports immedi-
ately. When taking the bus was too much for
her, the outreach worker drove her to the vari-
ous appointments she needed to attend. The
dietitian worked with her on her diet and nu-
tritional needs because of her pregnancy, HIV
status and methadone use.

Terry started to take her AZT and vitamins
regularly, and her HIV is now stable. In addi-
tion she is well connected with Oak Tree
Clinic, Positive Women’s Network and Posi-
tive Outlook where she is able to access more
support and care. She has come in regularly to
Sheway for daily hot lunches and groceries
and has gained weight. She has stopped using
heroin and the Sheway physicians have
helped her stabilize on methadone, and man-
age her pregnancy and other health-related
concerns. She has attended substance use
treatment and continues counselling with the
A&D [alcohol and drug] counsellor at She-
way. Sheway continues to provide bus tickets
for her to get to other services and acts as a
co-coordinator of care. She has enjoyed par-
ticipating in the aboriginal crafts program of-
fered by Sheway. She has started to envision
herself as a mother and has begun to discuss
with the Ministry the conditions for keeping
this child. Terry has built up a relationship of
trust with a Sheway physician who will be
able to deliver the baby at BC Women’s Hos-
pital. The doctor and other Sheway staff have

helped her devise a supportive birth and after-
birth plan. Discussions on birth control have
been initiated. Terry has voiced that she is
glad to know Sheway staff will visit her at the
hospital and she won’t be alone for the birth,
and that she now has a plan for the birth and
after.5

Sheway’s success lies in the fact that the team
works together in this partnership with the woman.
Sheway is a proven success. It has grown from 15
clients to supporting an active caseload of 100 women
at any given time. Eighty per cent of the infants born
to women in the program have healthy birth weights.
All of the women are receiving prenatal care–90 per
cent from Sheway’s physicians and nurses, the re-
maining 10 per cent from other health services in the
community (see Figure 1).

HEALTHY BIRTH WEIGHTS AND
SHEWAY PARTICIPATION

Eighty-six per cent of women who had babies
while accessing services at Sheway had babies with a
birth weight more than 2,500 grams (five pounds
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Figure 1: Prenatal Care Access and Active
Caseload at Sheway (1990 to 2001)
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eight ounces). This is consistent with the significant
nutritional gains made by the Sheway mothers,6 and
compares favourably with levels of low birth weights
in other areas of the city with lesser levels of poverty.7
In a recent review of 1,247 Sheway maternal cases
and 426 Sheway infant cases, Marshall et al.8 identi-
fied healthy birth outcomes. There have been fewer
preterm infants born to women in the program than
was the case when the service opened. There has also
been a drop in the incidence of low birth weight in-
fants. However, in both instances, there has been a
marked increase in the last couple of years. Marshall
et al.9 speculate that the recent increase possibly re-
flects maternal stress in response to decreases in
provincial funding for mothers.

Longer prenatal care and reception of food bags
from Sheway are correlated with a higher infant birth
weight.10

SUPPORTING WOMEN IN THEIR
INTERACTIONS WITH OUTSIDE
SERVICES

An evaluation completed in 2000 included a focus
group in which participants described the significant
positive impact of Sheway on their lives.

In the focus group, the clients described
themselves when first arriving at Sheway, as
both struggling with many issues and also ca-
pable of accessing help:

I was having trouble with (Ministry) workers,
and trying to get things, like what I was sup-
posed to be getting. The staff here was really
helpful and was doing a lot of phoning and
being an interpreter in that sense in order for a
lot of single women and single parents to get
things they deserve. When they were strug-
gling trying to get it for themselves, with their
workers, they made you jump through hoops
like you wouldn’t believe, but Sheway, they
helped interpret, be that medium between the
two–and that’s really a good thing to have
when you’re just starting off and coming off
your drugs and trying to become a parent
again. So I think that’s what happened to me.
I mean, I was a parent before but I had lost
both of my kids through my addiction and
stuff. Because of that I was finding it hard,
trying to be a mom again and to stay off
drugs. The first year, of course, I struggled, I
went back out a few times. But eventually I

got sick and tired of being sick and tired and
they got me in a (alcohol and drug treatment)
program.

What brought me to Sheway when I was
pregnant with my daughter is that three-
month thing where you can’t get on assis-
tance because of the situation (waiting pe-
riod), and I came from Kenora. And I’ll
never forget the first time I went to Sheway, I
thought, “Oh, no, they’re sending me back to
Ontario, I have no food.” I was seven
months’ pregnant, I was all scared, eh, freak-
ing out. And okay, (Sheway said), “we’ll help
you the best we can.” And I ended up staying
at the shelter. But I know what really im-
pressed me about them was just, you know,
they were willing to help me, they didn’t
even know me!11

WOMEN EXPRESS THAT THEY HAVE
MADE POSITIVE CHANGES

In the evaluation, women talked about the most im-
portant change they made while getting help from
Sheway. Below are several responses, each made by a
different woman.

The self-esteem I guess, like, you know, when
you’re first coming off the street for the first
year, it’s kind of rough and Sheway’s there to
support you and you start getting some of
your self-esteem back.

Because I know when we were using, did we
have patience? No. “I want it now and I want
it right now and if I can’t have it right now,
I’m going somewhere else to get it right
now.” You know, like we didn’t have the pa-
tience, we didn’t have the understanding of
calming the baby, you know, instead of get-
ting angry, or just trying to work through,
you know, them teething and things like you
just needed to learn patience for them, you
know, like you just–you needed some pa-
tience and if you didn’t get them, then it was
like, forget it. So for me the most important
thing that I’ve learned around here is pa-
tience.

And them talking through things with you in-
stead of going, “Oh, well, just, don’t worry
about it and blah blah blah” or

Sheway
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something–like they asked me how to work
through the situation and they got you to do
most of the work on it, you know, like the
talking of whatever was going on and how to
work through it, rather than just giving you
answers. And that helped, right? Because of
course by doing that, you keep it inside,
right?

For me it was listening and connecting with
other parents, because they put me into AC-
CESS [parenting program for young parents],
they helped me so I would not be alone be-
cause I’m younger, so I guess basically they
just helped me to realize that I’m not the only
young parent there, kind of thing, and I could
actually do it, and that basically as long as
you show love to yourself and to the baby that
it’ll come out okay.

Being able to talk and be open with no sup-
port, you know, like you’re sitting there by
yourself and then going to Sheway and then
with the other women there and just talking
with everyone, you know, you got something
in common somewhere.

To stop using drugs was the most important
change.

To respect yourself.

Remember your spiritual values. Finding your
real beliefs.

And don’t listen to anyone who says that you
can’t do it–that’s one big thing. I learned to
value myself as a person other than just as an
object, an object to go out and use men to get
whatever I needed–so that’s why being
around all these women you know, I realized
that’s not all there is to life.12

CURRENT CHALLENGES FOR SHEWAY
AND THE WOMEN SERVED

Sheway’s evaluation highlighted the need for ongo-
ing evaluation and significant improvements to data
collection.13 While Sheway is consistently described
as a success and a model for working with marginal-
ized women and families,14 the challenge to capture
data representing success in key areas like child re-
movals and addictions presents ongoing problems.

For example, current rates of removal of infants by
the Ministry of Children and Family Development can
include removals at birth, in the hospital, or at any
point during infancy. As well, removals can be tempo-
rary or ongoing. Anecdotally, the staff is aware that
the frequency of removals is less and, when a child is
removed, the mother is much more involved in the de-
cision-making processes–placing their child in care
voluntarily and/or influencing decisions about place-
ments of their child in the care of others.

Sheway strives to address the many challenges
women face. Some of these issues are beyond She-
way’s reach and scope of services. What adds to the
situation is the increasing complexity of the lives of
the women served at Sheway over the years. There
has been a general increase in risk factors recorded at
women’s entry into Sheway. These include basic liv-
ing requirements (housing, income, food), incidence
of hepatitis B and C and HIV and mental illness over
10 years, as shown in Marshall et al.’s evaluation re-
port.15

A NEED FOR INCREASED SERVICES
FOR WOMEN AND THEIR CHILDREN
AGED 18 MONTHS TO FIVE YEARS

Sheway staff find it difficult to discontinue service
to women at the 18-month point as there are few ser-
vices for children in the 18-month to five-year period.
In the words of one of the clients:

A suggestion I could give would be that if
they could change their age bracket to, like,
five. Once a kid gets into school, you’ve got
the resources through the school to be able to
help you, but up until they’re five years old,
you still need help with a lot of development
things that are happening.16

Two other programs in North America provide
comparable comprehensive services to pregnant and
parenting women with past or present substance use
issues. Breaking the Cycle is in Toronto and supports
the family until the child is five years old. The Seattle
program Birth to Three is now called Parent-Child As-
sistance Program and provides support until the child
is three years old.

Ideas for support of both parents and children in
this critical period of early intervention include:
• therapeutic child care programs;
• housing programs operating as satellites to out-

reach, withdrawal management, and treatment pro-
grams;
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• approaches to foster care that involve fostering of
both mother and child; and

• a Sheway 2 drop-in model (identified by the
clients) that would serve as a base for parents to ac-
cess ongoing developmental assessment and pro-
gramming for their children and would meet the
changing needs of parents as they progress to a
more stable life and parenting style.17

Sheway participants suggested: a regular art pro-
gram, more formal child care while they were meeting
with staff on health issues, expanded provision of
food, emotional support groups, outings, and informa-
tion groups for new parents. They also suggested a
room to view videos and read books on parenting,
help on parenting older children and children with
special needs, more time to access alcohol and drug
counselling, and longer term support.18

CONCLUSION
Sheway is a success as seen in participation rates

and health data. Service use has risen and birth
weights continue to be comparable to rates of women
in communities with lower levels of poverty despite
the marked increase in preterm babies and low birth
weights in the last couple of years noted in the recent
research. This continues to be true even as women
turn to Sheway with an increase in risk factors over
the past 11 years. Birth weights are higher when
women participate in Sheway.

Sheway supports self-determination, giving priority
to the women’s right to choose her engagement with
all aspects of the programming. Women then rebuild a
sense of ownership of self, a sense of personal worth,
self-esteem, and confidence in her ability to make de-
cisions as a woman and as a parent.

