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A Notte ABouT SOURCES

Among the sources referred to in this report, readers will find mention of testi-
mony given at the Commission’s public hearings; briefs and submissions to the
Commission; submissions from groups and organizations funded through the
Intervener Participation Program; research studies conducted under the auspices
of the Commission’s research program; reports on the national round tables on
Aboriginal issues organized by the Commission; and commentaries, special
reports and research studies published by the Commission during its mandate.
After the Commission completes its work, this information will be available in
various forms from a number of sources.

This report, the published commentaries and special reports, published
research studies, round table reports, and other publications released during the
Commission’s mandate will be available in Canada through local booksellers or
by mail from

Canada Communication Group — Publishing
Ottawa, Ontario

K1A 0S9

A cD-ROM will be published following this report. It will contain the report, tran-
scripts of the Commission’s hearings and round tables, overviews of the four
rounds of hearings, research studies, the round table reports, and the
Commission’s special reports and commentaries, together with a resource guide
for educators. The cD-ROM will be available in libraries across the country
through the government’s depository services program and for purchase from

Canada Communication Group — Publishing
Ottawa, Ontario

K1A 0S9

Briefs and submissions to the Commission, as well as research studies not pub-
lished in book or CD-ROM form, will be housed in the National Archives of
Canada after the Commission completes its work.



A Note ABouT TERMINOLOGY

The Commission uses the term Aboriginal people to refer to the indigenous
inhabitants of Canada when we want to refer in a general manner to Inuit and
to First Nations and Métis people, without regard to their separate origins and
identities. ,

The term Aboriginal peoples refers to organic political and cultural entities
that stem historically from the original peoples of North America, not to col-
lections of individuals united by so-called‘racial’ characteristics. The term
includes the Indian, Inuit and Métis peoples of Canada (see section 35(2) of the
Constitution Act, 1982).

Aboriginal people (in the singular) means the individuals belonging to the
political and cultural entities known as Aboriginal peoples.

The term Aboriginal nations overlaps with the term Aboriginal peoples but
also has a more specific usage. The Commission’s use of the term nation is dis-
cussed in some detail in Volume 2, Chapter 3, where it is defined as a sizeable body
of Aboriginal people with a shared sense of national identity that constitutes the
predominant population in a certain territory or collection of territories.

The Commission distinguishes between local communities and nations.
We use terms such as « First Nation community and a Métis community to refer
to a relatively small group of Aboriginal people residing in a single locality and
forming part of a larger Aboriginal nation or people. Despite the name, a First
Nation community would not normally constitute an Aboriginal nation in the
sense just defined. Rather, most (but not all) Aboriginal nations are composed
of a number of communities.

Our use of the term Métis is consistent with our conception of Aboriginal
peoples as described above. We refer to Métis as distinct Aboriginal peoples whose
early ancestors were of mixed heritage (First Nations, or Inuit in the case of the
Labrador Métis, and European) and who associate themselves with a culture that
is distinctly Métis. The more specific term Métis Nation is used to refer to Métis
people who identify themselves as a nation with historical roots in the Canadian
west. Our use of the terms Métis and Métis Nation is discussed in some detail
in Volume 4, Chapter 5. ,

Following accepted practice and as a general rule, the term /nuit replaces
the term Eskimo. As well, the term First Nation replaces the term Indian.
However, where the subject under discussion is a specific historical or contem-
porary nation, we use the name of that nation (for example, Mi’kmag, Dene,
Mohawk). Often more than one spelling is considered acceptable for these
nations. We try to use the name preferred by particular nations or communities,
many of which now use their traditional names. Where necessary, we add the
more familiar or generic name in parentheses — for example, Siksika (Blackfoot).



TERMINOLOGY Xlll

"

Terms such as Eskimo and Indian continue to be used in at least three contexts:

. where such terms are used in quotations from other sources;

. where Indian or Eskimo is the term used in legislation or policy and hence
in discussions concerning such legislation or policy (for example, the Indian
Act; the Eskimo Loan Fund); and

3. where the term continues to be used to describe different categories of per-

sons in statistical tables and related discussions, usually involving data from

Statistics Canada or the Department of Indian Affairs and Northern

Development (for example, status Indians, registered Indians).
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NEew DIRECTIONS IN
SociaL PoLicy

ABORIGINAL PEOPLE IN CANADA endure ill health, insufficient and unsafe hous-
ing, polluted water supplies, inadequate education, poverty and family break-
down at levels usually associated with impoverished developing countries. The
persistence of such social conditions in this country — which is judged by many
to be the best place in the world to live — constitutes an embarrassment to
Canadians, an assault on the self-esteem of Aboriginal people and a challenge
to policy makers.

1. SociaL Povricy IN CONTEXT

The challenge to the Commission to investigate social and cultural issues, and
to propose solutions to problems that compromise the quality of life of
Aboriginal people, was placed squarely before us in the terms of reference rec-
ommended by former Chief Justice Brian Dickson.'

All the items in our mandate have social and cultural dimensions. The sub-
jects addressed specifically in this volume include

* social issues, including poverty, ill health, substandard housing, and family
violence;

* cultural issues, including languages, spirituality, child care patterns, and
traditional ways of life; and

* educational issues, including primary, secondary and post-secondary edu-
cation, protection of cultural identity, and education in Aboriginal com-
munities and settings where Aboriginal students are a minority.?

Justice issues — including relations with police, respect for Aboriginal cul-
ture in the justice system, incarceration rates, and elaboration of Aboriginal jus-
tice systems — form a closely related set of concerns that were addressed in our
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report on justice released early in 1996.° The concerns of women, youth, elders,
Meétis people, and Aboriginal people who live in the North and in rural and
urban settings naturally encompass social and cultural issues as well. While the
perspectives of these groups are addressed to some extent in this volume, a
more integrated review can be found in Volume 4.

Our comprehensive mandate allowed us to look beyond the individual
policy sectors that numerous commissions and task forces have studied over the
past 25 years.* Consequently, we were able to examine current evidence of
social dysfunction in the context of historical experience and to consider solu-
tions that are not merely social.

This broader perspective has shown us that we are living with the painful
legacy of displacement and assimilation policies that have undermined the foun-
dations of Aboriginal societies. With the problems seen in this light, the solu-
tion is redistribution of power and resources so that Aboriginal people can
pursue their social and economic goals and regain their health and equilibrium
through means they choose freely.

2. CONFRONTING
A PAINFUL LEGACY

In Volume 1 we described the process by which Aboriginal peoples were sys-
tematically dispossessed of their lands and livelihood, their cultures and lan-
guages, and their social and political institutions. We showed how this was
done through government policies based on the false assumptions that Aboriginal
ways of life were at a primitive level of evolutionary development, and that the
high point of human development was to be achieved by adopting the culture
of European colonists. We argued that these ethnocentric and demeaning atti-
tudes linger in policies that purport to work on behalf of Aboriginal people while
actually withholding from them the power to work out their own destiny. We
proposed that the way of the future be to put behind us all notions of wardship,
assimilation and subordination and to develop a new relationship based on
mutual recognition, mutual respect, sharing, and mutual responsibility.

In Volume 2 we set out the means by which this new relationship can
become a reality. These include honouring historical treaties and concluding new
ones, implementing the right of Aboriginal peoples to self-determination and
self-government, effecting a more just distribution of lands and the wealth
those lands generate, and developing economic policies to revitalize Aboriginal
nations and communities and enhance their self-reliance.

The Commission believes that the inherent right of Aboriginal self-gov-
ernment is recognized and affirmed in section 35(1) of the Constitution Act, 1982
as a protected Aboriginal and treaty right and is now entrenched in the consti-
tution (see Volume 2, Chapter 3 for a fuller discussion).
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Constitutional recognition of the inherent right of self-government intro-
duced a new dynamic into the relationship between Aboriginal and non-
Aboriginal people. It will, however, take time for both sides to recognize the full
implications of partnership. Building institutions to translate the concept of part-
nership into reality will be a lengthy and demanding process.

In the meantime, pressing problems facing Aboriginal people must be
addressed. Children’s lives are being stunted by violence in the home and fail-
ure at school. Communities are suffering the soul-destroying effects of inadequate
housing, unsafe water and rampant unemployment. Young people are subjected
to racist taunts because they are marked as members of a devalued underclass.

Solutions cannot wait until self-government becomes a reality. Problems
will not disappear with the recognition of the inherent right of self-government.
Federal, provincial and territorial governments, along with Aboriginal leaders and
organizations, must act now to erase the disparities between Aboriginal and non-
Aboriginal opportunity in Canada. Aboriginal nations need a strong and durable
foundation upon which to build self-government. That foundation is the people
— healthy, educated individuals, strong in body, soul, mind and spirit. That is
why we entitled this volume Gathering Strength. As our recommendations are
implemented, individuals and communities will gain the strength needed to
make their nations viable, so that they will be able to seize the opportunities
opened up by the structural changes recommended in Volume 2.

The subjects addressed in this volume — family life, health and healing,
housing, education and cultural policy — all fall within what we identified (in
Volume 2, Chapter 3) as the core jurisdiction of Aboriginal self-government.
These core matters have a direct impact on the life, welfare, culture and iden-
tity of Aboriginal peoples. Therefore, Aboriginal nations are free to proceed with
policy making in these areas without waiting for agreements to be worked out
with federal, provincial or territorial governments. They can start now.

In the next five chapters we explore current problems in particular sectors,
the barriers to resolving the problems, solutions that are being implemented in
some quarters, and action required on the part of governments — federal, provin-
cial, territorial and Aboriginal — to achieve positive change. Recommendations
are not directed to governments alone. We point out often what Aboriginal and
non-Aboriginal citizens and their organizations can do to promote and com-
plement policy makers’ actions.

3. LoOKING AHEAD

We begin with a discussion of Aboriginal families in Chapter 2 because we are per-
suaded that restoring stable, nurturing families, in their diverse contemporary
forms, is essential to achieving the social goals of Aboriginal people. We examine
briefly the place of families in traditional cultures and the interventions that have

3
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undermined their continuity and effectiveness. We propose that Aboriginal people
be in charge of family service institutions that emphasize rebuilding mutual-aid net-
works within communities and protecting vulnerable persons from violence.
Enacting family law that incorporates Aboriginal customs will help remove some of
the gaps and contradictions in the current application of federal and provincial law.

We examine health and social services together in Chapter 3 because
Aboriginal people advised us consistently that the health of body, mind, emo-
tions and spirit must be understood holistically. Seen in this light, the current
fragmentation of services is a major obstacle to supporting and enhancing whole
health — that is, a state of well-being in the individual and harmony with social
and environmental systems that are themselves functioning in a balanced way.
We probe selected aspects of health and well-being to illuminate the source and
nature of the factors that contribute to troubling statistics on life expectancy and
quality of life. We conclude that Aboriginal concepts of health and contempo-
rary research on the determinants of health converge. Together they point to a
plan in which services play a significant but not the only role. The following con-
stitutes the core of our proposed health and healing strategy:

* reorganization of health and social services under Aboriginal control;

* a human resources strategy to prepare Aboriginal people to design and staff
services;

e reform of mainstream institutions to make them more responsive to
Aboriginal people; and

* urgent action to achieve minimum standards of safe housing, water supply
and waste disposal.

Political empowerment and economic development must complement this
health strategy.

Chapter 4 focuses on ways to correct serious problems in housing, water
supply and waste disposal in Aboriginal communities. We analyze the extent of
current deficiencies in the housing supply and community infrastructure, as well
as the impediments to devising a policy to address these deficiencies. We propose
that community services be brought up to public health standards for a safe water
supply over a five-year period. We outline a 10-year plan to raise housing con-
ditions to at least a minimum level of health and safety on First Nation territo-
ries and to provide access to affordable housing in areas where a housing market
operates. This would be achieved through a combination of mortgage and income
subsidies, householder contributions, and community investment. The 10-year
schedule is proposed so that Aboriginal governments, as they assume responsi-
bilities now carried by federal, provincial and territorial governments, will not be
saddled with the consequences of years of neglect and ineffective policies. To main-
tain an adequate and affordable housing supply, individual and community
incomes must increase through economic development.
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In Chapter 5, we consider the statistics on Aboriginal educational achieve-
ment, the recommendations made by commissions and task forces since 1966,
and the advice we received in hearings and briefs, and we conclude that educa-
tional reform is not achieving the needed breakthrough. As an alternative, we
set out a proposal to implement lifelong, holistic learning that includes strate-
gies to engage children, young people, adults and elders in accessible, culturally
appropriate education. Key elements of the strategy are

* institutions at all levels under the control of Aboriginal people

* greater recognition of Aboriginal culture and identity in provincial and ter-
ritorial education systems; and

* full participation of Aboriginal people in educational governance.

A strategy to prepare people to implement self-government is given promi-
nence in setting educational goals.

Finally, in Chapter 6, we address cultural policy. Mutual respect between
Aboriginal and non-Aboriginal people in Canada can be achieved only with
knowledge of one another. However, the opportunities for Aboriginal people to
contribute to authentic knowledge — by representing themselves in their own lan-
guages, with reference to their own symbols, in their own literature, radio,
movies and television — have been, and continue to be, severely restricted. The
result is that stereotypes and distorted images, based on historical and current
misconceptions, are widespread. In this chapter we set out ways for Aboriginal
people to gain more equitable representation in the arts, literature, and com-
munications media and to have their history portrayed more accurately in
museums and historical displays. We suggest how public policy can contribute
to conserving and restoring languages threatened with decline or disappearance.

While intercultural relations demand attention, relations within and
between Aboriginal nations are also an urgent priority. The nation building over
the next generation will require access to the various media and the skills to use
them. Transmitting cultural traditions between generations with radically dif-
ferent life experiences will require innovative means of communication; so will
the challenge of maintaining a shared identity among Aboriginal people dispersed
in rural and urban settings. Our recommendations address both dimensions —
intercultural communication and communication within and among Aboriginal
nations and cultures.

4. FRoMm DEPENDENCY TO STRENGTH

Current social problems are in large part a legacy of historical policies of dis-
placement and assimilation, and their resolution lies in recognizing the author-
ity of Aboriginal people to chart their own future within the Canadian federation.
Specific policies we recommend assume that this framework of authority will be

-"|‘“
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put in place and that lands and resources will be redistributed to make self-gov-
ernment workable. Institutions to serve social needs will be established by
Aboriginal governments and will reflect the cultural priorities of the population
being served. Distinct Aboriginal institutions will play an important role in
demonstrating how traditional wisdom can be applied to contemporary prob-
lems. These will take time to develop, however, and even when fully operational
they will not occupy the whole field of Aboriginal services.

We anticipate that the transition to self-government will proceed quickly
in some Aboriginal nations and more slowly in others. Therefore, our recom-
mendations for policy and institution building are formulated to involve
Aboriginal people in decision making in existing jurisdictions and to accom-
modate easily a transition to Aboriginal jurisdiction when self-government is
accomplished. The challenge will be to ensure there is dialogue between policy
makers and managers of new initiatives and emerging Aboriginal governments,
so that momentum, efficiency, and continuity are maintained throughout the
transition.

Even when self-government is fully operational, large numbers of
Aboriginal people will continue to participate in non-Aboriginal society as a
result of living in urban areas, encountering the justice system, attending schools
and universities, being admitted to hospitals, watching television, reading news-
papers, working for the public or private sector, or simply interacting with
others. Aboriginal people need to be recognized and accepted for what they are
and for what they can offer non-Aboriginal society. Assimilationist and racist
policies and attitudes must be eliminated. That is why so many of our recom-
mendations are aimed at making governments, policies, school curricula, public
institutions, and professional organizations more aware of the Aboriginal pres-
ence in Canada and more receptive to what it can contribute to society.

Immediate threats to health must be removed. Living conditions that
undermine morale and well-being must be improved to match prevailing
Canadian standards. Equal opportunities to acquire the skills needed to partic-
ipate in the social, political and economic life of Canada must be made avail-
able to Aboriginal people. As our examination of past efforts at policy reform
has demonstrated, however, Aboriginal life will not be transformed by the con-
tinuation of paternalistic policies designed and administered outside the control
of Aboriginal people.

Recommendations in this volume thus have three interrelated objectives:

1. to address urgent social concerns through institution building and program
development congruent with the emergence of self-government;

2. to pave the way for Aboriginal self-government by enhancing the capacity
of Aboriginal citizens to engage in nation building; and

3. to stimulate adaptation of mainstream institutions to provide services in a
manner that recognizes and affirms Aboriginal identity, involves Aboriginal
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people in governance and decision making, and assumes a complementary
and supportive role in the development of Aboriginal service institutions.

Past social policy, based on false assumptions about Aboriginal people
and aimed at their colonization and assimilation, has left a heritage of depen-
dency, powerlessness and distrust. Establishing a new relationship based on
mutual recognition, mutual respect, sharing and mutual responsibility in an era
of Aboriginal self-government is the challenge of the twenty-first century.
Aboriginal people are anxious to put the past behind them and work with gov-
ernments in Canada to meet that challenge. They are gathering strength for the

task ahead.

NOTES

1. Report of the Special Representative respecting the Royal Commission on

Aboriginal Peoples, 2 August 1991.
2. The Commission’s terms of reference are set out in Volume 1, Appendix A.

3. Royal Commission on Aboriginal Peoples [RCAP], Bridging the Cultural Divide: A
Report on Aboriginal People and Criminal Justice in Canada (Ottawa: Supply and
Services, 1996).

4. A search revealed close to 900 commissions and task forces sponsored by federal,
provincial and territorial governments or Aboriginal and other organizations over
the past 25 years. More than 200 of these reports were reviewed and analyzed in
Public Policy and Aboriginal Peoples, 1965-1992, a four-volume study conducted
for RCAP by the Centre for Policy and Program Assessment, School of Public
Administration, Carleton University (Ottawa: Supply and Services, 1993-1996).
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We believe healthy individuals ensure healthy families, communities,
and nations. This is the foundation for any of the successes we are
to have now and in the future, be it in settlement of land claims or
in self-government.

Eric Morris
Teslin Yukon
26 May 1992

Wi BEGIN OUR DISCUSSION of social policy with a focus on the family because
it is our conviction that much of the failure of responsibility that contributes to
the current imbalance and distress in Aboriginal life centres around the family.
Let us clarify at the outset that the failure of responsibility that we seek to
understand and correct is not a failure of Aboriginal families. Rather, it is a fail-
ure of public policy to recognize and respect Aboriginal culture and family sys-
tems and to ensure a just distribution of the wealth and power of this land so
that Aboriginal nations, communities and families can provide for themselves
and determine how best to pursue a good life.

Volume 2 of our report focused on restructuring political and economic
relations between Aboriginal people and the rest of Canadian society. The need
for structural change forms a backdrop to our discussion of Aboriginal family
life and, indeed, all the chapters in this volume. In this chapter, we are concerned
principally with the Aboriginal vision of family well-being, the forces that have
compromised the attainment of that vision, and the practical steps that can be

" Transcripts of the Commission’s hearing are cited with the speaker’s name and affiliation, if any, and
the location and date of the hearing. See A Note About Sources at the beginning of this volume for infor-
mation about transcripts and other Commission publications.
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taken to restore health and efficacy to Aboriginal families struggling to maintain
a sense of cohesion and balance.'

For many Aboriginal people who spoke about the family at our hearings,
families are at the core of the process of renewal in which they are engaged. These
witnesses compared their present experiences of family life — of the all-too-
common threats of violence and experiences of family breakdown — with the sto-
ries, passed down to them in the oral tradition, of a different order that prevailed
in previous generations. The first part of this chapter begins with some brief
sketches of what life used to be like as told in these stories.

In the following section, “Our Children Are Our Future”, we explore the
impact of residential schools, the relatively recent history of interventions by child
welfare authorities, and current efforts to create children’s services that are sup-
portive of Aboriginal family life.

Many Aboriginal people consider family violence so pervasive a problem
that it is preventing nations and communities from achieving their political and
economic goals. Some presenters maintained that community healing from the
scourge of internal violence is a prerequisite for self-government. All Aboriginal
people would agree that the goals of re-establishing norms of mutual respect and
caring for injured spirits must be pursued in concert with that of self-government.
Further on in this chapter, we explore avenues to address family violence.

The authority of Aboriginal nations and their communities to exercise
jurisdiction is central to specific strategies for protecting children, restoring bal-
ance in relations between men and women in families, and establishing ethical
standards of respect for vulnerable persons. In the final part of this chapter, we
consider aspects of family law that might reasonably fall within the jurisdiction
of Aboriginal nations under self-government, the need to harmonize Aboriginal
law making with provincial authority in particular, and the internal consultations
necessary to the process of framing Aboriginal laws affecting the family.

We conclude the chapter with some observations about the role of public
policy in regulating family life, an area considered in Canadian law and policy,
as well as by many Aboriginal people, to be a private domain and one in which
government intervention should be limited.

1. THE CENTRALITY OF
FAaMILY IN ABORIGINAL LIFE

1.1 Views from our Hearings

Two themes stand out in presentations by Aboriginal people at our public hear-
ings: the overwhelming concern for the well-being of children, and the belief that
families are at the crux of personal and community healing.
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Aboriginal interveners described in vivid terms their hopes for their chil-
dren: that education would open opportunities they had never enjoyed; that chil-
dren would learn their Aboriginal languages and histories; that they would be
safe from violence; that they would not have to endure racist insults; that they
would gain control over their lives and life conditions; and that they would be
able to live with dignity as Aboriginal people in the land of their ancestors.

Detailed presentations on the Aboriginal family were more likely to focus
on evidence of distress and breakdown, except when the revitalization of culture
and the renewal of community were at issue. Then, family appeared repeatedly
as part of a formula for transforming reality, where individual, family, and com-
munity are the three strands that, when woven together, will strengthen cultures
and restore Aboriginal people to their former dignity. We saw that sometimes
individuals undergo healing and strengthen families, while sometimes families
nurture healthier individuals, but families consistently occupied the central
position between individual and community. We heard that land reform, self-
government and social institutions that deal fairly are all important, but it was
the vision of restoring the vitality of individuals, families and communities i%
concert that mobilizes the energy of the vast majority of Aboriginal people who
spoke to us. The following excerpts from our hearings illustrate this.

The family is the foundation of Inuit culture, society and economy.
All our social and economic structures, customary laws, traditions
and actions have tried to recognize and affirm the strength of the
family unit....Only positive constructive action by community gov-
ernments and families and individuals can help recover our vision and
zest for life.

Henoch Obed

Labrador Inuit Alcohol and Drug Abuse Program
Nain, Newfoundland and Labrador, 30 November 1992

We believe that the Creator has entrusted us with the sacred respon-
sibility to raise our families...for we realize healthy families are the
foundation of strong and healthy communities. The future of our
communities lies with our children, who need to be nurtured within
their families and communities.

Charles Morris

Executive Director, Tikinagan Child and Family Services
Sioux Lookout, Ontario, 1 December 1992

1.2 Family Life in Various Traditions

To Aboriginal people, family signifies the biological unit of parents and children
living together in a household. But it also has a much broader meaning. Family
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also encompasses an extended network of grandparents, aunts, uncles and
cousins. In many First Nations communities, members of the same clan are con-
sidered family, linked through kinship ties that may not be clearly traceable, but
stretch back to a common ancestor in mythical time.

Under the rules of clan membership, individuals are required to marry out-
side the clan to which they belong. Over generations, this resulted in every family
in a community being related by descent or marriage to every other family in
the community. Indeed, in rural communities whose membership has remained
stable over time, family and community represent the same network of persons.

The layers of relationship built up over generations are described in a study
of traditional life among the Caribou Inuit who live in the area west of James Bay.

According to Caribou Inuit belief, the best marriages were those of
first cousins, and the very best arrangement of all was a brother-sister
exchange (akigiik) between two sets of cousins; thus a brother and
sister of one family would marry a sister and brother of another, the
two sibling pairs being cousins to begin with. When a cousin mar-
riage occurred, people who started life as siblings, cousins, nieces, and
nephews, suddenly would become spouses and in-laws of various
kinds as well, thus building one layer of kin relations upon another.”

The practice of marriage between cousins, with restrictions against marriage
within the same clan, has been found in other Aboriginal societies as well.” The
problems of intermarriage with close kin were evidently known historically to
Aboriginal people. Elders report that raids on neighbouring nations to steal wives,
as well as large seasonal gatherings where marriages of persons from different
communities were contracted, were methods used to broaden the gene pool of
small communities.

Aside from descent and marriage, Aboriginal people became kin or like kin
in other ways as well. For example, adoption was a common practice in most
communities. Some nations, such as the Iroquois, adopted captives taken in war,
giving family names and full membership privileges to these persons, who
replaced a member lost to war or misfortune. It is still common practice in many
communities for parents to give a child to another family in the community. In
some cases, a fertile couple would agree to have one of their children adopted
at birth by a childless couple; in so doing the two families would contract a spe-
cial bond with each other for life. As well, many traditionalists, having retained
their knowledge of Aboriginal language, bush skills and medicine practices,
consider it a privilege to have been reared by grandparents within these customary
adoption arrangements.

Other forms of bonding within a community included hunting partner-
ships whereby kin groups or friends would share hunting territories to reduce
the impact of the harvest on the land. The entire group would use the territory
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of one part of the partnership one year, then shift to another partner’s territory
the following year. These partnerships also often entailed certain obligations to
distribute meat from the hunt.

The effect of these diverse, overlapping bonds was to create a dense net-
work of relationships within which sharing and obligations of mutual aid
ensured that an effective safety net was in place. As Ernest Burch observed

regarding the Caribou Inuit:

A Caribou Inuit society was entirely lacking in politically, econom-
ically, or other specialized institutions, such as governments, busi-
nesses, churches or schools. Almost all of the functions required to
sustain life were performed within the extended family context.
Indeed, to a degree that most Canadians could scarcely comprehend,
the life of a Caribou [Inuk] revolved around the family — from the
moment a person was born until the time one died.*

As is the case in contemporary society in Canada, among Aboriginal peo-
ples traditionally it has been the responsibility of the family to nurture children
and introduce them to their responsibilities as members of society. However, the
extended family continued to play a significant role throughout the lives of its
members. When a young man went out on the hill to seek a vision of who he
was to be and what gifts were uniquely his, it was not because he was preparing
to go out into the world and seck his fortune. Rather, he would come back to
the camp or the village to obtain advice from his uncles or his grandfather on
the meaning of his experience, and his ‘medicine’, or personal power, was to be
exercised in the service of family and community.

A clear division of labour along sex lines prevailed in most Aboriginal soci-
eties. For example, among the Anishnabe (Ojibwa),

...there was a clear distinction made between male and female roles,
and public recognition went almost exclusively to the activities of
men. The exploits of the hunter, warrior and shaman were cele-
brated in stories told in the lodge. The legends recording encounters
with the supernaturals deal with the affairs of men. The role of
women was to send men on their journeys with proper ceremony, to
welcome them back with appropriate mourning or rejoicing, to hear
and applaud the accounts of their achievements.

Ojibwa women were more, however, than passive complements
to the life of their men. They were essential economic partners in the
annual cycle of work. They were needed to perform the normal
domestic chores of cooking, sewing and child care, but their skills
were also essential to weave the fish nets and paddle the canoe during
the duck hunt, to construct protective fur robes and roof the birch-
bark wigwam, to tan the hides and harvest the rice and maple sap.’

13
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Meétis families similarly divided responsibilities between men and women
as they ranged on extended hunting expeditions from permanent settlements,
such as Red River. A woman from a Montana Métis settlement, who lived a
mobile lifestyle with a group that migrated from Manitoba to Montana following
the buffalo, recalled camp life in the early part of the twentieth century:

Our men did all the hunting, and we women did all the tanning of
the buffalo hides, jerky meat making, pemmican and moccasins. For
other supplies, we generally had some trader with us...who always had
a supply of tea, sugar, tobacco and so on.’

In many Aboriginal nations, women could become warriors, hunters,
healers or bearers of chiefly names and titles. But their contribution to the well-
being of the community was typically through responsibilities specific to women,
including marriage and child rearing. The fact that women did so-called women's
work did not necessarily mean that they had minor influence or low status.

Thelma Chalifoux, a Métis woman of senior years who has been honoured
for her community service, spoke at our hearings about her experience in a Métis
extended family:

I would like to make a couple of little comments here on the role of
women.

I was not a product of the Mission school. I was a product of a
very strong Métis extended family that lived between the City of
Calgary and the Sarcee Reserve.

I went to a public school and was discriminated against there
because we were dirty halfbreeds. But the role of women, as I men-
tioned yesterday, was to take care of the elderly people in our com-
munity. We each had a role.

My mother’s role was equal to my father’s. My mothers role, my
aunt’s role and my grandmother’s roles were that they looked after
the whole family, the children, the garden, the berry picking, the
food, because the men were away working most of the time. So
they had total control and roles.

The man’s role in the family was to make the living and bring
home the money. When times were hard, everybody stuck together.
When my grandmother or my aunts were out of food, everybody
joined together and helped them out. We were a very, very proud
extended family. There was relief in those days, but we never took it
because that was just gifts and we weren’t about to take it.

The role of the woman...was an equal role....The women’s role
within the Elders, my grandmother’s role and my aunt’s roles we were
almost like hidden leaders, as we used to learn in community devel-
opment days.
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Everybody that needed advice went to my mother, went to my
aunts, went to my grandmother. Even the men, when they went to
the meetings and organizing, they never went before we always had
a meeting and a gathering of the total family unit, the total com-
munity unit, and the women told the men what to say. It was a con-
sensus of the total family unit.

When I went into community development and went into north-
ern Alberta, I was amazed. It was like another total world, the way the
women were treated; it was normal to be beaten every Saturday night.
It was normal to have sexual abuse from young children to older chil-
dren. And when we looked at it and we studied it, it was the demise
of the Native culture that caused that. That never happened before.

There was no alcoholism in our community. There was no sexual
abuse. I can remember old George hit his wife and it was
my dad and my uncles and the men in the community that went after
him, and he never touched his wife again. It was a justice system that
was fair and hard, but it was a good justice system in those days.

And when I went up North and I saw women, for survival, had to
dress like men, it was a sad, sad state of affairs.... The demise of the Métis
and the Indian cultures, a lot of it is the result. Alcoholism and sexual
abuse and physical abuse are only symptoms of a much larger problem.

Senator Thelma Chalifoux

Metis Nation of Alberta
Winnipeg, Manitoba, 22 April 1992

Senator Chalifoux’s comments point to another feature of Aboriginal families that
prevailed even in urbanized settings until recent times: families were the seat of
both economic and political activities.

In Thelma Chalifoux’s generation, the pursuit of the buffalo had given way
to waged employment. Métis people continued to be mobile, but the mainte-
nance of community life then fell to the women.” Sharing within the extended
family helped ease the effects of economic ups and downs. Women were the deci-
sion makers and practical nurses, and they were secure in their skills and knowl-
edge. Decisions in organizations, presumably political, were reached by consensus
within the family.

Clearly, Métis culture in the framework of a strong extended family was
a source of life skills and confidence for Senator Chalifoux. Many other pre-
sentations in the transcripts of our hearings document the vitality of Aboriginal
families and their effectiveness in fostering a strong sense of identity and extra-
ordinary resourcefulness in individuals, particularly those who are now elders (see
especially Volume 4, Chapter 3).

In Volumes 1 and 2, we described how, in traditional Aboriginal societies,
the family was responsible for passing on the skills necessary for the varied
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round of economic activities, in which each member was expected to fulfil a spe-
cific role with competence and self-discipline (see Volume 1, Chapter 15, and
the introductory sections of Volume 2, Chapter 5). People were expected to know
what was required of them, as failure to learn and practise the lessons of survival
could bring dire consequences.

Paulus Maggo, an Inuit hunter from Labrador who shared his life history
as part of a research project conducted for the Commission, gave a terse com-
mentary on hunters who neglected the basic necessity to apply knowledge spe-
cific to a situation. In one case, Maggo was part of a search party looking for two
hunters who failed to return to camp; in another case, he described how the
wrong choice of footwear contributed to a hunter’s death:

We found that they had fallen through the ice and gone into the
water.... Where they fell through the ice was the kind of hazard my
father used to tell me about. A thin layer of frozen ice, with water
below but not touching it, creates an air pocket between the ice and
the water beneath it. This is called a Kauk and it can form at inlets
and outlets of any lake, large or small. It’s visible if you know what
to look for. They had gone straight over it when they could have
avoided the dangerous spot by going around it....

It was sad to hear that one of them froze to death but thankfully
the other one lived. S. also froze to death when he was lost in the
country after having been separated from his hunting party....It was
only after he reached the treeline and was travelling along the brook
that he froze his feet. It was said that he would have been fine if he
was wearing sealskin boots because apparently he was wearing cari-
bou skin moccasins with cotton leggings. He got his feet wet some-
where along the brook when he walked over some freshly fallen
snow which covered shallow water underneath. By the time he real-
ized this it was too late to turn back. He got wet and froze to death.®

Women’s knowledge and proficiency also made essential contributions to

survival. As Martha Flaherty explained:

If a woman was a sloppy sewer, her husband might freeze; a man who
was a poor hunter would have a hungry family. Everyone in the camp
worked hard and everyone had a specific role based on their age,
gender and capabilities.

Martha Flaherty

President, Pauktuutit
Ottawa, Ontario, 2 November 1993

Among the historical Métis people, entire families participated in buffalo
hunting expeditions. As there were large numbers of participants to organize,
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some of the activities within family units were supplemented by a quasi-military
organization in the camp as a whole. Alexander Ross, in an 1856 account,
described the discipline enforced during a buffalo hunt involving 1,210 Red
River carts and 1,630 men, women, boys and girls. The movement of the camp
was under the direction of 10 captains, among whom a senior was named.
Under the captains were 10 soldiers and 10 guides, the latter taking turns bear-
ing the flag used to signal directions to move or to stop the entourage. While
the flag was up, the guide was chief of the expedition and in command of
everyone. The moment the flag was lowered, the captains and soldiers were on
duty. They policed violations of the camp rules, for example, “No party to fork
off, lag behind, or go before without permission....No person or party to run buf-
falo before the general order”.” As with the more informal rules governing the
Inuit hunting party, these injunctions ensured success in the hunt as well as the
survival of the group.

As discussed at some length in Volume 2, Chapter 3 on traditions of gov-
ernance, families and clans were also the principal avenue for political repre-
sentation in Aboriginal societies. The decision-making forum might be a circle
of elders assigning hunting grounds, a formal chiefs’ council to decide on the
nation’s business, or a potlatch to formalize succession to a title and accord ter-
ritorial rights.

The terms ‘institution’ and ‘social institution” are used throughout this
chapter to refer to the social functions of the family. An institution is a social
structure that reflects the values of a society and is recognized as the appropri-
ate agency for fulfilling certain purposes within the collective. Institutions such
as the family, the education system, and the police force socialize or influence
members of the group to conform to group values. The family as a social insti-
tution fulfils in some measure all the various roles of social institutions: it per-
forms a mediating or bridging function, helps the individual understand the
world and respond appropriately to society’s expectations, and helps society rec-
ognize and make a place for the individual.

From the earlier discussion in this chapter, it is evident that the family has
fulfilled many functions. It has been co-extensive with the community in many
cases, it has provided protection and security for individuals, and it has been the
principal avenue for participation in the social, economic and political life of the
nation and the local community. In short, the family can be said to be an all-
purpose social institution.

1.3 The Family as a Mediating Institution

The family in Aboriginal societies stood between the individual and the larger soci-
ety, playing an interpretive or mediating role. It helped individuals understand and
respond to society’s expectations, and it helped Aboriginal society engage individ-
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uals in constructive ways and discipline them should they venture on a course that
conflicted with prevailing social values and expectations of behaviour.

In urban societies, individuals are involved in many activities not directly
related to each other — working, studying, shopping, selling and playing.
Numerous social institutions have been created, therefore, to play the mediat-
ing role that families continue to fulfil in many Aboriginal societies. In urban
centres, families are also counted as mediating institutions, alongside neigh-
bourhoods, schools, unions, churches and voluntary associations.'’

If an Aboriginal person has been socialized in a situation where the family
is the all-encompassing mediator between the individual and the social, economic
and political spheres of the larger society, and that family is subsequently lost or
disrupted, then the individual has lost not just one support, but also the princi-
pal agency that helps him or her make sense of the world. In effect, the person is
set adrift. Such individuals can join a church or a union or a club, as many city
dwellers do to deal with isolation. But since a process of deep communication is
involved, the language of these formal groups may not satisfy individuals’ need to
understand what is expected in a new situation and may do little to help them inter-
pret who they are and what they have to offer in an unfamiliar environment.

Aboriginal families have undergone all the stresses that any hunter-gath-
erer or agricultural institution undergoes as it is plunged into an urbanized, spe-
cialized and industrial or post-industrial world. There are huge demands on its
adaptability. In addition, Aboriginal families have been subjected to disruption
and loss at the instigation of the Canadian state.

Several experiences of massive loss have disrupted the Aboriginal family and
resulted in identity problems and difficulties in functioning. First is the histor-
ical experience of residential schooling in which children, some as young as six,
were removed from their families for 10 months of the year or even years at a
stretch. They were prevented from speaking Aboriginal languages and taught to
reject their ‘savage’ ways (see Volume 1, Chapter 10 on residential schools, in par-
ticular the discussion concerning the vision and policies of residential school edu-
cation). They lived without intimate contact with adults whom they could trust
to make sense of their environment, trapped in a world with other equally con-
fused and deprived children. In their testimony, former residents of these schools
stated that their development had been arrested by the experience and it would
take years for them to complete their maturation, if they succeeded at all in grow-
ing into socially and emotionally mature adults.

A second experience of loss involves children whose parents have relin-
quished their responsibility to interpret the world for their children. In a study
of education among the James Bay Cree, for example, John Murdoch describes
a place referred to as “dress-up creek”. It was there that the Cree used to stop to
remove their bush clothing and get dressed in European clothes before pro-
ceeding to the trading post. Murdoch observes that “While a well-dressed Cree
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might influence a better bargain in trade, the habit of ‘dressing up’ was also a
social high point of the year.” He goes on to suggest, from the vantage point of
many years of experience living in the James Bay Cree community and work-
ing in the education system, that schools are still predominantly Euro-Canadian
institutions in which Cree competence is undervalued:

Consequently, success at school for Cree children has required them
to assume or ‘dress-up’ in behaviours and attitudes, many of which
are not part of Cree competence.... The children have generally been
urged by their parents to ‘act properly’ and ‘try hard’, often in fash-
ions not seen as proper or normal at home."

Children in this situation have the world interpreted to them by two
institutions, school and family, that may well present contradictory messages. The
younger children are when confronted with such contradictions, the less likely
they are to succeed in sorting out the confusion or to gain the appropriate life
skills required to survive in a complex world.

The third situation in which children suffer from identity confusion and
impairment of learning is when they are reared by parents who are insecure in
who they are, what their responsibilities are, and how they should fulfil them.
Their lack of confidence and life skills may stem from their own deprivation in
residential schools. It may be the result of having relocated to an unfamiliar envi-
ronment where nothing the parent knows is useful, or it may be the result of
repeated experiences of failure in a colonial school environment where the
demands communicated in a foreign language made no sense to them. This sit-
uation, in which parents had difficulty fulfilling their responsibilities, brought
thousands of Aboriginal children into foster care and adoption in non-Aboriginal
agencies in the past two generations.

Thus arises a fourth situation generating stress on people’s personal and
family lives. Foster placement outside the Aboriginal community has com-
pounded the identity confusion of children, while their physical characteristics
ensure that they will be perceived as ‘Indians’. If separation from families and
communities occurs after several years of cultural patterning have taken place,
the adjustment they are required to make is all the more traumatic. If they are
removed while very young, they never learn how to behave and respond in an
Aboriginal manner. Yet if their appearance marks them as Aboriginal in a soci-
ety that makes much of racial difference, the social expectation that they should
be Aboriginal would present them with a constant dilemma. Individuals whose
childhood socialization was disrupted by foster home placement outside their
culture face enormous challenges in assuming nurturing roles as adults.

Evidence of the extent of the damage done to the development of children
removed from dysfunctional families is contained in reports such as those we
heard from inmates at the correctional facility at Prince Albert, Saskatchewan,
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where it was reported that 48 per cent of the inmate population was Aboriginal
at the time of our visit.

A couple of years ago, the Prince Albert Native Awareness Group
took a little survey amongst the Aboriginal prisoners here and we
found that over 95 per cent of our people came from either a group
home or a foster home. Of course, the survey was by no means sci-
entific. It was based on common sense. We just asked: Were you ever
in a group home or in a foster home?

Ken Noskiye

Prince Albert, Saskatchewan
27 May 1992

A final situation resulting in stress on family life is the migration out of
close-knit communities where individuals have experienced social support from
a network of kin. Migration to urban centres gained momentum following the
Second World War. The first generation of migrants maintained close ties with
their communities of origin, being described in some studies as “commuters”."?

There is some statistical evidence that migration in search of education,
employment and an improved standard of living has had some success, since the
educational and economic status of urban Aboriginal people tends to be higher
than that of persons who continue to live in reserve and northern settings.
However, our research indicates that while many of these people are intent on
retaining their Aboriginal culture and identity, they find few institutional supports
to sustain their identity and many impediments to building a sense of commu-
nity. (Aboriginal cultural identity in urban settings is discussed in Volume 4,
Chapter 7.) They experience considerable personal alienation and family stress in
settings where they encounter the same expectations as immigrants do — that they
should adapt themselves in a one-way process of integration into a predominantly
secular, francophone or anglophone, European-based institutional culture.

If disruption of the family and its capacity to mediate between individu-
als and their world invariably stunted individuals’ development and destroyed
their capacity to regulate their own behaviour, there would be few healthy
Aboriginal people alive today. However, there is plenty of evidence that the
extended family has provided a safety net for many.

I was a victim of a certain amount of abuse within my original
home...I don't feel that I'm unique in terms of those abuses. My home
was a battleground because of alcoholism. And with that I've carried
on that search and questions that I had and went to my elders in my
community and I asked my elders different questions as to why my
family was different.

My elders became my parents. They were the ones who raised
me, because my parents were not parents for me as a young girl.
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"

In being raised with elderly people around you and them being
your parents I realized that I was taught the equality of human
beings within our nation.

We were equal and I was given a lot of rights at a very young age.
I'was given a lot of independence and that independence has carried
me through.

Karen Pine-Cheechoo

Moose Factory, Ontario
9 June 1992

The concept of the family as a mediating institution helps to clarify why
people become less vulnerable to disruptions of personal development as they
mature and why elders are able to apply their life skills to complex intercultural
situations. If the mediating structure functions well, children feel secure in the
world. They gain confidence that they are knowledgeable and capable, and
they are secure in taking risks to learn more. As they mature, children learn the
codes for interpreting the world at large, and their dependence on the family to
do the mediating work for them gradually decreases. Finally, they are able to
mediate meaning for themselves.

Unlike children who have never internalized the codes and skills to inter-
pret the world on their own terms, individuals with a secure identity and good
problem-solving skills are open to new experiences. They can interact in rela-
tionships with strangers without being thrown off balance. These qualities of
being in balance, of relating to all of life as a learning adventure, of accepting
all sorts and conditions of people as they present themselves, make the charac-
ter of elders attractive to Aboriginal and non-Aboriginal people alike. One such
person is Merle Beedie, an elder who spoke to the Commission at Orillia:

One elder, an Anishnawbe-kwe [Ojibwa woman], said, “The next 500
years are for Native people.” That is so encouraging. And they say,
“Promote talking circles, teaching circles, healing circles to the Native
and the non-Native communities. Promote healing lodges in our ter-
ritories, develop all forms of teaching materials for the schools, TV pro-
grams, plays for the theatres, movies, et cetera, et cetera. Educate all the
community about our history, what our history was and is. Invite non-
Native people to add to this history because some non-Native people
out there know about our history and the part they played in this and
they have to match roles, and we did survive together. Get our women
into politics of our communities and nations and support women’s
groups whenever and wherever in our communities because they are our
life givers, they are our peace keepers, they are our faith keepers.”

Elder Merle Assance Beedie
Barrie and Area Native Advisory Circle
Orillia, Ontario, 13 May 1993
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Aboriginal families have been at the centre of a historical struggle between
colonial governments on one hand, which set out deliberately to eradicate the
culture, language and world view of the First Nations, Métis and Inuit children
over whom they assumed control, and Aboriginal parents on the other hand, who
believe wholeheartedly that they have a sacred responsibility to maintain balance
in the world for their children and others not yet born. Many Aboriginal adults
have lived through this struggle and come out as whole human beings. Others,
however, are serving time in a dead end from which they see no way out.

We quote here two young men who were inmates at the Prince Albert cor-
rectional institution at the time of our visit. Victims of family breakdown and
multiple foster home placements, they did not plead for themselves, but rather

for the children who can and must be kept from walking the path they have
walked.

As I heard about this Commission, what was on my heart was the
kids....I wondered what I might say to you people today. I wrote some
things out here. I said, I don’t know the number of people in this
institution, but I know it’s high, who have gone through that road,
that pattern through child welfare....I hear this voice and I hear
them pleading for someone to come and help. As we speak, there are
children all across this country who need to come home to their
people. So I said a prayer that this Commission would help them.
Pat McCormick

Prince Albert, Saskatchewan
27 May 1992

What I would like the Commission to do, if possible, is try to have
the Native children who are very young to live with their own par-
ents, instead of putting them in a place where there are white people
who will molest them. I grew up hating white people because of this
and I still kind of resent them, but I've been thinking about this a
lot and I wanted to get it out. I hope what I say will be heard a bit....
I hope the people will start paying more attention to the Native
children and help them by making sure that they stay with their own
families, their own blood families, because when they are separated
from their families they just grow up and they end up in places like

this. Thanks for listening.
Arthur Darren Durocher

Prince Albert, Saskatchewan
27 May 1992

Healing the wounds of Aboriginal families is absolutely essential to achiev-
ing the rest of the Aboriginal agenda of self-reliance and self-determination. The
family is the mediating structure, the bridge between the private world of the
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vulnerable child and the unfamiliar, too often hostile world of non-Aboriginal

society.

In the next sections of this chapter we take the reader through the harsh real-
ities of family dysfunction, evident in the high rate of children in care outside their
biological families and in widespread violence. We examine the limitations and fail-
ures of interventions by agencies outside the Aboriginal community and the

responses currently gaining ground in Aboriginal communities.

2. Our CHILDREN ARE
Our FuTture

Today we are in a time of healing for our children, our families, our
communities and Mother Earth.

Judy Gingell

Teslin, Yukon

27 May 1992

We believe our children are our future, the leadership of tomorrow.
If you believe in that, then you have to believe also that you must
equip your future with the best possible tools to lead your commu-
nity and lead your nation into the twenty-first century.

Grand Chief Joe Miskokomon

Union of Ontario Indians
Toronto, Ontario, 26 June 1992

2.1 The Special Place of Children in Aboriginal Cultures

Children hold a special place in Aboriginal cultures. According to tradition, they
are gifts from the spirit world and have to be treated very gently lest they
become disillusioned with this world and return to a more congenial place. They
must be protected from harm because there are spirits that would wish to entice
them back to that other realm. They bring a purity of vision to the world that
can teach their elders. They carry within them the gifts that manifest themselves
as they become teachers, mothers, hunters, councillors, artisans and visionaries.
They renew the strength of the family, clan and village and make the elders young

again with their joyful presence.

Failure to care for these gifts bestowed on the family, and to protect chil-
dren from the betrayal of others, is perhaps the greatest shame that can befall an
Aboriginal family. It is a shame that countless Aboriginal families have experi-
enced, some of them repeatedly over generations. Here we examine the genesis
of that shame, the efforts to erase it, and the role of public policy in restoring

the trust of children, parents and grandparents in their future.
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2.2 Historical Overview

Our children are our future, a maxim of many Aboriginal nations, underscores
the great value attached to children. The maxim was adopted as the title of a film
that etched in unforgettable images the devastation wrought upon the lives of
Aboriginal children by the workings of the child welfare system, a social insti-
tution created expressly to protect ‘the best interests of the child’."* The film has
three story lines. We see the numbed consciousness and aimless violence of a
young man who, adopted as a child into a non-Aboriginal family, has lost his
way since becoming a teenager. We observe the efforts of an Aboriginal coun-
selling service to help a troubled mother communicate with a court determined
to protect her children from neglect. And we sce a sign of hope for the future
as a young child is restored to health through nurturing by his First Nations foster
family, which introduces him to the ceremonial traditions of his people.

The film was one in a series of actions, beginning in the 1980s, aimed at
drawing attention to the misdirected and destructive effects of government-spon-
sored interventions in Aboriginal family life. Another was the assertion of con-
trol over child welfare by the Spallumcheen First Nation Community near
Vernon, British Columbia. Chief Wayne Christian, who himself had been in
foster care, was moved to action following the suicide of his brother, who had
tried unsuccessfully to become re-integrated into the community after a period
in foster care. Chief Christian led his community in passing a child welfare by-
law in 1980 under the authority of the Indian Act. The federal government was
persuaded to refrain from overturning it, and the government of British
Columbia agreed to co-operate, under pressure from the Aboriginal community.
Spallumcheen remains the only First Nation community to have achieved this
degree of autonomy in child welfare administration."

The 1983 publication of Native Children and the Child Welfare System, pre-
pared for the Canadian Council on Social Development by Patrick Johnston, sent
shock waves through child welfare and government systems, particularly those
involved in First Nations child welfare.'® It presented documentary evidence that
First Nations people had good grounds for protesting against the massive
involvement of child welfare agencies in removing children from their families
and communities.

Johnston adopted the phrase ‘Sixties Scoop’ to describe a phenomenon that
emerged in the years preceding his study. For example, he reported on the sig-
nificant increase in the percentage of Aboriginal children in care in the province

of British Columbia:

In 1955 there were 3,433 children in the care of B.C.’s child welfare
branch. Of that number, it was estimated that 29 children, or less
than 1 per cent of the total, were of Indian ancestry. By 1964, how-
ever, 1,446 children in care in B.C. were of Indian extraction. That
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number represented 34.2 per cent of all children in care. Within ten
years, in other words, the representation of Native children in B.C.s
child welfare system had jumped from almost nil to a third. It was
a pattern being repeated in other parts of Canada as well.”

The term ‘in care’ refers to children in the care of child welfare agencies
for the purpose of protecting them from neglect or abuse. Care may be provided
in foster homes, adoption placements, or in group or institutional settings.
Johnston gathered data from the federal department of Indian affairs and from
provincial and territorial ministries responsible for social services. Despite some
problems of comparability of data, his analysis showed consistent over-repre-
sentation of Aboriginal children in the child welfare system across the country,
the percentage of children in the care of the state being consistently higher than
the percentage of Aboriginal children in the total population. Comparisons
were done using two criteria:

* the proportion of Aboriginal children in care was compared to the propor-
tion of Aboriginal children in the total child population; and

* the number of children in the care of the state, as a percentage of all
Aboriginal children, was compared to the total number of children in care
as a percentage of the total child population of Canada.

Within the general picture of over-representation there were wide regional
variations. In 1981-82 the percentage of Aboriginal children in care, as a percentage
of all children in care in various provinces ranged from a low of 2.6 per cent in
Quebec to a high of 63 per cent in Saskatchewan.'® Child-in-care rates in the
Maritime provinces were in the lower range: New Brunswick, 3.9 per cent; Nova
Scotia, 4.3 per cent; and Prince Edward Island, 10.7 per cent. An estimate of the
number of Aboriginal children in care in Newfoundland and Labrador placed the
rate at around 8 per cent. Ontario’s overall rate of 7.7 per cent masked the fact that
in northern Ontario child welfare agencies the proportion of Aboriginal children
in care was extremely high — an estimated 85 per cent in the Kenora-Patricia agency,
for example. Intermediate ranges were found in other western provinces: Manitoba,
32 per cent; Alberta, 41 per cent (including delinquent children on probation and
children with disabilities receiving special services); and British Columbia, 36.7 per
cent. The Yukon, with 61 per cent, still had over-representation of Aboriginal chil-
dren despite the higher proportion of Aboriginal children in the general popula-
tion."” The Northwest Territories, with First Nations, Métis and Inuit children
making up 45 per cent of children in care, was the only jurisdiction where the rep-
resentation of Aboriginal children was not disproportionate.

When the number of Aboriginal children in care is considered as a pro-
portion of all Aboriginal children, the percentage of children in care ranged from
a low of 1.8 per cent in the Northwest Territories to a high of 5.9 per cent in
British Columbia.?’ Across Canada, on average, 4.6 per cent of Aboriginal chil-
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dren were in agency care in 1980-81, compared to just under 1 per cent of the
general Canadian child population.”

Information on where children in care were placed, whether in Aboriginal
homes or non-Aboriginal foster and adoption homes, was not available for all
provinces. In most provinces, however, placements in non-Aboriginal homes typ-
ically ranged from 70 per cent to 90 per cent, with the exception of Quebec,
where Cree and Inuit child placements, reported separately, were almost entirely
in Aboriginal homes, usually in the children’s home communities. Approximately
half the other Aboriginal children in care in Quebec were placed in non-
Aboriginal homes.

Increased activity on the part of child welfare agencies corresponded with
the federal government’s decision to expand its role in funding social welfare ser-
vices and phase out residential schools, which in the 1960s had increasingly
assumed the role of caring for children in ‘social need’.”

It was already accepted at the time in the professional community that
apprehension should be strictly a last resort in protecting children from harm
and that Aboriginal children were particularly vulnerable to its harmful effects.””
Johnston explains:

Many experts in the child welfare field are coming to believe that the
removal of any child from his/her parents is inherently damaging, in
and of itself.... The effects of apprehension on an individual Native child
will often be much more traumatic than for his non-Native counter-
part. Frequently, when the Native child is taken from his parents, he
is also removed from a tightly knit community of extended family
members and neighbours, who may have provided some support. In
addition, he is removed from a unique, distinctive and familiar culture.
The Native child is placed in a position of triple jeopardy.*

Later analysts echoed Johnston’s criticism that the interventions of social
agencies reflected colonial attitudes and attempts to assimilate Aboriginal chil-
dren and continue the work begun by residential schools.”” Hudson and
McKenzie argued that the child welfare system devalued Aboriginal culture by
not recognizing and using traditional Aboriginal systems of child protection,
making judgements about child care based on dominant Canadian norms, and
persistently using non-Aboriginal foster and adoption placements.*®

In a research report prepared for this Commission, Joyce Timpson, a
social worker with extensive experience in northwestern Ontario, suggests that
the colonialist and assimilationist explanation of the ‘Sixties Scoop’ may under-
play the reality that Aboriginal families were dealing with the severe disruption
caused by social, economic and cultural changes. In many communities they were
also coping with the stress of relocation. Timpson presents strong evidence sug-
gesting that the federal government’s willingness to pay child-in-care costs,
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An Instance of “a System Gone Awry”

When Cameron Kerley was eight years old he witnessed hxs fathcr being
beaten to death. Cameron and three sisters were apprehended by the
Children’s Aid Society and placed in foster homes. His mother died two
years later as a result of heavy drinking.

Cameron was placed for adoption with Dick Kerley, a bachelor who
had previously adopted another Aboriginal boy. Cameron soon began to dis-
play social problems, skipping school and getting into trouble with the law.

When he was 19 years of age he murdered his adopted father with
a baseball bat. Cameron pleaded guilty to second degree murder and was
sentenced to life in prison with no eligibility for parole for 15 years. After
being sentenced, Cameron alleged that he had been sexually abused by his
adoptive father since shortly after he was placed.

Cameron’s appeal for a reduced sentence in January 1985 was denied,
but his request to be returned to Manitoba to serve his sentence was
granted with the consent of the Canadian government.

Source: Review Committec on Indian and Metis Adoptions and Placements, No Quiet Place:
Final Report 1o the Honourable Muriel Smith, Minister of Community Services (Winnipeg:
Manitoba Community Services, 1985), p. 246.

along with federal and provincial governments’ resistance to supporting pre-
ventive services, family counselling or rehabilitation, were major factors in
making apprehension and permanent removal of children the treatment applied
most often in problem situations.” (For a discussion of the extent and conse-
quences of relocation of Aboriginal communities, see Volume 1, Chapter 10.)

Another milestone in the history of Aboriginal child welfare was the 1985
report of an inquiry by Justice Edwin C. Kimelman on adoptions and placements
of First Nations and Métis children from Manitoba. The inquiry was prompted
by protests from the Aboriginal community against placement of First Nations
and Métis children in adoptive homes in the United States. Justice Kimelman
found that the highly publicized case of Cameron Kerley (see box) was only one
instance of a system gone awry.

At our hearings in Kenora, Josephine Sandy, who chairs Ojibway Tribal
Family Services, explained what moved her and others to mobilize for change:

Over the years, I watched the pain and suffering that resulted as non-
Indian law came to control more and more of our lives and our tra-
ditional lands. I have watched my people struggle to survive in the
face of this foreign law.

2
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Nowhere has this pain been more difficult to experience than in
the area of family life. I and all other Anishnabe people of my gen-
eration have seen the pain and humiliation created by non-Indian
child welfare agencies in removing hundreds of children from our
communities in the fifties, sixties and the seventies. My people were
suffering immensely as we had our way of life in our lands suppressed
by the white man’s law.

This suffering was only made worse as we endured the heart-
break of having our families torn apart by non-Indian organizations
created under this same white man’s law.

People like myself vowed that we would do something about
this. We had to take control of healing the wounds inflicted on us
in this tragedy.

Josephine Sandy

Chair, Ojibway Tribal Family Services
Kenora, Ontario, 28 October 1992

Justice Kimelman’s report validated for the people of Manitoba and
Canadians at large the pain and suffering being inflicted on First Nations and
Meétis families and children. To First Nations people, his report constituted an
indictment of child welfare services:

The failures of the child welfare system have been made known
many years after the fact in the statistics from correctional institu-
tions, psychiatric hospitals, and as former wards of agencies became
neglectful and abusive parents themselves....

In 1982, no one, except the Indian and the Métis people really
believed the reality — that Native children were routinely being shipped
to adoption homes in the United States and to other provinces in
Canada. Every social worker, every administrator, and every agency or
region viewed the situation from a narrow perspective and saw each indi-
vidual case as an exception, as a case involving extenuating circum-
stances. No one fully comprehended that 25 per cent of all children
placed for adoption were placed outside of Manitoba. No one fully com-
prehended that virtually all those children were of Native descent....

Children who entered the [child welfare] system were generally
lost to family and community — or were returned with there having
been little input to change the situation from which they were taken
in the first place....

Every facet of the system examined by the Commission revealed
evidence of a program rooted in antiquity and resistant to change.

An abysmal lack of sensitivity to children and families was
revealed. Families approached agencies for help and found that what
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was described as being in the child’s “best interest” resulted in their
families being torn asunder and siblings separated. Social workers
grappled with cultural patterns far different than their own with no
preparation and no opportunities to gain understanding. It was
expected that workers would get their training in the field.

The agencies complained of a lack of adequate resources, and
central directorate staff complained of a lack of imaginative planning
for children by agencies....

The funding mechanisms perpetuated existing service patterns
and stifled, even prevented, innovative approaches. There was little
statistical data and, what there was, was next to useless for program
planning purposes. There was no follow-up on adoptions and thus
no-way to gather the data upon which any kind of evaluation of the
adoption program could be based....

The appalling reality is that everyone involved believed they were
doing their best and stood firm in their belief that the system was
working well.... The miracle is that there were not more children lost
in this system run by so many well-intentioned people. The road to
hell was paved with good intentions and the child welfare system was
the paving contractor.”®

2.3 Child Welfare Reform

Some things have changed as a result of efforts begun in the 1980s. Since 1981,
when the first agreement was signed authorizing a First Nation agency to deliver
child welfare services, responsibility for delivering child welfare services has
been delegated progressively to agencies administered by First Nations and
some Métis communities. Emphasis is being placed on supporting increased
Aboriginal control of the development, design and delivery of child and family
services. In 1990-91, DIAND funded 36 Aboriginal child and family agencies cov-
ering 212 bands. Also in 1990-91, a total of $1.5 million was allocated to First
Nations, over a period of two years, for the development of Aboriginal child and
family service standards.”

Most Aboriginal child care agencies have adopted placement protocols
specifying the following placement priorities: first, with the extended family;
second, with Aboriginal members of the community with the same cultural and
linguistic identification; and third, other alternative Aboriginal caregivers. As a
last resort, placement is considered with non-Aboriginal caregivers.” Some
work has been done to develop culturally appropriate standards for selecting
Aboriginal foster caregivers; however, as discussed later, it has been hampered by
funding constraints and limited policy support for developmental work in new
Aboriginal agencies.
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The following summary illustrates the developments in child welfare in
Aboriginal communities:

* Agencies established under the tripartite agreement with the Four Nations
Confederacy of Manitoba, signed in 1982.

¢ Agencies authorized to administer child welfare, particularly in northern and
northwestern Ontario under the 1984 Child and Family Services Act.

¢ Child welfare prevention services sponsored jointly by bands and the provin-
cial government in southern Ontario.

o Agreements signed with single bands such as the Blackfoot at Gleichen,
Alberta, and the Métis and Cree community of Sandy Bay, Saskatchewan,
to provide services under provincial mandates.

* Regional Aboriginal services developed, including Mi’kmaq Family and
Children’s Service of Nova Scotia and Nuu-chah-nulth Community and
Human Services in British Columbia.

¢ Child welfare and other human services, in regions where land claims agree-
ments have been concluded, delivered through boards under Aboriginal
control, such as Kativik Regional Social Services and Cree Regional Health
and Social Services Board in Quebec.

* Social services in the Northwest Territories decentralized to increase com-
munity control.

Aboriginal child and family services have been established in metropoli-
tan centres such as Toronto and Winnipeg. They report significant success in
recruiting Aboriginal foster homes. For example, Native Child and Family
Services of Toronto reported that 62 per cent of the agency’s placements in 1993-
94 were customary care arrangements, signifying voluntary involvement of par-
ents and placement in Aboriginal homes.”'

Alberta has the distinction of sponsoring the only Métis-specific child wel-
fare agency yet established. Metis Child and Family Services of Edmonton pro-
vides foster care placements and emphasizes traditional values as a component
of the assessment process in home studies to screen potential caregivers.
According to information provided to Brad McKenzie, who conducted a research
study for the Commission,

An orientation training program and ongoing support meetings for
foster parents are provided. As a private agency [Metis Child and
Family Services] did not qualify for a 1994 increase of 5 per cent paid
to foster parents providing service within the provincial system.
Barriers to the recruitment and retention of Aboriginal foster care
identified by this agency respondent included limited funding, an
inadequate training program for foster parents, limitations in the
number of potential families who are able to foster, and a failure on
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the part of the social service bureaucracy to involve foster parents as
meaningful partners in meeting the needs of children in their care.”

In the study McKenzie notes that such agencies, administered by Aboriginal
people, have achieved considerable success in expanding the number of
Aboriginal foster home providers, even though provincial agencies in diverse loca-
tions acknowledge difficulties in locating a sufficient number of homes.

