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Abstract 

 

Through a research partnership with the First Nations Health Authority (FNHA) 

and using mixed methods participatory action research this Dissertation critically engages 

with dominant Western-based knowledge systems of well-being from a decolonizing 

standpoint to better understand the determinants of Indigenous health and well-being. 

This study specifically asks: what are the main factors effecting different dimensions of 

well-being for Indigenous peoples living in urban centres, how does engaging in 

traditional land-based activities and cultural ways of life affect well-being, and to what 

extent does intergenerational trauma impact well-being? Thirteen key informant 

interviews were conducted with FNHA members involved in the development of the First 

Nations Perspective on Health and Wellness (FNPOW) to garner knowledge about the 

thoughts, feelings, belief systems, values, and knowledge frameworks that are embedded 

in this perspective. A multi-level statistical model was developed informed by the First 

Nations Perspective on Health and Wellness, the 2012 Aboriginal Peoples Survey and 

2011 National Household Survey, to produce health and wellness outcomes. Using a 

strength-based approach to well-being this study shows that the FNPOW advocates self-

determination, and implementing the perspective in research work offers a pathway to 

generating measures of health and wellness rooted in Traditional knowledge systems, and 

a pathway to decolonizing bodies. These outcomes are a form of social capital reflective 

of Indigenous values that can be utilized as a resource to strengthen community capacity 

to support Indigenous self-determination.  

 

 

Keywords: First Nations, urban Indigenous, self-determination, reconciliation, 

decolonization, participatory action research, social determinants, well-being, social 

capital 
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Preface 

 

 

What is Indigenous? 

 

In Canada, the term “Aboriginal” was initially defined by the Canadian 

Constitution Act of 1982 (Section 2:35) in this Act, "aboriginal peoples of Canada" 

includes the Indian, Inuit and Métis peoples of Canada” (Canadian Constitution Act, 

1982, Section 2). While there is a great deal of diversity among the three Aboriginal 

identity groups, the Canadian government has tended to treat each identity group 

homogeneously with respect to a variety of government policies and programs. Over the 

decades, the Census of Canada has used many different definitions to measure the 

construct of “Aboriginality.” The most recent and widely used definition is that of 

“Aboriginal identity.” The Aboriginal identity population in Canada includes all those 

who self-identified in the Census as Aboriginal and/or as registered Indians or members 

of an Indian Band or First Nation.  The Census maintains the definition of Aboriginal 

people outlined in the Constitution Act and collects information accordingly, and then 

categorizes  the Aboriginal population into fixed groups based on census questions 18, 

20, and 21 (Felligi, 1996). In the 2011 Census (Statistics Canada, 2011), question 18 

asked people if they self-identify in the North American Indian, Métis, and/or Inuit 

category. This question allows for multiple responses. Question 20 asks people whether 

they are a member of an Indian Band or First Nation and, if so, to give the name of the 

First Nation.  Question 21 asks if the person is a treaty or registered Indian, defined as 
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someone registered under the Indian Act. The term “Aboriginal identity” is used to 

include all Aboriginal identity groups: Registered Indian (on-or-off reserve), Inuit, Métis, 

and other multiple Aboriginal non-status individuals.  These categories form the basis of 

data, which make data on Indigenous peoples can be ambiguous and difficult to interpret; 

while much diversity exists among First Nations, Métis, and Inuit people culturally, 

socially and demographically, Aboriginal people are generally marginalized within the 

dominant culture (Frideres, 2010).   

While the word “Aboriginal” came into usage in Canada after 1982, when Section 

35 of the Canadian Constitution defined the term, many Indigenous communities reject 

the term since it is state-defined and imposed (Alfred, 2009). In fact, it is an English word 

defined by the government; it does not resonate with many communities and is not a 

word that Indigenous peoples have used in the past (Smith, 2012; Alfred, 2009; Alfred 

and Corntassel, 2005). The word “Indigenous” encompasses a variety of colonized 

peoples and can be applied in an international, transnational, or global context. For 

example, “Indigenous” is used by the United Nations to refer to peoples of long 

settlement and connection to traditional lands who have been negatively impacted by the 

incursions of industrial economies, displacement, and settlement of their traditional 

territories by others (Dunbar-Ortiz, 2006). In the practice of respect and in support of 

self-determination, this study will use the term “Indigenous” in the Canadian context to 

describe the “Aboriginal population” more generally except in instances when it is 

appropriate to use “Aboriginal” to describe a government department, organization, 

program, or service. In other instances, this study will also use the term “First Nation,” 

“Métis,” or “Inuit” where appropriate.   
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Researcher Positionality:  

 

One of the primary principles of doing research with Indigenous peoples is for the 

researcher to locate themselves at the onset of their research project (Smith, 2006; Smith, 

1999; Absolon & Willett, 2005) which is considered necessary relational work. In this 

informal introduction, I am taking time to locate myself in the research and identify the 

position from which my voice speaks, and will be heard by others. Researcher 

positionality is also an expression of the responsibility of maintaining good relations and 

showing respect (Kovach, 2009) and holds us accountable for our positionality (Smith, 

2006; Smith, 1999; Absolon & Willett, 2005). My research journey has been driven by 

the desire to learn, and to engage with those who share in the pain and trauma of ongoing 

colonial practices. It is my belief that good health and wellness should be experienced by 

all people, and is a form of social capital that has greater worth than money. I believe that 

health and wellness is a shared and interconnected experience and to understand the 

impacts that colonialism has had on our shared experience as Indigenous peoples 

belonging to a global community, and to use this understanding in a decolonized way to 

inform action in the form of public policy and in the development of local programs and 

services is my intention with this research. 

Who are you? Why are you here? What is the direct benefit of your research to 

the community? (Smith, 1999; Absolon & Willett, 2005; Simpson, 2011). These are 

important questions which have guided the ethical manner to which I have engaged in my 

research. I am a non-native (First Peoples) Indigenous woman born in Canada and have 

now settled on the Lekwungen Traditional Territory (Southern tip of Vancouver Island) 



xvi 

 

of the Coast Salish peoples with my family. My Indigenous roots are traced to the 

traditions and cultural practices connected to the patrilineal side of my family. My Father, 

which white society calls a “visible minority” based on his brown skin, was born in 

Secunderbhad India, and lived half of his life in India until he experienced forced re-

location a few decades after India claimed its independence from colonial rule of the 

British Empire on August 15, 1947. While my Father relocated to Canada, many family 

members went to Australia and the United States but a few remained in India. While our 

family is situated across the globe, we all remain in contact, and I have managed to spend 

time visiting in India, and I have created a strong connection to Indian culture and ways 

of life through everyday acts of resurgence (Alfred, 2008; Alfred, and Corntassel, 2005). 

My mother was born on the East Coast of Canada and is a blend of English and Irish 

descent and the eldest daughter of eight children born into a hard-working coal mining 

family. I was born on March 23, 1972 as an only child in Burlington Ontario, at Joseph 

Brant Hospital. The hospital was named in honor of early inhabitant of Burlington, 

Thayendanega who is member of wolf clan and the Grand River tribe of the 

Kanien'kehá:ka (Mohawk) nation, a prominent political and military figure in the history 

of Thayendanegea region and my hometown.  

Today, I am proud to self-identify as an Indian women but when I reflect upon my 

journey to celebrating my cultural diversity is reads more as a story of paradox. At times, 

I embrace a rich sense of cultural awareness and at other times I suffer from my family’s 

assimilation processes and adherence to the anglo-conformity model into mainstream 

culture and society. It seems to me that white society has played an instrumental role in 

telling us who we are and how we should be articulating and expressing our identities. I 
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have internalized racism and negative stereotypes and know what it feels like to be 

silenced and have social worth assigned by others based on skin color and ethnic origins. 

I am a blended person and my identity is not inseparable from these experiences but 

emerges from an intersection between a variety of social factors such as my gender, 

family and the tensions experienced through a relational process with various social 

institutions and other groups along the way. There is a feeling of being connected and yet 

disconnected, and lost as a culturally blended person bridging eastern and western 

worlds. My relationships with First Peoples in Canada have always been free flowing and 

come naturally, and the communities which I have had the honor of working with are 

based in friendships and familial bonds well established before the writing of this 

Dissertation.  I have often wondered why I have felt such ease working with First Nations 

peoples and I have been curious about the parallels this may have to my own Indigenous 

roots and shared experiences of dispossession and colonialism which have been 

formative in shaping my self-identification.  

When I work with Indigenous communities our relationship is based in mutual 

respect of knowledge generation, values systems and agreed on pathways of knowledge 

mobilization. This means that we work in partnership to determine how knowledge is 

shared within Indigenous knowledge networks and outside of these networks.  Through 

my community research I have been welcomed into people’s homes and I am committed 

to working with Indigenous communities to co-create research design practices and 

ethical frameworks that are anchored in Indigenous ways of knowing. So my 

positionality has everything to do with where I come from, who I am and how I am 
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connected to my research work and the peoples it relates to now and in the future.  All 

my relations! 
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 Chapter One: Introduction 

 

This dissertation is a story – a narrative informed by a research partnership with 

the First Nations Health Authority (FNHA) in British Columbia based in participatory 

action research, and guided by Indigenous worldviews and ethical frameworks. This 

study relies on a decolonized approach to qualitative and quantitative techniques to 

inform determinants of health and wellness for Indigenous peoples living in urban centres 

across Canada. The approach to the statistical analysis used in this study respects that 

there are unique histories, and cultural differences between Northern Inuit peoples and 

other Indigenous people (First Nations and Métis) living in urban centres across Canada 

and for this reason the analysis will focus on First Nations peoples only. This dissertation 

takes a holistic approach to health and well-being which is important to supporting a 

strengths-based approach to health and wellness for many Indigenous peoples whose 

voices have not been heard within western institutions and reflected in western medical 

models (Loppie-Reading and Wien, 2009). This story draws on oral histories of thirteen 

key informants from a case study of the First Nations Health Authority (FNHA) to trace 

the historical development of the First Nations Perspective on Health and Wellness 

(FNPOW), and in doing so describes a colonial continuum that reminds readers about the 

nature of knowledge creation and the extent to which knowledge is transformed into 

colonial practices that represent the interests of the powerful and serve to reinforce their 

positions in society with minimal benefit to fostering Bimaadiziwin  or “the good life” 

among Indigenous peoples (Newhouse and Fitzmaurice, 2012).  
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A decolonizing shift in the story opens the conversation that invites readers and 

users of this information to consider an alternative way to think about urban Indigenous 

health and well-being. The qualitative data generated in this study explains how the 

FNPOW is anchored in Indigenous traditional knowledge systems, community values, 

and the self-determined strength of individuals and the organizational capacity of the 

First Nations Health Authority (FNHA) in British Columbia. The research then applies 

the FNPOW to the 2012 Aboriginal Peoples Survey (APS) data and the 2011 National 

Household Survey (NHS) using a quantitative analysis to generate indicators of health 

and wellness that are culturally relevant and more aligned with Indigenous worldviews.  

The participatory action research approach used in this study will generate determinants 

of health and wellness that provide a pathway to decolonizing bodies for urban 

Indigenous peoples, and serve to inform policy discussions related to these issues. 

 

Problem Identification 

 

 The Registered Indian Human Development Index was the first attempt by 

Indigenous Affairs and Northern Development Canada (INAC) to develop systematic 

quantitative measures of well-being for Indigenous peoples, modelled after the United 

Nations Development Programme's Human Development Index and Robin Armstrong's 

(2001) work on Geographical Patterns of Socio-Economic Well-Being of First Nations 

Communities in Canada (Armstrong, 2001; Cooke, 2005). The Registered Indian Human 
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Development Index and the work of Armstrong provided methodological guidance to the 

developers of the Community Well-being Index (INAC, 2015a; O’Sullivan et al, 2007). 

For over a decade, the Canadian Well-being Index (CWB) has dominated the policy 

arena as the national wellness index used by the Government of Canada to account for 

levels of well-being among Indigenous and non-Indigenous communities across the 

country. However, the tool is severely limited, in that the knowledge systems used to 

conceptualize well-being embedded in this framework are reflective of the social and 

cultural values of the dominant western discourse. 

The values of the Community Well-being Index (CWB) are articulated through 

four main wellness dimensions: income (based on income per capita, education (based on 

high school and university completion rates), housing (based on housing quantity and 

quality) and labour force activity (based on employment and labour force participation 

rates (INAC, 2015a, O’Sullivan et al, 2007). Well-being scores are calculated for 

Indigenous communities, and the resulting numeric values assigned to each community 

serve to reproduce a conceptualization of well-being that represents colonial hegemonic 

discourse. In a Bourdieusian sense, well-being scores exert a form of symbolic violence 

on Indigenous peoples because they exercise colonial power over them by legitimizing 

western ways of thinking about well-being over Indigenous ways of “being well.” The 

system produces an index score that represents and explicitly defines what well-being is 

and how it should be conceptualized for Indigenous peoples, thus failing to integrate 
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Indigenous knowledge systems about health and wellness. This knowledge has been 

internalized by many Indigenous communities and people, which further colonizes their 

inner life-worlds (Browne et al, 2005) and serves to validate thinking about what does 

and what does not constitute Indigenous wellness. According to Newhouse and 

Fitzmaurice (2012) the Anishinaabe-Ojibwe people of the Great Lakes received 

knowledge, instructions, and help from the Creator which taught the importance of 

maintaining a balance between their mental, physical, and spiritual health.  The idea of 

Bimaadiziwin is based in an Indigenous worldview that supports a holistic approach to 

good health and the role of traditional medicine and spiritual healers. It goes well beyond 

income and education levels, housing and labour force activity (Newhouse and 

Fitzmaurice, 2012).  

The position I take in this Dissertation is that Bimaadiziwin is a form of “social 

capital” (Bourdieu, 1972) which reflects the network of institutions and organizations 

within a community to deliver programs and services and the capacity of citizens within a 

community to engage in these activities offered through these programs and services. 

Processes of capacity building eventually become larger forms of social capital derived 

from sites of resource at the community level and at the individual level and foster 

Bimaadiziwin. While there is debate in the literature about how to conceptualize and 

measure social capital there is consensus about regarding it as a network of relationships 

between individual and the communities to which they live which is a “resource” 
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(Mignone, 2003; Mignone et al, 2005b) which could take a variety of forms such as good 

health, access to information and technological infrastructure, the practice of traditional 

knowledge systems, and opportunities that support social action that focus on supporting 

goals at individual and community levels (Hill and Cooke, 2014). As Hill and Cook 

(2014, p.423) point out:  

For some, these networks are resources held by individuals who are connected to 

one another and who can use these connections to access information, 

opportunities, or other resources. Social capital is a characteristic of the 

communities in which these networks and norms exist.  

 

There has been research work dedicated to exploring the extent to which socially 

cohesive communities create bonds of trusting relationships which act as bridging 

processes where individuals and institutions can participate in community development 

projects (Chataway, 2002; Hill and Cook, 2014; Mignone, 2003; Mignone et al, 2005b; 

Mignone, 2009).  

First Nations’ relationships with the Canadian government have influenced their 

health, which are characterized by colonial governance resulting in widespread epidemics 

of infectious diseases, the denigration of Indigenous governing systems, dispossession 

from the land, dispossession from culture and identity, degradation of health care and 

violence against women and children (Aboriginal Affairs Working Group, 2010; Milloy, 
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1999; Bryce, 1907; Kelm, 1998, Mosby, 2013; Hutcheson, 2006; Daschuk, 2013). 

Arguably, the federal government in Canada has not been able to address the issues of 

overcrowded and inadequate housing, poor water quality and unsanitary living conditions 

that have resulted in the continued spread of disease and pathology and poor health 

among Indigenous peoples (Lavoie et al, 2008; Kelm 1998; Mosby, 2013; Daschuk, 

2013). There are many reasons why the federal government has not adequately addressed 

these concerns which are not entirely linked to a state-centric argument, and will be 

described later in the dissertation when discussing Indigenous health and wellness in the 

context of neoliberal capitalism.  

According to Reading and Wien (2009) the social determinants of health can be 

“categorized as distal (e.g. historic, political, social and economic contexts)… 

intermediate (e.g. community infrastructure, resources, systems and capacities)… and 

proximal (e.g. health behaviours, physical and social environment)”, (Reading and Wein, 

2009, p.6).  Many Indigenous peoples understand well-being holistically through a 

balance of the Traditional Medicine Wheel, or some rendition of it, that displays four or 

more dimensions of health and well-being describing the interconnectedness among 

physical, emotional, spiritual, and mental states of human well-being. The medicine 

wheel with its four quadrants can be linked to the environment, the community, the 

nation and even governance structures (Kelm, 1998; Smith, 1999; Smith, 2012; Absolon, 

2011). The adverse effects of contemporary colonial practices have been identified as a 

determinant of poor health, resulting in lower states of wellness in Indigenous 
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communities (White et al, 2007a; White et al, 2007b; White et al, 2007c; Wingert, 2011; 

Cooke, 2009; Beavon & Jetté, 2009; Health Canada, 2002). This has influenced 

Indigenous peoples’ efforts to shape and determine their well-being through the 

resurgence (Alfred, 2008) of Indigenous worldviews as a strengths-based response to 

ongoing colonial practices. It is strongly recommended that traditional land-based 

practices through what Coulthard has termed “Grounded Normativity” (Coulthard, 2014) 

be seen as a critical component of what it means to be Indigenous. Grounded normativity 

conceptualizes land as a relationship to Indigenous peoples based in the obligations they 

have to the land. It is a reciprocal relationship involving all aspects of Indigenous life, 

culture, and economics (Coulthard, 2014) that provides resistance to further dispossession 

and disconnection to contemporary colonialism through the Indigenous resurgence 

movement (Alfred & Corntassel, 2005) and Indigenous research methodologies (Denzin, 

et al, 2008).  

The discontinuation of language practices and traditional activities (e.g. hunting, 

trapping, and harvesting for Indigenous peoples) is a threat to maintaining a strong sense 

of cultural identity and negatively impacts states of well-being at both the individual and 

community levels for urban Indigenous peoples (Hallet et al, 2007; Blackstock, 2009; 

Ledogar & Fleming 2008a; O’Sullivan, 2010; Norris, 2006). Despite its continued usage, 

it is obvious that the Community Well-being Index is limited in its ability to account for 

Indigenous well-being, and many scholars have critiqued the Community Well-being 

Index and the model it was conceptualized from, which is the Human Development 
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Index, for being narrowly focused, redundant and limited in how and what it measures by 

way of indicators of Indigenous wellness (Gracey and King, 2009; Wilson, 2008, 

Kirmayer et al, 2003; McGillivray, 1991).  In fact, the First Nations Health Authority 

(FNHA) and the First Nations Information Governance Centre (FNIGC) have already 

discontinued the use of this tool (FNIGC, 2012), recognizing that tracking and measuring 

changes to well-being over time for Indigenous communities need to be from an 

Indigenous standpoint. Otherwise, what do we really know about the factors that shape 

the social determinants of health and wellness for Indigenous peoples?  This question is 

important but has not been adequately addressed in the literature on the social 

determinants of Indigenous health and wellness and will be explored in this study.  

 

Research Questions:  

 

This study delves into questions that remain unresolved in the literature by 

holistically examining the determinants of the health and well-being of Indigenous peoples 

living in urban centres across Canada along physical, mental, spiritual and emotional 

dimensions. The study also explores the impacts of transgenerational trauma, family 

networks, alcohol consumption and Indigenous cultural activities as well as other social 

and economic factors on individual and community levels of well-being, and the extent to 

which these are all interconnected. It applies a decolonizing research framework and a 

strengths-based Indigenous perspective using the First Nations Perspective on Health and 
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Wellness (FNPOW) to actively work towards positively generating health and wellness 

outcomes to how well-being is linked to theories of social capital and decolonizing 

methodologies. Specifically, this study seeks to answer the following five research 

questions:  

 

1) How is the First Nations Perspective on Health and Wellness related to a 

decolonizing process and does the FNPOW when applied to data generate 

determinants of health and wellness that advance self-determination? 

 

2) How do transgenerational trauma, alcohol consumption, Indigenous family 

networks and participating in land based and other Indigenous cultural activities 

impact the emotional, spiritual, mental and physical dimensions of individual and 

also community health and wellness? 

 

3) What attributes (a general group of indicators) and indicators (a specific 

measurable item) can be utilized from the 2012 Aboriginal People’s Survey and 

2011 National Household Survey to support the FNPOW conceptual framework 

and the indicators identified as important aspects of Indigenous well-being?  

 

4) How are determinants of health and wellness for Indigenous peoples linked to 

social capital and support in strengthening individual and community capacity? 
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5) How does understanding well-being through a decolonizing research approach 

support an understanding of well-being that can be of direct benefit to urban 

Indigenous peoples?  

 

The FNPOW is a perspective that can be applied by researchers and was developed 

by the First Nations Health Authority (FNHA) and in direct consultation with First 

Nations communities in British Columbia providing a lens by which to explore the effects 

of various social determinants on the well-being of Indigenous peoples residing in the 

urban landscape across Canada. In 2013, the First Nations Health Authority (FNHA) was 

created out of the determination to address long standing health disparities for First 

Nations in British Columbia and close the health gap. A Tripartite agreement between the 

Province of British Columbia, the Government of Canada and BC First Nations recognizes 

that the First Nations Health Authority (FNHA) is “the province-wide health authority in 

British Columbia that assumes all responsibility for programs, services and budgetary 

considerations for the health and well-being of BC’s First Nations and Indigenous 

peoples” (FNHA, n.d, p.8). The mandate of the FNHA focuses on health promotion and 

disease prevention and the organization. The FNHA is “working to reform the way health 

care is delivered to BC First …based in political representation and advocacy through the 

First Nations Health Council and the First Nations Health Directors Association” (FNHA, 

n.d. p.8). 
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The First Nations Health Authority (FNHA) is an act of self-determination based 

on what Indigenous scholars have referred to as an ongoing resistance struggle based in 

anger and resentment of a colonial relationship that have characterized Indigenous-settler 

relations (Alfred, 2008; Coulthard, 2014; Denis, 2015). In 2005, BC First Nations 

political leadership signed the Leadership Accord which was a formal agreement of a 

working relationship among the three main First Nations political organizations in BC 

(the BC Assembly of First Nations, First Nations Summit, and Union of BC Indian 

Chiefs) and is now referred to as the First Nations Leadership Council (FNHA, 2016a). 

In 2005, the Transformative Change Accord was signed by the Leadership 

Council, Government of Canada, and the Province of BC at the First Ministers meeting in 

Kelowna whereby,  

 

The Province of British Columbia and First Nations leaders agreed to enter into a 

New Relationship guided by principles of trust, recognition and respect for 

Aboriginal rights and title. The New Relationship focuses on closing the gaps in 

quality of life between First Nations and other British Columbians” (Government 

of British Columbia, n.d, p.2).  

 

In 2006, the Leadership Council and the Province of BC then entered into a 

bilateral agreement to address the health area of the Accord and focus on narrowing the 
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health gap. The creation of the First Nations Health Council is identified as the first 

action item in the Transformative Change Accord. In the accord we see that  

 

This First Nations Health Plan builds on and supports the First Nations Health 

Blueprint for British Columbia. It also considers the recommendations of the 2001 

report of the Provincial Health Officer entitled The Health and Well-being of 

Aboriginal People in British Columbia, which was endorsed by First Nations”  

(Government of British Columbia, n.d, p. 3). 