Sheway provides the backdrop, support, and safety
net that allows women to take the time to get in touch
with themselves, honour themselves as mothers-to-
be, explore a path not yet taken, and build the confi-
dence to step out and onto the path with strength of
spirit, body, and mind. Women report that Sheway’s

model is akin to more traditional services in its fluid
and informal method of service and non-hierarchical
relationship between the team and program partici-
pant.19

Women come to understand that, despite the chal-
lenging daily situations they face, they can hold their
heads high, be proud of their pregnancies, become the
parent they want to be, and be recognized for all they
contribute to their families and the community.
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“The Holiday Inn ad tells us ‘you can travel round
the world and never leave home.’ Home today has
come to mean the wide world at large, a ‘global
home’ which is both everywhere and nowhere. This
global home we come to identify by the corporate im-
ages sold to us on mass media and repeated with regu-
lar sameness from city to city–suburbs of spaghetti
design, shopping malls with glass peaks, McDonald’s,
Holiday Inns, domed stadiums. The shift from under-
standing home as a special place of origin–a commu-
nity where we live, work, belong and feel a sense of
responsibility–to the perception of home as a World
Class City such as New York or Los Angeles is a re-
sult of complex global forces promoting cultural uni-
formity.” So writes Marcia Nozick in a book that chal-
lenges the conventional wisdom on social and
economic development.

No Place Like Home provides an alternate vision
of how we can develop sustainable communities. It is
both critical and constructive. It is written in lan-
guage that everyone can understand. Nozick draws
together five major themes, each a component of sus-
tainable communities: economic self-reliance; eco-
logical development; getting community control over
resources; meeting individual human needs; and
building a community culture. The book illustrates
how these themes interact and reinforce each other in
practice with lively examples drawn from communi-
ties across North America. The result is a book that
cannot fail to inspire community workers everywhere

and give researchers and urban planners much to
think about.

Nozick lives in Winnipeg where she is active in ur-
ban, ecological, and community issues through her
work with Greening the Forks (dedicated to saving
historic lands) and the Manitoba Institute for Com-
munity Ecology. She holds a master’s degree in City
Planning, has taught at the University of Manitoba,
and is the publisher of City Magazine, a national
magazine on community and planning issues in
Canada.
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INTRODUCTION
The issues and implications of climate change, par-

ticularly global warming, have moved beyond the
academic sphere and have entered the public con-
sciousness as real and pressing concerns.1 For many
years, scientists have been tracking trends in tempera-
tures and precipitation levels to try to understand the

nature and degree of change we are experiencing in
our climate and the implications of these changes for
the future.2

The scientists of the First Nations communities–
the Elders–have also been tracking these changes
within their traditional territories. The Elders recently
came together in Prince Albert, Sask., to share their
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Abstract

First Nations perspectives about the natural world can enhance western scientific research and
understanding of the impacts of climate change on quality of life and community health. The
Elders bring the collective wisdom of countless generations living in particular geographic
locations, adding considerable depth to the view of climate change and human adaptation. Elders
and other First Nations knowledge holders from the Prince Albert Grand Council area in
Saskatchewan came together to discuss the impacts of climate change on population health within
their traditional territories. This knowledge was shared within the context of an Elders’ forum,
organized by the Prince Albert Grand Council Department of Health and Social Development, the
Indigenous Peoples’ Health Research Centre of the First Nations University of Canada, and the
Prairie Adaptation Research Collaborative. The primary objective in hosting this event was to create
an open forum based on respectful learning and traditional protocols in which Elders could share
information about climate change with one another and with members of the scientific community.
This paper highlights the Elders’ forum as a culturally-appropriate method for knowledge sharing
and transfer. The paper describes the unique perspectives offered by the Elders. Some of the major
themes that emerged from the forum are discussed, notably the important connection that the
Elders made between the state of the natural and social environments in their home communities.
This information is placed within the broader context of the growing literature on traditional
environmental knowledge.
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observations and insights with each other and with
members of the academic community. From Feb. 3 to
5, 2004, more than 30 Elders from the 12 First Na-
tions that comprise the Prince Albert Grand Council
(PAGC) attended an Elders’ forum entitled Isi Aski-
wan–The State of the Land. This forum was organized
by the PAGC Department of Health and Social Devel-
opment in co-operation with the Indigenous Peoples’
Health Research Centre (IPHRC) of the First Nations
University of Canada and the Prairie Adaptation Re-
search Collaborative (PARC), a climate change re-
search unit based at the University of Regina.

The purpose of this paper is to highlight the contri-
bution of the Elders and other traditional knowledge
holders to the discussion of the impacts of climate
change on population health. It is argued that First
Nations perspectives of the natural world can enhance
western scientific research and understanding about
the natural forces of climate change. This holds true
regardless of whether First Nations observations and
knowledge of the environment agree with western sci-
entific data and findings (providing confirmation
and/or clarification) or appear to contradict those find-
ings (pointing out possible flaws or shortfalls in scien-
tific data collection or suggesting an alternate founda-
tion for knowledge and conclusions).3 The Elders’
forum was an appropriate and important venue for
documenting this knowledge and for developing a
better understanding of the relationship between
healthy communities and healthy environments. El-
ders can share the collective wisdom of countless gen-
erations living in particular geographic locations,
adding considerable depth to society’s view of climate
change and human adaptation. The format of the El-
ders’ forum will be explored and placed within the
broader context of the growing literature on tradi-
tional environmental knowledge. In addition, this pa-
per will highlight some of the major themes that
emerged from the forum and will explore the unique
perspective offered by the Elders.

METHODS
In recent years, the PAGC in Saskatchewan has

been developing a format for bringing together Elders
from the PAGC communities so the Elders’ voices
and knowledge may be focused on important issues
such as health, wellness, and education. The PAGC
hosted three such Elders’ forums between 2001 and
2003. The February 2004 forum on climate change
was an expansion of this format. Rather than being an
internal process to inform PAGC policies and initia-
tives this process was aimed at informing public pol-

icy on an issue PAGC and the broader Canadian soci-
ety have identified as significant–that of climate
change. The primary objective in hosting this event
was to create an open forum based on respectful
learning and traditional protocols in which Elders
from the PAGC area could share information about
climate change with one another and with members of
the scientific community. A secondary objective in
hosting this forum was to develop a positive working
relationship between the PAGC, the IPHRC, and the
PARC. In addition, the forum aimed to raise aware-
ness at the community level around issues of climate
change.

The Elders’ forum was semi-structured4 and fo-
cused on three questions that were provided to the El-
ders six weeks in advance:
1. What has been experienced or observed by the El-

ders in regards to climate change?
2. What have been the impacts of these changes on

the health and quality of life of First Nations com-
munities?

3. What is the capacity of communities to adapt to
these changes, both in the past and in the future?
To explore these issues, a First Nations traditional

learning tool–an Elders’ forum–was identified as the
most appropriate methodology. This method was cho-
sen, not only because of the solid foundation laid by
previous PAGC initiatives, but also in recognition of a
number of important benefits. First, by following tra-
ditional protocols and incorporating cultural events,
the Elders’ forum provided an appropriate setting in
which the Elders could share their information. Sec-
ond, the forum brought together knowledgeable El-
ders from a wide range of geographically and cultur-
ally diverse First Nations. These ranged from Cree
and Dakota communities occupying the transitional
zone between the parklands and boreal forest to Dene
communities located in the northernmost regions of
the province. Third, this format allowed information
to be shared among communities as well as between
First Nations and academic people. Finally, the El-
ders’ forum provided a foundation for future initia-
tives such as focused case studies and/or further de-
velopment of the Elders’ forum as determined by the
interests of the Elders.

According to protocols established in previous
PAGC Elders’ forums, the elected Chiefs of the indi-
vidual First Nations within the PAGC were asked to
nominate two Elders from their communities to attend
the gathering. The two largest First Nations within the
PAGC, Lac La Ronge Indian Band and Peter Ballan-
tyne Cree Nation, were asked to nominate three El-
ders to better reflect the diversity of their multiple
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communities. All costs for the Elder delegates–includ-
ing honoraria, travel costs, hotel accommodations,
and meals–were covered by funds received from
PARC to host this event. Four additional Elders were
invited to conduct the ceremonial aspects of the gath-
ering, such as the pipe ceremonies that were held each
day, and implement the necessary protocols for the
transfer of knowledge. Other support personnel for
the Elders’ forum included a master of ceremonies,
two translators (one Cree and one Dene), and four fa-
cilitators to direct the sector group discussions.

The physical format of the Elders’ forum incorpo-
rated a central table around which all the Elders gath-
ered for initial discussions and presentations. Simulta-
neous translation was provided at the central table
between Cree, Dene, and English. For one of the af-
ternoon sessions, the Elders broke into smaller discus-
sion groups to talk about the issues in more depth.
These discussion groups were based on four sectors
identified by the PAGC–the Plains Cree/Dakota,
Swampy Cree, Woodlands Cree, and Dene. Each of
these sector groups had a facilitator fluent in the di-
alect of the group. This allowed Elders the opportu-
nity to talk freely in their First Nations languages.
Summaries from these small discussion groups were
then shared at the central table.

The Elders’ forum was based on a spiritual founda-
tion of daily pipe ceremonies, prayers, songs, and a
traditional feast and giveaway for the Elder delegates.

The Elders’ forum was open to the public in gen-
eral, in particular to staff and students of the First Na-
tions University of Canada, staff of the PAGC, mem-
bers of PAGC communities, and PARC members. The
forum was also open to the media. It received cover-
age from the Missinipe Broadcasting Corporation of
Northern Saskatchewan and the PAGC Tribune.

RESULTS
The Elders’ forum produced results on a number of

different levels. Specific information was shared
about the changes in climate and environment ob-
served by Elders in their traditional territories. Audio
and video recordings from the Elders’ forum are being
translated and transcribed. A detailed analysis of this
information will be contained in a final report. Al-
though a detailed analysis is premature at this point,
this paper identifies a number of broad themes that
emerged from the gathering. The primary themes in-
clude: the connection between the natural and social
environment, specific concerns about environmental
impacts of industrial development in PAGC tradi-
tional territory, and a variety of other themes relating

to environmental health. This paper is a preliminary
analysis only. The following overview does not in-
clude individual statements or quotes from the Elders.
These will not be available until the full translation
and transcription of the recordings has been com-
pleted.