Several provinces have moved to make their legislation more sensitive to
Aboriginal identity in making plans for children. For example, Alberta speci-
fies that an Aboriginal child must be informed of his or her status and that the
chief and council of an Aboriginal child’s community must be consulted
before permanent wardship hearings.” Newfoundland’s legislation specifies that
“the child’s cultural and religious heritage” must be considered in determining
a child’s best interests.’* In the Northwest Territories, the objective of the
1994 Aboriginal Custom Adoption Recognition Act is “without changing abo-
riginal customary law, to set out a simple procedure by which a custom adop-
tion may be respected and recognized”.” The adoptive parent or parents
simply provide identification papers along with a written statement from the
interested parties that an adoption took place in accordance with Aboriginal
custom. Once the custom adoption commissioner is satisfied that the infor-
mation provided is complete and in order, a certificate of adoption is issued
and the adoption is registered in appropriate vital statistics files. Records of the
adoption are not sealed.” The Yukon provides that the child’s “own cultural
background” and “lifestyle in his home community” be considered in adop-
tion cases.” Quebec’s Youth Protection Actstipulates that “Every person having
responsibilities towards a child under this Act, and every person called upon
to make decisions with respect to a child under this Act shall, in their inter-
ventions, take into account the necessity...of opting for measures in respect of
the child and the child’s parents...which take into consideration...the charac-
teristics of Native communities”.”®

Ontario has the most extensive provisions in relation to Aboriginal child
welfare in its Child and Family Services Act (1984). The act seeks to include both
status Indian people and others of Aboriginal ancestry by using the term ‘Native’.
Special provisions for all children’s aid societies serving Aboriginal communities
recognize ‘Indian’ and ‘Native’ status as a ‘best interests’ category over and
above the obligation to consider cultural background. The act devotes an entire
section to Aboriginal child and family service agencies. It also recognizes cus-
tomary care and permits these agencies to seek exemptions from the application
of any part of the law.”

Alberta and Manitoba have created a child advocate office to provide
impartial investigations into complaints concerning services rendered to children.
About 20 years ago Quebec created a youth protection commission with a sim-

-‘I‘ﬁ
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ilar mandate. This commission was recently merged with Quebec’s human
rights commission to become the province’s human rights and youth rights
commission. Its mission is “to ensure...that the interests of children are protected,
and that their rights recognized by the Quebec youth protection act are
respected”.*

In many jurisdictions, exceptions are permitted to culturally inappropri-
ate requirements that might screen out Aboriginal people applying to foster or
adopt Aboriginal children. Such exceptions may be explicit, as in Ontario’s
Child and Family Services Act; or implicit, as in the practice of agencies that
encourage Aboriginal families to provide care for Aboriginal children.

Expenditures to improve the coverage and quality of Aboriginal-specific
child welfare services have been increased substantially for services to registered
Indians ordinarily resident on-reserve and Indian child-in-care costs charged back
to the federal department of Indian affairs. In 1992-93 the department allocated
$159.8 million to child and family services, representing 78 per cent of the wel-
fare services budget, which also includes services to enable adults with functional
limitations to maintain their independence. The welfare services budget increased
from $38.7 million in 1981-82 to $204.8 million in 1992-93 — an annual
increase of 16 per cent. Expenditures per child in care increased at an average
annual rate of 17 per cent in the same period, rising from $6,754 in 1981-82
to $28,260 in 1991-92.

Despite these welcome reforms, and modest successes in placing children
in Aboriginal foster homes, which have stemmed the flow of Aboriginal children
out of their communities and nations, it is evident that services to care for
neglected and abused children are insufficient to repair the ills plaguing
Aboriginal families.

In 1992-93, about 4 per cent of First Nations children living on-reserve
were in agency care outside their own homes, a reduction from the highs of
between 6 and 6.5 per cent in the 1970s.*” During the same period, however,
child welfare agencies serving the general population made an effort to keep chil-
dren in their own homes, a move that reduced the general child-in-care rate to
0.63 per cent. The percentage of First Nations children in care is six times that
of children from the general population in the care of public agencies. This dis-
parity has increased since the 1970s, when First Nations children were placed
in care at five-and-a-half times the rate of children in the general population.”
As with most statistics on social services, only data on First Nations services pro-
vided directly or funded by the federal government are available. The extent of
service to Métis people cannot be discerned from existing sources.

A November 1994 publication of Alberta’s Commissioner of Services for
Children states that “While only nine per cent of all children in Alberta are
Aboriginal, nearly 50 per cent of the children in care are Aboriginal”.* The ter-



CHAPTER 2: THE FAMILY

minology used would seem to imply that Métis and non-status Aboriginal chil-
dren are included in the figures, despite the prevailing scarcity of data on the
Métis population.

In a more localized study prepared for this Commission in 1994, an
Aboriginal child and family service agency in southern Manitoba reported an on-
reserve child population (0-18 years) of 2,238 and an in-care figure of 257 at 31
March 1994, which translates to an in-care rate of 11.5 per cent.”®

Child welfare agencies are set up to protect the interests of children at risk
of neglect or abuse. The continued high rates of children in care outside their
homes indicate a crisis in Aboriginal family life. In the next section, we explore
the sources of stress in family life and the role of child welfare agencies in alle-
viating distress.

2.4 Current Issues

In our hearings, the nature and intensity of concern about child welfare issues
varied across the country. In northern Ontario and the western provinces, con-
cern about Aboriginal control of child welfare services predominated. In the
north, strong traditions of custom adoption have helped Inuit to keep their chil-
dren in their communities. Some interveners expressed concern about the
encroachment of more formalized procedures of child placement, which they see
as interfering with customary placements. Others maintained that informal
checks to protect the interests of children in custom adoptions are insufficient
and that young mothers may feel pressured by family members to make inap-
propriate placements.® Clusters of youth suicide cause serious concern, and
awareness of child sexual abuse is being brought into the open, particularly by
the action of Inuit women.”

Presentations to the Commission and research conducted for us con-
firmed the reality that reforms to child welfare services have effected only modest
improvements in the well-being of families, chiefly by maintaining the cultural,
community and family ties of children in care. We heard reports that in some
places Aboriginal people have overcome alcohol abuse and its effects in their com-
munities and instituted more culturally appropriate services, only to find that
in a more supportive environment new layers of pain and abuse are revealed.

In Choosing Life, the Commission’s special report on suicide, we recorded
the experience of Canim Lake, B.C., where the people uncovered the wide-
spread experience of sexual abuse in residential schools and the repetitive cycle
whereby the abused became abusers. We also reported the collective response of
the Canim Lake community in confronting this new challenge.*®

Joan Glode, executive director of Mi’kmaq Family and Children’s Services,
was quoted in a research report prepared for the Commission as saying that

-“8
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The development of an agency is not a happy ending because it is nei-
ther happy nor an ending. In our fourth year of operation a flood of
disclosures of family violence and child sexual abuse have begun to
surface. Many of these happened years ago and were masked by
misuse of alcohol and drugs, social and health problems and mental
illness. New skills and knowledge are needed, but as a community
we have learned that the process involves looking back to our values
and traditions and outward to current therapy and practice.”’

The catalogue of problems and the limitations of current services in resolv-
ing them, as revealed in our public hearings and research reports, reads eerily like
that presented in Judge Kimelman’s analysis in 1985.” Among the current
issues explored later in this chapter are the following.

* Intergenerational effects. The consequences of past errors continue to be felt
in successive generations of Aboriginal families.

* External control of services and inappropriate funding. Child welfare policy
is set in provincial institutions and is based on a non-Aboriginal value
system and world view.

* The need for community healing. Families are losing their young less fre-
quently to distant non-Aboriginal foster homes and adoption, but they still
suffer the effects of highly dysfunctional families and community turmoil.

* Inadequate follow-up and evaluation, as illustrated by the problem of repa-
triating children seeking to re-establish their Aboriginal identity.

* Marginal and insufficient urban services, despite the increase in the urban
Aboriginal population.

* Systemic resistance to change.

« Crisis orientation. Resources are inadequate to go beyond crisis response.

e Inappropriate training of social work personnel.

Intergenerational effects

As Justice Kimelman did in 1985, presenters at our hearings linked current child
welfare issues with the history of interventions by non-Aboriginal government
in the affairs of Aboriginal families.

Most of our clients — probably 90 per cent of them — are, in fact, vic-
tims themselves of the child welfare system. Most of our clients are
young, sole support mothers who very often were removed as chil-
dren themselves. So we are dealing with perhaps the end product of
the child welfare system that was apparent in the sixties scoop.
Actually the sixties scoop lasted well into the 70s and we are seeing
the reality of that on our case loads....We take the approach in our
agency that it is time to break that cycle. The other interesting note
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is that while the mother may have been in foster care the grand-

mother — I think we all know where she was. She was in residential
school. So we are into a third generation.

Kenn Richard

Executive Director, Native Child

and Family Services of Toronto
Toronto, Ontario, 2 November 1992

The intent of the residential school policy was to erase Aboriginal identity
by separating generations of children from their families, suppressing their
Aboriginal languages, and re-socializing them according to the norms of non-
Aboriginal society (see Volume 1, Chapter 10). The repercussions of the often
brutal enforcement of measures to achieve assimilation are still being felt in the
lives of former students:

I stayed in that residential school for 10 years. I hurt there. There was
no love there. There was no caring there, nobody to hug you when you
cried; all they did was slap you over: “Don't you cry! You're not supposed
to cry”. Whipped me when I talked to my younger brother. That’s my
brother, for God’s sake. We were not supposed to talk to these people.

Jeannie Dick

Canim Lake, British Columbia
8 March 1993

I was one of the fortunate ones in the residential school, but the boy
who slept next to me wasn't very fortunate. I saw him being sexually
abused. As a result, he died violently. He couldn’t handle it when he
became of age.

Wilson Okeymaw

Hobbema, Alberta
10 June 1992

I have heard people who have said, “I left that residential school, and
I have been like a ship without a rudder”. I have heard people say,
“I have left that place, and I left there just like a robot, with no feel-
ings, with no emotions”.

Elmer Courchene

Fort Alexander, Manitoba
29 October 1992

Chief Cinderina Williams of Spallumcheen recounted the events in her
community leading to the take-over of child welfare. She writes:

With the absence of this caring and nurturing environment, [chil-
dren] lost their identity, their feeling of self-worth, their self-esteem,
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their place within their own society and their whole reason for being.
Some children harboured great resentment toward their parents,
grandparents and their whole community for subjecting them to the
horrors of the residential schools and found they could trust no
one, not even themselves, for self-betrayal was common in order to
survive. They had to cheat, lie and steal to avoid punishment, get
food to eat and obtain special favours, or avoid hard labour.

Later when these children returned home, they were aliens.
They did not speak their own language, so they could not commu-
nicate with anyone other than their own counterparts. Some looked
down on their families because of their lack of English, their lifestyle,
and some were just plain hostile. They had formed no bonds with
their families, and some couldn’t survive without the regimentation
they had become so accustomed to....

Many, after years of rigid discipline, when released, ran amok,
created havoc with their new-found freedom and would not listen
to their parents, elders or anyone else in a position of authority.
Perhaps the greatest tragedy of this background was the unemo-
tional upbringing they had. Not being brought up in a loving,
caring, sharing, nurturing environment, they did not have these
skills as they are not inbred but learned through observation, par-
ticipation and interaction.

Consequently, when these children became parents, and most
did at an early age, they had no parenting skills. They did not have
the capability to show affection. They sired and bred children but
were unable to relate to them on any level. This is still evident
today.”!

The family dysfunction of today is a legacy of disrupted relationships in
the past, but the effects are broader and more diffuse than can be traced in a
direct cause-and-effect relationship. There are entire communities whose mem-
bers are imbued with a sense of violation and powerlessness, the effect of mul-
tiple violations having reverberated throughout kin networks. The treatment of
individuals is only part of the healing process that needs to take place. Bonds of
trust and hope must be rebuilt within whole communities as well.

External control of services

As mentioned earlier in the chapter numerous child welfare services have been
instigated by Aboriginal people. These are authorized under provincial or terri-
torial legislation, even when they are funded by the Department of Indian
Affairs and Northern Development (DIAND) and established through federal,
provincial and Aboriginal tripartite agreements or as voluntary agencies.
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Under the constitutional division of powers, jurisdiction over child wel-
fare is provincial. Authority is delegated by provincial legislation to local agen-
cies of the province or, in the case of Ontario and southern Manitoba, to private
agencies chartered locally with boards of directors appointed by members of the
local community.

The agencies have the power to apprehend children who are neglected or
in danger of being neglected and to bring the matter before a family court, which
can transfer guardianship or parental rights to the agency. Usually after two years
of temporary care, if the parents are unable to provide for the child, the court
grants an order transferring guardianship permanently to the agency. Agencies
can also make voluntary arrangements to care for children with the consent of
the parents. Agencies use foster homes that have been screened and approved.
They may operate group homes for older children or children with relationship
problems and foster homes for children with physical or developmental dis-
abilities. They also use treatment facilities operated by health institutions or pri-
vate organizations. Agencies have the authority to arrange adoption placement
of children placed permanently in their care.

While children are in the care of the agency, per diem rates for maintenance
are charged to the province, or in the case of registered Indians, to the federal gov-
ernment. Rates are set by the province or the local agency. These per diem fees usu-
ally constitute the bulk of an agency’s budget and cover payments to foster parents,
clothing and other expenses for children in care, a portion of agency workers
salaries, as well as operating costs. Per diem fees are paid directly in proportion to
the days of child care provided and are not subject to an upper limit.

A much smaller portion of agency budgets is allocated to working with fam-
ilies to prevent apprehension, improving the conditions that lead to neglect so that
children can return home, or planning adoptions. The budget for preventive and
rehabilitative work with families is established with some degree of negotiation,
but basically it is set at the discretion of the funder. Since more resources are avail-
able for child care, more effort goes into this portion of agency work.

The federal government historically has declined to introduce services
(other than education) on Indian reserves in parallel with provincial institutions.
The provinces have been reluctant to extend services to reserves principally
because of the costs involved, but also because many First Nations have not wel-
comed provincial involvement, fearing that engaging in a relationship with the
province might compromise their relationship with the federal government and
their entitlements under treaties. A revision of the /ndian Actin 1951 provided
that all laws of general application in force in a province apply on-reserve unless
they conflict with treaties or federal laws. This did nothing, however, to make
the federal and provincial governments any less reluctant to work with Aboriginal
governments in planning social services on reserves. The federal government has
denied responsibility for services to Indians off-reserve, although post-secondary
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education assistance and non-insured health benefits have been available to
some registered Indians off-reserve and Inuit living outside their traditional
territory. Provincial governments historically maintained that funding of all
services for Indian people, regardless of where they lived, was a federal respon-
sibility. (For a discussion of the policy vacuum affecting urban Aboriginal ser-
vices, see Volume 4, Chapter 7.)

A major review of government policy on First Nations, led by Harry
Hawthorn and published in 1966, criticized both orders of government for their
hands-off policy and argued that Indian people were eligible to receive services from
both.” Federal-provincial dialogue on cost sharing of social welfare programs in
general had been going on for several years. The federal government was now push-
ing for agreement on cost sharing of Indian welfare services. In 1965, it signed a
welfare agreement with Ontario, which extended numerous Ontario social services,
including child welfare, to Indian people on reserves, with provision for charge-
backs to the federal government. Child-in-care costs for Indian children living off-
reserve were also eligible for charge-back under the new agreement.

The Canada Assistance Plan (CAP) was introduced in 1966 to ensure that all
citizens of the provinces received basic services. It provided 50/50 cost sharing of
social welfare costs between federal and provincial governments. Indian people off-
reserve were to be covered by programs supported by CAP. Part It of CAP provided
for a separate agreement to clarify off-reserve costs of services to Indian people, but
apart from Ontario, no other provinces signed such agreements.53 Money remained
the stumbling block. While the provinces maintained that the federal government
was entirely responsible for services to Aboriginal people, the federal government
held that since it reimbursed 50 per cent of social program costs under CAP,
Aboriginal people should be covered by provincial programs.”

Car funding and the rules of program accessibility incorporated in the
plan’s guidelines did help to resolve the problem of eligibility for off-reserve
Indians, who routinely had had difficulty accessing municipal social services
when they moved off-reserve. Non-status Indians, Métis people and off-reserve
Indian people were clearly within the ambit of provincial services.

Except on an emergency basis, child welfare services were generally not
available to Indian people living on-reserve. The federal government purchased
some services, but they were usually for children already in care, and none of the
agencies was willing to get involved. Perhaps it was because of the post-war
mobility of Indian people moving off-reserve, or perhaps it was because prob-
lems were ignored and allowed to deteriorate until apprehension was necessary.
Whatever the reasons, the number of Aboriginal children in care continued to
grow. The Canadian Council on Social Development sponsored an investigation
of Aboriginal child welfare in two studies.” Patrick Johnston’s study, quoted ear-
lier in this chapter, was highly critical of child welfare practices and helped to
fuel the fires of change being lighted elsewhere in the country.
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Beginning in 1981, DIAND began to enter into tripartite child welfare
agreements with provincial governments and tribal councils or regional groups
representing First Nations. As a condition of these agreements, the federal gov-
ernment insisted that child and family services established under the agree-
ments and operating under delegated authority from the province must adhere
to provincial regulations.” The federal government was entirely responsible for
financing on-reserve services and child-in-care costs.

Charles Morris, executive director of Tikinagan Child and Family Services
in northwestern Ontario, described the consequences of placing child welfare in
his region under provincial control.

Tikinagan Child and Family Services is mandated under the Child
and Family Services Act to provide service in child welfare, commu-
nity support and young offender categories....

It was our misfortune to have received our mandate when we
did, in April of 1987, because of what has subsequently transpired.
A five-year organizational review was conducted in 1990, and it
showed the extent of our unpreparedness. We became, for all intents
and purposes, a children’s aid society which was indistinguishable
from other white-operated children’s aid societies, and to this date we
continue to emulate the practices of these traditional children’s aid
societies. We adopted a system without question, we became incor-
porated to this system, and today we perpetuate the practices of
such a system. This is despite our efforts to not do so....

During our second-last annual assembly in Muskrat Dam, our
elders directed us to seck more authority and autonomy in the child
welfare field based on our natural and treaty rights as the First People
of this land. Their rationale was that the Creator bestowed upon us the
inherent authority to govern our own relationships amongst ourselves
in our communities, and to structure our family support services in
accordance with our unique culture and customs and in a manner
which respects the genuine needs and priorities of our people.

We state categorically that the above is not possible within the
present framework.

Charles Morris
Executive Director, Tikinagan Child and Family Services
Sioux Lookout, Ontario, 1 December 1992

The need for community healing

Conventional treatment services provided under provincial child welfare legis-
lation typically treat children’s needs for protection and care on a case-by-case
basis, viewing each incident of neglect as though it were a discrete and excep-
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tional occurrence rather than a localized eruption that is symptomatic of more
generalized disorder in the organism of extended family and community.

Casework or therapy with a nuclear family is consistent with the western
cultural perception that individuals are members of nuclear families that provide
economic support and affection and can turn to specialized institutions for
problem-specific help. Aboriginal people, on the other hand, often perceive
themselves as members of family networks in which everyone is obliged, to the
extent of their ability, to share their resources and assist all other members. In
rural communities with stable membership over generations, the family and the
community may be virtually the same group.

These different concepts of family, community and social obligations can
lead to very different notions of how to conduct a helping interaction, as
described by an Anishnabe social worker and his colleagues.

Figure [2.1] attempts to illustrate and compare the two distinctly dif-
ferent environmental contexts in which an Aboriginal worker func-
tions. Figure [2.1A] depicts the Aboriginal community as a network.
One immediately striking characteristic of this context is the high
number and complexity of the interrelationships. Both the worker
and the individual (or family) who is the focus of concern...are
deeply and equally embedded in this community network. Members
of the Aboriginal community potentially (and normally do) play
multiple roles in relation to one another — friend, neighbour, relative,
and community service volunteer, as well as job-related service giver
and receiver roles. All of these roles are reciprocal, each (at least
potentially) being played by each person in relation to all others in
the community.

Figure [2.1B] illustrates the Aboriginal worker and his or her client
seeking human service outside the Aboriginal community. The indi-
vidual or family who is the focus of concern assumes the role of
‘client’ [in the] system — a more dependent and generally stigmatized
role. In like manner, the community member functioning in the job
of human service worker is cast in the role of ‘worker’ —a more pow-
erful and generally more expert role. The worker is not seen by
formal human service agencies as an individual simply fulfilling an
expected role in the mutual aid system of the Aboriginal community.
In the formal system, the worker-client role relationship becomes
single faceted rather than multiple, and uni-directional (helper-
helped) rather than reciprocal. Both worker and client become
removed and isolated from the interpersonal network that gives their
needs and behaviour meaning and that will ultimately provide the
support and resources, or obstacles, to satisfaction of those needs.”
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A: First Nations Community Network B: Formal Helping System

Agency #1
"1
Agency #2
| Worker-client

roleset

"

— Reciprocal relationship () 1ndigenous human services

***** Unidirectional relationship workers, including First Nations

Band chief and council child welfare prevention worker,
o i community health representative,

Individuals and fumilies alcohol worker, mental health

(0 Individuals or families with concerns worker.

Source: Adapted, with permission, from Connie H. Nelson, Mary Lou Kelley and Dennis H. McPherson,
“Rediscovering Support in Social Work Practice: Lessons from Indian Indigenous Human Service
Workers”, Canadian Social Work Review (1985), pp- 233-235.

The differences between culturally conditioned Aboriginal ways of help-
ing and services delivered in the conventional manner of professionalized social
services are even more pronounced when the worker is also an outsider to the
community. Aboriginal workers typically try to modify the mode of service in
an ad hoc manner, risking being seen by both the community and the sponsoring
agency as acting inappropriately.

Applying this model of helping, in which many members of the commu-
nity network are conditioned or required to turn to outside agencies for help,
weakens internal bonds of mutual aid. Community members are unable to con-
tribute to the agencies that are the source of help, and they begin to doubt that
they have the resources to help one another. Such a situation fosters dependent
relationships.

External aid may well be required, however, given the poor economic situ-
ation of many Aboriginal communities. And Aboriginal nations will undoubtedly
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choose to respond to some community needs through service institutions similar
to agencies operating elsewhere in Canada. We do not wish to imply that either
external aid or formal agencies are inappropriate or unnecessary vehicles for meet-
ing needs. We do wish to emphasize that services should be diligent about strength-
ening the capacity for mutual aid and using local resources, practices that, by all
accounts, mainstream child welfare agencies have been slow to adopt.

In Chapter 3 of this volume we discuss the problems created by a multi-
plicity of agencies offering help within the confines of narrow bureaucratic reg-
ulations and divorced from community influence. At our hearing in Hobbema,
Alberta, Wilson Okeymaw described the conflicts he experienced:

When we try to act as white people we have problems. We try to sit
behind a desk, and wear a tie and a shirt. That’s fine, but in the whole
process we run into some difficulty... There is a real strong connection
among people in this community, all the extended families. When
something happens to an individual, everybody goes over there. And
the funding agencies come back to me and say, “Youre spending too
much time over there. You have to be inside one 10 x 10 office.” And
[they] stack me with some more papers. There’s an underlying family
structure that the system has a hard time understanding.

Wilson Okeymaw
Director, Nayo-Skan Healing Centre
Hobbema, Alberta, 10 June 1992

Our proposals in Chapter 3 for reorganizing health and social service delivery
systems under Aboriginal control will naturally encompass child and family ser-
vices. We expect that services developed in community healing centres and
regional healing lodges will address the need for community healing and mutual
support networks, and at the same time acknowledge that professional services
and resources from outside the community may still need to be deployed strate-
gically in some circumstances.

Inadequate follow-up and evaluation

The foster care and adoption practices that removed thousands of Aboriginal
children from their families and communities and placed hundreds of them out-
side Canada disrupted Aboriginal families to an appalling degree. Each situation
was seen as an exceptional case, and no steps were taken to evaluate and adjust the
larger picture. Many of the cross-cultural adoptions broke down, setting the
adoptee adrift in the process. When these lost children attempt to search for their
roots, they are often thwarted by agency rules of confidentiality. Even when adop-
tion placements have been successful, some adoptees are still interested in estab-
lishing an identity that encompasses their Aboriginal culture and origins. It is a
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priority of Aboriginal communities and family service agencies to repatriate
Aboriginal children who lack stable family ties and Aboriginal youth who have no
community connections, and to help rootless adults find their way home. But it
is a priority that the mainstream service system has failed to recognize in a sys-
tematic way. In the words of an administrator of a Manitoba child welfare agency:

Since 1982, First Nations leaders have continuously requested that
the federal and provincial governments demonstrate their support for
resolving the historical injustices against Indian children, families and
communities by assisting in the search for adoptees and by facilitat-
ing the repatriation for those who wish to return to their families and
communities.

The Government of Manitoba provides repatriation assistance
only on a case-by-case basis and only to those adoptees under the age
of 18. Due to long years of government inaction, many of these chil-
dren are now over the age of majority, 18, and are once again victims
of a system that previously failed them.

The Manitoba Child and Family Services Department will
attempt to reunify families only when both parties have registered
with the post-adoption registry, a system that is relatively new and
largely unknown to Aboriginal people who have lost their children.
The Canadian government has failed to accept any responsibility and
has refused to release documents critical to the search for adoptees....

Over the past decade, a number of adoptees have found their
way home. All of the returning adoptees are searching for a cultural
identity and many of them incorrectly perceive that they have been
rejected by their own people. Although some of these adoptees have
been happy in their adoptive homes, a much larger number were vic-
tims of emotional, physical, and sexual abuse....

First Nations child and family service agencies are doing their
best to search for adoptees and assist those who are returning home.
They have been left with the responsibility of picking up the pieces
caused by inhumane child welfare policies of the provincial and fed-
eral governments....

No government has recognized responsibility and, consequently,
the monumental care and treatment that is required for these
adoptees is not available.

Morris Merick

Director, Dakota Ojibway Child and Family Services
10 December 1992

At another hearing, a young person who had lost touch with her family of
origin described her perspective:

-“@
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Proposals to Support Repatriation of Adoptees

1. Immediate release of any documents that would assist in the search for
adoptees.

2. Financial assistance for those adoptees who wish to return home.

3. Immediate access to essential support services for those adoptees
returning to Canada.

4. Appropriate funding for First Nations to allow for the development of
a central registry office that would search, track and refer Native
adoptees to appropriate agencies.

5. Appropriate funding for First Nations agencies to allow for the estab-
lishment of a repatriation home [program] that would provide a tem-
porary shelter for returning adoptees, in addition to services related to
developing cultural awareness and identity, preparing for life on the
reserve, integrating with the community, counselling for alcohol, drug,
sexual, physical, and emotional abuse, coping and life skills.

6. A public apology to the First Nations people of Manitoba and, in par-
ticular, Native adoptees and their families.

7. Monetary compensation to Native adoptees and families for the pain
and suffering they have endured.

Morris Merick

Director, Dakota Ojibway Child and Family Services
Brandon, Manitoba

10 December 1992

I come from a family that was somewhat dysfunctional and I am a
product of the other Child Welfare Services. That Child Welfare
Service said that my grandmother was too old and too poor to keep
us children, although she wanted us. I met my sister, who managed to
miss that system somehow and lived with my grandmother. What she
said to me when she met me was: “I have to tell you this because my
grandmother and your grandmother wanted me to if ever I found you.
That was that she tried for years and years and years to find you — there
were two others of us — and bring you back to the family.”

Linda Nicholson

Orillia, Ontario

12 May 1993

Morris Merick presented a proposal to support repatriation of adoptees to
their families and communities (see box). We urge that the important role of
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Aboriginal family and children’s services in facilitating repatriation be recognized
and assisted by appropriate adaptations of regulations in provincial agencies.

Establishing service standards and evaluation procedures will devolve more
fully upon Aboriginal governments and service agencies as they gain more
autonomy from federal and provincial governments.

Aboriginal agencies currently acknowledge the need to set standards of
practice and monitor the effectiveness of their operations, but the history of exter-
nal assessments, which were often seen as a threat to funding and often imposed
inappropriate criteria, has left a legacy of distrust and resistance to assessments.
Policy making and evaluation, therefore, are part of the set of skills that will be
required in future even more than they are now. In a self-government context,
with jurisdiction exercised at the level of the Aboriginal nation, communication
skills to foster co-operation, as well as evaluation skills, will be essential.
Accountability to members of the Aboriginal nation served will likely be through
nation and regional structures, staff and board committees of community mem-
bers, service agency and government personnel — whether the responsible gov-
ernment is Aboriginal, federal, provincial or territorial.

In our hearings, a number of presenters called for Aboriginal-specific leg-
islation at the federal level in the field of child welfare. We do not discount the
need for collaboration across Aboriginal nation boundaries and among net-
works of sectoral agencies to develop standards of practice. In our view, however,
the authority for legislating child welfare and regulating practices should rest with
the Aboriginal nation. With Aboriginal jurisdiction in place, there will be greater
flexibility to introduce practices in keeping with Aboriginal culture and com-
munity realities, and an increased capacity to allocate funding in a way that rein-
forces family health and community responsibility.

Marginal and insufficient urban services

Statistics showing projected patterns of migration between rural and urban set-
tings indicate that by the year 2016, the urban Aboriginal population will have
increased in absolute numbers from 319,997 in 1991 to 457,000, a 43 per cent
rise in 25 years. (Details on current issues in urban services and demographic pro-
jections are provided in Volume 4, Chapter 7.)

Our discussion of urban issues in Volume 4, Chapter 7 highlights the policy
vacuum that has impeded the development of Aboriginal-specific services in
urban settings. In Chapter 3 of this volume, we analyze the threats to people’s
health and well-being and show how the health of urban Aboriginal people is
equally, if not more, at risk.

One predominantly urban concern is the increasing involvement of
Aboriginal youth in life on the street. The disadvantaged conditions that
Aboriginal people experience with such frequency, and the failure of social insti-
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tutions and services to respond to the resulting needs, converge in the lives of street
youth. To gain some insight into this phenomenon, we commissioned a research
project that worked through the staff of agencies serving street youth to locate and
interview Aboriginal youth living on the street in Vancouver, Winnipeg and
Montreal.”® To provide some background to the young people’s stories, the
researchers also interviewed workers in these agencies as well as a few parents.
Eleven young people were interviewed in all. Of these, seven were survivors of the
street, two were temporarily in a detention centre, and two had left the street.

No reliable data exist on the number of youth living on the streets of
Canadian cities or the proportion of them that is Aboriginal. Local studies and
estimates by agency workers based on the use of services put the total number
at anywhere from a few hundred to several thousand in the larger centres. There
is greater agreement that Aboriginal youth make up a disproportionate number
of street youth, with estimates ranging from 30 to 70 per cent of the population
using needle-exchange programs for drug users and drop-in centres that provide
food, clothing and shelter. Workers in the Montreal agencies serving street
youth generally declined to make estimates, although one worker speculated that
Aboriginal youth might constitute 10 per cent of the street population. Although
there is a significant Inuit population in Montreal, Inuit youth are not visible
in the street population.

Our research did not provide quantitative data on which to base pro-
nouncements. Gilchrist and Winchester note, for example, that very young
runaways, solvent sniffers, under-age prostitutes, gang members, and youth
heavily addicted to alcohol and drugs were not interviewed directly in their study,
although their presence on the street was often noted in interviews with others.”
A range of characteristics and experiences is reported in the data. There is no typ-
ical profile of Aboriginal street youth. Some are as young as 11 or 12; others have
been surviving on the street for close to a decade. Some have come from rural
and northern reserves and settlements, others from families that have been in the
city for more than a generation. Most of the youth interviewed had lost touch
with their biological families following extended periods in foster or adoption
care. The males in particular had experience with correctional institutions.

We found that the reasons youth take to the street can be grouped into
three broad categories. Youth were

* products of the child welfare system, correctional system, and family break-
down, fleeing abusive situations or rejection because of homosexuality and,
often, demeaning experiences of racism in non-Aboriginal society;*

e children who had failed to find meaningful relationships in the family or suc-
cess in school, perhaps because of undiagnosed learning disabilities; and

* youth from rural reserves and northern communities or economically mar-
ginal urban families, seeking excitement but falling into prostitution because

they had no job skills.
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Children and youth who resort to the street and remain there do so
because in their view it is better than what they came from. On the street they
find an accepting culture — people who share and look out for one another, a
family of sorts. But they also find exploitation, violence and, in some cases, early
death. In an effort to mask the pain of their lives they use drugs and alcohol,
which only numb their initiative, binding them in an aimless round. The fol-
lowing are portions of the histories of three street youth interviewed for the study.

Karen was 15 years old at the time of the interview in Vancouver and had
been drifting between home and the street scene for two years. She was sexu-
ally abused by her cousin and relates her running away episodes to flashbacks
she has of that prolonged and painful experience. Her mother told the inter-
viewer that five of her 10 children suffer from fetal alcohol syndrome (described
in Chapter 3 of this volume). Karen has not been diagnosed but may be one of
those affected by her parents’ past alcohol abuse. She described her routine on
the street:

I just kill time. I'd walk around. I'd go to Carnegie and all that. I'd
go on Hastings and then I'd go to Granville and walk there...and see
all my friends around Granville. That’s about it.’

Noella and her brother Axle, interviewed in Winnipeg, were taken into
foster care at an early age and placed for adoption when Noella was about four
years old. Her adoptive mother died when Noella was 10 years old. Even before
her mother’s death, her adoptive father had been sexually abusing her. Two
years later she stole her adoptive father’s car. After being arrested, she was put
on probation and sent home. She breached probation and ended up in custody.
Her life for the eight succeeding years was spent in and out of custody, com-
pleting grade eight in school, travelling to find her biological parents, having two
children, both of whom were apprehended by child welfare agencies, and moving
on and off the street. At the time of the interview her partner was Travis.

Travis was adopted at the age of six months by non-Aboriginal parents.
Regular disputes with his adoptive parents culminated in Travis pulling a knife
on his adoptive father at the age of 14. He was forcibly removed from the home
and spent two years in a correctional institution. He learned that his biological
mother had died in a fire when he was seven, and he spent some time with his
biological father, whose drinking was an obstacle to forming a relationship. He
drifted onto the streets at the age of 16 and expresses some shame about the crim-
inal activity he has been involved in since then.

For the seven months preceding the interview Travis and Noella had lived
in a rented apartment with Noella’s brother Axle. They collected social assistance,
were jobless, lived in low-rent housing, used soup kitchens and free recreational
services, and spent most of their time on the streets of Winnipeg or trying to get
off the streets. Their motivation to achieve a different life came from their
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desire to regain custody of their child who was apprehended at birth, ostensi-
bly because Travis was intoxicated when he accompanied Noella to hospital for
the delivery.

The grief and bewilderment of families is captured in the account of a
Winnipeg parent whose nine-year-old child became involved with child pornog-

raphy:

How she started, she met two older gitls....She started bringing
home things like perfume, gifts, clothing....Well, I didn’t find out till
she was about 11 when the police came to the house.... They had a
bunch of pictures of these young girls and pictures of my daughter
were in there too....They caught the guy....He got seven years....She
never spoke about it again. [They didn’t receive counselling]...instead
what they did was the family services put the children in the home
and that was it. [The daughter went to a group home for two years,
from which she ran away twice.] She was okay when she was locked
up. She came out when she was 15. She never went back to
school....She committed suicide.®

Gilchrist and Winchester draw on the work of Abraham Maslow in dis-
cussing human needs.”” However, they consider a person’s need for physical sur-
vival, protection, self-esteem and spiritual integrity as being of comparable
importance, rather than ranked hierarchically as Maslow proposes. For youth
living on the street, however, the opportunities to meet their needs are restricted
at every turn.

Street youth usually lack the education and employment skills that would
enable them to meet their needs for food, clothing and shelter in socially accept-
able ways and are driven to panhandling, scavenging in garbage dumpsters, sleep-
ing in stairwells and abandoned buildings, prostitution and petty crime. Children
under age 16 are fearful of using street services because the law requires that they
be returned to the home situation they are trying to escape. At the most basic
level, street youth need safe houses, food banks and health services, including
addictions treatment, and, for those who are able to make use of them, facili-
ties to support independent living.

Street youth often need protection from the very people legally responsi-
ble for their care, be it their biological, foster or adoptive families. They also need
effective protection from sexual predators and the people who profit from the sex
trade. The youth themselves acknowledge the valuable assistance extended by
street agencies, and Aboriginal youth look for Aboriginal faces in these agencies.
At present, only a handful of services, such as the Bear Clan Patrol in Winnipeg,
address the particular needs of Aboriginal children and youth on the street.**

Many street youth have experienced extreme trauma in their lives. Gaining
or regaining the ability to hold a job and profit from counselling and education
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is often a long, arduous process. Aboriginal youth services, therefore, must
include job skills training, alternative education options, and counselling that
is relevant to their reality.

For these youth to become mature adults, they will require support to
develop their identity, opportunities to learn about their cultures and traditions
as Aboriginal people, and critical education that will empower them and enable
them to transcend the pain of their past experience. The services needed in this
area include repatriation services for adoptees and foster children, education in
history and critical analysis, learning circles, access to elders, and opportunities
to experience cultural practices in ceremonies and life on the land.

On reserves and in Inuit villages considerable progress has been made in
recent years in developing an array of culturally relevant services, including
family and children’s services. The development of services in urban settings has
hinged largely on volunteer efforts and unreliable and inadequate funding. In
Volume 4, Chapter 7 we make a number of recommendations concerning financ-
ing of social programs for people living off Aboriginal territory. We also recom-
mend stable support for Aboriginal service agencies and hiring Aboriginal people
to design and deliver services for Aboriginal clients in mainstream agencies.

As with all children’s services, remedial treatment — mending fractured lives
— is necessary but not adequate in itself. We must find the means to support and
heal families before they break apart.

Missy, a former street youth, made use of healing services and cultural edu-
cation to begin her recovery.”” She now works in street services, and her appeal
for immediate action adds urgency to our argument for more humane and
effective services on behalf of children at risk, including those who find their way
onto the streets of our cities:

If people don't start taking a look at [the street situation], we're
going to see a lot more kids dying from overdoses and suicides and
violent death.... There are kids out there who are dying. We see that
every day. But I think that government officials have to come down
and take a look t00.

Service systems resistant to change

Despite persistent pleas from Aboriginal people that their interdependent needs
be served by holistic services, the service environment continues to be fragmented
. between federal and provincial levels of government, between departments and
ministries, and among service agencies in the community.

Rix Rogers is a former adviser to the federal government on the sexual abuse
of children. Speaking at a Commission hearing, Rogers described the critical situ-
ation regarding the lack of services in Aboriginal communities, the financial con-
straints facing provinces, and the fragmentation of efforts to meet people’s needs.
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Where I think we've got a problem is in the provincial and federal
mechanisms of government where we're organized on a basis of dif-
ferent ministries, different departments, and there’s really no way of
providing a sort of integration of effort.

Family violence and child abuse issues represent the first wave -
of very complex and multi-dimensional problems that no longer can
be addressed by any one single government ministry. Governments
have not caught up with that fact.

So that, if in fact we're going to get serious about meeting these
needs, youd almost have to do away with the current structures of gov-
ernment and create some brand new ones. And I would suggest that
probably over the next 10 years that’s what's going to have to happen.

Rix Rogers
Institute for the Prevention of Child Abuse
Toronto, Ontario, 3 June 1993

The Alberta commissioner of services for children is engaged in efforts to
integrate children’s services in Alberta. A report by the commissioner gives a sum-
mary account of what several provinces are doing to develop integrated service

delivery systems that are

responsive to all issues facing a family or child, rather than just a single problem;
flexible enough to allow services to be tailored to the needs of the family or

child — individualized approaches;

able to provide an integrated set of services for children and families; and
capable of assisting people with acute problems, while at the same time pro-

viding sufficient resources for early intervention.”’

In 1994 the government of Ontario announced an Aboriginal health
policy that acknowledges that Aboriginal people must play the leading role in
designing health and wellness strategies in accordance with their cultures and pri-
orities. The policy supports appropriately funded community health centres, hos-

tels and hospices.®®

In January 1995 the government of the Northwest Territories circulated
a discussion paper, Community Wellness: Working Together for Community Wellness,

which proposes that:

The document outlines strategies to improve co-ordination of government ser-

The Government of the Northwest Territories will honour the inher-
ent ability of the community to care for itself. We will support the
well-being of the people we serve by promoting healthy living, life-
long learning and healing.”’

vices and emphasizes early childhood development.
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The Alberta commissioner’s research revealed, as Aboriginal people have
observed, that it is extremely difficult to shift the mode of operation or priori-
ties of complex service systems. In the recommendations in Chapter 3 in this
volume, we propose practical ways to initiate a more integrated service delivery
system for Aboriginal health and social needs, including child and family services.

Crisis orientation and training

Cirisis orientation and inappropriate training of social work personnel are treated
extensively in the discussion of service delivery in Chapter 3.

Most policy makers would agree in principle that early intervention in
problem situations is most likely to be effective in preventing severe breakdown
and is therefore an efficient use of resources. In practice, however, when a crisis
is breaking on every front in a family, service providers cannot afford to turn their
backs on urgent needs on the grounds that the children will be better off in the
long term. Where children are at risk in violent situations, they may not survive,
or they may not remain emotionally healthy enough to be capable of enjoying
any long-term benefits.

Given the evidence that the crisis in Aboriginal family life is not subsid-
ing, it follows that services to cope with or avert crises must continue to be pro-
vided. They include monitoring children at risk and counselling families, shelters
for family members vulnerable to violence, residential treatment for addictions,
anger management, respite care to relieve overburdened caregivers, opportuni-
ties to learn and improve parenting and problem-solving skills, and alternative
care within the extended family or community. Longer-term yet equally essen-
tial strategies include mobilizing community support networks, providing early
childhood education, and researching ways to articulate modern applications of
traditional knowledge.”

Our human resources development strategy, set out in Chapter 3, proposes
ways of dealing with the challenge of training personnel to implement new
approaches to human services. Social workers typically are trained to function
within mainstream agencies, which often assume the role of assessing and con-
trolling individual and family behaviour, rather than facilitating the healing of
kin networks and whole communities. There are no systematic plans or resources
carmarked to train new cadres of Aboriginal workers once child and family ser-
vices have been established or when service personnel change.

Information from DIAND indicates that an unspecified part of the alloca-
tion for administration can be used for staff workshops and training. Training
for staff at the start-up of an agency was often built into the global budget. Now,
however, agencies report that current budget constraints do not allow them to
sponsor training for new staff or orientations for the volunteer committees and
governing bodies essential to keeping an agency accountable to the community.

-"(L“
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Human resource development, including training Aboriginal personnel for
diverse roles in a new integrated service system, will be essential to the success
of new approaches to child and family services under Aboriginal control.

2.5 Conclusion and Recommendations

Aboriginal institutions in the field of family and children’s services are the way
of the future. They will form part of the system for delivering integrated health
and social services, described more fully in Chapter 3 in this volume.

Our recommendations here focus on affirming and implementing the
authority of Aboriginal nations and their communities to act in the field of family
and child welfare, and on resolving the tensions between federal, provincial, ter-
ritorial and Aboriginal authority that interfere with protecting the best interests
of Aboriginal children.

While we consider that protecting children’s interests can be achieved best
in the context of revitalized Aboriginal families, communities and nations, we
do not underestimate the difficulties of turning ideals into reality.

In the recent history of Aboriginal child welfare, the best interests of the
child have at times been construed as being in conflict with community goals
of self-determination. One highly publicized case was the death of Lester
Desjarlais, a child who committed suicide while in the care of an Aboriginal
agency in Manitoba.”'

Associate Chief Judge Dale Giesbrecht concluded from his inquiry into the
death that political considerations in the local community had interfered with
the agency’s discharge of its responsibilities, that policies and lines of responsi-
bility within the agency needed to be clarified and formalized, and that the
provincial director of child welfare should take a more active role in monitor-
ing the work of Aboriginal agencies. Concern about issues of political interfer-
ence, organizational capacity and checks and balances in exercising of community
responsibility are not confined to Manitoba.”

The tension between individual and group priorities surfaces in another
area of child welfare. As discussed later in this chapter, judgements about
guardianship and adoption placements of minor children often entail balancing
a child’s need for stable parental relationships with the equally compelling need
to have community support in developing a mature Aboriginal identity.

Aboriginal and non-Aboriginal agencies and personnel bring different
perceptions and approaches to the work of child welfare. Tensions emerge pre-
cisely because the well-being of children is such a fundamentally important issue
in both Aboriginal and non-Aboriginal societies.”®

As we reiterate often in this volume, non-Aboriginal institutions will have
a continuing role in delivering services to Aboriginal people, even when Aboriginal
self-government is fully operative across the country. The best interests of Aboriginal
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children will be served only by determined and sustained efforts on the part of
Aboriginal and non-Aboriginal governments, institutions, and people to recognize
and support each other’s contributions to the common goal.

.—-

RECOMMENDATIONS

The Commission recommends that

Authority for
Child Welfare

Funding Child
Welfare Agencies

Voluntary Agencies

3.2.1

The government of Canada acknowledge a fiduciary responsi-
bility to support Aboriginal nations and their communities in
restoring Aboriginal families to a state of health and wholeness.

3.2.2

Aboriginal, provincial, territorial and federal governments
promptly acknowledge that child welfare is a core area of self-
government in which Aboriginal nations can undertake self-
starting initiatives.

3.2.3

Aboriginal, provincial, territorial and federal governments
promptly reach agreements on the authority of Aboriginal
nations and their communities for child welfare, and its relation
to provincial, territorial and federal laws respecting child welfare.

3.2.4

Block funding be provided to child welfare agencies mandated
by Aboriginal governments or communities to facilitate a shift
in focus from alternative child care to family support.

3.25
Until community of interest governments are established in
urban and non-reserve areas, voluntary agencies endorsed by
substantial numbers of Aboriginal people resident in the areas
be authorized under provincial or territorial law to act in the
field of child welfare
(a) where numbers warrant; and
(b) with levels of funding comparable to those of agencies pro-
viding comparable services to the general population and
sufficient to meet the service needs of Aboriginal people.

-—.
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3. FAMiLY VIOLENCE

Aboriginal people perceive that the family as an institution is under severe stress
from internal violence, which is both a symptom of stress and a cause of further
distress.”* This message was communicated most powerfully by Aboriginal
women and their organizations in our hearings, although men and young people
expressed concern as well.

We observed earlier in the chapter that the well-being of children was a
prominent theme in the presentations made to us. Presenters made it clear that
the safety and healthy development of Aboriginal children are seriously at risk
in situations where there is pervasive and unchecked violence. The assessment
of many Aboriginal people is echoed in the words of a speaker at Hay River,
Northwest Territories:

Family violence is seen as the most rampant social problem of our time.
It is probably the most expensive. The costs in terms of human suf-
fering cannot be measured. The cost in dollars can only be guessed at.
Our children are vastly affected by family violence even when
they are not the direct victims. The cost to our children is hidden in
their inability to be attentive in school, in feelings of insecurity and
low-esteem, and in acting out behaviour which may manifest itself
in many ways, such as vandalism, self-abuse, bullying; and often these
children suffer in silence.
Sharon J. Caudron
Program Director,

Women’s Resource Centre of Hay River
Hay River, Northwest Territories, 17 June 1993

Women spoke eloquently of the need to secure the safety and heal the spirit
of all those who bear the current brunt and the past scars of family breakdown,
alcoholism and violence. They pointed to the need for more effective commu-
nity services; but even more important, they argued, is the need to reverse the
pattern of excluding women that has taken hold in many Aboriginal commu-
nities. The experience of exclusion, powerlessness and hence vulnerability of
women was especially painful when contrasted with the practice of balanced
family-based decision making that traditionally prevailed in many Aboriginal
nations. We highlight the perspectives of women on these and other issues in
Volume 4, Chapter 2.

3.1 Naming the Problem

Family violence can be defined as a “serious abuse of power within family, trust
or dependency relationships”.” It has been brought to the fore as a public
policy issue in Canada largely through the action of women’s groups since the
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1970s.”® The original focus of family violence discourse was on wife-battering.
It quickly expanded to include physical violence against children and, more
recently, child sexual abuse. It is now widely recognized that violence against indi-
viduals in families and dependency relationships takes many forms: physical vio-
lence, including sexual abuse; psychological violence in which vulnerable people
are battered by demeaning and humiliating words; and economic abuse in
which women and the elderly in particular are controlled or deprived by another
family member who withholds or appropriates their money.

Perpetrators of violence are found in every region, every social class and every
age group. A 1993 survey by Statistics Canada used random sampling to investi-
gate the incidence of violence against women. ‘Violence’ in the survey was defined
as experiences of physical or sexual assault that are consistent with legal definitions
of these offences and could be acted upon by a police officer. The survey was the
first of its kind anywhere in the world, and the results were startling;

The results of this survey suggest that violence against women is
widespread and has serious consequences for victims. One-half (51
per cent) of Canadian women have experienced at least one incident
of physical or sexual violence since the age of 16. Twenty-five per cent
of all women have experienced physical or sexual violence at the
hands of a marital partner (marital partners include common-law
relationships throughout this report). One-in-five violent incidents
reported in this survey were serious enough to result in physical
injury.”’

When only women who at some time have had a marital partner are con-
sidered, the proportion who have experienced violence rises to 29 per cent. The
original concern over the vulnerability of women and children continues to be
justified, but disclosures of violence inflicted on elderly people and persons
with disabilities are now being made with increasing frequency.

Older people are most likely to be subjected to economic abuse, as
described in a research study we commissioned. Elderly persons tend to derive
their income from pensions or social assistance, and this is supplemented by food
from the bush or gardens. Some children and grandchildren rely on pensioners
as part of their sharing network, but others act in more aggressive ways:

They barge in on them; they threaten them. These people [pen-
sioners] are afraid to come out and say anything. And you can’t say
a thing, nobody will say anything because they dont want to go
through the court. They haven’t got the money. If it isn’t the ‘ruffi-
ans’ it is the stores, because everything costs so much. The pension
would be okay if it was just to provide for the pensioners themselves,
its ample. But it’s the way the laws are, allows the people that are rob-
bing to get away with it.”®
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Presentations from people with disabilities recounting the violence they had
suffered were particularly disturbing:

As far as Aboriginal people with disabilities [are concerned]...we are
less recognized and the most violated against by both races, both
sexes, and both communities. We are raped by disabled men; we are
raped by disabled women; we are raped by Aboriginal women; we are
raped by Aboriginal men; we are raped by white women; we are raped
by white men. And believe you me we have been raped by our med-
ical attendants, doctors, nurses, occupational therapists — you name
it, we've had it. We know what it is like to be down low, but for God’s
sake, you don’t have to keep us there ecither.

Judi Johnny

National Aboriginal Network on Disabilities
Whitehorse, Yukon, 18 November 1992

Some Aboriginal people concerned about violence are pressing to have the
definition of the problem expanded to include other situations where violence
is likely to be felt personally — in employment situations where women may find
it difficult to protect themselves from harassment, in communities where sharp
divisions frequently flare up into confrontations, or where alienated youth are
a threat to the safety of other community members.”” Violence against gay men
and lesbians and sexual abuse between siblings has received little attention in
public policy to this date. The Commission heard that ritual abuse of children,
which has been shielded from investigation by respect for religious freedom, is
emerging as a problem in some urban settings.*

In the midst of devastating revelations of the violence suffered daily by
Aboriginal people, frequently at the hands of the men in their families, we were
urged to recognize that men are victims too. One recent study indicated that in
the inner city, Aboriginal boys are generally exposed to family violence and suffer
physical abuse, while girls are more likely to be subjected to sexual abuse.”
Revelations of the extent of sexual abuse of both boys and girls in residential
schools, the fact that victims of abuse often become abusers, and the shame that
leads men in particular to hide these experiences are all coming to the fore.
Aboriginal people in the health care field now believe that Aboriginal men have
suffered more sexual abuse as children than previously believed, and they are, in
all probability, as devastated by these experiences as women have been.

3.2 The Face of Aboriginal Violence

While family violence experienced by Aboriginal people shares many features
with violence in mainstream society, it also has a distinctive face that is impor-
tant to recognize as we search for understanding of causes and identify solutions.
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First, Aboriginal family violence is distinct in that it has invaded whole com-
munities and cannot be considered a problem of a particular couple or an indi-
vidual household. Second, the failure in family functioning can be traced in many
cases to interventions of the state deliberately introduced to disrupt or displace
the Aboriginal family. Third, violence within Aboriginal communities is fostered
and sustained by a racist social environment that promulgates demeaning stereo-
types of Aboriginal women and men and seeks to diminish their value as human
beings and their right to be treated with dignity.

Family violence is perceived to be widespread in Aboriginal communities,
but there are few national statistics demonstrating the incidence of violence or
whether the situation is improving as a result of greater public awareness and pro-
grams to combat the problem. Studies reporting on the incidence of violence are
often initiated by groups providing services, raising the possibility that the
study group includes a high representation of persons with service needs.
Nevertheless, certain studies provide quantitative data that serve as a context for
the personal statements made in the Commission’s hearings.

A study by the Ontario Native Women’s Association, for example, found
that 8 out of 10 Aboriginal women had experienced violence. Of these women,
87 per cent had been injured physically and 57 per cent had been sexually
abused.*” According to a London, Ontario, area study, 71 per cent of the urban
sample and 48 per cent of the reserve sample of Oneida women had experienced
assault at the hands of current or past partners.*

For a study reported in 1991, 61 Aboriginal women were recruited by
Aboriginal agencies in Lethbridge, Alberta. Of this non-random sample,

91 per cent of the respondents said they had personal experience with
family violence. While these women identify psychological and
verbal abuse as the most common, (ranging from blaming at 88 per
cent to swearing at 82 per cent), a significant number had also been
subjected to slapping (77 per cent), hitting (64 per cent), and punch-
ing (54 per cent). Sixteen per cent reported being touched unwill-
ingly and being forced into sex with partners.**

Emma LaRocque, a Métis professor at the University of Manitoba, spoke
at the Commission’s national round table on health and social issues. She con-
firmed the difficulty of obtaining an accurate picture of the extent of violence
affecting Métis people:

Since it is considerably more difficult to get precise statistics on
Métis people, it is virtually impossible to say with any exactness the
extent of sexual violence in Métis families or communities. However,
as more victims are beginning to report, there is every indication that
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violence, including sexual violence, is just as problematic, just as
extensive as on reserves.*’

Pauktuutit, the Inuit women’s association, published a report in 1991
entitled No More Secrets: Acknowledging the Problem of Child Sexual Abuse in Inuit .
Communities. It described the problem of child sexual abuse among Inuit in the
Northwest Territories, Quebec and Labrador and promoted disclosure by
explaining legal reporting requirements in provinces and territories.

An analysis of data from Statistics Canada’s 1991 Aboriginal peoples
survey indicated the proportion of Aboriginal people identifying certain social
issues as a problem in their communities. As shown in Figure 2.2, 36 to 44 per
cent of Aboriginal people saw family violence as a problem; 22 to 35 per cent
of Aboriginal people saw sexual abuse as a problem in their community.
Unemployment and alcohol and drug abuse were the only problems eliciting
higher levels of concern among Aboriginal people in this survey.

Although it is impossible to estimate the frequency of violence in
Aboriginal communities, there is clearly intense concern among Aboriginal
people, especially women. The panel on violence against women, reporting in
1993, encountered similar difficulties in establishing firm data on the inci-
dence of family violence. A survey conducted in Toronto on behalf of the panel
reported that in the general population 54 per cent of women had experienced
some form of unwanted or intrusive sexual experience before reaching the age
of 16; 51 per cent of women had experienced rape or attempted rape; and 27
per cent of women had experienced physical assault in an intimate relationship.*
The figures on violence at the hands of a partner are consistent with the results
of Statistics Canada’s more broadly based national survey conducted in 1993.

The extent of violence reported in local studies further underlines the sever-
ity of the problem and leads us to ask why violence is so pervasive in Aboriginal
families and communities. In published work focusing on family violence, as well
as in our hearings, Aboriginal people have consistently linked violence with sit-
uations in which individuals feel trapped in disadvantage and frustration.

Writing in Vis-a-vis, a national newsletter on family violence, Martha
Flaherty, president of Pauktuutit, stated:

There are many reasons for family violence. High unemployment,
poor housing, child abuse, drug abuse — these have led to a loss of
culture — which has in turn led to violence against ourselves and our
loved ones.”

At public hearings in widely separated locations, Commissioners heard a
similar analysis:

I think there needs to be a tremendous stress on education which
enhances the pride and abilities of our youth. A good deal is said —
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FIGURE 2.2
Selected Social Problems Reported by Aboriginal Identity Population
Age 15+, 1991

- Total Aboriginal
- NAI (On-reserve)
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Note: NAI = North American Indian.
Source: Statistics Canada, 1991 Aboriginal Peoples Survey, catalogue no. 89-533 (1993).

and I am sure the Commission has heard this many times — about
the plight of Aboriginal women. I dont want to disparage those
remarks in any way. I have heard them over and over again. But my
own experience is that the group within our society which is suffer-
ing the most is Aboriginal men. It is largely our men, both Indian
and Métis, who are in the prisons and penitentiaries of this country.
Part of that arises out of the fact that the pride of our people has
been killed in many individuals. Our young men have suffered a psy-
chological castration complex for the last 100 years, and it is time that
this was stopped so that our young men can turn to positive pursuits
by way of education, so that we can break the cycle of criminality and
imprisonment, so that we can break the cycle of the mistreatment of

women and children in our communities.
Senator James Penton

Metis Nation of Alberta
Lethbridge, Alberta, 25 May 1993
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A research study of Fort Resolution, Northwest Territories, observed that
young single men lived in an environment of high unemployment, considerable
dependence on social assistance, and little or no opportunity to participate in
traditional subsistence activities. The researcher considered the lack of options
a disastrous environment for preserving or strengthening self-esteem:

Men in the prime of their working life may be the most dispossessed
group of people in the community, which can be nothing short of a
catastrophe for Dene/Métis cultures.®

Other Aboriginal people point to the intergenerational effects of the res-
idential school experience as the beginning of learned patterns of violent behav-
iour. A respondent in a study of family violence in the Treaty 7 area stated:

One good example is my grandpa. His education was up to grade
two, I think. From what my father tells me, there was a lot of abuse
going on. A lot of name-calling, a lot of put-downs with the priest
towards the kids. For every little thing they got the whip. My grandpa
grew up with that and he learned that, then he used it on his kids.
Then my father used it on us. If I don’t try to do something about
it, ’'m going to use it on my kids. So that’s the pattern, where we
picked it up from, the boarding school.¥

The self-rejection and anger, internalized as a consequence of colonial expe-
riences that devalued Aboriginal cultures and languages, were described by
another presenter:

When you are talking about oppression, there is a process that goes on.
[First] there is a process that demeans us, that belittles us and makes us
believe that we are not worthy, and the oppressed begin to develop what
they call cultural self-shame and cultural self-hate, which results in a lot
of frustration and a lot of anger. At the same time this is going on,
because our ways are put down as Native people, because our cultural
values and things are put down, we begin to adopt our oppressors’ values
and, in a way, we become oppressors ourselves....Because of the result-
ing self-hate and self-shame we begin to start hurting our own people.
When you talk about things like addiction and family abuse, elder
abuse, sexual abuse, jealousy, gossip, suicide and all the different
forms of abuses we seem to be experiencing, it’s all based on [the orig-
inal] violence. It’s all a form of [internalized] violence....[Churches and
governments] made us believe that the way we are today is the Dene

way. It isn’t. That is not Dene culture.
Roy Fabian

Hay River, Northwest Territories
17 June 1993
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Other respondents in the study of family violence and community stress
in Treaty 7 communities thought that the values that guided Aboriginal society
in former times had undergone significant change:

It seems like it’s more like me, myself, the environment. You don't share
with each other. You survive for yourself. You don’t share or help people
anymore. Not like before. Everything was shared. It’s like the T’ gener-
ation and you don't care about the next person. So I think that’s all due
to residential school and getting brainwashed. Like two generations
before me. They lacked nurturing and never nurtured their children....

It’s an absence of values. Before the values were so strong, so strin-
gent that to step over those boundaries would mean severe, maybe,
ostracization or the family would do something. Because the values
were so strong then, individuals would have to think quite hard
before they did something. Because they had so much strength and
spirited value that such thoughts never entered their mind. But now
there are so many things that are eroding our culture.”

A resident of Sheshatshiu, Labrador, who spoke at our hearings of the
changes introduced to the Innu from outside their culture, speculated that their
lives would have been better without the innovations often imposed by exter-
nal authority.

The Innu didn’t change the way they live, or haven't changed. It is the
government that [is] changing us, that wants us to live the way they live,
but we can't do that, we have to maintain our way of living as well. If
they hadnt bothered with the people in our communities in the early
days, we would still have what we had in the past. And now it’s differ-
ent. We can't live the way we used to live, and a lot has been taken away,
a lot has been destroyed through the governments. There have been a
lot of changes, a lot of things brought in by the white man, such as alco-
hol and other stuff that is destroying us very slowly. In the early days,
there was no such thing as alcohol, and there was no such thing as
houses being burnt down. There was no such thing as the problems that
we are encountering now in our communities. You wouldn't have heard
or seen what happened in February when we lost six children in the
community of Davis Inlet because of alcohol. There was no such thing
as people going to jail, people taking pills and other substances, as are
in Canada now, there was no such thing in the early days when we lived
in the past, but now it’s changed. Now there are courts, people taking
pills and abusing alcohol. [translation]

Elizabeth Penashue

Sheshatshiu, Newfoundland and Labrador
17 June 1992
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Alcohol abuse, often associated with violent episodes, is seen not as a
cause of violence but as a parallel means of dealing with deep distress:

It has been identified that alcohol and violence of different kinds have
replaced traditional ways of coping in a time when peace, self-value
and harmony for the individual and the community were honoured.
These problems represent, for me, the grief suffered from losing
that structured way of life. ‘
Harold Orton

Community Care Centre for Substance Abuse
Orillia, Ontario, 13 May 1993

We were reminded by the young people who spoke to us that recovering
that structured way of life will not happen of its own accord. Young people need
and want to be trained in the ways of their culture if they are to break the destruc-
tive patterns of social life now evident in many communities:

All the things that I've mentioned and a few that I haven’t mentioned
are things like suicide, AIDS, sex abuse, cultural development, psy-
chological training, self-image, self-esteem, recreation, et cetera.
Whenever we talk about youth everybody says, ‘Give them some
recreation programs. You will pacify them and you'll get them out of
your hair. They’ll go and play’....

Wee are the future leaders. Leaders are not born automatically to
become leaders. They are trained. It’s a long, drawn out process, so
the adult population has to respect the fact that we require training
and they have to put us under their wing and they’ve got to protect
us until we become leaders and are prepared to go out into the
mainstream society to make some political statement or to become
future leaders in economic development or social development.