 

Working in partnership with the First Nations Health Authority (FNHA) and 

through participatory action research using a mixed methods research approach, my 

intention is to critically engage in dominant western-based knowledge systems of well-

being from a decolonizing standpoint to produce tangible wellness outcomes situated in 

traditional knowledge systems informed by the FNPOW, the 2012 Aboriginal Peoples 

Survey and the 2011 National Household Survey. This study explores how engaging in 

traditional practices and cultural activities serves as the basis of well-being and how 

transgenerational trauma – most notably the impact of the residential school system affects 

- various aspects of well-being and, finally, the extent to which maintaining a sense of 

place, connection to community, and other socio-economic factors determine wellness 

outcomes for the rapidly growing number of Indigenous peoples who live in large cities 

and towns, which make up the vast urban landscape across Canada. This study 
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demonstrates how the FNPOW developed by the FNHA in British Columbia, through 

community engagement processes, offers an Indigenous way of looking at Indigenous 

health and wellness and serves to “decolonize bodies” by linking urban Indigenous 

wellness outcomes to traditional ancestral teachings and ways of being well that 

demonstrate Indigenous resistance and resilience, to ongoing structures of colonialism.  

While the Canadian government is committed to enhancing Indigenous well-

being as a way to build investments in the Canadian economy, current conceptual  

frameworks and measurement tools such as the Community Well-being Index used to 

track and measure changes in community well-being do not reflect Indigenous ways of 

knowing well-being, which are based on a holistic view that balances the physical, 

mental, emotional, and spiritual dimensions of wellness (Denis, 2015; Blackstock, 2009; 

McGillivray, 1991; Ledogar & Fleming, 2008b; Ledogar & Fleming, 2008c). The fact 

that Indigenous peoples are experiencing a health crisis is well-supported in the literature 

(Blackstock, 2009; Ahenakew, 2011; Ahenakew, 2012; Castellano, 2006; Frideres & 

Gadacz, 2006; Absolon, 2011; Kirmayer et al, 2011). As  Ahenakew (2011, 2012) points 

out, while many Indigenous peoples have stated they have been excessively researched, 

social research has in many ways contributed to the pathologization of Indigenous states 

of well-being (Ahenakew, 2011; 2012) and the post-colonization of Indigenous peoples 

with a general mistrust of western researchers (Smith, 1999; Smith, 2012; Absolon, 

2011). This generates an important question for social researchers focusing on Indigenous 

issues: How can western researchers work with Indigenous communities to better 
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understand well-being?  The position of this study is that a post-positivist tradition can be 

transformed to be culturally responsive and that participatory action research can be 

inclusive of multiple epistemologies (qualitative and quantitative research approaches), 

and traditional Indigenous knowledge systems in constructing a strengths-based 

perspective to understanding urban Indigenous well-being. There has been a tendency for 

Indigenous health initiatives to continue to reflect the values and discourse of the western 

medical-model that are based in a needs and pathology paradigm that fails to provide 

holistic and culturally appropriate wellness solutions to Indigenous peoples. According to 

Van Uchelen et al (1997, p. 37) the question, “what makes people strong?” is an 

important consideration in health research. Yet, western medical models tend to focus on 

pathologies which perpetuate deficits and illness, and focuses on “what makes people 

weak” (Van Uchelen et al, 1997, p. 37). Reading et al (2007, p. 25) point to the fact that 

“First Nations traditional knowledge and healing practices are perhaps the quintessential 

expressions of a social determinants of health approach.” This means that understanding 

how Indigenous peoples conceptualize wellness and identify their existing strengths and 

resources proposes an alternative approach to the medical-model and promotes a 

strengths-based focus on Indigenous well-being. 

Over the past three decades, the urbanization of Indigenous peoples has been 

increasing at a steady rate and is predicted to continue. In 2011, 57% of Indigenous 

peoples were living in urban areas, up from 54% in 2006 (INAC, 2015b). Indigenous 

scholars (Smith, 1999; Kovach, 2005; Kovach, 2009; Corntassel, 2012; Simpson, 2011; 



15 

 

 

 

 

 

 

 

 

Gone, 2011) are aware that Indigenous peoples know who and what they are and thus can 

make more informed lifestyle choices and healthier decisions. Connection to land, 

culture, and community are key aspects to Indigenous strength, survival, and resurgence 

(Alfred 1995, Alfred, 2005; Alfred, 2008). Engagement in traditional activities and the 

practice of traditional language are forms of embodied consciousness and of what Alfred 

describes as “Indigenousness, [which] is a holistic state of being” are ways of remaining 

connected to culture, land, and identity (Alfred, 2008, p.28).   

Research into Indigenous resistance, resilience, reconciliation, and resurgence has 

shown that the amount of connection to the land, and community Indigenous peoples 

maintain through cultural activities and traditional land-based activities helps them cope 

with the adverse impacts of colonization (Baskin, 2005; Gone, 2011; Chandler & 

Lalonde, 1998; Kovach, 2005, Kovach, 2009, Smith, 1999; Gone & Kirmayer, 2010; 

Kelley, 2012; Kirmayer et al., 2011; Kirmayer et al., 2012; Kral, 2012; Lawson-Te Aho 

& Liu, 2010; Mundel & Chapman, 2010; Wilson & Rosenberg, 2002). However, access 

to and interactions with traditional lands, cultural activities, communities, language, and 

Elders, who are often the keepers of traditional and ecological knowledge (TEK), can be 

challenging, and issues of marginalization due to systemic racism and ethnocentrism are 

ever-present in cities for those living a diasporic form of life  Opportunities to live one’s 

identity as an Indigenous person and to cultivate Indigenousness in an urban space can be 

difficult and may at times seem impossible because many Indigenous cultural practices 

run counter to dominant western worldviews. This is further complicated by other socio-
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economic factors that impact ways of relating to the land which are often prohibitive due 

to the high costs associated with travelling to one’s traditional territory, along with an 

array of social constraints, such as family and work responsibilities, unemployment, 

intergenerational trauma, drug and substance abuse, and other barriers (Abele, 2004).  

There is growing recognition that Canadian public policy should promote 

Indigenous well-being as opposed to merely addressing social problems through the lens 

of a needs assessment approach to improving the lives of Indigenous peoples (White et 

al, 2007a; White et al, 2007c; Wingert, 2011; Cooke, 2009; Beavon & Jetté, 2009). This 

means going beyond identifying the problems and challenges in Indigenous communities 

in terms of “gaps” to a focus on emphasizing community capacity initiatives.  The newly 

elected Liberal government of Canada (2015) has publicly announced several 

commitments to advancing the welfare of Indigenous Peoples. The most important of 

these is reflected in several recent actions aimed at enhancing Indigenous individual and 

community well-being through the Truth and Reconciliation Commission’s 94 

recommendations (TRC, 2015). In February 2014, the Government of Canada and the 

National Association of Friendship Centres reached a new funding agreement through the 

new Urban Aboriginal Strategy (UAS). This agreement places an emphasis on increasing 

well-being and economic engagement by affording the National Association of 

Friendship Centers access to new resources in terms of policy areas and the pursuit of 

new relationships. Specifically, the Urban Aboriginal Strategy is a strategic framework 

implemented by the Department of Indigenous and Northern Affairs (INAC) to address 
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urban Aboriginal issues in the multi-jurisdictional environment with multiple 

stakeholders throughout Canada’s urban centres. The Strategy is a manifestation of 

previous efforts outlined in the Economic Action Plan 2012 that focused on increasing 

urban Aboriginal participation in the economy (Flaherty, 2012) by funding and 

facilitating activities that lead to greater collaboration between partners through two 

major programs: Community Capacity Support and Urban Partnerships and “The 

programming is comprised of two funding streams: $23 million for Community Capacity 

Support and $20 million for Urban Partnerships annually” (NAFC, 2016, n.p). 

Defining Well-being:  

Well-being appears to be a central component of new strategies related to 

Indigenous engagement in the Canadian economy with the intention of stimulating long-

term, sustainable economic development. However, one emerging issue that is 

overlooked in policy discussions and recent government strategies is that “well-being” is 

a complex and elusive concept with several interrelated subjective and objective 

dimensions. This makes it difficult to define the concept in a precise manner. This 

becomes clear when we consider that what constitutes “well-being can mean different 

things to different people at different times” (Quinless, 2014 p.21) or that how well-being 

is conceptualized and the measures used to define and implement these measures are 

relative and have been inconsistent over time (Quinless, 2015). Current research trends 

have indicated a shift in how the concept of Indigenous well-being is conceptualized 
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(Chretien, 2010) in terms of the dimensions and indicators used to define and measure it. 

There are several subjective and objective aspects of well-being that operate on different 

levels, including individual, family, community, and even national levels (Quinless, 

2015). These are further comprised of a variety of complex and interrelated factors, such 

as early education, employment, food security, social cohesion, social inclusion, access to 

health services and programs, housing conditions, various forms of income support, the 

physical environment, occupation and working conditions, personal health practices, 

parenting and life skills, and gender (White et al, 2007a; White et al, 2007b, White et al, 

2009; Cooke et al, 2008; Quinless, 2015; Hill and Cooke, 2014).  

It is well-documented in the literature that well-being includes socio-economic 

indicators such as education and income but has been also extended to include numerous 

socio-cultural factors that influence an individual throughout their life-course. Socio-

cultural activities could include for example, participation in cultural activities such as 

arts and crafts, sacred healing ceremonies, land-based traditions of hunting and gathering, 

and even the strength of community belonging (Cooke et al, 2008; Cooke, 2009; White et 

al, 2007a; Drabsch, 2012; Ahenakew, 2012; Loppi-Reading and Wien, 2009). Since the 

1970s, the challenges inherent in measuring well-being on subjective and objective levels 

have been articulated in various forms, ranging from opposing ontological and 

epistemological approaches to methodological concerns about the ways in which well-

being can be empirically assessed and measured over time (Ura et al, 2012; Cooke et al, 
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2008; White et al, 2000; Drabsch, 2012; Ahenakew, 2012). A review of the literature on 

well-being frameworks and measurement tools reveals that dimensions and indicators can 

be limited based on their conceptual design, the people and communities for which they 

apply, and the lack of available and robust data sources (Cooke et al, 2008; Quinless, 

2015). These factors pose considerable challenges for researchers working with 

Indigenous communities and who want to utilize these tools in culturally responsive 

ways. Part of the challenge is recognizing that the conceptualizations used to produce 

these frameworks and measurement tools are rooted in western knowledge systems that 

do not adequately reflect Indigenous ways of knowing and seeing the world in a more 

holistic sense (Quinless, 2015; Loppie-Reading and Wien, 2009).  

Indigenous Peoples and the Urban Landscape in Canada  

More Indigenous peoples in Canada now live in urban centers than on reserves, an 

urbanization trend that is most pronounced in Western Canadian cities such as Winnipeg, 

Edmonton, and Vancouver (Quinless, 2009; Peters et al, 2013). It has been estimated that 

over half (57%) of the Indigenous population in Canada currently resides in urban 

centres, and population estimates project continued growth in the coming years (Statistics 

Canada, 2012). Understanding urban well-being for Indigenous peoples is important 

when we consider that recent figures also show that most urban Indigenous peoples live 

far below the low-income cut-off and experience higher rates of unemployment, poor 

school attendance among youth, high rates of drug and alcohol abuse, teen pregnancy, 
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violence, prostitution, and a number of other socio-economic and cultural issues that 

impact overall states of personal and community wellness (Environics Institute, 2010; 

Statistics Canada, 2012; Guimond et al, 2012). 

The majority of the research on Indigenous mobility patterns focuses on migration 

between communities (i.e., on and off reserve). In their report (2011), Urbanization and 

Migration Patterns of Aboriginal Populations in Canada: A Half Century in Review, 

Norris and Clatworthy examined three components of population growth. The first is 

natural increase (the difference between births and deaths) and the second is net 

migration, (the difference between in-migrants and out-migrants) and the third is ethnic 

mobility which are changes in ethnic identity over the life course.  The results of this 

study shows that while the population of Indigenous peoples has been increasing in urban 

centres contrary to popular opinion which claims that people are leaving reserves in 

droves headed for the cities, the net migration rates of Indigenous peoples and First 

Nations in particular on reserves are positive, which means that the number of in-

migrants exceeded the number of out-migrants and also that migration cannot be the sole 

explanation to the growth of First Nations in metropolitan areas (Norris et al, 2011).  This 

means that migration from reserves is not the main explanation for urban Indigenous 

population growth but that this population growth is also attributed to natural increase 

(the difference between fertility and mortality), and ethnic mobility whereby more people 

self-identify as Indigenous whereby “the impact of high rates of mobility due to ethnic 
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mobility, especially among the Métis, can be significant” (Norris and Clatworthy, 2011, 

p. 69).  

The reasons for moving away from First Nations communities differ from those of 

the mainstream Canadian population (Clatworthy & Norris, 2007; Aman, 2008). While 

these findings are important, there is also a need to understand the issues surrounding 

mobility patterns or changes of residence within the same city or neighbourhood. This 

latter dimension of mobility is crucial because it constitutes an important process through 

which Indigenous families adjust and often readjust their housing situation in response to 

changes in needs and resources (Clatworthy, 2008). At a societal level, “the decision to 

move is the outcome of competing factors ...such as education, employment and housing 

(availability, adequacy); institutional completeness; health facilities; and the political 

situation” (Clatworthy et al, 2007, p. 223). Factors that help draw the population to an 

Indigenous community include access to extended family support, education 

opportunities and the ability to participate in cultural activities, as well as a better quality 

of life for raising children compared to urban centres, (Unicef Canada, 2009; Aman, 

2008; Hull, 2006). Reserves serve an important point of connection between urban 

residents in terms of maintaining a sense of connection with their family and friends, 

community, cultural traditions and language (Clatworthy & Norris, 2007).  

According to Quinless et al (2015) “almost 25 years ago, research using the 1991 

Aboriginal Peoples Survey migration data found that family and housing were the key 

factors for moving in general” (Quinless, et al, 2015, p.115) . The authors also suggest 
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that the stage an individual is at, in their life course, (e.g. newlywed or owning a new 

home) along with other factors such as education level and gender are also associated 

with mobility patterns (Quinless, et al, 2015). What is important to consider is that “ the 

incidence of high mobility and its effect on Indigenous families have far-reaching social 

policy implications in relation to adequate program and service delivery in the areas of 

education, health, employment, and child care” (Quinless, et al, 2015.p. 117). These 

factors are crucial to meeting the needs of the indigenous diasporic community. Overall, 

the main drivers that are associated with high mobility patterns among Indigenous 

peoples are: for family reasons, to secure employment better housing, social and health 

services and to pursue education opportunities (Quinless et al, 2015; Norris & 

Clatworthy, 2003; Norris & Siggner, 2003; Hull, 2006; Institute of Urban Studies, 2004). 

Research studies which have been undertaken on this topic provide evidence of high 

geographic mobility patterns among Indigenous peoples, whether they are moving from 

reserves to cities or are moving frequently within neighbourhoods within the same urban 

centre, all of which suggest that their needs are not being addressed in terms of housing 

affordability, employment and educational, and social services and child care. High 

mobility patterns is important in terms of Indigenous health and well-being and the 

implications of population turnover suggests “disruptive effects on individuals, families, 

communities, and service providers” (Quinless, et al, 2015, p.117) and further impacts on 

overall states of health and well-being among Indigenous peoples.  
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Discussion and Conclusion 

 

The objective of this Dissertation is to gain a more in-depth understanding of the 

indicators affecting urban Indigenous well-being using the First Nations Perspective on 

Health and Wellness (FNPOW).  The position I take in this research study is that by 

critically engaging in a process of decolonizing research methodologies it is possible to 

generate knowledge supportive of health and wellness outcomes that are reflective of 

traditional Indigenous knowledge and teachings. This lens will facilitate a research 

project that can investigate different dimensions of Indigenous well-being and outcome 

measures that will support a critical Indigenous paradigm. This will be of direct benefit to 

the urban Indigenous community in terms of informing public policy, and in the 

development of programs and service delivery that are related to health and wellness. The 

framework adopted in this study is rooted in First Nations knowledge systems – the First 

Nations Perspective on Health and Wellness (FNPOW) – both a revitalization and 

extension of the four quadrants of the Traditional Indian Medicine Wheel approach to 

Indigenous well-being. This is a culturally responsive and relevant research design that is 

necessary for working with Indigenous communities in the context of well-being at both 

the individual and community levels. Specifically, the study will use the FNPOW to 

investigate the effects of various physical, emotional, spiritual, mental variables and other 

socio-economic factors  (e.g. sex, age, Aboriginal identity, education, income and 

culture) on two measures of Indigenous wellness (physical wellness) and a distress scale 
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(mental–emotional wellness) that incorporates a multilevel-modelling statistical 

framework. 

 

Organization of the Dissertation 

 

This dissertation is organized into eight chapters. Chapter One is the introduction 

and outlines the overall approach of this research study, states the research problem of 

generating wellness measures for Indigenous peoples living in urban centres that are not 

based in Indigenous traditional knowledge, and states the research questions to be 

addressed in this study.  I explain how I will trace the historical development of the 

FNPOW and then apply it to data drawn from the 2012 Aboriginal Peoples Survey (APS) 

and 2011 National Household Survey (NHS) to explore the effects on various wellness 

outcomes for Indigenous peoples living in urban centres using the First Nations 

Perspective on Health and Wellness (FNPOW).  

Chapter Two provides a critical review of the impacts of colonization on 

Indigenous peoples in Canada. The discussion focuses on Government assimilation 

policy, the reserve system, residential schools and outlines the effects of colonization. 

The impacts on Indigenous peoples have and continue to be many with the loss of culture 

(outlawing the practice of traditional ceremonies), loss of land and loss of children 

(residential schools and children in State care). This legacy of residential schools and 

assimilation policies is expressed by transgenerational trauma that continues to be passed 
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down between generations through processes of cultural transmission (Castellano et al, 

2007). This has and continues to have significant adverse impacts on Indigenous peoples 

evident in dispossession from the land, language and culture and in the manifestation of 

health disparities situating Indigenous peoples in a subaltern position of disadvantage. A 

central theme of this chapter is the ongoing processes of colonialism through the legacies 

of the residential school system, Indian Act, Department of Indian Affairs and the 

creation and exclusive use of the Community Well-being Index (CWB) all with negative 

impacts on different states of Indigenous well-being. 

Chapter Three focuses on the theme of Decolonizing Bodies. The aim of this 

chapter is to present a historical narrative and theoretical framework from which to 

understand contemporary Indigenous health conditions and wellness. Chapter Three uses 

a critical theory approach to health and wellness, coupled with a holistic understanding of 

health and wellness which relies on the First Nations Perspective on Health and Wellness 

(FNPOW) and the interrelationship and balance between physical, mental, emotional, and 

spiritual aspects of the Traditional Medicine Wheel. This provides a contextual 

understanding of how Indigenous peoples’ relationship to colonialism have impact 

overall states of health and wellness. Given that little substantive research has examined 

the complexities of urban Indigenous health and wellness using participatory action 

research that incorporates a mixed methods approach this chapter makes an important 

contribution to the urban Indigenous health literature by examining the role that the 

FNPOW plays in shaping holistic health. This holistic approach is important for two key 
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reasons: i) Indigenous perspectives are often overlooked as a legitimate approach to 

research. As such, a holistic approach to health seeks to respect the research and personal 

contributions made by Indigenous scholars, and ii) Rather than take a deficit approach, 

which often frames accounts of Indigenous health, and seeks to remedy the “Indian 

problem” (Newhouse and McGuire, 2012) a holistic, Indigenous perspective of health 

considers the nature of peoples’ lives (Loppi-Reading and Wien, 2009).  

Chapter Four uses social capital theory as a framework to examine Indigenous 

well-being. Empirical research into the association between social capital and health has 

provided strong support for considering social capital as a health determinant, with 

testable hypotheses and interpretive results (Robson et al, 2009). This chapter considers 

the relationships that occur across individual and community levels of well-being that 

emerge in the urban landscape.    

Chapter Five provides a review of the conceptual frameworks and measurement 

tools that have been developed since the 1970s by various countries, organizations, and 

groups as composite measures of well-being. The chapter also outlines many of the 

frameworks and indicators recently developed to measure Indigenous wellness and its 

associated attributes in Canada with an introduction to the First Nations Perspective on 

Health and Wellness (FNPOW). 

Chapter Six draws from the analysis of the oral history in-depth, semi-structured 

interviews, of thirteen key informants who were directly involved in the design and 

implementation of the First Nations Perspective on Health and Wellness (FNPOW). The 
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interviews were completed from January 2016 to July 2016. Collectively, the results of 

these interviews demonstrate the complexity of Indigenous peoples’ health and wellness, 

the socio-historic context in which it is situated, and how it is an act of self-determination 

and decolonization. These processes are embedded in the design of the FNPOW and 

represented through the First Nations Health Authority and its clearly established 

mandates and directives that are intended to advance Indigenous self-determination.  

Chapter Seven is based on statistical analyses of the 2012 Aboriginal Peoples 

Survey (APS) and the 2011 National Household Survey (NHS). The APS is the only 

national survey to provide cross-sectional data of the off-reserve Aboriginal population in 

Canada. In this chapter the FNPOW is used to demonstrate how it can be applied to 

survey data to generate social determinants of health and wellness for Indigenous living 

in urban centers across Canada. By analyzing data from Statistics Canada’s 2012 

Aboriginal Peoples Survey (APS) and the 2011 National Household Survey (NHS). The 

chapter begins with a presentation of the descriptive statistics of the individual and 

community level determinants of health and wellness utilized in multi-level analysis for 

71 urban centres across Canada. The chapter moves into a sophisticated analysis using 

multi-level modeling of the main factors that generate the determinants of individual and 

community well-being for a holistic account of wellness.  

Chapter Eight presents the summary and conclusions. In so doing, I discuss the 

theoretical contributions and key results of this research. Chapter Eight summarizes the 

main research findings as well as the theoretical contributions that this dissertation makes 
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to the scholarship on urban Indigenous health and well-being. This chapter also discusses 

the implications of this research for future research and policy directions. 
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Chapter Two: Colonialization  

 

 “I want to get rid of the Indian problem. Our objective is to continue until there is not a 

single Indian in Canada that has not been absorbed into the body politic, and there is no 

Indian question, and no Indian Department. That is the whole object of this Bill”  

                                (Duncan Campbell Scott, 1920)
 1
 

 

What followed from this statement was a period in Indigenous-settler relations of 

forced relocation, oppression, and settlement on the state design reservation system. 

Reserves, residential schools, the Indian Act and the creation of the department of Indian 

Affairs’ are not just shadow moments that darken Canadian history it is a shameful 

testament to the inhumane treatment of Indigenous peoples by the Canadian government. 

The ongoing processes of colonization continue with the infringement of Indigenous land 

rights, and the legacy of the residential school system (Bastien, 2004; Bastien et al, 2003; 

Milloy 1999; Daschuk, 2013) that continues through “transgenerational effects of 

historical trauma,” (Gone et al, 2014, p.301) or transgenerational trauma. 

 

 

                                                
1 Duncan Campbell Scott was the superintendent of Department of Indian Affairs from 1913-1932 and known 

today for assimilating First Nations Peoples  
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Colonizing Bodies: The Department of Indian Affairs and Government 
Assimilation Policy 

 

The Royal Proclamation of 1763 recognized Indian Nations as self-governing 

entities but there was a shift of imperial policy in the period from 1830 to 1850 which 

resulted in Canada’s assimilationist Indian policy (Milloy, 1999). In 1857, the Act for the 

Gradual Civilization of Indians was passed and government’s new Indian policy of 

assimilation set to control Indian nations. In 1867, the British North America Act, section 

91(24) gave the federal government legislative jurisdiction, authoritative power, and 

fiduciary responsibility for the Indian nations (Milloy, 1999). In 1876, The Indian Act 

consolidated pre-Confederation legislation into a nation-wide framework which gave the 

Department of Indian Affairs legal jurisdiction for administrative power to rule over 

Indigenous peoples and lands which provided legislative structures that were used to 

develop a colonial system to subordinate Indigenous peoples (Milloy, 1999; Kelm, 1998; 

Miller, 1991). Under colonial rule Indigenous peoples became wards of the State and as 

Fleras and Elliott (1996) point out that through various positive and negative sanctions, 

“Indian Affairs sought to destroy the cultural basis of aboriginal society; transform 

aboriginal people through exposure to Christianity and arts of civilization; assimilate them 

into society as self-reliant and productive citizens” (Fleras and Elliott, 1996, p.203). The 

Department of Indians Affairs was the central branch for the administration of Indigenous 

peoples and the Indian Act legislation and British North American (BNA) constitution 

worked to segregate the Indigenous and non-Indigenous peoples. The impacts of 
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colonization through this colonial network system resulted in institutionalized violence 

through the residential school system, reserves, and systematic racism that purported the 

view that Indigenous peoples were inferior to non-Indigenous people (Kelm, 1998; 

Milloy, 1999; Miller, 1991).  