Connections Between the Natural 
and Social Environment

Through the discussions at the forum, the Elders
emphasized the connections between the natural and
social environments. Simply stated, the natural envi-
ronment is the foundation for the social environment.
According to the Elders, this link is most clearly ex-
pressed in the idea of community. The community is
important because of its role as trustee and guardian
for the collective tribal knowledge in the form of cus-
tom and culture. In each of the Elders’ communities,
the older generation holds the stories of the people
and relates the narratives and teachings of good
thought and action to the children. The Elders tell the
children how the world and their people came to be
and what it means to be part of the community. Com-
munity life revolves around the rhythms and patterns
of the natural environment. Values, language, and the
other assorted components of culture are taught within
this natural setting. Traditional ways, songs, cere-
monies, and insights of First Nations science are tied
to the use of the land. The description and deeper un-
derstanding of those processes are embedded within
the language. This knowledge traditionally held the
community together as an integrated whole. It
moulded the norms and collective cultural codes that
explained how people should live and act within their
natural and social environments. At the forum, the El-
ders spoke of these relationships and what it means to
be a good human being.

For many of the Elders, their own learning
process–and subsequently their beliefs about the con-
tinuity of their community’s ordered existence–was
inherently rooted in the land and environment of their
traditional territories. The natural environment was
the setting in which the transmission of culture and
values took place as they learned while out on the
land with their own Elders and teachers. The commu-
nity codes that protect and maintain the language, cul-
tural norms, and the collective spirit of the people rep-
resents the combination of many people’s experiences
and knowledge about learning and living off the land.
This kind of background allowed the people to collec-
tively negotiate the future and to adapt to the chang-
ing circumstances imposed by time. Therefore, the
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natural environment is the framework for maintaining
the continuity of the social environment. One is nec-
essarily impacted by and reflected in the other.

The Elders at the forum emphasized their own un-
derstandings about what makes healthy individuals
and communities. They stated that the continued
health of their communities is rooted in their relation-
ships with the land and natural environment. The El-
ders clearly see the importance of sustaining connec-
tions to the land and environment as a foundation for
maintaining cultural continuity and integrity. The sen-
timent expressed at the forum was that the movement
away from these natural settings and the subsequent
shift in philosophy to the mainstream urban lifestyle
affects the continuity of population health and cultural
stability within their communities. The full impact of
this shift in consciousness on the future generations is
a distressing prospect for the Elders. There was a con-
cern not only about cultural continuity and environ-
mental integrity with modern advances, but also with
the way in which these changes have impacted the
community. The common refrain of the Elders was
that youth no longer have ties to the land because of
various influences. They attributed this disconnection
with the land to the disconnection and alienation with
their cultural roots. Similarly, when the people be-
come disconnected from the land, the lines of commu-
nication between the natural and social worlds are
severed and they have less influence on a depersonal-
ized universe.

The Elders challenged themselves to take owner-
ship and act upon the conditions that would allow
youth to reconnect with their natural environments.
For the Elders, the shift of consciousness within
their communities, particularly by the youth, affects
the overall health of the population in more practical
ways as well. Connections to the land traditionally
meant that the natural environment provided for an
array of health needs including clean air and water,
natural foods, medicinal plants, and spiritual
grounding.

The Elders shared concerns that the shift in diet
from natural foods to consumer products off the store
shelves has consequences in all areas of a person’s
health. Not only was the process of living with nature
and extracting a living from its products important for
their physical and dietary needs, but also meaningful
for their spiritual well-being. Thus, the Elders tracked
the parallel paths of the impacts of climate change and
other industrial activities and the impacts experienced
in the social environment with the urban mentality ad-
vancing into northern territories.

The Elders’ perspective concerning the state of the
land, or isi askiwan, is rooted to their concerns with
the community and particularly with the state of the
youth. The Elders have attached or co-related the sen-
sitive nature of the living land and environment to the
degree of connection the people maintain with their
land roots. Gregory Cajete states that:

. . . creative use of the environment guaran-
teed its continuity, and Indigenous people un-
derstood the importance of allowing their
land its rich life because they believed their
land understood the value of using humans. If
humans could use the land, the land would
also use them to enrich it and keep it alive.
They and the place they lived were equal
partners in life.5

The Elders’ role in maintaining cultural continuity,
and in particular the ability to communicate the im-
portance of maintaining respectful and on-going rela-
tionships with the land to the youth, is parallel to the
degree of response a community can expect from the
environment. The Elders see a sacred responsibility to
uphold a culture that is tied to the land. The practical
fulfillment of that vision, by seeing communities be-
coming strong and vibrant from their connectedness
to the land, would serve as a model for others to fol-
low in maintaining ecological integrity.

Environmental Impacts of 
Industrial Development

The Elders discussed matters that they felt were
outside of their immediate jurisdiction and influence.
The Elders shared a number of concerns about indus-
trial activities and their impacts on the environment of
traditional territories. Industrial activities such as min-
ing and clear cutting of forests, along with other
forms of industrial pollution, were mentioned as con-
tributing factors to the destruction of the environment.
In particular, Elders shared concerns about the quality
and quantity of water in their territories and the state
of the forest ecosystems. With respect to the latter, a
number of Elders were concerned with the decreasing
abundance of plant species used for traditional pur-
poses.

Elders at the forum made a clear and passionate
connection between industrial activities and the im-
pacts they have on the natural and social environ-
ments of their home communities. To a certain degree,
climate change may be considered a natural process
as the Earth’s climate has always changed and gone
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through cycles as evidenced in the natural history
available to us. However, present concerns stem from
the degree to which human activities are altering or
accelerating these natural rhythms to a point where
the impacts become unpredictable or impossible to
absorb. These concerns are shared by Elders and
western scientists alike.6 For the Elders, the idea of
human impacts on the environment is clearly seen in
the way industrial activities are disrupting the natural
environments in their territories. These industrial ac-
tivities and their impacts are particularly distressing
because of the personal relationships the Elders have
with their lands. For the Elders, the land, and indeed
the universe, is alive and therefore must be ap-
proached in a personal manner. First Nations Elders
and spiritual people meditate about the relations be-
tween individuality, the natural world, and the myste-
rious life force that permeates creation. The transmis-
sion of these insights benefits the community as a
whole. For many of the people connected with the
land, maintaining relationships with the natural world
is part of their being and contributes to the way they
understand and associate with the environment. Any
harm done to the land and water that contributes to
their livelihood is a personal assault to their existence.

The Elders at the forum linked the natural environ-
ment, as the natural background of human thought
and society, with human responsibility for the mainte-
nance of that perspective and order. How well society
understands and acts upon the human-nature relation-
ship may have a bearing on how much it can come to
grips with issues of climate change. The Elders said
keeping the integrity of those natural environments
calls for society’s increased awareness about the links
between human action and its capacity to influence
the environment. As a partnership in the forum, the
Elders challenged each other, the western scientific
community, and society at large to adopt a conscious-
ness about the living natural world and to recommit to
personal relationships and efforts to understand its
natural rhythms and patterns.

Other Themes Relating to
Environmental Health

A number of other themes will likely emerge as the
authors continue to analysize the data from the forum.
The topics addressed by the Elders include observed
changes in weather patterns and precipitation levels
and changes in bird and wildlife populations, particu-
larly in the most northern regions of the province.
These themes, and their relation to environmental
health, will be fully explored in the final report on the

forum, which is due for completion in March 2005.
As a preliminary example, the authors will briefly
profile one topic–that of water quality and
quantity–and provide some initial analysis in terms of
the broad themes already identified.

One of the three questions the Elders addressed
was about the changes they had experienced and ob-
served in their traditional territories. A recurring ob-
servation, though one that took on specific character-
istics in particular geographic locations, was around
the quality and quantity of water in their territories.
This topic was mentioned by Elders from all four of
the PAGC sectors (PlainsCree/Dakota, Swampy Cree
Woodland Cree, and Dene) in terms of its impact on
their livelihoods. It was often mentioned in relation to
industrial activities in their territories. For example,
Elders living near Saskatchewan’s border with Mani-
toba expressed concerns about the pollution from in-
dustrial activity along the border. They noted changes
in the taste and quality of their water. They were con-
cerned with the impacts of pollution on the lakes and
fisheries in their area. Dene Elders from northern
Saskatchewan were concerned about the impacts of
mining activities on water quality. Elders living along
the Saskatchewan River noted that the river was tradi-
tionally the source of livelihood for their communi-
ties, but that the river was now polluted from run-off
from farming and the results of deforestation.

The Elders emphasized that water is the source of
life for all living things. Yet, human activity is seri-
ously impacting the availability and quality of that
water. Climate change, also accelerated by human ac-
tivities, was also seen as impacting water supplies.
Changes in precipitation had resulted in decreased and
fluctuating water levels. There was a strong sentiment
expressed by the Elders that it was their responsibility
to keep and protect the land for future generations, but
that society as a whole would have to re-establish its
priorities and respectful attitudes towards the land to
bring things back into balance. Thus, the connection
was drawn again with the social environment, as the
framework for human industrial activity, being inher-
ently tied to the natural environment.

DISCUSSION

Traditional Ecological Knowledge

Increasingly, western scientists and academics are
recognizing the importance and value of the tradi-
tional ecological knowledge (TEK) held by Elders
and other members of Aboriginal communities. TEK
has been defined as:
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. . . a body of knowledge built up by a group
of people through generations of living in
close contact with nature. It includes a system
of classification, a set of empirical observa-
tions about the local environment, and a sys-
tem of management that governs resource
use.7

The word “traditional” does not imply static. Like any
other knowledge system, TEK is dynamic and con-
stantly evolving through new experiences and obser-
vations.8

Western science and TEK are often viewed as two
contrasting knowledge systems. In this comparison,
western science is characterized as tending to reduce
and simplify complex systems, to focus on numbers
and data, and to consider natural systems as frozen in
time and removed from any social framework. In con-
trast, TEK is described as holistic, descriptive, and
connected to long-term timeframes and specific cul-
tural settings. While this comparison may provide
some basis for general understanding, it simplifies the
nature of both knowledge systems. The term “western
science” encompasses a broad range of theoretical and
methodological approaches. These approaches can
strive for holistic and long-term understandings, as in
the case of ecology, and may be directed towards spe-
cific social goals, as in the case of conservation biol-
ogy. In turn, TEK may include quantitative observa-
tions and generalized understandings of
environmental processes.