Raymond Laliberté

Métis Addictions Council
La Ronge, Saskatchewan, 28 May 1992

As we discussed in Choosing Life, our special report on suicide, many fac-
tors contribute to weakening the fabric of a society and loosening the bonds of
relationships and self-regulated behaviour: social change that is rapid or beyond
the control of a society; family breakdown, which interferes with the nurturing
and socialization of children; poverty and economic marginalization, which
restrict opportunities for youth and contribute to a loss of hope; loss of respect
for the wisdom of Aboriginal people’s culture; and learned patterns of self-
defeating or self-destructive behaviour passed on from one generation to another.

We pointed out in Choosing Life that these depressing conditions afflict
Aboriginal people more frequently than others in Canada, and this is no acci-
dent. Aboriginal people were not simply caught in an onslaught of development.
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In fact, they were subjected persistently and systematically to interventions that
sought to eliminate or replace Aboriginal institutions with the allegedly better
institutions of colonial society. In Volume 1 of our report, particularly chapters
8 to 13, we documented the historical policies that had a devastating effect on
the culture and cohesion of Aboriginal nations and communities and lasting
intergenerational consequences in the lives of families and individuals.

In our hearings and commissioned research we found further evidence that
assaults on Aboriginal identity, culture and community institutions continue
today. Aboriginal people recounted racially motivated incidents experienced in
their daily lives. The stereotyping and devaluing of Aboriginal women, a com-
bination of racism and sexism, are among the most damaging of attitudes that
find expression in Canadian society. These attitudes are not held exclusively by
non-Aboriginal people either. Indeed, as Roy Fabian pointed out earlier, mem-
bers of powerless groups who are subjected to demeaning treatment tend to inter-
nalize negative attitudes toward their own group. They then act on those
attitudes in ways that confirm the original negative judgement. Donna Sears,
speaking to us at London, described the process as she saw it:

The portrayal of the squaw is one of the most degrading, most
despised and most dehumanizing anywhere in the world. The squaw
is the female counterpart of the Indian male savage and, as such, she
has no human face. She is lustful, immoral, unfeeling and dirty. It
is this grotesque dehumanization that has rendered all Native women
and girls vulnerable to gross physical, psychological and sexual vio-
lence.

I believe there is a direct relationship between these horrible racist,
sexist stereotypes and violence against Native women and girls.

I believe, for example, that Helen Betty Osborne was murdered
in 1972 by four young men because these youths grew up with
twisted notions of Indian girls as squaws. Racist and sexist stereotypes
not only hurt Aboriginal women and their sense of self-esteem, but
actually encourage abuse, both by Aboriginal men and others. Our
family violence programs attempt to help both victims and offend-
ers to see beyond the stereotypes.

Donna Sears

Atenlos Native Family Violence Services
London, Ontario, 12 May 1993

Not all Aboriginal communities are racked by violence, nor are all
Aboriginal people whose lives have been touched by violence necessarily at risk
all the time. It can be said, however, that the people who find themselves in high-
risk situations are, with shocking frequency, Aboriginal people: pregnant women;
children in their formative years; teenaged girls; wives who feel they have no exit
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from a violent home; and seniors who lack the protection of a functional family.
Poverty and all its ills also have an insidious, demoralizing impact on the lives
of too many Aboriginal people.

Aboriginal people who asked Commissioners for help in putting an end
to violence laid out the ground rules for action: Don't stereotype all Aboriginal
people as violent, but make sure that interventions are targeted to those at risk.
Don’t make social or cultural excuses for violent actions, but attend to the safety
and human rights of the vulnerable. Don’t imagine that family violence can be
addressed as a single problem; rather, root out the inequality and racism that feed
violence in its many forms.

3.3 Barriers to Change

Denial

Until the persistent efforts of women in mainstream and Aboriginal society
brought the secret of violence into the open, the greatest barrier to correcting
the problem was denial. While many still feel shame in acknowledging violence
in the family, there is a growing awareness of what constitutes healthy and
unhealthy behaviours, as the following presenters explained:

[People] are becoming accountable and responsible to self, family and
community. There is also a negative side to the journey to wellness,
and that is that there is a lot of denial and fear out there.
Communities are saying: “No, we don’t have sexual abuse. We don't
have an alcohol problem. We don't have child neglect here.” But yet
there are tragic stories to be told in our communities.

Marcia Mirasty

Health Promotion Co-ordinator
Health and Social Development,
Meadow Lake Tribal Council
Ottawa, Ontario, 18 November 1993

Aboriginal women experiencing family violence are reluctant to seek
medical attention for their mental and physical injuries. The severity
of injury suffered as the result of family violence is dangerously high.
Twenty-four per cent of the respondents to our questionnaire
indicated that they knew of deaths as a result of Aboriginal family vio-
lence. And 54 per cent of the respondents suggested that they knew
of cases where a woman sustained injury which required medical
treatment as a result of family violence but did not seek medical

attention, out of fear and shame.
Catherine Brooks

Executive Director, Anduhyaun Community School
Toronto, Ontario, 26 June 1992
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There are many reasons why family violence is consistently under-reported:

* the attitude of the family or community that family violence is normal;

* poor self-esteem, shame and acceptance on the part of the abused spouse;

* the fear that children will be taken away by child welfare authorities;

* reluctance to have the abusive spouse charged under the mandatory charg-
ing procedures now in place in some provinces;

e fear of loss of income if the bread-winner is incarcerated; and

* a lack of faith in the system to respond or intervene effectively.”

In some cases, women who received inadequate or no protection as chil-
dren have met violence with violence as adults, with more tragedy ensuing.

We need to pay some attention to the security of our female popula-
tion. Today in this country [Aboriginal] women make up 25 per cent
of the federal prison system. Their crimes have been violent crimes. I
mean murder and violent assault. And they have told us why they com-
mitted these crimes. Many were victims of incest. Many were victims
of sexual assault. Many were physically abused as children.
They were pushed to the wall and they responded with violence.
Do you hear our men talking of violence against our women? Do you
hear our men talking about incest? What is being done in our com-
munity about gang rapes? We are suffering in silence.
Sharon Mclvor

Spokesperson, Native Women’s Association of Canada
Toronto, Ontario, 26 June 1992

As is the case with women in the general population, when Aboriginal
women overcame their reluctance to speak about their situation they were often
met with indifference from police and social agencies, or with advice from
family and community to keep silent. First Nations, Inuit and Métis women
reported to Commissioners that if they spoke out against abuse they had good
reason to fear retaliation, even from those charged with public trust to lead and
protect Aboriginal citizens.

Documentation which substantiates these incidents is included in our
submission. All these acts of retaliation are forms of violence against
Meétis women, emotional, financial and political abuse.

Marge Friedel

Women of the Metis Nation
Edmonton, Alberta, 11 June 1992

There is abuse in our communities. Women are laid off from work
if they speak about their rights or talk about sexual harassment in the
workplace. We have to live in those communities. We have families
to SUpport....
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If we go out and speak publicly, we are threatened over the tele-
phone....Our president in the Indigenous Women’s Collective had
threatening telephone calls. There are all kinds of ways of trying to
silence us.

Joyce Courchene

Indigenous Women’s Collective
Winnipeg, Manitoba, 3 June 1993

Women endorsed the challenge addressed to male leaders by the Aboriginal
justice inquiry of Manitoba:

Most chiefs and council members are male and often exhibit bias in
favour of the male partner in a domestic abuse situation. This can
effectively chase the woman from her home and community.

The unwillingness of chiefs and councils to address the plight
of women and children suffering abuse at the hand of husband and
father is quite alarming. We are concerned enough about it to state
that we believe that the failure of Aboriginal government leaders to
deal at all with the problem of domestic abuse is unconscionable. We
believe that there is a heavy responsibility on Aboriginal leaders to
recognize the significance of the problem within their own com-
munities. They must begin to recognize, as well, how much their
silence and failure to act actually contribute to the problem.”

Since 1971, when Jeannette Lavell challenged discrimination against
women in the Indian Act, the actions of women in asserting their rights and
expressing their views in organizations of their own choosing have been viewed
by some leaders as a betrayal of the larger mission to exercise and gain recogni-
tion of the right of Aboriginal self-government. Aboriginal women appearing
before us reported that efforts to isolate them from their nations and silence their
voices persist today. These women reject the notion that speaking out as women
on behalf of their human and Aboriginal rights is incompatible with being a loyal
member in the nation. They are also sceptical of appeals to tradition to support
the privileges of insensitive leaders:

Tradition is invoked by most politicians in defence of certain choices.
Women must always ask, Whose tradition? Is ‘tradition’ beyond cri-
tique? How often is tradition cited to advance or deny our women’s
positions?...Some Aboriginal men put forward the proposition that
a return to traditional government would remedy the abusive and
inequitable conditions of women’s lives. We have no reason to put
our trust in a return to ‘tradition’, especially tradition defined, struc-
tured and implemented by the same men who now routinely mar-
ginalize and victimize us for political activism.”
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The Coalition is prepared to support the leadership, however, not at
the expense of silencing the reality that women, children and men

are being abused and killed.

Marilyn Fontaine
President, Aboriginal Women’s Unity Coalition
Winnipeg, Manitoba, 23 April 1992

Nor do women want to be considered a special interest group:

Quite often, our association is regarded as a special interest group.
That bothers me because we are not a special interest group. We are
members of nation[s].

Marlene Pierre

Ontario Native Women’s Association

Thunder Bay, Ontario, 27 October 1992

Not all Aboriginal women are able to participate in organized protests.
Many are unfamiliar with formal organizational procedures and strategy, even
though many women’s organizations consciously attempt to reach out and
reflect the values and practices of their cultures. There are also practical reasons
why many women do not take part in advocacy organizations. Like the Métis
women’s council, they may prefer to work within the structures of organizations
that aim to represent the interests of all their constituents, regardless of age or
sex. All too often, women who would wish to participate in women’s groups are
prevented from doing so by lack of resources, time and transportation. Also,
people subjected to violence generally speak out only when they feel safe. Silence
perpetuates the problem, however, as each victim — whether wife, child, senior
or person with a disability — remains isolated and vulnerable. It is especially
important for leaders to break the silence when they become aware of violence
in the community, and they must foster a safer climate by supporting groups,
including women’s organizations, advocating on behalf of individuals being
harmed. '

Shift in sex roles

Male partners, already shaken by shifts in sex roles, may deliberately try to keep
their partners isolated, close to home and work.”* The impact of changing roles
on male-female relationships can be discerned in the comments of a respondent

in the Treaty 7 study:

Since I've been here [in the city] my role has been the breadwinner.
I worked and he didn’t have a job. I went to school and he didn’t go
to school. There was a lot of pressure on me. He never supported me
through my job — you know, moral support. He was always trying
to stop me from going to work. In my community, the women have
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the jobs. Men are unemployed. So it’s us women who are the bread-
winners. That role has changed.”

Jeannette Lavell, one of the earliest and most prominent advocates of
S . .
women’s right to fair and equal treatment, has an analysis of how the stress of
social change affects men and women differently, apparently placing greater stress
on Aboriginal men:

Even as people leave the communities to go outside to work it is often
the women who find it easier to get into the non-Native work envi-
ronment, in business or government. But it doesnt have anything to
do with us as Native people and our own expectations of each other.
It’'s how the system was set up, how people have been able to adjust
or adapt. Maybe this is where, as Native women, we have that sense
of being more flexible, where we can adapt just for survival. Perhaps
Native men bump up against things and it’s not in their character to
bend. They will confront it more and if there is a confrontation they
will back off. The value that Native men have, that they should be
protectors, perhaps makes it more difficult for them to be flexible
because it may be seen as being weak. And maybe this is why there
are a lot of Native men who get into alcohol abuse and other abuses,
just because of the frustration of events.”

Aboriginal women have identified two other barriers to change that relate,
paradoxically, to aspects of culture that Aboriginal people have tended to consider
their greatest strengths: the extended family and the resurgence of spirituality.

The extended family

Because almost everyone is related to each other in small communities that have
existed over generations, incidents of abuse, particularly those of a sexual nature,
are likely to reverberate through the whole kinship network. If the perpetrator
is someone of an older generation, there is strong resistance to acknowledging
the reality or confronting that person, and the abuse may continue unabated.
Maggie Hodgson, executive director of Nechi Institute, wrote a manual on
treatment for survivors of child sexual abuse:

On the one hand, the cultural norm is to respect older people and
to protect them. But on the other, the caregiver must protect the
innocent victims of the abuse. Due to [the] sense of powerlessness
[they experienced] as a child, untreated Native caregivers/victims may
not see the alternatives open to deal with the disclosure about the
family abuse in a legally correct manner. It is important to assist them
in identifying the possibilities of treatment, not only for the victim,

but also for the offender.”
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Even in cases where evidence of abuse is undeniable, the whole family may
be so fearful of the shame associated with divulging the abuse that they collude
with the perpetrator to deny and cover up the situation. This puts intense pres-
sure on the abused person to maintain silence. On occasion, where children are
being sexually abused, assaults have been allowed to continue over time, even-
tually involving multiple victims. When multiple charges are subsequently laid,
grief and anger become treatment issues for the whole community.®® The fact that
disclosure of sexual abuse of boys, usually perpetrated by men, has been slow to
surface indicates the degree of discomfort with the whole issue of homosexual-
ity. Shame about such experiences continues to be a factor inhibiting disclosure
and recovery.

While the silencing influence of close-knit kin networks is particularly rel-
evant in instances of sexual abuse, including those of a homosexual nature, the
analysis applies to other situations of abuse as well. For example, a woman who
marries into a close-knit kin network but has no relatives of her own nearby may
be less able to defend herself than a woman with many relatives. She may also
be more vulnerable to pressure to remain silent about the abuse. Furthermore,
if many members of a close-knit family have been subjected to abuse, the
extended family may come to see violence as a way of life rather than an aber-
ration. The distorted view held by some non-Aboriginal people, including
judges ruling on cases of violence, that family violence has a cultural explana-
tion or justification, must be vigorously denounced.

At one time, many white people accepted the myth that abuse was
part of the Native cultures. As a woman and a child who grew up in
the North, I say ‘Hogwash!’ It was only accepted because men,
Native and white, who controlled the system did not want it changed
or did not care. It is totally unacceprable in today’s society and all
judges should have mandatory training in this, as well as, cross-cul-
tural [training].

Mayor Pat McMahon

Yellowknife, Northwest Territories
9 December 1992

Religion and spirituality

The problem posed by Aboriginal spirituality has two dimensions: the role of
Christian churches, and the resurgence of interest in traditional practices and
spiritual ceremonies. Both dimensions involve power relationships.

The lives of many Aboriginal people have been stunted and distorted by
their experiences in residential schools operated by the Christian churches in con-
cert with the federal government. The multiple dimensions of violence inflicted
on children, families and Aboriginal people as a whole are examined through a
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historical lens in Volume 1, Chapter 10. The lingering, intergenerational effects
of those experiences are seen by Aboriginal people as contributing to a cycle of
violence in contemporary communities. The nature of that connection is artic-
ulated in documents cited in that chapter:

Social maladjustment, abuse of self and others and family breakdown
are some of the symptoms prevalent among First Nation baby
boomers. The ‘Graduates’ of the ‘St. Anne’s Residential School” era
are now trying and often failing to come to grips with life as adults
after being raised as children in an atmosphere of fear, loneliness and
loathing.

Fear of care takers. Loneliness, knowing that elders and family
were far away. Loathing from learning to hate oneself, because of the
repeated physical, verbal or sexual abuse suffered at the hands of var-
ious care takers. This is only a small part of the story.”

The residential school led to a disruption in the transference of par-
enting skills from one generation to the next. Without these skills,
many survivors had difficulty in raising their own children. In resi-
dential schools, they learned that adults often exert power and con-
trol through abuse. The lessons learned in childhood are often
repeated in adultheod with the result that many survivors of the res-
idential school system often inflict abuse on their own children.
These children in turn use the same tools on their children.'”

Despite this painful history, Christian churches continue to play a signif-
icant role in Aboriginal community life. Some Aboriginal people would concur
with the analysis of the Canadian panel on violence against women that religious
institutions in Canada tend to support and reinforce the dominance of men over
women and therefore perpetuate the cultural attitudes that tolerate violence
against women.'®" Others look tentatively to the churches for assistance in deal-
ing with the problem:

On the subject of the church, we can say that the church has played
an important role in bringing us to the situation in which we find
ourselves today. Because of the church, we have lost many of our
values. I think that if the church wanted to help repair the damage
that has been done to us, it could apologize to us. However, that is
not really sufficient, because too many people have been traumatized.
Many have had their lives ruined. [translation]

Delima Niquay

Manawan Council of Women
Manouane, Quebec, 3 December 1992
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When speaking of church involvement in dealing with family violence,
Aboriginal people appear to be of two minds, or perhaps what we are hearing
are different attitudes from different constituencies. In some communities there
is a long history of attachment to the church and, by all accounts, mutually
respectful relations. In other communities there is a visible tension between insti-
tutions of the Christian faith and proponents of cultural renewal. Speaking about
the possibilities of respectful collaboration, a Moravian minister in Labrador
offered the following:

And as we find ourselves in a period of transition, in a period of rela-
tionship that is mostly political and social, I think it becomes more
and more important for us to recognize that at least one of the
answers to the problems that we face as a people, whether they be
substance and alcohol abuse, or family violence, or whatever, rests
with our spirituality. And I would hope that in recognizing ourselves
as members of part of the Christian church, particularly as members
of the Moravian church, that we will find in that relationship and that
membership some of the answers that we so desperately seek to turn
our society around in many ways.

Reverend Walter Edmunds

Happy Valley-Goose Bay
Newfoundland and Labrador, 16 June 1992

We explored the affirmation and revitalization of traditional Aboriginal cul-
tures and the spirituality at the core of Aboriginal practices in Volume 1, Chapter
15. With the renewal of confidence in traditional wisdom and the recognition
of elders and their special gifts, a new threat has emerged for vulnerable women
and children. Many women cautioned us that ‘traditions’ and ‘traditional heal-
ers’ must not be accepted uncritically, because not all traditions are respectful of
women and not all who present themselves as healers are healthy.

Martha Flaherty, president of Pauktuutit, cites the fact that in Inuit soci-
ety, boys traditionally were valued more highly than girls."” Such attitudes, fos-
tered in a hunting society where the group’s survival depended on the skills of
male hunters, clearly are prejudicial to women. Similarly, the revival of respect
for elders must be approached with discretion. Elders who now occupy positions
of respect may themselves have been victims of abuse and may still harbour
unhealthy attitudes. There are also reports of persons who wilfully abuse the
power accorded to them:

We have also come across many self-proclaimed healers who have
abused and exploited traditional spirituality in their own Aboriginal
people....For controlling the spiritual malpractice, I guess it would

-'F
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be through all the Elders in each community. They would know the
ones who are abusing the sweat lodge and abusing the medicines.
Lillian Sanderson

Aboriginal Women’s Council
Saskatoon, Saskatchewan, 13 May 1993

Brenda Daily gives several examples of the difficulties of confronting the
abusive behaviour of someone recognized as a spiritual teacher or leader.'” She
clarifies that denial of abuse in such cases is rooted in fear, and the challenge
required is not a challenge to spiritual beliefs but to the offence and the offender.
Daily also describes a situation where the behaviour of an abused child — crying,
clinging to the non-offending parent, having nightmares, and acting out — was
attributed to ‘bad medicine’ directed against the family. Daily attributed the
mother’s denial and rationalization of her daughter’s symptoms to her own
sense of powerlessness at having been abused as a child by the same family
member.

Some women report that in healing circles or community justice projects,
where the focus is on restoring peace and harmony, they feel uneasy about con-
fronting their abusers. They do not wish to appear to be violating traditional
norms of peacemaking, and they feel the added pressure of having to consider
the consequences of disrupting these initiatives, whose goal is to regain control
of important dimensions of community life.

The lesson is that Aboriginal people themselves need to temper their faith
in tradition with clear-minded judgement to ensure that trust in traditional ways
and spiritual leaders does not open the door to abuses of power.

3.4 Solutions from the People

Addressing the structural roots of violence

Family violence in Aboriginal communities shares many characteristics with vio-
lence in Canadian society at large: it is widespread and takes many forms; it has
been denied in public discourse until recently; it is suffered predominantly by
women, children and those in dependency relationships; it is tolerated and
even condoned by social institutions; and, rooted as it is in the values of our soci-
ety, it can be eradicated only by changing the landscape of our whole society.

The statement by the panel on violence against women holds true for vio-
lence in Aboriginal communities as well:

Any analysis of violence against women must include recognition of
the complex ways in which inequality and power imbalances struc-
ture the lives of Canadian women. Only such an understanding can
lead to ways of ending violence against women.'**
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Family violence in Aboriginal communities is distinct, however, in that the
unbalanced power relationships that structure the lives of Aboriginal people are not
found primarily in the relationships between men and women. The imbalance lies
in the powerlessness of Aboriginal people relative to society as a whole, including
the social institutions that dominate every aspect of their lives, from the way they
are educated and the way they can earn a living to the way they are governed.

Aboriginal people have been politically disempowered and economically
marginalized. As their ways of ordering social relationships have been system-
atically ignored or devalued, they have had few opportunities to express them-
selves or apply their energies in rewarding, self-affirming ways. As a result, they
experience extraordinary levels of frustration and anger.

Human beings feel anger and our self-esteem suffers when we are unable
to meet our basic needs. In fact, we are biologically equipped with surges of
adrenalin to respond forcefully to such threats to our survival. All cultures have
generally found ways to control aggressive behaviour and channel energy into
problem solving. But when cultural pathways are undermined, as they have been
through Aboriginal people’s experience of colonization, then the culture loses its
control over individual behaviour and eventually violence may erupt. Harvey
Armstrong, a psychiatrist with long experience in mental health services among
Aboriginal people, describes the dynamic this way:

Nature’s way of solving problems are many, but when her creatures
were threatened with the frustration of their needs, their survival,
their territory, their food, their mates, water, shelter, or other things
needed for survival, aggression and violence has always been one of
the last and most desperate solutions. Violence is different from
predation in which prey and predator, usually of different species,
supply food for one another. Violence is really a phenomenon that
occurs within a species....

The capacity for violence is in all of us and really does require
external and internal structures to prevent it from erupting....

Oppressed and disadvantaged groups in society have no security
that their needs will be met and meet constant frustration in fulfill-
ing their basic needs. They have more stresses and frustrations, and
are more likely to turn these frustrations, at either themselves, or
those who are nearést and dearest to them, resulting in violence
against spouses, children, and elders.'”

Armstrong goes on to say that acting out violence is easier for the perpe-
trator if he can convince himself that the victim is less than human. Most
Aboriginal violence is directed at other Aboriginal people, particularly family
members — not at the administrators, employers and merchants who are the
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direct source of frustration. Social scientists’ explanation of this phenomenon,
which is observed in other colonized peoples and disadvantaged social groups
as well, is that not only the self but the whole group with which the individual
identifies — in this case Aboriginal people — is held in low esteem.'®

Clare Brant, a Mohawk psychiatrist, has elaborated further on social fac-
tors precipitating violence:

There is an erosion of the self-esteem in Native men by chronic
unemployment, [which contributes to] poverty, powerlessness and
anomie. Any threat to this fragile self-esteem will be vigorously
defended against, usually by aggression....Indian men...unemployed
and idle, are constantly humiliated by having their families being sup-
ported by the welfare system. The little work which does exist on
many Native reserves, such as community health representatives,
child protection workers, cleaning staff, and secretarial staff, is often
awarded to women. A power struggle ensues when the Native woman
is the breadwinner and the exercise of intimidation and violence may
be the last resort of the down-trodden warrior.'”

To say that family violence has its origins in imbalances of power is not to
excuse it. Roy Fabian, of Hay River, Northwest Territories, presented an analy-
sis of the origin and expression of cultural self-shame and cultural self-hate that
echoes the psychiatric explanation. Fabian went on to state categorically that men
who abuse women have to take responsibility for their behaviour and that, by
the same token, government and churches that have abused Aboriginal people
have to take responsibility for their actions.'*

In looking for solutions, we begin by drawing attention to the structural
origins of violence in relations between Aboriginal and non-Aboriginal societies.
We do so because without changing these power relationships and without alle-
viating poverty and powerlessness, measures to reduce family violence will be
patchwork solutions at best. Solutions based on individual therapy may even be
destructive in an unrelentingly oppressive political, economic and social envi-
ronment, because they can reinforce the perception Aboriginal people have of
themselves as being weak and morally inadequate.'”

Anomie, the third factor in Brant’s trilogy of causation, is likewise more
than a symptom of personal or family dysfunction. As we explained in Choosing
Life, our special report on suicide, the rules governing individual and group
behaviour have weakened as a result of deliberate interventions by Canadian gov-
ernments aimed at replacing Aboriginal cultures and norms of behaviour with
more ‘civilized’ ways. The policy agenda of assimilation, as implemented through
the Indian Act, residential schools and community relocations, is documented
in Volume 1 of our report. Among the tragic consequences of this failed policy
are the scores of Aboriginal youth and young adults with no attachment to
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Aboriginal ways — they may even distrust them; yet they do not have a foothold
in non-Aboriginal society either, or any sort of commitment to its rules.'”

In too many Aboriginal communities, or among subgroups within
Aboriginal communities, violence has become so pervasive that there is a danger
of it coming to be seen as normal. This is another reason why Aboriginal family
violence must be addressed as a distinctive phenomenon, with Aboriginal-spe-
cific strategies: Aboriginal people are challenged with rebuilding nations and
whole communities, as well as restoring the capacity of Aboriginal families to
nurture caring, respectful, law-abiding human beings.

As emphasized in the opening chapter of this volume, initiatives to restore
the healthy functioning of Aboriginal individuals, families and communities
must be undertaken with full awareness of the collective experience of Aboriginal
people in Canadian society, the context in which individual problems are gener-
ated and in which they must be solved. Poverty, powerlessness and anomie have
invaded the homes and hearts of Aboriginal individuals. Poverty prevails because
the economic vitality of nations has been undermined through the alienation of
traditional lands and their wealth. Powerlessness is rampant because the institu-
tions of leadership and decision making have been displaced, leaving no defence
against intrusion and exploitation. Anomie, the breakdown of ethical order, is a
direct result of deliberate interventions that undermined the authority and cohe-
siveness of the family as well as other institutions pivotal to Aboriginal life.

In Volume 2 of our report, we make recommendations for changes in the
structure of political and economic relationships between Aboriginal people and
Canadian society to dismantle the last vestiges of colonial relationships and give
impetus to social, cultural, political and economic revitalization. We are confi-
dent that as these structural changes take effect the conditions that spawn vio-
lence will recede. Structural change will take time to implement, however.

Restoring community standards

At the same time as the larger changes are being implemented, it is urgent that
community standards be re-established in the villages, territories and neigh-
bourhoods where women, children, seniors and persons with disabilities are at
risk. Elected and appointed leaders, as well as other individuals with perhaps less
formal influence in the community, have a critical role in asserting standards.
It is now widely accepted that violence is condoned by passivity and other atti-
tudes that may not even be recognized as expressions of hostility toward women
and vulnerable persons. At present, women are the most vocal about the need
to break the silence. Very few leaders are speaking out on these issues. We hope
our report will encourage more people to join the ranks of those speaking out.

“Zero tolerance’ is a problem-specific strategy based on the notion that no
level of violence should go unnoticed or uncensured. Endorsed by women, it has
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had beneficial effects where it has been invoked. Male leaders who are speaking
out about violence concur with women who say that in addition to controlling
expressions of violence, a broader change in the attitudes of leaders and com-
munity members is also required:

We hear of some judges up North and read about it in the paper
where they say, “Well, it’s normal for child abuse; it’s normal to
batter women” and sometimes they are very lenient. We don't agree
with that. We think it is not normal to batter women. It is not
normal to sexually molest children. Our society has been influenced
by alcohol and drugs and we think that judges have to be aware that
it is no different for us and it is just as wrong for us to do those kinds
of things....

People have rights, women have rights, children have
rights....When it comes to abuse of women and children we feel that
the law should be fairly firm and it should apply. There should be
some discussions on how we are going to deal with it....I think if
somebody abuses a child, there is a problem often underlying it. He
may need therapy or he may need shock treatment or whatever it is
he needs, but iz is not acceptable to us.

We think that we can be more involved in the justice system. We
can have more say and we can make it more adapted to the needs of
our people.

Chief Jean-Guy Whiteduck
Kitigan-Zibi Anishinabek Council
Maniwaki, Quebec, 2 December 1992

We have been told before, and I am sure that our Elders will continue
to tell us all the time, that when we are talking about the regenera-
tion and re-establishment of our nationhood, there is a specific role
for the women to play that is very much a direct, powerful role that
has to be acknowledged.

This summer, when we were talking with some of the traditional
Chiefs of the Iroquois Confederacy, they said: ‘If we are serious
about going back to our original structures, then we had better be
seriously prepared to change the way we think, the way we act, the
way we treat our women, and the way we deal with all those matters
surrounding our relationships between men and women.” I think that
is something we have to deal with.

Chief Gordon Peters
Chiefs of Ontario
Toronto, Ontario, 18 November 1993
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We are convinced that where community standards have been eroded it is
possible to re-establish norms of respect for women and protection for vulner-
able community members through the advocacy work of community leaders.

.—.

RECOMMENDATION

The Commission recommends that

Leadership Stance 3.2.6
Aboriginal leaders take a firm, public stance in support of the
right to freedom from violence of all members in the commu-
nity, but particularly of women, children, elders, persons with
disabilities and others who may be vulnerable, as well as in sup-
port of a policy of zero tolerance of actions that violate the phys-
ical or emotional safety of Aboriginal persons.

.—.

Inclusive forms of representation in decision making

Earlier in this chapter we looked briefly at the role of women in traditional
Aboriginal societies (see also Volume 4, Chapter 2). We also observed how dis-
criminatory treatment of women under the /ndian Act has fostered prejudicial
treatment of women in Aboriginal communities. This imbalance in relations
between the sexes remains prevalent in many communities and has no doubt con-
tributed to the victimization of women, as reported in our hearings from one
end of the country to the other. The fear that self-government will reinforce the
unjust treatment of women and deny them access to redress is founded in bitter
experience:

Presently the women in our communities are suffering from dicta-
torship governments that have been imposed on us by the Indian Act.
We are oppressed in our communities. Our women have no voice,
nowhere to go for appeal processes. If we are being discriminated
against within our community, or when we are being abused in our
communities, where do the women go?

Joyce Courchene

Winnipeg, Manitoba
3 June 1993

The solution proposed consistently by Aboriginal women to correct cur-
rent injustices and prevent future ones, is the full, fair representation of women
in institutions of self-government and community decision making.
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Unfortunately, the imposition of southern values, laws and institu-
tions on Inuit society has resulted in social, political and economic
chaos in our communities. Women have suffered doubly for we lost
status in our own society and were subjected to the patriarchal insti-
tutions born in the south. Until a proper balance is achieved among
Inuit men and women, mechanisms must be put into place to ensure
that women are equally represented in all decision-making processes
and on all decision-making bodies.

Martha Flaherty

President, Pauktuutit
Ottawa, Ontario, 2 November 1993

I would say that there is a real need for the entrenchment of women’s
rights within self-government. The one thing I hear from women in
the communities as well is that there is a real lack of enough advo-
cates. There are advocates, but a lack of enough advocates for their
concerns. Often times, things are brought forward to band councils
at the community band or regional level and their concerns don’t go
any farther than that.

Sarah Calaher
Yellowknife, Northwest Territories
7 December 1992

Aboriginal women say that they and their organizations should be recog-
nized as legitimate voices of the nation and not be regarded as upstarts threat-
ening the status quo:

[Our] initiatives, for whatever reasons, are found to be intimidating
and threatening to the male-dominated organizations that claim to
represent us. In many situations, these organizations have come to
oppose the initiatives of the community-based Métis women. They
are in the process of negotiating self-governance while they actively
try to exclude their female counterparts.

Melanie Omeniho
Women of the Metis Nation
Edmonton, Alberta, 15 June 1993

Instead, said another Métis presenter, Aboriginal leadership and govern-
ments should recognize the validity of women’s voices and

accept and welcome women'’s views as not just a particular lobby group’s
views, but as a view of part of the nation, as part of the people, [acknowl-
edging] that women have real needs and have real answers to problems.

Sandra DeLaronde
The Pas, Manitoba, 19 May 1992
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Women are seeking to be included in decision making, to be represented
in institutions of self-government, and to have their organizations recognized as
legitimate voices in Aboriginal nations. Their full participation in shaping the
institutions of self-government holds promise for healing ruptures in relations
between the sexes and putting an end to situations in which women are vul-
nerable to abuse. As well as representing themselves in institutions of self-gov-
ernment, women will help to secure the well-being of the nation. Traditionally,
women assumed most of the responsibility of caring for and protecting children,
elders and persons with disabilities in Aboriginal communities, and they con-
tinue to carry these responsibilities. Their representation in decision making,
therefore, will ensure that social needs have equitable recognition on the polit-
ical agenda, along with legal and constitutional concerns.

Unless Aboriginal women are guaranteed the right to share equally with
men the powers to develop the forms of self-government and the
instruments required for dealing with poverty, conjugal violence, incest,
the consequences of unemployment, the exclusion of C-31 women and
their children from their communities, there will be no significant
improvement in living and social conditions. Since women are the
main caregivers for the children, the ailing, the disabled and the very
old, the organization of educational, health and other social and com-
munity services can only be successful where women share in the
powers of planning and carrying out those services.

Madeleine Parent

Montreal, Quebec
27 May 1993

It must be emphasized, however, that women’s participation in decision
making is not a substitute for the direct involvement of others whose voices are
now muted in decision-making councils. Just as women have asserted that men
cannot assume the right to speak for them without their consent, elders, youth
and persons with disabilities must also participate in decision making if they are
to shed the vulnerability that is reinforced by silence.

Assumptions about proper modes of representation may be redefined as
the constraints of the Indian Act are lifted and its influence on community life
and attitudes recedes. In the past the family was the all-purpose institution
mediating connections between individuals and the larger community. The
form of the Aboriginal family has changed, however, taking on more of the char-
acteristics of the nuclear family. It seems clear, therefore, that new institutions
will be required to mediate between Aboriginal individuals and the body politic.
Perhaps family-like or clan-like institutions will emerge to ensure that those who
are now voiceless can be heard. We urge that the healing centres and lodges, pro-
posed in Chapter 3 of this volume, seck out new avenues of healing and new
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forms of organization and participation that unite the wisdom of tradition with
the experience of today.

Women’s organizations, healing circles, ceremonial lodges, urban housing
projects and friendship centres all have structures designed to bring people
together to express their needs and provide mutual aid. These may become the
cells or models for the cells required to constitute more inclusive, organic forms
of representation and governance.

RECOMMENDATIONS

The Commission recommends that

Breadth of 3.2.7
Representation - Ahoriginal governments adopt the principle of including
women, youth, elders and persons with disabilities in govern-
ing councils and decision-making bodies, the modes of repre-
sentation and participation of these persons being whatever
they find most agreeable.

Participation of 3.2.8
Women The full and equal participation of women be ensured in deci-
sion-making bodies responsible for ensuring people’s physical
and emotional security, including justice committees and boards
of directors of healing centres and lodges.

Enforcing safety

Caring, respectful, law-abiding behaviour is the result of nurturing in a family
or family-like setting where the individual has been able to form stable, trust-
ing relationships with persons who model pro-social behaviour and attitudes. In
the normal course of development, children internalize the behaviour and atti-
tudes of their parents or trusted caregivers and in time they go out into the wider
world equipped with ethics they can use to evaluate new information and make
choices about how to live. Pro-social behaviour is enforced by individuals’ inter-
nalized sense of right and wrong, reinforced by the expectations of people whose
good opinion matters. Law enforcement agencies do not sustain peace and har-
mony in a community. They discipline the relatively few persons who step out-
side the rules endorsed and observed by the majority.

In the recollections of Thelma Chalifoux, quoted earlier in this chapter, her
male relatives took it upon themselves to discipline a man in the community who
had abused his wife. Given her description of the sharing, interdependent rela-
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tionships that characterized the Métis social network, it is almost certain that it
was the vigorous disapproval of his peers that caused the offender to change his
behaviour. Community standards of behaviour have been eroded in many
places. It is essential that these standards be reinstated so as to secure a safe envi-
ronment for women, children, elders and persons with disabilities.

Even in a healthy community, rules must be enforced. In some contem-
porary Aboriginal communities where violence has come to be seen as normal,
institutions to enforce the peace are essential. In our report on justice, we doc-
umented the failure of mainstream institutions to maintain the peace effectively
in Aboriginal communities, to modify the behaviour of offenders and prepare
them to assume their place as contributors to community well-being.

Aboriginal people have a right to enjoy security from violence, and indi-
viduals who violate that security should face the consequences of their behav-
iour, as Chief Gordon Peters and others have made clear. Perpetrators of violence
also have needs and should have access to culturally appropriate treatment, but
the perpetrator’s need for rehabilitation should not override the victim’s need for
safety.

Police and justice institutions in geographically distinct Aboriginal com-
munities should be attentive to the safety needs of women and vulnerable
groups.''" Aboriginal governments should ensure that this becomes the reality
in every community. At present, Aboriginal people living in urban centres and
non-reserve communities under provincial or territorial jurisdiction rely on
public law enforcement and justice institutions for protection. For some
Aboriginal communities, this will continue to be the case indefinitely. In these
settings, however, as we heard at our hearings, the safety of Aboriginal people is
often neglected; in addition, they are often subjected to over-zealous enforcement
of control measures and racist treatment. These problems, which bear directly
on the management of family violence, have been addressed by the numerous
commissions and inquiries reviewed in our justice report.

In our proposals regarding recognition of and support for Aboriginal jus-
tice systems in land-based Aboriginal communities, we recommended that
Aboriginal women and their organizations be involved in the planning and
implementation of community-based justice systems. Further, we recommended
that federal, provincial and territorial governments submit annual reports to their
legislatures on progress in implementing recommendations made by previous jus-
tice commissions and inquiries. Implementing these recommendations will
respond to the concerns of women about the need for greater responsiveness on
the part of law enforcement and justice institutions.

The authority of Aboriginal governments to establish justice systems must
be a core element in their inherent right of self-government, because it is in the
community that personal ethics and community standards will be restored.
The Aboriginal community is best equipped to make the delicate choices
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required to balance the victim’s needs for protection with the perpetrator’s need
for rehabilitation. Moreover, the community may be the only forum in which
it will be possible to bring alienated youth back into the circle of relations
where ethical behaviour brings valued rewards."" In view of the time it will take
to implement alternative justice measures in many settings, communities should
be encouraged to undertake interim measures with the full participation of
women to reduce violence within families. For example, communities could
endorse and promote observance of codes of conduct that would support law
enforcement personnel and guide ordinary citizens in creating safe communi-
ties and neighbourhoods. Codes of behaviour endorsed and enforced by popu-
lar consent are not meant to replace law enforcement as a means of restraining
violence. It seems clear, however, that children and youth who are prone to devel-
oping anti-social attitudes and behaviour must be drawn back into the circle of
community responsibility. As well, leaders and agencies developing alternative
justice measures will benefit greatly from community initiatives to articulate and
enforce acceptable standards of behaviour.

The success of the Alkali Lake community in changing behaviour by vol-
untary community action is well documented.'” The work of the Bear Clan
Patrol in confronting the sexual exploitation of Aboriginal children and youth
on the streets of Winnipeg is another example of voluntary action that has
changed the moral climate of a community.

Pauktuutit, the Inuit women’s association, has taken a more wide-ranging
approach to promoting community standards by formulating a set of expecta-
tions for Inuit leaders. The “Code of Conduct for Inuit Leaders”, adopted at the
association’s annual general meeting in 1994, encouraged other Inuit organiza-
tions to adopt Pauktuutit’s or a similar code. The background text called for the
full participation of women in decision making and the removal of barriers to
their participation. The code itself listed the responsibilities of leaders, among
them the following:

Inuit leaders have additional responsibilities as public figures and role
models. These include not engaging in conduct which hurts other
people, breaking laws, or is harmful to Inuit society....Acts of violence
against women and children, including sexual assault, child abuse,
child sexual abuse, and wife battering are absolutely unacceptable,

and any leader who engages in such conduct should immediately step
aside.'"*

Pauktuutit’s code of conduct has moral rather than legal authority; how-
ever, as noted earlier in this report, when codes of conduct have been endorsed
by a nation and its communities in assemblies and promulgated orally, they have
tended to carry the moral force of law in many traditional Aboriginal societies
(see Volume 1, Chapters 6 and 15).
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RECOMMENDATION

The Commission recommends that

Community Codes 3.2.9
of Behaviour Aboriginal leaders and agencies serving vulnerable people
encourage communities, with the full participation of women,
to formulate, promote and enforce community codes of behav-
iour that reflect ethical standards endorsed by the community
and that state and reinforce the responsibility of all citizens to
create and maintain safe communities and neighbourhoods.

_—.

Community healing and structural change

The foregoing proposal for self-directed community action builds on a widely
held traditional ethic of personal responsibility that derives from the world
view described in Volume 1, Chapter 15. This tradition holds that each human
being must discover his or her own unique gifts, which originate from a spiri-
tual source. Spirit helpers protect these individuals and lend them power, or ‘med-
icine’, in their journey through life. The shared acceptance of and adherence to
natural law, sustained by unseen forces, allows human beings to live in harmony
with each other and all their relations on the land and without interference at
the level of personal relationships. Traditionally, this ethic of personal responsi-
bility was sufficiently effective that Aboriginal societies were able to maintain
peace and order without police or jails.

The integrity of this world view and its effectiveness in maintaining order
in Aboriginal societies remain dependent on effective moral education within the
culture. The family is the principal agency or institution charged with instilling
this education. Deliberate interventions by colonial and later Canadian gov-
ernments, in concert with Christian churches, sought to undermine the author-
ity of Aboriginal families to educate their children in the values and beliefs of
their culture. The extent to which the integrity of Aboriginal families has been
compromised is evident in the statistics on family violence, in the number of
neglected and damaged children coming to the attention of child welfare agen-
cies, and in the observation we heard across Canada that Aboriginal people have
lost their parenting skills.

In traditional Aboriginal societies, when community members were in
mourning, hungry, or infirm with age, the stronger members rallied to support
them. During the condolence ceremony of the Iroquois, described in Volume
1, Chapter 4, the ‘clear-minded’ members of a community offer solace to those

-"{3
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who have suffered loss: they acknowledge the distorted feelings and perceptions
that have overtaken the mourners; they mingle their tears with the afflicted; they
wipe away any obstructions preventing the mourners from communicating; they
point to the sun that still rises to shed warmth and light on the living; and they
remind the grieving ones that it is not good to dwell too long on loss and that
there is work to be done.

When whole communities and nations have been traumatized by repeated
losses, inflicted on them by unrelenting forces beyond their control, it may seem
that there are no ‘clear-minded ones’ left to raise up the grief-stricken or remind
new generations of the work to be done. Kai Erikson, an American social sci-
entist who has studied the phenomenon of collective trauma in the context of
earthquakes, has written about the consequences of overwhelming stress expe-
rienced by communities:

By “collective trauma”...I mean to include those kinds of injury that
are inflicted not on individuals directly but on the tissues of com-
munity life themselves — injuries that act to damage the bonds
attaching people to one another, to impair the prevailing sense of
group cohesion. Collective trauma works its way slowly into the
awareness of those who come to suffer from it, so it may not be vis-
ible in the days or even months following discrete moments of dis-
aster. But it is a form of shock all the same, a gradual realization on
the part of an already numbed people that their community no
longer exists as an effective source of support and that an important
part of their world has disappeared without so much as a sound. As
people begin to emerge hesitantly from the protective shells into
which they had reflexively shrunk at the time of the assault, they learn
that they are isolated and alone, living in a kind of social wasteland
with no one to turn to. They have lost the solace that comes from
being in fellowship with one’s kind. They have lost both the physi-
cal and the spiritual health that comes from being in communion
with kinsmen and neighbours who can be counted on to care....
Human relations in a true community take their shape, at least
in part, from expectations pressing in on them from all sides like a
firm but invisible mould. They are governed by the ways of the
tribe, the habits of the neighbourhood, the customs of the commu-
nity. When the mould is stripped away, so to speak, something hap-
pens to those relationships. It is as if they existed in a kind of
gravitational field. The human particles that make up the field are
held in place by interpersonal charges passing between them, but they
are also held in place by all the other magnetic forces — cultural, soci-
etal, communal — that constitute the larger field. And when those
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outer currents lose their force, as can happen when the assault is seri-
ous enough, the particles begin to separate because the interper-
sonal charge, by itself, turns out to be less than sufficient. So
marriages break up, friendships dissolve, the bonds of kinship
weaken, and, at the outer edges of human despair, parents lose the
ability to care for their own children. Whole networks of ties begin
to snap noiselessly as the particles, drifting now in a dead gravitational
field, move farther and farther apart. And the pity of it is that people
do not know why this is happening. They never realized the extent
to which the old community validated those bonds and gave them
strength, and, partly for that reason, they do not know how to
breathe new life and meaning into them by deliberate expressions of
affection or by deliberate offers of support.'®

Some but not all Aboriginal communities have lost the sense of cohesion
to an extent that can be described as collective trauma. Some but not all fami-
lies have lost confidence in their capacity to parent their children. In urban set-
tings, the challenge is not so much one of restoring community bonds as it is
of building them for the first time, bringing together people of diverse Aboriginal
nations with varied cultural and community experiences.

Forging bonds of community and restoring the capacity of families to care
for their members is a work of spiritual healing that can be accomplished only
from the inside and with the help of relations who are standing on firm ground
and who know the terrain that has to be traversed. A policy document cannot
prescribe where the work is most desperately needed, or when and how it should
proceed. We can recommend that self-directed community healing initiatives be
affirmed and supported and that the vestiges of colonial domination and exter-
nal control that impede community initiative be dismantled immediately. We
present our recommendations for restructuring systems to affirm and support
the capacity of Aboriginal communities to care for their own members in the next
chapter, on health and healing.

Community healing is proceeding and will proceed on the initiative of
countless individuals, leaders, institutions and governments. But particular ini-
tiatives, to have their fullest effect, require complementary change in social
conditions and political and economic life. Although we have tended to empha-
size the need for structural change in political and economic relations to remove
the conditions conducive to violence, it is not our intent to ignore or devalue
the important work being done at present to heal the injured and protect those
at risk. On the contrary, it will be required for some time to come. In Volume
4, Chapter 2, we elaborate on the need for places of refuge for women. In
Chapter 3 of this volume, we probe the nature and extent of ill health plaguing
Aboriginal people. As we record in those chapters, many creative and success-
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ful initiatives are now being denied stable funding and professional legitimacy.
Our recommendations for compiling an inventory and building on existing com-
munity service initiatives, which more often than not are the result of the work
of women, are detailed in those chapters. We also make recommendations to shift
services to the jurisdiction and practical control of Aboriginal people, agencies
and communities.

As we propose elsewhere in this volume, we see family violence being
addressed effectively through an integrated strategy to achieve whole health.
Whole health refers to the ideal of harmony and balance at an individual level,
involving body, mind, emotions and spirit; at a social level, implying peaceful,
caring, mutually supportive relationships; and at an environmental level, enjoy-
ing safety and practising respect for the natural world. The elements of the strat-
egy include changing the political and economic conditions that now have
negative effects on Aboriginal nations, communities, families and individuals;
restructuring service delivery through healing centres and lodges under
Aboriginal control; adopting measures to develop Aboriginal human resources
to support community planning and self-care; and making the social and insti-
tutional environment of Canadian society more hospitable to Aboriginal cultures
and identities. The fundamental work of unlocking the wellsprings of health
within themselves belongs to Aboriginal people. The role of Canadian govern-
ments and public policy is to remove the obstacles under their control and ensure
that resources to support whole health are distributed equitably between
Aboriginal nations and communities and the rest of Canadian society.

4. AspEcTts OF FamMirLy Law

Family matters, including marriage and divorce, adoption, custody of children,
and protection of children’s welfare will undoubtedly be among the first areas
over which self-governing Aboriginal nations will assume jurisdiction. In the
commentary and recommendations that follow, we address aspects of family law
that are contentious and could be clarified and made more consistent with pre-
sent laws. Problems arise in a number of areas:

* recognizing Aboriginal custom in adoption and custody matters;
¢ dividing property on marriage breakdown; and
* protecting the victim’s civil interests in cases of family violence.

4.1 Continuity of Customary Law

Section 35(1) of the Constitution Act, 1982 states that “the existing Aboriginal
and treaty rights of the Aboriginal peoples of Canada are hereby recognized and
affirmed”, and section 35(2) provides that the “Aboriginal peoples of Canada”
include the Indian, Inuit and Métis peoples of Canada. Elsewhere in this report
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we discussed the significance of the word ‘existing’ and, in particular, the state-
ment of the Supreme Court of Canada in R. v. Sparrow that the word ‘existing’
makes it clear that the rights to which section 35(1) applies are those in existence
when the Constitution Act, 1982 came into effect; rights that had already been
extinguished by that time were not revived by the section.

The court said, moreover, that an existing Aboriginal right could not be
read so as to incorporate the way it was regulated before 1982, as this would inject
into the constitution, as far as the rights of Aboriginal peoples were concerned,
“a crazy patchwork of regulations”. Moreover, because a “frozen rights” approach
to constitutional interpretation was unacceptable, the rights recognized and
affirmed in section 35(1) of the constitution were affirmed in a contemporary
form and had to be interpreted flexibly to permit their evolution over time.

Constitutional scholars have concluded that the affirmation of Aboriginal
rights in section 35(1) incorporates into Canadian law the common law prin-
ciple of continuity. Under this principle the customary laws of Aboriginal peo-
ples were deemed to have survived the Crown’s acquisition of their territories,
provided that this result was not incompatible with the sovereignty of the
Crown.

As discussed in Volume 2, Chapter 3, two leading decisions of the United
States Supreme Court, Johnsonv. M Intosh and Worcesterv. Georgia, held that Indian
tribes in the United States had the status of domestic dependent nations united
by special ties to the Crown as ultimate sovereign. In Sious, Justice Lamer of the
Supreme Court of Canada used the words of the chief justice of the United States
to describe British policy toward the Indians in the mid-eighteenth century:

[S]he considered them as nations capable of maintaining the relations
of peace and war; of governing themselves, under her protection, and

she made treaties with them, the obligation of which she acknowl-
edged."

It would appear, therefore, that at least to some extent Aboriginal cus-
tomary laws survived the advent of the colonizers. Constitutional scholars seem
to be in agreement that certain aspects of customary law pertaining to the
family have survived. Customary laws on marriage and adoption have been
upheld even in the face of legislation that might be taken to have abridged such
laws.""” We referred earlier to the Quebec case, Connolly v. Woolrich, which
upheld the validity of a marriage contracted under Cree customary law between
a non-Aboriginal man and a First Nations woman in the Canadian north-
west.''®

In Re Katies Adoption Petition, Justice Sissons held that adoptions “made
according to the laws of the Territories” within the meaning of section 103 of
the Child Welfare Act included adoptions in accordance with Indian and Inuit
custom."” In . TK. v. Kenora-Patricia Child and Family Services, the court
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issued a custody order in favour of relatives of the child’s parents over the objec-
tions of the Crown.'”’ The court found that such an order was in accordance with
the tribal tradition of customary adoption among the Ojibwa people.

In Michell v. Dennis, however, it was held, in a case brought under the
Family Compensation Act, that under the common law a customary adoption con-
fers no legal rights on either the adoptive parents or the adopted children, only
moral obligations."””' Neither the adoptive parent nor the child adopted by
Indian custom had any right of action under that legislation.

One of the important issues facing courts dealing with the custody and
adoption of Aboriginal children is the significance of the children’s Aboriginal
culture and heritage. How much weight should be given to this factor in apply-
ing the ‘best interests of the child’ test? In 1983 the Supreme Court of Canada
faced this issue in Racinev. Woods, involving an Ojibwa girl named Letitia.'”* At
birth, Letitia had been placed voluntarily in the care of a children’s aid society
(caS) by her mother. When her mother wanted her six-year-old daughter back
(she had overcome poverty and alcoholism to regain control of her life), she
encountered resistance from CAS officials and from Letitias foster parents, who
had cared for Letitia for five-and-a-half years and had applied to adopt her. The
court rejected the birth mother’s argument that the adoption would interfere with
the child’s continuing link to her Aboriginal heritage. The evidence showed that
the foster father was a Métis person, that both foster parents were active in the
MEétis association, and that they had been conscientious in instructing Letitia on
her background and culture. While the court acknowledged the importance of
the child’s cultural background and heritage in applying the best interests test,
it found that this factor diminished in significance over time as the child bonded
with her adoptive parents.

Courts face the issue of cultural diversity in a variety of situations. They
may be asked, for example, to determine whether an Aboriginal child is in need
of protection and should be removed from its parents. But should judges apply
criteria for determining removal that reflect the values of their own culture or
those of the Aboriginal community? While the answer may seem obvious, in
most cases judges are not familiar with values outside their own culture.

A good example of this type of case is Re E., in which application was made
by a child welfare agency for permanent wardship of the two-year-old child of
a 24-year-old Cree mother.'” The judge began by developing a threshold test

for intervention. He said:

In my view, in order for a child to be found in need of protection
there must be a significant departure from a standard of child care
that one would generally expect for a child of the age of the child in
question. Furthermore, while there is a minimum parental standard
for all society, a secondary standard must be established for parents
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of the age of the parent in question and for the type of community
in which the parent resides. A teen-aged parent cannot live up to the
standard expected for a middle-aged parent. Similarly, different stan-
dards of parenting apply to parents of Cree ancestry who reside in a
small rural community in northern Saskatchewan than would apply
to white middle-class parents living, for example, in Regina. What
is an acceptable standard for the former might be unacceptable for
the latter.

He then proceeded to develop a detailed list of the differences between a
northern Saskatchewan Cree community and that of a non-Aboriginal middle-
class family living in Regina. The standards of the Cree community were those
against which the mother’s conduct would be compared to determine whether
there had been a “significant departure”. The court proceeded on the assumption
that a significant departure was necessary before the child could be found to be
in need of protection. The standards included cultural differences, acquired com-
munity habits, and conditions forced on the community such as dependence on
government assistance. In applying these community standards to the facts of the
case, the judge found that a single parent in Pelican Narrows, Saskatchewan, might
be expected to live in crowded conditions in a house owned by a relative, to be
unemployed (lacking in job skills and employment opportunities), and to have
problems with alcohol. He ultimately concluded that a permanent wardship
order was indeed required, since the mother had departed significantly from com-
munity standards and her situation would not likely improve with time or coun-
selling. The approach taken in Re E. marked an important step forward in child
protection case law dealing with cultural minorities.

In other cases judges may have to determine custody and access where each
parent offers a different cultural environment for the child. How can judges
decide what will be best for the child without injecting their own cultural
values? Moreover, it is difficult to formulate guiding principles that would
enable judges to make consistent and predictable decisions in cases where diverse
cultural values come into conflict. Indeed, it may even be impossible, given the
diversity in cultural concepts of family. In one culture the family may signify a
small nuclear unit, while in other cultures it may encompass grandparents,
aunts and uncles, other relatives — perhaps the entire community. Clearly, then,
guiding principles cannot be premised on the values of a single culture; hence
the maxim, “a prime function of law is to prevent one person’s truth...from
becoming another person’s tyranny”.'**

With the advent of self-government, Aboriginal nations will be in a posi-
tion to make their own family law. Indeed, they can proceed with initiatives in
this area now, since family law falls within the core of Aboriginal self-governing
jurisdiction. While their customary laws in some areas have continuing validity
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under section 35(1) of the constitution, in other areas they have been pre-
empted by federal or provincial laws. It seems likely, therefore, in view of the fun-
damental importance of family and family relationships, that Aboriginal people
will wish to have their own laws in place as soon as possible. There would seem
to be particular urgency in this regard concerning laws and policies affecting chil-
dren — laws on apprehension, custody and adoption, for example — as well as
other areas with an impact on children, including their quality of life and per-
sonal security, parental responsibilities with regard to support and maintenance,
protection from violence, and property and inheritance. As Aboriginal people
have told us, their children are their future.

4.2 Division of Property on Marriage Breakdown

In marriage, a wife who was abused, who was inadequately provided
for by her husband, or who was otherwise unhappy could terminate
her marriage simply by announcing that she was leaving. In nations
in which a woman was proprietress of the home and its contents, she
could dismiss an unsatisfactory spouse with a demand that he vacate
the premises or by simply placing his personal effects outside the
door. The ousted husband had no alternative but to comply.'?

There is obviously a vast gulf between the traditional rights of Aboriginal women
to hold property and the way those rights have shrunk over the past century. At
present, family law, including the division of family assets on marriage break-
down, is governed by provincial law. Two decisions of the Supreme Court of
Canada bear witness to the discriminatory impact of the ndian Act on Aboriginal
women’s property rights.'** .

In Paulv. Paul, two members of the Tsartlip Indian Band, located near
Sidney, British Columbia, had been married for 19 years and had three children,
ranging in age from eight to 18. The husband held a certificate of possession for
reserve property under section 20 of the Indian Act. The couple had built their
matrimonial home on the reserve property and had lived there for 16 years. In
July 1982, the parties separated and the wife was awarded interim possession of
the matrimonial home for herself and the children under British Columbia’s
Family Relations Act. When this order was overturned by the British Columbia
Court of Appeal, Mrs. Paul appealed to the Supreme Court of Canada. Two
provincial attorneys general intervened on behalf of Mrs. Paul, while the attor-
ney general of Canada intervened on behalf of her husband. The wife sought
interim possession of the marital home, not a division of family assets. The
Supreme Court held that it had no authority to make such an order, since sec-
tion 77 of the act had no application to a marital home located on a reserve.

In Derricksonv. Derrickson, another case involving a separated husband and
wife, the Supreme Court also rejected the wife’s appeal of a B.C. appeal court deci-
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sion, denying that she had any interest in property for which her husband held
a certificate of possession under the Indian Act. It confirmed that British
Columbia’s Family Relations Act had no application to land on a reserve held by
an Indian person. The provincial legislation, however, did apply to the extent of
allowing the provincial court to make an order for compensation to the wife for
the financial share of the property to which she was entitled under the relevant
law of general application.

However, as noted. in the report of the Westbank inquiry, the order for
compensation may in reality be hollow:

Although some spouses may benefit in future from that aspect of the
[Derrickson] decision, it was not of great practical assistance to Rose
Derrickson. In order to obtain a compensation order in lieu of divi-
sion of lands, she would have had to return to the Supreme Court
of British Columbia. This would entail further expenditure.
Furthermore, it would have to be established that her husband had
sufficient liquid resources to comply with any order....If the only sub-
stantial asset is real property on a reserve, any enforcement of a
compensation order may be practically impossible.'”

In Volume 4, Chapter 2, with regard to child support, we noted similar dif-
ficulties in gaining access to the assets of Indian people, generally men, living on-
reserve. Women have reported difficulties with the enforcement of child support
and wage garnishee orders directed to men living on-reserve, even when the child
for whom support has been ordered or the support recipient is an Indian person.
In cases where neither the support recipient nor the child is an ‘Indian’ as
defined by of the /ndian Act, the income earned on a reserve by an ‘Indian’ cannot
be garnisheed or subject to a support order, nor can property on a reserve be
seized.'”®

We believe that it is entirely possible to protect the integrity of a nation’s
lands while recognizing the interest accumulated by individuals in improvements
on designated properties. In Chapter 4, later in this volume, we indicate that a
combination of public investment and private contributions by householders is
necessary to raise the health and safety standards of the on-reserve housing
stock. Policies to support shared investment should clarify ambiguities con-
cerning ownership of houses and private interests acquired in reserve lands held
in common by First Nations communities.

Acknowledging that it may be some time before full self-government and
a new land tenure system for Aboriginal lands are in place, we recommended in
Volume 2, Chapter 3 that, in the transition phase, Parliament pass an Aboriginal
Nations Recognition and Governance Act to make explicit what is implicit in
section 35 of the Constitution Act, 1982 — namely, that Aboriginal nations con-
stitute an order of government within the Canadian federation and can exercise
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law-making authority in areas they deem to be core areas of their jurisdiction.
Such legislation would make resources available to proceed with rebuilding
Aboriginal nations in anticipation of nation-to-nation negotiations for the full
implementation of a new relationship. Legislation recognizing this relationship
would also facilitate an early start on resolving the anomalies in the field of civil
law that we have begun to describe here.

Aboriginal people and legal scholars agree on the broad objectives required.
In a commentary on Aboriginal families and the law, Rita Dagenais sums up the
situation this way:

We therefore face a significant legal vacuum. Provincial law does not
apply to a matrimonial home located on a reserve. There is no fed-
eral legislation governing family residences or other matrimonial
matters for Indian persons living on-reserve. The Indian Act does not
recognize the legislative authority of a band council in the area...
The solution is obvious. Aboriginal communities should be
able to legislate in this area. Federal and provincial governments
should acknowledge the authority of Aboriginal governments to
adopt laws with regard to the matrimonial home and to establish
their family law regimes compatible with their cultures and tradi-

tions.'? [translation]

4.3 Civil Law and Violence Within the Family

Aboriginal women have been instrumental in bringing to light the pervasiveness
and severity of the violence that has invaded many Aboriginal homes and com-
munities. Like women in Canada generally, Aboriginal women want police
protection and recognition from the courts that assaults on women and children
are serious crimes. Although women recognize that many abusers are themselves
victims, they want the abusers censured for their unacceptable behaviour by the
courts, community leaders, family members and peers. Instead, women often dis-
cover that reporting abuse causes them more trouble than it appears to bring the
abuser. We noted that many women are reluctant to report assaults because expe-
rience has led them to believe that no action — or no effective action — will be
taken; because of fear that the violence will escalate; for fear of losing their chil-
dren; for fear they will lose financial support for the family; and for fear that they
might have to relive the violence in adversarial court proceedings. In many
cases, they remain trapped in violent situations because they simply have nowhere
to go for refuge.

The fact that spousal assault is a criminal offence, while decisions on
occupancy of a marital home and child custody are civil matters, creates prob-
lems. On reserves, for generations dwellings allocated to individuals were regis-
tered by means of certificates of possession (CP). The strong patriarchal bent of
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policy has meant that most CPs were issued in the name of the eldest male in the
household.

The male partner’s control of the residence becomes problematic if a
woman is assaulted and calls for protection in the form of a restraining order
restricting the man’s access to the marital home. The assault charge will be dealt
with as a criminal matter, but if she wishes to have sole occupancy of the mar-
ital home, the woman must also launch a civil action in another court. If the mar-
ital home is on a reserve, the provincial court is unable to handle the case
because it falls within federal jurisdiction over “Lands reserved for the Indians”,
yet federal legislation to deal with the matter does not exist. Consequently,
women often have no alternative but to leave the marital home. Given the
shortage of housing on most reserves, women in these circumstances usually have
to choose between moving in with relatives already living in overcrowded homes,
or leaving the community. The trauma of abuse is thus compounded by the loss
of the woman’s home, extended family and familiar surroundings.