 

Indian Reserves and Settlements  

 

The Department of Indian Affairs set up a system of reservations and settlements 

that were intended to control and segregate Indigenous peoples. Communities were 

forced to relocate to remote locations with severe climate conditions. Indigenous peoples 

experienced isolation and widespread disease, and even today many reserves in Canada 

are in a continued state of crisis with insufficient waste disposal, unsafe drinking water 

and low levels of food security (Daschuk, 2013). Daschuk (2013, p.101) states: 

 

Half-hearted relief measures during the famine of 1878-80 and after, which kept 

plains people in a constant state of hunger, not only undermined the government’s 

half-baked self-sufficiency initiative but also illustrated the moral and legal failures 

of the crown’s treaty commitment to provide assistance in the case of a widespread 

famine on the plains.  
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Daschuk’s (2013) work clearly shows that over the past century public health 

researchers have been aware that reserves support harsh environments and unsafe 

conditions all of which continue to contribute to high rates of disease, starvation, suicide, 

alcoholism and other forms of trauma but was dismissed as “officials began to interpret 

the chronic bad health of the indigenous population as a condition of their race” 

(Daschuk, 2013, p.185).  The legacy of colonialism is observed in the negative effects of 

a colonial government that have perpetuated with what Helin (2006) has referred to in his 

book entitled Dances with Dependency where communities that cannot be diminished 

without the reduction of economic, social, and political dependency on the State based in 

“a deliberate effort [that] was made to make Aboriginal people feel ashamed of their 

Aboriginalness” (Helin, 2006, p. 97). The reserve and settlement system was an 

institutionalized form of segregation with long term effects and “while Canadians see 

themselves as world leaders in social welfare, health care, and economic 

development….even basics such as clean drinking water remain elusive for some 

[Indigenous] communities, (Daschuk, 2013, p.186). 
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Residential Schools  

 

There were 139 recognized residential schools in Canada (see in Figure 1) with 

Gordon Residential School, the last federally run facility that closed in 1996.  

Figure 1: Distribution of Residential Schools in Canada, INAC 2016 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: INAC, 2016 

 

It is estimated that 150,000 children were taken from their families and forced to 

attend residential school (TRC, 2015, p.2). The purpose of the residential school system 
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was to eliminate all aspects of Indigenous culture and abolish Indigenous values, beliefs, 

cultures, traditions, and land through church-run schools (Daschuk, 2013). This was a 

calculated strategy by which the Government of Canada would assimilate Indigenous 

children into the dominant culture (Milloy, 1999; Miller, 1991). The residential school 

system was the main focus of the Government of Canada’s approach to Aboriginal 

policy,  

 

When Canada was created as a country in 1867, churches were already operating 

a small number of boarding schools for Indigenous peoples.  

As settlement moved westward in the 1870s, Roman Catholic and Protestant 

missionaries established missions and small boarding schools across the Prairies, 

in the North, and in British Columbia…In 1883, the federal government estab-

lished three, large, residential schools for First Nation children in western Canada. 

In the following years, the system grew dramatically (TRC, 2015, p.3). 

 

 Students wore uniforms and followed regimented timetables; ties to family were 

cut, and physical and sexual abuse was common (Milloy, 1999; Blackstock et al, 2004; 

Morrisette, 1994; Rogers et al, 2012).   The residential school system was based on an 

assumption that European civilization and Christianity were superior to Indigenous 

peoples and their culture (Milloy, 1999; Miller, 1991; Kelm, 1998). The schools were 

strict and Indigenous children were regarded as savage and prohibited from speaking 
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their native languages. The 2015 Truth and Reconciliation Commission (TRC) reports 

that the missionaries who ran the schools played prominent roles in the church-led 

campaigns to ban Aboriginal spiritual practices for example, the Potlatch and the Sun 

Dance (TRC, 2015). Abuse at many of the schools was widespread where emotional and 

psychological abuse was constant, physical abuse was used as a form of punishment on a 

regular basis, and sexual abuse occurred quite often and this “Abusive punishment often 

prompted children to run away (TRC, 2015, p. 103). According to the TRC (2015, 

pg.169), survivors recall being beaten and strapped and other severe physical assaults 

such as “whipping and second degree burns” and other severe punishments for speaking 

their native languages. These abuses, along with inadequate food and health care resulted 

in high death rates among Indigenous children (TRC, 2015). 

 In 1907, government medical inspector P.H. Bryce released his controversial 

Report on the Indian Schools of Manitoba and the North West Territories reporting that 

24 percent of previously healthy Aboriginal children across Canada were dying in 

residential schools of tuberculosis (Bryce, 1907). Bryce believed that the state needed to 

address this high death rate (Bryce, 1907). This figure did not include children who died 

at home, where they were frequently sent when critically ill. Bryce reported that 

anywhere from 47 percent (on the Peigan Reserve in Alberta) to 75 percent (from File 

Hills Boarding School in Saskatchewan) of the students discharged from residential 

schools died shortly after returning home (Bryce, 1907; Bryce, 1922). Bryce forcibly 

retired from the civil service in 1921 at which point he revealed to Canadians the 
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treatment of Indigenous people by the Government of Canada. In 1922, he published a 

critical review of the management of Aboriginal policy and Indigenous affairs in Canada 

entitled The Story of a National Crime, which was a document that outlined systematic 

attempts by the Department of Indian Affairs to hide health information of Indigenous 

people from the general public. Bryce (1922) argued that Duncan Campbell Scott the 

deputy superintendent of the department of Indian affairs, in particular, had consistently 

failed to acknowledge and address the health needs of Indigenous peoples when he states 

“Mr. D.C Scott and his advice to the then Deputy Minister, no action was taken by the 

Department to give effect to the recommendations made” (Bryce, 1922, p.5). 

Indigenous peoples have experienced what has been described as “cultural 

genocide”, (Truth Commission into Genocide in Canada, 2001, p.12) resulting in a lost 

generation who survived the residential school system, which has severely altered social 

organization and family structures and overall states of well-being at both the individual 

and community levels (Truth Commission into Genocide in Canada, 2001). Residential 

schools had a devastating impact on Indigenous knowledge systems based in traditional 

customs and practices. For example, Ian Mosby (2013) describes government-sponsored 

biomedical and nutritional experimentation on Indigenous children at six Canadian 

residential schools, as well as in Northern Manitoban Indigenous communities. The 

research revealed details about government experiments conducted on at least 1,300 

aboriginal people — most of them children — were used as test subjects in the 1940s and 

'50s by researchers probing the effectiveness of vitamin supplements (Mosby, 2013). 
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Another example, in his book Clearing the Plains: Disease, Politics of Starvation and the 

Loss of Aboriginal Life, James Daschuk (2013) describes that after 1869 starvation and 

the spread of disease were used deliberately to make room for non-Indigenous settlement 

on the northern plains. Daschuk identifies the roots of the current health disparity 

between the Indigenous and mainstream populations in western Canada and explains that 

this gap in health outcomes has historical roots in the policies and practices of Canada 

toward Indigenous peoples. As Daschuk (2013) explains years of hunger coincided with 

extermination of the bison and relocation of groups to reserves creating ecological 

conditions which laid the foundation for rampant disease with no food aid by the 

government (Daschuk, 2013). The loss of traditional Indigenous food sources and the 

introduction of European diseases are linked to numerous socio-economic historical and 

cultural circumstances. Daschuk (2013) outlines the transmission patterns of smallpox, 

trade networks in the preparation and sale of furs, and the introduction of new 

technologies (e.g., horses, steamboats and the Canadian Pacific Railway) are all factors 

that he points out contributed to the introduction and spread of disease (Daschuk, pp.184-

185).  

Cultural genocide is commonly understood as the destruction of those structures 

and practices that allow the group to continue as a group. According to the TRC (2015, 

p.1) “When a State engages in cultural genocide the administration sets out to destroy the 

socio-political institutions of the targeted group, land is seized, and populations are 

forcibly transferred and their movement is restricted.” Cultural traditions are denied, 
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speaking Indigenous languages is not allowed and “families are disrupted to prevent the 

transmission of cultural values and identity from one generation to the next” (TRC, 2015, 

p.1). In effect, the Truth and Reconciliation Commission officially recognizes that the 

Government of Canada destroyed the culture of many Indigenous communities (TRC, 

2015). The legacy of colonialism continues to shape states of well-being at individual and 

community levels for Indigenous peoples. The residential school system is now symbolic 

of ongoing colonization and a socio-historical event with a legacy that reintroduces past 

trauma into Indigenous communities through what has been called “intergenerational 

trauma” (TRC, 2015, p.182). 

Reconciliation: Historical Trauma and Indigenous Healing 

 

Upon signing the United Nations Universal Declaration of Human Rights in 

December 1948, Canada's government was forced to re-examine its treatment of 

Indigenous peoples for the first time (Hawthorn, 1967). In 1951, the Indian Act was 

changed so that most laws banning main cultural traditions such as potlatches and pow-

wows were removed. By the 1960s, it was well documented that Indigenous peoples were 

facing greater rates of poverty, high infant mortality rates, lower life expectancy rates and 

lower levels of income and education (White et al , 2007a). In 1967, Hawthorwn’s report 

A Survey of the Contemporary Indians of Canada: Economic, Political, Educational 

Needs and Policies, found that Indigenous peoples were the most disadvantaged and 

marginalized population in Canadian society which Hawthorn attributed to years of failed 
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government policy and the residential school system (Hawthorn, 1967). This led to what 

is commonly known as the White and Red Papers, during the period of 1969 – 1970. The 

White Paper (officially referred to as Statement of the Government of Canada on Indian 

Policy), was issued shortly after Prime Minister Pierre Trudeau was elected in 1968 

(Weaver, 1993). The Trudeau government issued a White Paper on Aboriginal policy that 

argued that Canada should not negotiate treaties with Indigenous peoples because it was 

Trudeau’s position that treaties were something only signed between sovereign nations 

(Weaver, 1993). The Trudeau government did not agree with Indigenous land right 

claims based on the notion that they were too broad and unspecific (Weaver, 1993). In 

1970, the Alberta Indian Association and the National Indian Brotherhood responded 

with their own document, named Citizens Plus otherwise known as the Red Paper 

(Weaver, 1993; Cardinal, 1999). The Hawthorn report “failed to emphasize Indian 

participation in the policy making process” (Weaver, 1993, p. 89) and the Red Paper 

countered all of the proposals of the White Paper but expressed the need to recognize 

Aboriginal title and treaty rights (Weaver, 1993). In 1973, the Supreme Court’s decision 

on the Calder case forced the government to radically change its policies and positions 

(Weaver, 1993; Cardinal, 1999).
2
 

                                                
2 In 1967, Frank Calder sued the provincial government of British Columbia, declaring that Nisga’a title to their lands had 

never been lawfully extinguished through treaty. While both the BC Supreme Court and the Court of Appeal rejected 

the claim, in 1973 the Supreme Court ruled that Aboriginal title had existed at the time of the Royal Proclamation of 

1763. The Supreme Court’s 1973 decision was the first time that the Canadian legal system acknowledged the existence 

of Aboriginal title to land outside of colonial law (Cardinal, 1999) 

https://web.archive.org/web/20150309131216/http:/www.canadiana.ca/citm/glossaire/glossaire1_e.html#white
https://web.archive.org/web/20150309131216/http:/www.canadiana.ca/citm/glossaire/glossaire1_e.html#abrights
https://web.archive.org/web/20150309131216/http:/www.canadiana.ca/citm/glossaire/glossaire1_e.html#red
http://indigenousfoundations.arts.ubc.ca/home/land-rights/aboriginal-title.html
http://indigenousfoundations.arts.ubc.ca/home/government-policy/royal-proclamation-1763.html
http://indigenousfoundations.arts.ubc.ca/home/government-policy/royal-proclamation-1763.html
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We are living in an era of reconciliation and the analysis of the determinants of 

Indigenous health and well-being is important in understanding conversations around 

reconciliation but also everyday acts of Indigenous resurgence (Alfred, 2008; Alfred, and 

Corntassel, 2005; Reading et al, 2007; Regan, 2010). Cindy Blackstock, (2012) Gitxsan 

child advocate and Indigenous scholar argues that “reconciliation means not saying sorry 

twice” (Blackstock, 2012, p.1). Paulette Regan (2010) the director of research for the 

Truth and Reconciliation Commission of Canada takes this one step further in Unsettling 

the Settler Within, Indian Residential Schools by reminding us that Indigenous settler 

relations in Canada have been built on “violence, abuse and racism that is a fundamental 

denial of the human dignity and rights of Indigenous peoples” (Regan, 2010, p. 5). 

Therefore truth and reconciliation can only occur when settlers acknowledge and take 

responsibility for the legacy of systematic violence that is at the core of the residential 

school system (Regan, 2010). All of this suggests that reconciliation conversations are 

incomplete without understanding the colonial past but also Indigenous worldviews, 

which are based in practices of collectivism, non-ownership, living in balance and 

harmony with nature, and an overall perspective that sees everything as interconnected 

(Reading et al, 2007; Regan, 2010). 
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The 1996 Royal Commission on Aboriginal Peoples (RCAP) 

 

In the summer of 1990 the Mohawks of Kanesatake, the government of Québec, 

the Québec provincial police, and the Canadian military entered a violent confrontation 

over the town of Oka’s plan to develop a golf course on Mohawk burial grounds located 

in a forested area known as “The Pines” which is considered traditional territory of the 

Mohawk peoples (Alfred, 1995). What started as a peaceful act of resistance by Mohawk 

land protectors erupted into violence, and the “Oka Crisis,” which is now what this 

historical event is commonly referred to as, resulted in a seventy-eight-day standoff. This 

incident is what Cox and Nilsen (2014, p. 76) refer to as militant particularism: 

 

Those forms of struggle that can emerge if such a process of extraction and 

development takes place: when local rationalities are transformed from tacit 

potentialities to explicitly oppositional practices deployed in conflictual 

encounters with dominant groups.  

 

This form of militant particularism completely shifted national and international 

thinking about Indigenous–settler relations in Canada (Alfred, 1995). Certainly, the 

outcomes of the Oka Crisis have been many but one in particular was that the 

Government of Canada created a Royal Commission to further examine the state of 

affairs of Indigenous peoples in Canada as a way to better understand the relationship 

dynamics. In 1996, the Royal Commission on Aboriginal Peoples (RCAP) put forward a 
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vision of reconciliation that clearly outlined a number of recommendations to support the 

relationship between Aboriginal peoples and the Crown. The report concluded that the 

policy of assimilation was a failure, and that Canada must look to the historical Treaty 

relationship to establish a new relationship between Aboriginal and non-Aboriginal 

peoples “accompanied by a rebalancing of power” (RCAP V, 1996, p 1).
 
 

The Royal Commission on Aboriginal Peoples (RCAP, 1996) emphasized that 

Aboriginal peoples’ right to self-determination is essential to upholding of Canada’s 

constitutional obligations to Aboriginal peoples and compliance with international human 

rights law. The RCAP (1996) report described reconciliation as a relationship between 

the Government of Canada and Indigenous peoples in such a way that the that two main 

things needed to happen, “First, there has to be a sincere acknowledgement by non-

Aboriginal people of the injustices of the past… second there must be a profound and 

unambiguous commitment to establishing a new relationship for the future” (RCAP V, 

1996, p.3)  Although RCAP (1996) released a five volume comprehensive report 

detailing the reasons of how and why of reconciliation there have been ongoing 

challenges in developing a national framework of reconciliation. While Indigenous 

peoples, governments, and the courts agree that reconciliation is needed “it has been 

difficult to create the conditions for reconciliation to flourish” (TRC, 2015, p.186). In 

1996, the Report of the Royal Commission on Aboriginal Peoples initiated a national 

process of reconciliation but the vast majority of the recommendations from the 1996 

Royal Commissions on Aboriginal peoples were never implemented by the Canadian 
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Government (TRC, 2015a). “In 2015, as the Truth and Reconciliation Commission of 

Canada wrapped up its work, the country now has a rare second chance to seize a lost 

opportunity for reconciliation” (TRC, 2015, p. 7). 

 

The 2015 Truth and Reconciliation Commission (TRC) 

 

In July 2015, “Honoring the Truth, Reconciling for the Future” was the final 

report published by the Truth and Reconciliation Commission of Canada (TRC). The 

2015 TRC was constituted by the Indian Residential Schools Settlement Agreement, to 

engage in a dialogue process with Indigenous peoples across Canada to listen to the 

testimonies from Indigenous peoples who attended residential schools with ninety four 

recommendations to the Government of Canada (TRC, 2015).  

The 2015 TRCs mandate focused on truth through story to open the conversation 

about the reconciliation component of the report (TRC, 2015). The report recognizes that 

the residential school system has had on ongoing effect on Indigenous peoples and that 

reconciliation is not just an Indigenous problem it is a problem of national importance 

(TRC, 2015). After I attended TRC related events in Ottawa during the 2015 TRC and 

also read the 94 recommendations, my own interpretations of the report focuses on the 

question of how does trauma determine the health and wellness outcomes of urban 

Indigenous peoples? How do decolonizing methodologies to produce determinants of 
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health and wellness support a reconciliation framework, while respecting self-

determination? 

To some people, reconciliation is the re-establishment of a relationship; a 

conciliatory relationship that has never existed between the First Peoples of Turtle Island 

and the Government of Canada (Alfred, 1995; Alfred, 2005; Coulthard, 2014) To others, 

reconciliation as outlined in the 2015 TRC report is understood in the context of 

government assimilation policy, the Department of Indian Affairs, the reserve system and 

the residential school system. According to the 2015 TRC report, reconciliation is about 

establishing and “maintaining a mutually respectful relationship between Aboriginal and 

non-Aboriginal peoples…in order for that to happen, there has to be awareness of the 

past, acknowledgement of the harm that has been inflicted, and action to change 

behaviour” (TRC, 2015, p.7).  

 

Discussion and Conclusion 

Through colonization, traditional teachings and culture came under attack from 

members of the dominant culture. For example, after the signing of treaties in the late 

nineteenth century, the residential school system was established by religious 

missionaries under the direction of the Canadian government (TRC, 2015). Indian 

residential schools, which operated from 1763 to 1996, were intended to remove 

Indigenous children from their families and communities to assimilate, civilize, and 

Christianize the students (TRC, 2015). This system of domination resulted in many 
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atrocities and a nearly complete cultural genocide that robbed Indigenous children of 

their language, traditional ways of knowing, identity, and self-worth, severing 

relationships with their families and their connectedness to the land (Blackstock, 2012). 

In 2008, the Harper government apologized to Indigenous Peoples affected by the 

residential school system, and recognized that the ongoing negative impacts of residential 

schools on Indigenous communities. The Truth and Reconciliation Commission of 

Canada was created following Prime Minister Stephan Harper’s apology to compensate 

for harms and to educate Canadians about what happened in the residential school 

system. The Commission was also created to investigate the impacts of the schools on 

Indigenous peoples in Canada through truth telling forums for attendees of residential 

schools which occurred at various locations throughout Canada (TRC, 2015 pp. 131-

132).  

While the impact of colonization manifests differently among the distinct 

Indigenous groups in Canada, there are similar historical and contemporary social 

determinants that have shaped the health and well-being of individuals, families, 

communities and nations.  For example, the impact of colonialism is similar among all 

Indigenous peoples who experienced policies such as the Indian Act and residential 

schools but “in particular to First Nations communities in Canada, social cohesion faced a 

major decline during the period of residential schooling and, in the longer term due to 

colonialism (Reading et al, 2007, p.21) and this has been detrimental to the health and 

well-being of First Nations people. The 2015 TRC states that “Reconciliation as an 
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ongoing process of establishing and maintaining respectful relationships and a critical 

part of this process involves repairing damaged trust by making apologies, providing 

reparations, and following through with concrete actions that demonstrate real change” 

(TRC, 2015, p.16). These changes must respect the right to self-determination and the 

next chapter will consider how self-determination is possible within a reconciliatory 

framework.  
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Chapter Three: Decolonizing Bodies 
 

Post-secondary institutions across Canada and major funding agencies such as the 

Social Science and Humanities Research Council (SSHRC), Canadian Institutes of 

Health Research (CIHR) and Natural Sciences and Engineering Research Council 

(NSERC) have been responding to the recent ninety four calls to action outlined in the 

2015 report of the Truth and Reconciliation Commission of Canada and in particular the 

Call to Action: No. 65 which states that: 

We call upon the federal government, through the Social Sciences and Humanities 

Research Council, and in collaboration with Aboriginal peoples, post-secondary 

institutions and educators, and the National Centre for Truth and Reconciliation 

and its partner institutions, to establish a national research program with multi-

year funding to advance understanding of reconciliation (TRC, 2015, p.242). 

In the past year, Canadian universities and colleges have been moving forward 

with research protocols and SSHRC has summarized how the organization intends to 

support Aboriginal research through SSHRC initiatives on provisions to support 

Indigenous research and talent as well as upcoming SSHRC Knowledge Synthesis Grants 

about Indigenous peoples reconciliation (SSHRC, 2016). Ted Hewitt president of the 

Social Science and Humanities Research Council (SSHRC) has held the position that 

“social science and humanities scholars and their partners across the country are in a 
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position to facilitate access to knowledge in all of these areas – knowledge properly 

grounded in relations of respect, diversity and reciprocity between indigenous and 

academic communities” (University Affairs, 2016. p.1). 

Reconciliation provides the opportunity to respond to the past and move towards 

improving relationships between Indigenous peoples, the Government of Canada and 

non-Indigenous peoples in the future. There is no doubt that reconciliation is an initial 

and important stage in the movement towards gaining equality and social justice for 

Indigenous peoples (TRC, 2015). In Chapter Three the discussion will focus on reflecting 

on the ways in which colonial practices in terms of policies and attitudes have colonized 

Indigenous peoples’ bodies. The conversation will then focus on the ways in which 

decolonization of bodies is linked to Indigenous self-determination and resurgence which 

are essential steps along the pathway to freedom.  

 

Decolonization and Self-Determination 

 

 What does it mean to decolonize and is it an important step towards 

reconciliation? The answer depends on how we define decolonization and to what extent 

we recognize the inherent rights Indigenous people have to their lands and culture. While 

addressing right to land and titles is beyond the scope of this study, the discussion will 

focus on understanding decolonization and self-determination in the context of 
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Indigenous health and well-being through the newly created First Nations Health 

Authority in British Columbia. Decolonization offers different pathways for reconnecting 

Indigenous peoples with their traditional territories, and land based cultural practices. The 

decolonization process operates at multiple levels and necessitates moving from an 

awareness of being in struggle to actively engaging in daily practices of resurgence 

(Alfred, 2008; Simpson, 2011; Corntassel, 2012; Coburn, 2015). It is in those everyday 

actions that the scope of the struggle for decolonization is reclaimed by Indigenous 

peoples.  If colonization dispossessed Indigenous peoples from land and culture, “then 

resurgence is about reconnecting with traditional land-based and water-based cultural 

practices” (Corntassel, 2012, p.89). While decolonization and resurgence can be 

described separately they are viewed in this study as interrelated actions and strategies 

that inform pathways to resistance and freedom – everyday decolonization and 

resurgence practices form the basis of Indigenous health and well-being. Applying 

decolonized research methodologies produces knowledge that supports self-

determination.  