Some of the earliest studies on TEK in Canada
took place with Inuit communities in the Arctic.
They were directed towards documenting tradi-
tional land use and occupancy to support land claim
negotiations.9 These studies brought to the forefront
the extensive knowledge held by Inuit communities
about their traditional territories. They provided the
foundation for the growing literature on the applica-
tion of TEK to the management of resources and
the development of co-management regimes,10 en-
vironmental impact assessments,11 conservation and
sustainable development,12 and environmental his-
tory.13

More recently, as the issue of climate change has
become a growing concern, Aboriginal people, and
Elders in particular, have begun to add their voices
and observations to the body of knowledge about this
issue. This has particularly been the case in northern
regions where livelihood activities often remain tied
to the land. For example, in 1999 the International In-
stitute for Sustainable Development in Winnipeg un-
dertook a project in partnership with the Inuvialuit

community of Sachs Harbour in the Northwest Terri-
tories to record Inuit observations on climate
change.14 In March 2001, the Nunavut Tunngavik In-
corporated hosted a two-day workshop in Cambridge
Bay bringing together Inuit Elders and hunters from
the region to discuss climate change issues.15 In 2003,
the Department of Resources, Wildlife and Economic
Development of the Northwest Territories attended
the Dene Nation Elders Gathering in Rae-Edzo to ini-
tiate discussions on climate change and develop a se-
ries of regional workshops with Elders around this is-
sue.16 Further south, the Model Forest Association
hosted a workshop on climate change at the Little
Black River First Nation Community Hall in Mani-
toba in January 2003.17 All of these initiatives point to
the growing need for collaboration between western
scientists and Aboriginal communities to understand
and address climate change issues. The PAGC Elders’
forum on climate change is one contribution to this
process.

The Elder Perspective

Moving beyond the academic discussion on TEK
to a deeper level, more reflective of community reali-
ties, requires a thoughtful consideration of the loca-
tion from which the Elders’ voice comes. The First
Nations world view, as represented by the Elders, is
formed and guided by a distinct history, knowledge,
tradition, values, and interests as well as social, eco-
nomic, and political realities.

There are other important differences between First
Nations and western knowledge systems beyond cul-
ture. The value of the Elder perspective is in their
ability to relate to climate change as a broader process
that goes beyond the facts and figures of academic
study. The fundamental value of including the Elders’
perspectives into the discussion about climate change
and population health is their unique experience and
knowledge base with the natural environment. Many
of the Elders’ lifestyles are tightly connected to the
natural environment through trapping, hunting, fish-
ing, and other means of northern livelihood. This ex-
perience is a way of life and a way of knowing and
understanding. The First Nations knowledge system
and world view attaches significance to the relation-
ships between humanity, community, ecology, and the
supernatural. These relationships allow an opportu-
nity, perhaps one not fully understood or appreciated
by western society, for Elders and other First Nations
knowledge holders to establish intimate and personal
relationships with the living forces that surround their
communities. As David Suzuki and Peter Knudtson
state:
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. . . from this attitude of respect, gratitude and
humility, aboriginal people have acquired an
understanding of their ‘relatives’ that is far
more extensive than the unidimensional kind
of information that is gleaned by scientists.18

In turn, these foundational philosophies and practices
teach that existence is a subjective experience of the
world. The attachment to the land provides the
grounding necessary to speak meaningfully about
these relationships. The First Nations perspective sug-
gests the possibility of influencing forces beyond the
physical reality of the world through these personal
relationships with the land and environment. The fun-
damental insight is that all existence is connected and
that the whole encompasses and includes the individ-
ual. Joseph Couture has described this immanence as
“the pervasive, encompassing reality of the life force,
manifest in laws–the laws of nature, the laws of en-
ergy, or the laws of light.”19

The insight of the Elders is the awareness and nat-
ural intelligence of the universal forces. The plants,
animals, rocks, elements, and everything in nature, in-
cluding humans, exhibit an intelligence that is percep-
tible to Elders as the scientists of First Nations com-
munities. Dividing the universe up into living and
non-living things has no meaning in this context. First
Nations knowledge contains the idea that even a rock
is in some way alive because life and intelligence are
present not only in all of matter, but also in energy,
space, time, and the fabric of the entire universe. The
Elders understand that coming to grips with issues of
climate change would entail discussion around per-
spectives of the living environment. Cajete states that:

[First Nations] perceived multiple realities in
Nature–that experienced by our five senses
was only one of many possibilities. In such a
perceived “multiverse,” knowledge could be
received directly from the animals, plants,
and other living and non-living entities . . .
All life and nature have a “personhood,” a
sense of purpose and inherent meaning that is
expressed in many ways and at all times.20

Elders’ perceptions of the natural environment are
important in understanding the complex array of chal-
lenging questions presented by global climate change.
The Elders believe that by understanding the spiritual
world, society can more fully understand the natural
world. With this understanding, knowing becomes
possible. Peggy Beck and Anna Walters state:

. . . a knowledgeable human being was one
who was sensitive to his/her surroundings.
This sensitivity opened him/her to the Grand
mysteries and to the possibility of mystical
experiences, which was considered the only
way to grasp certain intangible laws of the
universe.21

This fundamental principle of First Nations thought is
often discounted in western scientific circles. How-
ever, understanding its value can lead to insights
about climate change and many other important is-
sues. As Jeremy Hayward has stated, “it is just that
the modern description leaves out so much–it leaves
out the sacredness, the livingness, the soul of the
world.”22

Cross-Cultural Ethics

Careful and thoughtful work is needed to bring dif-
ferent knowledge traditions together on common is-
sues such as environmental change and health. It is
important that the difference between the First Na-
tions and western knowledge systems be clearly de-
fined as the beginning of this discussion as a back-
drop. Cajete cautions that 

Western and Native science traditions are
very different in terms of the ways in which
people come to know, the ways in which
knowledge or understanding is shared, how
knowledge is transferred from one generation
to another, and how knowledge is handled
legally, economically, and spiritually.23

This distinction will provide some perspective to the
different views and approaches taken relative to the
issue of climate change.

As much as western knowledge gathering is guided
by principles of knowledge production and reproduc-
tion, the First Nations knowledge tradition similarly
operates under a set of guidelines or protocols. The
Elders’ forum is presumed to operate under the proto-
cols of the participant First Nations. The Elders fo-
rum, as a methodology, continues to be developed by
the authors in conjunction with the PAGC. Discus-
sions are continuing around the format and the shar-
ing of information from the forum. The Elders them-
selves suggested a number of possible improvements
to the format. For example, holding the forum in a
community setting (rather than in an urban centre)
would mean that children and youth could be more
actively involved. Holding the forum in an outdoors
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setting would be more in keeping with traditional
practices. The development of the forum is guided by
principles of ownership, control, access, and protec-
tion24 of information where intellectual property
rights are weighted to the advantage of the Elders.

Philosophically speaking, the Elders’ forum, as a
methodology, does not need validation from any other
knowledge institution nor is it presumed that the west-
ern conventions of knowledge production apply in the
First Nations’ cultural context. While it may overlap
to some degree with qualitative research methods in
the social sciences (such as oral history research, par-
ticipatory action research, and other methods being
developed in the field of TEK studies), it takes its ulti-
mate authority and validation from First Nations cul-
tural traditions and protocols for knowledge produc-
tion and transfer.

For the Elders, the gathering format is a traditional
learning process that is a central feature of First Na-
tions knowledge systems. It is important for the centre
of control to remain with First Nations communities.
This was demonstrated in practical terms, for exam-
ple, in the alteration of the PAGC Elders forum
agenda according to the wishes of the participant El-
ders. Such a gathering creates a forum for cultural and
social exchange between experienced and knowledge-
able people within their own traditional setting. As
such, it is helpful in bringing about the re-establish-
ment of a First Nations institution. The Elders are
scholars in their own right within the First Nations
knowledge system. A primary goal of the Elders fo-
rum is to provide supportive conditions for that
knowledge system to function and flourish. These
conditions include spiritual and cultural observances,
open dialogue, and appropriate technology for the use
of First Nations languages. As Roberto Unger has
stated, if an environment allows people to move
within it to discover everything about the world
freely, it is a natural setting. If the environment does
not allow such movement, it is artificial.25

The Elders’ forum relies on the direction and con-
tribution of leaders within First Nations communities.
It cannot be created solely within the academic
sphere. This was demonstrated in the Elders’ forum
on climate change where leadership from the PAGC,
individual communities, and the Elders organized the
necessary cultural and political resources to achieve
the objectives of the forum. From this position of
leadership, the Elders were positive about sharing the
results of the gathering so that it could benefit society
as a whole–provided, however, that the communities
ultimately retain ownership of the information.

Conciliation of First Nations 
and Western Knowledge

An interesting feature of the Elders’ forum was the
inclusion of a presentation by the PARC research co-
ordinator. The presentation gave the western scien-
tific perspective on climate change and shared infor-
mation on climate change in Saskatchewan. This
sparked a lively exchange between Elders and re-
searchers. It provided them with a rare opportunity to
ask questions of one another and share observations.
The presentation showed how scientists have deter-
mined that the climate is always changing, that the
current rate of climate change is unusually rapid, and
that the impacts observed by the Elders (such as
falling lake levels) agree with the results of global
climate modeling. The principle of objectivity and
the array of quantitative data produced by the scien-
tific method were compared with the Elders’ perspec-
tive of a participatory mind towards the issue of cli-
mate change. The scientific perspective detailed the
data collection process and the time span of climate
change knowledge going back thousands of years us-
ing modern technology to analyze tree rings and sedi-
ment samples. The information presented from this
perspective complemented the observations of the El-
ders who responded to the issue of climate change
through their experience with nature. They empha-
sized the effects of change impacting the health and
quality of life of their communities at the personal
level. The Elders painted a picture of personal rela-
tionships to their environment and their dependency
on it. It became increasingly apparent that for the El-
ders it is the experience of observing that is important
and not just the observation itself.

The Elders’ forum attempted to reconcile how aca-
demics and Elders can work together and how cultural
knowledge traditions, guided by differing world
views, can co-operate and form partnerships in the
pursuit of knowledge. As noted by Henry Huntington
and others, although there is widespread recognition
of the value of incorporating traditional knowledge in
environmental studies, little attention has been paid to
the actual process of how holders of traditional and
scientific knowledge can effectively communicate
with one another to share information.26 The forum
provided the opportunity to bring together different
groups. It highlighted the possibilities of advancing
knowledge in pursuit of a common goal. An important
question to grapple with is how the two knowledge
systems can work together in an ethical manner from
a place where both traditions are respected. As Cajete
suggests:
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. . . a crucial first step in making the dialogue
and its effects truly authentic and practical
would be for the Western scientific establish-
ment to validate the study of Indigenous sci-
ence.27

In the view of the authors, the latter does not need ex-
ternal validation. However, the respectful recognition
of its validity by western scientists does open the way
for a dialogue that will benefit both sides.