Particularly for Aboriginal women in urban centres without an Aboriginal
family service agency to advocate on their behalf, to report violence in the
home that was witnessed by their children or that they have suffered directly is
to face the possibility of losing the children to child welfare authorities. In a 1995
report, the law reform commission of Nova Scotia addressed domestic violence.
It recommended that an abused spouse not lose custody of her children solely
on the grounds that she did not report she was being abused. The harmful effect
of exposing children to violence is not to be dismissed, however. The law reform
commission recommended that child protection authorities retain responsibil-
ity for intervening to protect a child where circumstances require. The com-
mission also recommended that domestic violence be a determining factor in
custody and access decisions under Nova Scotia’s Family Maintenance Act."™®

The Nova Scotia commission considered but chose not to recommend that
family violence be handled in a unified family court with a mandate to hear all
family-related matters. It took the view that enlarging the jurisdiction of a
family court to hear criminal charges might detract from the seriousness of vio-
lence within families, a point that commissioners thought it essential to reinforce.
It did recommend that domestic violence be a consideration in granting an order
for exclusive possession of a matrimonial home, that such an order be available
to common-law and same-sex couples, and that rented residences be included
in such orders.

Recognizing the jurisdiction of Aboriginal nations to legislate, administer
and adjudicate civil and criminal matters will presumably resolve problems
related to gaps between federal and provincial systems and lack of co-ordination
between civil and criminal court processes. Similarly, the problem of applying
culturally appropriate standards in decisions about neglect of children or the
capacity of parents can give way to community standards applied by Aboriginal
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adjudicators. As well, the development of new institutions and the full partici-
pation of women will help correct the sexist bias now found in some regulations
and practices under the Indian Act.

5. CONCLUSION AND
RECOMMENDATIONS

At our public hearings, Aboriginal women spoke at length about their respon-
sibilities, particularly in relation to the family, but they said very little about their
rights. Yet it seems inconceivable that Aboriginal women’s civil, political and
property rights would not be included in the Aboriginal rights recognized and
affirmed in section 35 of the constitution. Although women’s ability to exercise
their rights was subject to extensive regulation under the Indian Act, there is no
convincing argument that the rights were extinguished before 1982. They were
therefore “existing” Aboriginal rights within the meaning of Sparrow and pro-
tected by the equality guarantee (Aboriginal and treaty rights “are guaranteed
equally to male and female persons”) in section 35(4).

One of the challenges facing Aboriginal nations will be to give full effect
and recognition to these rights by according Aboriginal women equal partici-
pation in designing and implementing Aboriginal self-governing structures and
in creating Aboriginal law and policy. In Volume 4, Chapter 2, we made rec-
ommendations concerning this challenge.

Aboriginal nations have an opportunity to start from first principles in cre-
ating a family law regime that reflects their cultures, and we believe that they
should be encouraged to do so. The courtroom is not a therapeutic institution,
nor is law a sufficiently refined tool to define family relationships in culturally
appropriate ways. Indeed, law and family do not walk easily hand in hand. As
law professor Harry Arthurs has written:

“Law”, at least in the formal sense, implies authority, conflict, and
if necessary, coercion. “Family” implies partnership, compromise
and ultimately, love. “Law” is general, applying to all citizens within
a state. “Family” is particular, and is shaped for each of us by our own
individual personalities, and by the very different and complex inter-
play of religion, ethnicity, class and culture. “Law” is form: due
process, precision, predictability. “Family” is substance: traditionally
home, children and loyalty, or in a more modern idiom, sharing and
caring.13 !

It will require a great deal of planning and deliberation to devise laws that
reflect the non-coercive cultures that Aboriginal people are determined to pre-
serve and at the same time protect vulnerable people in an often troubled envi-
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ronment. Participation in a wage economy has introduced new ways of holding
property and meeting obligations of family support. Aboriginal nations will
undoubtedly seck a synthesis of traditions of sharing among kin networks and
ways of enforcing the legitimate obligations and protecting the entitlements of
individuals. In view of the legal vacuum that now exists with respect to many
of these issues, we urge an early start on addressing the aspects of family law raised
in this chapter.

.—.

RECOMMENDATIONS

The Commission recommends that

Core Area of Self-  3.2.10

Government Federal, provincial and territorial governments promptly
acknowledge that the field of family law is generally a core area
of Aboriginal self-governing jurisdiction, in which Aboriginal
nations can undertake self-starting initiatives without prior

tederal, provincial or territorial agreements.

Validity of 3.2.11
Customary Law - Federal, provincial and territorial governments acknowledge
the validity of Aboriginal customary law in areas of family law,
such as marriage, divorce, child custody and adoption, and
amend their legislation accordingly.

Consultationon  3.2.12
FamilyLaw - Aboriginal nations or organizations consult with federal, provin-
cial and territorial governments on areas of family law with a
view to
(a) making possible legislative amendments to resolve anom-
alies in the application of family law to Aboriginal people
and to fill current gaps;
(b) working out appropriate mechanisms of transition to
Aboriginal control under self-government; and
(c) settling issues of mutual interest on the recognition and
enforcement of the decisions of their respective adjudica-
tive bodies.

Family Law 3.2.13
Committees \With a view to self-starting initiatives in the family law area or
to self-government, Aboriginal nations or communities estab-
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lish committees, with women as full participants, to study
issues such as

(a) the interests of family members in family assets;

(b) the division of family assets on marriage breakdown;

(c) factors to be considered in relation to the best interests of
the child, as the principle is applicable to Aboriginal cus-
tody and adoption;

(d) rights of inheritance pertaining to wills, estates or intestacy;
and

(e) obligations of spousal and child support.

In this chapter we have attempted to convey our understanding of what
Aboriginal people mean when they talk about the family and to emphasize the
critical importance of the family in rebuilding the strength of individuals, com-
munities and nations. We have also examined threats to the health of family life.

It is clear that ‘the family’ in Aboriginal discourse signifies not only the
household and smaller circle of immediate kin, but also, as it did in traditional
times, a broader caring community that acts as a bridge or mediator between
individuals and the world at large. In traditional times the family ensured recog-
nition by society of the particular gifts and needs of its members; it instilled
respect for self and other beings and for the forces that sustain life; it practised
sharing, thereby building durable networks of mutual aid; and it passed on the
knowledge and skills necessary for members to fulfil their responsibilities in the
natural order.

In some situations, restoring the family to a healthy state will mean making
it possible for extended kin networks to make a living from the land and prac-
tise sharing and self-reliance in very traditional ways. In many more situations
it will mean articulating traditional values and applying them in circumstances
that differ radically from the past. In some situations, where Aboriginal people
have become alienated and distrustful of any kind of family, recreating a sense
of family may entail devising entirely new ways of forging personal connections
and community ties.

It is evident that while Aboriginal nations are being rebuilt and the ethi-
cal systems that maintain the integrity of community life are being restored to
efficacy, public institutions such as child welfare agencies and police will be nec-
essary to enforce responsibility and restrain aggression. Aboriginal people are wary
of replicating the institutions of colonial control that have been so intrusive and
destructive of family life. It is possible to respect the autonomy of families and
communities while protecting the interests of individual members; it is a matter
of striking a balance.
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In addressing child welfare, family violence and family law in this chap-

ter, we have endorsed early recognition of the authority of Aboriginal nations
to act in these areas. Their capacity to achieve a balance between protecting indi-
viduals and respecting family autonomy, and their effectiveness in promoting
family healing, will be critical tests of the success of self-government.

10.
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HEeALTH AND
HeALING

The wellness of our people, including their social, economic and spir-
itual well-being, crosses the boundaries of the separate terms [of ref-
erence of the Royal Commission]. Wellness is a community issue, a
national issue, a women’s issue. It touches youth concerns, family
considerations, even self-government and historical concerns. I firmly
believe that no other [issue] so fundamentally relates to the survival
of our people as that of health.
Tom Iron
Fourth Vice-Chief

Federation of Saskatchewan Indian Nations

Wahpeton, Saskatchewan, 26 May 1992*

CANADA IS WIDELY THOUGHT to be one of the best countries in which to live.
In 1994, the United Nations Development Programme measured the quality of
life around the world, using a variety of social and economic indicators. Canada
placed first.'

Yet, within Canada’s borders, there are two realities. Most Canadians
enjoy adequate food and shelter, clean water, public safety, protection from
abject poverty, access to responsive medical and social services, and the good
health that results from these things. Aboriginal people are more likely to face
inadequate nutrition, substandard housing and sanitation, unemployment and
poverty, discrimination and racism, violence, inappropriate or absent services,
and subsequent high rates of physical, social and emotional illness, injury, dis-
ability and premature death. The gap separating Aboriginal from non-Aboriginal

" Transcripts of the Commission’s hearings are cited with the speaker’s name and affiliation, if any, and
the location and date of the hearing. See A Note About Sourcesat the beginning of this volume for infor-
mation about transcripts and other Commission publications.
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people in terms of quality of life as defined by the World Health Organization

remains stubbornly wide:

* Life expectancy at birth is about seven to ‘eight years less for registered
Indians than for Canadians generally.”

* Part of this difference in life expectancy is explained by high rates of infant
mortality among registered Indians. For infants, the death rate is about
twice as high as the national average.’ There are also high rates of injury and
accidental death among Aboriginal children and adolescents. Mortality in all
age groups is higher for registered Indians than for Canadians generally.

* Infectious diseases of all kinds are more common among Aboriginal people
than others.

* The incidence of life-threatening degenerative conditions such as cancer,
heart, liver and lung disease — previously uncommon in the Aboriginal pop-
ulation — is rising.

* Overall rates of injury, violence and self-destructive behaviour are dis-
turbingly high.

* Rates of overcrowding, educational failure, unemployment, welfare depen-
dency, conflict with the law and incarceration all point to major imbalances
in the social conditions that shape the well-being of Aboriginal people.

We believe that most Canadians are disturbed by these facts. Non-Aboriginal
people are baffled and feel helpless. The stories they hear about ill health in
Aboriginal communities do not sound like #eir Canada. They do not understand
why so much ill health persists among people living in such a great country, or what
should be done about it. Aboriginal people feel ashamed or angry. They see that
some communities have made great strides toward the dynamic state of health and
harmony to which all aspire, but they also see that many health and social prob-
lems go unchecked and that some are getting worse. They know they did not live
with such high levels of illness and unhappiness in the past, and they do not under-
stand why they must do so now. In this chapter, we hope to answer the questions
posed by Aboriginal and non-Aboriginal people alike.

The mandate of the Commission directed our attention to social issues of
concern to Aboriginal peoples in these words:

The Commission may study and make concrete recommendations
to improve the quality of life for aboriginal peoples living on-reserve,
in native settlements and communities, and in rural areas and cities.
Issues of concern include, but are not limited to: poverty, unem-
ployment and underemployment, access to health care and health
concerns generally, alcohol and substance abuse, sub-standard hous-
ing, high suicide rates, child care, child welfare and family violence.

These and other indicators of continuing ill health in Aboriginal communities
are a source of pain, suffering, anger and feelings of betrayal and despondency.
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We believe that one of the most significant contributions the Commission can
make to Aboriginal life in Canada is to highlight reasons for these unacceptable
conditions and to identify priorities for action that will, in Aboriginal terms,
restore balance in the life support systems that promote mental, emotional, phys-
ical and spiritual well-being — in other words, health.

During our public hearings, Aboriginal people — particularly women —
accorded enormous significance to the Commission’s work on health and heal-
ing. Many named ‘healing’ as the first priority among the four ‘touchstones for
change’ put forward in the Commission’s discussion paper, Focusing the Dialogue.*
Many more identified healing as a prerequisite for progress toward self-govern-
ment and economic self-reliance.

The word ‘healing’ is familiar to non-Aboriginal people, of course, but the idea

that Aboriginal people have in mind when they use it is likely not. Healing, in -

Aboriginal terms, refers to personal and societal recovery from the lasting effects of
oppression and systemic racism experienced over generations. Many Aboriginal
people are suffering not simply from specific diseases and social problems, but also
from a depression of spirit resulting from 200 or more years of damage to their cul-
tures, languages, identities and self-respect. The idea of healing suggests that to reach
‘whole health’, Aboriginal people must confront the crippling injuries of the past.’

Yet, doing so is not their job alone. Only when the deep causes of Aboriginal ill

health are remedied by Aboriginal and non-Aboriginal people working together will
balance and harmony — or health and well-being — be restored.

At least in part, it is to achieve whole health that Aboriginal peoples so vig-
orously seek self-determination. The relationship between self-determination and
health is a circle, however; thus, only when whole health is achieved will suc-
cessful and mature self-determination be possible:

With the healing in place we can have self-government, but without
that healing we will have dysfunctional self-government.

Jeanette Costello
Counsellor, Kitselas Drug and Alcohol Program
Terrace, British Columbia, 25 May 1993

Without healthy, socially developed youth, we have no leaders for the
future. Without available, high-quality care for the elderly, we have
no guidance or wisdom from the past. Without strong, committed
people acting today to champion our rights and to further our
nations’ interests, we have no guarantees for anyone beyond today....If
we are to survive as a vibrant culture, and as strong and independent
nations, we must attend to the health of our people.
Tom Iron
Fourth Vice-Chief

Federation of Saskatchewan Indian Nations
Wahpeton, Saskatchewan, 26 May 1992

—
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Health and social services are important because they enhance people’s
comfort and attachment to life. But whole health is not a product that can be
delivered by external agents; it requires the full engagement of persons interacting
with their environment to create and sustain life. Because health services touch
people’s lives so intimately, they can encourage action in the broader commu-
nity where conditions essential to health are determined.

With these considerations in mind, the objectives we set for our work on

health and healing are
* to further the work of restoring whole health to all Aboriginal people in

Canada, both for its own sake and as a requisite for social, political and eco-
nomic development;

* to place health and healing concerns in the context of history, culture and
the imperatives for change in the relationship between Aboriginal people and
Canadian institutions; and

* to change the way Aboriginal health is understood and promoted and, by
extension, to transform the system of medical and social services delivery.

Statistics on indicators of physical ill health and social distress among
Aboriginal people have been repeated so often in the media that they can easily
be seen as old news. Still, we consider it necessary to re-examine the burden of
ill health borne by Aboriginal people in physical, social, emotional and com-
munity terms. Our intention is not to shock, although it is shocking to realize
that in a number of health-related areas we may be losing ground. Instead, we
intend to demonstrate that in the face of continuing threats to well-being,
effective action is possible — and already under way — by drawing on commu-
nity strengths, traditional knowledge and creative use of professional services.

We have observed that Aboriginal people have well-articulated insights into
their individual and collective poor health and that these insights converge with
recent scientific research on determinants of health. We conclude that the con-
vergence between Aboriginal perspectives and health sciences research provides
a powerful argument for adopting a health strategy based on

e equitable access to health services and equitable outcomes in health status;
* holistic approaches to treatment and preventive services;

* Aboriginal control of services; and

¢ diversity of approaches that respond to cultural priorities and community needs.

Several fundamental changes are necessary to implement our proposed
health and healing strategy. The first element — and the core of the strategy —is to
develop a system of healing centres for front-line services and healing lodges for
residential treatment. Healing centres and lodges would be accessible in urban, rural
and reserve settings to First Nations and Métis people and to Inuit. They would
operate under Aboriginal control to deliver integrated health and social services.
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The second element is a human resource strategy, incorporating traditional
knowledge and training of Aboriginal people to transform Aboriginal health and
social services. We present detailed proposals on what should be done in health and
social services to achieve the education goals described more generally in our chap-
ters on education in this volume and on economic development in Volume 2.

The third element of the strategy is to adapt mainstream service systems
to complement Aboriginal institutions. The fourth element of our proposed strat-
egy, bringing housing and community infrastructure up to prevailing Canadian
standards, is summarized here and discussed in detail in Chapter 4 in this
volume.

Finally, we place our proposals in the context of the political and economic
restructuring needed for Aboriginal communities to achieve whole health.

1. THE BURDEN OF
I HEALTH

1.1 From the Past to the Present

There is considerable evidence to show Aboriginal people enjoyed good health at
the time of first contact with Europeans. Historical records and the findings of
modern paleo-biology suggest that many of the illnesses common today were once
rare, and that mental and physical vigour once prevailed among Aboriginal people:

[Aboriginal people] were not subject to disease, and knew nothing
of fevers....They were not subject to the gout, gravel, fevers or
rheumatism. The general remedy was to make themselves sweat,
which they did every month and even oftener.®

Before the Indian began to use the white man’s foods, he was perforce
compelled to live on a comparatively simple diet. His choice was lim-
ited, his cooking simple. Yet he lived in perfect health and
strength...and attained a vigour, a robustness, that puts to shame the
strength and power of civilized man.”

Skeletal remains of unquestionably precolumbian date...are, barring
a few exceptions, remarkably free from disease. Whole important
scourges [affecting Europeans during the colonial period] were
wholly unknown.... There was no plague, cholera, typhus, smallpox
or measles. Cancer was rare, and even fractures were infre-
quent.... There were, apparently, no nevi [skin tumours]. There were
no troubles with the feet, such as fallen arches. And judging from
later acquired knowledge, there was a much greater scarcity than in
the white population of...most mental disorders, and of other seri-
ous conditions.®

[a—
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Canadian historian Olive Dickason quotes from the Jesuit New Relation
of Gaspesia, then adds her own commentary:

“Amerindians are all by nature physicians, apothecaries and doctors,
by virtue of the knowledge and experience they have of certain
herbs, which they use successfully to cure ills that seem to us incur-
able”.... The process by which the Amerindians acquired their herbal
lore is not clearly understood, but there is no doubt about the results.
More than 500 drugs used in the medical pharmacopoeia today
were originally used by Amerindians.’

Some analysts argue that disease agents themselves were rare in pre-con-
tact America until the tall ships began to arrive with their invisible cargo of bac-
teria and viruses.'” What is more likely is that Aboriginal people had adapted well
to their home environments: they had developed effective resistance to the
micro-organisms living alongside them and had knowledge of herbs and other
therapies for treating injury and disease. Of course, some Aboriginal people died
prematurely. But more stayed well, or recovered from illness, and thus lived to
raise their children and continue the clans and the nations. Aboriginal popula-
tions fluctuated largely in relation to food supply.

It was the European explorers and settlers who were more likely to be weak
and sick when they first met Aboriginal people."" Many arrived suffering from
illnesses they brought with them or from the effects of conditions they endured
on the voyage: crowded quarters with primitive sanitary facilities, limited and
sometimes contaminated drinking water, and limited and sometimes diseased
food. Those who accepted the herbal remedies and unfamiliar cures prescribed
by Aboriginal healers — bathing, fasting and sweating among them — were the
most likely to recover.

In his classic study of Native American health during the colonial period,
Virgil Vogel shows how the tone of contemporary observations changed from
admiration to disgust after Aboriginal people began to show the effects of con-
tact with Europeans. Written accounts increasingly describe epidemic disease,
violence and death in Aboriginal communities.'” Many writers stated or implied,
with blithe disregard for the facts, that Aboriginal people themselves were
responsible for the misery they were enduring.

Hundreds of thousands sickened and died as a result of their encounters
with Europeans. (For a full discussion of the population dynamics of Aboriginal
peoples before and after European contact, see Volume 1, Chapter 2."?) Famine
and warfare contributed, but infectious diseases were the great killer. Influenza,
measles, polio, diphtheria, smallpox and other diseases were transported from
the slums of Europe to the unprotected villages of the Americas. The subsequent
decline of the indigenous population is often described as genocide or a holo-
caust. Estimates of the Aboriginal population before contact in the area that was
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to become Canada range from 220,000 to two million, with a figure of 500,000
now being widely accepted. An 1871 census estimate of the Aboriginal popu-
lation in Canada was 102,000 (see Volume 1, Chapter 2).

Aboriginal people were well aware of the link between the newcomers and
the epidemics that raced through their camps and villages." During the eigh-
teenth and nineteenth centuries, their leaders sought agreements or treaties
with representatives of the British Crown aimed at ensuring their survival in the
face of spreading disease and impoverishment. In the expectation of fair com-
pensation for the use of their lands and resources, and in mounting fear of the
social and health effects of Euro-Canadian settlement, many Aboriginal nations,
clans and families agreed to relocate to camps, farms, villages or reserves distant
from sites of colonial settlement. Many did so in the belief that the Crown would
guarantee their well-being for all time."” Given the gulf that separated Aboriginal
and non-Aboriginal cultures, it is not surprising that the meaning of those oral
and written agreements has been a matter of conflicting interpretation ever
since.'®
The transformation of Aboriginal people from the state of good health that
had impressed travellers from Europe to one of ill health, for which Aboriginal
people were (and still are) often held responsible, grew worse as sources of food
and clothing from the land declined and traditional economies collapsed. It grew
worse still as once-mobile peoples were confined to small plots of land where
resources and opportunities for natural sanitation were limited. It worsened yet
again as long-standing norms, values, social systems and spiritual practices were
undermined or outlawed.

Traditional healing methods were decried as witchcraft and idolatry by
Christian missionaries and ridiculed by most others. Ceremonial activity was
banned in an effort to turn hunters and trappers into agricultural labourers with
a commitment to wage work. Eventually, the /ndian Act prohibited those cere-
monies that had survived most defiantly, the potlatch and the sun dance.”
Many elders and healers were prosecuted. In these ways, Aboriginal people were
stripped of self-respect and respect for one another.

The low point for Aboriginal health and social conditions in Canada
came in the early years of the twentieth century. Newspaper stories and official
reports on the destitution and continuing epidemics of disease on reserves and
in isolated Inuit, First Nations and Métis settlements were a source of shame to
many. The first person assigned a position of responsibility for improving Indian
health was Dr. Peter Bryce, who was appointed general medical superintendent
in the department of Indian affairs in 1904. Despite the lack of interest and
sometimes outright racist attitudes of his colleagues toward his work, Dr. Bryce
fought tirelessly (although not always successfully) to raise the standards of
health and welfare among the Aboriginal population until leaving office in
1910."® Many of his successors have done likewise.

o
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From the end of the nineteenth century to the middle of the twentieth,
health care was provided, first by an assortment of semi-trained RCMP agents, mis-
sionaries and officers, and later by a growing number of nurses and doctors in
the full- or part-time employ of the federal government. In 1930, the first on-
reserve nursing station was opened in Fisher River, Manitoba. By the 1950s, the
department of national health and welfare was operating a network of 33 nurs-
ing stations, 65 health centres, and 18 small regional hospitals for registered
Indians and Inuit."” This undertaking was motivated by the post-war spirit of
humanitarianism that propelled the emerging Canadian welfare state and by fear
of the threat posed to Canadians by sky-high rates of tuberculosis in Aboriginal
communities.

The new health system operated on the assumption that Aboriginal people
would welcome western-style health care services, and for the most part they
did.*® Where infectious diseases were still a major killer, the impact of medical treat-
ment was immediate. In the longer term, infant mortality began to decline and
life expectancy began to increase. But these benefits did not come without a price:

* Aboriginal people with serious illnesses were often sent, unaccompanied, to
distant medical facilities for treatment in strange and sometimes hostile
environments.

* In their own communities, Aboriginal people were offered health care ser-
vices that had no foundation in local values, traditions or conditions. At
worst, a few were forced (or convinced) to suffer invasive medical procedures,
including sterilization.”

* Virtually all providers of health and social services were non-Aboriginal,
many with little interest in the cultural practices or values of their Aboriginal
clients. Encounters were often clouded by suspicion, misunderstanding,
resentment and racism.*

¢ Indigenous healing skills and knowledge of herbal medicines and other tra-
ditional treatments were devalued by medical personnel and hidden by
those who still practised or even remembered them. Much knowledge was
eventually lost.

e Aboriginal people learned that they were not in charge; non-Aboriginal
people learned that they were. This legacy is difficult for both sides to put
behind them.

Aboriginal health came to national attention again in 1978 when the fed-
eral government attempted to reduce its financial responsibility for First Nations
and Inuit health care. The specific issue was the provision of non-insured health
benefits (that is, benefits such as prescription drugs and eye glasses not univer-
sally available through medicare) to registered Indian people and Inuit. This
action provoked a forceful protest from the major Aboriginal organizations,
whose leaders claimed that services to which their members had a right were
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being cut off without negotiation. The ensuing debate gradually widened to
include all aspects of federal policy on health care for Aboriginal people.
Ultimately, it led to a new federal policy statement on Aboriginal health, com-
monly called the ‘three pillars’ policy.” The pillars of Aboriginal health it iden-
tified were community development (promoted as the key strategy for improving
Aboriginal health), the continuing special responsibility of the federal govern-
ment for the health and well-being of First Nations people and Inuit, and the
essential contributions of all elements of the Canadian health system, whether
federal, provincial, territorial or municipal, Aboriginal or non-Aboriginal, public
or private.

Although not listed as a pillar, the federal government’s commitment to
greater participation by Aboriginal people in planning and delivering their own
health services was also stated in the new policy. This commitment was given
greater weight and specifics by the 1980 Report of the Advisory Commission on
Indian and Inuit Health Consultation, written by Justice Thomas Berger. The
object of this report was to propose “methods of consultation that would ensure
substantive participation by the Indian people and the Inuit people in decisions
affecting the provision of health care to them”.* The language was conservative,
but the report was radical, giving support to the concept of community control
by Aboriginal people. Thus, it gave credence to the then-startling idea that
Aboriginal people could manage their own affairs. In fact, Berger imagined a com-
plete end to the institutional dependency long fostered by the Canadian state.

Community control was understood by those who supported the report
as a means of empowerment, but it was interpreted in a much more restrictive
way by most federal officials. They understood it as a transfer of administrative
responsibility for certain existing health-related programs, starting with the
National Native Alcohol and Drug Abuse Program and the Community Health
Representative program in 1980-1981. (We discuss these important programs
in more detail later in this chapter.) The idea of transfer of administrative
authority for community health services more generally was to be tested in a five-
year Community Health Demonstration Program, which got under way in
1982.%

Perhaps even more significant during this period was the case-by-case suc-
cess of some Aboriginal nations and communities in gaining control over their
health services. These successes were achieved not as a result of progressive fed-
eral policies, but independently of one another as a result of particular local strug-
gles. Some involved non-status, urban, Métis, and Inuit communities to whom
the federal transfer initiative did not even apply. We describe only a few here:*

* The Kateri Memorial Hospital Centre is the oldest such case. It came into
being in 1955, when a local Mohawk woman broke new ground by secur-
ing joint funding from the Quebec government and the Mohawk Council

115
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of Kahnawake to keep open the local hospital, which had been in the com-
munity since 1905. Through 35 years of tumultuous relations with federal,
provincial and university (McGill) agencies, the hospital now provides treat-
ment and prevention services to residents of the Kahnawake reserve and to
Aboriginal people from nearby Montreal.”’

¢ Hailed by some as a model of self-government, the James Bay and Northern
Quebec Agreement (JBNQa) of 1975 created the first independent Aboriginal
health and social service boards in Canada. Debate continues regarding the
strengths and weaknesses of JBNQA. Participating communities have con-
tinually charged that the control they were promised has never, in practice,
been realized.”® But within some significant limits, community control has
been greatly extended.

e In Labrador, where communities were dependent on the International
Grenfell Association for health care, Inuit created the Labrador Independent
Health Commission (LIHC) in 1979. LIHC concentrates primarily on health
education and promotion and public health needs.”

o The Alberta Indian Health Commission (ATHCC) was established in 1981 to
address First Nations™ concerns about health in the province. In addition to
consulting and being a liaison with Aboriginal and provincial agencies,
ATHCC provides urban community health representatives in Edmonton and
Calgary.”

¢ Anishnawbe Health Toronto was first funded by the provincial government
in 1988 as a multi-service urban community health centre. It is grounded
in the principles of the Medicine Wheel and has a mandate to provide ser-
vices to off-reserve, non-status, and Métis people living in Toronto.”"

By 1986, the federal government’s Community Health Demonstration
Program (CHDP) for First Nations communities had funded 31 projects and
attracted a volley of criticism. Only seven of the projects funded actually focused
on transfer-related issues, yet other initiatives toward greater Aboriginal control
of health and social services had been put on hold in favour of CHDP. Many First
Nations objected to the very idea of demonstration projects, arguing that they
should not have to prove to the federal government’s medical services branch
(MsB) or any other authority that they could manage their own affairs. Some
objected to the MsB policy of working only with individual bands, which dis-
couraged the development of regional and nation institutions. Few were aware
that MSB intended (at first) to restrict the health transfer program to First
Nations communities participating in CHDP.>

By 1987, the demonstration phase, with all its faults, was over. Health
transfer itself had begun. Some of the shortcomings of CHDP had been corrected,
but transfer remained (and remains) controversial. The Assembly of First Nations,
along with several communities and tribal councils, continued to argue that self-
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determination in health should be part of comprehensive self-government and that
the federal government had a hidden agenda of divesting itself of responsibility for
Aboriginal health and welfare long before Aboriginal people had achieved good
health. Certainly there were yawning gaps in the scope of transfer. For example,
major components of care, notably the services covered under the non-insured
health benefits program, were excluded from transfer agreements, except in the case
of Inuit in Labrador.”® Budgets transferred to First Nations’ control took no
account of members living off-reserve, many of whom come home for health care
or need culturally appropriate programs wherever they are. It also appeared that
transferred funds were to be frozen at pre-transfer levels, thus preventing the
development of new programs except at the expense of old ones.*

Yet the offer of increased responsibility was irresistible to many First
Nations communities. Band and tribal councils weighed the pros and cons of
the transfer program and made their decision. By 1989, 58 pre-transfer initia-
tives involving 212 First Nations communities were under way.” Those that
chose to participate did so with the full understanding that they were co-oper-
ating in a less than perfect process, as one leader of the Swampy Cree Tribal
Council made clear a few years later:

This policy direction had been criticized as an attempt to abrogate
treaty rights and have Indian people administer their own misery.
Nevertheless, we entered the transfer process — but with our eyes wide
open. We saw transfer as a way to achieve some of our objectives, and
. . . 36
we felt we could look after ourselves in dealing with government.

By March 1996, 141 First Nations communities had assumed administrative
responsibility for health care services, either individually or collectively through
multi-community agencies or tribal associations; 237 First Nations communi-
ties were involved in the pre-transfer process.”” As the program has evolved
(and as clever negotiators have pushed back the edges), the benefits of transfer
have been significant. Gains include flexibility in the use of program funds, more
freedom to adapt services to local needs and priorities, reduced paperwork in
accounting to MsB, and a greater sense of community ownership of services.*®
But there are significant disadvantages, too, as we heard in public testimony. The
drawbacks remain much as they were when the program began: the restricted
nature of the programs and services that can be transferred, the brief time avail-
able for planning and community education for program responsibility, the cap
on funds regardless of need, and the possible failure of the federal government
to live up to its fiduciary obligations to Aboriginal people.”

When we talk about health planning [for transfer] in First Nations,
the first thing the government does immediately is to slot your con-
cerns into 15 budget line items. They are asking us to do the health

E(E



118 GATHERING STREN.GTH
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plan based on only these 15 items, and by no means does that help
us to build a comprehensive health system. All they are interested in
is their budget items and “how does your planning fit into our plan-
ning?”....We can do all the planning in the world, but Medical
Services Branch has no money for enrichment of services. So no
matter what kind of health plan we come up with, if we don’t put it
within the 15 budget line items, then it’s up to us to come up with
our own resources, or to handle those as best we can.

Gloria Thomas

Six Nations Community Health Review
Brantford, Ontario, 13 May 1993

The “no enrichment” policy of transfer creates the question: is this
a set-up for failure? Is the consequence to this policy that we have
administrative responsibility for an already underfunded system?
Can we really deliver [creative new] programs under transfer? Can
we expand and develop new facilities and additional services in
response to new health needs and challenges? Would the transfer of
funding to our control be a true [instance of Aboriginal control] since
the multi-tiered structure of Medical Services Branch makes it dif-
ficult to determine an individual community’s share of programs and
services?

Claire Campbell

Community Health Nurse, Nipissing First Nation
North Bay, Ontario, 11 May 1993

[Even after transfer], there remain a number of issues which are bar-
riers to providing comprehensive health care services for the Tribal
Council membership. Some of these are that we have inadequate
community-based mental health programs; we lack adult care; we
lack services for the disabled; we have poor, inadequate emergency
medical transportation services. Transportation is a non-insured
health benefit, and we protest that those benefits are not on the table
for transfer of control.

Glen Ross

Cree Nation Tribal Health Centre
The Pas, Manitoba, 20 May 1992

The federal government must not interpret Aboriginal participation
in its Federal Health Transfer Program as an abrogation of its fidu-
ciary responsibility to provide health care to Aboriginal peoples on

Indian reserves. The federal transfer of health should not be limited
to nurses, community health representatives, NNADAP [alcohol and
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drug addiction] and janitors. Services must be expanded beyond
para-professional services, and beyond the ad hoc mentality. Transfer
does not mean that Aboriginal people automatically become provin-
cial responsibility. Federal responsibility must remain intact and
must be identified as a responsibility within the Canada Assistance
Plan as a cost sharing arrangement....

The federal transfer of health must now move into a self-gov-
ernment model....Local control and local development must be
encouraged, not discouraged with a narrow interpretation of federal
and provincial responsibilities. Federal transfer of federal finances to
First Nations, such as the Nisga'a, should be viewed by Canada as
assistance to a developing nation with sovereignty and dignity
remaining as an ideal sought by both partners.

Peter Squires

Chairman, Nisga’a Valley Health Board
Terrace, British Columbia, 25 May 1993

Governments are quick to point out that since their first, reluctant accep-
tance of a major role in ensuring the health and well-being of Aboriginal people,
improvements in Aboriginal health status have been dramatic. The greatest
strides have been in controlling once-rampant infectious diseases and in reduc-
ing infant and child mortality rates that rivalled those of developing countries.
Commissioners do not dispute these achievements. However, we believe that
their contemporary significance can be — and often is — overstated.*

We are deeply troubled by the evidence of continuing physical, mental and
emotional ill health and social breakdown among Aboriginal people. Trends in
the data on health and social conditions lead us to a stark conclusion: despite
the extension of medical and social services (in some form) to every Aboriginal
community, and despite the large sums spent by Canadian governments to pro-
vide these services, Aboriginal people still suffer from unacceptable rates of ill-
ness and distress.”’ The term ‘crisis’ is not an exaggeration here.

The statistical data in this chapter present only a snapshot of the crisis; our
tables and figures are key indicators of health and social well-being — or, in this
case, of ill health and social malaise. Although the life expectancy of Aboriginal
people throughout North America as measured from birth is significantly lower
than for non-Aboriginal people, it has improved since the Second World War.
In the United States, Native American males have gained about 15 years of life
expectancy, females, more than 20 years.” In Canada, comparable figures are dif-
ficult to come by, but the trend is the same: life expectancy for registered Indians
rose by about four to five years between 1976 and 1986.% Life expectancy for
Inuit in the Northwest Territories more than doubled between 1940 and 1980,
although it has remained well below that of other Aboriginal peoples.” Registered

Indians have made smaller gains since 1978, as illustrated in Table 3.1.%
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TABLE 3.1

Life Expectancy at Birth, Age 30 and Age 60, Registered Indian
and Total Populations, 1978-1981, 1982-85, and 1990

At Birth At Age 30 At Age 60
Registered  Total Registered  Total Registered  Total
Indians  Population' Indians>  Population' Indians  Population’
Years
Male
1978-1981 61.6 71.0 39.5 43.4 18.4 17.5
1982-85 64.0 72.4 40.8 44.4 17:9 18.0
1990 66.9 73.9 41.1 45.7 16.9 19.0
Female
1978-1981 69.0 79.2 44.1 50.7 21.4 23.4
1982-85 72.8 80.1 46.8 51.4 22.5 23.8
1990 74.0 80.5 46.7 51.6 20.5 23.7
Notes:

1. Total population is the total population of Canada, including Aboriginal persons.

2. Life expectancies at age 30 and 60 for registered Indians in 1990 are the average life expectancies for
ages 30-34 and 60-64 respectively.

Source: Health and Welfare Canada, “Health Indicators Derived from Vital Statistics for Status Indian
and Canadian Populations, 1978-1986” (September 1988); DIAND, “Life Tables for Registered Indians,
1985 and 1990”, Information Quality and Research Division, unpublished tables (May 1995); Statistics
Canada, Report on the Demographic Situation in Canada, catalogue no. 91-209E (Ottawa: 1993).

Table 3.1 also shows that the gap in life expectancy between Aboriginal and
non-Aboriginal people is narrowing. Yet Indian women born in 1990 can expect
to die 6.5 years earlier than other women in Canada, and Indian men seven years
before other men. The greatest discrepancies occur among the young. By age 30 the
difference in life expectancy has been halved; by age 60 it has declined by half again.

Inuit continue to have the lowest life expectancy of all Aboriginal people,
among both women and men, followed by Indian people living on-reserve (see
Table 3.2).” Indian people in urban settings, whether registered or not, have the
highest life expectancy of Aboriginal people, exceeding that of urban Métis
people by about one year for both women and men.

Figure 3.1 shows that the pattern of illness and injury leading to death was
quite different for registered Indian people than for other Canadians in 1992.
The two leading causes of death in the general population were circulatory dis-
eases and neoplasms (cancers). Among registered Indian males, injuries, includ-
ing accidents, suicides and homicides, are the leading cause of death. While
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TABLE 3.2

Estimated Life Expectancy at Birth, Total and Aboriginal
Populations, 1991

Male Female

Years
Total population 74.6 80.9
Total Aboriginal population 67.9 75.0
Total, North American Indians’ 68.0 74.9
Registered North American Indians 66.9 74.0
On-reserve 62.0 69.6
Non-reserve, rural 68.5 75.0
Non-reserve, urban 72.5 79.0
Non-Registered North American Indians 71.4 77.9
Rural 69.0 75.5
Urban 72.5 79.0
Meétis 70.4 76.9
Rural 68.5 75.0
Urban 71.5 78.0
Inuit 57.6 68.8

Note:

" North American Indians includes all who self-identified as North American Indian on the 1991
Aboriginal Peoples Survey, whether or not they are registered under the Indian Act.

Source: M.J. Norris et al., “Projections of the Aboriginal Identity Population in Canada, 1991-2016”,
research study prepared by Statistics Canada for RCAP (February 1995).

injuries play a lesser role among registered Indian women, they still account for
three times the proportion of deaths among women in the general population.

Table 3.3 shows rates of hospital admission and reasons for admission in
Manitoba in 1990-91. At least in Manitoba, Aboriginal people continue to be
adversely affected by many causes of illness and death that are better controlled in
the non-Aboriginal population. Table 3.4 shows that, in one province, Aboriginal
people in all age groups (except 65 and older) used two to three times more hos-
pital days than a comparable number of people in the general population, indi-
cating their lower general health and the severity of their illnesses upon admission.

Table 3.5 and Figure 3.2 provide some indicators of the social conditions

prevalent among Aboriginal people in Canada. Table 3.5 shows that Aboriginal
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FIGURE 3.1
Selected Causes of Death as a Percentage of all Deaths, 1992
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ders, nervous system and sense organs, digestive system, genito-urinary system, complications of preg-
nancy/childbirth, skin and subcutaneous tissues, musculoskeletal system, congenital anomalies,
conditions from perinatal period, symptoms/signs and ill-defined conditions, and others.

Source: Health Canada, Medical Services Branch, unpublished tables, May 1995.

people derive a greater portion of their income from government transfers than
do members of the general population. Figure 3.2 provides data on registered
Indian children ‘in care’ (children under the supervision of child welfare author-
ities) over time. It shows a high rate of child apprehensions among registered
Indian people, a rate that has fallen rapidly since 1980 but that continues to be
problematic. (The complexities of child welfare are discussed in Chapter 2.)
Many studies have attempted to measure or estimate rates of social dys-
function among Aboriginal people. Because these conditions are difficult to
define, let alone measure, the conclusions of such studies are often disputed.48
The majority of studies, however, point to disproportionate rates of social and
community ill health among Aboriginal people. Moreover, we are convinced that
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TABLE 3.3

Hospital Utilization Rates by Diagnostic Category, Registered Indian
and Provincial Populations, Manitoba, 1990-91

Registered Indians' Provincial Population®

In-patient cases per 1,000 population

Infectious/parasites 33 18
Neoplasms (cancers) 24 133
Endocrine/nutritional/metabolic 59 31
Blood and blood-forming organs 15 8
Mental disorders 80 176
Nervous system and sense organs 42 81
Circulatory 98 228
Respiratory 221 110
Digestive 134 103
Genito-urinary 71 53
Pregnancy/childbirth 220 75
Skin and subcutaneous tissue 54 19
Musculoskeletal 48 64
Congenital anomalies 17 6
Perinatal 8 3
Symptoms/signs ill-defined 63 50
Injury/poisoning 181 142
Other 88 156
Notes:

1. On- and off-reserve population.
2. All Manitoba residents.

Source: MHSC Hospital, Table 25, 1989-90, in Postl et. al, 1992.

the social problems facing Aboriginal people today are proving more resistant to
change than are their physical health problems.

Table 3.6 shows expenditures on health and social services delivered to
Aboriginal people by federal, provincial and territorial governments, comparing
them with the amounts spent on services delivered to Canadians generally. The
difference in per capita expenditures is not what concerns us here. What con-
cerns us is that rates of ill health and social dysfunction among Aboriginal

-"’5
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TABLE 3.4
Hospital Utilization Rates by Age, Registered Indian and
Provincial Populations, Manitoba, 1990-91

Registered Indians' Manitoba®

days per 1,000 population

under 10 years 1105 338
10-17 622 272
18-34 1318 600
35-64 1983 941
65+ 7200 7022
Notes:

1. On- and off-reserve population.
2. All Manitoba residents.

Source: MHSC Hospital, Table 25, 1989-90, in Postl et al., 1992.

people living in Canada — a country that prides itself on high standards of good
health and social well-being — remain shockingly high despite the money being
spent. On 17 November 1993, when its representatives addressed the
Commission, the Canadian Medical Association issued a press release urging the
federal government to “acknowledge that the degree of ill health among Canada’s

- Aboriginal population is unacceptable and take immediate and specific measures
to improve it”.*

It could be that the amounts being spent, however great, are still too
small to solve outstanding problems. Certainly, for some health problems and
for some Aboriginal people, we will argue that this is the case and that greater
investment is required. But Commissioners believe that the main impediment
to restoring good health to Aboriginal people is not the amount of money spent
but how it is spent. As we will show in this chapter, the causes and dynamics of
ill health among Aboriginal people are not the same as among non-Aboriginal
people — and because illness is not the same, prevention, cure and care cannot
be the same either.

In the next few pages we examine the causes and dynamics of ill health

among Aboriginal people. Our purpose is threefold:

* to show the extent and seriousness of the conditions summarized by the sta-
tistics presented in our research;

* to examine representative illnesses to discover themes and commonalities
regarding ill health in Aboriginal communities; and

* to lay the groundwork for a strategy to transform the health conditions of

Aboriginal people.
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TABLE 3.5

Percentage Distribution of Income by Source, Aboriginal Identity
and Non-Aboriginal Populations, 1991

Employment Government Other
Income Transfer Payments ~ Income
% % %
Non-Aboriginal 77.8 11.4 10.8
Total Aboriginal 73.5 23.3 3.1
North American Indians
Registered 68.5 28.5 2.8
Non-registered 80.2 14.8 4.8
Meétis 77.1 19.8 3.0
Inuit 77.8 20.9 1.2

Note: Aboriginal identity population age 15 and older not attending school.

Source: Statistics Canada, 1991 Aboriginal Peoples Survey, custom tabulations; Statistics Canada, 1991
Census, Profile of Urban and Rural Areas, Part B, catalogue no. 93-340 (Ottawa: February 1994).

1.2 Physical Health

Over time, all peoples of the world tend to experience three stages of health and
illness patterns as they become more urbanized and industrialized.” The first
stage is marked by famine, high rates of infectious disease and high death rates,
especially among infants and children. The second is marked by declining rates
of infectious disease and rapid population growth. The final stage is marked by
the rise of chronic and degenerative diseases.

Aboriginal peoples in North America appear to be in transition from the
second to the third stage. The birth rate is high. Infectious diseases, although far
from controlled, are declining from the peak of devastation reached in the nine-
teenth century. Degenerative conditions such as heart disease, cancer and dia-
betes are on the rise.”" Social pathologies — particularly alcohol and drug abuse
— continue to cause widespread concern, while interpersonal violence and sui-
cide contribute to high rates of injury and death.

The issues of physical ill health facing Aboriginal people demonstrate
intractable problems in four major categories: infant and child health, infectious
disease, chronic disease, and disability.

Infant, child and maternal health

Infant mortality (death among children in the first year of their lives) is an
important measure of population health the world over. Although the infant mor-
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FIGURE 3.2

Children in Care as a Percentage of Registered Indian (On-Reserve)
and Total Populations
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Notes:

1. Programs, definitions and reporting systems vary considerably between provinces and within a given
province over time. As a result, data are not comparable and should be used as estimates only.

2. Before March 1983, Quebec data include all child welfare services as well as children in care. Data
from March 1983 to March 1990 include the number of interventions made on behalf of children in
foster homes, institutions, protection cases and children with disabilities. Therefore, the data are not
comparable over time. Quebec data from March 1990 on are not available.

3. Yukon data for 1975-76 to 1977-78 are included in Northwest Territories data.

4. March 1987 data for Ontario and Alberta are estimates.

5. From 1987 to 1988, Ontario data are for June or December, depending on the availability of the data.
6. Recent data are subject to revision.

Source: DIAND, Basic Departmental Data, 1994, Information Quality and Research Directorate (Ottawa:
January 1995); Human Resources Development Canada, Cost-Shared Programs Branch, Social
Development and Education, Table 421 (March 1994); and Statistics Canada, Population Estimates
Division, Population Estimates for Canada and Selected Provinces and Territories, 1971-93.

tality rate (IMR) among Aboriginal people in Canada has declined steeply, a sig-
nificant difference in the rates for Aboriginal and non-Aboriginal people remains
(see Figure 3.3). From a high of more than 200 deaths per 1,000 live births in
the 1920s and 1930s, the IMR among Aboriginal people has fallen to about 14
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TABLE 3.6

Selected Government Expenditures on Aboriginal and

Total Populations, 1992-93

Health Social Development ~ Housing
Federal expenditures on
Aboriginal population ($ millions) 798 1,450 410
Provincial/territorial expenditures on
Aboriginal population ($ millions) 1,215 1,313 133
Total expenditures on
Aboriginal population ($ millions) 2,013 2,763 542
Expenditures per person,
Aboriginal identity population ($) 2,720 3,733 732
Expenditures per person,
total population ($) 1,652 2,946 130
Ratio of Aboriginal to
total per capita expenditures 1.6 1.3 5.5

Notes: Expenditures include those on programs intended specifically for Aboriginal people as well as a
share of expenditures on general programs. The relevant shares were calculated by program area based
on the Aboriginal share of the client population and information about the rate of use by Aboriginal
people. Thus, for example, health care expenditures include a share of provincial hospital, preventive
and other health care expenditures. Social development expenditures include a share of old age secu-
rity, employment insurance and workers compensation as well as social assistance and transfer payments
to Indian bands, Inuit settlements and agencies delivering services. The amounts pertain to all Aboriginal
peoples, including First Nations, Métis and Inuit.

Source: RCAP estimates. See Volume 5, Chapter 3.

among registered Indian people and about 20 among Inuit.”* The MR for
Canadians generally, however, is about seven per 1,000 live births. Thus, the ratio
of Aboriginal to non-Aboriginal infant deaths is just about the same today as it
has been for 100 years — about twice as high for Indian people and three times
as high for Inuit in the Northwest Territories as for other Canadians. These
ratios hold true for stillbirths (deaths of fetuses of less than 28 weeks gestation)
and perinatal mortality (deaths of fetuses after 28 weeks’ gestation and of infants
until the end of the first week of life).”> The stillbirth and perinatal death rates
among Indians are about double the Canadian average. Among Inuit living in the
Northwest Territories, they are about two and a half times the Canadian average.

Beyond the risk of premature mortality, long-term human health is influ-
enced by what happens in the womb and in the first months and years of life.
Health researchers are only beginning to understand how subtle and far-reach-
ing the effects of pre- and postnatal health can be. It is now well established that
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FIGURE 3.3
Infant Mortality Rates, Registered Indian, Inuit and Total Populations
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Source: Kue Young, “Measuring the Health Status of Canada’s Aboriginal Population: a statistical
review and methodological commentary”, research study prepared for RCAP (1994).

fetal and perinatal distress can impair the full physical and mental development
of children. Research on programs similar to Head Start suggests that early
stimulation can lead to gains in health status as well as educational achievement.”
One leading health analyst writes:

The search for causes of Western diseases has concentrated on the adult
environment. The importance of the childhood environment in deter-
mining responses in later life [appears to] have been underestimated.”

Neonatal and infant health is largely the result of the living conditions and
health care choices of pregnant women and new mothers. The Commission
looked at three key factors in infant and child health: abnormal birth weight, the
use of alcohol during pregnancy, and childbirth practices and policies.

Abnormal birth weight, particularly low birth weight, is a known risk factor
for ill health in childhood and later life. It contributes to many of the common
problems of infancy, from the stresses of prematurity generally and colic specif-
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TABLE 3.7
Percentage of Low and High Birthweight Babies,
Registered Indian and Total Populations, 1979-1992

% Low Birth Weight' % High Birth Weight®

Total Registered  Total Registered

Population  Indians Population  Indians
1979 6 5 10 —
1980 6 5 10 —
1981 6 5 10 —
1982 6 5 11 —
1983 6 4 11 —
1984 6 4 11 —
1985 6 4 11 —
1986 6 4 11 —
1987 5 4 12 —
1988 6 3 12 —
1989 5 4 12 14
1990 5 3 12 14
1991 6 5 12 9
1992 5 4 13 16
Notes:

1. Less than 2.5 kilograms.

2. More than 4 kilograms.

— = data not available.

Figures have been rounded to the nearest per cent.

Source: For registered Indian population, Health Canada, Medical Services Branch, unpublished data;
for total population, Statistics Canada, catalogue nos. 84-204 and 84-210.

ically, which interfere with family bonding, to the risk of death itself. The
Canadian Institute of Child Health has cited low birth weight as being a major
health concern in Canada.’®

Alcohol consumption during pregnancy is another leading cause of ill
health in infancy. Fetal alcohol syndrome and fetal alcohol effect (FAS and FAE)
are matters of extreme concern in Aboriginal communities where there is or has
been alcohol abuse.

Childbirth practices and policies have been the subject of extensive debate
in recent years, and they are seen increasingly as an issue by Aboriginal people.
Many have argued that normal birth, where health and safety are not threatened,

should once again become a non-medical, family and community event.””
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Abnormal birth weight

The birth weight of infants is defined as low when it is below 2.5 kilograms (5.5
pounds). In 1990, almost 22,000 low birth weight (LBW) babies were born in
Canada, most often to teenage girls or women over 40. About 15 per cent died in
the first month of life. At present, Aboriginal women appear to run about the same
or a slightly lower risk of giving birth to an LBW baby as non-Aboriginal women
(see Table 3.7). Aboriginal women have a higher than average risk of giving birth
to a high birth weight (overweight) baby, a condition that also carries ill health
effects, although these are not so well understood.

Low birth weight increases the chance of death in infancy and of life-long
health and social problems. LBW babies are likely to have underdeveloped respi-
ratory and other systems. They are also likely to have weakened immune systems.
On both counts, they are at risk for serious and/or chronic ill health. LBw babies
are also likely to be ‘difficult’ babies — often because they are in pain. They may
fuss and cry more than other babies, which increases their risk of parental neglect
and abuse. Their care and nurture is costly (ranging from $500 to $1,000 per day
in Canada), both to families and to the publicly funded health system.”®

The factors that put a woman at risk of delivering an LBW baby are com-
plex. Those that are considered preventable include

* inadequate nutrition during pregnancy;

* smoking and drinking during pregnancy;
* poverty and stress;

* pregnancy during adolescence;

* physical inactivity during pregnancy; and
o general self-neglect by pregnant women.”

The co-ordinator of the Healthiest Babies Possible Pregnancy Outreach Program
of the Native Friendship Centre in Prince George, British Columbia, gave
Commissioners some insights into the sources and dynamics of the risks faced
by Aboriginal women:

Many Aboriginal women are isolated, impoverished and suffering
from low self-esteem and sometimes emotional pain. Frequent bar-
riers these women encounter in accessing health care [include] lack
of medical coverage. Often women are transient and come here
from other provinces, and there’s a lapse in their care. Sometimes
[such a lapse] occurs when teens are away from their families [when
pregnant] and don’t have communication with them and they don’t
have their [health] card numbers, and it takes us days and days to get
them to a physician....

Transportation is an issue. [Many of our clients have] no bus
fare....Lack of child care is also an issue. Respite care is needed for
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many of these women to attend their appointments. And often this
ties into transportation, juggling around strollers and babies who are
ill, to get them to the doctor.

Shortages of food [are an issue]. The pregnancy outreach pro-
grams across B.C. are currently lobbying for an increased natal
allowance from social services. The $25 a month has not been
increased for many, many years....

Lack of appropriate and affordable housing leads to frequent
changes of address and the stresses of finding housing. Low literacy
often leads to the inability to seek appropriate [help]. They are
unable to read bus schedules, posters, et cetera.

Low self-esteem and loss of identity [is an issue]. Many are
grieving individual and/or collective Aboriginal spiritual and cultural
losses and, therefore, feel powerless [to help themselves].

Marlene Thio-Watts, RN
Co-ordinator, Healthiest Babies Possible
Pregnancy Outreach Program

Executive Director, Northern Family Health Society
Prince George, British Columbia, 1 June 1993

Thio-Watts told Commissioners that she and the caregivers working with her are
attempting to help pregnant women and new mothers with needs that go well
beyond the mandate (and funding capacity) of her program. The problems
they dealt with include, for example,

* providing support and counselling for the victims of rape, assault and aban-
donment;

* investigating child neglect and abuse allegations;

* providing child welfare and family strengthening services (for example, par-
enting education); and

* providing addictions counselling and support for children with fetal alcohol
syndrome or effect (discussed in more detail later).

Clearly, many of the risk factors for abnormal birth weight are social and
economic and do not fall within the scope of medical services. Aboriginal health
authorities cannot address the full range of risk factors unless they are treated as
‘health’ issues and become priority targets for health program funds. The Child
Development Initiative (formerly Brighter Futures) of Health Canada’s medical
services branch has taken a significant step in this direction with its community-
controlled ‘healthy babies” program. Yet its reach is limited, because its funding
is modest and because only reserve communities are eligible.

Thio-Watts recommended a storefront-style health centre with ‘one-stop
shopping’ services to meet the needs of Aboriginal women who are pregnant or
already struggling with infants and young children. Under the current care
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system, however, only a minority of Aboriginal communities have that possibility
open to them: on-reserve communities where authority transferred from the fed-
eral government enables them to set their own priorities, and off-reserve com-
munities fortunate enough to have access to relevant provincial or territorial
programs. Thus, the way forward for pregnant Aboriginal women is stymied by
both program and jurisdiction rigidities.”’

Fetal alcohol syndrome and effect

Fetal alcohol syndrome (FAS) is the term used to describe a continuum of dis-
abling effects on a child brought about by a mother’s heavy drinking during preg-
nancy (two or more drinks per day). FAS and its milder form, FAE (fetal alcohol
effect), can cause low birth weight, growth retardation and small body size, facial
anomalies (such as close placement of the nose to the lips and of the eyes to one
another), skeletal abnormalities, and cardio-vascular problems. Equally prob-
lematic and more difficult to diagnose are the effects of FAS and FAE on the brain
and nervous system. These range from difficulty understanding cause-and-effect
relationships, impulsiveness and impaired judgement, to severe mental disabil-
ity. Researchers now recognize that prenatal alcohol exposure may cause subtle
deficits in judgement and reasoning in people with apparently normal intelli-
gence.”’ The degree of brain and neural damage varies with the amount of alco-
hol consumed and perhaps with the timing and concentration of consumption.

No one knows how many people are affected by FAS or FAE, as the syndrome
was identified only about 20 years ago and reliable studies are few.* Studies of
FAS among Aboriginal people are fewer still, but some conducted in Canada have
indicated an alarmingly high prevalence.”” The experience of local health and
social service workers supports the idea that FAS is a serious problem in at least
a few Aboriginal communities where alcohol abuse has been a long-standing
health problem, and a lesser but still troubling problem in others.** FAs causes
particularly acute pain among Aboriginal people — the pain of accepting respon-
sibility for having caused harm. This is the dilemma facing a woman whose
drinking has damaged her children and the community that allowed it to
happen. FAS and FAE are entirely preventable, but there is no known way to cure
their effects, which are permanent. The estimated cost of meeting the needs of
someone who is severely affected by FAS over a lifetime is $1 to $1.5 million.”
The social and emotional cost to families and communities is also great, as
Commissioners heard in testimony:

Children with FAS or FAE are often difficult babies, especially if they
are withdrawing from the alcohol that surrounded them in the
[womb]. If the mothers are still actively abusing alcohol, these chil-
dren often are subject to attachment breaks, abuse, and/or neglect,
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and they often become involved with the child welfare system as
foster or adopted children.
Betsy Jackson

Alcohol-Related Birth Defects Committee
Whitehorse, Yukon, 18 November 1992

They are hard to care for, their disability is not understood, there are
many peer and social pressures, no skills to fall back on....Currently
we believe many adults [who were born] with FAS/FAE are either on
the street or in jail.

Lorraine Stick

Alcohol-Related Birth Defects Committee
Whitehorse, Yukon, 18 November 1992

FAS in its extreme forms is a severely disabling condition. In its milder
forms, it is a probable cause of the behavioural problems of many children, both
Aboriginal and non-Aboriginal. Support for its victims and public education for
- the prevention of new cases are needed.

Prevention depends on just one thing: the reduction of alcohol con-
sumption during pregnancy. Aboriginal women who are pregnant need clear and
accessible information about the potential effects of alcohol. The desire for a
healthy child gives all pregnant women a powerful motivation to stop using alco-
hol and drugs. Indeed, they are likely to be more open to reducing their drink-
ing during pregnancy than at any other time in their lives. This suggests to us
that priority be given to alcohol and drug programs for pregnant Aboriginal
women. Yet we have been told that treatment services are unprepared to deal with
pregnant women, or with women who already have children.®® As well,
Aboriginal women who are pregnant need culture-based prenatal outreach and
support programs, designed to address their particular situation and vulnera-
bilities, such as the Healthiest Babies Possible program in Prince George,
described earlier.

Support issues are more complex:

* Family caregivers in Aboriginal communities are often forced, by lack of pri-
vate means or public programs suitable for their children as they grow up,
to place their children in provincial care facilities.

* Schools may treat FAs and FAE children as having incorrigible behaviour prob-
lems without recognizing their capacity for skills development by means of
a hands-on learning style. Some FAS and FAE children have super-abundant
physical energy, which could be directed to athletics. Some have an active
fantasy life, which could be channelled into artistic activities.

* Many FAS and FAE children have social and emotional problems related to
their condition and can be at increased risk of suicide in adolescence.
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* Some with FAS and FAE are seriously disabled and need extensive supervision.
Others need a sensitive assessment of their limits and strengths and assistance
in reaching their potential.

* Once FAS and FAE children become adults, their needs change. Although
some can be capable of independent living, others need access to supervised
shelter operated by people who understand the nature of their impairment.

In 1992, the government of Canada rejected the recommendations of a
House of Commons standing committee for “aggressive public information
campaigns” among Aboriginal people and “more effective and appropriate com-
munity-based ways of dealing with learning disabilities, of which FAs is the
major portion of demand” in Aboriginal communities.”” According to the min-
ister of health at the time, current health programs provide ample opportunity
for Aboriginal communities to undertake prevention and support for families
coping with Fas and FAE.® The minister argued as well that no group in Canadian
society is at greater risk of FAS or FAE than any other and that programs targeted
to Aboriginal people would have the effect of stigmatizing them.

The Commission takes a different view. The extent of FAS and FAE in
Aboriginal communities is unknown. Aboriginal communities with high rates
of alcohol abuse in the past may have a high incidence of FAS and FAE effects
today. Until the facts are established, no one can say whether special provisions
are needed. Ministerial pronouncements of this sort simply underline the pow-
erlessness of Aboriginal nations and their communities to determine their own
health and social service needs and set their own priorities.

Control over Aboriginal health research and over special health education
campaigns is still denied to Aboriginal people. Within the limits of what is now
possible, a number of proposals to prevent FAS and FAE and to support its vic-
tims were made to the Commission.”

Family-centred birthing

At our hearings in the provincial and territorial north, Aboriginal women raised
an issue of special concern in the north: the mandatory transportation of
birthing women to distant hospitals, regardless of their medical risk. Since the
early 1960s, medical services branch and almost every health jurisdiction in
Canada has had a policy of transporting all Aboriginal women who are pregnant
to secondary or tertiary care hospitals for childbirth.”” No doubt lives have
been saved by this policy. However, for women with no apparent risk of med-
ical complication, enforced transportation has meant an end to family-centred
birth, community-based care and the possibility of culture-based choice.
Aboriginal people have objected to the interruptions and strains this causes to
family life, the isolation and stress for mother and infant, and the fact that it
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interferes with indigenous birthing knowledge, local midwifery skills and tra-
ditional family-centred ceremonies.”"

In a minority of pregnancies, where there are risks to the health of the preg-
nant woman or the newborn, transporting the woman to hospital is appropri-
ate. But for healthy Aboriginal women, enforced evacuation has profoundly
negative consequences. A woman must leave her family behind and live in a
hostel for a two-week waiting period, then enter a hospital for delivery. She may
find that no one speaks her language or understands her background. She may
give birth attended by strangers. What was traditionally a joyous, even sacred
event can be frightening and alienating. Her family and community are denied
the life-affirming experience of sharing in the miracle of new life. The father, sib-
lings, grandparents and other relatives are excluded from the birth and from the
all-important first days or weeks of the infant’s life when the bonds of love and
responsibility are forged. In the Innuulisivik (Povungnituk) case study, some
informants speculated that excluding fathers (and others) from pregnancy and
birth contributes to the abuse of women and the neglect of children by distancing
family members from the newborn.”

In addition, when the birth occurs away from the community, traditional
rituals to name and welcome the child are delayed or abandoned. The vital con-
tributions of the traditional Aboriginal midwife to health promotion and family
solidarity are lost as well.