As Corntassel (2012, p.99) points out “By understanding the overlapping and 

simultaneous process of decolonization and resurgence, it is possible to better understand 

how to implement meaningful and substantive community decolonization practices.” For 

example, while working on an Indigenous seed-project he states that “initial small-scale 

efforts might appear to be small but they work toward regenerating the old trade networks 

between Indigenous communities as well as building healthy relationships by increasing 
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food security and family well-being” (Corntassel, 2012 p.98).  This provides a good 

example of how everyday acts of community resurgence can support Indigenous people 

in reclaiming cultural practices that are linked to the land and support them in reclaiming 

traditions and  “live responsibly as self-determining nations, Indigenous peoples”  

(Corntassel, 2012 p. 98).  When we reflect on the historical conditions and devastating 

effects of colonialism on Indigenous family dynamics, states of wellness and traditional 

knowledge systems, maintaining traditional knowledge systems and the role this 

knowledge plays in decolonization and resurgence is clear. Historically, many traditional 

Indigenous communities, especially in British Columbia, were considered social 

networks of related people, called kinships systems or “Keyohs which means resource 

area” (Brown, 2002, p.28), which linked family groups to the land with a sense of 

collective stewardship and ownership over land, and also formed the basis of the local 

economy and sustained “the families belonging to that clan and its sub-clans” (Brown, 

2002, p.28). Traditional communities were social networks based in teachings that 

engendered collective values such as honor and respect for the land and clan systems that 

were essential for a balanced way of life (Brown, 2002).  Today, the Indigenous freedom 

movement is based in Indigenous resistance and resurgence in British Columbia, and 

across Canada, that supports Indigenous peoples in reconnecting to traditional ways of 

life as they heal from the destructive struggles against ongoing forces of colonialism. 

Mohawk writer, educator and activist Gerald Taiaiake Alfred (Alfred, 2008) 

points to what is necessary to make self-determination materialize by laying the 

http://en.wikipedia.org/wiki/Stewardship
http://en.wikipedia.org/wiki/Ownership
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intellectual groundwork for the Indigenous resurgence movement that focuses on daily 

acts of reconnecting Indigenous peoples to the land and cultural ways of life. His 

standpoint is concerned not about the process through which self-government is 

negotiated per se, but with the goals and nature of Indigenous governments once self-

determination has been achieved. He writes: 

 

It is the central argument of this manifesto that the key to summing and 

overcoming this crisis is leadership. Leadership will play a crucial role in 

achieving peace, power and righteousness on the collective level. 

            (Alfred, 2008, p. 13) 

 

Taiaiake Alfred (2008) calls for responsible and ethically guided leadership which 

he argues is a critical element in shaping the collective consciousness around the 

Indigenous Nationhood movement in Canada, and globally. Alfred (2008) invites us to 

reflect more deeply on issues of reconciliation and how it will address the impacts of 

colonization on Indigenous peoples from outside of what he refers to as the “colonial 

mentality” (Alfred, 2008, p.94). This means having open conversations about all of the 

harmful impacts of colonization on Indigenous peoples, which can only begin when 

people engage in an active process of decolonization of the mind or “the mental state that 

blocks recognition of the existence or viability of traditional perspectives” (Alfred, 2008, 

p.94). At present the public vehicle for this is through the Truth and Reconciliation 
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Framework (TRC, 2015) which is a collective way that Indigenous and non-Indigenous 

peoples can work collectively to understand the harms inflicted on Indigenous peoples. 

This is a starting point but as Alfred (2008) argues the main harm is the dispossession of 

Indigenous peoples from the land which is ongoing within a neoliberal capitalist system 

that allows other people to reap the benefits from Indigenous traditional lands and “the 

most important challenges facing Indigenous peoples today; the temptation to sell out for 

money” (Alfred, 2008, p.21).  Hence, colonization, decolonization, self-determination 

and resurgence are all concepts directly linked to reconnection to traditional values and 

ownership of land (Alfred, 2008).    This connection becomes visible when we 

understand that “Indigenous community life is framed by two value systems that are 

fundamentally opposed. One, still rooted in traditional teachings, structures social and 

cultural relations; the other is imposed by the colonial state and structured politics 

(Alfred, 2008, p. 25). Alfred (2008, p. 26) continues to explain that: 

 

Indigenous people have successfully engaged Western societies in the first stages 

of a movement to restore their autonomous power and cultural integrity in the 

area of governance. This movement is founded on an ideology of Native 

nationalism and a rejection of models of government rooted in European cultural 

values. Since the 1980s, little progress has been made toward ending the colonial 

relationship and realizing the ideals of Indigenous political thought: respect, 

harmony, autonomy, and peaceful coexistence.  
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One of the main questions Alfred raises in his book Peace Power and 

Righteousness (2008) is related to self-government and how it is achieved considering 

that “Most people acknowledge that all Native structures will have to incorporate modern 

administrative techniques and technologies, but what will be the core values of the new 

government systems?” …and that “those systems should embody the underlying cultural 

values of the communities” (Alfred, 2008, p.26).  This is all related to really 

understanding what it means to be Indigenous, and what Alfred refers to as 

“Indigenousness, which is a holistic state of being” (Alfred, 2008, p.28). He further states 

that Indigenousness means that “Indigenous people must recognize their pain and sorrow 

with confidence in the integrity and power of their traditions and faith in their ability to 

overcome the worst. Indigenous people must face the reality that much of their pain and 

sorrow today is self-inflicted” (Alfred, 2008, p.58) and “the only way to erase this pain 

and sorrow is to confront it directly (Alfred, 2008, p.58). Alfred (2008) further points out 

that, psychologist Eduardo Duran has thoughtfully characterized the problem: 

 

Once a group of people have been assaulted in a genocidal fashion, there are 

psychological ramifications. With the victim’s complete loss of power comes 

despair, and the psyche reacts by internalizing what appears to be genuine power 

– the power of the oppressor (Alfred, 2008, p. 59).  
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But once peoples have experienced such a significant loss of power what is 

needed to transform individuals and communities from places of despair to centres of 

strength is not always clear. Alfred (2008, p.61) calls for the “gradual transformation of 

Native communities from threatened to confident, sick to healthy, and weak to strong will 

be a collective effort. The time for blaming the White Man, the faraway and long ago, is 

over.” There are several invaluable teachings that can be garnered from Alfred’s ideas but 

most relevant to this thesis is that related to upholding a colonial mentality which “can be 

thought of as a mental state that blocks recognition of the existence or viability of 

traditional perspectives. It prevents people from “seeing beyond the conditions created by 

white society to serve its own interests” (Alfred, 2008, p. 94). 

In his book Heeding the Voices of Our Ancestors (1995), Alfred describes that 

“the process of self-conscious reflection and selective re-adoption of traditional values 

that have been central to the reestablishment of a traditional political culture, particularly 

among the Kahnawake” (Alfred, 1995 p. 106). This work has shaped the conversation 

around the importance of developing a Native identity in the rise of Native Nationalism 

in the struggle towards self-determination and sovereignty. In related works, other 

Indigenous scholars have advocated for using ceremonial practices as a way in which 

Indigenous peoples can re-establish a connection to the land and to cultural traditions.  

The scholarly literature on what it means to be Indigenous focuses on identity 

construction and developing awareness that evaluates and deconstructs colonial contexts 

in present day society in which Indigenous peoples experience and examine the wider 
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phenomena of pan-indigenism or theories of individual self-identification.  For example, 

Kim Anderson (2000) outlines the foundation of resistance for being Indigenous: strong 

families, grounding in community, connection to land, language, storytelling, and 

spirituality (Anderson, 2000; p. 106 cited in Alfred and Corntassel, 2005).  Corntassel 

and Bryce (2012, p.152) argue that “as a result of colonial encroachment into their 

homelands, being Indigenous today means engaging in a struggle to reclaim and 

regenerate one’s relational, place-based existence by challenging the ongoing, destructive 

forces of colonization.” While Métis scholar Chris Anderson discusses the concept of 

“mixedness” (Andersen, 2014, p. 27) as an inherent characteristic of what is means to be 

a Métis person by analyzing the intersection between colonialism in Métis identity and 

self-identification. Andersen (2014, p.36) argues that in understanding what it means to 

be Métis is contentious and based in official process such as the census of population. He 

argues that:  

 

Conflating Métis with mixedness appears logical for good reason, but as you 

might guess, this reason has little to do with innate coherence. Rather, the logic is 

embedded in Canada’s colonial histories and the relative inability of Canadian 

colonial administrators to think outside of their own official binaries of “white” 

and “Indian.”   
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These examples illustrate different ways in which scholars describe the processes 

Indigenous peoples have come to “be Indigenous” which is often situated in a colonial 

context. Sayer et al (2001, p.23) argue that being Indigenous is also an act of self-

determination which is grounded in health and wellness and identifying at which places 

healing from colonialism needs to occur at different levels, 

 

Enough cannot be said about the need for healthy communities led by healthy 

leaders. For any community to move ahead, healing needs to take place at various 

different levels including the individual, the family and at the community level. 

All are integrally linked with one another. 

 

Colonization continues to exist with the legacy of the residential schools and 

transgenerational trauma, demoralization by the Indian Act, stripping away Indigenous 

languages and customs and ceremonies all of which have greatly impaired Indigenous 

peoples right and ability to self-govern (Alfred, 2009, Alfred and Corntassel, 2005; Sayer 

et al, 2001). While communities have been trying to resolve these traumas it is ongoing 

such that:  

 

Dysfunction, anger and a feeling of helplessness or lack of control impair any 

government that is trying to function and achieve things for the community. 

Community members often focus on the negatives and participate in lateral 
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violence. Lateral violence is best described as people, who have been colonized 

then continue to colonize themselves using methods that do not promote progress 

but rather bring others down such as intimidation, anger, threats, name-calling and 

embarrassment (Sayer et al, 2001, p.23).  

 

The legacy of the residential school system is ongoing and continues to impact the 

health and wellness of Indigenous peoples and their communities. This is apparent in the 

high number of Indigenous children who have been removed from their families by child-

welfare agencies, overall poor health, and high incarceration rates in Canadian prisons 

(Blackstock, 2007, Sayer et al, 2001; Monchalin 2016; Nettelbeck, 2016). As the 2015 

Truth and Reconciliation Commission report (TRC, 2015 p.132) outlines these health 

gaps are linked to the legacy of residential schools in such a way that  

 

The health of generations of Indigenous children was undermined by inadequate 

diets, poor sanitation and overcrowding and an outbreak of tuberculosis that went 

untreated. It is reasonable to contend that contemporary Indigenous health status 

remains far below that of the general population.  

 

In 2003, the First Ministers’ Accord on Health Care Renewal recognized that 

Indigenous peoples in Canada were facing serious health issues and there were significant 

health gaps between Indigenous peoples and non-Indigenous peoples (TRC, 2015). 
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According to the TRC (2015) report “the federal government has been described as 

moving backwards on issues of Indigenous health since the signing of the Indian 

Residential Schools Settlement Agreement” (TRC, 2015, p. 161). Yet,  

 

despite these health challenges and being subjected to aggressive assimilation 

policies for nearly 200 years, Aboriginal people have maintained their identity 

and their communities…in this way they are not alone. Like the Settlement 

Agreement in Canada, the United Nations Declaration on the Rights of 

Indigenous Peoples is a milestone in a global campaign to recognize and  respect 

the rights of Indigenous peoples” (TRC, 2015, p. 133) 

 

In terms of addressing health gaps, it is well known that there are limited 

Indigenous data sources available in Canada and even “the most complete information 

about comparative health outcomes is out of data, much of it coming from the 1990’s” 

(TRC, 2015, p.161). According to the 2015 TRC, this is further complicated when we 

consider that “unlike in other countries, the Canadian government has not provided a 

comprehensive list of well-being indicators comparing Aboriginal and non-Aboriginal 

populations” (TRC, 2015, p. 161). In addition to limited data, and out of date data 

sources, the former Harper government of Canada “terminated funding to a number of 

Aboriginal health organizations, including the Aboriginal Healing Foundation and the 

National Health Organization” (TRC, 2015, p.162). It was also stated in the 2015 TRC 
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report that in addition to the above aforementioned issues regarding the overall lack of up 

to date Indigenous health data, and the discontinuation of funding to leading Aboriginal 

health research organizations that “Health Canada has also cut funding for a number of 

Aboriginal primary health programs, including programs that address diabetes, fetal 

alcohol spectrum disorder, youth suicide, infectious diseases, and maternal and child 

health” (TRC, 2015. p. 162). To reiterate, the 2015 Truth and Reconciliation Commission 

of Canada report reveals that the Call to Action No. 65 urges the federal government to 

through the Social Science and Humanities Research Council, and in collaboration with 

partner academic institutions, to advance the understanding of reconciliation. This means 

that there is a focus on supporting research in the area of Indigenous health and well-

being.  

The 2015 TRC Call to Action Number 65 focuses on supporting research 

partnerships between post-secondary institutions, Indigenous communities and 

government organizations as a “necessary structure to document, analyze, and report 

research findings on reconciliation to a broader audience” (TRC, 2015, p.242). The 2015 

TRC outlines the importance that research will have in the process of reconciliation 

specific to the Call to Action Number 65 where it states that: 

 

Research is vital to reconciliation. It provides insights and practical examples of 

why and how educating non-Indigenous people about the concepts and practices of 

reconciliation will contribute to healing and transformative social change. The 
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benefits of research extend beyond addressing the legacy of residential schools 

because research on the reconciliation process can inform how Canadian society 

can mitigate intercultural conflicts, strengthen civic trust, and build social capacity 

and practical skills for long-term reconciliation (TRC, 2015, p. 242). 

 

What is important to infer from call to Action Number 65 is that there is formal 

recognition that the poor health and well-being of Indigenous communities is a by-

product of the residential school system and that when validated exclusively by models of 

western medicine Indigenous belief systems and cultural practices are neglected. 

Indigenous healing is an ongoing journey and includes activities land based therapies 

such as hunting, gathering and fishing and participation in cultural activities such as 

drumming, healing circles, sweat lodges, cedar baths, smudging, and other spiritual 

ceremonies (Corntassel, 2012; Monchalin, 2015; Denis, 2015). 

 

Health Transfer and the Struggle for Self-Determination  

 

Using a Four Directions model based on the Traditional Indian Medicine Wheel 

Denis (2015, p.215) outlines an understanding of the rise of Indigenous self-

determination movements and outlines what healthy means within the self and between 

the self which he illustrates below in Figure 2 
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Figure 2: Four Directions Model of the rise and resonance of an Indigenous self-

determination movement, (Denis 2015 in Coburn, p.215) 

 

 

 

 

 

 

 

 

 

 

 

 

Denis’s (2015) depiction is particularly useful when we consider that Indigenous 

self-determination is a social movement and linked to Indigenous bodies being on the 
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land, water and streets in urban landscapes that are still very much situated on traditional 

territories. In the intellectual and emotional realms, there are resistances to colonizing the 

mind and new ways of decolonizing and thinking about Indigenous issues, with “a desire 

to productively use anger against historical and ongoing injustices (Denis, 2015, p. 214). 

Arguably, there is a place for anger in Indigenous resistance but the emotion has 

limitations in the context of resurgence. From a health and well-being perspective a 

strengths-based approach requires moving past anger which takes a deeper sense of 

awareness because excessive anger also means an individual is not centered and balanced 

which facilitates, a process of what I refer to as “decentred compliance.” Decentered 

compliance occurs by accepting colonial structures and processes which can take place 

more readily manifesting in poor states of health and well-being
3
. For example, this has 

manifested in unhealthy lifestyles choices such as alcohol and substance abuse and cycles 

of deep anger and resentment resulting in what Helin (2006) has described in his book 

Dances with Dependencies: Out of Poverty through Self-Reliance, which outlines issues 

Indigenous peoples face with respect to developing and maintaining mentality towards 

welfare dependency and continued poverty (Helin, 2006).  

                                                
3 Decentred compliance is not a term that I have come across in the literature. I use this term which draws on 

my own Indigenous knowledge systems of ayurvedic medicine, yoga therapy and the Yoga Sutras of 
Patanjali. Patanjali at the beginning of his Yoga Sutras describes being centred as the means to control the 
activities of the mind with no influence from emotional states of being. This is a fundamental step in non-
compliance of external realities and to avoid developing a false consciousness. When an individual is in 
states of anger this can manifest in unhealthy behaviours such as substance abuse and violence. When an 
individual shifts their thought processes they can develop awareness of colonial mentalities (Stiles, 2002).  
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Indigenous scholars have advocated that a main component of the Indigenous 

resurgence movement is to find a balance between living a socially and economically 

viable life with environmental sustainability that is rooted in traditional knowledge 

systems, laws and traditions (Corntassel, 2012; Alfred, 2008, Simpson, 2011; Smith, 

1999; Coulthard, 2014). Yet, ongoing colonial practices have rendered this near 

impossible especially during the Harper era, when as we have seen outlined in the 2015 

TRC the Government of Canada repeatedly cut funding to critical Indigenous programs 

such as the Aboriginal Healing foundation, the National Aboriginal Health Organization 

and Health Canada (TRC, 2015). These cuts were accompanied by the Harper 

Government’s denial in Canada’s colonial past resulting in “the widening gap between 

the official state rhetoric of reconciliation and respect and the realities of ongoing, one 

sided colonial relationships contribute to frustrated expectations” (Denis, 2015, p.213). 

These frustrations also contributed to enhanced anger and provided momentum for 

necessary Indigenous uprisings and the acts of self-determination represented within 

Denis’s depiction of the emotional realm (Denis, 2015).  

For Indigenous peoples the spiritual is interconnected with political action but 

often overlooked in discussions surroundings Indigenous self-determination. As Denis 

(Denis, 2015, p. 214) points out, the “spiritual realm is largely neglected by social 

movements scholars within mainstream non-Indigenous literature”.  But, has been ever 

present during what is commonly known in the Indigenous community as the 8
th
 fire with 
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numerous self-determination movement activities across Canada activities and “many 

Indigenous nations have a prophecy” (Denis, 2015, p. 214)
4
. This prophecy, as Denis 

(Denis, 2015. p. 215) explains,  

On December 10, 2012 sacred fires through ceremonial practices were lit across 

Canada (Turtle Island) to signify Indigenous protests...they creatively used 

spiritual practices … the round dance quickly became an emblem of the for the 

movement…Symbols such as the Medicine Wheel and the Two-Row Wampum 

(or Guswenta), at one a spiritual and political concept, appeared in public 

discourse.  

When we think about the Four Directions Medicine wheel in these ways it 

becomes clear that Indigenous knowledge is not compartmentalized but exists as an 

intersection between the balance of the four main dimensions and “all four elements are 

necessary for an Indigenous self-determination movement to emerge” (Denis, 2015, 

p.216).    

 

 

                                                
4 The 8

th
 fire is an Anishinaabe prophecy that declares now is the time for Aboriginal peoples and 

the settler community to come together and build the '8th Fire' of justice and harmony, (Denis, 
2015, p.214) 
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Health Governance, the First Nations Health Authority and the Medicine 
Wheel  

 

The British North American (BNA) Act (1867) resulted in the “division of power 

(jurisdictions) between the federal and provincial governments (FNHC, 2011, p.22). 

Today, universal health care is provided with support of funding by the federal 

government provides to the provinces (FNHC, 2011) and “Jurisdictional responsibilities 

and fiscal struggles between the federal and provincial governments have shaped the 

creation of the health system in Canada for First Nations” (FNHC, 2011. p.22). The 

Health transfer programme was developed primarily by the federal government with 

minimal consultation with First Nations and in doing so gained supporters and critics 

(FNHC, 2011). The process of health transfer is rooted in the struggle between funding 

and control and ownership of First Nations health management and is still an ongoing 

issue in British Colombia when it comes to the First Nations Health Authority (FNHA) 

and the federal and provincial governments. The main tenet supporting health transfer 

was meant to increase capacity amongst First Nations in order to deliver mandatory 

programs and permit First Nations to determine their own program delivery and 

development.  

 

The Transformative Change Accord was signed in November 2005 by the 

Province of British, and the First Nations Leadership Council (FNHC, 2011). As the First 
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Nations Health Authority (FNHA) began to assume responsibility for the delivery of 

health services in British Columbia, the organization needed to determine what 

knowledge must be transferred for accountability, but also in terms of measuring progress 

through program implementation, and evaluation (FNHC, 2011). In 2011, the Gathering 

Wisdom conference IV offered such an opportunity to move forward and has “ been 

fundamental to shaping the work of the FNHC” (FNHA, 2011, p. 8) with the signing of 

regional agreements that align health care priorities and community health plans and the 

place where “BC First Nations were asked to consider and debate an important 

Resolution to adopt the Consensus Paper, which describes First Nations’ vision of a new 

health governance structure” (FNHA, 2011, p.8).   

The 2012 Gathering Wisdom V for a Shared Journey forum provided an 

important space for meaningful decision-making processes about what was needed for 

First Nations communities’ health and wellness to move forward in British Columbia but 

more importantly “First Nations adopted a resolution that allowed for the transition of the 

interim First Nations Health Authority into the permanent First Nations Health 

Authority” (FNHA, 2012, p.4).  A new health and wellness model – the First Nations 

Perspective on Health and Wellness – was launched in 2012 at the Fifth annual Gathering 

Wisdom Conference for a Shared Journey signaling the first steps of movement away 

from a deficit-model towards a wellness perspective for BC First Nations (FNHA, 2012). 

At that gathering were “over 750 representatives including Chiefs, Health Directors, and 

Provincial and Federal Partners came together to continue talking about our vision for BC 
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First Nations: Healthy Self-Determining and Vibrant BC First Nations Children, Families 

and Communities” (FNHA, 2012.p.3). 

The First Nation Health Authority (FNHA) “is the first of its kind province-wide 

health authority in Canada” (FNHA, 2016c).  In 2013, all of the programs and services 

that were previously offered and delivered by Health Canada’s First Nations Inuit Health 

Branch, Pacific Region were transferred to the First Nations Health Authority 

(HealthlinkBC, 2015).  The organization’s primary vision is to “transform First Nations 

and Aboriginal health and well-being for the better” (HealthlinkBC, 2015. p.1) by 

implementing a change in healthcare provision. This change is inspired by a refusal to 

accept the continued gap in health outcomes between First Nations and other BC 

residents. The First Nations Health Authority (FNHA) is governed on the principles of 

self-determination and community active engagement in health politics with a specific 

focus to “increasing First Nations control over decisions relating to health policies, 

programs and services, and increasing First Nations influence in addressing key health 

issues with federal and provincial partners” (FNHC, 2011, p.33). Hence, community 

engagement has been a fundamental value since the FNHA’s inception and serves as the 

basis of the governance structure for the FNHA (FNHC, 2011). 

The Gathering Wisdom for a Shared Journey is an ongoing conference series and 

considered an important community engagement process with its most recent event the 

Gathering Wisdom for a Shared Journey V111 held in Vancouver, BC in December 
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2016. The conference is one of the largest Indigenous health conference in BC, and aims 

to bring together First Nation peoples together with the intent of “shaping a strong and 

collective vision for First Nation health governance in BC” (FNHC, 2016. p.1).  

Community health and well-being are intricately tied to demands for self-determination 

and “First Nations have been clear that the Gathering Wisdom forum is an important part 

of the health governance process in BC” (FNHC, 2016. p.1).  

According to the British Columbia Tripartite Framework Agreement on First 

Nations Health Governance (2011) outlined by Health Canada the governance structure 

of the First Nations Health Authority (FNHA) is comprised of the following (Health 

Canada, 2011, p.11): 

 

(a) a First Nations Health Authority (FNHA); 

(b) a Tripartite Committee on First Nations Health (Tripartite Committee); 

(c) a First Nations Health Council (FNHC); 

(d) a First Nations Health Directors Association (FNHDA).   