The academic writers who are linked to the Elders’
forum are perceived as oskapiwis–a Cree word which
translates loosely as “servant”–to the First Nations
knowledge system. They are expected to perform their
skills and duties under the support and direction of
that system. The intellectual study of the oral tradition
is enhanced by the cross-cultural dialogue of the El-
ders’ forum. Western understanding is enhanced by
the alternate perspectives presented by the Elders and
by the work of the oskapiwis to facilitate the dialogue
between First Nations and western world views. In
this respect, the facilitators, academics, and writers
associated with the Elders forum need to work from a
position that is reflective and respectful of both sys-
tems.

In the same vein, equality is necessary in building a
mutually beneficial relationship. This kind of work
must be carefully crafted to foster a mutual apprecia-
tion for working together and to pave the way for fu-
ture endeavours. The Elders’ forum described in this
paper initiated an exchange, a discussion between the
First Nations and western community regarding the
importance of knowledge from different perspectives.
It is conceivable that the First Nations community can
respect western scientists for the work they do. It is
also logical to assume that scientists in turn can learn
to see themselves less as observers and more as expe-
riencers. Indeed, this was demonstrated through the
respectful exchanges at the Elders’ forum. Both the
Elders and the western scientists approached the fo-
rum with open minds and with respect for the infor-
mation presented by the other. As Michael Talbot has
said about scientific understanding, “a shift from ob-
jectivity to participation will also most assuredly af-
fect the role of the [western] scientist.”28

The Elders’ forum helped bring together traditional
environmental knowledge and western scientific un-
derstanding in attempts to understand the complexity
of climate change. The two knowledge systems are
different and often do not understand each other. As a
result, they have not worked together to address issues
such as global climate change. The lack of under-

standing between western science and First Nations
knowledge continues to persist. However, as David
Peat suggests, “science is about understanding; it is
one of the ways we attempt to answer the perennial
questions about the nature of existence.”29 This defin-
ition of science has some resonance with First Nations
perspectives and world views. It suggests a common
ground on which to build a relationship.

Solutions and Key Players

The benefits of incorporating traditional knowledge
into studies on climate change have been documented
by a number of authors. For example, Patricia Lang-
ley Cochrane and Alyson L. Geller point out that
Alaska Natives observed changes in weather patterns
and thinning sea ice long before scientific studies in
the region confirmed these observations.30 A clear
benefit in incorporating traditional knowledge is to
highlight these early warnings of environmental
change and direct research to key areas. Fikret Berkes
and Dyanna Jolly have suggested that it is important
to consider issues of resilience and adaptation to a
changing environment. Such lessons can be learned
from First Nations communities that have adapted and
responded.31 As global warming is a proven and pro-
gressing phenomenon, it will be necessary for human
populations to adapt to, as well as attempt to lessen
the impacts of, changing environments. Berkes and
Jolly provide examples of adaptive strategies used by
the Inuvialuit community of Sachs Harbour to cope
with a changing Arctic environment. They highlight
the importance of traditional knowledge, both in
terms of understanding what is happening on the land
and in developing adaptive responses rooted in spe-
cific cultural contexts.

As noted already, the Elders at the PAGC Elders fo-
rum clearly recognized a need for changing the status
quo–in terms of revitalizing the relationship between
people and the land–as a way of addressing climate
change and other environmental issues. However, the
Elders decided by consensus at the forum that their
role was not a political one. They purposely refrained
from making resolutions and formal recommenda-
tions. The Elders identified that their role in response
to the current situation was to strengthen their own lo-
cal communities and cultural connections to the land,
particularly through working with the youth. By im-
plication, it is the role of western scientists, and in
particular those present at the Elders’ forum, to share
the information from the forum to the broader society
and to decision-makers as a way of motivating and in-
fluencing change in the western sphere.
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CONCLUSION
The purpose of the gathering in Prince Albert was

to draw on the knowledge and experience of First Na-
tions Elders regarding climate change on the prairies
and human adaptation to these changes as well as to
share information between Elders and scientists in a
collective effort to address the issues of climate
change. The significance and benefits of the Elders’
forum may be seen to flow from the process of the
gathering as well as from the products, or end results.
The development of the Elders’ forum, within the
PAGC and in collaboration with IPHRC at the First
Nations University of Canada, provides a strategic
venue for First Nations knowledge and in particular
Elders’ discussion and its distribution. The Elders’ ex-
perience and wisdom is a vital ingredient in the fabric
of First Nations communities. It is important for their
voices to be heard and reasserted in that context. Such
a gathering of Elders might be described as a think
tank or a great library of knowledge and history in the
revitalization of First Nations communities and for the
mainstream understanding of First Nations values
through knowledge translation and transfer. The El-
ders’ forum is conceived as a methodology that brings
out cultural norms and understandings from the El-
ders’ perspective. The knowledge of the Elders comes
from an oral tradition that is firmly set in the context
of First Nations languages and the natural environ-
ment. The Elders forum provides a venue to access
this knowledge, facilitated by oskapiwisahk who are
knowledgeable about both western and First Nations
knowledge traditions.

This important source of information has the poten-
tial to significantly add to scientific and public under-
standing of both the history of climate change on the
prairies and the strategies used by communities–past,
present, and future–to adapt to these changes. One of
the most significant features of the Elders’ forum, be-
yond the collection of information specific to climate
change and mechanisms for adapting to change, is the
empowerment of Elders and community voices in
matters of population health and public policy. At an-
other level, the forum highlighted the way communi-
ties can engage in issues of population health. To date,
discussions of this kind have been dominated by west-
ern science. The limitations of that knowledge are
now being recognized. By engaging in these issues,
communities, under the leadership of Elders, have the
opportunity to teach the broader Canadian society
about alternative approaches to health, and in particu-
lar the relationship between health and the natural en-
vironment.
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Further RReading
NATIVE SCIENCE

Natural Laws of Interdependence

By Gregory Cajete
Clear Light Publishers Inc., 2000
ISBN 1-57416-035-4
328 pages

In Native Science, author Gregory Cajete initiates
the reader into a timeless tradition of understanding,
experiencing, and feeling the natural world. He ex-
plores and documents the indigenous view of real-
ity–delving into art, myth, ceremony, and symbol as
well as the practice of Native science in the physical
sphere. He examines the multiple levels of meaning
that inform Native astronomy, cosmology, psychol-
ogy, agriculture, and the healing arts.

Cajete points out parallels and differences between
the models of indigenous knowledge and western
science. For example, parallels exist between the in-
digenous view of spirit and the concept of energy un-
derlying quantum physics and astrophysics. However,
Cajete notes that some western thinkers are beginning
to acknowledge that the contemporary scientific
model leaves out much that is essential to understand-
ing and dealing with the realities of the natural world.
Unlike the western scientific method, indigenous
thinking does not isolate an object or phenomenon to
understand and work with it, but perceives it in terms
of relationship. Relationship makes everybody co-cre-
ators. An understanding of the relationships that bind
together natural forces and all forms of life has been
fundamental to the ability of indigenous peoples to
live for millennia in spiritual and physical harmony
with the land. It is clear that the First Peoples offer
perspectives that can help society work toward solu-
tions at this time of global environmental crisis.

Cajete is a Pueblo Indian from Santa Clara Pueblo,
New Mexico. He is an assistant professor at the Uni-

versity of New Mexico’s College of Education. He
was the chairperson of Cultural Studies and dean of
the Center for Research and Cultural Exchange at the
Institute of American Indian Arts in Santa Fe. He is
the author of Look to the Mountain: An Ecology of In-
digenous Education and editor of A People’s Ecology:
Explorations in Sustainable Living.
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THE CULTURAL MAZE

Complex Questions on Native 
Destiny in Western Canada

Edited by John W. Friesen
Detselig Enterprises, 1991
ISBN 1-55059-030-8
256 pages

Native people in Western Canada today face count-
less complex questions in virtually every sphere of
functioning–legal, economic, educational, and spiri-
tual to name a few. The Cultural Maze: Complex
Questions on Native Destiny in Western Canada ex-
plores the different aspects of some of the relevant is-
sues affecting the Native community, with a view to
clarifying the underlying challenges.

Written from the standpoint of experience and ex-
pertise, particularly in the case of Native writers, each
chapter offers an in-depth understanding of the real is-
sues affecting the future of Native culture. The first of
three main sections provides a historical background
to understanding some of the challenges with which
the First Nation community is currently grappling.
The second section outlines six contemporary issues
facing the Native community–namely economic de-
velopment, land claims, Aboriginal rights, language,
educational policy, and local control of education. The
third section explores the direction of Native cultural
survival through a discussion of the role of Elders,
higher education, and Canadian multiculturalism.

A treatise to the strong hope for the future that ex-
ists within the Native community, The Cultural Maze
constitutes a realistic perspective on Native issues and
puts its finger on the pulse of the challenges affecting
Native destiny.



NORTHERN FRONTIER
NORTHERN HOMELAND

The Report of the Mackenzie Valley
Pipeline Inquiry, Revised Edition

By Thomas R. Berger
Douglas and McIntyre Ltd., 1988
ISBN 0-88894-601-5
272 pages

Northern Frontier Northern Homeland is one of
the most important books ever published in Canada.
As the report of the Mackenzie Valley Pipeline In-
quiry headed by Thomas R. Berger, the book explores
the social, environmental, and economic impact of
building a natural gas and energy corridor from the
Canadian Arctic to mid-continent. The controversial
recommendations–pro-Native and pro-environment–
changed the attitudes of many Canadians towards de-
velopment in the North as well as affecting opinion
abroad. Written in strong, clear language and includ-
ing the eloquent testimony of Aboriginal people, the
book became a best seller with more than 100,000
copies sold.

This revised edition of Northern Frontier Northern
Homeland–shortened by the deletion of outdated ma-
terial–remains valid and valuable. A substantial new
introduction by Berger brings matters up to date and
offers his present view on the future of the North. It
reminds readers of Canada’s opportunity to play a
leading role in the preservation of the circumpolar
basin.