The idea that midwives can provide safe, supportive and cost-effective care
for pregnant women in low-risk childbirth situations has become more widely
accepted in Canada in the last 10 to 15 years. Ontario passed legislation to rec-
ognize and regulate the practice of midwifery in 1991. Most other provinces are
moving in a similar direction. In the Northwest Territories, where traditional
midwifery has survived the longest, all pregnant women are the object of trans-
portation policies, and authorities have so far expressed little interest in change.
A pilot project is under way in Rankin Inlet to explore possibilities for birthing
in facilities close to the pregnant woman’s community.

Most expert evidence suggests that when the pregnancy is normal, mid-
wifery services decrease the risks of complications in childbirth — or at the very
least, do nothing to increase complications.”” (No kind of care can guarantee
problem-free birth.) As Martha Greig of Pauktuutit argued, the barriers to cre-
ating community-based maternity services staffed primarily by Aboriginal mid-
wives are political, the result of ignorance of Aboriginal ways:

(Inuit women] would like to find alternatives to the present system
of removing pregnant women from their families at the time of
birth. We seek alternatives which benefit the entire family and which
do not expose women and newborn infants to unnecessary risk;
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alternatives which allow us to feel pride and respect in ourselves
and our culture. To us, healthy children are born into their family and
their community; they are not born thousands of miles from home
to an unhappy, frightened mother.

Unfortunately, the debate we often find ourselves engaged in is
premised on a disrespect for our history and for the knowledge and
skills which many of our elders still possess. We often find ourselves
on the defensive, endlessly declaring that, of course, we too are con-
cerned about maternal and infant mortality rates. We have not been
allowed to engage in this debate as equals. Recognition of our tra-
ditional skills, knowledge, values and approaches to life is necessary,
not just around issues of childbirth but in all spheres.

Martha Greig

Vice-President, Pauktuutit
Ottawa, Ontario, 2 November 1993

The example often mentioned to us of a new midwifery service that has
returned control of the birth experience to Aboriginal women and their fami-
lies, in a safe and meaningful form, was the Innuulisivik Maternity Centre in
Povungnituk, northern Quebec. There, planning for a small, regional hospital
built in the early 1980s provided the occasion for Inuit women to ask for an end
to the policy of routine travel to Moose Factory or Montreal for childbirth.
Following community consultation, the planning committee undertook to
develop a regional maternity service, staffed primarily by midwives and
Aboriginal birth attendants in training to become midwives, with support from
other hospital personnel.

‘The Maternity’, as it is known in the region, has been a great success. Since
opening in September 1986, it has responded to the birthing preferences of Inuit
women in a socially and culturally appropriate manner, and its record in main-
taining or improving the health outcomes of its clientele has been confirmed by
independent evaluation.” In its first two years, staff managed 84 per cent of the
births (a total of 350) in the eight Hudson Bay communities it serves and
achieved perinatal mortality rates comparable to or lower than the rates for
Quebec as a whole.” Staff were able to help new mothers with post-natal care
and advise on crucial issues such as infant nutrition. The positive psycho-social
and cultural effects are less quantifiable, but were often cited by residents of
northern communities.”®

The pressure for community-based, culturally sensitive birthing services in
the north demonstrates the problems that have accumulated over the past 50
years as a result of imposing ‘illness care’ protocols on Aboriginal communities.
Such protocols are not necessarily the best approach, are not necessarily wanted,
and often interfere with creative, culture-based solutions. This is not to suggest
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that modern medical care is devalued by Aboriginal people — far from it. Rather,
the wholesale replacement of traditional health and healing systems with west-
ern systems has had negative and positive results. In the case of childbirth,
many Aboriginal women (in the south as well as in the north) are arguing for a
combination of traditional and modern practices. To us, this approach makes
sense — not only with respect to birthing but for other health objectives as well.

The persistence of infectious disease

The decline of infectious diseases in developed societies since the late nineteenth
century is often thought to be the result of modern medical care. In fact, it is
largely the result of improved standards of living, higher real wages, higher
quality housing and sanitation, and access to more and better food.” To the
extent that Aboriginal people have shared in Canada’s rising standard of living,
their health has improved as well. To the extent that they have continued to expe-

rience lower incomes, inferior housing conditions and more contaminated

water, they continue to suffer from infectious diseases in like measure.

Epidemics of smallpox, diphtheria, polio, measles, mumps and rubella
wreaked havoc among Aboriginal peoples in the past. Infectious diseases killed
or disabled infants, children and elders, as well as adults in the prime of their lives,
the people who hunted and trapped for food, cooked the meals and cared for
the children, led the councils of government and communicated with the spirit
world. It is difficult for us to imagine the misery and chaos; entire clans all but
disappeared, leaving only a few orphans to tell the stories of what once was.

The far-reaching effects of infectious diseases on the social stability of First
Peoples is illustrated by a story told by Chief Frank Beardy at our public hear-
ings in Big Trout Lake:

[ would like to take you back in time. I would like to take you back
to the days and years before 1929 [when the adhesion to Treaty 9 was
signed]....What happened in the 1800s and early 1900s, I am told by
the elders, is that certain diseases swept across our lands and the
lands of the Big Trout Lake people. Smallpox, chicken pox, tubercu-
losis, mumps, measles. Diseases that [our healers] didn’t know how to
heal or how to counter with their herbal medicines. [These diseases]
totally decimated our villages. [They] totally decimated the clan
structure that we knew, the clan system that governed our lives.
What also happened was that, at the same time as these diseases
were sweeping across the north...Ontario’s conservation officers...were
already implementing game laws that were made up in the halls of
Queen’s Park and on Parliament Hill....[T]hese conservation officers
were confiscating fish nets, they were confiscating guns, they were
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confiscating the animals that were [used] by our people for food,
because they were saying that the Indian people were breaking their
conservation laws....

My grandfather, who was a headman in Bearskin Lake at that
time, heard about the treaties that had happened in Northern
Manitoba in the Island Lake area. Through the missionaries or the
Hudson Bay managers that were already in the area, he wrote a
letter to the Queen, requesting that they be allowed to sign treaty
with the Queen of England or the King of England. It was only
because of these illnesses that plagued our people, and because the
conservation officers were really hard on our people and confiscated
their livelihood, that...my grandfather was, in a way, forced to request
for the treaty to be signed in Big Trout Lake.

Chief Frank Beardy

Muskrat Dam First Nation community
Big Trout Lake, Ontario, 3 December 1992

Epidemics were not confined to the distant past. Aboriginal people in the Yukon
were stricken many times during the construction of the Alaska Highway in the
1940s.”® In 1952, Inuit on Baffin Island and the Ungava peninsula of Quebec
suffered an epidemic of measles that infected nearly everyone and killed between
two and seven per cent of the population.”

We have chosen to discuss tuberculosis as an example of the persistence of
infectious diseases among Aboriginal people. We have also examined the prelimi-
nary evidence on the rise of HIV/AIDS, a new threat. If unattended, HIV/AIDS could
devastate Aboriginal people as much as other infectious diseases have in the past.

Tuberculosis

Tuberculosis was one of the first epidemic diseases noted in Jesuit accounts of
Aboriginal life in the new world. It spread steadily and disastrously until, by the
early 1900s, some observers thought TB might completely eliminate the indige-
nous nations of Canada.*

The spread of TB was exacerbated by the crowded and often unsanitary con-
ditions created by reserve and settlement living — and by gathering Aboriginal
children into boarding schools. Many arrived at school in good health, only to
test positive for TB within two years.*' Many TB survivors carried the disease back
home.*

After denying responsibility for several decades, the federal government
began aggressive control measures in the mid-1930s. In 1936, the budget for TB
treatment was already $50,000, ballooning to $4 million by 1946. From 1950
to 1952, nearly 14,000 Aboriginal people were hospitalized. Most were sent to
facilities far from home, cut off from family and culture, sometimes lost to both
forever. It took 20 more years for TB infection rates to fall below crisis levels. The
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FIGURE 3.4

Incidence of Active Tuberculosis, Registered Indian, Inuit and Total

Populations, 1956-1990
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Source: Kue Young, “Measuring the Health Status of Canada’s Aboriginal Population: a statistical
review and methodological commentary”, research study prepared for RCAP (1994).

data on rates of infection available to the Commission begin in 1956-1960 (see
Figure 3.4).

Part of the reason for a decline in TB infection was that Aboriginal people
were at last developing their own immunity. Given sufficient time, natural
selection (by which some individuals in an epidemic survive and gain immunity,
or are naturally immune and pass their immunity on to their children) enables
any people to acquire increased immunity to a new bacillus. This is an aspect
of the natural history of infections, independent of medical intervention.

The decline of TB now appears to have stalled. It is still more common
among Aboriginal families and communities than among other Canadians.
Based on 1992 figures, rates of infection are 43 times higher among registered
Indians than among non-Aboriginal Canadians born in this country. The rate
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FIGURE 3.5
Tuberculosis Rates, Aboriginal and Total Populations, 1993
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Source: Statistics Canada, Health Statistics Division, unpublished tabulations.

is about the same for Aboriginal people living in Canada as for people living in
Africa® (see Figure 3.5). In Sioux Lookout, we were told

Tuberculosis has become, once again, a significant health concern in the
First Nations of our area. We have about 100 cases per 100,000 com-
pared to 8 cases per 100,000, which is the national average. The fed-
eral government has initially responded to the TB epidemic by providing
personnel to contain the outbreak in a few identified communities, and
is now in the process of considering the possibility of a much needed
long-term commitment to delivering a preventative TB program.
Nellie Beardy

Executive Director,
Sioux Lookout First Nations Health Authority
Sioux Lookout, Ontario, 1 December 1992
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Controlling TB requires two approaches: improvements in housing, sani-
tation and nutrition; and case identification of those now infected, followed by
medically supervised, self-administered antibiotic treatment. The health impli-
cations of housing, water quality and nutrition are discussed later in this chap-
ter. (Housing is discussed further in Chapter 4 of this volume.) Self-administered
treatment is a problem because Aboriginal people show poor compliance with
medical instructions, including drug-taking orders.® This means, in short, that
they do not always do as they are told, especially by non-Aboriginal medical per-
sonnel. In the case of active TB, compliance is critical: failure to follow through
with medication means failure of the cure. Thus, preventive public health edu-
cation designed for and by Aboriginal people is essential for successful control
of this continuing obstacle to improved Aboriginal health.

In the Commission’s view, control of TB is an urgent priority, at least in
some regions of Canada; it is, however, only one of many contagious diseases to
occur more often in Aboriginal than non-Aboriginal communities. In almost all
categories of infectious disease identified by the international classification of dis-

eases, registered Indians run a greater risk of illness than other Canadians.® In -

some cases, the ratio of Aboriginal to total Canadian disadvantage is four to one.
We are especially concerned that HIV/AIDS poses a growing threat to Aboriginal

people.

Hiv/aips

There are no adequate national data on the incidence of sexually transmitted dis-
eases among Aboriginal people.*® With regard to AIDs (acquired immune defi-
ciency syndrome), 97 of the 9,511 Canadians diagnosed (and surviving) as of
April 1994 were Aboriginal, based on self-definition or physicians’ records.
Although the number of diagnosed AIDS cases (97) is relatively small, it is four
times the number given in the first report of the Joint National Committee on
Aboriginal AIDS Education and Prevention just four years earlier. Figures on the
rate of HIV infection among Aboriginal people are even more difficult to come
by. In Canada as a whole, the ratio of persons infected with HIV to those with
AIDS is thought to be about four to one.”

Risk factors identified among Aboriginal people suggest that a serious
AIDS problem may be in the making:*

* The overall health of Aboriginal people is poorer than that of non-Aboriginal
people in Canada, suggesting that Aboriginal people may have weaker
immune systems in general.

* Aboriginal people have higher rates of several illnesses associated with
HIV/AIDS.*

* Anecdotal evidence and some limited survey data would seem to indicate that
unprotected sexual activity is the norm among Aboriginal people.”
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* Excessive use of alcohol, which increases the chance of unprotected sexual
activity, is also a risk factor in some communities.

* Groups in which the rate of HIV/AIDS is already high — such as street youth,
prostitutes and the prison population — include a significant number of
Aboriginal people.

Even more troubling is that many Aboriginal people apparently do not
think of AIDS as a disease that affects Aboriginal people. We were told that
some think of it as a gay disease, imagining that homosexuality is rare among
Aboriginal people; as a city disease, imagining that it will not follow them into
small or isolated communities; or as a white man’s disease, imagining that it can
somehow be restricted to non-Aboriginal people.”

These are false hopes. Although the Commission has no data on the inci-
dence of homosexuality and bisexuality, we have no reason to believe it is less
common among Aboriginal people than among non-Aboriginal people.” The
fact that many — and perhaps most — Aboriginal people who are gay choose to
hide their sexuality increases their risk.” Further, the tendency of Aboriginal
people to migrate freely between their home communities and urban centres
makes it inevitable that transmission of the virus from city to country will
occur. As for cultural or group distinctions, HIV/AIDS spares no one. In other
words, Aboriginal people are vulnerable — all the more so if they do not think
they are and therefore take no precautions. Aboriginal youth are at particular
risk.”

At present, there is no continuing mechanism through which information
on HIV/AIDS can be exchanged by Aboriginal people, no monitoring being done
on HIV/AIDS in Aboriginal communities, no research being undertaken on the
risks to Aboriginal people, and no Aboriginal-specific policy being developed.”
Given the lessons history has taught about the impacts of infectious diseases on
unprotected peoples, this seems to us an irresponsible omission by health and
social service agencies, both Aboriginal and non-Aboriginal.

Wee are also disturbed to hear that some Aboriginal communities are reject-
ing their own members who are HIV-positive or who have AIDs:

People are dying in cities and in rural communities. They are our
brothers, sisters, aunties, mothers, fathers, nieces and nephews. They
are human beings. But often they are not treated like human beings,
and die alone because nobody wants them in their own communi-
ties. Why? Because of fear and ignorance based on lack of education
about the transmission of HIV....

One of [our] concerns is the lack of education on the virus and
the lack of support, care and treatment for those individuals who are
living with AIDS. Often entire families are shunned, rejected, and even
attacked in communities when other members learn a family has
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AIDS. At a time when the individual and their families most need sup-
port and compassion, the individual cannot even return home to
receive proper care and treatment. This is also often due to a com-
bination of a lack of resources, both financial and medical, or because
they are not wanted or welcome in their own communities. Fear
based on ignorance has meant that people who are living with AIDS
are denied the right to live and die with dignity in their own com-
munities.
Linda Day
Executive Director, Healing Our Spirit

B.C. First Nations AIDS Society
Vancouver, British Columbia, 2 June 1993

This issue needs to be addressed with care and compassion and, most of all, with
speed. Further, proposals for action to support people with HIV/AIDS and for
appropriate public education measures to prevent the spread of the infection
among high-risk groups must come from within Aboriginal nations and their
communities. If the ideas originate elsewhere, they will fail to take into account
Aboriginal sensibilities and social realities.” This is true of all health and social

welfare issues, but particularly issues that are culturally or socially sensitive.

The inroads of chronic disease

Although still serious, rates of infectious disease have declined among Aboriginal
people since the turn of the century. Cardiovascular diseases and cancer, the lead-
ing killers of Canadians generally, are found at lower rates in the Aboriginal pop-
ulation, though they remain significant causes of death. Metabolic disorders,
particularly diabetes, and respiratory and digestive disorders are also significant
factors in Aboriginal illness and death, as shown in Figures 3.1 and 3.6. Chronic
conditions are sometimes called the diseases of modernization, or western dis-
eases because they attend the lifestyles typical of western industrial nations:
reduced physical exercise; diets overloaded with fat and sugar; high levels of stress;
and increased exposure to a wide range of pollutants in the air, water and food
supply. These risk factors set the stage for a wide range of diseases, including
cancer, heart disease, obesity, gall bladder disease and diabetes.

The Commission has chosen to discuss diabetes as an example of a seri-
ous chronic disease with specific dynamics of cause and effect among Aboriginal
people. Diabetes affects Aboriginal people disproportionately (see Figure 3.7),
and the cost of that prevalence is great. As well as leading to premature death,
diabetes causes medical complications and disability, including kidney disease,
heart and circulatory disease, blindness, amputations, nervous system disease, and
birth defects among infants born to diabetic mothers. In Canada, diabetes is the
cause of 30 per cent of new cases of kidney disease and is the leading cause of
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FIGURE 3.6

Mortality Rates by Selected Causes, Registered Indian Population,
1982-1992
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1. Rates since 1987 no longer include Indian persons in the Northwest Territories because of the trans-
fer of health services to the government of the Northwest Territories.

2. British Columbia data were not included in counts and rates for 1985 to 1990, but are included begin-
ning in 1991.

Source: DIAND, Information Quality and Research Directorate, Basic Departmental Data, 1994 (Ottawa:
January 1995).

new cases of adult blindness. It causes 50 per cent of all non-traumatic ampu-
tations and doubles the rate of heart disease (for women, it multiplies this rate
by five). It triples the rate of birth defects and increases the risk of neonatal com-
plications requiring intensive medical intervention by a factor of five.”

Dialysis for kidney disease costs about $40,000 per patient per year in
Canada. The total cost to Canadians of all treatment (for both direct and indi-
rect ill health effects of diabetes) in 1994-95 has been estimated at $4 billion.”®

In our public hearings, several community health caregivers told us they
are alarmed about the growing number of people with diabetes in Aboriginal
populations.”
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FIGURE 3.7

Prevalence of Diagnosed Diabetes, Registered Indian, Inuit and Total
Populations, 1987
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Source: TK. Young, E.J.E. Szathmary, S. Evers and B. Wheatly, “Geographical distribution of diabetes
among the Native population of Canada: A national survey”, Social Science and Medicine 31 (1990),
pp. 129-139.

Our health status report gives a representative view of the health
status of Inuit people. We know the bleak statistics with regard to
Aboriginal health status [elsewhere] in Canada, and our health status
assessment shows no differing results here in this region. Diabetes,
hypertension, overweight, poor nutritional status are epidemic
amongst Native people in Canada today.

Bette Palfrey

Keewatin Regional Health Board
Rankin Inlet, Northwest Territories, 19 November 1992

Over the last decade...diabetes mellitus has been recognized as a
major disease among Aboriginal communities across North America.
In the Sioux Lookout zone [population approximately 15,000],
approximately 1,095 people of the population over 25 years of
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age...are known to be diabetic. It is significant that 50 per cent of the
cases have been diagnosed within the last five to ten years.

Nellie Beardy

Executive Director,

Sioux Lookout First Nations Health Authority
Sioux Lookout, Ontario, 1 December 1992

I have seen an unprecedented level of diabetes since I have come to
work with the Native community. There is a predisposition in
Aboriginal people to diabetes, but the poor nutrition imposed on
Aboriginal people by the poverty in which they live makes this dia-
betic problem much, much worse....I have seen a lot of kidney prob-
lems as well....[They are] the result of badly controlled diabetes,
diabetes for which people cannot afford to eat the right diet.

Dr. Timothy Shechan

Sagkeeng Health Care Centre
Fort Alexander, Manitoba, 30 October 1992

Since 1940, when diabetes was virtually unknown in Aboriginal people in

Canada, the incidence of and complications from diabetes have increased sig-
nificantly.'” Its incidence rate is at least two to three times higher among
Aboriginal than non-Aboriginal people. Kewayosh argues that this is a conser-
vative estimate of the difference, with Aboriginal rates actually much higher.'”
Rates also vary from region to region and nation to nation.'” Further, because
the symptoms of diabetes develop slowly, they often go unrecognized until they
are well advanced. Thus it has been said that for every known case of diabetes,
at least one goes undiagnosed.'”
There appears to be an inherited tendency among Aboriginal people to dia-
1% nevertheless, the disease was rare in pre-contact times. What, then, has
changed in Aboriginal lives to stimulate its occurrence? The main risk factors for
diabetes are obesity, poor eating habits and physical inactivity. Obesity is thought
to be a growing problem in Aboriginal communities.'” Physical activity has
decreased, as a result of the historical confinement of some Aboriginal people to
reserves and settlements and the adoption of a sedentary lifestyle by urban
migrants. Another factor is the consumption of alcohol. Perhaps most serious
of all has been a change in diet from high quality country foods to processed
foods with high levels of fat and sugar. We discuss the nutritional value of
country food (fish, game and vegetables available directly from surrounding
lands) in more detail later in this chapter and in Volume 4, Chapter 6.

At a recent international conference on diabetes and Aboriginal people, Elder
Simon Lucas of the Hesquiaht First Nation community at Tofino, British Columbia
(himself a diabetic) described the changes in his people’s lifestyle and diet:

betes;
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The traditions of our forefathers were amazing. Our people were so
busy they didn't have time to be sick. My father built his last canoe
when I was 8 years old, and [thinking about] this has made me
remember how busy I was as a young boy. It was nothing for me to
row 10 to 15 miles in one day. Because of the teachings of my
mother and father, I never had to take a lunch with me on those trips.
I knew the kinds of berries and leaves or herbs to eat as a young
boy....I could hunt, I could fish....

Now, many of our beaches in British Columbia are closed
because of contamination. Many of our inlets are closed because
of...toxins....[ TThe foods we survived on for thousands of years are
sicker than we are. Every resource in British Columbia has been com-
mercialized [and depleted]....My forefathers say...you must not
[destroy] those things that keep you alive.'*

Health caregivers and researchers have observed that failure to comply with
adoctor’s orders on medications, diet and exercise is common among Aboriginal
diabetics. It has also been observed that standard prevention and treatment
programs are “simply not successful” among Aboriginal populations.'” The
lifestyle changes necessary to prevent or control diabetes are difficult for every-
one, but Aboriginal people approach diet and weight control from the point of
view of their culture, values and experience. They require culture-based pre-
vention programs. Alethea Kewayosh put it this way:

Low compliance rates with treatment protocols can in part be attrib-
uted to non-culturally relevant educational and prevention materi-
als. This is best illustrated by the problems of dietary compliance.
Native people with diabetes often fail to comply with [prescribed]
dietary changes due to: (a) their perception of the role of food; (b)
strong cultural beliefs that equate health and prosperity with being
overweight; (c) the lack of familiarity with many of the food items
recommended on the diet, and (d) the high cost of many of the rec-
ommended dietary items that are not only difficult to obtain, but
may require special preparation.'”®

Dr. Jennie Joe, director of the Native American Research and Training Center in
g
Tucson, Arizona, has also concluded that non-compliance stems from the use of
health programs and materials developed for use in non-Aboriginal cultures. For
prog P &
greater success in Aboriginal communities, she recommends such strategies as

* showing (with slides, videos and other visual aids) what can happen as a result
of diabetes, instead of describing it in writing;
* involving families in treatment and whole communities in prevention;
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* recognizing the cultural significance of food among peoples for whom it was
often scarce, even in recent memory; and

* acknowledging that chronic disease is a new concept for Aborlgmal people
and that they may have difficulty accepting that preventive measures to fore-
stall or control diabetes must last a lifetime.'”

The Commission is aware of a number of promising initiatives to develop
culture-based diabetes prevention programs for Aboriginal people in Canada.
One of them is the Diabetic Outreach Program in the High Prairie region of
northern Alberta. Another is the Walking in Balance Program developed at the
Anishnabe Spiritual Centre on Manitoulin Island.'"* The most comprehensive
is the four-part initiative undertaken at the Kateri Memorial Hospital Centre at
Kahnawake, Quebec. Commissioners believe that the Kateri Centre could, and
should, serve as a base for training caregivers from other Aboriginal communi-
ties in preventing and managing diabetes.""’

The stresses of disability

Disability among Aboriginal people was raised in a number of presentations to
the Commission, pointing out the long-time neglect of people with disabilities.'"?

According to Statistics Canada’s 1991 Aboriginal peoples survey (APS), 31
per cent of Aboriginal people have some form of disability — more than twice
the national average. For young adults, the rate is almost three times as high.'”’
Disabilities affecting mobility and agility are most common, but hearing and
visual disabilities affect a large portion of the Aboriginal population. About one
in three of the APS sample reported a hearing impediment, compared with one
in four in the general population. About one in four reported a problem with
sight, compared with one in 10 in the general population. Problems with sight
are most common among Indian people on-reserve; problems with hearing are
most common among Inuit (see Table 3.8).

The disparity between Aboriginal and non-Aboriginal rates of disability cor-
responds to disparities in rates of injury, accident, violence, self-destructive or sui-
cidalsbehaviour, and illnesses (such as diabetes) that can result in permanent
impairment. But why do Aboriginal people suffer disability more often than others?

A special committee of the House of Commons summed up the answer this way:

Native communities, and Native people living in non-Native com-
munities, suffer on a daily basis from living conditions which other
Canadians experience only rarely. These adversities — economic,
political, social and cultural in nature — greatly increase the proba-
bility of being disabled at some time in a person’s lifetime."*

Reversing these adversities is the objective of primary prevention, which
involves programs to improve health and safety conditions in Aboriginal homes
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TABLE 3.8
Persons with Physical Disabilities, Total and

Aboriginal Populations, 1991

Total Total North American Indians Métis Inuit
Population  Aboriginal

On-reserve Non-reserve

Mobility disability 45 45 47 45 44 36
Hearing disability 23 35 39 33 34 44
Seeing disability 9 24 32 21 22 24
Agility 44 35 34 36 38 26
Speaking disability 10 13 14 13 13 10
Other disability 37 36 37 37 35 36

Notes: Population is those 15 years of age and older.
Source: Statistics Canada, “The Daily”, 25 March 1994, catalogue no. 11-001E.

and communities so that injury and accident are reduced, efforts to improve
social and economic conditions so that violence and self-destruction are reduced,
and programs in health promotion and disease prevention so that illness-based
disability is reduced. However, the testimony before Commissioners was aimed
almost exclusively at providing support for Aboriginal people who already have
disabilities:

[After my accident] I was in the hospital for 14 months. Ever since
I ended up in this wheelchair, I had no place to go....Right now I am
living in [name of institution]. I don’t call that home. What I call
home is my own house....I was wondering if disabled [Aboriginal]
people could get their own places, and if they could...pay somebody
to help take care of a disabled person in his own house....I am not
just talking for myself; I am talking for other disabled Native people.

Victor Cody

Native Disabled Group
Saskatoon, Saskatchewan, 27 October 1992

The kinds of disabilities I am working with are quadraplegics, para-
plegics, heart and stroke victims, vision (partially and totally impaired),
hearing (partially and totally impaired), head and brain injuries, and
also people on dialysis. Each one of these people has a very unique type
of disability, and it takes a lot time dealing with each and every one of
them because of the individual problems they have....



150 GATHERING STRENGTH

y

Also, there is a lot of racism in institutions such as private home
care institutions, larger institutions too. It makes it more difficult for
Native people who are disabled living in these institutions. I strongly
believe that an all-Native home should be provided....

There is a lot of abuse taking place also with Native disabled
people....And without somebody like me who can go out there and
investigate this [a resource which most disabled Aboriginal people
certainly do not have], there is nothing that can be done for those
people to get help.

Isabelle Smith
Disability Counsellor

Saskatoon Indian and Metis Friendship Centre
Saskatoon, Saskatchewan, 27 October 1992

Aboriginal people with disabilities who live on reserves and in rural set-
tlements face such problems as inaccessible buildings, including band offices,
schools, churches and homes; inaccessible places of community activity, includ-
ing community centres, arenas and meeting halls; lack of appropriate recreation
opportunities; the difficult choice between staying on under-serviced reserves and
settlements or leaving home to seek services away from relatives, friends and
familiar surroundings.'”

The Commission has selected the example of hearing impairment to illus-
trate some of the origins and consequences of disability specific to Aboriginal
people. Most premature hearing loss results from excessive noise or from otitis
media (OM). OM is an acute or chronic inflammation of the middle ear, to which
children are highly susceptible. It occurs when an infection of the nose or throat
— including an infection caused by a cold or flu — blocks the passageway con-
necting the back of the throat to the middle ear (the eustachian tube). Some chil-
dren have recurrent attacks, sometimes every few weeks over a period of years,
especially in the winter."'® Children who are otitis-prone are likely to have tem-
porary or permanent hearing problems that interfere with language learning,
school success and social development generally.""” Most of this hearing loss is
preventable.'®

As with all infectious diseases, inadequate housing conditions — over-
crowding and less than ideal sanitation facilities — are major risk factors. For OM
in particular, anything that increases the child’s exposure to colds and flu or weak-
ens the immune system adds to the risk. Bottle feeding increases risk, especially
if the child is fed while lying flat. (This position allows milk to pool in the phar-
ynx and puts pressure on the ear. Breast feeding offers protection through better
positioning of the child and through the transfer of antibodies from mother to
child.)""” Exposure to second-hand cigarette smoke is also a risk factor.

Inuit children have especially high rates of OM. As many as 80 per cent
show evidence of current infection or scarring from past episodes.'”’ In one com-
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munity, research showed found that one child in 10 had suffered permanent hear-
ing loss as a result of past infections."”' In another, one child in five was found
to be at least partly deaf.'”

Dr. James Baxter, an expert in this field, has indicated that OM went from
a rarity among Inuit to a serious health problem in only a few years, starting in
the 1950s.'” Lifestyle changes were responsible. Once-migratory Inuit began to
live in close quarters year-round; colds and flus were thus in greater circulation.
Inuit moved into government-built houses that were often inadequate for the
climate, and their immune systems were compromised by inferior store-bought
food, alcohol consumption and cigarette smoke. Bottle-feeding replaced breast-
feeding in many households. All the conditions needed to promote OM at high
rates were in place, and indeed the condition was epidemic until very recently.
Improvements are primarily the result of outreach to parents, aggressive case find-
ing by medical and school personnel, and treatment by specialized personnel
from southern hospitals and university medical faculties.'**

Such strategies can be applied to other Aboriginal health and social services.
Outreach and case finding are feasible for most Inuit and reserve communities
now. Access to specialized personnel is notoriously difficult to come by, however,
especially in northern and isolated communities.'” Yet, as Commissioners heard
many times in testimony, fly-out patient programs are expensive and disruptive
to patients and their families, and they work only when accurate local diagno-
sis can be depended on. Fly-in expertise is irregular, unreliable, and sometimes
insensitive to local cultures and conditions. The magnitude of the issue of access
to trained personnel suggests the need for a comprehensive human resources
strategy. We return to this matter later in the chapter.

The problems of Aboriginal disability raise a broader issue: the difficulty
of providing equitable programs and services for all Aboriginal people when
responsibility is divided between federal and provincial/territorial governments.
In 1981, a special committee of the House of Commons urged all governments
to develop programs for Aboriginal people with disabilities.'? Little was done
for a decade. Then, in September 1991, the federal government announced a
national strategy for the integration of persons with disabilities. The program has
been funded to a maximum of $158 million over five years and has a long list
of commendable objectives, including some that apply to Indian people on-
reserve and to Inuit in the Northwest Territories. As part of the national strat-
egy, the department of Indian affairs is spending $5 million to improve
co-ordination and accessibility and to promote sensitive design and delivery of
existing programs and services to people with disabilities living on-reserve.
Health Canada has conducted a major consultation on key issues regarding the
care of elderly people and persons with disabilities on-reserve, with the promise
of action to come. Medical services branch has allocated $2 million over five years
to retrofitting existing health facilities. (It estimates that retrofitting all the
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health facilities it operates in Aboriginal communities would cost $7.5 million.)
Even so, these initiatives leave untouched the major problem areas identified in
1981: housing, employment and economic security, education, emotional sup-
port and service delivery.

In March 1993, however, a House of Commons committee released
another report on Aboriginal people with disabilities."’ It pointed out that no
comprehensive plan of action covering all Aboriginal people with disabilities
exists even now, and that no single agency is charged with developing one. It
identified fragmented efforts within the federal government and jurisdictional
murkiness between federal and provincial/territorial governments as the two main
barriers to relieving unacceptable human suffering.

The problem of inequities in services and community self-development is
rooted in the distinctions of responsibility of different levels of government. It
is a pervasive problem that requires complex solutions. Our proposals for reor-
ganizing the delivery of health and social services are designed to overcome prob-
lems of unequal access to culturally appropriate services. A complementary
action to fill the policy vacuum affecting urban, Métis and other Aboriginal
people is discussed in Volume 4, Chapter 7.

1.3 Social and Emotional Health

Commissioners agree with health analysts all over the world and with scores of
Aboriginal people who addressed us during our public hearings that health
involves much more than the physical. In the imagery common to many
Aboriginal cultures, good health is a state of balance and harmony involving
body, mind, emotions and spirit. It links each person to family, community and
the earth in a circle of dependence and interdependence, described by some in
the language of the Medicine Wheel.'*® In non-Aboriginal terms, health has been
seen primarily as an outcome of medical care. But we are quickly learning that
any care system that reduces its definition of health to the absence of disease and
disability is deeply flawed.

Testimony and research show that many Aboriginal people suffer from
social and emotional ill health. The Commission heard accounts of the years lost
by Aboriginal people in jails and prisons, in struggles with alcohol and drugs,
and in violence and suicide, and of the breakdown in community and family
order that underlies these social and emotional ills. Social disorder contributes
to accidents, injuries and lack of self-care. Further, social ills undermine the col-
lective self-esteem of Aboriginal people; many are ashamed and afraid of the self-
destructive and antisocial behaviour they see around them. As well, the images
of social and emotional distress in circulation in the wider population carry a dis-
torted message to Aboriginal and non-Aboriginal people alike about what it
means to be Aboriginal.
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TABLE 3.9

Rates of Death for Selected Types of Injury, Registered Indian
and Total Populations, 1989-1992

Registered Indians Total Population

Male Female Male Female
Motor vehicle accidents 59.7 24.7 20.0 83
Accidental falls 9.9 7.1 6.1 6.3
Fire 12.1 6.6 1.6 0.8
Drowning 20.8 3.1 3.0 0.6
Suicide 51.5 15.1 19.2 49
Homicide 18.2 6.8 2.7 1.5
Poisoning 21.1 11.7 3.0 1.2

Note: Death rates per 100,000 population.
Source: Health Canada, Medical Services Branch, unpublished tables, 1995.

We have discussed some of these matters in other publications and in other
parts of this report.'” To illustrate the complexity of the problems and possible
solutions, we examine three additional aspects of social and emotional ill health:
injury and accidents, alcohol abuse and child protection.

Injury and accidents

In 1992, fatal injuries were the leading cause of death among registered Indian
males and the second most frequent cause of death among registered Indian
females in regions for which Health Canada collects data (see Figure 3.1, Figure
3.6, Table 3.9 and Figure 3.8). ‘Injury’ includes all forms of accidental death
(unintentional injury) and homicide and suicide (intentional injury). For young
people aged 15 to 24, fully 85.5 per cent of all deaths were the result of injury.'*
Even among those aged 25 to 44, 59 per cent of all deaths resulted from injury.
We discussed suicide and violence among Aboriginal people in Choosing Life; here
we are concerned primarily with accidental death and wounding.

The majority of Aboriginal deaths from injury are the result of motor vehi-
cle accidents (with alcohol as a major contributing factor), drownings, house fires
and gunshot wounds."! Such injuries are considered preventable in about nine
cases out of 10.

The rate of death by injury among Aboriginal people has decreased substan-
tially in the last 20 years. However, it is still almost twice as common among
Aboriginal people as among Canadians generally. In some age groups, it is more than
four times as common. Furthermore, injury is responsible for a large number of non-

lethal ill health effects among Aboriginal people (temporary wounds and long-term
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FIGURE 3.8

Selected Major Causes of Death, Registered Indian Population, 1992
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Note: If a cause of death is not a major one for a given age group, it is counted in the ‘other causes’ cat-
egory for that age group. For example, neoplasms (cancers) and circulatory and respiratory diseases are

grouped in the ‘other’ category for the age group 15-24 years.
Source: Health Canada, Medical Services Branch, unpublished data, 1992.

disabilities that require hospitalization and other treatment). Thus, in terms of
human suffering and days of life and labour lost to Aboriginal nations and their com-
munities and to the country as a whole — plus the cost to the health care system —
injury among Aboriginal people is an extremely serious social health problem.

High rates of injury when war is not a factor arise primarily from adverse
psycho-social and economic factors. In the case of Indigenous people in Canada,
the cultural and material losses they have suffered and their place of relative pow-
erlessness in Canadian society have contributed to anger that has no harmless
outlet, grief that does not ease, damaged self-esteem, and a profound sense of
hopelessness about the future of Aboriginal people in general and themselves in
particular. These contribute in many subtle and not so subtle ways to the inci-
dence of injury:

* Reckless and potentially self-destructive behaviour, such as operating a
motor vehicle (car, truck, snowmobile or boat) while under the influence of
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alcohol, may be caused or triggered by the powerful emotions of grief, anger
and hopelessness. Other forms of violent and self-destructive behaviour,
including homicide and suicide, can be triggered in the same way.

* The correlates of poverty, especially substandard housing and community
infrastructure, increase the incidence of fires and other household accidents.

* In a somewhat different vein, the casual storage and occasional misuse of
firearms (which are a necessary part of everyday life in hunting cultures) may
also contribute to high rates of lethal or wounding injury.

Until recently, accident and injury have received little attention in gov-
ernment-sponsored health promotion programs for Aboriginal people. High rates
of injury, to some degree, result from injustices to Aboriginal people in Canada
and will not be reduced simply through education and prevention measures.
Nevertheless, such approaches must be tried and assessed.

Mainstream public health offers models for successful prevention and
control of injuries. Some of these have been considered — but apparently not
tested — in Aboriginal communities.'” By and large, culturally appropriate pre-
vention strategies for Aboriginal people are underdeveloped, and we believe they
are very much needed.

Brighter Futures, a child health initiative of Health Canada, now includes
a component aimed at preventing injury among First Nations children. It has
been funded for five years, from fiscal year 1992-93 to fiscal year 1996-97. About
80 per cent of the program budget is available for community-based program-
ming. The remainder is reserved for national projects in support of local activ-
ity. These include materials development, training and the development of a
culturally appropriate data collection system. Medical services branch data sug-
gest that few First Nations have made use of the injury prevention component
of the program so far.'”’

Strategies should be directed to the three phases of prevention. The pre-
event phase could include developing programs to encourage the safe use of wood
stoves and fires, the safe storage of guns and other lethal weapons, the safe use
and storage of poisonous household products, and so on. The event phase could
include forming a volunteer fire brigade or an after-hours safety patrol, provid-
ing training in cardio-pulmonary resuscitation and other first aid techniques,
developing a well-advertised electronic link with an urban poison control centre
for isolated communities, and training crisis intervention specialists. The post-
event phase could include developing advanced first aid skills among commu-
nity members, and implementing special emergency response education for
community health representatives and other community caregivers for such
common injuries as burns, poisonings and overdoses. For example, the Indian
Health Service in the United States conducts an injury control fellowship pro-
gram to assist junior-level health workers in upgrading their knowledge of
injuries, including their prevention.

[a—
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It is clear from the social nature of the causes of injury among Aboriginal
people, however, that prevention cannot be limited to education and behaviour
modification. Long-term strategies must address community norms for safe
and careful activity and, more important, the broad social conditions that pro-
voke recklessness and lack of self-care. They must also address the possibility of
dangerous products and hazards in the environment, which may require mod-
ification or regulation.

The Canada Safety Council has offered its expertise to Aboriginal people
to increase preventive education about the leading causes of accidental death. In
particular, representatives discussed with us the possibility of adapting its courses
on driver safety awareness to suit Aboriginal audiences. (In the Commission’s
view, this program must extend to snowmobile and all-terrain vehicle safety, as
well as the more common car and truck driver education.) We have also discussed
the possibility of assessing the potential of the Council’s new aggression control
workshop program for use by Aboriginal communities and of working in part-
nership to develop culturally appropriate awareness programs about the other
causes of death by injury that are at issue in Aboriginal communities: the misuse
of firearms, drowning, fire, and drug overdose. We encourage Aboriginal health
authorities to take the Council up on its offer. We will have more to say about
such offers of positive support from non-Aboriginal health organizations later
in this chapter.

As an example of co-operation already under way, we note that St. John
Ambulance, a nation-wide voluntary organization that focuses on first aid and
general health promotion, has entered into a partnership with the Meadow
Lake Tribal Council (MLTC) of northern Saskatchewan to address the problem
of injuries in the MLTC region. Members of St. John Ambulance are working with
the tribal council’s health and social development unit on three initiatives:

* adapting general training programs, such as the Northern Wilderness First
Aid course, to Meadow Lake’s needs;

* modifying special training programs on child care, babysitting and elder care
to reflect Aboriginal norms and values; and

* assisting MLTC in developing other strategies for injury prevention.

We received few presentations in testimony on the problems of injury. We
urge those in leadership positions to place greater priority on the prevention of
injury among Aboriginal people of all ages and, where it cannot be prevented,
on harm reduction. ‘Harm reduction’ is a phrase commonly used in the addic-
tions field to describe a treatment goal of reducing the intake of alcohol or drugs
to reduce harmful consequences; it is an alternative to total abstinence. In the
field of accident and injury, if outright prevention is impossible or unlikely, harm
reduction may be feasible. For example, since wood stoves cannot realistically
be eliminated in Aboriginal communities, those who use them can be informed
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about safe use and emergency procedures in case of fire. More important, strate-
gies can be developed to reduce alcohol abuse and encourage adult supervision
of children in households with wood stoves.

The general approaches sketched here must be made specific to the pat-
terns of injury experienced by particular Aboriginal cultures, communities and
age groups. This requires a serious initiative to gather and interpret information.
Medical services branch has promoted such an initiative (for First Nations only)
with its ‘injury surveillance project’.'** Some other jurisdictions have small pro-
jects under way, but these lack co-ordination. Aboriginal nations and their
communities across the country would benefit with help from an intergovern-
mental and inter-agency planning mechanism to facilitate the sharing of ideas,
materials and resources.

Alcohol abuse

Alcohol was introduced to Aboriginal people in the course of trade and social
interaction with European explorers, fur traders and merchants.'” It became a
part of business and a part of pleasure. The effects were somewhat similar to those
of introducing smallpox and other infectious diseases: Aboriginal people had no
‘immunity’ to alcohol, in the sense that social norms and personal experience can
‘protect’ against over-consumption. Stereotypes of drunkenness among
Aboriginal people have been greatly exaggerated, but there can be no doubt that
the problem of abuse was = and is — real.

Excessive consumption of alcohol has serious physical health consequences;
it increases the risk of heart disease, cirrhosis and liver disease, gastritis and gastro-
intestinal cancers, hepatitis and fetal alcohol syndrome. Its social and emo-
tional correlates include accidents, suicides, family violence and breakdown,
unemployment, criminal behaviour and, to apply a concept from pediatrics, ‘fail-
ure to thrive’."”® Commissioners heard contradictory evidence regarding the
current extent of alcohol abuse. Many Aboriginal people told us, often in
graphic terms, that the effects of alcohol abuse still run wide and deep:

Twenty-three years ago, I woke up one morning and knew I was
going to die unless I quit drinking, so I quit....Of the men of my gen-
eration who were my working and drinking companions, most are
dead in violence, in accidents or from alcohol-related diseases.
Winston McKay

Meétis Addictions Corporation of Saskatchewan
La Ronge, Saskatchewan, 28 May 1992

In Canada they say there’s about 80 per cent of the Native people that
are directly or indirectly affected by the alcohol and drug abuse. Let
me explain that. What I mean by ‘directly or indirectly’, it doesn’t

-"‘5
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mean that 80 per cent of Native people are addicted and should be

in a treatment centre, but that somebody in their family is addicted,
and that one causes [many other problems].

Robin Dupuis

Executive Director,

Labrador Inuit Alcohol and Drug Abuse Program

Happy Valley-Goose Bay, Newfoundland and Labrador

16 June 1992

I became a drinker as well, and it was to hide the pain and the hurt
I suffered [from abuse] in my childhood. And because I married a
violent person as well, I continued drinking to mask all that fear and
hurt....I didn’t become aware of that cycle of violence until I was
much older. I had raised my children already, and they in turn [had
become] its victims.

Edith Young

Swampy Cree Tribal Council
Thompson, Manitoba, 31 May 1993

The chain reaction of addiction hurts many people....It can cripple
individuals, families in our society, and even make [a whole] region
dysfunctional....Myself, I am a sober alcoholic and drug addict. My
sister perished when she was drunk. My nephew killed himself and
his own father and mother while they were drunk. My older brother
shot himself when he was drunk.

Henoch Obed

Addictions Counsellor
Labrador Inuit Alcohol and Drug Abuse Program
Nain, Newfoundland and Labrador, 30 November 1992

We also heard testimony suggesting that for many individuals and com-
munities the curtain is beginning to lift:

I am sure you hear a lot of bad news in your Commission. I am here
to bring you good news. Things are moving ahead [in relation to
addictions]....Seventy-six per cent of the [former drinkers] that we
have surveyed had two to 10 years of sobriety....The Native
Addictions programs, the Health and Welfare program, they are
working. Things are changing....I believe that in the area of substance
abuse, we are finally making progress. I believe that we have assumed
responsibility [for our own recovery].

Maggie Hodgson

Nechi Institute on Alcohol and Drug Education
Edmonton, Alberta, 11 June 1992
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As a collective, [the National Native Association of Treatment
Directors has] identified our successes as deriving from: [doing our
own] program development and delivery; cultural programming to
increase awareness and self-esteem; the use of Native counsellors as
role models; introducing or strengthening traditional spirituality; and
helping our clients learn to help themselves.

We cannot say that 40, 60, 70 or 80 per cent of the 7,500 people
we treat annually have remained sober or drug-free, because we do not
have access to tracking. We do know, however, that every client who
completes our treatment programs...[has] begun the healing journey.

Patrick Shirt
President, National Native Association

ofTreatment Directors

Calgary, Alberta, 27 May 1993

The evidence put forward by researchers in the field is contradictory. The
Canadian Centre on Substance Abuse reported in their presentation to the
Commission that one in five hospital admissions for alcohol-related illness in
Canada is an Aboriginal admission, that alcohol psychosis occurs among
Aboriginal people at four times the national average rate, and that the rate of liver
disease among Aboriginal people is three-and-a-half times the national average.'”’

However, survey data from a number of sources indicate that alcohol con-
sumption rates among Aboriginal people are in fact lower in some measurement
categories than among non-Aboriginal people. The primary source of national
data is the Aboriginal peoples survey (aps). The picture it presents is based on
self-reports, and as such must be regarded with some caution, though it is
regarded as reasonably reliable by experts in the field."*® The APs found that a
lower proportion of Aboriginal people than Canadians generally drink daily or
weekly. Abstinence is almost twice as common among Aboriginal people (see
Table 3.10). Additional findings of the APS are that of those in the Aboriginal
population who do use alcohol, consumption rates are higher among those
with the most education and income, higher among men than women, and
lowest among those aged 55 and over.

The findings of the APS are supported by those of the Yukon Alcohol and
Drug Survey, also based on self-reports.'”” The Yukon survey found that absti-
nence is about twice as common among Aboriginal people as among other
Canadians. It also found that, of those who do report drinking, more Aboriginal
people are heavy drinkers, both in the frequent (‘regular’) and infrequent
(‘binge’) patterns. A third survey, conducted in nine Cree communities in
northern Quebec, found a similar pattern of self-reported drinking behaviour
in which both abstinence and heavy drinking are more common than moder-
ate consumption.'*
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The explanation for these discrepancies is a matter of conjecture. The most
optimistic interpretation is that Aboriginal people are now beginning to achieve
higher levels of sobriety, thus breaking patterns recorded by earlier studies that
continue to be reflected in mortality and morbidity data. This possibility is given
weight by the follow-up study by Kinzie and colleagues in 1988 of mental
health issues in a northwest coast village previously studied by Shore and col-
leagues in 1969. Alcohol use and abuse rates in 1988 were still high, but were
lower than those reported in 1969. The success of drug education and treatment
programs were thought to offer one possible explanation for the change.'*!

A less encouraging possibility is that Aboriginal people may under-report
alcohol consumption, despite assurances of anonymity and confidentiality. Or,
it could be that the small number of heavy drinkers in the Aboriginal popula-
tion skews the social and medical effects data toward an unrepresentative
extreme. In any case, the widely held belief that most Aboriginal people consume
excessive amounts of alcohol on a regular basis appears to be incorrect.

Canadian governments have been slow to expand their services to include
social and emotional ill health, or what is sometimes gathered together under the
term ‘mental health’.' Yet, fully 20 years ago, the federal government funded
a demonstration program, the National Native Alcohol and Drug Abuse Program
(NNADAP), to find ways to reduce the incidence and effects of alcohol use in
Aboriginal communities.'*® Today, NNADAP provides funds for about 400 com-
munity-based prevention and treatment programs, 51 regional residential treat-
ment centres, and basic training to prepare Aboriginal staff to deliver most of
these services.'* Budget estimates for 1994-95 show about $59 million allocated
to NNADAP. Thus, alcohol and drug addiction is the only one of the inter-
linked social and emotional problems facing Aboriginal people to have received
long-term funding from government for services that are designed and delivered
by Aboriginal people.

NNADAP has both supporters and critics. Both sides have argued the need
for a full program review. The Commission believes this would be a useful way
to identify the strengths and weaknesses of the many approaches to treatment
funded by the program. We believe there are many worthwhile insights to be
built upon.'** Indeed, we would like to see the insights of Aboriginal addictions
workers applied to social and emotional health problems more broadly.

In our view, the failure to do so reflects the half-hearted approach taken
by Canadian governments to Aboriginal mental health issues generally. Alcohol
addiction is seen by most health authorities — and by many of those who work
in the treatment field — as a stand-alone problem with treatable causes. Some see
it as a disease. Moreover, it is funded as a stand-alone problem with treatable
causes. The most successful alcohol treatment programs developed by and for
Aboriginal people have gone far beyond this restricted understanding of addic-
tions; they have tackled related problems of physical and sexual abuse, loss of self-

—
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esteem and cultural identity, lack of personal opportunity and exclusion from
mainstream Canadian society. Counsellors have found that Aboriginal addictions
are part of a circle of oppression, despair, violence and self-destructive behaviour
that must be addressed as a whole. For most of their clients, tackling addictions
is like grabbing the tail of the tiger — family violence, suicide, self-injury, acci-
dental injuries and deaths all being stripes on the same animal:

In a Native-run [alcohol and drug] treatment centre, we get clients
that come in, and they have multiple problems. We have only a lim-
ited three weeks to work with clients, and they have so many prob-
lems. It is really overwhelming what to do with these people that
come in. For example, I myself have had to deal with an individual
who had five family members die in one year, and she was contem-
plating suicide. I had to try to deal with her prescription drug prob-
lem and also her grieving. It was really overwhelming....We need
workers that can practise a generalist approach, where they would be
able to deal with all problems, with the many issues of the clients.
Harold Fontaine

Social Worker, Sagkeeng Al-Care Centre
Fort Alexander, Manitoba, 30 October 1992

Staff at treatment centres have sometimes broadened the scope of their pro-
grams hesitantly, fearing that they were being diverted from the ‘real’ issue of
alcohol abuse by the multi-dimensional social and emotional needs of their
clients.'® But, as they moved toward a model of holistic treatment, most have
come to see such treatment as the most powerful tool at their disposal. They have
found that truly effective treatment involves

* not just the mind and body of the addicted person, but his or her emotions,
spirit, relationships and identity;

* not just the individual, but his or her family, friends and community; and

* not just change in the use of addictive substances, but change in fundamental
patterns of living.

For Aboriginal youth who are abusing alcohol and drugs, programs such
as Rediscovery (which teaches traditional skills and values and pride in Aboriginal
culture) and sustained pursuit of challenging sports and recreational activities
might provide the change of focus that is needed. (See Volume 4, Chapter 4 for
a more detailed discussion of the role of sports and recreation in a balanced life.)

A number of people who spoke before us proposed the establishment of
comprehensive mental health services encompassing the full range of psycho-
social distress presented by the clients of addictions services, with flexible fund-
ing to match. It is an important proposal, and one that we will address in the
discussion of services reorganization later in this chapter.
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One recommendation I would suggest is [holistic] Native treatment cen-
tres that not only cover alcohol treatment but the other issues we face,
such as being ACOA [adult children of alcoholics], co-dependency, the
[impacts of the] mission schools, the sexual abuse and all that. I went
to a treatment centre...in 1990. I dealt with my alcoholism, but when
I came back [to my community] I had a lot of other issues to face,
because everything else [surfaced] for me. It was quite a struggle. We
badly need treatment centres to deal with these other issues, not just
alcohol. You are not better just because you deal with your alcohol abuse.

Ann Bayne

Watson Lake, Yukon
28 May 1992

One thing we [object to] in government funding, both federal and
provincial, is this: the government funds programs on an individual
basis. They break everything up. For instance, drugs and alcohol is
one funding. Sexual abuse is another category. Family violence [is
another]. And what we are saying is we want...to be funded for a
holistic approach.

The holistic approach tells us [that] we cannot separate the
issues in our community. If somebody comes to our drug and alco-
hol counsellors for counselling in the area of alcohol, and the root
cause of that person’s drinking in the end we find is sexual abuse,
what do we do? In treatment programs, we have seen also a pattern
why people drink. Some of the main reasons they give, a lot of the
root cause we are finding is deeper, and the ones that are being
treated for drugs [need to be treated] not for just sexual abuse but also
for the loss of culture, loss of identity. The shame they feel is another
area they have identified....

We are talking about one global treatment centre, dealing with
all the different areas people need.

Lynda Prince
Northern Native Family Services

Carrier Sekani Tribal Council
Stoney Creek, British Columbia, 18 June 1992

We have found support for the idea of approaching social and emotional
ill health from a holistic perspective in research and health policy analysis. In a
major literature review prepared for the Commission, Laurence Kirmayer and
colleagues concluded that

The fragmentation of mental health programs into substance abuse,
violence, psychiatric disorders and suicide prevention...does not
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reflect the reality of great overlap among the affected individuals, the
professional expertise needed...and the appropriate interventions.
In many cases, it is not helpful to single out a specific problem as...a
focus...because focusing attention exclusively on the problem with-
out attending to its larger social context can do more harm than
good. A comprehensive approach to mental health and illness should
therefore be integrated within larger programs....""

The government of Canada has made the same case. In 1991, the Agenda
for First Nations and Inuit Mental Health demonstrated that there was a criti-
cal lack of mental health services in Aboriginal communities and put forward a

detailed plan for developing them.'*® It offered the following definition of
mental health:

Among the First Nations and Inuit communities, the term mental
health is used in a broad sense, describing behaviours which make for
a harmonious and cohesive community and the relative absence of
multiple problem behaviours in the community, such as family vio-
lence, substance abuse, juvenile delinquency and self-destructive
behaviour. It is more than the absence of illness, disease or dysfunc-
tion — it is the presence of a holistic, psychological wellness which is
part of the full circle of mind, body, emotions and spirit, with respect
for tradition, culture and language. This gives rise to creativity, imag-
ination and growth, and enhances the capacity of the community,
family group or individual to interact harmoniously and respond to
illness and adversity in healing ways.'*’

In many cases, the concept of mental illness is foreign to Aboriginal under-
standings of health. Physical, emotional, spiritual and environmental health are
all essential aspects of well-being. When they are in balance, health and wellness
prevail. When they are out of balance, ill health and social discord predominate.
There is no expression for mental health in Inuktitut as spoken in northern
Quebec. When local caregivers decided to get together to address psycho-social
problems in the community, they called their group the Peace of Mind
Committee.'”

The Agenda for First Nations and Inuit Mental Health proposed ‘healing’
as the overriding goal of Aboriginal mental health services, and recommended
that training needs be met, and intergovernmental jurisdiction and mandate
issues be sorted out, to permit culturally appropriate and community-con-
trolled and -delivered services to become a reality. The decisive action proposed
in the agenda has still not been taken. As a kind of compromise, the multi-pur-
pose Brighter Futures program has joined the National Native Alcohol and
Drug Abuse Program, the Family Violence and Child Sexual Abuse Program, and
the Non-Insured Health Benefits Program (which pays for some private psy-
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chiatric and counselling services) to make up the family of federally funded pro-
grams to promote social and emotional health among the minority of Aboriginal
people to whom federal services apply. Programs are loosely co-ordinated through
an administrative unit of the medical services branch called Addictions and
Community Funded Programs. The situation is a far cry, however, from the
Aboriginal-designed and comprehensive services envisaged by the consultative
process of the Steering Committee on Native Mental Health in 1991, whose
agenda we heartily endorse.

As well, we are aware of evidence to suggest that the government has
adopted a stance of offloading responsibility for ‘social problems’ in Aboriginal
communities without ensuring that communities are able to pick up the load.
As an example, in the spring of 1993, the community of Povungnituk, in north-
ern Quebec, revealed to the media and its own citizens that two community
members (one non-Aboriginal, one Inuk) had sexually assaulted more than 80
of the community’s children. The government’ initial response when asked for
help was that, although some aid would be forthcoming, solutions must come
from within.”" Such encouragement to take charge is attractive to people who
have long been treated as if they are incapable of running their own affairs. In
our view, however, such encouragement amounts to abandonment in the guise
of empowerment unless it is accompanied by the institution building and
human resource development needed to equip Aboriginal people to do the job.
We discuss the need to build such capacity later in the chapter.

Child protection

One aspect of social and emotional distress in Aboriginal societies that causes
most concern to Aboriginal people and service providers is the evidence of
widespread family dysfunction and the resulting neglect and abuse of children.
The evidence derives from high rates of children requiring placement in alter-
native care, the frequency of violence against women and children, and the phe-
nomenon of homeless and vulnerable Aboriginal children on the streets of
Canadian cities. Institutions for young offenders, provincial correctional insti-
tutions and federal prisons house scores of Aboriginal youth and young adults,
a very large proportion of them casualties of dysfunctional families and failed
efforts by child welfare agencies to protect them.

In Chapter 2 of this volume and in our special report on justice, we exam-
ined family and justice issues in detail and presented proposals for new
approaches to support family life and deal with antisocial behaviour. In Chapter
5 we propose that all Aboriginal children have access to early childhood educa-
tion services that reflect the priorities and complement the strengths of Aboriginal
families. Here we wish to underline that issues of family, children and justice
must be addressed in concert with the other symptoms of malaise that plague

Aboriginal people.
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1.4 Community Health

It is a cherished belief of Aboriginal cultures that human beings are profoundly
interdependent and have their greatest potential to live in health, happiness and
prosperity when they congregate and co-operate in communities, large or small.
(See Volume 1, Chapter 15 for a discussion of Aboriginal cultures and their norms,
values and beliefs.) ‘Community’ is an old and honoured notion in western cul-
tures as well, although it generally takes second place to ‘individual’ as a core value.

According to Aboriginal tradition, the health and well-being of individu-
als depend in part on community health and social dynamics. Much of the most
convincing recent health policy literature agrees. Both sources provide evidence
that some aspects of ill health cannot be understood except in terms of social
behaviour, and they cannot be alleviated except through collective action.
Examples range from the transmission of infectious diseases to the norms that
tolerate family violence.

We have identified three dimensions of community health as particularly
important to the health status and well-being of Aboriginal people:

* poverty and social assistance;

e adequacy of the built environment, primarily in reference to shelter, water
and sanitation facilities, but extending to community infrastructure more
broadly; and

* environmental conditions, including all forms of pollution and land and
habitat degradation.

Poverty and social assistance

The research literature that asks “What makes people healthy?” consistently con-
cludes that economic status — personal income and the general prosperity of com-
munities and nations — is of great significance."”” For example, in every industrial
nation where the relationship between income and life expectancy has been eval-
uated, people with higher incomes are found to live longer.” In one classic
Canadian study, men whose income placed them in the top 20 per cent of earn-
ers were found to live about six years longer than those in the bottom 20 per cent.
They were also free of major illness and disability for 14 years longer than the
most disadvantaged group. The comparable figures for women are three years
more life expectancy and eight years longer without major illness or disability
for those in the top quintile.”®* A recent annual report of the provincial health
officer of British Columbia shows that in Vancouver and Victoria there are
twice as many infant deaths in the poorest neighbourhoods as in the richest.'”
In Winnipeg, premature death (defined as death before age 65) occurs at an
increasing rate the lower the income level of the neighbourhood.*

The ill health effects of poverty on children are well documented and par-

ticularly disturbing. Poor mothers are more likely to have low birth weight
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babies. Poor children are more likely to have chronic health problems and to be
admitted to health care facilities. Poor children are more likely to die of injuries.
Poor children are more likely to have psychiatric and emotional disorders. Poor
children are more likely to do badly in school and drop out.'” It has been esti-
mated that 50 per cent of Aboriginal children, whether living on- or off-reserve,
are living in poverty."®

Part of the explanation for the link between poverty and ill health is that
people who are poor experience the major risk factors for illness with greatest
frequency: low birth weight, inferior nutrition (especially in childhood), expo-
sure to various pathogens and toxins, unsafe houses and neighbourhoods, dan-
gerous jobs (or alternatively, no job, which also constitutes a health risk'*), stress,
smoking and drinking behaviour, lack of familiarity with the concepts of health
education, and so on. Further, the knowledge, resources, confidence and mobil-
ity to obtain superior treatment and remediation services are less common
among the poor.

The Canadian Institute for Advanced Research has emphasized the sig-
nificant improvements in public health that could be achieved by measures
directed to improving the social and physical environment, for example, reduc-
tions in poverty and unemployment and support of mothers and children.'®

Aboriginal people are among the poorest in Canada (see Volume 2, Chapter
5). Based on the evidence we have reviewed, we are in little doubt that the stark
economic facts of Aboriginal life are causally related to the stark facts on ill health.
We are deeply concerned, therefore, about the standard of living that can be
achieved by Aboriginal people — not just for its own sake, but also as z ealth issue.

Poverty among Aboriginal people is, for some, the result of low-paying or
part-time work. For others, it is the result of continued participation in the hunt-
ing and trapping sector of the economy. (In Volume 4, Chapter 6 we discuss the
need to give additional support to this sector.) For most, however, the principal
cause is unemployment.

In our cash-based economy, those without wages are forced to look else-
where for money to live. In our individualistic society, they have learned to turn,
not to the extended family or local community, but to the collection of gov-
ernment programs known as the social safety net. The safety net was designed
to protect people from extreme poverty through a mix of income security, social
insurance and social adjustment services. Its main mechanisms are

* provincial and municipal social assistance (welfare);'®’

* unemployment insurance (now termed employment insurance);

¢ the Canada and Quebec pension plans;

* Old Age Security and the guaranteed annual income supplement for low-
income seniors; and

* other, lesser (and sometimes temporary) mechanisms such as education and
training subsidies, disability allowances and tax adjustments.

167
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FIGURE 3.9
Percentage Receiving Social Assistance, Aboriginal Identity and Total

Populations, 1991

%
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On-reserve Non-reserve Métis Inuit Total Aboriginal  Total Pop@ﬁon
North American Indians '

Note: The question on the 1991 APS about the receipt of social assistance was asked of persons age 15
and older. This figure is not intended to imply that eligibility for social assistance begins at age 15.