 

The First Nations Health Authority (FNHA) is built on this need for self-

determination as the basis of a successful healthcare delivery model and this model 

considers traditional as well as modern health knowledges. Specifically, it is stated in the 

British Columbia Tripartite Framework on First Nations Health Governance that the 
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FNHA shall “incorporate and promote First Nations knowledge, beliefs, values, practices, 

medicines and models of health and healing into the FN Health Programs” (Health 

Canada, p. 11). The FNHA is tasked with narrowing the health gap between First Nations 

and other residents of BC through community engagement processes and to “plan, 

design, manage, deliver and fund the delivery of FN Health Programs” (Health Canada, 

2011, p.11).  

  The FNHA is governed by an experienced Board of Directors comprised of ten 

members collectively holding experience in areas of “First Nation health, community 

development, financial management and politics, all at various levels of government” 

(FNHA, 2016b)
5
. The Board “provides leadership and oversight for the activities of the 

FNHA (FNHA, 2016b). Initially, the FNHA was created in conjunction with the First 

Nations Health Council to provide support services mandated by two health agreements 

collectively known as the Health Plans (FNHA, 2016a).  These are 1) the Transformative 

Change Accord: First Nations Health Plan, 2006; and 2) the Tripartite First Nations 

Health Plan, 2007. Additionally, FNHA follows the Framework Agreement, which builds 

on previous agreements represented by signing the “Transformative Change Accord 

(2005), the Transformative Change Accord: First Nations Health Plan (2006), the First 

Nations Health Plan Memorandum of Understanding (2006), the Tripartite First Nations 

Health Plan (2007), the Basis for a Framework Agreement on First Nation Health 

                                                
5 Board members include: Board officers Lydia Hwitsum (Chair), Jason Calla (Secretary Treasurer) and Marion Colleen 

Erickson (Vice Chairperson), Helen Joe, Dr. Elizabeth Whynot, Jim Morrison, Norman Thompson, David Goldsmith 

and Graham Whitmarsh.(FNHA, 2016b) 

http://www.fnha.ca/Documents/transformative_change_accord.pdf
http://www.fnha.ca/Documents/TCA_FNHP.pdf
http://www.fnha.ca/Documents/TFNHP_MOU.pdf
http://www.fnha.ca/Documents/TFNHP_MOU.pdf
http://www.fnha.ca/Documents/TripartiteFNHealthPlan.pdf
http://www.fnha.ca/Documents/TripartiteFNHealthPlan.pdf
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Governance (2010) and the British Columbia Tripartite Framework Agreement on First 

Nation Health Governance (2011), (FNHA, 2016a). The signing of these agreements are 

forward looking plans and are what have been used to guide the transfer of responsibility 

for the design and implementation of all federally funded health programs and services 

for BC First Nations from Health Canada to the First Nations Health Authority in BC 

(FNHA, 2016a; FNHC, 2011; FNHA, 2016e).  

The fact that FNHA has parted from the status quo in terms of First Nation delivery 

of healthcare services and programs, and has set forth an innovative plan to health and 

wellness in British Columbia. This is a formidable task and according to the FNHA 

overview on the website (FNHA, 2016c, n.p)  the mandate is as follows: 

 To design, manage and implement the delivery of First Nation health programs in 

BC. 

 To utilize federal, provincial, as well as other funding sources to conduct health and 

wellness related functions. 

 To collaborate with the BC Ministry of Health and BC Health Authorities to create 

the best health possible outcomes for First Nations in BC and to protocols among 

these agencies for the sharing of patient records and information, consistent with 

privacy and confidentiality protocols and laws. 

http://www.fnha.ca/Documents/framework-accord-cadre.pdf
http://www.fnha.ca/Documents/framework-accord-cadre.pdf
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 To include and promote First Nations traditions, current priorities and circumstances, 

knowledge, beliefs, values, practices, medicines and models of health and healing in 

the First Nations Health Programs. 

 To establish standards for First Nations Health Programs that meet or exceed 

generally accepted standards, including good governance, accountability and 

transparency. 

 To design and implement mechanisms to engage BC First Nations with community 

health care interests and needs, while recognizing that these may be uniquely 

reflected in different regions across BC; 

 To work in collaboration with First Nation and other health providers to improve 

service delivery issues, efficiencies and access to health care; 

 To continue to develop research and policy in First Nations health and wellness; 

The mandate of the FNHA together with working in collaboration with federal 

and provincial governments and the previously stated agreements are ways that the 

FNHA is intending to close the close the health gap and transform health governance for 

First Nations in British Columbia (FNHA, n.d.). The Relationship Agreement emphasises 

the “sound partnership sought by the Parties – a partnership based on shared values and 

understanding of our collective and respective roles, responsibilities, and 

accountabilities” (FNHA, n.d. p. 3).  It outlines roles and also mandates components to 

self-government and sets shared values between the First Nations Health Authority 
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(FNHA) the First Nations Health Council (FNHC) and the First Nations Health Directors 

Association (FNHDA). According the FNHA (FNHA, n.d, pp.5-6) Shared Agreements 

report there are six shared values between the three partners which are summarized as 

follows:  

 

Respect:  We believe that maintaining respectful relationships is fundamental to 

the achievement of our shared vision. Respectful relationships are built upon the 

recognition that we all have something to contribute, as individuals and as the 

three components of the First Nations health governance structure.  

Discipline:  Discipline is required for the achievement of transformative change in 

First Nations health and wellness. Discipline includes a working through of 

difficult processes; evidencing continued loyalty to a shared vision; upholding 

roles, responsibilities, decisions and processes while maintaining and nurturing 

unity; integrity and reliability in fulfilling commitments with accountability to 

those commitments and to contributions; orientation towards solutions and active 

participation. 

Relationships:  The FNHA believes that ‘effective’ working relationships with 

First Nations, tripartite partners, and with one another are the foundation for 

achieving their vision and implementing their health plans and agreements.  

Fostering effective working relationships and camaraderie are underpinned by 

trust, honesty, understanding, teamwork, and, mutual support. Within these 
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relationships, it is acknowledged that both humour and laughter are good 

medicine, and a good way to build relationships.  The latter point is not a point 

commonly seen in other health documents! 

Culture:  The FNHA was created to support and build upon First Nations health 

and wellness in a culturally responsive way. FNHA associates the diversity of 

ceremonies, customs and teachings for wisdom, guidance and strength. FNHA 

upholds traditional and holistic approaches to health and self-care and strives to 

achieve a balance of mental, spiritual, emotional, and physical wellness. 

Excellence:  FNHA has a moral and personal responsibility to strive for 

excellence, meaning that their outcomes must be sustainable, processes must be 

professional and transparent, and that they must be committed to learning from all 

pathways that are made available to them. 

Fairness:  While FNHA will work to improve the health and wellness of all First 

Nations in BC, decision-making reflects inclusivity and the best interests of all 

First Nations, and leads to just and equitable treatment amongst all First Nations 

communities, organizations, and regions across BC. Community engagement is a 

foundational aspect of FNHA, led by the interests and needs of BC First Nations. 

As such, BC First Nations developed a list of directives describing fundamental 

standards and instructions for the new health governance structure. Seven 

directives have been established, reflective of operations at community, regional 

and provincial levels.   



74 

 

 

 

 

 

 

 

 

Operating Principles have also been developed by FNHA which are stated as “ideals 

underlying how we seek to interact with one another, our partners, our communities and 

beyond” (FNHA, 2013, p.12).  The operating principles from the FNHA (2013) Annual 

Report: 2012-2013 are summarized as follows:  

the FNHA will operate in a manner that emphasizes  a wellness philosophy that is 

based in First Nations teachings… an emphasis on being the best human beings we 

can be… leadership by example and being an organization that models wellness… 

being a learning organization , not leaving people behind, implementing First Nations 

traditional knowledge and offering service delivery drive by community engagement 

and a business approach that encourages sustainability, integrity, efficiency and 

innovation in service and program delivery (FNHA, 2013, p.12). 

Discussion and Conclusion 

 

The decolonization of research methodologies has been a leading research priority 

for over two decades (Smith, 2012) and is widely recognized as being emancipatory and 

inciting positive social change because “it engages with imperialism and colonialism at 

multiple levels (Smith, 2012, p. 21). The objective of a decolonizing approach is not to 

“discard all theory or Western knowledge” (Smith, 1999, p. 39) rather, decolonizing 

methodologies draw from existing knowledge and bridges Western and Indigenous 

knowledge systems; this is also necessary for two-eyed seeing. Decolonizing research 
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advocates a re-searching of knowledge using a critical engagement with dominant 

discourse that builds on Indigenous knowledge and requires a change in 

conceptualizations of the research process and a focus on the development of new 

paradigms and different ways of thinking about what it means to be Indigenous (Smith 

1999; Kovach, 2005, Kovach 2009; Corntassel, 2008; Simpson, 2011; Smith, 2012). As 

previously discussed, the First Nations Health Authority (FNHA) advocates for a 

strengths-based approach to health research which means making a concerted effort to 

focus on what is working well within Indigenous communities, as opposed to continually 

exemplifying community problems and health deficits; the latter has been 

overemphasized in western based medical models. A strengths-based approach has grown 

from Indigenous resilience research emerging from developmental psychology and 

psychiatry in recent years (Kirmayer et al, 2011). This dissertation supports a strengths-

based approach to well-being research and demonstrates that, as a form of social capital, 

well-being can be a resource utilized by Indigenous people to invest and experience 

enhanced wellness, and strengthen their lives and local communities. This will require a 

decolonization of Indigenous bodies as a collective given the connection of Indigenous 

bodies to poor health due to the forces of colonization.   

To be healthy and whole an Indigenous person needs to be centred which means 

to be balanced between ones’ self, other humans and the natural environment. As stated 

earlier, an important part of the FNHA mandate is to incorporate First Nations’ cultural 

knowledge, beliefs, values and models of healing into the re-design and delivery of health 
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programs. The FNHA has created the First Nations Perspective on Health and Wellness 

(FNPOW), which is a strengths-based approach to better assist in looking at health and 

wellness from a holistic lens. This perspective is very important in terms of redefining 

health from a First Nations perspective and is intended to be used to inform FNHA policy 

in support of the development of programs and service delivery (FNHA, 2016d). The 

FNPOW looks at understanding health as a balance of spiritual, emotional, mental and 

physical elements and incorporates holistic as well as natural medicines, with innovative 

traditional and contemporary healing “to describe the First Nations Health Authority 

Vision: Healthy, Self-Determining and Vibrant BC First Nations Children, Families and 

Communities” (FNHA, 2016d).  It contains ideas that are not new to BC First Nations but 

come from traditional teachings and healers and natural medicines. The FNPOW creates 

a an wellness environment that is used to support existing traditional approaches to health 

and “is intended to serve as a starting point for discussion by First Nations communities 

on what they conceptualise as a vision of wellness for themselves and the 

FNHA”(FNHA, 2016d). The FNPOW is used to create a shared understanding of what 

health and wellness mean in BC First Nations communities, which is supported by the 

FNHA and shared with partner organizations, the federal government and the general 

public.  

http://www.fnha.ca/about/fnha-overview/vision-mission-and-values
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Chapter Four: Theoretical Framework  

 

 

The Government of Canada, through various programs and policies such as the 

Urban Aboriginal Strategy has been fostering research to provide solutions to deal with 

the growing Indigenous diaspora and a continued focus on providing solutions to deal 

with the “Indian problem” (Newhouse and McGuire-Adams, 2012 p. ix) in urban centres. 

This solving of the Indian problem approach to policy means little if any attempt has 

been paid to a strengths-based approach to looking at the areas of wellness such as 

through the determinants of health and wellness that could assist the development of 

good public policy (Newhouse and McGuire-Adams, 2012).  Social capital has been well 

identified in the literature as an important resource for community capacity building and 

a way of fostering Biimaadiziwin in an urban context (Hill & Cooke, 2014, Newhouse 

and Fitzmaurice, 2012). The focus of Chapter Four is to provide an overview of social 

capital and to offer insight into how this theoretical framework will support the ways in 

which it can be applied to health and wellness within Indigenous communities. The 

objective of this chapter will be in explaining how social capital acts as a resource that is 

owned by the individual as part of their internal capacity but also as a contributing factor 

that makes up community capacity. A good understanding of this comes from the work  

Hill and Cooke (2014, p.421) have been doing in this regard: 
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Despite academic disagreements about how social capital is best defined or 

measured, improving these networks and trust relationships has become a focus 

for various community development schemes, with the idea that communities 

with higher degrees of social capital are better able to undertake particular 

projects or initiatives that respond to community defined needs, including 

improving access to various services and economic development initiatives.   

    

The concept of social capital articulated by Pierre Bourdieu has provided a solid 

theoretical framework, and the concept has been used and further developed in studies of 

well-being. Social capital analysis is important for policymakers and developmental 

practitioners to better address issues surrounding Indigenous health and wellness. 

Bourdieusian analysis emphasizes three forms of capital: economic, cultural, and social.  

Social Capital and Well-being 

 

 

In his book Distinction: A Social Critique of the Judgement of Taste, Pierre 

Bourdieu (1984) suggests that western societies consist of hierarchical class structures 

that are stratified and differentiated according to the amount and combination of forms of 

the capital that members of each social class accumulate and “there is a strong correlation 

between social positions and the dispositions of the agents who occupy them” (Bourdieu, 

1984, p. 110). The objectified forms of capital can be regarded as a type of raw material 

(Moore, 2012 p. 103) and the conversion of these three forms of capital function to 
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structure and reproduce both the societies’ objective hierarchical structures and systems 

of stratification, as well as the person’s subjective understanding of their place within 

these structures and systems or their class (Moore, 2012; Moore et al, 2005). For 

Bourdieu, society’s objective structures were embodied within individuals and expressed 

through their bodily disposition and health status as signalled by an “increased spending 

on health and beauty care and clothing, a slight increase on cultural and leisure activities” 

(Bourdieu, 1984. p. 180). In this way, an individual’s class disposition and health 

distinguished the individual from members in other class strata, and in so doing 

reinforced the social order. Bourdieu was one of the first to articulate the negative nature 

of social capital. He conceptualizes it as an upper-class resource of distinction that 

functions to give access to resources for upper-class members while excluding access to 

resources for lower-class members and that “Tastes in food also depend on the idea each 

class has of the body and of the effects of food on the body, that is, on its strength, health 

and beauty (Bourdieu, 1984, p.190).  

Several Canadian studies have applied social capital for diverse areas of 

community well-being and in the context of Indigenous communities. For example, 

Reading et al (2007, p.35) prepared a report on behalf of the Assembly of First Nations 

which described social capital in the context of understanding health policy through a 

more holistic lens to policy makers with the aim to improve health by, 
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Integrating Indigenous knowledge systems into advanced health policy 

development and research in an effort to combine scientific excellence with 

community relevance from project design to analysis, interpretation of results and 

translation of knowledge to policy makers with the aim to improve health.   

 

In addition, the First Nations Social Cohesion Project of the Population Studies 

Centre at the University of Western Ontario produced a series of papers to explore how 

variations among forms of capital and cohesiveness within First Nations communities 

generate different outcomes at the population level (White et al, 2000; Maxim et al, 

2003). Social capital is considered a useful concept to better understand individuals and 

community levels of well-being as a form of investment or community capacity and the 

researchers point out that “just as we see a process of building social capital we can see 

that certain processes depreciate social capital. An example would be migration” (White 

et al, 2000. p.12.)  

The concept of social capital articulated by Bourdieu (1984) has provided a solid 

theoretical basis and the concept of social capital has been used in a variety of 

interdisciplinary studies of well-being. For example, empirical research into the 

association between social capital and health has provided strong support for considering 

social capital as a health determinant, with testable hypotheses and interpretive results 

(Robson et al, 2009). It is with this in mind, that the concept of social capital will be 

explored and utilized in this research study through examining aspects of individual and 
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community well-being with testable hypothesis for Indigenous peoples (First Nations) 

living in urban centres across Canada. 

For Bourdieu (1984) the structure of the social world is related to all forms of 

capital, not only those strictly associated with economic theory but social capital as a 

relational resource. As a relational resource, social capital is composed of a variety of 

different elements, which include social networks, social norms and values, trust, and 

shared resources (Bourdieu, 1984; Bourdieu & Wacquant, 1992; Moore, 2012). Bourdieu 

(1984) relates social capital to actual or potential resources within a social structure, 

which then supports each of its members “for example, the financial managers of the 

largest firms, who are almost all Sciences or HEC graduates, who possess a large social 

capital (family connections, their respective 'old-boy networks' ), often belong to clubs” 

(Bourdieu, 1984, p. 310).  

Bourdieu links social capital as a resource associated to the possession of a 

network of relationships of mutual acquaintances to be a type of conversion between 

networks. To elaborate, Veenstra (2009) also points out that transmutations of social 

capital refer to the process whereby one form of capital is converted into another, and that 

“it appears that social capital comes in multiple forms, adopting various meanings in 

Canadian social space and appearing in different conversion processes with economic 

and cultural capital” (Veenstra, 2009, p. 73).   

Bourdieu theorized capital conversions extensively and empirically investigates 

them in Distinction: A Social Critique of the Judgement of Taste (1984). He argues that 
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structure is not an object that is initially visible to the observer, since analysis always 

proceeds by considering the various effects of this structure. Thus, the researcher has to 

reconstruct this structure and its symbolic space within their position in society by 

considering the relationships between these effects. In reconstructing the habitus, the 

researcher has to take into consideration “homologous to their own position in the 

dominant class” the conditions of existence that manifest in practices (Bourdieu, 1984, 

p.316). To reconstruct the structure of practices, Bourdieu (1984, p.107) argues that we 

must break from linear thinking: 

 

[The] structural causality of a network of factors is quite irreducible to the 

cumulated effects of the set of linear relationships…through each of the factors is 

exerted the efficacy of all the others, and the multiplicity of determinations leads 

not to indeterminacy but to over-determination […] One of the difficulties of 

sociological discourse lies in the fact that, like all language, it unfolds in strictly 

linear fashion, whereas, to escape oversimplification and one-sidedness, one 

ought to be able to recall at every point the whole network of relationships found 

there and attribute analytic primacy to factors which have the greatest functional 

weight.   

 

  Bourdieu (1984) suggests these factors consist primarily of the volume and 

composition of economic, social, cultural, symbolic forms of capital. Moreover, the 
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volume and composition of capital should always be assessed in relation to the field of 

contention, which determines the variability in the functional weight of capital:  

 

Capital is a social relation, for example, an energy which only exists and only 

produces its effects in the field in which it is produced and reproduced, each of 

the properties attached to class govern its value and efficacy by the specific laws 

of each field.  (Bourdieu, 1984, p. 113) 

 

 The social scientist must also take change, as it relates to the volume and 

composition of capital, into consideration. The structure of the habitus is the product of 

both inculcation and stability, this could include for example, family, experiences, 

conditions of existence, and the effects of social trajectory – “that is, the effects of social 

rise or decline on dispositions and opinions” (Bourdieu, 1984, p. 111). Bourdieu further 

argues that: 

 

the habitus, an objective relationship between two objectivities, enables an 

intelligible and necessary relation to be established between practices and a 

situation, the meaning of which is produced by the habitus through categories of 

perception, and appreciation that are themselves produced by an observable social 

condition  (Bourdieu, 1984, p. 101). 
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This break from conventional linear thinking Bourdieu outlines has been an 

invitation for sociologists to conceptualize ways of applying social capital analysis using 

more innovative methods for surpassing simple linear relationships between factors. As 

Heck et al (2015, p.3) point out: 

 

Research strategies for dealing with the complexity of the multilevel, or 

contextual, features of organizations have been somewhat limited historically and 

researchers did not always consider the implications of the assumptions they 

made about measuring variables at their natural level, or moving them from one 

level to another through aggregation or disaggregation. 

 

Contemporary analytical strategies of estimating random coefficients models 

using covariance structure modeling makes it possible to estimate both fixed and random 

effects which enables research models to aggregate and disaggregate data. With 

estimating fixed and random effects it is possible to translate the general linear model 

into a multi-level equation modeling (Heck et al, 2015). For example, we are no longer 

restricted when we use the analysis of covariance that the relationships between our 

covariate is the same across different groups of our predictor variables since multi-level 

modeling is capable of modeling variability through random effects estimation. There has 

been a shift in statistical techniques and a move away from oversimplified models “in 

examining phenomena that entail the nesting of individuals within higher-order groups” 
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(Heck et al, 2015, p.7) and knowing these techniques has created a shift in what is 

possible analytically which in turn can influence how we think theoretically and 

conceptually.  

   Bourdieu (1984) notes that our fundamental experience of the social world is one 

based on misrecognition, not one predicated on a unitary or factional consciousness. The 

habitus, by its imputing of values and qualifiers on objects and objective relations, 

generates differential lifestyles that are not only opposed to one another but also 

predicated on misrecognition. For Bourdieu, structure is not an object that is initially 

visible to the observer, since analysis always proceeds by taking into account the various 

effects of this structure. The researcher has to re-construct this structure and its symbolic 

space by considering the relationships between these effects and “to do this, one must 

return to the practice-unifying and practice-generating principle, i.e., class habitus, the 

internalized form of class conditions and of the conditionings it entails" (Bourdieu, 1984, 

p.101). Moreover, the habitus generates a systemic and structured relation to the world, 

varying, of course, by class. In Bourdieu’s (1984) own words, “the practices of all agents 

of the same class, owe the stylistic affinity which makes each of them a metaphor of any 

of the others to the fact that they are the product of transfers of the same schemes of 

actions, from one field to another” (Bourdieu, 1984, p. 173). 

 

 Bourdieu further suggests that the equilibrium between supply and demand is not 

predicated on an abstract economistic logic but is, rather, constituted in two independent 
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but related fields of experience: consumption and production. Consumption is but a 

manifestation of the tastes of consumers, which is an expression of the habitus (Bourdieu, 

1984) itself manifested in embodied dispositions and shaped by the appropriation of 

objectified culture. By virtue of the class structure, Bourdieu (1984) suggests that actors 

do not move randomly within the social structure; rather, their life paths are determined 

by restrictions and inertia, which are an outcome of the convergence between subjective 

dispositions and objective conditions. Bourdieu notes that, as objective conditions change 

and as families and actors try to increase or maintain their assets, so do the subjective 

orientations of classes. These changes represent strategies, “conscious or unconscious 

tendencies” (Bourdieu, 1984, p. 106) that function to maintain class structure, which 

operates on relational distinctions. Bourdieu (1984, p.125) argues: 

 [These] strategies depend, first, on the volume and composition of capital to be 

reproduced; and, secondly, on the state of the instruments of reproduction 

(inheritance law and custom, the labour market, the educational system etc.), 

which itself depends on the state of the power relations between classes.  

 Classes can strategically convert one type of capital to another and change the 

asset structure of classes which is an important aspect of Bourdieusian analysis when 

applied to Indigenous well-being especially when multi-level estimation methods are 

used to account for conceptualizations of social capital as both an individual-level and 

contextual-level resource. Bourdieu (1984) further notes that the variable strategies 
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implemented by the classes either to maintain or change their position necessarily result 

in a displacement of the class structure (and the distribution of the assets at stake). 

However, this change is cancelled out by the various strategies that are implemented by 

other classes. This reveals an interesting relationship between stability and change – that 

class structure changes and, in doing so, preserves itself. The relationship between 

stability and change is thus coextensive: 

It can be seen how naïve it is to claim to settle the question of “social change” by 

locating “newness” or “innovation” in a particular site in social space…to 

characterize a class as “conservative” or “innovating”…by tacit recourse to an 

ethical standard which is necessarily situated socially, produces a discourse which 

states little more than the site it comes from, because it sweeps aside…the field of 

struggles (Bourdieu, 1984, p.156).  