Berger is a lawyer practicing in Vancouver, special-
izing in civil liberties, Constitutional law, and Aborig-
inal rights. He is the author of Fragile Freedoms, a
book on human rights. Since the Mackenzie Valley
Public Inquiry, he has devoted a great deal of time to
understanding the people, environment, and problems
of the Arctic regions. In 1985, after two years of
travel throughout Alaska, he published Village Jour-
ney: The Report of the Alaska Native Review Commis-
sion, his report written for the Native peoples of
Alaska on the land claims settlement there.
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INTRODUCTION
Obesity is a condition of excessive body fat to an

extent that health may be compromised. Overweight
children have high weight for their height and may be
at risk for obesity and its complications. Many defini-
tions of obesity and overweight have been used in the
past. Some researchers in the past have included
obese children within the overweight category while
other researchers have excluded obese children from
the category of overweight. For these reasons, direct
comparison of the rates of overweight and obesity
from different studies should be made with caution.
Hopefully, the 2000 release of pediatric growth charts
that allow the terms overweight and obesity to be de-
fined will resolve this problem.

Direct measures of body fat are not practical for clin-
ical or community practice. For this reason, body mass

index (BMI), which correlates well with body fat, is
now widely used to define overweight and obesity. BMI
is the ratio of weight in kilograms to the square of
height in metres. Pediatric growth charts that provide
BMI reference values for children are available online at
http://www.cdc.gov/growthcharts. Growth charts com-
pare a child’s BMI to that of other children using per-
centiles. The child’s BMI percentile is in relation to
other children of the same age and sex. The 50th per-
centile is the average BMI value for age. If a child’s
BMI is the 95th percentile that means the child’s BMI is
greater than or equal to the BMI measurements of 95
per cent of children that age. The remaining five per
cent of children that age have a BMI that is greater than
that child’s. In Canada, a child with a BMI between the
85th and 95th percentile is considered overweight and a
child with a BMI at or above the 95th percentile is con-
sidered obese.
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Overweight iin FFirst NNations CChildren:
Prevalence, IImplications, aand SSolutions

Noreen D. Willows, PhD,
Department of Agricultural, Food, and Nutritional Science,

University of Alberta

Abstract

Obesity is a condition of excessive body fat to an extent that health may be compromised.
Overweight children have high weight for their height and may be at risk for obesity and its
complications. In Canada, children are classified as obese or overweight based on their body
mass index (BMI), which is the ratio of a child’s weight to height. A child with a high BMI typically
has excess body fat and is referred to as obese. Although national survey data is lacking, the
available evidence suggests that Aboriginal children and youth living in Canada have a high rate
of overweight and obesity. Childhood obesity is associated with health problems such as type 2
diabetes, high blood pressure, high levels of fat and insulin in the blood, joint problems,
gallstones, and breathing problems when sleeping. Considering the high rate of type 2 diabetes in
Aboriginal communities, the health risks associated with obesity in childhood may be high for
Aboriginal children. National surveys are required to interpret the extent of the problem in
Canada. However, the available evidence suggests a need for programs to prevent obesity in
children in Aboriginal communities. The development of programs requires a better understanding
of the biological, community-level, cultural, and social contributions to obesity in children.
Community-based research that examines the factors associated with obesity in Aboriginal children
(e.g., characteristics of the mother, activity level, dietary intake, and body fat); looks at cultural
perceptions, attitudes, and knowledge about overweight children; and identifies community
barriers to the adoption of healthy lifestyles is required.

Key Words

Children, obesity, program planning, community-based research, Native American, diabetes, First
Nations children



In Canada and the United States, there is a high rate
of overweight and obesity in boys and girls.1 There are
noticeable differences in obesity rates among racial-
ethnic groups. The reasons for these differences are un-
clear, but are likely the result of economic, social, and
cultural factors that directly or indirectly affect the dis-
tribution of body weight in a population. In both
Canada and the United States, the rate of overweight
and obesity is considered to be higher in Aboriginal
children than in the non-Aboriginal population (see
Table 1). However, there have been limited surveys of
these conditions in Aboriginal children in Canada.

Given the negative affects of obesity on health, the
prevention of excess body fat that might lead to obe-
sity must begin as early in life as possible. Programs
for the prevention of obesity in Aboriginal children
must be implemented. To be effective, prevention pro-
grams must not focus solely on changes in individual
behavioural patterns. They must also focus on elimi-
nating environmental barriers to healthy food choices
and active lifestyles.2

The intent of this paper is to provide a review of
the research published since 1990 on the rate of over-
weight and obesity and associated risk factors in Abo-
riginal children living in Canada and the United
States. This paper also outlines areas of research that
are required to develop effective interventions against
obesity in children in Aboriginal communities.

RESEARCH RELATED TO 
OVERWEIGHT AND OBESITY IN 
FIRST NATIONS CHILDREN

Cree of James Bay, Quebec

The Cree of northern Quebec, whose population
numbers 14,000, live in nine rural or remote commu-
nities. Historically, the James Bay Cree were hunters,
fishers, and trappers. Since the late 1970s, the lifestyle
of the people has changed dramatically with a notice-
able decrease in physical activity and a change in diet
to one that is largely market food. In 2002, 15 per cent
of the population over 20 years had type 2 diabetes
compared with 4.7 per cent of the population of Que-
bec. Diabetes has been diagnosed in youth.3 Obesity
in children is a serious health problem. The rates of
obesity has increased during the 1990s (see Table 1).4
In the early 1990s, it was found that overweight chil-
dren participated less in physical activity and con-
sumed fewer servings of milk products and fruits and
vegetables than their normal-weight peers. Total en-
ergy intake from food was not evaluated.5 Overweight
is observed early in childhood in this population with

the majority of preschool children being overweight
or obese.6 Cree children living in the region 60 years
ago had healthy body weights with only two per cent
being obese.7 Due to geographic and cultural isola-
tion, the James Bay Cree are a relatively genetically-
stable population. This suggests that the increase in
body weight reflects dramatic environmental alter-
ations and, perhaps, an increase in biological risk fac-
tors for childhood obesity.

Mohawk of Kahnawake, Quebec

Kahnawake is an urban Mohawk community near
Montreal. The traditional diet consisted of corn, beans,
and squash supplemented by foods acquired through
fishing, hunting, and gathering. In contrast, the current
diet is predominantly market food. There is a high rate
of type 2 diabetes and associated disease in adults in
Kahnawake. For this reason, a school-based diabetes
prevention program was started in 1994.8 Since the
start of the program, there has been intense study of
weight in children. The prevalence of overweight chil-
dren is high (see Table 1).9 Because Mohawk children
carry excess abdominal fat, the health risk of over-
weight is potentially heightened.10 Television viewing
is related to body fat in these children and children ob-
tain a high percentage of food energy from sugar.11

Oji-Cree in Sandy Lake, Ontario

Sandy Lake First Nation is an isolated community
in the boreal forest region of central Canada. The tra-
ditional hunting and gathering lifestyle of the inhabi-
tants has been altered dramatically over the last few
decades, comparable to the Cree of James Bay, Que-
bec. Likely due to this transition in lifestyle, illness
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Body MMass IIndex iis tthe rratio oof wweight iin
kilograms tto tthe ssquare hheight iin mmetres.

A BBMI oof 118.5 oor uunder 
is cconsidered uunderweight.

A BBMI oof 118.5 tto 224.9 
is cconsidered nnormal.
A BBMI oof 225 tto 229.9 

is cconsidered ooverweight.
A BBMI oof 330 oor mmore 
is cconsidered oobese.i

i. “Canadian Guidelines for Body Weight Classification
in Adults,” (Ottawa: Health Canada, Office of Nutri-
tion Policy and Promotion, 2003) available at
http://www.hc-sc.gc.ca/hpfb-dgpsa/onpp-bppn/qa_pub-
lic_e.html (accessed Feb. 8, 2005).
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Table 1a: Prevalence of Overweight and Obese First Nations Schoolchildren and Youth in Canada 
Compared with the General Population of Childreni

Overweight ((%) Obese ((%)

General Population of Childrenii about 30 about 10

First Nations and Inuit Regional Health Survey (late 1990s)iii 6 (boys), 7 (girls)

Cree in Northern Quebec (early 1990s)iv 38 9 (boys), 24 (girls)

Cree in Northern Quebec (late 1990s)v 24 35

Mohawk of Kahnawake, Quebecvi 29.5 (boys), 32.8 (girls)

Oji-Cree in Sandy Lake, Northern Ontariovii 27.7 (boys), 33.7 (girls)

Anishnabai Temagami First Nation, Ontarioviii 29

i. The reference standards for defining overweight and obese differ among studies. Some studies include obese children within the
overweight category while other studies exclude obese children from the category of overweight. Therefore, direct comparison of the
prevalence rates of overweight and obesity should be made with caution.

ii. M.S. Tremblay and J.D. Willms, “Secular Trends in the Body Mass Index of Canadian Children,” Canadian Medical Association
Journal, Vol. 163, No. 11 (2000) p. 1429-33.

iii. H. MacMillan et al., Children’s Health: Chapter 1: First Nations and Inuit Regional Health Survey (Ottawa: First Nations and Inuit
Regional Health Survey National Steering Committee, 1999). This information is based on reports from parents from select First Na-
tions reserves across Canada and Inuit communities in Labrador. It did not include children from Alberta, the territories, or some ar-
eas of Quebec (James Bay Cree, Nunavik Inuit and Mohawk communities).

iv. L. Bernard et al., “Overweight in Cree Schoolchildren and Adolescents Associated with Diet, Low Physical Activity, and High Tele-
vision Viewing,” Journal of the American Dietetic Association, Vol. 95, No. 7 (1995) p. 800-2.

v. I. Ngnie Teta, Secular Trends in the Physical Growth of Cree Children, (Cree Board of Health and Social Services of James Bay,
2002).

vi. M. Trifonopoulos, Anthropometry and Diet of Mohawk Schoolchildren in Kahnawake, master’s thesis (Montreal: McGill Univer-
sity, 1995).

vii. A.J. Hanley et al., “Overweight Among Children and Adolescents in a Native Canadian Community: Prevalence and Associated
Factors,” American Journal of Clinical Nutrition, Vol. 71, No. 3 (2000) p. 693-700.

viii. P.T. Katzmarzyk and R.M. Malina, “Obesity and Relative Subcutaneous Fat Distribution Among Canadians of First Nation and Eu-
ropean Ancestry,” International Journal of Obesity and Related Metabolic Disorders, Vol. 22, No. 11 (1998) p. 1127-31.

due to obesity and type 2 diabetes in adults is com-
mon.12 Children are overweight (see Table 1) with the
rate being highest in preschool children (45.2 per cent
in girls aged two to five years old). In those aged 10
to 19 years, overweight children watched more televi-
sion, had a lower fitness level, and ate less fibre than
children who were not overweight.13

Anishnabai Temagami First Nation,
Ontario

The Anishnabai Temagami First Nation located
four hours north of Toronto is home to more than 200
permanent residents. Residents trace their history
back 6,000 years in the area. A descriptive study
showed that the rate of obesity was high among 38
Anishnabai youth ages five to 19 years (see Table 1).
When data was compared against residents of Euro-
pean ancestry living in a nearby town, Anishnabai
youth had a greater rate of obesity and subcutaneous
(under the skin) fat and fat around the waist.14 Factors
associated with obesity were not studied.