Source: Statistics Canada, Aboriginal Peoples Survey, catalogue no. 89-534 (1993); Statistics Canada,
“Quarterly Demographic Statistics”, catalogue no. 91-002; Social Program Information and Analysis
Directorate, Strategic Policy Group, Human Resources Development Canada.

For Aboriginal people, by far the most important of these is social assis-
tance — welfare. (See Volume 2, Chapter 5 for a detailed discussion of income
support and alternatives to the present system.) As shown in Figure 3.9, based
on data from the Aboriginal peoples survey, the percentage of all Aboriginal
people over the age of 15 years who relied on social assistance for at least part
of the year in 1990 was 28.6, compared to 8.1 per cent of the general Canadian
population. Indian people on-reserve had the highest rates of dependence at 41.5
per cent, while the rates were 24.8 per cent for Indian people off-reserve, 22.1
per cent for Métis people and 23.5 per cent for Inuit.

According to DIAND information using other data sources, dependence on
welfare by Indian people living on-reserve remained fairly constant at around 38
per cent through the 1980s, then increased to 43 per cent by 1992. The rate for
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the non-Aboriginal population shows a similar pattern of change during this
period, increasing from 5.7 to 9.7 per cent, but still at much lower levels than
for Aboriginal people.'®*

The cost of dependency is reflected in government spending on ‘social
development’, which includes other social services as well but is driven largely
by social assistance expenditures. Federal government expenditures on social
development grew from $221 million in fiscal year 1981-82 to $731 million in
1991-92, somewhat faster than the threefold growth rate of most government
programs. (See Volume 5, Chapter 2 for an analysis of federal government
spending on Aboriginal people. The figures quoted here are not adjusted for infla-
tion.) Allocations for social development in federal estimates for 1995-96, at
$1,108 million, show a continuation of this trend. When provincial government
expenditures on Aboriginal social development are added to federal expenditures
and calculated for 1992-93, the total is more than $2.2 billion per year.

Labour market data for Aboriginal people over the decade 1981-1991 show
a similar disturbing trend. As shown in Table 3.11, using 1981 census and
1991 Aps data, the unemployment rate (that is, the percentage of the total
Aboriginal population that was available and looking for work) increased from
15.8 per cent in 1981 to 24.6 per cent in 1991. During the same period the
Canadian unemployment rate rose from 7.2 to 9.9 per cent.

The increase in the unemployment rate reflects not only workers falling
out of work; it also reflects new workers joining the labour force but not being
able to find steady work. The number of Aboriginal people over the age of 15
is growing rapidly as a result of high birth rates and decreasing rates of mortal-
ity. In addition, a larger percentage of Aboriginal adults is in the labour market,
as reflected in the rise in the participation rate shown in Table 3.11. In 1981,
51.8 per cent of Aboriginal people over the age of 15 participated in the labour
market; in 1991, 57 per cent of them were employed or looking for work.
These figures compare to 65 per cent and 68.1 per cent of non-Aboriginal
people participating in the labour force in 1981 and 1991 respectively. The indi-
cations are that even when some progress in employment development is being
made on an absolute basis, the gains are overtaken by population growth, which
adds to the Aboriginal labour pool and drives up the unemployment rate.

The sum of our analysis is that unemployment and dependency on wel-
fare are high and likely to get higher and that rising investment in social assis-
tance, while necessary to provide a minimal income flow, is not an adequate
response to the situation.

We now turn to our hearings for Aboriginal perspectives on poverty and
to research on its health effects. In public testimony and research studies, many
Aboriginal people say they detest and feel diminished by the atmosphere of pas-
sivity that has settled upon some of their communities as a result of the welfare
economy and that they are anxious to replace dependency with productivity:
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TABLE 3.II

Participation and Unemployment Rates, Aboriginal and
Non-Aboriginal Populations, 1981 and 1991

Participation Rate' Unemployment Rate
% % % %
1981° 1991 1981° 1991
Non-Aboriginal 65.0 68.1 7.2 9.9
Total Aboriginal 51.8 57.0 15.8 24.6
North American Indians
Registered’
On-reserve 37.4 45.3 19.3 30.1
Non-reserve 55.9 56.0 15.6 29.4
Non-registered 62.7 67.5 14.3 21.1
Métis 57.0 63.7 14.5 21.3
Inuit 48.2 57.2 15.2 24.1
Notes:

1. Participation rate is the percentage of all persons aged 15 and older who are employed and unem-
ployed, i.e., active in the labour force.

2. For comparison purposes, the Aboriginal rates for 1981 exclude reserves that were enumerated
incompletely in the Aboriginal peoples survey.

3. Data for registered North American Indians in 1991 exclude persons who regained Indian status after
1985 as a result of Bill C-31, which amended the /ndian Act with regard to eligibility for Indian status.
Such persons were added to the 1991 North American Indian non-registered population for purposes
of comparing 1991 and 1981 data.

Source: D. Kerr, A. Siggner and J.P. Bourdeau, “Canada’s Aboriginal Population, 1981-1991”, research
study prepared for RCAP (1995).

Social financial assistance is the single most destructive force on our
heritage. Our people do not want to be part of a welfare state that
looks after them from cradle to grave. If the social financial assistance
can be transferred to First Nations, we can begin to develop our
people, or at least provide employment which will make each indi-
vidual feel like they are a productive member of the community.

Elizabeth Hansen
Councillor, Inuvik Native Band
Inuvik, Northwest Territories, 5 May 1992

Welfare is a number one problem of [Inuit] society today, although
it might be seen as a solution to the need of those that are unem-
ployable....My father-in-law, when he first heard that welfare was to
be introduced in the North, he shuddered that this solution will not
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create a long-term solution that is acceptable, but it will create a great
dependency where no one will get out of it. He has been right ever
since. Social programs that work are good, but these social pro-
grams should not be used to create dependency.

Charlie Evalik

Economic Development Facilitator
Cambridge Bay, Northwest Territories, 17 November 1992

In our community, a significant number of residents contribute eco-
nomically through trapping, fishing and hunting. All these eco-
nomic activities are potentially productive and renewable but only
if the ecology is not disrupted and is properly managed. The
damming and flooding required by hydroelectric projects in
Saskatchewan has caused severe impacts on the ecology. In fact, as
time passes, these harsh effects have intensified to the point where
90 per cent of the main income earners in our First Nation com-
munities have lost their employment, and are required to rely on
social assistance.

Peter Sinclair
Mathias Colomb First Nation
Thompson, Manitoba, 1 June 1993

There are many Indian people who get up in the morning and look
for jobs. The first stop is usually at the Band Office, but there are no
jobs, or limited jobs. The next stop is at the local employment office.
Once there, they are reminded that they do not have the training or
education to apply for these jobs. The last stop will be at the social
assistance office. Without much hope for becoming financially inde-
pendent, they become part of the forgotten Indian people. They are
lost in the process.

Linda Chipesia
Whitehorse, Yukon
18 November 1992

Aboriginal people living in urban centres fare somewhat better than reserve
residents in gaining employment, but their unemployment rate is still two and
a half times the unemployment rate of non-Aboriginal people, and their total
annual income from all sources lags behind by 33 per cent. The situation varies
by region. On the basis of 1991 census data on household incomes, more than
60 per cent of Aboriginal households in Winnipeg, Regina and Saskatoon were
below the low-income cut-off or poverty line established by Statistics Canada.
The situation was even more disastrous for female single-parent households in
these cities, where 80 to 90 per cent were below the poverty line, many of them
undoubtedly maintained at this level by social assistance.
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The effects on physical health and morale of living in hopeless poverty are
a concern to health advocates as well as to Aboriginal people. Yet social assistance
itself is a legislated form of poverty. No jurisdiction provides a level of income
support through social assistance that comes close to the low-income cut-off
established by Statistics Canada. In most cases, the level of support is 30 to 50
per cent below the poverty line.'®

Moreover, there is no indication that levels of assistance are becoming more
adequate with the passage of time. On the contrary, increases in benefit levels
in the past decade have not kept pace with increases in the cost of living.'* Real
rates of social assistance declined between 1986 and 1993 for most categories of
recipients in nine of the 12 jurisdictions surveyed by the National Council of
Welfare in 1993, and only one jurisdiction provides automatic adjustment of
entitlements to take into account increases in the cost of living. (In Quebec, ben-
efits are indexed to the cost of living for those served by the Financial Support
Program.) As a result of these trends, poverty has been increasing in Canada gen-
erally. There are half a million more children living in poor families today than
there were 10 years ago.'®

The low levels of income support available through social assistance pro-
grams have negative health and social effects on all recipients. The National

Council of Welfare has said:

Many thousands of children from welfare families go to school
hungry. Many thousands of people with disabilities face dispropor-
tionately larger problems because of the additional expenses related
to their disability. Many thousands of single people and families
live in substandard housing. The only “choice” many people on wel-
fare have is deciding how to cut back on food as the end of the month
approaches and the money starts to run out.'®

The Canadian Institute of Child Health has said:

[Not having enough money] means not having enough food to eat.
It means living in houses in ill-repair. It means not having warm
clothes in the winter. It means not having the kinds of play and recre-
ation facilities that children need to grow and develop. It means being
less likely to finish high school and even less likely to go to college
or university, which means being less likely to find a job.'"

In testimony to Commissioners, Aboriginal people also expressed their
concerns about the inadequacy of welfare:

A man came to me one time when I was a Deputy Grand Chief and
he said, you know, Lindy, I had a trap line out here, and for 30 years .
I provided for my family. I raised my family. He said, I still have a
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couple of kids at home. I have eight children and, he said, now I have
nothing. How am I going to provide for my children? He said, I have
no bush left on my reserve. There is no marten, there is no beaver,
there is nothing there. He said, welfare doesn’t cover what I used to
make with the trapline and they have no other trap line to give
me....He said, all I get now is social assistance.

I want to tell you, social assistance in this country does not meet
the needs of the Native people....For example, Attawapiskat. You get
$50 per person, but little do [authorities] know that we have to pay
$5 for a pound of butter. Here [in Timmins] you pay $3, but over
there [in Attawapiskat] you have to pay $5 because you have to pay
the air freight. That is not compensated. [In Attawapiskat] you cant
buy a file unless you pay $10 for a file to sharpen your axe to go and
catch a rabbit. They need to trap in order to fill in for the welfare that
is not provided....[They] only get so much a head, and it is not
enough to fill the grocery basket.

Lindberg Louttit

Wabun Tribal Council
Timmins, Ontario, 5 November 1992

The single, unemployed person [with no children] can only get
assistance for two months. If they have not successfully gained
employment, then they have nothing to live on. It is either stealing
to feed themselves again, or go back home to the senior parents....The
senior parents are not the welfare office. Some of them can barely
make ends meet. They get debt-ridden because they have to support
their grown children.

The single parent with one child has to work. Yes, they put their
child in a subsidized daycare home and the parent pays a certain
amount and the government pays a certain amount. In the long run,
this is causing more problems, wasted money, and the child suffers.
It rarely sees its parent, and when it does see its parent, the parent is
usually too tired [to] fulfil the role of a loving, caring parent. What
have we caused here? A possible child neglect and/or abuse [case], and
the child may become a behaviour problem later on.

Frances Ebersbach.

Lac La Biche, Alberta
9 June 1992

Two per cent [of the local social assistance budget] is designated [by
the federal government] for preventative social services, family vio-
lence, community-based programs and family support. We are only
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given enough money to become dependent on the government. We
are not given enough to develop the programs and the services that
are really needed, such as life skills counselling services, job readiness,
healing centres, daycare centres, group homes, youth treatment pro-
grams, et cetera — all of which is readily available to non-Natives and
other groups that do not reside on reserves.
Linda Hill George
Social Development Officer

Gitksan and Wet’suwet’en First Nations
Kispiox, British Columbia, 16 June 1992

The adequacy of social assistance benefits is of particular concern to the
Commission because of the ill effects of poverty on the health of children. The
move in several jurisdictions to reduce welfare rates across the board, without
regard to the long-term effects on children, seems particularly short-sighted.
Tying Aboriginal welfare rates to provincial rates despite radically different com-
munity circumstances compounds the problem.

In seeking to replace welfare with productive work, Aboriginal people
face a forbidding set of circumstances in relation to economic opportunity.
They report that the greatest barrier to gaining employment is the absence of
jobs. They lack a land and resource base as a foundation for local economic devel-
opment. When they migrate to urban centres, their education and skills often
prove insufficient to compete successfully in the job market. They encounter dis-
crimination in the labour market. The restructuring of national and international
economies is substituting technology for human labour, reducing demand and
raising the skill levels required for employment.'®®

The solution to the problem of economic dependency ultimately lies in

* recognizing Aboriginal rights, honouring historical treaties and concluding
new ones to establish an adequate land and resource base for Aboriginal
nations;

e revitalizing Aboriginal economies by extending Aboriginal jurisdiction over
economic development, improving access to capital and business develop-
ment, and encouraging a mix of harvesting and wage-based activities on tra-
ditional lands;

* implementing more effective education and training so that Aboriginal
people are equipped to lead the renewal of their own economies and par-
ticipate equitably in the Canadian market and wage economy; and

* removing the barriers that operate to exclude or disadvantage Aboriginal
workers in the labour market.

The steps necessary to effect fundamental change in Aboriginal economic
life are set out in Volume 2, Chapters 4 and 5. In addition, the substantial
resources now directed to social assistance can be applied more effectively.
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In Volume 2, Chapter 5 we propose that social assistance policy should
conform to three criteria. Social assistance should

¢ actively support individuals’ social and economic development, including
acquisition of life skills, education and employment;

* contribute to integrated social and economic development in the commu-
nity, involving employment, health, housing, social services, education,
training, recreation and infrastructure, as well as income support; and

* be directed by Aboriginal people so that adaptations to the cultures and con-
ditions of the people served can be made.

As part of our economic development strategy we developed two models
of social assistance reform. One retains current characteristics of individual
entitlement to assistance, modified to support employment and economic devel-
opment initiatives and to strengthen traditional mixed economies. The other
introduces the concept of community entitlement to a budget roughly equiva-
lent to current social assistance allocations, for initiatives that advance the com-
munity’s social and economic objectives. In both cases, flexibility to opt for
different models at different times and measures to ensure accountability to the
people whose current entitlements would be re-directed are built into the
models. In addition, the interests of those who are unable or unwilling to par-
ticipate in personal or community development projects are protected in the pro-
posed models.

We conclude that poverty among Aboriginal people is a serious health issue.
Its negative health effects will persist if social assistance is maintained at its pre-
sent levels and in its present form. They will increase if social assistance is
reduced without realistic alternatives.

Living conditions

The issues discussed here are part of a broader concern, namely community infra-
structure. ‘Infrastructure’ in the broadest sense refers to a wide range of facili-
ties and services, including power and energy, communications, roads and
transportation, public services and recreation, fire and emergency services, ser-
vices to business and industry, and so on. Here, we are concerned with the aspects
of infrastructure tied most closely to health and well-being — water, sanitation
and housing. Further discussion of Aboriginal housing conditions and supply,
and the Commission’s recommendations for increasing the supply and for
upgrading infrastructure generally, are in Chapter 4 of this volume.

The health effects of water quality, sanitation and housing conditions
have been acknowledged at least since the era of the early Greeks and the writ-
ers of the Old Testament. More recently, in the nineteenth century, the leaders
of the public health movement in Europe fought long and hard for their belief
that the deplorable living and working conditions of their times were largely

3
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responsible for the epidemics of infectious disease that were killing thousands
in the new and rapidly growing cities.

After years of resistance, governments in the industrial countries began to
address conditions that were beyond the control of individual citizens: over-
crowded and unsafe housing, unclean food and water, open sewers, inhumane
and unsafe conditions in the workplace. The impact on population health status
was dramatic. In France, for example, life expectancy in major cities increased
from 32 years in 1850 to 45 years in 1900 as the supply of clean water and waste
water disposal facilities grew.'® Similarly, in North America, water-borne infec-
tious diseases (a leading cause of death in the nineteenth and early twentieth cen-
turies) declined as public water supplies and sewage systems expanded.”® Even
so, because infectious diseases have remained a threat to health in so much of
the world, the United Nations proclaimed the 1980s the International Drinking
Water Supply and Sanitation Decade.'”!

Access to potable water, adequate sanitation and waste disposal services has
been routine for so long in this country that most Canadians take them for
granted. The same access is not guaranteed for Aboriginal people, however, and
their health suffers as a result. Inadequate housing is a problem for Canadian soci-
ety generally, but it is a greater problem for Aboriginal people (see Table 3.12).

In testimony and in briefs submitted to the Commission, we heard evi-
dence that water, sanitation and housing conditions in many Aboriginal com-
munities compare with those of developing countries:

We have a huge backlog in housing for our members which consists
of families, single parents, bachelors, seniors and the disabled, for
people who require medical attention and other special needs. Some
cases we have 12 to 17 people sharing a 24 [-foot] by 36 [-foot] bun-
galow without indoor plumbing. And we are forced to dump our
sewage in open pits and use our outdoor privies at 30 to 40 [degrees]
below winter temperatures. This practice causes people of all age
groups to get sick....

Water and sewer. This is the other major obstacle in providing
the basic needs to improve the quality of life on our reserve. We have
water lines...of which half are frozen due to the way they were
installed, and due to the lack of funding to maintain the system. We
can’t provide...adequate fire protection — which we feel is a priority
service to the community [because] to lose someone’s home is a
very devastating experience, and to lose a human being is even more
tragic.

Chief Ignace Gull

Attawapiskat First Nation
Moose Factory, Ontario, 9 June 1992
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TABLE 3.12

Selected Housing Indicators, Aboriginal and Total Populations,
1981 and 1991

Total Aboriginal’ Total Population

1981 1991 1981 1991
Dwellings with no central heating (%) 26.0 12.5 9.0 3.6
Dwellings in need of major repairs (%) 16.2 19.6 6.5 9.8
Dwellings without bathroom facilities (%) 13.1 3.2 1.1 0.6
Dwellings without piped water (%) — 9.4 — 0.1
Average number of persons per dwelling — 3.5 — 2.7
Tenant-occupied dwellings (%) — 48.7 — 37.1

Notes:

— = not available.

* Total Aboriginal in 1981 refers to persons reporting Aboriginal origins on their census forms. Total
Aboriginal in 1991 refers to persons who self-identified as Aboriginal on the 1991 Aboriginal peoples
survey.

Source: Statistics Canada, Canada’s Native People, catalogue no. 99-937 (Ottawa: 1984), Table 7;
Statistics Canada, Disability and Housing: 1991 Aboriginal Peoples Survey, catalogue no. 89-535
(Ottawa: 1993).

It is the year 1993, and many of our communities still do not have
running water or sewer lines. We need water and sewer for our chil-
dren, for the health of our people. There are many children in our
communities that require those very services. Certainly today gov-
ernments cannot refuse that very service. The elders and other [vul-
nerable] users should not be without that running water. It’s a health
hazard. And today the present use of outhouses in many communi-
ties [is also a] health hazard.

The only facilities that seem to have the running water in north-
ern communities are the stores, [and] of course the Royal Canadian
Mounted Police, the fire halls, the nursing stations, the teachers. So
what about the people that live [permanently] in that very commu-
nity?.... The Métis people feel they are excluded.

Sydney J. McKay

Manitoba Metis Federation
Thompson, Manitoba, 31 May 1993

Our homes [in Davis Inlet, Labrador] were built very poorly.
Growing up in our large family of 11 and living in these houses
proved to be very hard for us: no heating, no water and no sewer. Our
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Unsafe Dnnkmg Water at Pukatawa

to the people of Pukatawagan The water system, he sa

ity was insufficient; and in winter, freezing threatened

~ tion system both the sewage treatment plant and lagoon had b

structed upstream from the water treatment plant, and fro

aminating water and soil. Children were ill. Nursing stati

- cated high levels of gastro-intestinal and skin diSOrde . He fe:
- something worse, such as an outbreak of hepatitis A.

By June, illness and fear of illness were at such a pltch i
munity that the chief of the Mathias Colomb Cree Nation e

attempts to generate a response. He wrote to Member of

home had only 2 rooms and 1 small room that was supposed to be
a bathroom but [there was] no bathtub, toilet or even a sink, just an
empty little room that we eventually used as an extra bedroom. As
of today, our houses are still built that way....

In summer, we'd fetch water from the nearest brook, and [my
mother] would heat it up on a wood stove, and that’s where our hot
water came from. In winter, she'd have to dig through 8-10 feet of
snow and then through the ice [to get water] from the same brook
with a small dipper. As of today, she still gets water the same way, and
I do exactly the same....

As of today, we still don’t have any heating, nor water or sewer
in our homes. [Last year] five children died [in one house fire]
because they were trying to keep warm by an electric hotplate because
there was no heating in their house. And there are still fire accidents
happening, and more fire accidents will continue to happen if no
improvement is made.'”*
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Harper and to the press. In responding to the subsequent anpeg Free

Press story, provincial authorities said that the problem was the responsi-

bility of the federal government; a spokesperson for the federal health

- department said that public health was now the responsibility of the band.

The Chief pointed out that the faulty water and sanitation systems had

- been built by DIAND in the first place, and no monies for their improve-

ment had been included in the budget drawn up when medical services
were transferred to the Cree health board.

At the end of June, the chief medical officer of health for Manitoba
wrote to the minister confirming that an emergency situation existed in the
community of Pukatawagan. He reported that the commumty had produced
a plan to rectify its problems, but lacked money and skills t to carry it out. He
suggested that funds should be supplied by the federal government.

The women of Pukatawagan began to organize ‘Walk for Life’ — a
600-kilometre trek...from The Pas to Winnipeg — to dramatize their fears
of continuing illness, cspecna.lly among children and elders. Media cover-
age of the issues continued to be intense. In July, the federal minister of
Indian affairs visited the community, promising short- and long-term
assistance. By the summer of 1995, the sewage discharge pipe had been
moved to a point downstream from the drinking water source, but no
action had been taken to upgrade the sewage treatment plant

Research studies confirm these descriptions, as discussed in Chapter 4 of
this volume. In early 1995, a prehmmary internal government report on com-
munity water and sanitation services in First Nations reserve communities con-
cluded that 25 per cent of the water systems and 20 per cent of the sanitation
systems are substandard. They either pose a danger to health and safety or they
are in need of repairs to meet basic government standards.'”? Problems identi-
fied in the report include

* operational factors such as poor operation and maintenance procedures, chlo-
rinators not working properly, lack of chlorine contact time, or contamina-
tion of buckets or barrels, which can result in high bacteria counts;

* contamination caused by agents such as trihalomethanes, fluoride, alu-
minum or lead;

* insufficient quantity of water to meet domestic and/or fire protection
requirements;

* sewage effluent that does not meet discharge criteria after treatment; and
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e deterioration of assets resulting from poor maintenance, equipment under-
sized for present use, and poor construction techniques.

At the time of the survey, conducted by environmental health officers from
Health Canada, 10 communities were under ‘boil orders’ or ‘do-not-use orders’
with respect to their water systems.'”* Thirty-eight communities (nine per cent
of those assessed) were judged to have sewage systems that posed an immediate
risk to public health."”

In Chapter 4 of this volume, we document the extent of the housing
crisis facing Aboriginal people:

* Standards of Aboriginal housing are measurably below what is required for
basic comfort, health and safety.

e Problems include the need for major and minor repairs and new units for
households occupying unfit or overcrowded dwellings.

e The major obstacle to meeting housing needs is the gap between incomes
and costs, that is, affordability.

* On reserves, an estimated 84 per cent of 74,000 houscholds have insufficient
income to cover the full cost of housing, In housing policy terms, they are in ‘core
need’. Half of this 84 per cent are able to contribute to the cost of housing.

* Among all Aboriginal households (owners and renters), an estimated one-
third are in ‘core need’, compared to between 11 and 12 per cent of all
Canadian households.

e Substantial government contributions to housing construction on-reserve
over the past decade have had minimal effect because of the rapid deterio-
ration of relatively new housing stock.

o Urban and rural housing programs targeted to Aboriginal people have made
significant contributions to quality of life and community relations. They are
in jeopardy because of the termination of new investment by governments.

The ill health effects of unclean or insufficient water supplies, of inadequate
sanitary facilities and of overcrowded or unsafe housing are well established in
the international health literature. For example, a recent CIDA development
issues paper said, “The provision of clean drinking water and safe waste disposal,
combined with improved personal hygiene, leads to a reduction in sickness and
death and in the percentage of people rendered less productive by disease. The
International Institute for Environment and Development quotes World Health
Organization estimates that 80 per cent of all sickness and disease in the world
is attributable to inadequate water or sanitation”."”®

Contaminated water is one of the most significant factors in the spread of
infectious disease, especially where the source of contamination is human waste.
Although it is sometimes said that the safe disposal of human waste matters less
when a society can afford to treat its water supplies, the growing cost of such ser-
vices, even in ‘rich’ societies, makes prevention preferable to treatment.
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Water quantity is at least as important as water quality, and perhaps more so.
Ciritical hygienic practices depend on easy access to water. People are much less likely
to wash their hands after defecating or before handling food if they have to haul their
water from outside the house or wait for the water delivery truck. There is a posi-
tive correlation between the greater use of water for personal hygiene and improved
levels of health, even when the quality of the water is poor.'”’

Poor housing has been linked to a number of ill health conditions, includ-
ing infectious diseases, non-infectious respiratory diseases such as asthma,
chronic congestive diseases, and injuries. Crowding is a critical factor in the
transmission of infectious diseases, both airborne and water-borne. The major-
ity of the inter-human contacts that determine the incidence of communicable
disease occur in the home or yard.

Poor quality construction of houses is also associated with health risks aris-
ing from cold, noise, airborne pollution, insects and rodents. Lack of central heat-
ing increases the risk of respiratory illness. Poor quality heating and cooking
equipment and the absence of smoke detectors and other safety devices increase
the risk of fire.'”®

Indoor air quality can be compromised by wood stoves, which are common
in rural Aboriginal communities and emit a number of pollutants linked to res-
piratory disease. These include particulates, oxides of sulphur and nitrogen,
hydrocarbons, carbon monoxide, organic hydrocarbons, formaldehyde, and
others. The Commission notes, however, that a much greater risk to health from
indoor air quality is posed by cigarette smoke.

Wiater, sanitation and housing quality have effects on mental and spiritual
health as well. Crowding is an important contributing factor in mental illness,
especially in relation to personal violence.'”” Design and construction can depress
individual and collective self-esteem by ignoring cultural traditions. The loca-
tion of individual units and the overall community layout can affect social
interaction patterns and psycho-social comfort levels.

Studies of the ill health effects of substandard water supplies, sanitation
facilities and housing stock in Aboriginal communities in Canada are few and
far between. Many have been judged by at least one team of reviewers to be
methodologically flawed.'® Even so, it would fly in the face of experience in
countries around the world to imagine that the ill effects are anything other than
serious. We know that illness and death from infectious diseases are higher
among Aboriginal than non-Aboriginal people. As well, particular water- and air-
borne infections (tuberculosis and otitis media, for example) are more common
among Aboriginal than non-Aboriginal people. These conditions are typical of
the effects of poor water quality, inadequate sanitation and overcrowded hous-
ing. The case of a recent epidemic of shigellosis in Manitoba is instructive.

Shigellosis is a highly contagious diarrheal disease that can require hospi-
talization and, in severe cases, cause death. In developed countries, including
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Canada, shigellosis has largely been eliminated as a result of high quality public
water supplies and sanitation services. Nevertheless, a recent and serious epidemic
occurred in Manitoba, lasting from 1 September 1992 to 31 August 1994.
Although only about eight per cent of the population of Manitoba are registered
Indians, 69 per cent of those who became infected with shigellosis were First
Nations people. A study that looked at the relationship between cases of shigel-
losis and living conditions (water, sanitation and housing) found that the dis-
ease was most likely to occur in circumstances where

* there were no public sewage disposal services (so that families have to use out-
door privies or indoor pails for human waste) and where there was no safe
and easy way to dispose of soiled diapers;

* there was crowding; and

* there were no public water services of any kind, or where there was a truck
delivery and barrel storage system."™’

The study concluded that fully 90 per cent of shigellosis infections — as well as
several other common intestinal, droplet and skin infections — could be prevented
by supplying adequate water, sanitation and housing facilities to Aboriginal
communities.

Aboriginal service providers are well aware of the gains in health and well-
being that can come from improvements to water, sewage and housing facilities.
In some places, such as Grand Lac Victoria in Quebec, pleas for government
assistance have produced new services. In other places, similar pleas have pro-
duced only frustration:

At Grand Lac Victoria...the medical team observed very high sick-
ness and mortality rates, infectious diseases — ear infections, pneu-
monia, nutritional diseases, accidents, et cetera. These pathologies
were very prevalent....

In a very short time, we identified major sanitation problems:
contaminated drinking water, accumulation of garbage around the
houses, rudimentary toilet facilities, et cetera. To promote basic hygiene,
we obtained the co-operation of other [government] departments for
digging wells, developing a garbage collection system, improving access
roads to camp sites, et cetera. Our program evolved into a classic public
health program centred on prevention and sanitation. [translation]

Ghislain Beaulé

Research Officer

Quebec regional health and social services board
of Abitibi-Témiscamingue

Val d’Or, Quebec, 30 November 1992

Council supplies 20 gallons of water to each family in Rigolet each
day. The water is given in buckets and is trucked in summer and
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delivered by skidoo in winter. Sewage disposal is on the frozen har-
bour ice in the winter and dumped anywhere in the summer. This
is very bad for the spread of germs and disease....

There are many benefits of having a good water and sewer
system.... Health risks would be lowered, the quality of water would
be improved. There would be more opportunity for residents to
enter into business ventures. The community council would save
money. The number of dumps in our community would be less.
Food costs would be lowered. These are some of the benefits we could
and should be enjoying. Having no water and sewer system is degrad-
ing, and holds communities back.

Henry Broomfield

Mayor, Rigolet
Makkovik, Newfoundland and Labrador, 15 June 1992

The solution to these problems is clear. What is needed is a capital construction
program such that Aboriginal people can have what most Canadians take for
granted: safe and adequate supplies of water, effective sanitation systems, and safe
and adequate housing.

We have concluded that some extraordinary expenditure is indeed justi-
fied, given the crisis in Aboriginal health and the benefits to health and well-being
that could be gained from such public works. Our proposals are detailed in
Chapter 4 of this volume. Because of the cost implications, however, we advise
that much more serious attention be paid to adapting or developing cost-effec-
tive technologies suitable for rural and isolated Aboriginal communities where
the need is greatest. In this, inspiration could be taken from projects launched
in developing countries, where cost is also a factor. Indeed, the Aboriginal com-
munity of Split Lake, Manitoba, has already benefited from an initiative to
develop appropriate technology for water-quality testing (see box).

The health issues raised in this section are a small part of the ‘healthy cities,
healthy communities’ concept, which has served as an organizing concept for the
World Health Organization and other international health agencies. It is an updated
version of an old and honoured approach to health promotion — community
development. Community development situates individual health in a web of
determining factors that are social and collective. Its starting points are that broad-
based community participation in public life is essential to social and individual
health and that a strong, active community, with effective public support systems
and informal mutual aid and self-help networks, offers the best chance to achieve
the World Health Organization’s goal of “health for all by the year 2000”.'%2

Strategies to build the capacity of Aboriginal nations and their communities
for self-government, as described in Volume 2, Chapter 3, together with the social
development proposals made in this volume, build on these concepts. The plan for
bringing housing and infrastructure in Aboriginal communities to basic standards

183

"



184 GATHERING STRENGTH

Using Appropriate Technology

The community of Split Lake is located on a peninsula on the north
shore of Split Lake in northern Manitoba. It has a population of about
1,600, almost all of whom are members of the Cree Nation. The com-
munity is one of five which are seriously affected by the Churchill-Nelson
hydro-electric project. The project has caused water levels in the lake to
fluctuate widely as a reflection of fluctuating demands for power elsewhere.

~ Changes in water levels in the lake in turn affect the quality of the com-
munities’ drinking water.

Water-quality monitoring in the region has been difficult. The
required laboratory facilities are located hundreds of kilometres to the
south. Current monitoring procedures, administered by Health Canada,
require that a Community Health Representative (CHR) collect water sam-
ples at predetermined sites. The samples are brought together, packaged,
and delivered over land or by air to the laboratory. It takes 4-6 weeks for
results to reach the communities, during which time conditions may
change. Communities have alleged that the health implications of test
results are not always made clear.

The need for local means of monitoring water quality is a world-wide
issue. An international research team, working with the health services staft
of Split Lake, came up with three simple, reliable, and inexpensive meth-
ods of testing water quality that can be performed in the field, on site. They
are now successfully in use locally, and the Split Lake First Nation com-
munity is investigating the possibility of operating a test service for other
settlements in the area.

Source: Gilles Forget, Health and the Environment: A People-Centred Research Strategy
(Orttawa: International Development Research Centre, 1992), pp. 23-25.

that support health and self-esteem is particularly suited to the task of building local

economies and skills and stimulating broad community participation.

The environmental envelope

Aboriginal people from almost every culture believe that health is a matter of bal-
ance and harmony within the self and with others, sustained and ordered by spir-
itual law and the bounty of Mother Earth. They have long understood that the
well-being of people depends on the well-being of the air, water, land and other
life forms. This belief has been confirmed by the findings of countless scientific
studies of poor health in a compromised environment."* Although the details
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of cause and effect have not been fully established, the general scientific con-
clusion is clear: human health depends largely on the condition of the natural
environment and of the built environment.

Despite this dependence, human activity is the main source of damage to
the environment. The willingness of our society to protect the ecosystems
around us has not kept pace with our capacity to do harm. Thus, chemical pol-
* lution, toxic waste mismanagement, depletion of the ozone layer and other
environmental problems have created serious hazards for human health. Exposure
to toxic substances in contaminated air, water and soil has been linked to many
ill health conditions, including cancer, respiratory illness, birth defects and
reproductive problems, allergic reactions and chemical hypersensitivity, immune
system suppression, and decreased resistance to disease agents of all sorts.'™

Environmental degradation may have an especially damaging impact on
Aboriginal people whose lives remain closely tied to the land. Many who live on-
reserve or in rural settings depend for daily life on the resources at their front
doors. Ojibwa families in northern Ontario, for example, pull their drinking
water by pail from a lake or river year round, eat an average of two freshly caught
fish per person every day in summer and an equivalent amount of moose,
beaver and other wild meats in winter, spend almost all their waking hours work-
ing (or playing) on land and water, and derive their greatest peace of mind in
natural settings.'”® Some Aboriginal people who live in towns and cities sill
escape to the bush as often as they can and retain strong practical and spiritual
bonds with Mother Earth.

When treaties were negotiated, a number of First Nations bargained for
territory at or near the mouths of major rivers to be close to traditional food
sources and to have access to the natural transportation corridor into the inte-
rior where their traplines were located. Pulp mills, mining operations and other
industrial complexes were attracted to these same rivers, placing those Aboriginal
communities at particular risk for negative impacts.'®

Environmental degradation affects the health and well-being of Aboriginal
people in three ways. First, pollutants and contaminants, especially those orig-
inating from industrial development, have negative consequences for human
health. Second, industrial contamination and disruption of wildlife habitat
combine to reduce the supply and purity of traditional foods and herbal med-
icines. Finally, erosion of ways of life dependent on the purity of the land,
water, flora and fauna constitutes an assault on Aboriginal mental and spiritual
health. Urban Canadians, who are separated by generations from their roots in
the land, may not fully appreciate this.

What we heard in public hearings regarding environmental degradation
was like an extended lament, a refrain of loss and fear:'®¥”

There was a time when our people depended on the land for food,
medicines and trade. The land was regarded as sacred, and because

[S—
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the people were very dependent on it, the land was referred to as their
mother. The newcomers [from Europe] brought with them their dif-
ferent languages, cultures, religions and values, along with their dis-
eases, weeds and insects that neither Mother Earth nor the
[Indigenous] people could cope with. Today we see the evidence of
these tragedies in clear-cut forests, insect-infested forests, knapweed
invasions, water pollution, air pollution, and also in the suicides, alco-
hol and sexual abuse, incarcerations, unemployment and welfare.
Paul Scotchman
President, Western Indian Agricultural

Producers Association

Kamloops, British Columbia, 15 June 1993

Dams have created mercury [pollution]. Dams have polluted our fish,
polluted our animals. Towns are dumping their [garbage] into the
creeks, into the rivers.... Timmins — and many other towns — has
mining tailings which are not watched, are not monitored....When
we go trapping now, we are afraid to dip the water out of the creeks
to make a cup of tea because we are afraid it is polluted.

Lindberg Louttit
‘Wabun Tribal Council
Timmins, Ontario, 5 November 1992

You can’t even catch a rabbit. You shoot a rabbit now, you open it up,
you'll see nothing but sores on them, and the same with beavers. Any
kind of animal that’s living out there around [the tar sands develop-
ments], you cannot eat them.

Nancy Scanie
Fort McMurray, Alberta
16 June 1992

Many people now go to town to buy their groceries because our tradi-
tional food is not there to survive on. With the disappearance of the
forests, the animals don’t number as many. As the tree line fades, the ani-
mals fade with it. When the land is flooded, it drowns, it cannot sur-
vive. Why is it so difficult for the non-Aboriginal people to understand
the devastating effect that pollution, flooding and logging has on [us]?

Chief Allan Happyjack
Waswanipi First Nation Council
Waswanipi, Quebec, 9 June 1992

The federal government has issued a directive to their employees at
Walpole Island not to drink the water on Walpole Island. The fed-

eral government supplies them bottled water....[But] we are drink-
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ing the water....We have a high incidence of respiratory disorders.
Many [families] have machines for their kids to breathe, breathing
apparatuses, on our island. There is a high incidence of cancer, a high
rate of miscarriages....All the different diseases that are plaguing our
people now, we cannot prove [they] come from pollution. [The
authorities require] us to prove it ourselves. Meanwhile, our people,
and our children are dying with cystic fibrosis, spina bifida, and some
other diseases....

Ed Isaac

Walpole Island First Nation Community
Sarnia, Ontario, 10 May 1993

Whether the speakers were talking about damage to lands, seas, rivers, air,
forests, wildlife, or other living things, their sense of ongoing violation was pal-
pable. Of course, some non-Aboriginal people are equally critical of those who
exploit the environment and its sources of life for short-term gain. But for
Aboriginal people who retain a grounding in traditional cultures and spiritual-
ity, their distress comes from a deeper place: a connection with the forces of the
natural world.'®®

In traditional Aboriginal cosmologies, all life forms are seen as aspects of
a single reality in which none is superior. The elements of nature — from muskrat
to maple to mountain — are like parts of the self. Thus, loss of land and damage
to lands, waterways and so on are experienced as assaults on one’s own body and
on the personal and collective spirit.'"™ In contrast, the non-Aboriginal world
view portrays nature as something apart from human beings — indeed, as some-
thing created (or fortuitously available) for human use.

To be sure, all peoples ‘use’ the resources of the earth in order to live, but
their patterns of use are conditioned by cultural values they may scarcely per-
ceive. In public testimony, many Aboriginal speakers commented on differences
in values between Aboriginal and non-Aboriginal people, expressing the hope
that one day, all people will acknowledge and learn from the respectful,
Aboriginal approach to Mother Earth and the sacred circle of life:

Our experience from what we witness between governments and
businesses [is] that exploitation of the land continues for the bene-
fit of the almighty dollar....We promised our ancestors that we would
preserve and protect the land and its natural resources for our chil-
dren of today and tomorrow.

Peter Stevens

Eskasoni First Nation Council
Eskasoni, Nova Scotia, 7 May 1992

What happens on Mother Earth is important for Aboriginal people.
We don’t put ourselves on an island and isolate ourselves, because we
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know [nature] is all one network, it all works together....We have
always known that there are ways you treat the things you love that
make them last for generation after generation. [translation]

Ethel Blondin

Member of Parliament for the Western Arctic
Fort Simpson, Northwest Territories, 26 May 1992

How then do we create harmonious relations between, on the one

hand, the Amerindian who respects life and, on the other, the dom-

inating white man who thinks always about industrial and eco-

nomic development since he imagines that it is acceptable to

dominate nature, and who has not yet understood that before you
can order nature around, you must first obey? [translation]

Roger Julien

Montreal, Quebec

2 December 1993

There is going to come a time where the non-Indian people are going
to come to us and ask us, what do we do? [They are going to say] we
have abused our Mother [Earth] so much that we are now beginning
to kill ourselves because we have polluted the life blood — the water,
the air and all...that is around us. They’re going to ask us, what we do?
We have the answer whenever they come and ask us that question.
Roger Jones
Councillor and Elder

Shawanaga First Nation

Sudbury, Ontario, 1 June 1993

Aboriginal speakers made it clear to us (as they have told previous inquiries) that
they are not naively opposed to development or modernity, as is sometimes
alleged. They do not want to give up telephones, snowmobiles, or video games.
They accept that industrial development is a necessary part of the economic
fabric of every country. Indeed, many pointed to their need and desire for
greater participation in Canada’s industrial economy. But few Aboriginal people
would choose to participate at the expense of the land and life forms that anchor
them in their past and link them to the future.

We also recognize that the traditional ways that once served to limit
Aboriginal use of land and conserve resources are changing. Some Aboriginal
people, especially among the young, have lost their sense of connectedness with
the environment and their responsibility to it. Even those who retain this sense
have access to technology designed to make exploitation attractive and easy —
snowmobiles, high-powered rifles, electronic fishing gear, and so on. We were
warned by a few speakers in public testimony that Aboriginal people are just as
capable of destructive behaviour as anyone else.'”” We were urged by others to
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recommend that federal, provincial and territorial governments retain control
over all land and its use:

There are some Natives who choose not to use [their hunting and
fishing] rights in a responsible manner, and have little or no regard
in the taking of wildlife. Some of them practise methods that can be
best termed as unethical, and are often excessively detrimental to
wildlife. There are many documented instances of night hunting,
excessive netting at spawning times, the hunting of wildlife in the
spring just before a new generation is being born, commercial-type
hunting where refrigerated semi-trailers are brought into an area,
often by status Natives that aren’t residents of this province. There
are many other types of these abuses....

Natives are one of the fastest growing groups in Canada. Their
numbers in many areas now exceed that [which] existed at the time
the treaties were signed and it appears that that trend will continue.
We feel wildlife couldn’t cope with that pressure even if primitive con-
ditions and methods were used, but with modern technology such
as four-by-fours, rifles, off-road vehicles, quads, it can very negatively
affect and quickly negatively affect game populations.

Andy von Busse

Alberta Fish and Game Association
Edmonton, Alberta, 11 June 1992

Another aspect of the problem concerns the loss of income among
outfitters as a result of overlapping activities with Aboriginal
people....Non-Aboriginal big-game hunters are very reluctant to
hunt in areas frequented by Aboriginal hunters because they know
full well that Aboriginal hunters take their prey before hunting
season begins....In our opinion, the Wildlife Conservation Act [of
Quebec] should apply to everyone in the same way. [translation]
Thérese Farar

Quebec Federation of Outfitters
Montreal, Quebec, 30 November 1993

The [Canadian Wildlife] Federation recommends that Canadian
governments — federal, provincial or territorial — should maintain the
authority to regulate and restrict harvests and harvesting methods.
Any splintering of this authority would be detrimental to the health
of wildlife resources."”!

Issues of conservation, regulation and fair use are discussed in Volume 2,
Chapter 4. Environmental stewardship, protection of country food and appli-
cation of traditional Aboriginal knowledge in management regimes and inter-
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national accords are considered in Volume 4, Chapter 6. Here, we are concerned
with the ill-health effects of mistreatment of the land and its resources.

Pollution

Contamination of water, soil, air and food supplies by industrial and domestic
wastes poses serious health hazards. The tailings from mining operations con-
tain toxins that wash into streams or seep into ground water. The effluent from
pulp and paper mills contributes hazards to health such as chlorine, dioxins and
furans. Smelters and other processing operations release sulphur dioxide and a
variety of airborne pollutants. Tankers and pipelines leak oil. Dams flood acres
of bush and forested land, releasing poisonous methylmercury into the water.
Within communities, crowded and inadequate housing encourages infectious
diseases. Unsafe heating and wiring contribute to high rates of accident and
injury. Untreated sewage is host to the bacteria responsible for various infectious
diseases, most of them more common among Aboriginal than non-Aboriginal
people in Canada.

Regulations to protect land and people from these contaminants are now more
strict than they once were, but staggering problems remain: years of accumulated
pollutants to be cleaned up, continuing denial and non-compliance from some pol-
luters, the ever-present threat of accidental spillage, and always the fear that unseen
agents are inflicting invisible damage to the delicate balance of life on earth.

The health hazards of environmental pollution became a contentious issue
between Aboriginal people and Canadian governments in the 1960s, when it was
first realized that methylmercury had entered the aquatic food chain and rendered
fish, a dietary staple of many First Nations communities, unfit for human con-
sumption.'” Perhaps the best known case is that of the Grassy Narrows and
White Dog First Nation communities in northwestern Ontario (see box).

This case is significant in reconsidering public health policy for Aboriginal
people because contamination of aquatic environments is so prevalent. Mercury
contamination in particular is a problem because it is an unintended consequence
of the construction of dams for generating hydroelectric power, many of which
have been built on lands used primarily by Aboriginal people. The reservoirs cre-
ated by damming major rivers necessarily cover large tracts of land with water:
7,500 square miles in the case of the James Bay hydroelectric project in north-
ern Quebec, for example. A great tonnage of submerged vegetation begins to rot.
As part of the decomposition process, methylmercury is released into the water
system, where it accumulates in the food chain over a period of decades.

The story of the Grassy Narrows and White Dog communities is also sig-
nificant because it had characteristics that continue to hamper effective moni-
toring and control of environmental health hazards. In addition, compensating
Aboriginal communities for hazards that remain uncontrolled has proved diffi-
cult. The continuing impediments are as follows:
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The communities involved were small, isolated, highly dependent on the
river and its ecosystem, and did not have the political power or technical skills
needed to overcome the inertia of governments and industry.

* The combination of federal responsibility for public health on-reserve and
provincial responsibility for environmental protection and the regulation of
industry off-reserve (where the problem originated) left the communities
with no defined authority to appeal to or work with.

* The effects of industrial pollutants on the river system were difficult to
prove; causal effects on community health were more difficult still.'”

* The companies producing the contamination resisted the idea of pollution con-
trols and continued to discharge suspect chemicals into the river until forced
to stop by government order after more than 10 years of investigation.

* Contamination will stay in the food chain for several generations of Ojibwa.

The people of Grassy Narrows and White Dog will not be able to use their

most valued waterways and aquatic resources, no matter what future land set-

tlements or economic development plans they may negotiate.

Decline of traditional food sources

An equally important health effect of environmental degradation is its impact
on the traditional diet of rural Aboriginal people, many of whom depend largely
on country food."” Two processes of change are usually at work simultaneously:

* Habitat destruction and related impacts of large-scale industrial development
(manufacturing, mining, oil and gas extraction, hydroelectric power pro-
duction and so on) reduce the supply of game and other country foods.

* The newly required labour force immigrates to the region from non-
Aboriginal communities, stimulating an increase in the availability and
attractiveness of store-bought food.

The items most often bought are low-cost, quick-energy, low-nutrient foods — in
part because the cost of importing more nutritious foods, especially fresh vegeta-
bles and fruits, to remote locations is high, and in part because preparation and
cooking methods for imported foods are unfamiliar to many Aboriginal people.
Despite its significance, the impact of industrial development on traditional
food sources has received only limited attention in official project impact assess-
ment statements.'” What studies have been done show a significant decrease in
the use of country foods and an increase in the consumption of starches, fats, sugar
and alcohol where industrial development takes place.'” Thus, the foods eaten to
replace the country food lost or no longer harvested are nutritionally inferior:

Although more work needs to be done, the general indication is that
the traditional diet of the northern Native peoples was far superior
to the diet presently available to them. [A variety of studies] have all
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The White Dog and Grassy Narrows Story

The English-Wabigoon River system is the source from which the Ojibwa
people of Grassy Narrows and White Dog have taken most of their food and
all of their drinking water since time immemorial. By 1970, it was so badly
polluted with mercury-laden effluent from the pulp and paper operations
of nearby Dryden, that the government of Ontario was forced to close com-
mercial and sports fishing completely and for an indefinite period. In a single
stroke, the people of Grassy Narrows and White Dog lost their two main
sources of employment (guiding and commercial fishing), and their con-
fidence in the safety of their food and water. Over 300 miles of a produc-
tive river ecosystem are expected to remain contaminated for 50-100 years.
Significant amounts of mercury had been dumped into the river
system since 1962. The risks from its ill health effects had been on record
at least since 1968." No one had discussed them with the Ojibwa. Nor did
the Ojibwa have any one to tell about the diseased fish and animals they
were finding in and around the river, nor any means of interpreting the
unnatural animal behaviour they were seeing — especially in birds and cats,
the fish-eating species.” ,
~ By 1975, the Ojibwa (with help from the environmental office of the
National Indian Brotherhood) had learned a lot about the ill health effects
of mercury, and about the early symptoms of Minamata Disease: loss of
vision, loss of feeling in hands and feet, loss of coordination and concen-
tration, tremors, nervous disorders. To their distress, they could see these
very symptoms in the other fish-eating species living by the English and
Wabigoon rivers: themselves. But they have never been able to prove a link
between their ill health and the mercury in their food and water, at least
‘not to the satisfaction of federal and provincial authorities.’

discussed the relative merits of wild game and store meats, and have
concluded that the wild game is generally higher in protein, ascor-
bic acid and iron, and lower in fat content.'”’

Dietary change from wild meat and other country foods to less nutritious
commercial products can have measurable health consequences. In particular, it
increases the incidence of obesity, diabetes, high blood pressure and dental
caries.'”® Commissioners heard testimony to this effect from front-line health care
workers and researchers alike:

Not only is [the use of country foods] an important part of cultural
expression, but it can be a helpful kind of a diet. In particular, for
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Federal authorities attempted to assist the suffering communities by
importing clean fish from Lake Winnipeg, by promoting alternative eco-
nomic activity, and finally, in 1990, by compensating the families who had
lost the most in potential income and family sustenance. Yet, neither the
food and water nor the economic base could be brought back. Nor could
the people’s faith in the land, in the “river of life” that was now poisoned,
or in their place in the circle of life. The two communities have struggled
with serious health and social problems for 25 years.*

1. Mercury poisoning had been established as the cause of Minamata disease in 1962.
Canadian health authorities had been warned several times during the 1960s about the dan-
gers of mercury consumption, but showed no signs of alarm despite heavy use of the sub-

~ stance in several industrial processes. In 1967 and 1968, a graduate student from the
University of Western Ontario, Norvald Fimreite, conducted doctoral studies that estab-
lished a high mercury content in fish and fowl from mercury-contaminated waterways in
Alberta, Saskatchewan and Ontario. (Norvald Fimreite, “Mercury Contamination in
Canada and its Effects on Wildlife”, PH.D. dissertation, University of Western Ontario,
1970.) Despite his urging, the government of Ontario took no action.

2. In Minamata, the people had dubbed the strange discase affecting them ‘cat dancing dis-
ease’ because, as the mercury destroyed the brains of the cats that lived on mercury-conta-
minated fish, they passed through a stage of spinning and whirling in madness. See W. Eugene
Smith and Aileen M. Smith, Minamata (New York: Holt, Rinchart and Winston, 1975).

3. The extraordinary saga of their attempts, which included extensive testing by Japanese
medical experts, is detailed in Warner Troyer, No Safe Place (Toronto: Clarke, Irwin & Co.,
1977), especially chapters 13-16. -

4. See Anastasia M. Shkilnyk, A Poison Stronger Than Love: The Destruction of an Ojibwa
Community (New Haven and London: Yale University Press, 1985).

example, the person with diabetes. Use of wild game and use of fish,

both of which are lower in fat than the beef and pork that you buy
in the store, is a much better choice for people with diabetes.

Rhea Joseph

Health Policy Adviser, Native Brotherhood of B.C.

Vancouver, British Columbia, 3 June 1993

The diseases of the so-called “western diet” are striking [all indige-
nous peoples] — rural and urban, rich and poor alike. Chronic dis-
eases that were unknown...are now on the increase among them, and
building into an impressive list: obesity and diabetes, the cardio-vas-
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cular diseases, cancer, infant morbidity and mortality in higher fre-
quencies are all part of this diet and [ill] health picture that has

been emerging for indigenous people for the last 100 years.'”

The trend toward higher rates of chronic disease is deepened by changes in
local ecosystems that reduce the level of physical activity in Aboriginal people. Where
self-sufficiency through trapping or the commercial sale of traditional fish stocks
becomes impossible because of dwindling numbers or product contamination,
unemployment and the tendency to adopt a low-activity lifestyle increase. Physical
fitness, with its positive impact on health, declines proportionately.

Traditional foods, and traditional means of obtaining and preparing them,
are part of a cultural heritage. Thus, food is holistically entwined with culture
and personal identity, as well as with physical health. Dietary change is not often
mentioned in analyses of the loss of identity that is at the heart of the social dys-
function affecting Aboriginal communities. Yet many of the Aboriginal people
who spoke to us expressed sadness and bitterness about the disappearance of fish,
game and plants such as wild rice that their ancestors had long depended on.
Where those foods have been contaminated, people can no longer trust the
sources of life that were central to their cultures. Despite their increasing urban-
ization, this remains important to Aboriginal people:

Our rivers and our lakes, we can’t even trust any more.

Nancy Scanie
Cold Lake First Nation
Fort McMurray, Alberta, 16 June 1992

Since I was younger, the urban population of Natives has almost
tripled. One of the reasons [they move to the cities] is that the water
is so polluted on Ohsweken. Down river, they can’t even bathe their
children in it, they get blisters. So the mothers are moving off-
reserve just for their own protection, to raise the children.

Peter Cooke
Toronto, Ontario, 3 November 1992

Because of the focus on the contaminants, our community is going
through a lot of fear right now, fear of the unknown....When we see
these [water importation] trucks rumbling down our roads, we know
that something is wrong [with the river], and it puts...fear into our
community.

Dean M. Jacobs

Walpole Island Heritage Centre
Sarnia, Ontario, 10 May 1993

A case example that combines the problems of industrial contamination
and the decline of a traditional food supply is that of fluoride contamination in
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Akwesasne, a Mohawk community located on the banks of the St. Lawrence
River, near Cornwall, Ontario (see box).

Airborne contamination is a problem in many communities, but partic-
ularly in the Arctic. In winter, a layer of pollution haze from Eurasian industrial
sites lies over a region the size of Africa.”®® In both Akwesasne and the Canadian
North, the transborder origins of contaminants add enormously to the problems
of hazard identification, mitigation of effects and compensation for damages.

Mental and spiritual ill health

Among researchers studying addictions, depressive and suicidal behaviour,
family violence and other social pathologies, there is endless argument about their
causes. In our experience, Aboriginal people have no doubt whatsoever that the
destruction of their ways of life, including the multi-faceted rupture of their spir-
itual ties to the land, is a major factor. The words of Paul Scotchman, quoted a
few pages earlier, are one expression of a common conviction that damage to the
land and its inhabitants is reflected in social disorganization in Aboriginal lives
and spiritual emptiness in Aboriginal souls. Others have expressed the same
theme:

Forests provide more than fuel, shelter and food to Native people.

They are an essential ingredient in the cultural and spiritual well-

being of the Indian population....Preservation of the natural habitat

is a vitally important factor in the agricultural, cultural and spiritual
practices of Indian bands.

Robert Moore

Program Manager, Six Nations of the

Grand River Forestry Program
Brantford, Ontario, 13 May 1993

We have listened to endless excuses, and sometimes, Mr. Chairman,
to shameful deceptions. Meanwhile we have suffered, and continue
to suffer...from a numberless list of specific impacts which combine
as an ecological disaster and a social disaster.

Chief Allan Ross

Norway House First Nation

Manitoba Northern Flood Committee
Winnipeg, Manitoba, 17 November 1993

[The people promoting hydroelectric development in northern
Quebec] live in the south. Their lives do not depend on the contin-
ued health of the land which they are presently destroying. Rather,
they are proud of the fact that electricity is being taken from the area.
They do not have to live on a day to day basis with the degradation
of the environment which they have caused. My people live with this

s
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Fluoride Contamination at Akwesasne

Alcwesasne is a Mohawk community straddling two borders, one between
Ontario and Quebec, the other between Canada and the United States.
According to local records, the community has been subject to damaging
effects of environmental change since 1834, when British engineers began
to modify the water levels of the river for navigation purposes. One hun-
dred and twenty years later, the building of the St. Lawrence Seaway drew
heavy industry to the area, particularly on the U.S. side of the border. By
the 1970s, as a result of contaminants in the air and water, Akwesasne was
widely thought to be the most polluted reserve in Canada.

By long tradition, Akwesasne was a farming community, raising and
selling vegetables and cattle. In 1963, four years after a new aluminium
smelting plant began operations a mile from the reserve, cattle began to

sicken and die. It took almost a decade to identify the problem: airborne .

fluoride from the Reynolds Metals Company and, to a lesser extent, the
General Motors Central Foundry, both on the New York state side of the
reserve. Excessive fluoride was found in the air, in the water and on the sur-
faces of plants: ‘

By 1972, we had effectively identified fluoride as being the prob-
lem, and it was coming from the [aluminium] plant in gaseous
and particulate form, landing on vegetation on Cornwall Island
and being consumed by the cattle. And the teeth would rot in the
mouths of these animals. Some of our farmers...used to take por-
ridge out to the cattle in buckets in order that they could eat, that’s
how close they were with their animals. But still they saw the

whole cattle industry begin to disappear.
' ‘ Henry Lickers
Director, Department of the Environment

Mohawk Council of Akwesasne
Akwesasne, Ontario, 4 May 1993

degradation. We are not proud of the La Grande project....It eats
away daily at the soul of my people.””’

When the bond between Aboriginal people and their lands is ruptured, it is
as if they have lost their place in creation. Many have lost that place quite literally,
in that they can no longer hunt and trap for sustenance or trade; at the same time
they face great obstacles in developing what resources they possess in other ways.
More important, they lose their symbolic place in the order of things, as stewards
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As in the case of Grassy Narrows and White Dog, the cause and effect
relationships between pollutants and patterns of ill health found on the
Akwesasne reserve have been difficult to prove.' In 1972, under public pres-
sure but not under government order, the offending plant installed pollu-
tion control devices, which reduced fluoride emissions by more than 75 per
cent. Yet, even today, the people of Akwesasne contend that the damage con-
tinues; they say it merely takes longer for the cattle to become ill.

The consequences for human beings of long-term exposure to air-
borne fluoride are unknown. Whether or not residents are accumulating
physical ill health effects from breathing and ingesting fluoride, they have
already suffered indirect effects. Their diet now depends on imported,
processed food rather than fresh, locally grown produce. In addition, as
farming went into decline, so did fishing — a casualty of unrelated indus-
trial pollution. Dependence on welfare has grown as ways to earn a living
have shrunk. Social bonds forged by barter and support relations between
farmers and fishers, which once gave the community its great solidarity,

have weakened.?

1. According to a study published in the veterinary sciences journal of Cornell University,
“Chronic fluoride poisoning in Cornwall Island cattle was manifested clinically by stunted
growth and dental fluorosis to a degree of severe interference with drinking and mastica-
tion [chewing]. Cows died or were slaughtered after the third pregnancy. Their deteriora-
tion did not allow further [productivity]. Studies by Dr. C.C. Gordon of the University
of Montana Environmental Studies Laboratory indicated high levels of fluoride in hay and
other plant life, suggesting that the emissions [of fluoride] may be responsible for declines
in farm vegetable production as well.” Doug Brown, “Akwesasne Pollution Project Report”,
Indian Studies (March/April 1984), p. 8.

2. James Ransom and Henry Lickers, “Akwesasne Environment: Appraisals of Toxic
Contamination at the St. Regis Mohawk Reservation”, Northeast Indian Quarterly (Fall
1988), pp. 24-25.

of a particular homeland, as skilled managers and survivors of its rigours. They may
lose the very sense of their traditional names for themselves: ‘people of the caribou,
or of a particular river or island in the sea. They may see fewer and fewer reasons
to stay on diminished homelands, yet find little welcome in the cities. Even urban-
ized Aboriginal people retain fragments of a land-based identity.

When the dynamics of a culture change in profound ways, a sense of dis-
orientation and anxiety pervades the inner reaches of the human spirit.”®” Peace
of mind and purpose in life are jeopardized. Dr. Brian Wheatley has suggested that
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environmental contamination and dietary change have a tip-of-the-iceberg rela-
tionship to the major social, economic and cultural transformations in Aboriginal
life — which in turn contribute substantially to drug and alcohol use and high rates
of injury, accidents and violence.”” As traditional Aboriginal ways of life lose value
and sustaining capacity, a kind of ‘care-less-ness’ takes hold: carelessness of one’s
own safety and the safety of others, carelessness of other life forms.

Nearly 20 years ago, the Berger commission (the Mackenzie Valley pipeline
inquiry), argued that the profound social changes linked with the construction
of a northern pipeline would aggravate already serious problems of alcohol
abuse and other social pathologies among Aboriginal people in the North.”*
Studies of Grassy Narrows and White Dog, where rates of alcoholism and vio-
lence increased relative to neighbouring communities unaffected by mercury con-
tamination, are consistent with this view.?”’ So are the observations of Geoffrey
York, who linked social dysfunction in Aboriginal communities in northern
Manitoba with the decline of traditional hunting and trapping economies fol-
lowing major hydroelectric development.”® Such economic decline is the most
visible link in the chain of disruptions leading from environmental change to
mental imbalance and social ill health in Aboriginal communities.

The difficulty of generating action

The precise relationship between environmental degradation and human health
effects is, for technical reasons, often difficult to prove.””” Most western nations
thus have mechanisms for assessing the probable impacts of planned develop-
ment, for monitoring the continuing effects of existing developments, and for
adjudicating charges of damage. Although several agencies to protect people from
environmental hazards exist in Canada, a number of Aboriginal people told the
Commission they have difficulty persuading such authorities to act on what they
perceive as a health hazard:

Fort McKay is [at] the epicentre of the tar sands development....The
government tells us that there is no pollution. They have done studies
that say there is no pollution. But we say they are wrong, because we
have seen the changes that have taken place in the environment. The
pollution has not only damaged the environment, it has made the
people of Fort McKay sick. For a small community of 300, we have high
rates of cancer and other illnesses.... When we approach the government
for funding to correct these problems, they tell us, you go see the next
department, and then they give us the run-around. They tell us to set
up a committee. So we set up a committee, and we sit around the table
and we talk and we talk and we talk, but thats as far as it gets.

Chief Dorothy McDonald
Fort McKay
Fort McMurray, Alberta, 16 June 1992
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[Walpole Island is] in the middle of the Great Lakes, [at the inter-
section of] three upper connecting channels and three lower con-
necting channels. That puts us in...the gut or the stomach of the Great
Lakes. We are one of the real indicators of the health of the Great
Lakes, because [whatever flows through those channels] goes through
our community....We can’t prove a direct connection [between our
health problems and] the contaminants in the water. All the govern-
ments and agencies are always looking for the dead bodies or the two-
headed babies, and that is unfortunate because we can’t produce that
right now. But our community knows there is a direct connection
[between our health] and the pollution in the river.