Later, Bourdieu (1986) further pioneered the capital resource discussion by 

presenting three common forms of capital: economic, cultural, and social, Woolcock 

(2001) began to elaborate different roles of social capital “in order to accommodate the 

range of outcomes associated with social capital, it is necessary to recognize the multi-

dimensional nature of its sources” (Woolcock, 2001, p.10). Bonding social capital 

involves informal networks such as family, friends, and neighbours, while bridging social 

capital involves more distant networks such as colleagues and associates. Bonding and 

bridging are essentially considered horizontal relationships (Levitte, 2004). Important for 
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policymakers and developmental practitioners is the recognition that social capital also 

comes in vertical form, as linking social capital. Woolcock’s (2001) work has supported 

an elaboration of social capital that moves beyond the notion of “good marketing” aspect 

of social capital and addresses “The hype surrounding social capital, like any “product”, 

would have collapsed under its own weight long ago if there wasn’t a sufficiently 

rigorous empirical foundation on which it was built, and if a broad constituency of people 

didn't “buy it” (Woolcock, 2001, p.13). 

 

With this in mind, I question how a Bourdieusian analysis of social capital might 

support a better understanding of Indigenous well-being. There is increasing 

acknowledgement that social capital is an important determinant of health and well-

being. The concept can be applied in an empirical context to provide evidence regarding 

the direction and strength of the linkages between various aspects of health and well-

being through the use of multilevel statistical modelling. A number of Canadian studies 

have applied social capital in diverse areas of community well-being and in the context of 

Indigenous communities (Canadian Council on Learning, 2007; Clarkson et al, 1992). 

For example, in 2007, the Assembly of First Nations described social capital in the 

context of understanding health policy through “achieving a more wholistic approach to 

Aboriginal well-being” (Reading et al, 2007, p.24), and the First Nations Social Cohesion 

Project of the Population Studies Centre at the University of Western Ontario explored 

through a series of papers how variations among forms of capital and cohesiveness within 
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First Nations communities generate different outcomes at a population level (White et al, 

2000; Maxim et al, 2003, White et al, 2007a; White et al, 2007b; White et al, 2007c). 

Mignone and O’Neil, (2005b) in their study of three First Nations communities further 

suggest that social capital is specific to First Nations communities in terms of the extent 

to which local resources are socially invested and also the extent to which the community 

possesses diverse networks to share and expand these social investments. The concepts of 

bonding, bridging, and linking social capital are common in the literature on community 

aspects of social capital (Mignone and O’Neil , 2005b, Mignone and O’Neil , 2005a 

Mignone 2009; Whitley et al, 2005; Lofors et al, 2007; White et al, 2007b; White et al, 

2007c). The findings of the study conducted by Mignone and O’Neil (2005b) in three 

First Nations communities showed that “the social capital of a community is assessed 

through a combination of its bonding (relations within the community), bridging 

(relations with other communities), and linkage (relations with formal institutions) 

dimensions” (Mignone and O’Neil, 2005b, p. 27). But the issue I raise is that colonization 

has an ongoing impact on well-being and has deprived Indigenous peoples and 

communities of all three forms of capital and constructed socio-political fields which 

have situated Indigenous people in subaltern locations. 

 

 

 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2956751/#R50
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2956751/#R31
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2956751/#R35
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Capital Gains: The Colonizing Process, Social Capital Theory and 
Indigenous Well-being 

 

We are, in Marx's terms, "an ensemble of social relations" (Marx, 1978), and we 

live our lives at the core of the intersection of unequal social relations based on 

hierarchically interrelated structures which, together, define the historical specificity of 

the capitalist modes of production and reproduction and underlay their observable 

manifestations (Marx, 1978). When we regard the social capital of health and well-being 

from the political economy of health perspective it is strikingly clear that there are 

systems of inequality (Reading et al, 2007; Loppie-Reading and Wien, 2009). It is 

challenging to articulate the ways in which common interests, ideologies, politics, and 

experiences based on class location, and socio-economic status are different and similar 

among groups of Indigenous peoples. In turn, people sharing the same class location, or 

similar socio-economic characteristics within a class, are themselves further divided 

along multiple axes such as: gender, age (Darnovsky et el, 1995) and Indigenous identity. 

While the relationship between structural changes, class formations and political 

consciousness is more complex than what classical Marxism would suggest, Bourdieu’s 

multiple forms of capital have helped to shed light on some of these issues. Bourdieu's 

work (1984) on culture and forms of capital can broaden our understanding of social class 

in relation to Indigenous health and wellness when we conceive of health as a form of 

capital and investment. For example, Bourdieu’s concept of Habitus which is defined as a 

set of dispositions, reflexes and forms of behaviour people acquire through acting in 
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society can be used to reflect the different positions people have in society (Crossley, 

2003). This could be, for example, whether they are brought up in a middle class 

environment within a large Census Metropolitan Area (CMA) like Vancouver, British 

Columbia or in a working class suburb such as a Census Agglomeration Area (CA) like 

Duncan, British Columbia. The work of Bourdieu (1984) offers a cogent conceptual 

framework for extending the notion of resources beyond economic and social capital, to 

include symbolic and cultural forms and in doing so creates a moment where subjective 

orientations are not in line with objective realities. In such instances, the doxic practices 

(naturalizing beliefs and opinion) are suspended and the actor, in a self-reflexive manner, 

reconstructs their habitus so as to align their subjective position with objective conditions 

and doxa has “a further epistemological dimension, which in turn leads to the need for 

greater reflexivity on the parts of its agents” (Deer, 2012, p.115). This description helps 

to understand how the possession of cultural and symbolic capital affects health and 

wellness and useful to consider when Indigenous people participate in wellness activities 

such as hunting, gathering, arts and crafts and making traditional clothing and footwear. 

As Crossley (2003, p.43) points out, “Class-based cultural advantages are passed from 

parents to children through the habitus, but as pre-reflective and habitual acquisitions 

they are generally misrecognized within the school system as ‘natural talents’ and are 

rewarded ‘appropriately”. This all relates to how class can engender symbolic and 

cultural forms (Crossley, 2003).  
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From this standpoint, class relations remain an important frame of reference for 

making sense of people’s everyday lives. As previously discussed in this chapter the 

effects of colonization and western approaches to understanding health and well-being 

such as the western medical model, the Community Well-being Index and general 

attitudes of health researchers have resulted in ongoing health problems for Indigenous 

peoples with few improvements in these health conditions over time. When we think 

about social capital as a commodity form the question that emerges is: who benefits from 

the continuity of Indigenous people’s poor health? The proposed answer is that many 

non-Indigenous groups benefit, and especially those groups that control and influence the 

distribution of scarce resources across Indigenous communities.  This becomes apparent 

when we consider the current battles over land and access to resources occurring in the 

province of British Columbia between Indigenous communities, provincial governments 

and large multinational corporations.  

For example, Wilkes (2015) has collected newspaper articles and Indigenous-

focused media to create an Indigenous Resistance dataset that tracks Indigenous 

resistance struggles and in doing so points out that the proposed Enbridge Northern 

Gateway pipeline has created numerous Indigenous resistance events against a 

multimillion dollar advertising campaign that has tried to sell the project to First Nations 

and the non-Indigenous public (Wilkes, 2015). The propaganda touts “the Project” will 

improve the social and economic lives of Indigenous peoples living in the area with long-

term economic benefits to the communities along the pipeline corridor route (Northern 
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Gateway, 2016, n.p.). The Indigenous peoples of this area are told that in compensation 

for the project one of the main benefits that Enbridge will offer is an investment in their 

skills training. While at the same time Enbridge (Northern Gateway, 2016, n.p.) states 

that: 

Northern Gateway and First Nations and Métis communities are building a true 

partnership, one that includes environmental stewardship and monitoring, shared 

ownership of 33%, a joint governance structure and enhanced benefits of $2 

billion for First Nations and Métis communities, providing long-term economic 

prosperity for generations of First Nations and Métis peoples. 

  

In this scenario, we can see where the capital gains are to be had and it is not with 

Indigenous peoples who are told they will benefit from the proposed Enbridge project. 

How will Indigenous peoples wellness from colonialism be restored, their family lives 

enhanced, their children’s sense of happiness secured and the sacredness of their lands 

that they use for ceremonies be protected, through promises of job skills and training? As 

noted by Taiaike Alfred “to focus solely on the socio-economic status of Indigenous 

peoples is to perpetuate an assimilationist model whereby Indigenous peoples are slotted 

in to the capitalist wage economy” (as cited in Wilkes, 2016, p. 118). This entire scenario 

is highly problematic. 

The concept of interconnectedness is an important concept that is fundamental to 

Indigenous worldviews and extraction of resources from the land for purely financial 
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gain, runs counter to these worldviews. This type of social capital framework assumes 

that all groups of people within a society have the same goals. Social capital is a useful 

concept that can be applied to individual and community levels of well-being as a form of 

investment related to economic development for Indigenous peoples and communities.  

As a process of domination, colonialism has proven destructive to the peoples of 

the world who have been colonized.  As discussed in Chapter Two Indigenous peoples in 

Canada suffered severe impacts of colonization observed through dispossession from 

their land, culture, knowledge systems and Indigenous identity.  Western biomedical 

models of health and wellness with their focus on diagnosis and treatment have further 

impacted Indigenous people negatively by reducing Indigenous peoples and communities 

to a series of health problems that need fixing (Knibb-Lamouche, 2012) and governments 

who put forward policies aimed at solving the “Indian problem”. Colonization has 

negatively impacted all forms of social capital for Indigenous people at both the 

individual and community level, and social capital models used in the future must address 

systemic structures of colonialism. There are ways in which social capital can be used to 

understand individual and community Indigenous wellness and as Ledogar and Fleming 

(2008a, p.1) suggest in their work on resilience, 

  

Social capital, as an asset or a resource for resilience, can be a characteristic of the 

community or the individual. As an individual asset, social capital consists of a 

person’s relationships to available social resources. As a characteristic of 
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communities, it consists of attributes such as trust, reciprocity, collective action, 

and participation. Closely related to community social capital is the concept of 

collective efficacy. Some social networks, however, can be violent, repressive, 

bigoted, or otherwise destructive.  

 

Ledogar and Fleming (2008a) further suggest that individual and community 

resilience can be linked to both positive and negative forms of capital when we 

“recognize that individuals can be resilient even if the communities they live in have low 

or even negative social capital” (Ledogar and Fleming, 2008a, p.1) which could be in the 

form of low levels of education or low proportions of people who speak an Indigenous 

language.  

Using social capital for the purposes of understanding determinants of Indigenous 

health and wellness means that when we think about health it is necessary to start to 

broaden our definitions to include the physical, mental, emotional and spiritual well-

being of individuals and attempt to do so at the community level as well. The constant 

discourse of the western medical model and other failed attempts at understanding 

Indigenous health and wellness in Canada such as the Community Well-Being Index 

(CWB) serve to model “over” Indigenous peoples and emphasizes inadequacy which 

disconnects Indigenous peoples from their own identities, in a manner like past 

oppressive policies of colonization and assimilation.  In lieu of this, several scholars are 
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now exploring social capital in different ways that focus on the individual and the 

community through a combination of relations and networks.  

 

The “social capital of a First Nations community is understood and assessed 

through a combination of its internal community relations (bonding), its intercommunity 

ties (bridging), and the relations the community has with formal institutions (linking)” 

(Mignone, 2003, p. 32). In a later article, Mignone (2009) further describes this 

community-based research project which she conducted through the University of 

Manitoba and several First Nations communities in Manitoba that developed culturally 

appropriate measurement tools and a conceptual framework to measure social capital for 

these First Nation communities. Social capital for a community was defined as the degree 

to which the community resources were socially invested, there was a sense of trust, and 

reciprocity was practiced, whereby  

 

Bonding social capital refers to internal community relations. Bridging 

social capital is essentially a horizontal notion, implying connections between 

societies, communities or groups, i.e., the inter-community ties. Linking social 

capital refers to a vertical dimension, i.e., the relations with formal institutions 

beyond the community (Mignone, 2009, p.108). 
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Mignone and O’Neil (2005b, p.27), also describe another social capital project 

where they developed a conceptual framework of social capital for First Nations 

communities through a comprehensive literature review and ethnographic fieldwork, and 

conclude that:  

 

Social capital characterizes a First Nation community based on the degree that 

its resources are socially invested; that it presents a culture of trust, norms of 

reciprocity, collective action, and participation; and that it possesses inclusive, 

flexible, and diverse networks. Social capital of a community is assessed through 

a combination of its bonding (relations within the community), bridging (relations 

with other communities), and linkage (relations with formal institutions) 

dimensions. 

 

As these studies have indicated, what makes social capital particularly useful 

when applied to Indigenous communities is that it can be either negative or positive, and 

as a resource in the context of well-being, this offers insight into how it influences 

community capacity. For example, Salée (2006) states that a breakdown in social 

cohesion within communities may degrade enterprising vitality through a loss of 

community-based social capital (e.g. trust, bonding, support) but also that “Society-wide 

increases in social capital (and, implicitly, in social cohesion) are thus more likely to have 

a strongly positive effect on well-being and the general quality of life, (Salée, 2006, p.7) 
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while O’Brien et al (2005) suggest that reconciling Indigenous bonding and bridging 

social capital is a difficult issue and may be extremely important in regards to addressing 

economic development and global issues of inequality. Building social capital ties within 

Indigenous communities “requires building social capital ties” (O’Brien et al, 2005, 

p.1050) which can be linked to the larger mainstream community but it can be 

challenging.  

Putnam’s (1995) ideas on social capital suggest that “life-networks, norms, and 

trust-that enable participants to act together more effectively to pursue shared objectives” 

(Putnam 1995, p.664). This extends the idea that building and maintaining external 

bridging and bonds is a way in which social capital is a precursor to influencing positive 

change in urban Indigenous communities through social cohesion (Putnam, 1995).  The 

ideas of bridging and bonds have been used to explore the relationship between social 

resources and health. For example, a neighbourhood study by Kim et al (2006) examines 

the association between community-level social capital and individual-level self-reported 

poor health in 40 communities in the United States. The findings reveal that, after 

adjusting for individual-level factors and community-level variables, community-bonding 

social capital and community-bridging social capital are associated with significantly 

lower odds of self-reported poor health. The findings of this study support the 

relationship between neighbourhood resources and health status and the authors conclude 

that “Interventions and policies that leverage community bonding and bridging social 
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capital might serve as means of population health improvement” (Kim et al, 2006, p. 

116). 

As another example, The Harvard Project on American Indian Economic 

Development founded in 1987 through Harvard University aims to understand and foster 

the conditions under which sustained, self-determined social and economic development 

is achieved among American Indian nations
6
. The main findings of the project revolve 

around four main tenets when it comes to economic and social development: sovereignty, 

institutions, culture, and leadership matters (Simeone, 2007). For example, when Indian 

nations make their own decisions about what development approaches to take they 

exercise sovereignty over their own affairs and for development to take hold, assertions 

of sovereignty must be backed by capable institutions of governance and leaders who 

introduce new knowledge and experiences in nation building processes (Cornell et al, 

1998). The work emerging out of the Harvard project has been extended to the 

Indigenous communities in urban centres across Canada as a way of designing models of 

tribal-owned operations with an emphasis on entrepreneurial initiatives to enhancing the 

tribal economy that supports the view that  “nation-building approach requires new ways 

of thinking about economic development” (Cornell, et al, 1998, p.8). As Peters (2009) 

also points out when the four main components are in place successful economies are 

                                                
6 The Harvard Project’s focuses on research, education and the administration of a tribal governance 
awards program. The Harvard Project collaborates with the Native Nations Institute for Leadership, 

Management and Policy at the University of Arizona. The Harvard Project is affiliated with the Harvard 

University Native American Program at Harvard University see:  www.hks .harvard.edu 
 

http://www.hks.harvard.edu/
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based in legitimate, culturally grounded institutions of self-government. For example, 

urban centers will differ in their opportunities and challenges and their attempts to 

achieve sovereignty “there may be more opportunities for “institutional completeness” in 

some urban areas because the large numbers of Aboriginal people can support a variety 

of initiatives” (Peters, 2009, n.p). 

  As an individual resource, social capital consists of a person’s relationships to 

available social resources such as education, training, employment opportunities. While 

community social capital which has been characterized by Putnam (1993; 1995), 

sometimes called “ecological social capital” (Whitley and McKenzie, 2005) consists of a 

community’s capacity, and its connection to available resources which could include 

social services, affordable housing, healing centres, and employment through industry. A 

study conducted by Hodge et al (2011) yielded important insights into the concept of 

wellness among American Indians and the role story telling plays in defining well-being. 

The results showed that among many tribes, the concept of wellness is defined as the 

physical, mental/emotional, spiritual, and environmental traits that together form balance 

and harmony in life through stories.
 
The failure of any or all parts of balance in life 

(wellness) appears to be closely tied to general health status and was shown in this study 

to be associated with health conditions, and that “Storytelling was used in the project as 

an educational and cultural tool to motivate Native people toward healthier behavior” 

(Hodge et al, 2011, p.2).   
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What these studies reveal is that social capital is a useful concept for working 

with Indigenous communities provided it is conceptualized by those Indigenous 

communities, as is the case with the FNPOW. Social capital is a relational and 

transformative concept that is embedded in cultural meanings and symbols and can be 

valuable in understanding and improving Indigenous health and well-being at both the 

individual and community level (Veenstra, 2009; Mignone, 2003; Mignone and O’Neil 

2005b; Mignone, 2009; Baum, 2007; Ledogar and Fleming, 2008b). 

 

Discussion and Conclusion 

 

In Canada, colonization continues to provide the framework for enforcing power 

relations that exist between Indigenous peoples and the rest of Canadian society. Laws, 

policies and historical factors all affect the health and well-being of Indigenous peoples 

and how they have been implemented have added to a longstanding health gap for 

Indigenous peoples and communities. Research is an important step in reconciliation, but 

this step will be in the understanding and practice of the decolonization of research 

methodologies that will support the process of self-determination. This is really the 

starting point for what many scholars regard as the grounds for real conversations to 

occur about a renewed relationship between Indigenous peoples, the Canadian 

government and non-Indigenous peoples (Corntassel, 2012; Blackstock, 2007; Denis, 

2015; Simpson, 2011). 
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What is central to many Indigenous cultures is the belief in the interconnectedness 

of all dimensions of one’s life to the natural environment and this concept is widely 

expressed in the Indigenous community through the phrase of “all my relations.” All my 

relations means that to live in harmony one must balance all parts of life, including 

physical, mental, emotional and spiritual well-being, within one’s self, others and the 

natural environment (Brave Heart et al, 1999a; Brave Heart et al, 1999b). Well-being as 

conceptualized through the FNHA, and in particular, the FNPOW is situated in 

Indigenous knowledge systems and reflective of Indigenous knowledge systems, linked 

to the Traditional Medicine Wheel and ancestral teachings. Examining predictors of 

wellness through this lens enables researchers to identify health conditions and 

environmental factors such as culture, spirituality, behaviors, and adverse events that are 

associated with wellness. If moving forward in an era of reconciliation where new 

strategies and policies are to actually have a transformative effect on Indigenous 

peoples’ lives, there must be a concerted effort to develop strategies that are community 

driven for change. Therefore, what is needed is in seeking to understand the systemic 

structures of colonialism that operate in ways that are antithetical to Indigenous 

knowledge, teachings and ways of life. This will create opportunities to decolonizing 

methodologies and strategies aimed at correcting power imbalances that have until now 

maintained the status quo.  

The decolonization of research methodologies has been a leading research priority 

for over two decades (Bishop, 2005; Smith, 2012) and is widely recognized as being 
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emancipatory and inciting positive social change (Smith, 2006; Smith, 2012) within the 

International Indigenous community. It is time for the Government of Canada to step on 

board. The objective of a decolonizing approach is not to “discard all theory or Western 

knowledge” (Smith, 1999, p. 39) rather, decolonizing methodologies draw from existing 

knowledge and bridges Western and Indigenous knowledge systems; a form of two-eyed 

seeing. Decolonizing research advocates a re-searching of knowledge using a strengths-

based approach to research that builds on Indigenous knowledge and requires a change in 

conceptualizations of the research process and the development of new paradigms and 

different ways of thinking about and doing research (Smith, 2006; Smith 1999; Kovach, 

2005; Kovach, 2009; Corntassel, 2012; Simpson, 2011; Smith, 2012). A strengths-based 

approach to research involves a concerted effort to focus on what is working well within 

Indigenous communities as opposed to identifying and accentuating the problems and 

deficits of the community. This thesis supports a strengths-based approach to well-being 

and demonstrates that, as a form of social capital, well-being can be a resource utilized by 

Indigenous peoples to invest and experience wellness and strengthen their lives and local 

communities.  
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Chapter Five: Literature Review 

As previously discussed in Chapter One Biimaaddiziwin is a form of social capital 

which reflects the network of institutions and organizations within a community to 

deliver programs and services. It is also the capacity of citizens within a community to 

engage in these activities offered through these programs and services (Newhouse and 

Fitzmaurice , 2012; Hill and Cooke, 2014). But, what are the indicators to measure and 

assess these forms of social capital, and in the context of Indigenous well-being and 

social capital, who decides what indicators are included and which ones are excluded? 

There has been a plethora of research work dedicated to exploring the extent to which 

socially cohesive communities create bonds of trusting relationships which act as 

bridging processes where individuals and institutions can participate in community 

development projects (Chataway, 2002; Carli, 2012; Côté, 2012; Newhouse and 

Fitzmaurice, 2012; Mignone and O’Neil, 2005a; Mignone and O’Neil, 2005b; Hill and 

Cooke, 2014). The focus of Chapter five is to review the conceptual frameworks and 

measurement tools that have been developed since the 1970s by various countries, 

organizations, and groups as composite measures of well-being. The discussion also 

describes many of the frameworks and indicators recently developed to measure 

Indigenous wellness and its associated attributes in Canada. Since the 1970s, well-being 

frameworks have been viewed at national and international levels more broadly, and the 

indicators that have been used combine objective measures such as quality of life and 
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subjective measures such as personal levels of happiness or relationship satisfaction, 

dimensions (Lepper & McAndrew, 2008).  

Well-being is a multifaceted concept and the ways in which it is conceptualized and 

the measures used to define and implement it have not been consistent over time, partly 

due to the fact that “well-being means different things to different people at different 

times” (Quinless, 2015, p.86). A closer examination reveals that current research trends 

reflect a shift in how Indigenous well-being is conceptualized and in recognition that 

indicators of well-being operate on a number of subjective and objective dimensions at 

individual, family, community, and even state levels (Chretien, 2010). This contributes to 

the difficulty of defining and measuring well-being, and the task to do so, requires an 

understanding of both objective and subjective indicators, of the extent to which they are 

interconnected, and of how they change over time. For example, subjective measures 

include individual health status, intimate relationships, sense of personal safety, and a 

sense of connection to a community, while objective measures focus on broad categories 

and include factors such as the economy, the environment, social conditions, governance, 

business, and national security (Cummins et al, 2008; Richmond et al, 2007). 

Social and Economic Indicators of Well-being 

 

It is widely recognized that well-being is a complex concept with interconnected 

factors that operate on many subjective and objective levels for Indigenous peoples and is 

linked  with other holistic aspects related to states of health along physical, mental, 
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social, and spiritual dimensions. This holistic understanding of well-being is also 

supported by the World Health Organization’s definition of human health as stated in the 

principles set out in the preamble to the Constitution “a state of complete physical, 

mental and social well-being and not merely the absence of disease and infirmity” 

(WHO, 2006, p.1). This holistic dimension is the outcome of a shift in thinking that 

started in the 1970s, when there was a move away from reliance on conventional 

economic measures such as GDP and GNP as the main indicators of progress and 

development. As Haque (2004; p.2) points out, 

 

No matter how parochial, superficial, and misleading the GNP measure may be, it has 

been effectively used by development experts and agencies in stereotyping 

postcolonial societies, certifying their ranks in global economic order, imposing on 

them the inappropriate development policies and strategies, and encouraging them to 

follow the economic leadership of international institutions dominated by capitalist 

states. 