The United States

National surveys of Native American schoolchildren
in the United States indicate that many are overweight
or obese.15 Studies of specific tribes show high rates of
overweight among Navajo, Pueblo, Sioux, Pima, and
Winnegabo or Omaha children (see Table 1).16 High
body fat contributes to overweight.17 Obesity begins
early in life considering the high rate of obesity re-
ported in American Indian preschool children (see
Table 1).18 A study comparing the activity levels of
Pima children (average age of 10 years) and their non-
Native American counterparts found that Pima children
spent significantly less time doing sport leisure activi-
ties and more time watching television.19 A study of
Cherokee teenagers found no association between body
measurements and energy intake or dietary patterns.
Although it appears that overeating did not contribute
to obesity, levels of physical activity were not
assessed.20 Research of Navajo adolescents found
heavier youth had lower energy intakes than leaner
youth. Physical activity levels were not assessed.21
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Table 1b: Prevalence of Overweight and Obese First Nations Schoolchildren and Youth in the United 
States Compared with the General Population of Childreni

Overweight ((%) Obese ((%)

General Population of ChildrenIX 10-15

National surveysx 25-39 9-11

American Indian and Alaska Native Preschool childrenxi 12 - 19

Navajo (late 1980s)xii 25 (boys), 33 (girls)

Navajo (early 1990s)xiii 35 (boys), 40 (girls)

Navajo (mid 1990s)xiv 41 15 (boys), 21 (girls)

Puebloxv 40.4

Siouxxvi 32.1 (boys), 30.6 (girls) 3.6 (boys), 6.1 (girls)

Pimaxvii 74.6 (boys), 78.3 (girls) 44.1 (boys), 51.8 (girls)

Winnegabo and Omahaxviii 32.7 (boys), 34.4 (girls) 16.4 (boys), 13.4 (girls)

New Mexico Indianxix 35.5 (boys), 33.3 (girls)

Predominantly Anishinaabe (Ojibwe)xx 21.3 (boys), 22.5 (girls) 48 (boys), 35 (girls)

ix. R.P. Troiano et al., “Overweight Prevalence and Trends for Children and Adolescents: The National Health and Nutrition Examina-
tion Surveys, 1963 to 1991,” Archives of Pediatrics and Adolescent Medicine, Vol. 149, No. 10 (1995) p. 1085-91.

x. M.Y. Jackson, “Height, Weight, and Body Mass Index of American Indian Schoolchildren, 1990-1991,” Journal of the American
Dietetic Association, 93 (1993) p. 1136-40; B.A. Broussard et al., “Prevalence of Obesity in American Indians and Alaska Natives,”
American Journal of Clinical Nutrition, Vol. 53, Suppl 6 (1991) p. 1535S-42S; and D. Neumark-Sztainer et al., “Psychosocial Con-
cerns and Weight Control Behaviors Among Overweight and Nonoverweight Native American Adolescents,” Journal of the Ameri-
can Dietetic Association, Vol. 97, No. 6 (1997) p. 598-604.

xi. Broussard et al., “Prevalence of Obesity in American Indians and Alaska Natives,” 1991; M.M. Gallaher et al., “Obesity Among
Mescalero Preschool Children. Association with Maternal Obesity and Birth Weight,” American Journal of Diseases of Children,
Vol. 145, No. 11 (1991) p. 1262-5; F.R. Hauck et al., “Trends in Anthropometric Measurements Among Mescalero Apache Indian
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CONSEQUENCES OF OBESITY 
ON HEALTH AND WELL-BEING 
OF ABORIGINAL CHILDREN

Psychosocial Concerns

Obese children can have poor self-esteem and feel
bad about their bodies.22 Until recently, little attention

has been paid to the weight perceptions and weight
control practices of Aboriginal youth. Most of the
available studies show a high rate of eating disor-
ders.23 Two national surveys of weight control prac-
tices and weight perceptions in American Indian
youth showed many adolescents to have weight dis-
satisfaction, low body pride, and weight concerns.24

Overweight youth were less likely than nonover-
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weight youth to engage in health-promoting behav-
iours and were more likely to perceive their health as
poor.25 In Canada, the limited evidence shows body
size dissatisfaction in First Nation youth.26

Physiological Concerns

Childhood obesity causes high blood pressure,
high levels of fat and insulin in the blood, increased
blood clotting, joint problems, gallstones, and
breathing problems (apnea) while asleep.27 Factors
associated with heart disease have been identified in
obese children as young as five years of age.28 Abo-
riginal children can have poor health when over-
weight. Among Navajo adolescents, 10 per cent of
boys and six per cent of girls were found to have
high blood pressure. Overweight children had higher
blood pressure.29 For Plains Indian children from
Oklahoma, the heaviest children had higher triglyc-
eride (blood fat) levels and poorer cholesterol levels
than children who weighed less.30 Obesity is related
to type 2 diabetes in First Nations adults.31 Because
obese children have greater risk than normal weight
children to become obese adults, obese children will
likely have increased risk of diseases such as type 2
diabetes when they grow older.32 Mohawk children
tend to carry their weight around their upper body,
which is associated with greater risk of type 2 dia-
betes among adults.33 The longer the length of time a
person is obese, the more likely they are to get type
2 diabetes. For this reason, obese youth are at risk
for developing the disease.34 Until recently, type 2
diabetes was thought to be almost exclusively an
adult disease. However, it has dramatically increased
among First Nations children as young as four years
of age.35 Data from Pima children show risk factors
for heart disease and diabetic complications in chil-
dren with type 2 diabetes.36 Up to 10 per cent of
First Nations children with type 2 diabetes develop

kidney disease requiring dialysis.37 Although genet-
ics likely contributes to children getting diabetes,
lifestyle factors that lead to obesity are believed to
be more relevant.38

LIMITATIONS OF THE 
KNOWLEDGE ON OBESITY IN 
FIRST NATIONS CHILDREN

There are several limitations of the knowledge on
obesity in Aboriginal children (Table 2). In Canada,
there is no national survey data on the body weight of
Aboriginal children. Although the First Nations and
Inuit Regional Health Survey reported on childhood
overweight, these data are based on reports from par-
ents from select First Nations reserves across Canada
and Inuit communities in Labrador. It did not include
children from Alberta, the territories, or some areas of
Quebec (James Bay Cree, Nunavik Inuit and Mohawk
communities).39 Knowledge on the rate of overweight
and obese children is restricted to a few intensely
studied communities. If the results from these com-
munities are typical of the Aboriginal population as a
whole, then obesity in Aboriginal youth, as in non-
Aboriginal youth, is a great public health concern.
Despite reports of obesity in Aboriginal children asso-
ciated with type 2 diabetes and risk factors for heart
disease, there are only a few studies examining the
causes of obesity.

There is little, quality data on the dietary and
physical activity patterns of Aboriginal children as it
relates to body weight despite evidence for obesity
at young ages. Information on the social and envi-
ronmental causes of obesity in children is even more
limited. The poor success rate of adult obesity treat-
ment programs points to the need for the develop-
ment of obesity prevention programs targeted to-
ward Aboriginal children.40 Given the limitations of

Table 2: Limitations of the Knowledge on Obesity in Aboriginal Children in Canada

• National surveys of body weight are limited

• Studies of preschool-age children are scarce despite evidence for high body weight in this age group

• Dietary patterns of children are not known

• Physical activity patterns of children are not known

• Social and cultural values towards obesity are not well understood

• Community-level barriers to activity and healthy eating are not well documented

• Maternal contribution (maternal diabetes and overweight) are not well studied

• Early childhood factors that may contribute to overweight, such as bottle-feeding and infant feeding
practices, are not well studied
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the knowledge on obesity in Aboriginal children, it
is not clear what form these interventions should
take.

Dietary and Physical Activity
Contributions to Obesity

To develop relevant nutrition education interven-
tions for obesity, it is important to describe the diet
of a population. However, few studies in Canada ex-
ist that describe the diet of Aboriginal children.
Analysis of food use is an important aspect of this
process because it is more practical in education to
focus on specific foods and dietary patterns than on
nutrients.41

The lack of data on physical activity in Aboriginal
youth is an important consideration because physical
activity has the potential to protect against obesity
through maintenance of energy balance. Presently,
knowledge of the factors that influence physical activ-
ity in Aboriginal children is limited. Confidence in
ability to perform a physical activity; beliefs; and so-
cial values related to physical activity, involvement in
community-based physical activity organizations, ac-
cess to equipment at home, and parental physical ac-
tivity have all been associated with, or predictive of,
physical activity in children.42 Knowing the factors
that influence physical activity in obese youth is im-
portant for designing effective intervention
strategies.43

Maternal and Early Childhood
Contributions to Obesity

As documented for the Pima of Arizona and Okla-
homa Indians, factors associated with overweight
childhood can be related to the mother’s obesity and
diabetes.44 There are an extremely small number of
studies in Canada looking at these factors as they re-
late to child growth. In the James Bay area of Que-
bec, Cree children who were bottle-fed had greater
body weight than breast-fed children. Also, the body
weight of the mother during pregnancy is a predictor
of the birth weight of the baby.45 One study in
Canada found that breast-feeding was associated with
reduced risk of type 2 diabetes among Aboriginal
children.46

Community Contributions to Obesity

The environment makes it easy or difficult to adopt
healthy behaviours.47 However, there is little informa-
tion about community factors contributing to obesity
in Aboriginal populations. If communities in which

Aboriginal children live cause obesity, then under-
standing, measuring, and altering the environment is
critical to reducing the rate of obesity. The environ-
ment is not just the physical environment such as the
layout of communities, but also the environment of
economic and social organization and cultural values.
For example, environmental causes of type 2 diabetes
in Mi’kmaq communities in Cape Breton have been
identified as dependence upon market food and lack
of access to traditional food.48 Similarly, in Cree com-
munities in northern Quebec, traditional food is rec-
ognized as health-promoting, but the lack of access to
this food forces many people to consume less-nutri-
tious market food.49