Dean M. Jacobs

Walpole Island Heritage Centre
Sarnia, Ontario, 10 May 1993

The problem of stimulating action to protect the environment surround-
ing Aboriginal communities, whether for health or other reasons, begins with
the issue of control. Aboriginal people have very little say in the management
of lands and resources that affect their health and well-being. Not only are they
prevented from exercising responsibility for the environment on their own
behalf, they must struggle to make sense of a confusing map of governmental
departments and agencies that might (or might not) have that responsibility. Such
confusion is common with regard to issues affecting Aboriginal people. With
responsibility divided between governments and among government depart-
ments, there is ample opportunity for buck-passing and failure to act. In the case
of environmental health issues, the general problem of defining the segments of
the Aboriginal population to whom government support and intervention pro-
grams apply is compounded by the fact that responsibility for the environment
is itself divided among federal, provincial and territorial governments.

Environmental problems that are fully contained within reserve boundaries
are generally taken to be the responsibility of the federal government. Since the
early 1960s, medical services branch has funded a corps of environmental health
officers responsible for inspecting buildings and infrastructure facilities on
reserves (for example, water and sanitation systems) and reporting any related
adverse health and environmental effects. Unfortunately, however, there is no leg-
islative or program mechanism to remedy such adverse effects. Each issue that
comes up requires ad hoc action to investigate the problem, decide what can be
done about it, and take remedial or compensatory steps. Since there is no estab-
lished program, there is no budget line to cover such costs. Each case requires a
special submission to Treasury Board and faces an uphill battle for approval.**®

If an environmental problem on-reserve is sufficiently serious, or if its
causes or consequences involve lands and people off-reserve (as in the cases of
Grassy Narrows and White Dog and Akwesasne), provincial or territorial author-
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ities must become involved. This further complicates the route to solutions. All
provincial and territorial governments have monitoring, investigation and
enforcement capacities designed to protect their citizens from the effects of
environmental hazards, but not all recognize reserve communities as eligible for
the protection provided by their legislation. Sometimes, an intergovernmental
or inter-ministerial committee investigates. Such bodies generally lack the
authority or mandate to make judgements and prompt remedial action. At
other times, no such co-operation takes place, and those affected by the prob-
lem bounce between competing agencies, none of whom have authority to act.
To prevent or limit negative impacts from proposed new land uses, includ-
ing those on health, all Canadian governments have discretionary mechanisms for
environmental assessment and review in advance of development. No equivalent
mechanism exists at present within the terms of self-government agreements to
enable First Nations, Inuit and Métis people to control environmental impacts on
their lands. Nor are the avenues for their participation in federal, provincial and
territorial review processes either clear or satisfactory. The situation as it stands offers
Aboriginal people no reliable means of protecting themselves from existing or
potential health hazards. Clarity requires that all governments, in consultation with
Aboriginal peoples and their organizations, develop written policies to

* specify the responsibilities of each level of government to provide environ-
mental protection to Aboriginal people on and off reserves;

e establish guidelines for investigating problems that affect the health of
Aboriginal lands and people, for rectifying those problems and for com-
pensating victims; and

e define the extent of Aboriginal participation in preventive, investigatory and
compensatory hazard assessment procedures at the provincial, territorial

and federal levels.

Detailed discussion of jurisdiction and management regimes governing
land appears in Volume 2, Chapters 3 and 4. In Volume 4, Chapter 6 we pro-
pose a model of environmental stewardship that, although especially relevant to
the territories, is a useful model for land management everywhere. In this chap-
ter, we wish to make the point as strongly as possible that the regulation of envi-
ronmental impacts is as much a health issue as it is an economic issue.

Without a clear and dependable regulatory framework to help Aboriginal
nations protect the environment, some communities have taken their own initia-
tives to protect the natural resources on which they depend. The Six Nations of the
Grand River (Ontario), for example, have established a multi-disciplinary natural
resources department to develop a sustainable natural resource base according to
Aboriginal needs and values and to protect it for all time.*" The Mohawk Council
of Akwesasne has had an active environmental department for almost 20 years.”"!
The First Nations of British Columbia are establishing an Indian water rights
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commission to provide support and expertise to communities that identify clean
and productive water issues as important to them.** The Eskasoni First Nation in
Nova Scotia is developing a plan to take control of its resources and environ-
ment.””> We take the position that, for Aboriginal people to develop and exercise
responsibility for the health effects of the use and misuse of lands and resources, they
must gain greater authority over their own lands and be included routinely as an
interested party in land use planning for the territory that affects them.

1.5 Conclusion
In this brief investigation of the burden of ill health borne by Aboriginal people,

we have seen that the problems are many, serious and persistent. Notwithstanding
that medical services are now delivered to Aboriginal people even in the remotest
parts of the country and that some causes of morbidity and mortality have been
brought under control, the gap in health and well-being between Aboriginal and
non-Aboriginal people remains. It extends from physical ill health to social, emo-
tional and community ill health. When we examine its patterns and dynamics
over time, we are forced to conclude that, no matter which diseases and prob-
lems of social dysfunction are plaguing Canadians generally, they are likely to
be more severe among Aboriginal people.

We have no doubt that Canadian governments have made and are con-
tinuing to make genuine efforts to improve the health and well-being of
Aboriginal people. However, as we have shown here, the current system of ser-
vices does not adequately address the causes of disproportionate rates of illness
and dysfunction. The system’s assumptions about Aboriginal health and well-
being and how to promote them are-wrong for the job.

Next, we examine the assumptions about health and wellness held by
Aboriginal people themselves and establish their congruence with emerging
insights from the field of population health (epidemiology). From this analysis we
derive a new set of guidelines for health policy and action that are right for the job
of restoring well-being to Aboriginal people, their nations and communities.

2. TowaArRD A NEw ABORIGINAL HEALTH AND
HEALING STRATEGY

The preceding analysis showed that the factors contributing to ill health of
Aboriginal people stem not from bio-medical factors, but from social, economic
and political factors. Given the many causes of Aboriginal ill health, Commissioners
are convinced that the problem-by-problem approach of Canada’s health care
system is not adequate; it does not address underlying causes and cannot trigger
the fundamental improvements in life circumstances that Aboriginal people need.
Nor can very much difference be made simply by providing ‘more of the same’ —

-"E



202 GATHERING STRENGTH

.I

more money, more services, more programs. Such responses would indeed help
some individuals in poor health, but this will not stem the flow of ill and dys-
functional Aboriginal people to fill up the spaces left by the newly cured.

Although we were greatly disturbed by the evidence of continuing ill
health in Aboriginal communities, we were also encouraged by the energy and
imagination with which many Aboriginal people are tackling their health and
social problems. They know what ails them. In testimony and consultation, they
offered a critique of existing health and social services and proposed alternative
ways of making progress toward health and well-being. They are already acting
on those ideas in some communities.

Commissioners were struck by the fact that many of the insights of traditional
values and practices echo those at the leading edge of new scientific ideas on the
determinants of health and well-being. We believe that there is, at the meeting
point of these two great traditions — the Aboriginal and the bio-medical — real
hope for enhanced health among Aboriginal people and, indeed, enhanced
health for the human race. For Aboriginal people, the conviction that they have
a contribution to make is deeply held and a source of strength. In the analysis
that follows we show the solid ground on which this belief stands.

2.1 Aboriginal Perspectives on Health and Healing

Aboriginal people have not been passive in their dealings with Canada’s system
of health and social services. They have struggled to make it work and in doing
so have developed a critical analysis of its failings. Many Aboriginal people say
they have never had access to enough services that are sensitive to their unique
history and needs. At a deeper level, they say the system is incapable of deliver-
ing health and well-being to Aboriginal people and that more of the same will
not alter this fact. Many who spoke to us argued that strategies for health that
originate from within Aboriginal cultures are the key to restoring well-being
among Aboriginal people. The critique of existing service systems and the affir-
mation of the relevance of Aboriginal traditions of health and healing were con-
sistent refrains in our hearings and research. We highlight here five main themes,
often intertwined, in the scores of presentations we heard.

The demand for equal outcomes

The starting point for many presentations was that there is no equality of health
status and social outcomes between Aboriginal and non-Aboriginal people. The
findings reported earlier in this chapter amply demonstrate the truth of this con-
tention. This is not just an abstract finding; Aboriginal people see the human
consequences of unequal risk, unequal rates of illness, social dysfunction and
inadequate services, and they measure the cost in the ill health and unhappiness
of their neighbours, families and themselves.
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The fact that Aboriginal people suffer an unequal burden of ill health in a
country that espouses ‘equality for all is an outrage to many Aboriginal people. We
believe it should be equally unacceptable to all Canadians and their governments.

The last two decades have witnessed the emergence of overwhelm-
ing health problems [among our people], such as cardiovascular dis-
ease, respiratory disease, renal disease, poor nutrition, cancers, dental
caries, ear-nose-and-throat infections, high risk pregnancies, birth
anomalies, multiple mental illnesses, poisonings and injuries, com-
municable diseases, and the re-emergence of tuberculosis. Any dis-
ease category related to the First Nations is two to three times higher
than the national figures....

The federal government has had [years] to provide hospital and
health services to the First Nations communities. Unfortunately, we
are still facing Third World health conditions.

Nellie Beardy
Executive Director, Sioux Lookout Aboriginal Health Authority
Sioux Lookout, Ontario, 1 December 1992

The average Canadian...is unaware of the degree of ill health in the
Aboriginal population in Canada. It is a fact that in many areas of
this country, the health of Aboriginal peoples is equivalent to poor
Third World standards.

Dr. Chris Durocher

Yukon Medical Association
Teslin, Yukon, 27 May 1992

[There is an] epidemic of substance abuse and hopelessness that
envelops our young people and results in the highest suicide rates
among [youth] in the nation today. Of the 200 to 275 deaths by
injury and poisoning that have occurred among First Nations in the
last decade, fully three-quarters were in the 10-year to 20-year age
group. Those deaths compare to the 65 to 70 deaths that occurred
in the same category nationally....

Fetal and infant death among First Nations babies was nearly
twice the national average reported since 1987. Once again the
social and economic factors of poor housing, lack of sewage disposal
and potable water, and poor access to health services were considered
factors in the higher rate. As well, the poor health of the mother,
inadequate nutrition and lack of pre-natal care, as well as the adverse
effects of drugs and alcohol, also contributed.

Tom Iron, Fourth Vice-Chief

Federation of Saskatchewan Indian Nations
Wahpeton, Saskatchewan, 26 May 1992
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Canadians enjoy homes with a lot of rooms, [complete] with full fin-
ished basements, water and sewer facilities, central heating, infra-
structure to support the community. In Fort Albany, I have
80-year-old elders that struggle to get water from [outside] sources
of water, standpipes as we call them. I have them struggling in 40-
below weather to empty sewage pails in the places where they can
empty them. I have them sitting in houses that are sitting on the
ground without a proper foundation, subjected to frost, cold, wind,
made of plywood substandard housing....They are not living like
Canadians. We can only ask that we be allowed to live like Canadians.

Chief Edmund Metatawabin

Fort Albany First Nation
Timmins, Ontario, 5 November 1992

In addition to the gap in health and social outcomes that separates
Aboriginal and non-Aboriginal people, a number of speakers pointed to inequal-
ities between groups of Aboriginal people. Registered (or status) Indians living
on-reserve (sometimes also those living off-reserve) and Inuit living in the
Northwest Territories have access to federal health and social programs that are
unavailable to others. Since federal programs and services, with all their faults,
typically are the only ones adapted to Aboriginal needs, they have long been a
source of envy to non-status and urban Indians, to Inuit outside their northern
communities, and to Métis people. Further, as we discuss at greater length in
Volume 4, some Aboriginal women told us that health and social issues are given
a back seat to the ‘hard issues’ of politics and economics by local (male) leader-
ship — to the detriment of all, particularly women and children:

Women [have been] doing a lot in their communities...but they
have been meeting a number of obstacles year after year after year,
and it comes from the top. In the communities, who are the leaders?
Well, mostly men. They do not have the political will [to address our
concerns]....Our concerns are with the social problems of this soci-
ety, and it doesn’t [stop] with Aboriginals. It covers the whole soci-
ety in Canada. They are just not a priority for the governments, the
different governments or the different representative groups out
there. I think women now have to...hold their politicians...a little
more responsive to the social needs.

Margaret Eagle

Native Women’s Association
Yellowknife, Northwest Territories, 7 December 1992

Pauktuutit’s role in publicly addressing such issues as family violence,
child sexual abuse, sexual assault, AIDS and numerous other health and
social issues has reinforced the perception that these things fall into the
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female sphere of influence. This is not bad in itself, but it means that
there is incredible pressure on individual women and the organizations
which represent them to right the wrongs and heal the wounds that
three decades of change have brought to the North....In spite of this,
Inuit women are still under-represented in leadership positions. This is
particularly true in relation to issues which are seen as falling more nat-
urally into the male sphere of influence — that is, land claims, economic
development, self-government, renewable resource management.
Martha Flaherty

President, Pauktuutit
Ottawa, Ontario, 2 November 1993

Our voices as women for the most part are not valued in the male-
dominated political structures.... The Aboriginal leadership is fond of
saying that our children are our future. Is there an understanding of
what is demanded by that belief? If our children are to have a future,
the time is now to reshape the political agenda. We say this to the
leaders of First Nations: Assess the status of children in our society,
what are their real needs. For the first time in the history of the
Indian Actleadership, define an agenda that will address the real con-
ditions of our children and families in our society.

Marilyn Fontaine

Spokesperson, Aboriginal Women’s Unity Coalition
Winnipeg, Manitoba, 23 April 1992

The belief in interconnectedness

Other presentations focused on solutions. The idea brought forward perhaps
most often was that health and welfare systems should reflect the interconnect-
edness of body, mind, emotions and spirit — and of person, family, community
and all life — which is essential to good health from an Aboriginal point of view.
Further, this reflection should be substantial, not simply rhetorical.

Classic Aboriginal concepts of health and healing take the view that all the
elements of life and living are interdependent and, by extension, well-being flows
from balance and harmony among the elements of personal and collective life:

The Native concept of health...is said to be holistic because it inte-
grates and gives equal emphasis to the physical, spiritual, mental and
emotional aspects of the person. The circle is used to represent the
inseparability of the individual, family, community and world....The
circle (or wheel) embodies the notion of health as harmony or bal-
ance in all aspects of one’s life....[Human beings] must be in balance
with [their] physical and social environments...in order to live and
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grow. Imbalance can threaten the conditions that enable the
person...to reach his or her full potential as a human being.”*

The Aboriginal concept goes beyond the conventional wisdom of bio-med-
icine, which focuses on the human organism and its symptoms of dysfunction.

For a person to be healthy, [he or she] must be adequately fed, be edu-
cated, have access to medical facilities, have access to spiritual com-
fort, live in a warm and comfortable house with clean water and safe
sewage disposal, be secure in their cultural identity, have an oppor-
tunity to excel in a meaningful endeavour, and so on. These are not
separate needs; they are all aspects of a whole.
Henry Zoe
Dogrib Treaty 11 Council

Member of the Legislative Assembly
Yellowknife, Northwest Territories, 9 December 1992

Being alcohol-free is just the first stage [in becoming healthy]. The next
level is healing the mind and then the soul....If we begin with ourselves,
then we can begin to help our families...and our communities.

Eric Morriss
Teslin Tlingit Council
Teslin, Yukon, 26 May 1992

The western notion the body is expressed in a metaphor [that] holds
that the body is a machine....Scientific thought distinguishes the body
from the person, establishes a dichotomy between the body and the
spirit, and separates the individual from the human and physical
environment....

The Inuit vision of the body offers a holistic vision of the individual
and his or her unity with his/her surroundings, a part of a whole that
draws its meaning from the relationships that the human being enter-
tains with whatever is living and whatever surrounds him or her....It is
a model that is characterized by its continuity with the environment....

From the different representations of the body follow certain
notions of health and illness, certain practices and behaviour, certain cus-
toms and conduct in restoring and maintaining health. [translation]

Rose Dufour
Laval University Hospital Centre
Wendake, Quebec, 18 November 1992

As these speakers described it, interconnectedness is a philosophical con-
cept. But others described it as a practical idea with concrete implications for the
design and delivery of medical and social services:
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For a number of years, we had been receiving more and more spe-
cialists trained in medicine, in nursing, in mental health. But even
though more and more health and social services were being put into
place, we had more and more sick people. New specialists arrived,
and they kept finding that we had new illnesses....Self-help groups
are now beginning to emerge and share their knowledge of traditional
healing, because modern medicine does not heal the whole person.
[translation]
Danielle Descent
Director, health and social services

Innu Takuaikan Council
Sept-Iles/Mani-Utenam, Quebec, 20 November 1992

Government funding systems are presently administered by special-
ized departments...which address very narrowly defined social prob-
lems. Examples of this would be programs for violence against
women as opposed to family violence. Or alcohol and drug abuse
programs as opposed to a more overall program designed to address
all of the related problems that accompany alcohol and drug abuse....
This means that there is no [long-term program for] solving the
social problems, and [short-term programs] are vulnerable to polit-
ical bandwagons. It is our recommendation that the Royal
Commission on Aboriginal Peoples recommend programs and pro-
gram funding sources that are more generic and can deal with the
social problems in a more holistic, rather than specialized way.

Bill Riddell

Baffin Regional Council

Tuvvik Committee on Social Issues

Iqaluit, Northwest Territories, 25 May 1992

I don’t believe that education, economic development, recreation,
health, job creation and all of these programs can work in isolation
of one another, and yet sometimes that happens in our Native com-
munities.

Tom Erasmus

Alberta Mental Health Association
Lac La Biche, Alberta, 9 June 1992

These speakers and many others articulated a vision of health care in
which each person is considered as a whole, with health and social problems that
cannot be cured in isolation from one another, and with resources for achiev-
ing health that come not just from expert services but also from the under-
standing and strength of family, community, culture and spiritual beliefs. It is
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a vision quite different from that of mainstream health and social services,
which tend to isolate problems and treat them separately. To operate on the basis
of their vision, Aboriginal people told us they would have to take control of pro-
grams and services more completely than has been possible to date.

The transition from dependency to autonomy

The legacy of enforced dependence on (or, in the case of Métis people and non-
status Indian people, neglect by) the Canadian state has left most Aboriginal
nations without the levers of authority and control over health and social ser-
vices that Canadian provinces and communities take for granted. (The issue of
a transition from dependency to self-control is discussed with particular refer-
ence to the North in Volume 4.) Health transfer agreements (and the terms of
the few existing self-government agreements) have begun to change the picture
for some, but for the most part they work within systems that do not compre-
hend their deepest needs and within programs that they did not design and that
do not reflect their priorities. Many believe that the consequences of dependency
and lack of control have been disastrous:

During the inquiry [into the accidental death of six Innu children in
a house fire], we listened to each other speak about the impact that
the government, the church, the school, the [health and social ser-
vices] clinic and the police have had on our lives. Many of the people
expressed the belief that we have lost too much by giving over power
to these non-Innu organizations. If we are to have a future, we feel
that we must be the ones who begin to take responsibility for such
things in our lives once again.

As one of the couples in our village said during the inquiry, in
the past, we were like we were asleep. White people were doing
everything for us. We thought white people knew everything, but we
were wrong. The advice they gave us never worked.

Chief Katie Rich

Innu Nation

Sheshatshiu, Newfoundland and Labrador, 17 June 1992

Often programs set up by Health and Welfare Canada to serve
Aboriginal communities cause more harm than relief. Typically,
these programs are imposed on Aboriginal communities without
consultation and research to best address Aboriginal needs and
values. In addition, the large overhead bureaucracy in Ottawa and...in
the province[s] consume a major share of the resources available, leav-
ing Aboriginal communities the task of managing foreign programs
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with inadequate funding. The design of health services for Aboriginal
communities [should be done by] Aboriginal people.
Sophie Pierre

Ktunaxa/Kinbasket Tribal Council
Cranbrook, British Columbia, 3 November 1992

In our treatment centre we cannot say what [our money] can be spent
on. The government tells us what it should be spent on....For
instance, the government would probably not respect us for using our
own traditional medicines within the treatment setting, but those
kinds of things [are what work]....It would be nice to see some flex-
ibility in some of these funding schemes. I think we are capable of
designing the programs that we feel suit our clients.

Paul Nadjiwan

Weendahmagen Treatment Centre

Thunder Bay, Ontario, 27 October 1992

There are many examples we see in small communities where Native-
run community health groups are very successful. That is because
they are Native-run.... There is no way we can cross that. It is unre-
alistic for us, no matter how good-hearted we [non-Aboriginal care-
givers] are, to think we can cross it.

Dr. David Skinner

Yukon Medical Association
Teslin, Yukon, 27 May 1992

Aboriginal people told us that control will permit them to redesign health and
social programs to more fully reflect their values and diverse cultures. Earlier in
this chapter, in relation to the problem of compliance, we indicated how effec-
tive culture-based programming can be.

The need for culture-based programming

It is often pointed out that much of the content of Aboriginal cultures has been
lost and that the dominant non-Aboriginal culture has been absorbed by
Aboriginal people. This is true, but to exaggerate this point is to miss one of the
central facts of Aboriginal existence: Inuit and the First Nations and Métis peo-
ples of Canada are unique peoples, and they are determined to remain so.
Traditional norms and values, though changed and constantly changing, retain
much of their power. Often, the ideas and practices of the dominant culture —
in health and social services and in all fields — simply fail to connect with
Aboriginal feelings, Aboriginal experience and Aboriginal good sense. Better con-
nections come from within. In fact, as several speakers told us, it is often the most
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distressed and alienated Aboriginal people who find the greatest healing power
in the reaffirmation (or rediscovery) of their cultures and spirituality.

Even if the insights and practices of Aboriginal cultures were to add noth-
ing to the health of Aboriginal people (which we think highly unlikely), they

claim the right to find out for themselves:

I want the rest of the country to recognize that there is more than

one way to heal. Social workers and medical people have to realize
the validity of our ways. Your way is not always the right way.

Sherry Lawson

Native Education Liaison Worker, Twin Lakes Secondary School

Chippewas of Rama First Nation
Orrillia, Ontario, 13 May 1993

The only way for our people to heal is to go back to those original
instructions that were given to us, go back to the sacred fires, go back
to the wisdom and knowledge that was given to us, and apply that
to our lives today.

Alma Brooks

Wabanaki Medicine Lodge
Kingsclear, New Brunswick, 19 May 1992

It must be clearly understood that, when dealing with First Nations
people, whether it be in education or with health, it must be in the
context of the culture, whatever that culture may be, or it is just
another form of assimilation.

Jeanette Costello

Counsellor, Kitselas Village Drug and Alcohol Program
Terrace, British Columbia, 25 May 1993

Aboriginal people told us that the choice and flexibility inherent in the idea
of cultural appropriateness should recognize the diversity among Aboriginal peo-
ples as well. Just as non-Aboriginal approaches to health and healing are not nec-
essarily right for all others, so too the programs and services developed by one
Aboriginal nation may not necessarily be right for others. Métis people and Inuit,
for example, strongly object to the imposition of programs designed for or by
First Nations:*"’

The Métis Addictions Corporation of Saskatchewan exists because
we are recognized as a separate people, culturally different from
both the dominant society and the Indian people, but we have been
denied the resources we need for our own research and development,
so we have used models of treatment borrowed from the dominant
society [and] of those developed by and for Indian people. Neither

are culturally appropriate for us.
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A clinical one-to-one approach does not work well for us,
[because] we cannot divorce the healing of individuals from the
healing of families and communities. Indian people often find spir-
itual wholeness in a return to their traditional ceremonies. That
rarely works for us. Traditionally, our people were Roman Catholic
or Anglican....We desperately need the resources, money and man-
power to develop our own culturally appropriate programs.

Winston McKay

Meétis Addictions Corporation of Saskatchewan
La Ronge, Saskatchewan, 28 May 1992

We found that Inuit women or Inuit communities need different
solutions [to problems of violence] because of culture, different
beliefs and isolation, and [because] there are hardly any programs or
facilities in Inuit communities. That's why we decided to have dif-
ferent solutions, a different section for Inuit [in the report of the
Canadian Panel on Violence Against Women)]. But it was very hard
for me to try to get the Inuit section, because I was lumped with
other Aboriginal groups all the time. I fought and fought and fought.
I kept saying...”I am not like other Aboriginal people...I am not
white, I am not Indian, but I am Inuk.” I had to tell [the other mem-
bers of the Panel], it is like lumping Japanese and Chinese together
[to put all Aboriginal people in a single category].

Martha Flaherty

President, Pauktuutit
Ottawa, Ontario, 2 November 1993

Culture-based programming has become more widely accepted in the
human services field because of its effectiveness (and the welcome it has received).
More controversial is the idea that the physical, psycho-social and spiritual
healing methods of traditional practitioners might have direct applicability to
today’s health issues.

A new role for traditional healing

We believe that traditional cultures can — and should — act as a kind of source
book of ideas for reconceptualizing and reorganizing Aboriginal health and
social services. It is not a very big step from there to recognizing that traditional
healers can (and should) play a significant part in redesigned care systems.

A number of thoughtful speakers argued that traditional healing methods
and therapies can make two sorts of contribution: they are valuable in their own
right for their direct efficacy in treatment, and they contain ideas that can be
adapted to solve difficult problems in restoring whole health to Aboriginal
people. The attitude of these speakers was not revivalism but inquiry into the
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past. They spoke of applying old practices to new problems, of combining
them with western therapies in a spirit of experimentation and learning.

The majority of traditional healers were forced long ago to renounce their
practices (or to practise covertly) because of persecution by Canadian govern-
ments and Christian churches and contempt on the part of bio-medical practi-
tioners for their ceremonies, herbal treatments and other therapies. Newcomers’
disrespect was eventually mirrored in the feelings of most Aboriginal people
themselves. Yet, traditional practices never faded away completely. In the Peguis
First Nation, they are playing an increasingly important part in medical services
(see box).

Only a few healers came forward to speak to the Commission. They told
us of the ancient power of their traditions and of the interest in their work that
is growing all over the country:

It is with great concern that I present this brief for the protection and
preservation of our traditional and spiritual beliefs and culture. The
inherent right to practise our traditional beliefs was given to us
when the Creator first put the red man here on earth....In times of
great difficulty, the Creator sent sacred gifts to the people from the
spirit world to help them survive. This is how we got our sacred pipe,
songs, ceremonies and different forms of government. These were
used for the good health, happiness, help and understanding for the
red nation....[Each tribe] had our own sacred traditions of how to
look after and use medicines from the plant, winged and animal king-
doms. The law of use is sacred to traditional people today....

By the 1960s, traditional spiritual people were almost extinct
except for those who went underground. A lot of our traditional spir-
itual elders went to their graves with much knowledge. Since then
there has been a rebirth....[Even non-Aboriginal people] are coming
to traditional spiritual people for help.... The present health care
system is in a crisis and heading for financial collapse unless there are
alternatives. Traditional spiritual people want to create alternatives for
all people to get help.

Elder Dennis Thorne

Edmonton, Alberta
11 June 1992

David Newhouse told the Commission that rekindled interest in traditional
healing and its modern potential is part of a general restoration of respect for
Aboriginal ways:

Within the Aboriginal community, over the past decade particularly,
there has been a move to relearn the traditional ways and to move
these ways back to the centre of Aboriginal life....What is occurring
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Peguis Explores Cultural Roots

It was in the 1980s, after a period of intense social turmoil, that some mem-
bers of the Peguis First Nation community in Manitoba began explo-
ration of their fading cultural roots. Resulting interest in traditional
medicine encouraged a new openness among the few who sought to redis-
cover and follow its practices. It also aroused fierce opposition from those
who did not want to be branded ‘ignorant’ or reactionary — opposition that
is only now beginning to subside.

As awareness spread, more and more people began to ask for access
to traditional healers as part of the range of services provided by the local

- Health Centre. The Aboriginal nurse in charge of the centre agreed and

- sought financial help from Medical Services Branch to bring experienced
healers to Peguis (and to send clients to healers elsewhere). Travel costs and
related expenses became a special category within the Non-Insured Health

- Benefits Program. :

: Now, demand for a referral to the traditional healers who visit Peguis
is as high as 30 to 40 per month. Interest is particularly high among those
who suffer from emotional problems, including those related to alcohol and
drug abuse, violence and suicide. Their positive experiences have influenced
the community mental health program, which is experimenting with a
blend of traditional and western approaches to healing.

Source: Benita Cohen, “Health Services Development in an Aboriginal Community: The
Case of Peguis First Nation”, research study prepared for RCAP (1994).

is that today’s Aboriginal identity [is being] examined and deliber-
ately reconstructed to be as Aboriginal as possible....These recon-
structed identities will provide a solid foundation for experimentation
and perhaps change.

David Newhouse

Native Management Program, Trent University
Toronto, Ontario, 3 November 1992

Many speakers thought it possible that Aboriginal and western healing
methods might enrich each other, inspiring improved services and outcomes. The
precise relationship between the two systems is a matter of continuing debate
among Aboriginal people. Some see traditional healing as an adjunct treatment
service; others see it as a full partner with bio-medical and psychological thera-
pies; still others insist on it remaining an alternative service, completely separate
from western-style medicine and social services:
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How can effective health care be delivered to the Aboriginal nations?
I think what has to happen here is a common ground must be
reached by Aboriginal people and the western medical profession to
combine Aboriginal medical teachings and Western medicine in the
delivery of health care services to Aboriginal people.

Traditional healers must be recognized by the college of physi-
cians and surgeons in each respective province....Aboriginal people
talking to doctors, and taking a look at traditional healing methods,
traditional medicine, and putting it all together so that [we] can
deliver an integrated service to Aboriginal people that has the
Aboriginal component built in.

Harold Morin

Executive Director, Central Interior Native Health Society
Prince George, British Columbia, 1 June 1993

I want to be very clear that there are significant political differences
[about]...the issues of establishing a comprehensive health care deliv-
ery system which seeks to bring traditional medicine into the fold, so
to speak, as opposed to the view of bringing western medical know-
how into the healing circle....I believe that the ideal model is one
which aims to bring western medicine into the circle versus one that
aims to bring traditional healing into the western medical framework.
I believe that in choosing the latter we choose to give away our power.

Yvon Lamarche, RN

Treatment Co-ordinator, Georgian Bay Friendship Centre

Orillia, Ontario, 13 May 1993

What is clear is the interest of many in exploring the possibilities of the old
ways and co-operation between Aboriginal and non-Aboriginal healing tradi-
tions. We heard evidence that the application of traditional approaches has
already begun with statements of principles to guide Aboriginally controlled
health and healing services and the design of programs to promote psycho-social
healing from the effects of discrimination and oppression:

[We] believe it is important [for you] to have an understanding of
the values and principles that guide health and social services in
Kahnawake. These principles are based on the traditions of our
people and are supposed to govern all our relationships with the
world around us. They are the principles of peace, respect and a good
mind.

We also operate and advocate the traditional ethic of responsi-
bility. As I mentioned earlier, health is a responsibility given to us by
the Creator....It is up to us to ensure that we take care of what He
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has given us. It is important for us to deal with others in an honest

and forthright manner, always keeping in mind our responsibility to
our community. We believe health is one of those responsibilities.

Rheena Diabo

Health Consultation Committee

Kahnawake Shakotiitakehnhas Community Services
Kahnawake, Quebec, 5 May 1993

One solution that we in the Prince George Native Friendship Centre
have come up with is, we developed a Sexual Abuse Treatment Services
Program, otherwise known as the SATS program. What makes this such
a unique program is that we have taken the holistic approach to heal-
ing. We will be providing treatment to [the whole family]....We have
incorporated traditional and contemporary healing methods. For
example, sweats, smudging, healing/talking circles, ceremonial rites
versus art and play therapy, psychodrama, gestalt and psychotherapy.
Our traditional healing methods were very effective before European
contact. If they worked then, why can’t they work now?
Lillian George
Director, Sexual Abuse Treatment Services Program

Wet'suwet'en First Nation
Prince George, British Columbia, 31 May 1993

Defining the place of traditional healing and healers in future health services
is complex and challenging. We give it further consideration in Appendix 3A.

Conclusion

Throughout this chapter, we have referred to Aboriginal people’s ideas, innov-
ative programming and recommendations for system change, described in pre-
sentations, briefs and documents tabled at our hearings. We have seen that they
are part of a comprehensive analysis of what will restore health and well-being
to Aboriginal nations and their communities. It would seem reasonable to sup-
port many or most of the ideas we heard simply on the grounds that Aboriginal
people are likely to know best what will work in their own communities. We have
also found other reasons to support and build on the vision of health and heal-
ing presented to us by Aboriginal speakers: its concepts and understandings are
affirmed by the leading edge of scientific research on the determinants of health.

2.2 The Determinants of Health

For a long time, most Canadians have equated health with medical care. Doctors,
drugs, hospitals, and the research that informs them, get most of the credit for
keeping us free of disease and able to enjoy our increasingly long lives. We take
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for granted the achievements of the public health movement of the previous cen-
tury: clean water, safe food, reliable sanitation, safe houses and workplaces, and
public welfare. During the 1960s, the idea that individual health behaviour
choices contribute to good or ill health started to take hold. Personal decisions
— whether to smoke, eat well, use alcohol and drugs, keep fit and fasten our seat
belts — have been found to play a large part in preventing ill health and encour-
aging wellness. In fact, health policy in Canada today is concerned mostly with
maximizing those two factors: access to sophisticated bio-medical treatment and
healthy lifestyle choices.*"®

Now, a new idea has been gaining force — one with the potential to trans-
form our understanding of what makes people healthy. Research indicates that
several other factors are probably more significant than the public illness care
system and private lifestyle choices in determining health:

* wealth, poverty and other economic conditions;
* social, psychological and spiritual well-being;

* environmental conditions; and

* genetic inheritance.

One of the main reasons to rethink the determinants of health is the
research finding that, beyond a certain baseline, high levels of expenditure on
illness care services do not yield corresponding levels of improved health.*"
Furthermore, the countries that spend the most money on illness care do not
have the healthiest people. The United States and Canada have the highest
levels of expenditure, but Japan, Sweden and Finland have lower morbidity rates
and higher life expectancy.”'®

Analysis of these differences suggests that medical care, important as it is,
is only one element in a complex picture of interdependent factors that deter-
mine health and well-being. Aaron Wildavsky has summarized the limits of the
bio-medical model of ill health and how to treat it in this challenging way:

According to the Great Equation, medical care equals health. But the
Great Equation is wrong. More available medical care does not equal
better health. The best estimates are that the medical system (doc-
tors, drugs, hospitals) affects about 10% of the usual indices for mea-
suring health: whether you live at all (infant mortality), how well you
live (days lost to sickness), how long you live (adult mortality). The
remaining 90% are determined by factors over which doctors have
little or no control, from individual lifestyle (smoking, exercise,
worry), to social conditions (income, eating habits, physiological
inheritance), to the physical environment (air and water quality).
Most of the bad things that happen to people are beyond the reach

of medicine.?"’
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For brevity, we will use the phrase ‘the new determinants of health’ to refer
to the non-medical factors listed by Dr. Wildavsky. Those working on the new
determinants of health point out that the old determinants — public health (san-
itation, food and water quality, housing conditions) and basic medical care —
must exist at a minimum standard to ensure health. In addition to this, how-
ever, another set of factors must be considered. Among the new determinants
of health, four are especially significant for public policy and the reform of
Aboriginal health and wellness systems: economic factors, social factors, emo-
tional factors and environmental factors.

Economic factors

The most powerful argument for thinking differently about the determinants of
health is found in economic analysis. Major studies dating back 20 years and
more have shown that population health gains in the nineteenth and early
twentieth centuries were attributable in large part to the expansion of the middle
class and the resulting spread of such amenities as soap, window glass, fresh nutri-
tious food, and the ability to buy them.?** Today, the socio-economic status of
individuals (their wealth or poverty and their social class position) is still a good
predictor of life expectancy and the incidence of illness.”*'

The general prosperity of a nation also affects the health status of its
people.””” More important, the distribution of income within a country is asso-
ciated with health status. Simply put, wealthy countries that have a relatively
equitable distribution of income (for example, Japan) enjoy higher health status
than countries where wealth is distributed less equitably (for example, the
United States) — despite the fact that the United States spends twice as much as
Japan on medical services per capita.””> Countries where poverty abides, despite
the wealth of the country as a whole, do not achieve the most favourable stan-
dards of population health. Thus, it appears that living in the just society — a soci-
ety where wealth and life chances are equitably distributed and the quality of life
is reasonably high for everyone — is good for your health.

The availability of jobs also contributes to health. Unemployment has been
correlated with mental and physical ill health and with early death.”” One
Canadian study found that the unemployed reported more anxiety, depression,
visits and phone calls to doctors, and days in hospital than did the employed.*”
The high level of stress associated with unemployment appears to be the expla-
nation. The human ‘stress response’ triggers physiological imbalance, such as
increases in blood pressure and blood lipids. Further, it is associated with behav-
ioural risks to health such as increased rates of smoking, drinking, drug taking,
and the consumption of so-called ‘comfort foods’ with their high content of fats
and sugars. Stress (from any cause) is also known to depress the immune

system.226
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Social factors*”

Those who do have jobs face risks to health as well — and not just the health and
safety hazards associated with certain kinds of work. The famous Whitehall stud-
ies of the health of British civil servants found that, even among those fully
employed in physically ‘safe’ white collar work, health status differed by rank and
seniority. The closer people were to the top, the healthier they were.”*

Upon investigating further, Dr. Leonard Syme, a professor at the University
of California at Berkeley, reported that he found “a similar gradient almost
everywhere in the world and for virtually every disease that has been stud-
ied”.*” Those with the most power and authority were least likely to become ill.
But why? Syme was struck by the fact that people farther down in the organi-
zational hierarchy are less able to make their own decisions about work and life
demands than those higher up. They are not in control of critical factors that
affect their jobs and thus, their daily lives. He concluded: “The only hypothe-
sis that I have been able to come up with is that as one moves down the social
class hierarchy, one has less control over one’s own destiny.” In Syme’s view, the
absence of control explains a portion of ill health.

In our view, the issue of control is more than a work-related issue. If pow-
erlessness at work is a factor in individual health status, it is reasonable to sup-
pose that powerlessness in other areas of life may also lead to illness. Indeed, in
his review of studies of this issue, Gus Thompson reports that

Personal attitudes such as optimism, assertiveness, and a belief that one
can control one’s environment are associated with lowered incidence of
a variety of illnesses (major and minor). The reverse is true for those who

are accepting of events, pessimistic, passive and compliant.”

Thompson is speaking about individual health outcomes, but we must also con-
sider the probable effects of powerlessness on population health outcomes.
Commissioners have concluded that the lack of economic and political control
that Aboriginal people continue to endure, both individually and collectively,
contributes significantly to their ill health.*”!

In addition to issues of control, a second set of social factors increasingly
found to have significant health effects is the events of early childhood. One lead-
ing researcher put it this way:

Rapidly accumulating evidence is revealing an impact of childhood
experiences on subsequent health, well-being, and competence which
is more diverse, profound and long lasting than was ever understood
in the past.””

Observation throughout the ages has revealed that if animals or people are
raised without adequate nurturing and affection, they do not thrive.*” New
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insights from the neuro-sciences show that the stimulation people receive in
childhood, when the brain is at its most ‘plastic’, affects behaviour, cognition,
competence and the development of coping skills.”* It appears that early child-
hood stimulation and complex experience actually build the biological (neural)
pathways that encourage these aspects of development and thus contribute to
variations in health status.””

Even what happens in the womb is important. As discussed earlier, babies
born with low birth weight (LBW) are at risk for physical and learning disabili-
ties, increased rates of disease and premature death. LBW babies are more com-
monly born to women who are young, single, poor and who have below-average
education, suggesting that social rather than medical factors are at work.?*° This
profile applies disproportionately to Aboriginal women, whose risk is thus more
difficult to eliminate.

Emotional and spiritual factors

The Canadian health care system approaches mental health with some unease;
conditions such as depression and substance abuse are often ineligible for cov-
erage under medical insurance plans — unless they are classified as ‘diseases’ and
treated at least in part by medication. The complex relationships linking the
mind, body and spirit are barely acknowledged, even in relation to these con-
ditions. Nevertheless, there is growing evidence that psychological factors play
a complex role in determining health.

The ill health effects of major life trauma are now well established.”’
Heart attack victims, for example, are often found to be suffering from severe
stress, such as the death of a loved one or an instance of personal danger.
Similarly, people who have just lost spouses are more likely to die suddenly than
a matched sample of the same age.””® Other evidence suggests that people who
choose to struggle against life-threatening diseases and receive the support of psy-
chotherapy and group therapy live longer than people with similar illnesses
who receive no such support.””” Still other studies have established firm con-
nections among stress, personality type and the onset of heart disease.”*
Conversely, the ability to cope well with stress is associated with the ability to
achieve metabolic control over diabetes.*!

The precise explanation for these findings is not known. However, what
is clear is that the mind and body are in direct communication through neuro-
biological links involving the hormone and immune systems. In fact, whole new
areas of scientific research are charting the pathways that connect mental and
emotional functioning with biological functioning. Two examples are psycho-
neuroimmunology and psycho-neuroendocrinology. These fields are beginning
to show how physical functioning and resistance to disease can be affected by
feelings and perceptions — that neurological systems ‘talk’ to the immune systems

-"5
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through the endocrine system in ways that affect resistance to disease and the
functioning of vital organs.**

In times of high stress, including periods of grief, depression or anger,
changes in hormone production seem to depress the immune system, leaving a
person increasingly vulnerable to invasion by disease organisms — and perhaps
to careless or high-risk behaviour as well.*** We have argued elsewhere that
grief, depression and anger are endemic in Aboriginal life. On the basis of the
research cited here, the restoration of whole health depends on effectively
addressing their causes.

Environmental factors

For many years, the focus on high tech medicine and drug therapies to control
disease masked the links between the health of the earth and that of its human
inhabitants. Recently, however, that relationship has come back into focus. We
have come to realize the extent of the damage borne by the natural systems essen-
tial to life on earth. We have come to understand that the health of the air, water
and soil — not only in our own backyards, but in the vast world to which we are
ever more closely connected by global patterns of food and commodity pro-
duction — matters greatly to our own health.

In addition, the built environment of human communities and shelters has
its own health hazards, just as it did in the nineteenth century when the cham-
pions of public health first fought for enforceable standards of housing quality,
sanitation, and food and drinking water quality. New concerns are the effects of
indoor air quality and the conditions leading to accidental injury and death. We
discussed environmental health earlier in this chapter. We expect that the great
sensitivity of many Aboriginal people to this dimension of well-being will lead
to breakthrough ideas and programs in the coming era of Aboriginal self-man-
agement in health and wellness.

2.3 Two Great Traditions of Health and Healing

Commissioners see a powerful resonance between the findings of bio-medical
researchers and Aboriginal philosophies of health and well-being. Principles of
health and healing long held by indigenous cultures are now being confirmed
by scientific research. Penny Ericson, speaking for the Canadian Association of
University Schools of Nursing, made a similar observation:

The current paradigm shift in health care confirms what Aboriginal
people have always believed about health and healing. For example,
Primary Health Care is the World Health Organization’s framework
for health care in today’s society....The principles of Primary Health
Care are similar to those of the Circle of Life or the Medicine Wheel,
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which have served as a guide for health care for generations of some
of Canada’s Aboriginal people.

It is powerful for Aboriginal people to realize that one of their
traditional approaches to health is now viewed as progressive and cru-
cial by health care educators and policy planners within the United
Nations and in Canada. The partnership between consumer and
health care worker that underlies the teachings of Primary Health
Care ensures a powerful bridge between traditional values and health
care initiatives. The interplay of the physical, emotional, social and
spiritual for achieving well-being has long been inherent in the
Aboriginal health paradigm and is now appearing as a stated value
in health care teaching in Canada.

Penny Ericson
Dean of the Faculty of Nursing
University of New Brunswick

Canadian Association of University Schools of Nursing
Moncton, New Brunswick, 14 June 1993

We identified several areas of convergence between Aboriginal concepts of
health and those of mainstream health sciences. The first is at the heart of both
discourses: the idea that true health comes from the connectedness of human sys-
tems, not their separate dynamics.*** We have already described the Aboriginal
concept of the circle that links body, mind, emotions and spirit and each indi-
vidual to the community and the land in which the human being is rooted. The
cumulative research on health determinants agrees. It paints an increasingly com-
plex picture of the impacts on physical health of disturbances in the mind, emo-
tions or spirit. ‘Health’ is the total effect of vitality in and balance between all
life support systems.

The second common theme is the awareness that economic factors (per-
sonal and community poverty or comfort) play a particularly important role in
determining health. Community living conditions identified as critical by nine-
teenth-century public health advocates are a vital component of this thread. We
discussed both earlier in the chapter.

A third converging theme is that of personal responsibility. In the health
determinants field, this theme has taken two forms. One is the idea that personal
health choices matter, and that we can all make a difference to our future health
status by stopping smoking, reducing alcohol intake, eating properly, exercising
regularly and so on. Added to this is the idea that medically trained experts are
not the only ones with insight into health and wellness — that, in fact, the final
judge of our well-being can only be ourselves. In the Aboriginal view, collective
responsibility is also significant. Many speakers told us that solving health and
social problems must become the responsibility of Aboriginal people taking
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action together, and that individual self-care must be matched by community
self-care.

A fourth converging theme is the Aboriginal idea that the essence of good
health is balance and harmony within the self and within the social and natural
environments we inhabit. This idea is echoed in scientific studies of the role of stress
in determining health and illness. Harmony and stress are opposing ends of a con-
tinuum: at one end, stress and ill health; at the other, harmony and good health.

A final converging theme is the importance of childhood. We have cited
a great deal of evidence that health status, good or bad, begins in childhood —
even before birth. The experiences and quality of life of Aboriginal children and
youth have long-term implications for health, most dramatically in the case of
abnormal birth weight, fetal alcohol syndrome and poverty, but also in relation
to accident, injury and disability. Aboriginal people know the importance of a
happy and healthy childhood as the foundation for life and of healthy children
as the foundation of a people.

One area where convergence is still weak is in relation to the role of spir-
ituality and the connection between people and the natural world. Non-
Aboriginal definitions of health are beginning to recognize this dimension;
Aboriginal people have always held that spirituality is central to health. Indeed,
we were told more than once that, in terms of understanding the human spirit,
Aboriginal people and their traditions have much to offer the world:

In the last 20 years there has been an increased effort to understand
the psychology of the human being....Western consciousness has
now incorporated the mind, body and emotions as critical elements
of what it is to be human. Less explored and least understood is the
human spirit. Spirituality, the once-guiding force in the lives of
indigenous people and many of the peoples of the world has become
a footnote in the lives of [most] human beings....

Many contemporary writers have begun to propose that global
change will require transformation of the individual, or a shift of con-
sciousness. The underlying question is: What is the process of trans-
formation and how does it happen within an individual, a
community or a nation’...

We know that Indigenous people lived for tens of thousands of
years in a spiritually based way of life which was harmonious with all
of creation. It is imperative to begin the path of serious exploration of
that aspect of ourselves, which can provide the essential transformative
process, the healing and renewing of the human being and the earth.
I'see a day when Indigenous people will be sitting in the position where
the white people and other people of the world will come to us and
say, “Tell us what to do; tell us how to live on this earth. Tell us how
to correct the damage that we have created on this earth.”
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The assumption is always that we are the problem, but the
truth is that Indigenous people are the solution to what is happen-
ing in the world today.

Dave Courchene, Jr.

Mother Earth Spiritual Camp
Fort Alexander, Manitoba, 30 October 1992

Commissioners believe that the convergence of Aboriginal and science-
based knowledge presents an exciting and important prospect for Aboriginal and
non-Aboriginal people alike. It suggests the possibility of sharing insights and
understanding, of building genuine partnerships — and, quite possibly, of trans-
forming human health.**

2.4 Characteristics of a New Strategy

One aspect of the work of royal commissions such as ours is to find the root
causes of troubling conditions that have defied society’s efforts to improve them.
To fulfil this role is to shift the terms of debate about life in Canada so that new
energies for collective betterment can be released. We believe this need is nowhere
greater than in relation to Aboriginal health and wellness.

According to almost every indicator we have examined, Aboriginal people
are suffering rates of illness and social dysfunction that exceed Canadian norms.
The practice of the present system of services is to isolate symptomatic ‘prob-
lems’ — teen pregnancy, diabetes, disability and suicide — and design stand-
alone programs to manage each one. In our public hearings, Aboriginal people
called this the ‘piecemeal’ approach to health care. It is not working. Indeed, we
have concluded that the business-as-usual approach to services perpetuates ill
health and social distress among Aboriginal people. However much good a par-
ticular health or social program may do in the narrow sphere it addresses, it does
not shift the overall picture of Aboriginal disadvantage — the pattern of poverty,
powerlessness and despair — that determines health and illness.

The weight of the evidence in this chapter is clear: substantial improve-
ments in the health and welfare of Aboriginal people will not be accomplished
by tinkering with existing programs and services. Commissioners believe that to
restore well-being to Aboriginal people — and their communities and nations —
a major departure from current practice is needed. We have found guidance for
this departure in the insights of Aboriginal people, coupled with our analysis of
the new determinants of health. We hope to give force to these two powerful
strands of thought by establishing and building on their convergence.

The Commission proposes that new Aboriginal health and healing systems
should embody four essential characteristics:

* pursuit of equity in access to health and healing services and in health status
outcomes;
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The Innu of Labrador

The terms of union under which Newfoundland Jomed Confe
1949 make no mention of Aboriginal peoples. Arrangc '

government contnbuted 90 per cent of the cost of programs the
chose to deliver. The federal government has now begun to pro
funding to the Innu for some — but not all — health and soci
The Innu have long held that federal refusal to treat the:
way they treat First Nations registered under the Indian /
of program and service delivery constitutes discrimination.
of their rights as Aboriginal people, and an abrogation of fur
~ eral responsibilities. In August 1993, a special investigato
the Canadian Human Rights Commission (CHRC) subm
those allegauons to the CHRC.

* holism in approaches to problems and their treatment and prevention;

* Aboriginal authority over health systems and, where feasible, community
control over services; and

* diversity in the design of systems and services to accommodate differences
in culture and community realities.

Equity
Commissioners believe that, whatever health and healing system is put in place
for Aboriginal people, it must deliver services equivalent to those available to
other Canadians. Even more important, the system must produce health out-
comes that are at least equivalent to those of other Canadians. Aboriginal people
in Canada should not have to experience disproportionate levels of illness and
social problems; their experience of whole health and well-being should be at least
as good as that of the general population.

Our emphasis on ‘outcomes’ rather than ‘services’ is deliberate; equal ser-
vices do not always deliver equal outcomes. In instances where threats to health
are elevated above the norm, or where the causes or consequences of Aboriginal
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with those available elsewhere, past federal-provincial agreements did not
provide as high a level of funding as would have been available if the Innu
had been registered under the Indian Act. As far as today’s services are con-
cerned, the investigator compared the provisions made for the Davis Inlet
Innu with those made for a First Nation reserve community in Nova
Scotia of similar size and in similar circumstances. The Davis Inlet Innu
were disadvantaged in a ratio of $2.4 million to $4.1 million.

On these and other grounds, the investigator concluded that the fed-
eral government had breached its fiduciary obligations to the Innu. He con-
cluded that government actions were discriminatory, that they resulted in
treatment that was inequitable relative to treatment afforded other Aboriginal
people, and that the government failed to act for the benefit of the Innu as
is its duty because of its special trust relationship with all Aboriginal peoples

action to ensure that the Innu are “in the economic, social and spmtual sit-
uation they would have been in if government responsibilities had been
propetly exercised and appropriate human rights standards met”.

Source: Donald M. McRae, “Report on the Complaints of the Innu of Labrador to the
Canadian Human Rights Commzsswn 18 August 1993.

ill health are unique, enriched services are necessary. Enrichment is appropriate
where a threat to health is spreading with particular rapidity among Aboriginal
people (HIV/AIDS or shigellosis, for example). It is also appropriate where special
measures are needed to relieve an outbreak of suicide or high rates of addiction
or where a whole community needs to rebuild physically, socially and econom-
ically to restore well-being to its people. In the Commission’s view, when the
burden of ill health is greater than the norm, so too must be the healing response.

Equity, as we use the term, also means equity among Aboriginal peoples.
The arbitrary regulations and distinctions that have created unequal health and
social service provision depending on a person’s status as Indian, Métis or Inuit
(and among First Nations, depending on residence on- or off-reserve) must be
replaced with rules of access that give an equal chance for physical and social
health to all Aboriginal peoples. The Innu of Labrador, for example, have long
been denied equitable health and social services (see box). Theirs is only one case
of inequity among many, but it is a particularly disturbing one because of the
severe health risks facing Innu communities.

The present jurisdictional tangle makes some health and social problems
almost impossible to solve.?% For example, the problems of Aboriginal people
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with disabilities cannot be dealt with by any one level of government in the
absence of co-operation from the others. Similarly, action to stop environmen-
tal contamination usually involves two if not three levels of government — none
of which has sole authority or the motivation to bring about change. In Volume
4, Chapter 7, dealing with urban perspectives, we discuss in detail the reper-
cussions of divided and disputed jurisdiction as it affects Aboriginal people — and
we recommend a solution.

Holism

Restoring health and well-being to Aboriginal people requires services and pro-
grams founded on an integrated, or holistic, view of human health.*” In testi-
mony, we heard a great deal about the fragmentation of services meant to solve
interconnected problems. Aboriginal caregivers expressed great frustration
because health and social programs are narrowly targeted to specific diseases and
social problems, not to whole health. We learned that problem-specific programs
may offer nutritional supplements for low birth weight babies but not vocational
training for mothers who are too poor to eat properly; inoculations against
infectious disease but not the means of cleaning up contaminated drinking
water sources; treatment programs for alcohol addiction but not counselling for
the trauma of attending residential school; wheelchairs for people with disabil-
ities but not appropriate housing or jobs; social assistance for those who are
unemployed but not life skills education or vocational upgrading.

To be truly effective, Aboriginal health and healing systems must attend to
the spiritual, emotional and social aspects of physical health problems and to the
physical health aspects of spiritual, emotional and social problems. This entails

* attention to health education and the promotion of self-care;

* changing the conditions in communities and in their environments that con-
tribute to ill health; and

¢ addressing the social, economic and political conditions that contribute to

ill health.

An effective service system will no longer split human problems into sep-
arate symptoms and assign them to separate offices to be dealt with in a seg-
mented, disjointed manner. A holistic approach requires that problem solving
be comprehensive, co-ordinated and integrated, and that services be flexible
enough to respond to the complexity of human needs. Services that affect health
outcomes, such as child care and child welfare, education, justice, recreation and
others, must be delivered with reference to health objectives — and vice versa.

The holistic approach to health has been championed by a number of public
health and population health experts in Canada and elsewhere for many years.*®
It is also featured in the systems approach to organizations. This kind of thinking
has not had much influence on the illness care system, however, which continues
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to be dominated by specialists. In our view, integrated systems and services must

have a central place in redesigned health and healing systems for Aboriginal people.

Control

The Commission believes that Aboriginal health and healing systems must be
returned to the control of Aboriginal people. We base our position on three other
conclusions reached in our deliberations.

First, we conclude that self-determination for Aboriginal peoples is an
immediate necessity. As we discussed at length in Volume 2, the thrust of public
policy historically has been to break up independent Aboriginal nations and
replace their fully functional institutions (whether of government, justice, health
care or any other) with those of Canada. Reclaiming control over health and
social services is just one aspect of self-determination more generally.

We also believe, in light of the deep relationship between powerlessness and
ill health, that Aboriginal health and healing systems must be returned to
Aboriginal control. The evidence shows that people with more power over their
life circumstances have better health outcomes and longer lives; we will have more
to say about this extremely significant relationship.

Finally, we found overwhelming evidence that control of health and social
services by outsiders simply does not produce good results — in any community.
All across Canada, non-Aboriginal communities are being given more power over
decision making about important services. This is happening in part because of
the frequent failure of top-down approaches to community problems, that s, the
failure to win support for solutions introduced from the top and failure to gen-
erate them from the bottom. Top-down approaches are not responsive to local
conditions, priorities, resources and sensitivities; only local people know such
things about their communities, and their knowledge is essential to imple-
menting successful programs and services. It is now being acknowledged that cen-
trally controlled programs and services often cost more because of the
administration needed to manage them from afar.

The persistence of ill health and social dysfunction in Aboriginal com-
munities demonstrates that existing services fail to connect with real causes. It
is not just that programs and services are based on the norms and values of other
cultures (although they often are), or that they are directed by caregivers from
other cultures (although they usually are), but that they reflect priorities and
timetables developed outside the communities. Today’s governments show a
greater tendency to consult and work with Aboriginal people. Nevertheless, pro-
grams come and go, expand or contract, add new rules and subtract others — all
without notice to or approval from the people they are intended to help.

We saw in relation to fetal alcohol syndrome that a former minister of health
denied the need for special program support to Aboriginal communities, thus
overruling the recommendations of a House of Commons committee based on evi-
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dence gathered from Aboriginal people (and others with relevant experience). With
regard to pollutants, we saw that Aboriginal people have difficulty proving ill
health effects to outside ‘experts’ who control environmental review processes.

However, we also saw that local control over birthing in one northern com-
munity led to an innovative new program with excellent health outcomes for
Inuit women in a particular region. We saw that control over the design of dia-
betes prevention elsewhere led to culture-based materials that increased their
effectiveness. We saw that increased control over welfare monies allowed several
northern regions to provide support for struggling hunters and trappers (see
Volume 2, Chapter 5). '

In the words of one leading analyst, community control means

that the decision-making processes and organizational structures within
a community are especially designed to give all members of a commu-
nity the power and means to manage their own affairs. Since society is
primarily organized on a top-down basis, community control will nec-
essarily require a transformation from hierarchical to non-hierarchical
structures so as to allow for the maximum participation by community
. . . . 249
members in the decision making and development process.

But control does not apply only at the level of the community. It applies at the
level of the individual, and in the case of Aboriginal people, at the level of the
nation. In Volume 2, we discussed the nation-to-nation relationship needed
between Aboriginal and non-Aboriginal governments in Canada. In practice,
Aboriginal nations and their people will decide for themselves how to allocate
authority and responsibility for programs and services, in keeping with their
political cultures and traditions.

Diversity

We believe that health and healing systems for Aboriginal people should be free
to diverge — as far as their users want them to — from the bio-medical and social
welfare models that predominate in non-Aboriginal society. Aboriginal com-
munities should also be free to diverge from one another. With this flexibility,
they will be able to reflect Aboriginal cultures and traditions generally, the pref-
erences of each Aboriginal culture specifically, and the diversity of local and
regional conditions and priorities.

As we have seen, there are important differences between Aboriginal and non-
Aboriginal approaches to health and healing, as well as among and within Aboriginal
cultures and communities themselves. Any system that fails to recognize this diver-
sity, or fails to offer sufficient scope for it, cannot be fully effective. Culturally appro-
priate program design and delivery is not a frill to be tacked on to health care and
social services; it must be at the heart of generating well-being in any community.
Programs must be designed and delivered by people familiar with the language and
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traditions of the community. It also means that a variety of health and healing strate-

gies, including those of traditional medicine, must be made available so that the -

needs of everyone seeking care can be met.

We have already discussed some of the features and unique qualities of
Aboriginal perspectives on health and healing. One of the means by which they
will be given full expression in new health and social service systems is through
the encouragement of traditional healers and healing methods. This important
topic is explored more fully in Appendix 3A.

Aboriginal people must be recognized as the experts on their own health
and healing needs. As they take charge of their own systems of care, and as those
systems emerge and develop, they may look similar to the systems evolving in
non-Aboriginal communities — or they may look very different. The differ-
ences are as worthy of respect as the similarities.

Conclusion

A new approach to Aboriginal healing that embodies the characteristics of
equity, holism, Aboriginal control and diversity, has the power to do what the
present system cannot: to go beyond services to focus on whole health. It will
break down restrictive program boundaries to focus on healing, not just for indi-
viduals but for communities and nations. It will restore a focus on aspects of well-
being that are lost in the current system: child and maternal health, health
promotion and education for self-care, social and emotional health, the juris-
dictional issues that block the way to health problem solving for all Aboriginal
peoples. It will blend the insights of traditional and contemporary Aboriginal
analysis with the emerging analysis of the determinants of health. It will honour
the needs, values and traditions of those it serves.

The four characteristics of a new health policy — equity, holism, Aboriginal
control, and diversity — are interdependent and mutually reinforcing. Only if
taken together will they provide the basis for Aboriginal and non-Aboriginal
people, working together, to construct the transformed health and healing sys-
tems that Aboriginal people have said they want and that all the evidence at our
disposal says they need.

RECOMMENDATION

The Commission recommends that

Fundamental 3.3.1
Principles - Aboriginal, federal, provincial and territorial governments, in
developing policy to support health, acknowledge the common
understanding of the determinants of health found in
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Aboriginal traditions and health sciences and endorse the fun-
damental importance of

* holism, that is, attention to whole persons in their total
environment;

* equity, that is, equitable access to the means of achieving
health and rough equality of outcomes in health status;

* control by Aboriginal people of the lifestyle choices, insti-
tutional services and environmental conditions that sup-
port health; and

* diversity, that is, accommodation of the cultures and his-
tories of First Nations, Inuit and Métis people that make
them distinctive within Canadian society and that distin-
guish them from one another.

The challenge is to begin now to construct new approaches to restore and sus-
tain Aboriginal well-being on the foundation of analysis and hope laid down in

the preceding pages.

3. AN ABORIGINAL HEALTH
AND HEALING STRATEGY

3.1 Initiating Systematic Change

The essential characteristics of a new approach to enhancing and sustaining
Aboriginal health are holism, equity, Aboriginal control and diversity. These con-
cepts are goals to strive for and guidelines for action. However, concepts in the
abstract are not sufficient to change reality. They must be translated into purposeful
action capable of engaging the energy and commitment of those with a stake in
better Aboriginal health — the Aboriginal community and Canadian society.
While health is not the outcome of services alone, the failure of services is
a serious impediment to the achievement of well-being. Later in this chapter, we
return to the issue of where health services fit in our proposed agenda for
change. Our focus now is on strategies specific to health and social services.
Over the past two decades, many changes have extended services to
Aboriginal people and made them more accessible and appropriate, especially
for groups designated for federal government attention. We wish to acknowledge
and applaud the efforts made to date. However, without a major reorientation
of effort, the persistent problems illustrated in this chapter will continue to exact
an enormous toll on the well-being of Aboriginal people, sapping the energies
of Aboriginal nations and consuming the resources of the public purse. Far from
abating, problems in some areas show disturbing prospects of becoming worse.
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In devising an integrated health strategy, we looked to the goals and guide-
lines that emerged from our analysis. We considered criteria of efficiency and
effectiveness that should be applied to any public program and that are especially
important in times of fiscal restraint. We considered the huge and complex net-
work of health and social institutions now in place — we are not beginning with
a blank slate. We also considered that the urgency of immediate action on
pressing concerns should be consistent with efforts to achieve self-government
and self-reliance, which will proceed in parallel with service reorganization.