 

The gradual introduction of social indicators was a shift in consciousness that 

marked a transition in international population and community development studies, 

which started contesting dominant knowledge systems and conventional economic 

measures as the main drivers of economic development (Haque, 2004). There was 

recognition that other important social and cultural aspects of progress and quality of life 
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were as important for understanding economic growth and sustainable development 

(OECD, 2000; Helliwell et al, 1999; Helliwell, 2001).   

The 1980s was also a significant time in the field of well-being, as social and 

cultural indictors of well-being started to receive international attention. After the 

Brundtland Commission of the late 1980s, it was generally accepted that the well-being 

of individuals and communities could not be defined and represented solely by economic 

growth and measures of GDP but needed to incorporate social, economic, and 

environmental dimensions (Bruntland Commission, 1987). Each of these dimensions has 

been defined in various ways by different interested parties, ranging from the local scale 

to the international scale. For example, The World Health Organization’s definitions of 

health suggest a holistic interpretation linking the complex interrelationships among 

social, spiritual, economic, political, and cultural health determinants with the natural 

environment. This more comprehensive definition seems to be the one re-adopted for use 

by many Indigenous communities to develop their own tools for measuring well-being as 

demonstrated with FNPOW, since it is more in keeping with their own holistic views 

(Cooke, 2005; Cooke, et al, 2007; White et al, 2009, FNHA 2016d).  

In 1990, the United Nations Development Programme made a major contribution 

to the development of composite indicators with the publication of the first Human 

Development Report. This report contained a new indicator, the Human Development 

Index (HDI), which captured three dimensions of the development process – income, 

health, and knowledge – in a single indicator (Beavon & Cooke, 2003; UNDP, 1990). 



108 

 

 

 

 

 

 

 

 

The United Nations Development Program has since refined some of these measures for 

example, the HDI now “measures the average achievements in a country in three basic 

dimensions of human development: a long and healthy life, access to knowledge and a 

decent standard of living” (UNDP, 2016, n.p) in its annual reports and has developed 

supplementary measures, such as the Gender Inequality Index which “reflects women’s 

disadvantage in three dimensions—reproductive health, empowerment and the labour 

market” (reflects women’s disadvantage in three dimensions—reproductive health, 

empowerment and the labour market” (UNDP, 2016, n.p)  and the The Multidimensional 

Poverty Index which identifies multiple deprivations at the individual level in health, 

education and standard of living” (UNDP, 2016, n.p).  

According to Cooke, (2005) “Canada’s high ranking, including leading the list of 

countries with “high human development” for most of the 1990s, “became a point of 

pride for some Canadian politicians, despite the fact that there is very little difference in 

the Human Development Index scores of the most developed countries” (Cooke, 2005, 

p.2). Moreover, it is has been recognized that this high ranking in human development 

has not been experienced by Indigenous peoples in Canada (Cooke, 2005; Cooke et al, 

2004). 

The Happy Planet Index (HPI) provides a measurement focus on human well-

being in addition to rates of resource consumption. The New Economics Foundation 

(NEF) a registered charity founded in 1986 by the leaders of The Other Economic 

Summit (TOES), launched the Happy Planet Index in 2006: 
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[The Index] identified health and a positive experience of life as universal human 

goals, and the natural resources that our human systems depend upon as 

fundamental inputs. This index has been regarded as an international measure that 

links human well-being to the environment with an underlying philosophy 

endorsing the premise that healthy societies are those that can support good lives 

and does not cost the Earth.  (Daly, 2009) 

 In 2008, the Centre for Bhutan Studies launched the “Gross National Happiness” 

campaign to support a sustainability framework rooted in Buddhist philosophy and 

practice and a holistic approach to sustainable development. In addition to the 

conventional GDP figure, Bhutan also developed a Gross National Happiness Measure 

(GNH) comprised of nine dimensions: living standard, community vitality, culture, 

health, psychological well-being, education, environmental diversity, time use, and 

governance (The Centre for Bhutan Studies, 2008). In Bhutan, GNH is an index used as 

the primary way to measure, evaluate and track progress over time.  

Other countries have focused on refining well-being frameworks and developing 

indicators linking human well-being to the environment. For example, the Australian 

Bureau of Statistics (2016) released the first ever Measures of Australia’s Progress 

(MAP) in 2002, which includes various social, economic, and environmental indicators 

aimed at tracking and measuring the country’s progress. There are many social indicators 

ranging from health, education, and training to work, governance, and citizenship. 

Economic indicators have also been expanded to incorporate diverse forms of financial 
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capital such as national income and wealth, household economic well-being, and housing 

conditions. The Measures of Australia’s Progress (MAP) also accounts for environmental 

indicators such as biodiversity, land, inland waters, oceans and estuaries, atmosphere, and 

waste (Australian Bureau of Statistics, 2016). In 2008, France put forward a key message 

emerging from the Commission on the Measurement of Economic Performance and 

Social Progress, stating that there is a need to “shift emphasis from a “production-

oriented” measurement system to one focused on the well-being of current and future 

generations, i.e. toward broader measures of social progress,” (Stiglitz et al, 2010, p.10). 

Hence, well-being is a multidimensional concept, and economic, social, cultural, and 

environmental dimensions should be considered simultaneously so that “Quality-of-life 

indicators in all the dimensions covered should assess inequalities in a comprehensive 

way” (Stiglitz et al, 2010, p.15)  

There was also in the 1980s a shift in sociological thinking and a critique of 

Socio-Economic Status (SES) as a measure of social status. For example, Goldman and 

Tickameyer’s (1984) classic article on status attainment and human capital models sheds 

light on the extent to which while describing the status of class relations in advanced 

capitalist systems “ignore the historical roots and complex relations of uneven 

development between sectors” (Goldman and Tickameyer, 1984. p.196) which in turn 

minimizes critical socio-historical context. This means that while status attainment 

models provide a measure of class relations categories in a hierarchical ordering of 

“minute gradients” (Goldman and Tickameyer, 1984. p.207),  at the same time the class 
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relations categories reifying stratification and class struggles by providing them with no 

historical context (Goldman and Tickameyer, 1984). 

In addition, Blishen et al (1987) present a Canadian SES index and at the same 

time critique the methodology as a social indicator based on the fact that such composite 

measures have enabled researchers to situate individuals within a complex, stratified 

division of labour. However, the “conceptual frameworks which have typically  informed 

socioeconomic analyses theories of status attainment, of  human capital, and of  the 

functions of social stratification have met with increasing criticism from both Marxist and 

feminist scholars” (Blishen et al, 1987, p.471) because it obscures relationships between 

gender and income. For example, Blishen et al (1987) state that, “even though their 

incomes may be highly disparate, women and men in identical occupations are by 

definition equal in their socioeconomic status” (Blishen et al, 1987, p.477). In fact, the 

authors argue that despite the large gap between the median income of women ($7,847) 

and men ($15,804) the median 1981 socioeconomic score for women in the Canadian 

labour force is only slightly lower than the median score for men (Blishen et al, 1987, 

p.477). This article presents a socioeconomic index for the total Canadian labour force, 

based on 1981 Census data and clearly outlines the problems and criticisms of indexes of 

this kind. The authors suggest that the index is most applicable in circumstances where 

access to data is limited to occupational titles and where one desires a simple indicator 

which locates individuals in the Canadian occupational structure at a given point in time 

otherwise the index is problematic (Blishen et al, 1987).  
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Measuring Well-being in Canada 

 

In 2010, Human Resources and Skills Development Canada developed a group of 

indicators to measure well-being that examines the extent to which “Individual Canadians 

and their families interact with each other and with social institutions over the course of 

their lives” (Foster et al, 2011, p.10). This measurement tool incorporates a number of 

social and economic indicators, expressed as resources and forms of social and economic 

capital. Interestingly, individuals and their families can build up and expend resources of 

different kinds (such as time, finances, goods and services, and social networks). 

Resources can be personal assets such as health and skills. Resources can also be the 

goods and services provided by social institutions. Finally, resources can be societal 

assets such as the environment and social order (Foster et al, 2011, p.10). The key social 

and economic domains embedded in this model include learning, “financial security, 

environment, security, health, leisure, social participation, family life, housing, and 

work” (Foster et al, 2011, p.10).  

Two main methods of measuring Indigenous community well-being in Canada 

have been developed and are composite measures of social and economic well-being for 

use at the national and community levels. These indexes include the Canadian Well-being 

Index (CWB) and the Registered Indian Human Development Index (HDI). These 

indicators generally attempt to combine several important dimensions of Indigenous well-

being into a single measure (a composite score), which can then be compared between 
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communities and over time. As Cooke (2005, p.1) points out “Each indicator must 

balance a desire to include the theoretically important dimensions of Indigenous well-

being with ease of calculation and the availability and comparability of the data.” The 

first of these is the Registered Indian Human Development Index (HDI), and the second 

approach is the Community Well-being Index (CWB). Both are adaptations of the United 

Nations Human Development Index and were developed by the Strategic Research and 

Analysis Directorate of Aboriginal Affairs and Northern Development Canada in 

collaboration with various researchers and Indigenous communities (O’Sullivan, 2006).  

Most of the published literature surrounding Indigenous well-being is related to 

the measurement tools developed by Indigenous and Northern Affairs Canada (INAC) on 

the socio-economic status of these communities. The aim of these measurement tools has 

been to assess the well-being of Indigenous communities in relation to other Canadian 

communities. Significantly, much of the available literature on this aspect of First 

Nations well-being in Canada reports on the development of these tools and their various 

applications (Cooke et al, 2004; McHardy & O’Sullivan, 2004; O’Sullivan, 2006; White 

et al, 2007a; White et al, 2007b; White et al, 2007c; Brink & Zeesman, 1997). As 

mentioned, a number of publications regarding data sources, methodology, and current 

uses of the HDI and CWB by Indigenous and Northern Affairs Canada (INAC) and other 

government departments such as Human Resource Development Canada and Health 

Canada are available through the Indigenous and Northern Affairs Canada website. The 

authors of the CWB recognize that the index focuses mainly on “mainstream” socio-
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economic aspects of well-being and does not take into account the differences in values 

or cultures between Indigenous and non-Indigenous communities or other aspects such as 

physical or psychological health (McHardy & O’Sullivan, 2004). However, the 

availability of data that would allow comparisons between Indigenous and non-

Indigenous communities means that the CWB is limited in scope. It focuses on only four 

dimensions to well-being which are derived from Census of Population data and therefore 

not reflective of the values of Indigenous ways of understanding well-being, or even 

Indigenous data sources.  

There are different measurement tools and indicators that have been developed to 

measure community well-being in non-Indigenous communities such as the Community 

Index of Well-Being (CIW) designed at the University of Waterloo which regularly 

reports on the quality of life of Canadians. But, in Canada the ways of measuring the 

well-being of Indigenous peoples are still being developed. Indigenous worldviews and 

concepts of well-being emphasize a holistic view of health and wellness, often articulated 

by a balance of physical, mental, emotional, and spiritual dimensions which again, are 

not reflected in with the Community Well-being Index (CWB), Human Development 

Index (HDI) or the Community Index of Well-Being (CIW). However, these dimensions 

are not easy to assess but can be represented using conventional measurement tools and 

analytical methods rooted in socio-economic approaches informed by empirical data and 

quantitative measures (White et al., 2007a; White et al., 2007b; White et al., 2007c 

Cooke, 2009). Developing culturally appropriate measurement tools and indicators, 
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which is now the main focus of current research, has involved a collaborative effort 

between Indigenous organizations and government agencies. Through a cooperative 

knowledge approach, significant work has been completed in addressing both the issue of 

collecting reliable and comprehensive data and developing new ways of analyzing the 

data such as the Regional Health Survey, (RHS) and the First Nations Regional Early 

Childhood, Education and Employment Survey (FNREEES). Given the diversity of 

Indigenous communities, many different approaches have been developed to assess the 

well-being of Indigenous individuals and communities, combining qualitative and 

quantitative research methods through an integrative research approach (White et al., 

2007a; White et al., 2007b; White et al., 2007c; Cooke. 2009). Today, the most culturally 

relevant and up-to-date approach to conceptualizing the well-being of Indigenous 

community is the First Nations Perspective on Health and Wellness (FNPOW) put 

forward by the First Nations Health Authority in British Columbia. But, there have been 

no substantial empirical efforts to do so. 

 

A review of the literature shows that well-being frameworks indicate there is no 

right way or perfect set of formula for measuring wellness, while many recurring 

dimensions have been included in various frameworks (Helliwell, 2001). It is also 

important to note that, while some frameworks have begun to use the term “wellness,” 

others have retained an overall health perspective yet include many subjective wellness 

indicators and prefer the term “perspective” as opposed to “model” which is the case for 
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the FNPOW.  A recent study pertaining to Antonovsky’s salutogenic model, focuses on 

the origins of health and supports health promotion. The model explores the factors that 

support and increase well-being rather than on the factors that merely prevent disease 

(Antonovsky, 1996; Eriksson & Lindstrom, 2008; Lindstrom & Eriksson, 2009). This is a 

good example of a strengths-based approach to well-being, as the model makes the 

assumption that wellness is the norm for people as opposed to illness. Interestingly, the 

model accounts for factors that enable people to remain healthy, through so-called 

“Generalised Resistance Resources Factors.” (Antonovsky, 1996, p.15). These resistance 

factors consist of components such as intelligence, financial resources, social support, 

knowledge, and traditions. The second model component that enables people to remain 

healthy is the “Sense of Coherence” which examines the ways in which people manage 

stress and resist illness (Antonovsky, 1996; Lindstrom, B., & Eriksson, M. 2009). 

Overall, salutogenesis is gaining increasing acceptance as a useful model for promoting 

health and wellness and addressing health inequities (Billings & Hassem, 2009; 

Lindstrom & Eriksson, 2009). 

Community Capacity, and Indicators of Indigenous Well-Being in British 
Columbia  

 

The BC Progress Board was established in 2001 to measure the province’s well-

being performance in several key areas, including economic growth, standard of living, 

employment, environmental quality, health measures, and social conditions (BC Progress 
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Board, 2010). The objective of this initiative is to gauge the extent to which quality of life 

in British Columbia is improving and to help advise on strategies and policies that could 

enhance the province’s economic and social well-being and how the province of British 

Columbia is ranked on its well-being performances relative to other Canadian provinces, 

and the United States (BC Progress Board, 2010).  

Another recent initiative in British Columbia that takes a strengths-based 

approach to well-being is the newly developed First Nations Perspective on Health and 

Wellness (FNPOW), advocated by the First Nations Health Authority. The First Nations 

Health Authority began their work in re-conceptualizing the health and wellness of First 

Nations communities throughout British Columbia in 2013. The Authority has worked 

with communities across the province of British Columbia to revitalize traditional 

knowledge systems and situate wellness within spiritual, emotional, mental, and physical 

contexts (FNHA, 2012). The FNPOW is innovative and is linked to Canada’s Regional 

Health Survey data for selected reserve communities in British Columbia but can be used 

with other Indigenous data sources. The strength of the FNPOW is that it, unlike other 

ways of tracking and measuring wellness discussed to this point, is the first ever 

conceptual framework that has been designed from the grassroots. By this I mean, that 

the dimensions used to create the FNPOW are based in Indigenous knowledge systems 

and incorporates holistic and natural medicines and innovative traditional and 

contemporary healing from an Indigenous perspective that are rooted in Indigenous 

values (FNHA, 2016d). The FNPOW supports a community strengths-based approach to 



118 

 

 

 

 

 

 

 

 

wellness that moves from a sickness system of only looking at illness such as chronic 

disease to a wellness system that explores cultural and land based practices, and 

Indigenous languages. The wellness perspective also reflects that respect, responsibility 

and relationships, land, community, family and Nations, and social, environmental, 

cultural, and economic factors contribute to health and well-being (FNHA, 2011; FNHA, 

2016c). 

 

Development of the 2012 Indigenous Health Indicator Frameworks was an 

internal report prepared for the Tripartite Health Indicators Planning Committee with the 

intention of examine existing Indigenous Health Indicator Frameworks, and frameworks 

with an awareness of Canadian Indigenous issues to guide the Tripartite Health Indicator 

Planning Committee in creating a Health Indicator Frameworks for the FNHA (Laliberte, 

2012). The report included a review of projects and identification of major themes in the 

international wellness literature that Laliberte (2012, p.6) suggests equity is a key 

component such that:  

 

Equity, systematic methods for indicator selection, the value of conceptual 

frameworks, and the importance of cultural and wellness indicators. Equity as an  

overarching dimension of a health indicator framework works well with an  

Indigenous health that works well with a “closing the gap” health agenda. 
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This requires a matching of key performance indicators between populations in 

order to capture measures to ensure that objectives are being met.  Most of the projects 

used a systematic method of criteria-based indicator selection, whether they were 

regional/national or community projects. “The Type of criteria, western and/or 

Indigenous, overlapped between projects and were formualted based on the conceptual 

‘place’ of the organization, government department, or community” (Laliberte, 

2012.p.50).   

Laliberte (2012) continues to argue that an import feature of the report is that 

since it was prepapred by the FNHA “the conceptual frameworks applied in Health 

Indicator Frameworks report 2012 reflect the values and beliefs of the people and 

organizations developing them” (Laliberte, 2012, p.50). The author further emphasizes 

the importance of socio-cultural and wellness indicator domains as being “fundamental to 

community-based projects and are included in some of the regional/national Health 

Indicator Frameworks to a lesser degree” (Laliberte, 2012, p.50).  Self-detrmination and 

economic development have been identified in the Transformative Change Accord and 

Tripartite agreements and these are also themes in the First Nations Health Indicators 

Framework (Laliberte, 2012).  

The FNPOW expands on the dimensions depicted within the traditional Indian 

Medicine Wheel (mental, emotional, physical, and spiritual) and represents a systematic 

form of knowledge that offers the potential to bridge Indigenous ways of knowing with 
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the Western knowledge system (FNHA, 2016d). In many Indigenous cultures, the 

Medicine Wheel metaphor contains traditional teachings and can be used as a guide for 

the re-introduction of Indigenous epistemologies into Western knowledge systems, 

government policy and academic discourse (Browne et al, 2005; Berkman et al, 2000; 

Beatty et al, 2011; Ashcroft, 2007; Andreotti et al, 2011). While there is some variation 

in its teachings and representations, the underlying web of meaning in the Medicine 

Wheels remains the same: the importance of appreciating and respecting the ongoing 

interconnectedness and interrelatedness of all things (Cajete, 2000; Ahenakew, 2011).   

 

Discussion and Conclusion 

 

Health and wellness are forms of social capital at the individual and community 

levels and there are many factors that contribute to determining Indigenous health and 

wellness. For instance, past and current socio-economic status, affordable housing, 

employment, food security, safety, levels of education, and one’s mental health, 

emotional wellness, and even a sense of Indigenous spirituality  (Anaquot, 2006; Hill and 

Cooke, 2014; Baum, 1998; Candland, 2000). All of these factors have an impact on 

Indigenous peoples and their communities’ health and well-being.  As McCaslin et al 

(2009, p.61) suggest: 
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Decolonization help communities resist factors that trigger crisis or place them at 

risk for future crisis. When crises or risk of crises arise, the response must be 

framed by an understanding of the Indigenous context: the culture, the history, 

colonization, the nationhood of the people, and how their ways have been 

appropriated to serve the colonizing agenda.  

 

A review of well-being frameworks and measurement tools reveals that the use of 

dimensions and indicators can be limited based on their conceptual design, the peoples 

for which they apply, and a lack of available and robust data sources. Indeed, the focus of 

this chapter has been to question how we understand knowledge, how this knowledge is 

generated, and, ultimately, how it is used. Colonization is ever present and deeply 

embedded in social structures such that “we are thoroughly acculturated to accept the 

colonial set-up as just the way it is… education, social assistance, child welfare, and 

numerous other systems have installed colonial categories in our minds and inculcated 

colonial behaviours” (McCaslin et al, 2009, p. 66).  

 

It is crucial in the development of measurement frameworks, and the selecting of 

indictors that they be reflective of Indigenous knowledge systems otherwise we support 

and endorse colonial structures that continue to pathologize the health outcomes of 

Indigenous peoples which is a step backwards along the pathway to reconciliation and 

self-determination.  
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Chapter Six: Qualitative Research Methods 

 

In chapter six, I discuss the methods and processes used to conduct this qualitative 

research to trace the historical development of the First Nations Perspective on Health 

and Wellness (FNPOW) and its current applications. The partnership with the First 

Nations Health Authority (FNHA) has framed the qualitative design of this research 

study and offers a rich source of knowledge about the decolonizing strategy that is part of 

the conceptualization and development of the FNPOW. The partnership with the FNHA 

is innovative and a form of participatory action research that will benefit the researcher, 

the FNHA and Urban Indigenous people by enhancing and developing new of forms of 

knowledge to generate the determinants of health and wellness anchored in Indigenous 

ways of knowing and being. It sets the stage to produce determinants of health and 

wellness in Chapter Seven and a pathway to decolonizing bodies. The FNHA is an 

exemplary example of a self-determining health agency, a first of its kind that is 

establishing a mandate of Indigenous health concepts and delivering healthcare services 

and programming to primarily First Nations people but also other Indigenous peoples in 

BC. Thirteen key informant interviews were conducted with FNHA members involved in 

the development of the FNPOW to garner knowledge from an Indigenous standpoint 

which include the thoughts, feelings, belief systems, values, and knowledge frameworks 

that are embedded in the FNPOW.  
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The qualitative data garnered through this study can provide a knowledge basis 

supportive of a decolonized research process that “bridges” Indigenous worldviews with 

dominant knowledge structures. This type of research work is in line with what Mi’kmaw 

Elder of the Eskasoni First Nation, Alberta Marshall has referred to as “two-eyed seeing”. 

Two-eyed seeing is using one eye to see health and wellness through Indigenous 

knowledge systems, and then using the other eye to see health and wellness through 

Western-based knowledge systems. Using both knowledge systems is then combined to 

form two-eyed seeing which will be beneficial to providing a more holistic lens to 

understanding of health and wellness (Iwama et al, 2009). Further, this approach provides 

a bridging process and is an important contribution of this study because it is an initial 

stage in what Smith describes as the “decolonization of research methodologies” (Smith, 

2012) and offers an approach to creating a space where traditional Indigenous knowledge 

and Western discourse can be integrated into a shared knowledge system. This shared 

knowledge system will emerge in the creation of a conceptual framework and wellness 

outcomes that can be used to better inform program and service delivery at the FNHA to 

enhance the lives of urban Indigenous people and communities.  

 

Participatory Action Research and Indigenous Peoples 

 

Participatory action research (PAR) differs from most other approaches to 

Indigenous health and wellness research because it is based on reflection, knowledge co-
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creation, and action which aim to improve health and reduce health inequities through 

involving the people who, in turn, take actions to improve their own health (Castellano, 

2004; Smith, 1999). Indigenous scholars advocate that participatory action research is 

one of the methodologies that are acceptable when working with Indigenous communities 

(Castellano, 2004; Smith 1999). The main reason for this is that community-based and 

community-driven research designs that incorporate a power sharing process whereby the 

research benefits are shared by researchers and community members are reflected in the 

research design process of participatory action research studies. In addition, through 

participatory research the actual research designs are more likely to be aligned with 

Indigenous worldviews that are rooted in a holistic tradition implicating health and well-

being and leads to action for change (Chester et al, 1994; Dickson, 2000; Fiske et al, 

2001; Haig-Brown, 1992; Kenny, 2002; Smith, 1999, Castellano, 2004; Corntassel 2012, 

Simpson, 2011). 