Social and Cultural 
Contributions to Obesity

Not all cultures see obesity as a health problem.50

Even if concern about excess weight and awareness of
health related risks of being overweight are known by
a given culture, there may be little social motivation
to support sustained weight loss efforts.51 Diabetes
and obesity research in Aboriginal communities must
therefore move beyond examining energy intake and
physical activity. It must examine the economic, so-
cial, and cultural context of obesity.52 An understand-
ing of how a culture thinks about obesity is essential
for a better understanding of the impact obesity has on
psychosocial concerns and weight control
behaviours.53 For example, for the Cree of northern
Quebec, obesity may not be seen as a problem.54 Sim-
ilarly, for the Ojibway-Cree in northern Ontario, dia-
betes is not always seen as a serious health problem
and diet and lack of exercise are not always under-
stood to be causes of obesity.55 The Ojibway-Cree
have been reported to prefer larger body sizes; there-
fore, individuals in this culture might not be moti-
vated to lose weight. Older people prefer larger body
sizes perhaps because of associations between thin-
ness and infectious diseases and tuberculosis.56

Adopting obesity prevention practices faces barriers
including the belief that fat in food is nourishing and
healthy and that carrying extra weight is a sign of
health and strength.57

OBESITY PREVENTION PROGRAMS
ARE REQUIRED IN ABORIGINAL
COMMUNITIES

Because eating and physical activity habits are
formed in childhood and may be carried into adult-
hood, prevention programs that encourage increased
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physical activity and healthy eating habits targeted to-
wards children need to be developed and tested. Pro-
gram planners interested in developing obesity pre-
vention programs in Aboriginal communities must
better understand the causes of obesity before devel-
oping interventions. Effective programs to prevent
children from becoming overweight must have re-
spect for, and sensitivity to, language and cultural is-
sues. Program planners must ensure that the program
agrees with community culture and values. It is im-
portant to identify the local belief systems and lan-
guage by which people label and interpret health
problems before developing interventions. Documen-
tation of the local perspectives of health and obesity
will permit use of appropriate language for discussing
obesity and its associated health risks and will con-
tribute towards effective health promotion programs.
A needs assessment can evaluate the community in
terms of its health and nutritional status and its needs
with respect to health, nutrition, and physical
activity.58 To be most effective, interventions must be
developed with full participation of the communities.
Examples of obesity prevention programs in Canada
that follow a participatory model include the Kah-
nawake Schools Diabetes Prevention Project (KS-
DPP)59 and the Sandy Lake Health and Diabetes Pro-
ject.60 In the United States, participatory obesity
prevention programs include Pathways, a multisite
obesity-prevention study in American Indian school
children living on reservations61 and the Zuni Dia-
betes Prevention Program.62 Evaluation of the success
of these programs to prevent obesity is limited or not
yet available.

In Canada, KSDPP was started in 1994 in the Mo-
hawk community of Kawnawake near Montreal. It
was the first primary prevention program for type 2
diabetes in a First Nations community in Canada. This
elementary school-based program has a strong com-
munity health promotion focus. The aim of the inter-
vention has been the development of a health educa-
tion curriculum for children. It teaches about diabetes
and its complications and about healthy eating and
healthy food choices. The intervention is reinforced
by community activities to encourage healthy food
choices and physical activity. Healthy breakfasts are
offered at school and a school policy allows children
to bring only healthy lunches and snacks to school. At
the community level, a community garden was devel-
oped and healthy eating promoted at community
events, through radio shows, and in articles written in
the local paper. Community canteens were persuaded
to include healthy food choices and fewer unhealthy

ones.63 An evaluation of the diet of school children
four years after the start of KSDPP found that chil-
dren were not eating healthier.64 Children were not
asked specifically about how or why they made food
choices. However, given the complexity of food
choices in the environment, it was felt that the inter-
vention likely did not provide children with enough
information to help them in all the choices they make
on their own. Evaluation of KSDPP is ongoing.

CONCLUSION
Data from the Canadian Census shows that Aborig-

inal children represent 5.6 per cent of all children in
Canada. Children aged 14 and under represent one-
third (33.2 per cent) of the Aboriginal population, far
higher than the corresponding share of 19 per cent in
the non-Aboriginal population.65 The Census counted
315,685 Aboriginal children aged 14 and under in
2001. Based on current research, up to one-third of
these children might be at risk for obesity. The illness
and disease expected to result from childhood obesity
might be devastating unless preventative measures are
taken.

Aboriginal communities require childhood obe-
sity prevention interventions that are based on an
understanding of the local risk factors for obesity
and that have sensitivity to language and cultural is-
sues. The identification of factors that support and
reinforce healthy eating and physical activity at
multiple levels of influence is crucial. The determi-
nants that are the most relevant and easiest to
change should form the basis for interventions. Indi-
vidual behaviours must be understood within the
context of social, cultural, economic, and physical
environments that both support and hinder health
behaviours. For this reason, interventions need to
focus on both individual behaviour change and envi-
ronmental change. It is the combination of factors
acting together that promotes or prevents healthy
eating and physical activity, and in turn healthy
weight. Given the multiple and interconnected influ-
ences on weight, strategies focused at multiple lev-
els are more likely to be effective than strategies fo-
cused at a single level. Policy initiatives to help
create and sustain supportive environments are es-
sential to make it easier for children and their fami-
lies to make healthy choices. At the community
level, there is the need for policies to ensure the pro-
vision of healthy food at a reasonable price and to
ensure opportunities for physical activity.

Better information on the rate of obesity in Aborig-
inal children in Canada is particularly pertinent so
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Aboriginal health organizations can respond to com-
munity health needs. The ability to establish baseline
data and benchmarks will allow communities to moni-
tor and evaluate the effectiveness of programs de-
signed to decrease obesity rates. The situation may be
remedied by the recent establishment of a number of
institutes, organizations, and initiatives to improve the
state of knowledge of the health of Aboriginal Peo-
ples. The Institute of Aboriginal Peoples’ Health
whose mandate is to address the special health needs
of Aboriginal Peoples in Canada was created as part
of the Canadian Institutes of Health Research.66 The
National Aboriginal Health Organization, an Aborigi-
nal-designed and -controlled body created in 2000,
works to influence and advance the health and well-
being of Aboriginal Peoples through knowledge-based
strategies. Both these organizations should support
community-based research initiatives to address the
issue of obesity rates and its causal factors in Aborigi-
nal children and the development of obesity preven-
tion programs.
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and -controlled body,

will influence and advance 
the health and well-being

of Aboriginal Peoples 
through carrying out 

knowledge-based strategies.

The National Aboriginal Health Organization and the First Nations,
Ajunnginiq (Inuit), and Métis Centres are unique in that we:
• Are founded on and are committed to unity while respecting diversity 
• Gather, create, interpret, disseminate, and use knowledge on Aboriginal traditional and

western contemporary healing and wellness approaches 
• View community as the primary focus and view research methodologies as tools for

supporting Aboriginal communities in managing health 
• Reflect the values and principles contained in traditional knowledge and practices 

Find out more about NAHO and its Centres by visiting:

http://www.naho.ca
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of Cree Well-Being
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160 pages

Being Alive Well: Health and the Politics of Cree
Well-Being is a critical medical anthropological analy-
sis of health theory in the social sciences with specific
reference to the James Bay Cree of northern Quebec.
In it, author Naomi Adelson argues that definitions of
health are not simply reflections of physiological
soundness, but convey broader cultural and political
realities.

The book begins with a discussion of the study of
health in the social sciences and a call for a broader
understanding of the cultural parameters of any defin-
ition of health.

Following a chapter that outlines the history of
the Whapmagoostui (Great Whale River) region and
the people, Adelson presents the underlying sym-
bolic foundations of a Cree concept of health, or
miyupimaatisiiun. For the Cree there is no word that
translates into English as health. The most apt
phrase is miyupimaatisiiun or, as the author translate
its, being alive well. Being alive well constitutes
what one may describe as being healthy; yet it is
less determined by bodily functions than by the
practices of daily living and by the balance of hu-
man relationships intrinsic to Cree lifestyles. Being
alive well means that one is able to hunt, to pursue
traditional activities, to eat the right foods, and (not
surprisingly given the harsh northern winters) to
keep warm. This is above all a matter of quality of
life. That quality is linked, in turn, to political and
social phenomena that are as much a part of the con-

temporary Cree world as are the exigencies of being
alive well.

The core of this book is an ethnographic study of
the Whapmagoostui Cree and their particular concept
of miyupimaatisiiun. That concept is mediated by his-
tory, cultural practices, and the contemporary world
of the Cree, including their fundamental concerns
about their land and culture. In the contemporary
context, health–or more specifically being alive
well–for the Cree of Great Whale is an intimate fu-
sion of social, political, and personal well-being, thus
linking individual bodies to a larger socio-political
reality.

Adelson is associate professor of Anthropology at
York University. She has been working with the
Whapmagoostui Cree of northern Quebec since 1988.
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Inspiration.
Sharing.
Positive choices.
It helps to have a role model, someone who has faced the
same challenges youth deal with every day and met them
head-on.

The 12 National Aboriginal Role Models will be visiting
Aboriginal communities across Canada, sharing their
stories and messages with youth.

Their mission is to inspire other young people to follow
their goals and dreams, and make positive and healthy
choices that will improve their lives and their
communities.

You can bring a Role Model to your community. 

An online request form is available at: 
http://www.naho.ca/rolemodel 

Or mail your requests to:
National Aboriginal Role Model Program
220 Laurier Ave. W., Suite 1200
Ottawa, ON  K1P 5Z9

For more information, call:
Toll-free 1-877-602-4445
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around the world.

The National Aboriginal Health Organization
(NAHO) created ICAH to link individuals and
health care professionals to resources they can
use to promote and improve health for
themselves, their families, and their communities.

ICAH is an innovative pathway for First Nations,
Inuit, and Métis people to find relevant resources
on health and well-being.

ICAH's English-French-Inuktitut website allows
visitors to search four databases (separately or
simultaneously) of information on Aboriginal
health resources, programs and services for
Aboriginal Peoples, careers and training in health
and indigenous knowledge, and funding for
Aboriginal students.

Visit us at:

www.icah.ca
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