The strategy we propose has four parts that complement and support one
another:

1. the reorganization of health and social service delivery through a system of
healing centres and lodges under Aboriginal control;

2. an Aboriginal human resources development strategy;

3. adaptation of mainstream service, training and professional systems to affirm
the participation of Aboriginal people as individuals and collectives in
Canadian life and to collaborate with Aboriginal institutions; and

4. initiation of an Aboriginal infrastructure program to address the most press-
ing problems related to clean water, safe waste management, and adequate
housing.

The first part, and the one that will require the most significant reorgani-
zation of effort, is the restructuring of health and social service delivery through
healing centres under the control of Aboriginal people. The concept of healing
centres was brought forward by presenters in many parts of the country, either
explicitly in requests for support of particular centres or implicitly in the plea
for a place where health and social needs could be addressed holistically. Local
centres for integrated health and social services are not a new idea. They have
been introduced in Quebec and are part of current plans for service reorgani-
zation in Alberta and the Northwest Territories. Aboriginal healing centres
would build on the strengths of current programs while reorienting services to
correspond to the goals and guidelines we consider essential to an Aboriginal
health strategy.

They could bring together resources to support families, monitor health,
devise education programs to promote healthful living, make referrals or facil-
itate access to specialist services, emphasize priorities specific to the nation or
community, and be larger or smaller depending on the population served. With
the realistic possibility of influencing the way needs are met, local ownership and
involvement in health initiatives could replace the present sense of powerlessness
and alienation many Aboriginal people feel. Policy, planning and administrative
experience gained through direct service, local boards and regional policy-
making bodies could contribute significantly to the development of institutions
of self-government. Given the urgency of some of the needs we encountered in

-"é’
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our investigation, the implementation of health and healing centres should not
await the structural change in public institutions proposed in Volume 2 of our
report. With the will to abandon fruitless debates about who is responsible, fed-
eral and provincial governments could begin now to co-operate with Aboriginal
administrations and organizations to transform a fragmented and inefficient ser-
vice delivery system, to fill gaps where localities and populations have been
neglected, and to modify services to make them more appropriate to the needs
of Aboriginal people.

The second part of our strategy is the mobilization and training of
Aboriginal personnel through a major human resources development effort.
Aboriginal control of human services is necessary because control over one’s sit-
uation is a major determinant of health. In addition, only Aboriginal people can
mobilize the capacity for self-care and mutual aid that is an essential complement
to professional services. Only they can make effective decisions about the inter-
ventions that will make them well in body and spirit.

Preparation of personnel as planners, administrators, front-line workers and
evaluators will be a significant part of the challenge of implementing self-gov-
ernment. The human resources development plan we set out here thus forms an
important complement to our proposals for capacity building in Volume 2,
Chapter 3 and our proposals for education and training in Volume 2, Chapter
5, and Chapter 5 of the present volume.

Part of the human resources requirement is to train personnel to develop
distinct Aboriginal institutions and apply Aboriginal knowledge in unique ways.
Another part is to involve Aboriginal people in mainstream service institutions
as managers, professionals and informed consumers so that the Aboriginal pres-
ence in Canadian life becomes recognized and affirmed.

The third part of our strategy is the adaptation of Canadian institutions
engaged in the delivery of health and social services. While Aboriginal institu-
tions operating under the jurisdiction of Aboriginal governments form a sig-
nificant part of the future we foresee for health and social services, they cannot
occupy the whole field. They will predominate, most likely, in territories where
institutions of self-government are established. Distinct institutions might also
emerge to serve communities of interest in urban locations where substantial con-
centrations of Aboriginal people come together for recognition as self-govern-
ing entities. However, Aboriginal institutions cannot operate in isolation from
the mainstream. Access to provincial medicare is just one example of an area
where co-operation between Aboriginal and mainstream institutions will be
necessary. Others include billing of physicians’ services, referrals between heal-
ing centres and hospitals, admissions and discharges, and co-ordination of aux-
iliary and home care services. Aboriginal people will continue to move between
their home territories and towns and cities, and they should be able to have their
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culture and identity recognized and affirmed in interactions with mainstream
institutions. These institutions also need to aid in the development of Aboriginal
institutions by providing back-up and specialist services, mentoring and support
for Aboriginal personnel.

The fourth part of our proposed strategy is an infrastructure program, con-
centrated in the first 10 years following the release of our report, to raise hous-
ing, water supply and waste management in Aboriginal communities to generally
accepted Canadian standards of health and safety. Immediate threats resulting
from inadequate infrastructure are so serious and so devastating that solutions
cannot await the development of new partnerships or reformed service delivery
systems. Such problems undermine the ability of Aboriginal nations to organize
for their own future, and they ravage the spirit of individuals and whole com-
munities. Details of a carefully targeted and adequately funded housing and infra-
structure initiative are developed in Chapter 4 of this volume.

By focusing on policy in the social sector we do not wish to imply that the
health and well-being of Aboriginal people in Canada can be secured solely by
changing how health and social services are organized and delivered. While
reorienting existing systems is important, health and social conditions must also
be understood as natural by-products of a safe and healthy environment, eco-
nomic self-reliance and the empowerment of individuals and nations. They are
not determined by the range and quality of services alone.

Those involved in political, economic and other fields often fail to recog-
nize that what they do is intimately bound up with the health of individuals and
peoples. We believe that a stronger recognition of the interconnections between
various fields is required and that positive health outcomes should be a consid-
eration of all those involved in Aboriginal institutional development and self-
determination.

Given the present distribution of authority and responsibility for health and
social services, implementation of our proposed integrated strategy will require
action on the part of federal, provincial and territorial governments. Since
health is central to maintaining the well-being, identity and culture of Aboriginal
peoples, we believe that it falls within the core area where Aboriginal governments
can exercise law-making powers on their own initiative. We anticipate that
health and social services will be among the policy sectors where Aboriginal
nations will wish to exercise authority at an early date. There will also be a prac-
tical need to harmonize Aboriginal service systems with those in adjacent juris-
dictions.

It is essential to establish the environment within which changes can pro-
ceed, to ensure that health concerns are given appropriate attention in policy and
institutional development, and to endorse the characteristics that we propose are
essential to a new service system.

299



234 GATHERING STRENGTH

RECOMMENDATIONS

The Commission recommends that

Health: A Core 3.3.2
Area of Self- - Governments recognize that the health of a people is a matter
Government . S, 1 . : .
of vital concern to its life, welfare, identity and culture and is
therefore a core area for the exercise of self-government by
Aboriginal nations.

Action to Agreeon  3.3.3
Jurisdiction and - Governments act promptly to
Service Delivery 55 . o s Ve g
(a) conclude agreements recognizing their respective jurisdic-
tions in areas touching directly on Aboriginal health;
(b) agree on appropriate arrangements for funding health ser-
vices under Aboriginal jurisdiction; and
(c) establish a framework, until institutions of Aboriginal self-
government exist, whereby agencies mandated by
Aboriginal governments or identified by Aboriginal orga-
nizations or communities can deliver health and social ser-
vices operating under provincial or territorial jurisdiction.

Health Effects of 3.3.4
Policy - Governments, in formulating policy in social, economic or polit-
ical spheres, give foremost consideration to the impact of such
policies on the physical, social, emotional and spiritual health of
Aboriginal citizens, and on their capacity to participate in the life
of their communities and Canadian society as a whole.

Four-Part Strategy  3.3.5
Governments and organizations collaborate in carrying out a
comprehensive action plan on Aboriginal health and social
conditions, consisting of the following components:

(a) development of a system of Aboriginal healing centres and
healing lodges under Aboriginal control as the prime units
of holistic and culture-based health and wellness services;

(b) development of Aboriginal human resources compatible
with the new system, its values and assumptions;

(¢) full and active support of mainstream health and social ser-
vice authorities and providers in meeting the health and

healing goals of Aboriginal people; and
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(d) implementation of an Aboriginal community infrastructure
development program to address the most immediate
health threats in Aboriginal communities, including the
provision of clean water, basic sanitation facilities, and safe
housing.

—-

3.2 Healing Centres

A snapshot of community services

Itis 10 a.m. on a Monday morning in a remote First Nation of about 750 people.
In one building, sometimes described as a health centre, but usually referred to
by the historical term, nursing station, two non-Aboriginal nurses prepare to see
the first of their clinic patients: one, a young mother with a cranky child, and
the other, an elderly woman in obvious pain. The elderly woman is telling the
clerk-interpreter, who is from the community, that the pain started the previous
evening but she was unable to get relief because the clinic was closed. Her
manner is mild, but it is clear that she sees the rigidity of the schedule as an indi-
cation of lack of concern on the part of the nurses. Although the clerk-interpreter
is nodding in sympathy, she will not report this conversation to the nurses, largely
because neither has been in the community for more than a month.

In another examining room down the hall, a young male non-Aboriginal
physician looks through the chart of his first patient of the day, a young man
injured in an accident over the weekend. The physician arrived in the commu-
nity for the first time an hour ago by aircraft and will return in three days to his
home in the city after seeing nearly a hundred people for problems ranging from
attempted suicide to diabetes to otitis media.

Across town in the band office, the community health representative, a
local woman who has done this job for 20 years, prepares her equipment to col-
lect water samples from several buildings in town. These she will mail to the

- provincial testing facility several hundred miles to the south. She will wait sev-
eral weeks for the results. After lunch she plans to visit the homes of several
elderly people in town to check their medication and provide foot care.

Across from the band office, an Aboriginal social worker who moved here
two months ago and is originally from a reserve in another province reviews the
client file of a young mother who is seeking supplementary welfare benefits. Her
aunt from another community has joined the household recently in preparation
for the time, a few weeks hence, when the mother will have to leave her older
children to have her baby in a distant city. The aunt will provide child care, but
her presence over-taxes the family’s budget, because the family’s only income is

|
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the minimum wage that the husband earns on a temporary employment pro-
ject sponsored by the band council.

Later that day, in a partially renovated house in the oldest part of town,
several older women and one elderly man are gathering for a meeting of the alco-
hol committee. Waiting for them is a middle-aged man who returned to the com-
munity several years ago after recovering from nearly a decade of alcohol abuse.
He is now the local National Native Alcohol and Drug Abuse Program (NNADAP)
worker and responsible for providing counselling to individuals with alcohol
abuse problems in the community. The purpose of the meeting is to discuss
preparations for the upcoming visit of several Aboriginal people from a church
group on a reserve in another province who have developed a healing strategy
for survivors of sexual abuse. Neither the meeting nor the upcoming workshop
will be reported in any of the committee’s records, because the funding policy
for NNADAP activities is restricted to substance abuse problems.

Several miles out of town, a middle-aged man splits wood for the ceremo-
nial fire he will need to run his sweat lodge at sundown, while his 11-year-old son
watches and helps. Later, he will collect some roots from a plant that grows near
the nursing station and grind them into a poultice for a young woman suffering
from a skin rash. He is thinking about two of the people who have asked for the
sweat lodge: one recently returned from a provincial jail who wants to obtain a tra-
ditional name, and the other, a young man from an abusive family who recently
attempted suicide after a long bout with solvent abuse.

In the history of this community, these service providers have never sat
down together in one room to discuss their work or the needs of their clients.
On occasion, the nurses might meet with other non-Aboriginal workers in the
community, such as RCMP officers or teachers, to discuss community problems,
but these meetings rarely produce integrated action plans. Furthermore, local
administrators of housing, economic development and municipal services rarely
discuss their responsibilities in relation to health issues.

There are many variations on the scenes described. Larger communities
might have resident physicians; smaller communities might have only a com-
munity health representative supported by visiting nurses. Reserves and com-
munities near larger towns or cities, on road systems, or in the southern parts
of provinces may rely more heavily on service providers external to the com-
munity. In rural Métis communities and in many small towns with a substan-
tial non-status Aboriginal population, there is a virtual service vacuum. Such
communities often have to rely on provincial services that are geographically dis-
tant and culturally inappropriate and over which they have little influence. In
cities there is a wide variety of services, but they rarely recognize the distinct social
and cultural needs of Aboriginal clients.

Services in these various settings have been undergoing change, as we will
discuss, but for the most part they have common characteristics that are sum-



Table 3.13
Comparison of Current and Proposed Approaches to

Community Health Care

Current Approach to
Community Health Care

CHAPTER 3: HEALTH AND HEALING

Proposed Approach to
Community Healing and Wellness

Historically grounded in
infectious disease public health
model

Dominated by biomedical approach to
treatment and care

Hierarchical in structure with professional
expertise as determining factor

Segregation of program activities by
discipline and/or bureaucratic reference

Program-specific funding within narrow

definition of health

Programs and service providers accountable
to authorities external to community

Health research developed externally and
divorced from community planning and
priorities

Health care system encourages transfer of

clients out of community to non-Aboriginal
institutions

Oriented to health promotion framework
encompassing spiritual, social, psychological
and physical illness

Based on holistic, culturally appropriate
understanding of illness

Consensual in structure, applying expertise
indigenous to the nation and community

Integration of program activities to reflect
holistic perspective

Block funding of healing centres under fed-
eral or provincial jurisdiction; inter-govern-
mental transfers for centres under Aboriginal
jurisdiction; permits program activity based
on holistic understanding of health

Programs and service providers function
under Aboriginal jurisdiction, with
accountability to the community served

Health research generated to respond to
self-identified needs of the nation and
community

Health care system encourages providing ser-
vices to client at home, in community or in
regional Aboriginal institution

-"Q

marized in Table 3.13 and that contrast with the holistic and culture-based health
and wellness services we propose. Transforming the present system into an effec-
tive Aboriginal system can best be accomplished by developing a network of heal-
ing centres and healing lodges. We begin the rationale for our proposal with a
description of the kind of agency we propose.

Healing centres

Community health centres or local service centres, as they are sometimes called,
are designed to overcome the fragmentation of service delivery for social needs
that are interrelated, whether in Aboriginal or non-Aboriginal communities.
Different programs for income support, child protection, mental health and
home care have evolved separately, often through different departments of gov-
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ernment. In cities and towns, government services are often supplemented by
voluntary or religious organizations supported by fundraising campaigns. Health
centres operating in some provinces are intended to co-ordinate and integrate
the different services, so as to avoid duplication or conflict. The range of services
available, however, is determined by the agencies involved.

The holistic approach advocated by Aboriginal people goes further. It
proposes that services be defined by the needs and situation of the person seek-
ing help. For example, if the health problem presented is an infant’s diaper rash,
the need could be for an adequate water supply to do laundry; a holistic service
would respond accordingly. A redefinition of services is needed to fill the gaps
in the current system of delivery.

Aboriginal people speaking at our hearings made a distinction between a
healing centre that adopts a holistic approach and a health centre dedicated to
reacting to specific problems.

What I would like to see happening is more healing centres — not
treatment centres but healing centres; there are a lot of treatment cen-
tres around — established within our own community and the urban
centres as well, for young people....We have a lot of treatment cen-
tres and a lot of detox centres. And yes, I am talking about a physi-
cal building, a healing centre where people can go and go through
the processes. Once you take the symptom away — and by the symp-
tom I mean alcohol, drugs — then you have to deal with the root of
the problem, because all those other abuses, substance and chemicals,
they are a symptom of a much larger problem.
Cindy Sparvier
Social Worker, Joe Duquette High School
Saskatoon, Saskatchewan, 27 October 1992

A treatment centre, [in] my version of what it means to me...is basically
for treatment for addictions. A healing centre is to heal oneself and pro-
vide healing for others, I guess, on a more personal basis, instead of
addictions to drugs and alcohol, that could take in sexual abuse.

Della Maguire

Drug and Alcohol Counsellor,

MicMac Native Friendship Centre
Halifax, Nova Scotia, 4 November 1992

We use the term healing centre in this discussion as a symbol for the
approach we are recommending. Presenters used different terms, and Métis people
and Inuit may choose other words to describe the resources that we have in mind.
The features of such centres were elaborated in presentations made to us.

Community healing centres should be based on traditional Aboriginal con-
cepts of holistic health. While services might differ from community to commu-
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nity, depending on the size and particular needs and priorities of the community,
the centres should provide a comprehensive range that might include services usu-
ally associated with a medical clinic (for example, basic assessment, preventive, cura-
tive, rehabilitative and emergency services). They might also provide child and family
support services, addiction and mental health services, and income support and
employment services. Many of the presentations described the broad dimensions
that a healing centre should encompass:

The healing house could also be used as a gathering place for: sup-
port groups of our elders, adult day programs, social assistance recip-
ients; Al-Anon, Alateen and Alcoholics Anonymous, alcohol and
drug counsellors; [programs to end] domestic violence; teen pro-
grams, elder programs, men’s and women’s groups; offenders, long-
term care; diabetic programs, women’s clinics, AIDS education;
[education programs on] fetal alcohol effect and syndrome, eating
disorders; homemakers, public and long-term care nurses; general
workshops on self-esteem...people returning from treatment centres;
art and play therapy; positive Indian parenting programs, healthy
baby programs, pre- and post-natal.

Mary Anne Wilson

Community Health Representative, Skidegate Caregivers
Prince Rupert, British Columbia, 26 May 1993

Community healing centres would play an important role in providing tra-
ditional healing and other culture-based programs. In some cases, traditional
healers might wish to use the centre as a place to meet with clients; in others,
the centre might refer clients to the healers. In all cases, however, the philo-
sophical approach of the healing centre would be based on the cultural under-
standing of health in a particular community. In this way, it would provide an
important forum for exploring how Aboriginal and western approaches could
work together to meet Aboriginal community needs.

To provide the range of services we have discussed, a team approach would
be required. Traditional healers, elders, community health representatives, med-
ical interpreters, nurses, addiction counsellors, midwives, therapists, social work-
ers, doctors, psychologists, rehabilitation specialists and support staff might all
be required, depending on the circumstances of the community. Aboriginal per-
sonnel employed currently in health and social services usually fill front-line posi-
tions defined as ‘paraprofessional’, for example, community health representatives
and NNADAP positions. Some senior personnel are Aboriginal, but professional
positions are filled predominantly by non-Aboriginal persons who come and go
with unsettling frequency. Preparing Aboriginal personnel to staff healing cen-
tres is essential to provide the continuity of service and cultural sensitivity cen-
tral to the strategy. The centres could play an important role in human resources
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development by providing training and education opportunities for community
members, in collaboration with other Aboriginal and non-Aboriginal educational
institutions.

In small communities, some of the more specialized service providers
would not be required full-time. We foresce a regional system where more spe-
cialized staff would reside in one or two of the larger communities and be avail-
able to residents in smaller communities on a regular visiting basis. They would
be responsible for developing in-service holistic training strategies for general staff
such as community health representatives and community health nurses to
enhance the range of skills.

We propose that healing centres deliver community-based services. We
believe that a strong emphasis on community-based care would reduce the need
for institution-based care. Indeed, we have learned from the example of some
First Nation communities that have developed holistic, community-based heal-
ing services that this view is correct.””” One of the main reasons for promoting
community-based solutions is that most people want services to be provided in
their own homes and communities.

Healing centres would provide the point of first contact for members of
the community and they would be responsible for providing general care services
to meet most community needs. If services could not be provided by the staff
of the centre, appropriate arrangements would be made by the staff on behalf
of the client. For example, this case management function might involve arrang-
ing for specialists to come to the community. In addition, staff would have a role
in liaison with agencies and experts outside the community to ensure that
orderly access to needed services was assured. The centre, however, would retain
overall responsibility for co-ordinating and integrating services to members of
the community.

The development of services under Aboriginal control will also make the
revitalization of traditional modes of helping more feasible. In Chapter 2 of this
volume we talked about the helping networks based on reciprocal responsibil-
ity and mutual obligation that functioned in small kin-based societies. These net-
works still exist in many rural and reserve communities and they hold the
promise of reinstating mutual aid for many needs, including in-family or cus-
tomary care to replace formal foster home placement of children in need of care
outside their nuclear family. They also seem particularly suited to reintegrating
into communities street youth who are angry and disillusioned with the failure
of conventional authoritarian service agencies.

While cémmunity healing centres would have an important service deliv-
ery role, we see them as having other important functions. These might include

* providing public education about health and healing;
* promoting community involvement in health and healing;
* promoting healthy lifestyles in Aboriginal communities;



CHAPTER 3: HEALTH AND HEALING

* assessing local health and healing needs and contributing to health research
on a broader basis;

* participating in local and regional planning;

* collaborating with other programs and agencies on primary prevention
strategies (for example, those related to potable water, safe sewer systems or
adequate housing);

* providing education and training opportunities for community members,
especially youth exploring career options; and

* liaison with Aboriginal and non-Aboriginal health and healing organizations
outside the community.

The role of community healing centres in participatory research and plan-
ning is particularly important. Centres should have the capacity to monitor the
health status of the community; conduct needs assessments; investigate the
causes of ill health in Aboriginal communities; evaluate the effectiveness of pro-
grams and services; and develop plans and programs for addressing community
priorities. In other words, they should play an important role in developing holis-
tic health strategies. Without this capacity, centres could easily become preoc-
cupied with treating symptoms of ill health.

While we have referred to community healing ‘centres’ throughout the dis-
cussion, what we have in mind does not necessarily require the construction of a
new building. While the centre, or some of its programs, might be housed in a ded-
icated health and healing facility, some programs might not require a building at
all. In some presentations made to the Commission, healing centres were envi-
sioned in the context of community centres or urban friendship centres:

I consider it imperative that we institute immediate action to improve
on the delivery of services from community centres irrespective of the
location on- or off-reserve. When I look at community centres, I see
places which were once our traditional gathering places. The gath-
ering fire was the hub of the community; from this place all other .
activity evolved. I believe that a significant effort needs to be put into
making our community centres into living community centres again,
community centres which are a continuous bechive of activity, day
and night. That whenever people desire to, or need to gather by the
fire it will be there. No one need ever be alone and helpless again.

I realize that some people might scoff at this notion and ask
where all the money will come from to run such a facility. Money is
only a part of the solution. I say that it takes more than wood to build
a strong fire, it must also have great spirit. Great leadership is also nec-
essary to keep the fires burning brightly.

In conclusion, it is my opinion that some of the solutions to the
process of healing lie in building strong, purposeful gathering places.

N
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That community centres, where they exist, can be strengthened to

provide comprehensive health care services which stem from tradi-

tional practices and which incorporate western medical know-how.

We can best address the issues of healing from those places in the
centre of our communities.

Yvon Lamarche, RN

Treatment Co-ordinator,

Georgian Bay Friendship Centre
Orrillia, Ontario, 13 May 1993

I am proud to say the Prince George Native Friendship Centre is one
of the organizations using the holistic approach as a driving force
behind any strategies or interventions we develop on behalf of our
constituents. This one-stop shopping approach ensures we can pro-

vide services to the entire family in all areas of their lives.
Representation on this committee is from the Carrier-Sekani
Tribal Council, the friendship centre, United Native Nations, and the
Meétis community. Although this committee is still in its infancy...we
have been successful just because we have started to communicate.
Dan George

Prince George Native Friendship Centre
Prince George, British Columbia, 31 May 1993

Our community-centred approach reflects the following four
philosophies: holistic learning, empowerment, relevance and healing.
Mary Clifford

Director, Health Services,

Prince George Native Friendship Centre
Prince George, British Columbia, 31 May 1993

Some services could be delivered from a number of different sites. Each com-
munity will require its own tailor-made solution. However, we wish to under-
score the importance of integrating the delivery of services, whatever the physical
arrangements for housing them might be.

Healing lodges

To complement the work of community-based healing centres we propose that
a network of healing lodges be developed for residential treatment oriented to
family and community healing. We are acutely aware of the need for facilities
that can provide both treatment and lodging for the many people who become
overwhelmed by social, emotional and spiritual problems. There has been a sig-
nificant development of Aboriginal treatment facilities under the NNADAP pro-
gram, with approximately 50 treatment facilities currently planned or in
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operation, and there are some outstanding examples of Aboriginal residential
treatment facilities. The Nechi Institute and Poundmaker’s Lodge in Alberta, for
example, both have an excellent reputation for training counsellors and treating
addictions. Yet most First Nations people and Inuit suffering from addictions and
substance abuse continue to receive treatment in urban medical facilities, isolated
from their communities and cultures. Existing healing lodges are also con-
strained by narrow funding policies that focus on individual therapy for substance
abuse and exclude broader social, emotional and spiritual approaches to healing.

Although we regard the community healing centre as the foundation for
transforming the health and social services system, we heard from many pre-
senters that residential healing lodges are also required as ‘safe havens’ for indi-
viduals and families who require some respite from community pressures when
they commence their healing journey. Some of our presenters articulated the need
for lodges situated in the community:

We need to do after-care and build after-care resources on the bands

to deal with First Nations people coming now, but at the same time

we still need a family-oriented treatment centre, so that I don’t think

it’s an either/or situation. I think there is a very great need for both
of them.

Sara Williams

Native Outpatient Centre

Meysncut Counselling Centre
Merritt, British Columbia, 5 November 1992

Commissioners also heard that there are a variety of needs for residential
treatment and that they cannot always be accommodated in one facility. In some
regions, shelters for women who are survivors of domestic violence are urgently
needed so that they are not forced to leave children behind and relocate in dis-
tant urban centres. It would be inappropriate to expect women in abusive rela-
tionships to receive treatment in the same facility as their husbands. Young people
might also require a specialized facility where peer counselling could be provided.
Young people who are detached from stable families or who have become
enmeshed in street life need safe places where they can learn to build connec-
tions with caring people. Our proposal respects these diverse and specialized
needs, and we urge federal and provincial governments and Aboriginal organi-
zations to ensure that adequate facilities are available.

We also heard that healing approaches that focus on the individual might
not meet the needs of Aboriginal families, who require an approach that helps
them with the difficult task of rebuilding a healthy family unit. Indeed, we heard
that individual approaches to treatment are sometimes as destructive as the his-
torical forces that have created many of the problems, because they continue to
isolate the individual from the family. A major concern is the situation where
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an individual receives treatment and then is forced to return to a dysfunctional
family where problems are perpetuated.

As described in Chapter 2, the family is the core institution of Aboriginal
society. It is central to all social needs, including governance, economy, educa-
tion and healing. The Aboriginal view of the significance and centrality of the
family is different from non-Aboriginal views, which recognize the importance
of the family but often give precedence to individual rights and autonomy over
family ties and obligations.

For this reason we propose that Aboriginal communities be given the
necessary resources to expand the availability of family-oriented healing lodges.
This proposal should not inhibit the continued development of more special-
ized healing facilities or the continued modification of non-Aboriginal services
to meet Aboriginal needs. However, since few family-oriented healing lodges cur-
rently exist in the country, emphasis should be placed on developing these
important facilities to complement the work of community healing centres.

One example of a family-oriented healing lodge was described in a pre-
sentation from the Rama First Nation, where the idea of locating these lodges
away from communities was promoted:

During the past couple of days you have heard some of our speak-
ers talk about and support the healing lodge. Our dream of a Native
way of healing. For the past few years the Rama and Area Native
Women’s Association have had a vision — our own healing lodge
located on the Chippewas of Rama First Nation.

* At present, there are no Native treatment centres in any of the
United Indian Council or tribal council areas. Non-Native treatment
centres have little or no knowledge of Native traditional healing
methods. As a result, very few Native people, if any, will attend
non-Native treatment centres; therefore there is no progress in the
healing process and the cycle continues, be it physical, sexual or emo-
tional abuse — not to mention alcohol or substance abuse.

We must have our own healing lodge [which would ideally
take] a holistic approach to healing for all family members includ-
ing extended families. The tragic cycle that many Native families find
themselves in will not be broken until we can implement our own
healing methods with a facility Native people will have a trust in and
feel comfortable in...with our healers, our own elders, our own lan-
guage, our own treatment centre where we will not be judged because
we are different but will be accepted and respected for who we are.
This will surely promote the trust needed to enhance our motivation
to wellness as well as instill pride in our people and our traditional
way of life.
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The Chippewas of Rama First Nation has agreed to allocate the
land for a healing lodge — a...quiet, peaceful location near the woods
and the lake, and at the same time not far from our population. We
must have this facility funded. As it has already been said, we have
the resources; we just want to use them. We no longer want to feel
like we are getting something for nothing. A dollar value is placed
on everything Aboriginal people propose to do. We no longer want
to feel that we are accepting charity. We must be able to feel that we
are accepting our own fair share for all that we have lost. Also, we no
longer want to feel that we are a burden to the taxpayers as wards of
the Crown.

I don’t want to dwell on things past because the past is gone, but
my own son committed suicide at the age of 20 years. Last summer
my sister died of alcoholism. There are many such stories as these.
With our own treatment centre, perhaps some of these tragedies can
be avoided. My parents were both alcoholics. We had nowhere they
could accept treatment, so the cycle continued.

Until we can achieve our own on-reserve holistic healing lodge,
our people will continue on the destructive path of family violence,
of substance abuse, of suicides, of identity lost as well as the loss of
our language and traditional values.

Joan Simcoe

President, Rama and Area Native Women’s Association
Orillia, Ontario, 14 May 1993

The Gwich'in Tribal Council is using $1 million of its land claim settlement to
develop the Tl'oondih Healing Camp on the Peel River, 28 miles from Fort
McPherson. The camp will provide a residential 42-day substance abuse program
for entire families. The healing program will rely on a mixture of traditional and
modern treatment methods and involve a two-year program of follow-up coun-
selling once families return to their communities.

Another model that could be adapted to place more emphasis on family-
oriented healing is the Strong Earth Woman Lodge in Manitoba:

There is one thing that stays with us as Native people, one strength,
and that is the power that comes from the Creator, the power and
the strength of the traditional teachings. What we have done at
Traverse Bay, together with people from this Sagkeeng First Nation,
we have together built the Strong Earth Woman Lodge....

The Strong Earth Woman Lodge is a holistic healing centre based
on Native spirituality and traditional teachings. Holistic healing is the
healing of the mind, body, emotions and spirit. Traditionally, this is
done through sweat lodges, fasting, vision quests, herbal medicines, cer-
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emonial healing with the eagle fan and rattles, in which sacred songs
and the drum are key components; traditional teachings at the sacred
fire; sharing circles; individualized counselling; and guidance and
direction through traditional teachings.

The Strong Earth Woman Lodge incorporates any or all of
these into an individualized program based on the needs of each
client. All clients are instructed in the seven sacred teachings and are
encouraged to seek understanding of the four elements — fire, earth,
water and air — and the four directions. The seven sacred teachings
are respect, love, courage, humility, honesty, wisdom and truth.
These teachings are carried by the spirits of the Buffalo, Eagle, Bear,
Wolf, Sabe, which is the Giant, Beaver and Turtle respectively.

The Strong Earth Woman Lodge offers 24-hour care service
towards holistic healing for grieving, loss of identity and suicide
crisis intervention. Native spirituality fills the spiritual vacuum in the
lives of people traumatized by residential schools and allows clients
to find healing for sexual, emotional, mental and physical abuses.
Strong Earth Woman Lodge is also a place for Native people just
wanting to learn their culture. Although the lodge is based on Native
spirituality, we welcome people from all faiths and from all nations.
The recommended lengths of stay are four-, eight-, or twelve-day
periods or as required.

The lodge is located on traditionally sacred grounds 70 miles
northeast of Winnipeg and is run by Native women and men under
the direction of the Creator.

Connie Eyolfson
Strong Earth Woman Lodge
Fort Alexander, Manitoba, 30 October 1992

The development of healing centres and healing lodges can begin now, with
a commitment from federal, provincial and territorial governments to collabo-
rate with Aboriginal community governments and organizations to make room
for systematic change.

.—.

RECOMMENDATION

The Commission recommends that

Healing Centres 3.3. 6
and Lodges  Federal, provincial and territorial governments collaborate with
Aboriginal nations, organizations or communities, as appro-

priate, to
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(a) develop a system of healing centres to provide direct ser-
vices, referral and access to specialist services;

(b) develop a network of healing lodges to provide residential
services oriented to family and community healing;

(c) develop and operate healing centres and lodges under
Aboriginal control;

(d) mandate healing centres and lodges to provide integrated
health and social services in culturally appropriate forms;
and

(e) make the service network available to First Nations, Inuit
and Métis communities, in rural and urban settings, on an
equitable basis.

.—-

Transforming the service system
The current array of services

As we begin to imagine the contours of a system of healing centres and lodges,
it is important to remember that we are not starting with a blank slate. There is
a large and complex array of services supported by federal and provincial gov-
ernments that Aboriginal communities and service personnel have modified to
some extent to fit their needs. However, control of these services continues to
be vested in external agencies and bureaucracies; narrow programmatic interests
frustrate attempts to organize holistic responses to need; and variations in avail-
able services reflect systematic inequities rather than adaptations to community
diversity.

Reserves and Inuit communities benefit from federal support of targeted
health and social services. In 1994, Health Canada spent nearly one billion dol-
lars on health care for people living on-reserve and in Inuit communities. In addi-
tion to providing non-insured health benefits, these funds supported various
facilities described as health stations, nursing stations and health centres in more
than 500 reserves and Inuit communities. Virtually all reserves and Inuit com-
munities have similar facilities. Only communities with very small populations
(under 100) do not have a health facility with permanent staff. These facilities are
usually staffed by nurses and community health representatives (CHRs) and sup-
ported by family physicians and other specialists who visit the community peri-
odically. Almost all CHRs and an increasing number of nurses are Aboriginal. In
principle, at least, they provide a combination of primary care, public health and
health promotion services to all community residents.

The federal government also supports some 50 residential treatment cen-
tres and seven hospitals scattered across the provinces, providing services almost
exclusively to First Nations and Inuit patients. Many of the treatment centres
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are located within First Nations’ territories. They are staffed largely by Aboriginal
people and incorporate many of the principles of holistic, culturally based heal-
ing that we have described.

Many of the community health facilities were constructed in the 1970s or
earlier. They range from old and decrepit clinics with limited capacity to pro-
vide a healing program, to modern, fully equipped health centres with an excel-
lent capacity for primary medical care and general public health programs. In
addition to requiring general renovation to meet contemporary standards, older
facilities are crowded and unable to provide an expanded range of healing pro-
grams. For example, a representative of the Skidegate Caregivers’ Society, speak-
ing in Prince Rupert, British Columbia, described her community’s problem with
inadequate facilities:

Skidegate has been successful in obtaining funds to address some of
our health and social needs but is facing the problem of finding space.
Our health centre and band office are inadequate to serve a safe, ther-
apeutic, culturally sensitive program. There are no other rental spaces
available in Skidegate and, as a result, we have had to rent facilities
off-reserve....

The health centre was built close to 20 years now and there is
room for two CHRs, a nurse and maybe a doctor’s clinic. It’s in a trailer
and the walls are not even — it’s not a good place for counselling.

When we hold workshops, we rent whatever space is available
— the church, the community hall, wherever we can find
space....We've had to rent office space for the counsellor out of the
reserve because...the health centre’s walls are so thin you can hear
through the walls....There is no money for capital and there’s no
money for a building....

Mary Anne Wilson

Skidegate Caregivers
Prince Rupert, British Columbia, 26 May 1993

In the majority of Aboriginal communities, there is a foundation of basic ser-
vices on which to build, although adequacy varies from one community to another.
However, efforts to achieve a holistic approach to healing are frustrated by frag-
mented delivery structures and inappropriately trained personnel who are often ill-
equipped to mobilize the strengths of the community in support of whole health.
The challenge in this context is to transform the current system, building on the
experience and investments already in place. This will require that

* resources be provided to Aboriginal governments to identify the changes nec-
essary to transform existing programs and facilities;

* Health Canada’s transfer policy be revised to reflect this new policy focus on
community healing centres;
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* federal, provincial, territorial and Aboriginal governments revise current
health and social services policy to facilitate integrated service delivery; and

* federal, provincial, territorial and Aboriginal governments make additional
resources available to facilitate the transformation of existing health and social
service facilities into community healing centres and lodges.

Meétis and other Aboriginal people residing off-reserve in cities or rural com-
munities have not benefited from federally supported service delivery, although the
non-insured health benefits program has been available to some status Indians living
off-reserve and Inuit outside their northern communities. For Aboriginal people
living in rural areas, services are often inaccessible because of distance and inap-
propriate because they ignore social and cultural aspects of health and disease. A
Meétis presenter at Paddle Prairie, Alberta, described the situation in his district:

The Paddle Prairie Settlement stretches almost 30 miles along the
Mackenzie Highway and is the same across. With the populations of
Key River and Carcajou, there are almost 1,000 people living here,
all of whom have been promised by the provincial government that
they can have equal access to health services as any other Albertan.

But people have to travel to see a physician, dentist...[and for]
all of our other needs. The health unit supplies home care visits and
a nurse for two days a week to the hamlet of Paddle Prairie....

All of this leaves us with some confusion and a very fragmented
health delivery system. Needless to say, this means extra cost for our
people in travel...accommodation and meals, and often loss of pay.
That is while they have to leave their jobs to travel to Grande Prairie
or Edmonton. We think this is discrimination.

John Crisp

Paddle Prairie Metis Settlement
High Level, Alberta, 29 October 1992

For Aboriginal people in urban areas, the problems are more often failure to make
contact with needed services, the lack of culturally appropriate services, and the
absence of Aboriginal personnel who can overcome barriers to effective service.

Thus, Aboriginal people who do not live in communities that receive fed-
erally funded services tend to be served inadequately, sometimes to a severe
extent. The evidence presented in our hearings and in the research studies and
intervener participation reports prepared for us indicates that they suffer social
and economic disadvantages that undermine health and well-being, experience
social exclusion and barriers to effective service, and have the same concerns
about the need for holistic, community-based services.

As noted earlier, most statistics refer only to Indian people on-reserve and
those served by federal programs. Consequently, little information is available
on the priority health needs of Métis and other Aboriginal people in cities, towns
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and rural areas. Transformation of the service system for these populations must
start with needs identification and planning. Aboriginal healing centres should
be designed to provide holistic, culture-based services in the context of primary
health care and health promotion and co-ordinate access to other non-Aboriginal
health and social services. Métis and other Aboriginal communities in urban and
rural areas should have the opportunity to develop healing centres and healing
lodges as part of a national effort to restore and maintain Aboriginal health.
However, in view of the general lack of service infrastructure off-reserve, the first
requirement is resources for needs assessment and planning.

In Volume 4, Chapter 2 we described the many initiatives undertaken by
women in the area of health and healing. They struggle to survive with uncertain
funding, draining the energies of volunteers and underpaid staff. Demonstration
projects and short-lived programs often have a great deal to teach, through both their
successes and their difficulties. New initiatives should make maximum use of them
and the dedication and expertise of the women who organized them, as well as the
networks that continue to channel information and support new endeavours.

The beginnings of change

In many communities, a shift in the orientation of health and social services is already
under way. Earlier we documented examples of Aboriginal communities where inno-
vations in local service delivery are beginning to reflect holistic characteristics,
Aboriginal control and local diversity and extending the range of services to pro-
vide more equitable access. The push for change and the exploration of more holis-
tic strategies have been carried forward by federal and provincial governments as well
as by Aboriginal people. Here we have in mind Health Canada’s transfer initiative,
selected provincial initiatives, the devolution of responsibility to community gov-
ernments, and a new federal program for building healthy communities, all of which
have points of congruence with the systematic change we propose.

In 1986, the federal government introduced the health transfer initiative,
designed to transfer administrative authority for community health services over
time to reserves in the provinces. Aboriginal people in the territories became
involved in a similar transfer process through the devolution of responsibility for
health services to the territorial governments. Inuit and some First Nations people
in Quebec achieved a considerable level of community control over health and
social services through the James Bay and Northern Quebec Agreement and the
Northeastern Quebec Agreement. These initiatives promise to provide opportu-
nities for Aboriginal communities to assume greater responsibility for developing
health services and programs at the community and regional levels. Views on the
health transfer program were presented earlier in the chapter.

The research we commissioned and the briefs and submissions we received
leave us singularly impressed with the extent to which health programs in com-
munities that have participated in transfer initiatives increasingly reflect Aboriginal
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priorities. First Nations and Inuit authorities at the community and regional levels
have responded creatively to a limited opportunity and have begun to transform
health facilities and programs along the lines we envision. Indeed, the innovations
introduced in some communities point the way to approaches we endorse in this
chapter. Creativity in Aboriginal services is dampened, nevertheless, by policy and
funding constraints imposed from outside Aboriginal communities.

Provincial governments have also recognized the value of decentralization,
community involvement and integrated service delivery. As early as 1971, follow-
ing the recommendations of the Castonguay-Nepveu commission, Quebec estab-
lished a network of local community service centres for the integrated delivery of
health and social services. They are intended to encourage teams of physicians, social
workers, nurses, dentists, technicians and others to provide co-ordinated front-line
services through facilities that ideally should have high levels of community involve-
ment. The goal of an integrated service delivery system has never been achieved,
however. Community health clinics continue to operate in most provinces, but they
are at the margins rather than the centre of the health care system, which contin-
ues to revolve around the authority and professional norms of physicians.

In the past several years, provincial governments have begun to re-exam-
ine this approach to health care in an attempt to gain some measure of control
over escalating expenditures. Central to these initiatives is the development of
regional health authorities, with responsibility for rationalizing and administering
health and social services, and the promotion of community health clinics with
non-medical personnel (such as nurse practitioners, midwives and mental health
counsellors) providing a full range of integrated health and social services.

Although most provincial reforms are directed to the general population,
several provincial governments have recently launched similar initiatives for
Aboriginal communities. Ontario announced its Aboriginal Healing and Wellness
Policy in June 1994. It adopts a status-blind approach to developing health and
healing centres for Aboriginal communities. Five new healing lodges and 10 new
Aboriginal health access centres will be funded around the province. While this
initiative will have particular benefits for Aboriginal people in urban areas, it will
also provide resources to First Nations communities to enhance community
healing centres. The program has brought together resources from the provincial
ministries of health and community and social services, the women’s directorate
and the Native affairs secretariat. It fosters partnerships between Aboriginal
people of various status categories on- and off-reserve and the creative use of band
program funds, federal capital allocations and provincial operating grants.

In some parts of the country, Aboriginal organizations have initiated nego-
tiations with the federal government to create new regional health systems
under the jurisdiction and control of Aboriginal communities. For example, the
Health Framework Agreement for First Nations People in Manitoba, negotiated
in 1994 by the Assembly of Manitoba Chiefs and the federal health minister, was
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intended to provide a framework through which new structures and systems
could be developed to implement the goal of a First Nations health system in
Manitoba. It was not signed, however, because of federal reluctance to include
in the agreement reference to health as a treaty right. For many First Nations,
who look to treaties as the legal foundation of their relationship with Canada,
the continuing refusal of the federal government to recognize health care as a
treaty right will constrain further development of health and social systems. (For
a full discussion of treaties as the principal instrument structuring the relation-
ship of treaty nations with the Canadian state, see Volume 2, Chapter 2.)

At the district level, the Meadow Lake Tribal Council provides an example
of how self-government and community healing are inextricably linked. In its sub-
mission to the Commission describing their plan for a First Nation-controlled
health care system, the council states: “The intention is to ground the health system
in a model of health that focuses on healing, personal and community develop-
ment, and prevention”. Programs serving nine communities will be managed by
the tribal council through self-government agreements with the federal govern-
ment, and community healing services will be administered through formal agree-
ments between the tribal council and each member community.*'

In some instances, the development of a system of healing centres and lodges
could be undertaken by existing regional health organizations that have adapted
already to the geographic and cultural conditions of the region and the jurisdiction
and regulatory authority of the province or territory. The Nunavik regional gov-
ernment of northern Quebec is one example. The Labrador Inuit Health
Commission is another. As of March 1996, a total of 195 tribal councils or multi-
community agencies were involved in the transfer of health services. Of these, 66
projects representing 141 First Nations communities were the subject of signed trans-
fer agreements with Health Canada, and 129 agencies or councils representing 237
communities were engaged in pre-transfer projects. In addition, Health Canada is
funding special initiatives by the Labrador Inuit Health Commission, the Union of
New Brunswick Indians and the Grand Council of Treaty 8 First Nations.””

The federal initiative announced in September 1994, Building Healthy
Communities, promises to provide $243 million over five years to assist First
Nations and Inuit communities in developing community health facilities and
services. It also intends to provide for a more integrated approach to funding
where program-specific funding can be rolled into integrated community-based
health services agreements. These would enable First Nations and Inuit com-
munities to target resources to priority needs. Health Canada has also announced
that non-insured health benefits will be transferred to some First Nations and
Inuit communities on a pilot-project basis, which should also provide greater flex-
ibility in developing community-based services.

It is evident, then, that there are numerous instruments and relationships now
in existence or in negotiation through which our proposals could be implemented.
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However, the fragmentation of programs supported by each level of government
and the lack of co-ordination between federal and provincial governments create
serious impediments to the effectiveness and cost-efficiency of programs.
Recognition of Aboriginal jurisdiction in health and social services will provide a
basis for holistic approaches to healing services. Within current jurisdictions, bar-
riers to integrated services and intergovernmental collaboration should be removed.

RECOMMENDATIONS

The Commission recommends that

Laws, Regulations 3.3.7
and Funding to - Federal, provincial and territorial governments collaborate with
Support Integrated s i : s 2 2 §
Services Aboriginal nations, regional Aboriginal service agencies, com-
€rviCces . .. . .
munity governments and Aboriginal organizations, as appro-
priate, to adapt legislation, regulations and funding to promote
(a) integrated service delivery that transcends restricted service
mandates of separate ministries and departments;
(b) collaboration and shared effort between federal, provin-
cial/territorial and local governments; and
(c) the pooling of resources flowing from federal, provincial,
territorial, municipal or Aboriginal sources.

Transform Current 3.3.8
Services Aboriginal organizations, regional planning and administra-
tive bodies and community governments currently adminis-
tering health and social services transform current programs and
services into more holistic delivery systems that integrate or co-
ordinate separate services.

.—.

Implementing a new system

Developing healing centres to serve Métis and other Aboriginal people in rural
and urban areas will involve creating new organizational structures and redis-
tributing resources from existing provincial and municipal institutions. As well,
new resources will be required to deliver services where now they are unavailable.

The development of regional healing lodges, ideally serving all Aboriginal
people who share history, culture or current affiliation in a regional community,
might involve a significant planning period. Current residential services could
expand their duties to address a broader range of needs and partially fill the gap
we have identified in family and community healing.
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Table 3.14

Communities With 1,000 or More Persons Who Reported

Single Aboriginal Origins, 1991

Newfoundland Quebec Yukon
Urban Urban Urban
Happy Valley-Goose Bay Chicoutimi-Jonquitre Whitehorse®
Gatineau
Hull
Laval
Montreal
Manitoba Saskatchewan Alberta
Urban Urban Urban
Brandon North Battleford Calgary’
Thompson Prince Albert’ Edmonton®
Winnipeg’ Regina’ Fort McMurray
Saskatoon” Grande Prairie
Lethbridge
Non-Urban Non-Urban Non-Urban
Division 19 Ile-a-la-Crosse Improvement District 17°
Division 22 La Loche Improvement District 18
British Columbia Ontario Northwest Territories
Urban Urban Urban
Kamloops Brantford Inuvik
Port Alberni Hamilton Iqaluit
Prince George London Yellowknife
Prince Rupert Ottawa Non-Urban
Surrey St. Catharines-Niagara Arviat
Vancouver’ Sault Ste. Marie Baker Lake
Victoria Sudbury Fort Smith
Thunder Bay Pangnirtung
Toronto' Rae-Edzo
Rankin Inlet
Notes:

* Areas with 3,000 persons or more who reported a single Aboriginal origin.

Statistics Canada defines urban as an area with a population of at least 1,000 and a population density
of at least 400 per square kilometre at the previous census. Rural is defined as small towns, villages and
other populated places with populations under 1,000 according to the previous census; rural fringe areas
or census metropolitan areas and census agglomerations that may contain estate lots and other non-farm
land uses, as well as intensive agricultural land uses; agricultural areas; and remote and wilderness areas.
Both urban and rural areas listed in this table exclude reserves and settlements.

Source: Statistics Canada, 1991 Census, Aboriginal population by census subdivisions and census

metropolitan areas, 1994.
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The location and catchment area for particular healing centres should be
determined through a planning process involving local residents. We suggest that
rural communities with an Aboriginal population of 250 should be eligible to par-
ticipate in the planning process and that a more dispersed rural Aboriginal pop-
ulation of 1,000 should be eligible as well. In cities and towns, a base Aboriginal
population of 1,000 should establish eligibility for planning purposes. A list of 44
urban communities and four non-urban districts with a minimum of 1,000
Aboriginal people who reported only Aboriginal ancestry is shown in Table 3.14.*

Whether urban or rural, healing centres will vary in size, level of staffing
and type of services, depending on the size of the population served. For exam-
ple, in Prince Edward Island and New Brunswick, provinces with small
Aboriginal populations, urban centres might function more as referral and co-
ordinating units with some capacity to provide culture-based services. In cities
such as Montreal, Toronto, Winnipeg and Regina, centres should provide a full
range of health and healing services on a more autonomous basis. In locations
where on-reserve and off-reserve populations live in close proximity, services
could be shared.

In our recommendations on urban service delivery (see Volume 4, Chapter
7), we propose that urban services be provided as a rule on a status-blind basis.
We acknowledge, however, that the Métis Nation and treaty nations in the
prairie provinces have a history of distinct development and that it might not
be feasible yet to establish healing centres that serve Métis and First Nations
people together. However, for reasons of efficiency and economy, as well as shared
interests, we urge all Aboriginal communities to collaborate in the development
of urban healing centres and regional lodges.

RECOMMENDATION

The Commission recommends that

Planning and 3.3.9

Needs Assessment - Federal, provincial and territorial governments, in consulta-
tion with Aboriginal nations and urban communities of inter-
est, co-operate to establish procedures and funding to support
needs assessment and planning initiatives by Métis and other

Aboriginal collectivities, in rural and urban settings, to
(a) form interim planning groups for rural settlements with a
minimum of 250 Aboriginal residents, or catchment areas,
whether urban or rural, with a minimum of 1,000 residents;
(b) compile an inventory of existing services, organizations
and networks directed to meet Aboriginal needs, from
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which to build on existing strengths and ensure continu-
ity of effort; and

(c) prepare plans to develop, operate and house healing centres,
considering the goal of equitable access by Aboriginal people
wherever they reside, the historical pattern of distinct Métis
and treaty nation development in the prairie provinces, the
availability and adaptability of municipal and provincial

services, and the cost and efficiency of services.

In developing healing lodges, it should be possible to adapt or modify exist-
ing residential programs and facilities, but clearly there will be a need for new
capital development as well as incremental service delivery costs to fill the gap
in services oriented to family and community healing. Early identification of
pressing needs will be required, along with formation of regional planning
bodies to co-ordinate effort. Long-term budget forecasting will be necessary to
ensure that facilities are strategically located and, in the operational phase, ade-
quately equipped and funded.

The number and location of healing lodges across Canada would emerge
as a result of regional planning. Since we anticipate that both federal and provin-
cial governments will contribute to establishing and operating healing lodges,
it might be most feasible to carry out planning on a provincial basis or, in the
case of the Atlantic provinces, on a multi-provincial basis.

RECOMMENDATIONS

The Commission recommends that

Regional Healing 3.3.10
Lodges - Aboriginal, federal, provincial and territorial governments, as
appropriate, collaborate on regional initiatives to develop heal-
ing lodges providing residential services oriented to family and
community healing, with priority being given to
(a) needs assessment and planning that reflect regional
Aboriginal initiative and responsiveness to the diversity of
cultures and communities;
(b) services broadly inclusive of all Aboriginal people resident
in a region or associated with the nations of the region;
(c) institutions that collaborate with and complement other
Aboriginal institutions and services, particularly healing
centres delivering integrated health and social services; and
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(d) governance structures consistent with emerging forms of
Aboriginal self-government in the region.

Capitaland 3.3.11
Operating Budgets - Ahoriginal, federal, provincial and territorial governments incor-
porate in funding agreements plans for capital development and
operating costs of a network of healing lodges.

Governance of health and healing institutions

Health and healing institutions deliver services under the authority of provincial
legislation. Implementing the healing centres strategy might require arrange-
ments to do things differently or exemption from certain regulations. One exam-
ple is legislative recognition of Aboriginal custom adoption in the Northwest
Territories.”* Another is partial exemption from confidentiality rules that have
prevented adoptees of status Indian origin from learning their identity and exer-
cising their Aboriginal rights. In some provinces, Indian adoptees are entitled to
be informed of their status on reaching the age of majority, while adoptees of other
origins do not have access to information that identifies their origins.

With the concurrence of the provinces and the support of the federal
government in respect of Inuit and Indian people on-reserve receiving federal ser-
vices, it is possible to begin to implement the healing centres strategy now. For
Meétis communities and Aboriginal people off-reserve in rural and urban settings,
change is impeded by the policy vacuum. Provincial governments continue to
resist developing or financing Aboriginal-specific programs, and the federal
government declines to exercise its authority concerning off-reserve services.

In Volume 4, Chapter 7, we propose federal and provincial sharing of
responsibility to break through the barriers to restructuring services for Métis and
other Aboriginal people. We propose that provincial and territorial govern-
ments be responsible for financing services for Aboriginal people off-reserve that
are ordinarily available to other residents. Provinces should also undertake the
cost of making these programs appropriate for Aboriginal residents. The federal
government would be responsible for the costs of self-government on Aboriginal
territory, including health and social services delivered by Aboriginal govern-
ments. It would also be responsible for Aboriginal government services and treaty
entitlements outside Aboriginal territory where these exceed benefits generally
available. Given the picture of disadvantage detailed in this chapter, we propose
further that the costs of affirmative action to compensate for historical disad-
vantage be shared by federal, provincial and territorial governments on a formula
basis reflecting fiscal capacity. (For details, see Volume 4, Chapter 7.)

The urgent work of restoring the health of Aboriginal people should be

undertaken without delay. The readiness of federal and provincial governments
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to support a new health strategy, which Aboriginal people have advocated and
which we endorse, will be among the first tests of commitment to restructuring
the relationship between Aboriginal people and the rest of Canada. The House
of Commons Standing Committee on Health has also urged the federal gov-
ernment to “take the lead in co-ordinating and implementing [a comprehensive]
plan of action for Aboriginal wellness” in collaboration with provincial and ter-
ritorial governments and national Aboriginal organizations.”

Healing centres and lodges will operate under the authority of federal,
provincial or territorial governments in the immediate future and will derive their
authority from Aboriginal nation governments when self-government is estab-
lished in relevant territories. Under any of these jurisdictions, the healing centre
or lodge would be guided in the fulfilment of its responsibilities by a board of
directors drawn from the community or communities served. The board should
represent the diversity of community members, paying particular attention to
include in decision making the voices of women, youth, elders and people with
disabilities. It should ensure that ethical practices appropriate to the culture are
followed by staff, administration and political bodies and that appeal mechanisms
are in place so that persons who believe they have been ill-served or injured have
recourse.

One of the strengths of the proposed system will be its capacity to obtain
specialist services and residential care on behalf of collectivities larger than single
communities, sharing expertise within the Aboriginal planning community and
achieving economies of scale. Co-ordination of regional services will require the
establishment of planning bodies, which should include representation from rel-
evant governments, mainstream and other service institutions affected by regional
planning, and community members, in particular women, youth, elders and
people with disabilities. The components of a regional service system that should
be represented in regional planning bodies are shown in Figure 3.10.

The Commission assumes that health and social services will be designated
as a core area for the exercise of self-government and that they will be among the
first areas of jurisdiction to be occupied by Aboriginal governments. The major
difference between service delivery under provincial jurisdiction and under self-
government will be that Aboriginal nations will enact the laws and draft the reg-
ulations establishing conditions and standards. Intergovernmental transfers will
supplement revenues from within the Aboriginal nation to support services. With
implementation of the human resources development strategy set out in the next
section, we anticipate visible and progressive movement toward staffing service,
administration and planning positions with Aboriginal personnel.

We urge federal, provincial and territorial governments and Aboriginal gov-
ernments and organizations to support regional planning bodies, to bring
together the interests and needs of communities that have the prospect of coa-
lescing into self-governing nations or confederacies of nations. With co-opera-
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FIGURE 3.I0

Proposed Regional Health and Social Services System
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tion between Aboriginal and non-Aboriginal authorities and among Aboriginal
constituencies, healing centres and lodges can begin to advance the long-term
goal of achieving whole health for all Aboriginal people.

RECOMMENDATION

The Commission recommends that

Regional Planning 3.3.12
Bodies Federal, provincial and territorial governments, and Aboriginal

governments and organizations, support the assumption of
responsibility for planning health and social services by regional
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Aboriginal agencies and councils where these now operate, and
the formation of regional Aboriginal planning bodies in new
areas, to promote
(a) equitable access to appropriate services by all Aboriginal
people;
(b) strategic deployment of regional resources; and
(c) co-operative effort between Aboriginal communities and
communities of interest, consistent with the emergence of
nation governments and confederacies.

3.3 Human Resources Strategy

Developing Aboriginal human resources is essential to ensure the success of the
new approaches to health and healing we recommend. Without the necessary
Aboriginal administrators and service providers, it will not be possible to improve
Aboriginal health and social conditions. There must be a substantial and con-
tinuing commitment to develop the capacity of Aboriginal people to provide
health and social services. This capacity building should be an important part
of the relationship between Canadian governments, mainstream service agencies
and Aboriginal governments and organizations.

As discussed more fully in the education chapter in this volume and in the
governance and economic development chapters in Volume 2, several broad
strategies are required to foster the development of Aboriginal human resources:

* increasing the capacity and number of education and training programs that
are provided by Aboriginal institutions;

¢ improving the contribution of mainstream education and training pro-
grams to the development of Aboriginal human resources;

¢ improving Aboriginal students’ ability to pursue education and training
through the provision of financial and other supports; and

¢ improving the cultural appropriateness and effectiveness of education and
training programs to meet the needs of Aboriginal students and communities.

Our purpose here is to outline some of the ways these broad strategies can
be implemented to increase the number of Aboriginal people involved in the
health and social service professions.”® Progress in this sphere is vital to the well-
being of Aboriginal people, and current efforts to address the problem are inad-
equate. Although many reports and task forces have called for improvement,
progress has been very slow.””

While the provision of health and healing services should not be seen as
the exclusive domain of health and social service professionals, many aspects of
the planning, delivery and evaluation of health and healing services do require
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the expertise of individuals with formal training. Therefore, part of the plan for
Aboriginal health and healing must consider how these needs can be met.

The current status of Aboriginal
human resources in health and healing

There was unanimity among Aboriginal representatives and representatives of
professional associations and service organizations appearing before the
Commission that improvements are needed in the recruitment, training and
retention of Aboriginal people in the health and social services professions to
meet current and future needs:

Both the federal and provincial governments need to recognize that
we do need resources in order to better ourselves. We need to have
the human resources — First Nations human resources.

Phil Hall
Alderman, District of Chilliwack
Victoria, British Columbia, 22 May 1992

We find that the key to better integration of health and social ser-
vices in Aboriginal communities is an increase in the number of
health professionals originating from these communities.... The Royal
Commission should recommend that priority be given to training
programs that are accessible to and realistic for Aboriginal peoples.
[translation]

Huguette Blouin

L'Association des hépitaux du Québec
Montreal, Quebec, 16 November 1993

Services [are] obstructed by the shortage of necessary public health
workers. The preferred avenue for the improvement of health status
is an increase in the number of qualified and skilled Aboriginal
public health workers in Canada providing public health services to
Aboriginal communities.

Janet Maclachlan

Canadian Public Health Association
Ottawa, Ontario, 17 November 1993

We must seek control of our medical services and social welfare/child
welfare programs. By doing so, we must also begin training of
Aboriginals in all professional capacities involved with these pro-
grams. A mandate for the beginning of the next millennium must be
a national educational program designed to capture the hearts,
minds, and spirits of Aboriginal youth and provide them with the
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way to become obstetricians, pediatricians, psychologists, nurses,
social workers, [addictions] counsellors, [and] therapists of the future.
April Prince

All Nations Youth Council

Prince George, British Columbia, 1 June 1993

The Canadian Medical Association recommends that the Canadian
government...increase access and support programs to encourage
Aboriginal students to enter health careers.

Dr. Richard J. Kennedy

Canadian Medical Association
Ottawa, Ontario, 17 November 1993

I would like to see more emphasis on training of Aboriginal people
for the health field. There have been a number of Aboriginal people
who have gone into nursing. There have been some who have gone
into social work, and very few who have gone into medicine.

Dr. Fred W. Baker

Canadian Paediatric Society
Ottawa, Ontario, 18 November 1993

The impact of Aboriginal hospital workers has been tested at Ville-

Marie and other hospitals. The results clearly demonstrate improved

accessibility of services...we support the training of Aboriginal com-

munity workers and social workers to provide community and social

consultations and intervention services within the communities.
[translation]

Ghislain Beaulé

Research Officer

Regional health and social services board

of Abitibi-Témiscamingue

Val d’Or, Quebec, 30 November 1992

We need to involve our own people in our own way with our own
human resources.

Gerri ManyFingers

Calgary, Alberta

26 May 1993

Regrettably, very little information has been collected systematically about
the number of Aboriginal professionals involved in health and healing services.
The Canadian Public Health Association, for example, in a recently published
study on the recruitment and training of public health workers, described the
current state of information in the following terms:
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“We're Not Sure.” This was the common response when key infor-
mants were asked if they knew the current numbers of Aboriginal
public health workers and/or Aboriginal students studying health care

in Canada.”®

Nonetheless, the Commission has been able to collect some information, and
it confirms that there is significant and widespread under-representation. Several
examples illustrate the point.

In 1990, it was estimated that fewer than 20 Aboriginal physicians prac-
tised in Canada.” In 1993, there were about 40 Aboriginal physicians,”® and
22 Aboriginal students were enrolled in medical schools.”' The Native Physicians
Association reports 51 self-identified Aboriginal physicians.**

We estimate that the ratio of Aboriginal physicians to Aboriginal popula-
tion is approximately 1:33,000. The corresponding ratio in the general popu-
lation is about 1:515.%> We estimate that only about 0.1 per cent of physicians
in Canada are Aboriginal. These figures show that Aboriginal people are seriously
under-represented in the medical profession.

Figures on medical school enrolment indicate that there will be about 35
Aboriginal physicians graduating over the next five years. While many will
practise medicine, others will serve as consultants and administrators. While these
new graduates will almost double the number of Aboriginal physicians in
Canad<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>