This use of case study research falls under the umbrella of participatory action 

methods and involves the study of an issue through one or more cases within a bounded 

system, containing a set of ‘configurational’ conditions (Olson, 2012; Stake, 2005). The 

researchers’ interest in the case may be intrinsic (the case drives the research) or 

instrumental (the case provides wider explanations and/or build theories).
7
  In both 

                                                
7
 While all qualitative case research should aim to provide and in-depth picture of that which is under study 

and pay close attention to context in all its detailed differentiation, a commitment to provide wider causal 

explanations through a case or to locate a case within a theoretical ‘set’ can lead researchers to focus more 

closely on selected essential features of the case (Olsen, 2012). This can arguably draw the researcher’s 

attention away from an understanding of the particularities of the case itself, whereas a strong commitment 
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instances, a key virtue of case study methodology is its holistic approach to inquiry, 

which through data collection, incorporating multiple sources of information with the 

goal of generating in-depth knowledge processes (Yin, 2003; Yin, 2014; Verschuren, 

2003; Stake, 2005). In this specific case study, there have been thirteen key informants 

chosen who have the most knowledge about the development of the First Nations 

Perspective on Health and Wellness (FNPOW). This method was chosen due to its 

holistic approach and its conversational abilities. More specifically, as most First Nations 

teachings are delivered orally it only makes sense to use a case study with interviews as 

the method for social scientific research inquiry. In addition, I attended a day long 

workshop on wellness indicators conducted on the Musqueam Indian reserve with (n=44) 

attendees which included staff from the FNHA and also community members; there was 

story-telling and knowledge sharing practices that helped to facilitate further knowledge 

acquisition for the case study.  

Smith (2012) suggests research presented in an anticolonial framework must 

concentrate on both colonial relations and practice and create a critical link between 

theory and practice. The benefits of the research will be in creating this link through the 

culturally based knowledge interplay where Indigenous values, as they relate to well-

being are centralized at the onset of the research design process. This moves beyond 

                                                                                                                                            
to particularities, coincidences and contexts, may blind the researcher to casual mechanisms within the case 

or to various overarching connections, interrelations which the case is part of and contributes to. Ultimately 

the researcher faces a strategic and epistemologically guided decision as to how far and for how long he or 

she wishes to focus on the specific features of the case.  
 



126 

 

 

 

 

 

 

 

 

theory to inform the ethics of practice in action related research (Smith, 2012). Through 

the critique of conventional epistemologies and dominant knowledge systems, this 

research design creates a culturally respectful framework that does not place the value of 

Western ways of understanding well-being over Indigenous ways of knowing well-being. 

It does not reproduce colonial relations or foster exploitation of Indigenous people 

through an academic research process. Rather, I was careful to create a study that 

demonstrates the extent to which both Indigenous and Western knowledges can be 

reconciled while at the same time maintaining academic rigor and supports a “two-eyed” 

way of seeing health and wellness. These thirteen interviews and the additional 

conversations at the workshop provided both a collective and self-reflective inquiry that 

enabled a deeper understanding of the FNPOW and how the tool is related to self-

determination and the extent to which its historical roots are linked to a process of 

decolonization.    

 

Research Design 

 

A case study is a catch-all phrase that encompasses a variety of methodologies as a 

research strategy used to explore a social issue or phenomenon “within its real life 

context, especially when the boundaries between phenomenon and context are not clearly 

evident (Yin, 2003, p.13). George and Bennett (2005, pp. 287–325) propose the 

following six theory building research objectives for case studies: 1. Theoretical/ 
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configurative idiographic case studies which do not directly contribute to theory but 

provide good descriptions for use in subsequent theory building research. 2. Disciplined 

configurative case studies use existing theory to explain a case by testing theory. 3. 

Heuristic case studies are used to identify new variables, hypotheses, and causal paths. 4. 

Theory testing case studies are used to test the validity of theories. 5. Plausibility probes. 

used to test untested theories and hypotheses to determine whether more in depth testing 

is warranted. 6. Building block studies used as parts of larger contingent generalisations 

and typological studies. George and Bennett (2005) and Yin (2014) further suggest that 

selecting multiple or single cases is a key aspect of a case study but this does not exclude 

a case study to contain more than one unit of embedded analysis. In this type of case 

study, there are two levels of analysis which increases the complexity and amount of data 

to be gathered and analyzed. 

 A key strength of the case study method involves using multiple sources and data 

collection techniques.  Throughout the design phase, I ensured that the study is well 

constructed to ensure construct validity, internal validity, external validity, and reliability. 

Construct validity required that I use the correct measures for the concepts being studied. 

Internal validity demonstrates that certain conditions lead to other conditions and requires 

the use of multiple pieces of evidence from multiple sources to uncover convergent lines 

of inquiry. To support this method, I interviewed key informants at the FNHA who have 

been involved in the development of the FNPOW and also have used the perspective in 
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their work initiatives. External validity pertains to the generalizability of the findings 

beyond the cases; the more variations in places, people, and procedures a case study can 

withstand and still yield the same findings, the more its external validity (George and 

Bennett, 2005; Yin, 2014).  

Selection of Participants  

As previously discussed, George and Bennett (2005) and Yin (2014) point out 

that case study research generates a large amount of data from multiple sources. 

Arguably, systematic organization of the data is important to prevent the researcher from 

becoming overwhelmed by the amount of data and to prevent the researcher from losing 

sight of the original research purpose and questions; this is easy to comprehend with 

hundreds of pages of interview transcriptions. Advance preparation assists in handling 

large amounts of data in a documented and systematic fashion (George & Bennet, 2005; 

Yin, 2014). I prepared a database using saturate software to assist with categorizing, 

sorting, storing, and retrieving data for analysis.  

The qualitative selection of participants (FNHA staff key informants) was based 

on identification by FNHA contact person 
8
 of each person for knowledge of the 

development and application of the FNPOW in their wellness work.  Each person was 

sent an email describing the study and requesting a date and time when it was most 

                                                
8 Key person is the a research analyst in Research, Knowledge Exchange, and Evaluation Policy, Planning & 

Transformation and the designated person to coordinate FNHA-academic research relationships. The analyst is based in 

Vancouver at the main office of the FNHA  
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convenient to conduct the interview. The salient characteristics of the participants were 

that they are considered to be knowledge experts among their colleagues in understanding 

the development of the FNPOW, they have work activities are directly related to 

Indigenous well-being, and they work or did work at the FNHA. 

I contacted all participants with FNHA endorsement.  FNHA has a public staff 

directory of key wellness staff members so sharing key informants contact information 

with the principle investigator was not in any violation of obligation to provincial privacy 

legislation. The staff directory was available publicly via: http://www.fnha.ca/contact-

us/employee-directory/community-health-and-wellness-services. Recruitment proceeded 

in steps:  

Step 1 Worked with the Internal FNHA staff coordinator to identify “key informants” for 

interviews; 

Step 2 An email notice was sent to the key informants to explain the study and request an 

interview (date and time);   

Step 3 Interviews were conducted based on scheduling convenience of the participant 

Once a list of “key informants” for the research was identified each person was 

sent an email describing the study and requesting a date and time most convenient to 

them to conduct the interview. 

http://www.fnha.ca/contact-us/employee-directory/community-health-and-wellness-services
http://www.fnha.ca/contact-us/employee-directory/community-health-and-wellness-services
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Data Collection  

Case study research is flexible, but when changes are made, they are documented 

systematically. Maintaining the relationship between the issue and the evidence is 

mandatory. According to George and Bennett (2005) the most recent and systematic 

formulation of process tracing is cast in a positivist perspective and for this reason is also 

well-suited for this study (George and Bennett 2005,pp. 205–32).The researcher may 

enter some data into a database and physically store other data, but the researcher 

documents, classifies, and cross-references all evidence so that it can be efficiently 

recalled for sorting and examination over the course of the study (George & Bennet, 

2005). Throughout the research process, I collected and stored multiple sources of 

evidence comprehensively and systematically, in audio digit files, written and 

transcription notes of the interviews to ensure that converging lines of inquiry and 

patterns could be uncovered.  

Semi-structured personal interviews with FNHA staff in BC commenced in 

January 2016. This research investigation used an oral history approach to data 

production so that rather than beginning with a hypothesis, the first step was that data was 

collected through semi-structured telephone interviews; there were seven questions that 

were used to keep the conversation focused on the FNPOW but were flexible enough to 

hold space for story-telling . Each interview was audio-recorded and transcribed using 



131 

 

 

 

 

 

 

 

 

open source voice recording software ‘Audacity’ as well as open source Qualitative 

coding software ‘Saturate’. Field notes were written at the end of each interview. At the 

end of transcription, each participant was emailed their interview transcripts and asked to 

review the transcript for adequate representation and to adjust for misinterpretations to 

ensure that an accurate representation of their whole case is presented.  All of the 

information from the interviews was transcribed and the data analyzed by identifying the 

key points marked with a series of codes, extracted from the text. The codes were then 

grouped into similar concepts in order to make them more workable. From these 

concepts, categories emerged which formed the basis of the theoretical framework related 

to Indigenous well-being. 

Memo Writing 

 

Exemplary case studies use field notes and databases to categorize and reference 

data so that it is readily available for subsequent reinterpretation. Field notes record 

feelings and intuitive hunches, pose questions, and document the work in progress. 

Memo writing is the theorizing of ideas about codes and their relationships as they strike 

the analyst while coding (George & Bennet, 2005; Yin, 2003).  Memos are essentially 

records of analysis, interpretations and thoughts and provide direction to data analysis 

(Strauss and Corbin, 1998). I engaged in the practice of memo writing as part of the 

reflexive practice, which helped to illuminate preconceptions and biases and also helped 

to keep track of how I am part of the data.  Memo writing in qualitative analysis is for the 
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benefit of the researcher, offering a way for the researcher to immerse herself far more 

meaningfully into the study.  Field notes are typically not shared in publications of the 

study; rather they serve to strengthen ideas that support data analysis and interpretation 

(Strauss and Corbin, 1998). However, field notes offer very deeply insightful information 

about the issues explored in the case study and sometimes sections of the notes are 

included in the publications.  For example, an article by Martin et al (2006) Factors 

Shaping Aboriginal Nursing Students’ Experiences relied strongly on the researcher’s 

field note reflections to form the basis of the text in the publication. I have included 

relevant notes made in conversation with a First Nations Elder regarding the medicine 

wheel and how it can be considered in determining program and service needs.  

 

Participant Observation 

 

On March 23, 2016, I was invited by the FNHA to attend the Vancouver Coastal 

Data Governance Forum at the Musqueam Cultural Pavilion on the Musqueam reserve. 

The objective of the workshop was to understand the relationship between First Nations 

Governments, the First Nations Health Authority (FNHA) and Indigenous communities 

(band administration and membership) in data governance and also gain input into the 

tripartite data standards. There were (n=44) participants including facilitators, key 

speakers and community members present for the day. I participated in the workshop 

activities which were round table discussions covering topics: 1. Measuring our Well-



133 

 

 

 

 

 

 

 

 

being Objectives, 2. Introducing the Concepts of Measuring Wellness; and 3. Introducing 

the Measuring Wellness Guide. My observations from the workshops are that there is 

extensive community engagement across British Columbia of members of the FNHA and 

the First Nations Health Council (FNHC) that focuses on measuring well-being, 

understanding the concepts of measuring wellness and to obtain feedback on the FNHA 

Wellness indicators and discuss how to promote strengths-based wellness measurements 

for BC First Nations. The FNHA is holding engagement sessions through the 

“Engagement and Approvals Pathway” session in each of the five regions in BC with a 

focus on Community-based Wellness Indicators and Provincial-level Wellness Outcome 

measures.  

There still seems to be major data gaps as the Regional Health Survey (RHS) and 

First Nations Regional Early Education Survey (FNREES) only included selected groups 

of First Nations on reserve communities; the sampling permitted only (n=33) First 

Nations communities in BC. There are three main players in wellness indicator 

development which include the communities, First Nations Health Authority (FNHA) 

representatives, and the First Nations Health Council (FNHC) representatives.  

Data Governance, Ownership, Control and Possession (OCAP):   

 

My observations from participation in the Data Governance workshop revealed 

that data gaps have been a long standing challenge for both researchers and the 

communities but they are evolving. For example, consider the 1981 Census – question 
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about ancestry. By 2006, there were 4 questions addressing ancestry and we have 

witnessed data gaps decreasing and the number of data actors has multiplied. Research 

primarily done in the early days by Statistics Canada was “bare bone” but now there are 

more players with the First Nations Governance Centre based in Ottawa, the First Nations 

Health Authority in British Columbia and each province and territory has their own 

Bureau of Statistics which emphasizes Indigenous Data, especially the bureaus in the 

Northern Territories. But the challenge in data governance is to know who does what and 

how the information is being shared and while the complexity of information has 

increased (e.g. many actors many voices), how do we collectively respect these voices?  

The First Nations Governance Centre (FNIGC) and the First Nations Health Authority 

believe their work is overcoming many of the gaps in data collection for First Nations 

communities such as who collects the data, who owns the data, in what format is the data 

returned to the First Nations community. OCAP is based on Ownership, Control, Access 

and Possession and these principles are supported by the FNHA in terms of deciding who 

has access to the survey data and it is believed that OCAP will help to rebuild community 

trust in research when it is done completely with and by a First Nations organization such 

as the First Nations Health Authority (FNHA).  

The rationale for this is based in self-determination of the FNHA to promote First 

Nations analyses and minimize biases and misinterpretations in the data. For example, 

biases can arise from inaccurate definitions such as the concept of family and the way in 

which it is defined by the Census of Population as either a census or economic family 
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which supports a western notion of family. This does not adequately reflect varying 

degrees of family diversity and the realities that are common among Indigenous 

communities who live in multi-generational households that are comprised of a large 

network of relatives (Quinless, 2014).  

One of my conversations was with an Elder and Healer which revolved around 

the topic of the FNPOW as a strengths-based approach to health and well-being. Part of 

the rationale provided as to why the FNPOW is regarded this way by Indigenous 

community members in based in Indigenous pedagogy and the concept of “all my 

relations”. It is commonly understood among Indigenous peoples in Canada that 

interconnection is a central core of Indigenous worldviews and ways of knowing. This 

mindset reflects people who are aware that everything in the universe is connected. It also 

reinforces that everyone and everything has a purpose, and has a place in the grand 

scheme of life. First Nations relationships fully embrace the notion that people and their 

families are strongly connected to the communities they live in, their ancestors and future 

descendants, the land they live on, and all of the plants, animals and other creatures that 

live upon it (Brave Heart et al, 2004; Cajete, 2004). During the conversation the Elder 

commented:  

 

Life is spiritual. The work we all did on the FNPOW was a spiritual 

journey. We are healers and it carries a spiritual energy. It’s the farthest 
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thing from western science. The perspective has its own life force. It is 

strength.– Traditional Healer and Elder 

 

Figure 3: Picture of the Medicine Wheel 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The above picture of the medicine wheel was drawn during discussion about how 

the FNPOW is linked to the medicine wheel and that the perspective can be applied to 

understanding the wellness of people and communities. The discussion and drawing 
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provided important context for a deeper understanding of other factors that are related to 

mental, emotional and physical wellness such as safety and negative policing, access to 

food, clean water, and promoting good health and wellness - Bimaaddiziwin.   

The workshop was a source of numerous discussions throughout the day that 

revolved around data governance and the FNPOW, the indicators that should be part of 

the FNPOW and the ways it could be applied to measure and tracking wellness over time. 

The main themes that emerged from the day were 1: Ownership is control and researchers 

becoming aware of the Indigenous protocols and customs.  OCAP is “a conversation” and 

“it helps build trust in research” and OCAP is “more democratic” data collectors need to 

apply OCAP principles. Researchers whether government, academic or community-based 

in spiritual, physical or virtual spaces doing primary data collection or secondary data 

analysis have to be sensitive to the definitions and alternate perspectives pertaining to 

First Nations, Inuit and Métis, and they need to respect OCAP .   

 

Research Ethics: The University of Victoria Informed Consent and the 
FNHA Collaborative Research Agreement  

 

 The informed consent process for this research investigation adhered to 

the Tri-Council Policy Statement (TCPS): Section 2.1 Free and Informed consent as 

outlined in the Guidelines for Completing the Human Research Ethics Board Application 

for Ethics Approval for Human Participant Research at the University of Victoria. 

Participants were asked to sign written consent forms initially at the onset of the research 
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interview and another at the end of the research project to ensure that participants agreed 

to the dialogue, information sharing and general research process; that often came in an 

email confirmation. The signed written informed consent form at the end of the study 

affords the FNHA participants the opportunity to exercise their consent at the conclusion 

of the study, following debriefing. Had a participant expressed concerns about the study, 

he/she was given the option of removing his or her data from the project in the event of 

perceived or actual conflicts of interest. None of the participants asked to have their data 

removed from the study. This study was approved by the University of Victoria Ethics 

Committee with the intention that the contributions of the research will help to expand 

the knowledge base of Indigenous well-being by identifying common themes related to 

Indigenous well-being and knowledge gaps that exist in terms of data gaps. The findings 

of this study can be used to further expand on common understandings and knowledge 

gaps and be shared among the Indigenous community, governments, FNHA and 

academic institutions.  For the ethical consent form and research questions please see 

Appendix A.  

 

A collaborative research agreement represents a formal summary of rights, 

responsibilities and expectations between the research parties and for this study between 

the researcher and the First Nations Health Authority (FNHA). A formal Collaborative 

Research Agreement was co-authored by the FNHA and the researcher to ensure that the 
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research process is transparent, that interests are approximately balanced, and that all 

parties understand and agree on a range of issues and to avoid misunderstandings and 

potential conflicts. The collaborative research agreement stated that the purpose of this 

research project, as discussed with and understood by the FNHA is to investigate: 

Dimensions of Indigenous Well-being and outcomes measures. The objective of this 

research is twofold. First, it will support a critical Indigenous paradigm and a “two-eyed 

seeing” approach by using a combination of theoretical approaches including 

decolonizing theories, qualitative and quantitative methods, and social capital analysis to 

explore the development of the First Nations Perspective of Wellness (FNPOW) as an 

important conceptual framework of understanding and addressing well-being for urban 

First Nations people. The framework is rooted in First Nations knowledge systems and 

will support the revitalization of the Traditional Indian Medicine Wheel approach to well-

being. This is a culturally responsive and relevant research design that is necessary for 

working with First Nations communities in the context of well-being at both the 

individual and community levels (Aboriginal Research Ethics Initiative, 2000). Secondly, 

the study will use the First Nations Perspective on Health and Wellness (FNPOW) to 

investigate the effects of various physical, emotional, spiritual, mental variables and other 

socio-economic factors (e.g., gender, age, Indigenous Identity group, education, income 

and culture), on Indigenous self-reported wellness using a multilevel modelling statistical 

framework. For more details regarding the Collaborative Research Agreement please see 

Appendix A.   
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Confidentiality  

 

 FNHA and the study participants had a right to full disclosure on how their data 

would be kept secure and protected. This included where and under what conditions it 

was stored, who had access to the data and whether those with access to the data had 

signed a confidentiality agreement with the researcher. The researcher secured the data 

against misuse, loss, destruction, or unauthorized access through several procedures. 

First, a laptop was used that had a data encrypted external hard drive and other secure IT 

systems with firewalls, and updated antivirus software to secure data file use, 

transportation, and transmission. In addition, my physical office space had restricted 

access.  All research study related information was password protected, and further 

secured under lock and key and only visible to the researcher and the thesis supervisor.  

The data will be released to the FNHA in aggregate form once the dissertation is 

completed, and a copy is sent to the University Department of Graduate Studies. The data 

will not be used for any other purposes other than this research project and subsequent 

knowledge sharing mechanisms such as public presentations and scholarly/research 

publications. 

Project Benefits 

 The project has benefited the community (individually and collectively) in the 

following ways: The contributions of the research helped to expand the knowledge base 

of BC First Nations and Indigenous health and well-being by identifying common themes 
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related to well-being.  The study clarified areas of understanding on knowledge, 

philosophy and interests regarding healthcare programs and services and identified 

knowledge gaps that exist in terms of conceptions about health, programming and data 

gaps. The findings are of interest to FNHA and are already being used in discussions to 

further expand on common understandings and knowledge gaps, and on wellness 

outcomes and measures.  The findings have provoked thinking within the organization 

and it is my hope that the findings can continue to stimulate conversations about health 

and wellness for First Nations across BC and elsewhere in Canada. 

Data Analysis 

 

George and Bennett (2005) and Yin (2014) point out that the researcher should 

examine raw data using many interpretations to find linkages between the research object 

and the outcomes with reference to the original research questions. Throughout the 

evaluation and analysis process, I remained open to new opportunities and insights and 

by using multiple data collection methods such as oral history interviews and participant 

observation I was able to triangulate data (Denzin, 1978) in order to strengthen the 

research findings and conclusions.  According to George and Bennet (2005) case studies, 

and quantitative methods are complementary rather than competitive and exemplary case 

studies will deliberately sort the data in many different ways to expose or create new 

insights and will deliberately look for conflicting data to disconfirm the analysis (George 

and Bennett, 2005). In analyzing the qualitative data, I carefully reviewed each transcript 
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and categorized, tabulated, and combined data to address the purpose of the study, and I 

also conducted cross-checks of facts and discrepancies in accounts. For example, specific 

techniques included placing information into arrays, creating matrices of categories, 

creating flow charts of main themes and sub-themes. Coding schemes were applied in the 

process of examining, and conceptualising the data which occurred at the beginning of 

the analysis with no preconceived codes that facilitated the discovery of conceptual 

categories. By constantly comparing similarities and differences in incidents I was 

looking for patterns in the coding process to give the emerging themes and sub-themes 

precision and specificity. Again, I used memos to assist the analysis of the data which 

were detailed notes of ideas about the data and the coded categories. The next section 

describes the themes and sub-themes that emerged from the research process.  

Themes and Sub-Themes 

 

Themes were created from key informant answers based on seven guiding 

questions. Though the interviews were semi-structured, (e.g., questions were read from a 

question guide) opportunities for spontaneous conversation were provided for the 

participants to explore topic areas from the standpoint of their own experiences and 

knowledge often with the use of story-telling.  This was beneficial and allowed for a 

deepness of conversation and richness of data that is valuable to the study. However, as 

the interviews were conversational and fluid, the discovery of themes was more 

complicated than the process would have been by comparing answers from a structured 
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interview schedule or survey research process. Nonetheless, the interviews were intended 

to be guides with an intention to help key informants to speak from a place of authenticity 

and ease but also keep the conversation related to the topic area.   

The first set of themes is based on the question: “Why was the First Nations 

perspective on wellness created?” Within this major thematic, 5 sub-themes were 

discovered. Each is listed and then described in turn:  

FNPOW Creation 

 

Figure 4: Thematic depiction of Why the FN POW was created 

 

 

1. First Nations health is done differently in BC – FNHA is a unique organization, 

the first of its kind in Canada. It was therefore seen as an opportunity for those involved 

from its inception and for all key informants to develop an organization that “did things 

differently”. By, “differently” the key informants explained that BC First Nations do not 
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do their health work in the same way as has been done in Canada by the institutions 

previously.  They wanted to create a sustainable organization that reflected the way First 

Nations in BC operated healthcare and desired their services to be. As one key informant 

succinctly put it: 

“(To establish a model) to help solidify what was happening differently with First 

Nation health in BC. It is the work that were doing in a modern context after a one 

hundred plus years of assimilation policies after the residential school and its legacy, 

so I’m not sure I can comment when that began to emerge across Canada. I can tell 

you when we began to talk about it here in BC in the early 1980’s. We began to talk 

about how we needed to take control over our own programs and services whether 

those programs are for health or children and family services, for social 

development, economic development, fisheries management, you name it our chiefs 

and leaders then believed that we needed to take it over that they taught me that 

anything that others do for you whether it’s the government Canada, province of 

British Columbia, a local government, anything that others say they are doing for you 

or to you, we can do better for ourselves.”- Physician 

2. To Bridge the Gap of Knowledge – In their research for founding FNHA, staff 

and community members often shared feelings of discomfort and alienation from the 

mainstream Canadian healthcare system as operated by Health Canada.  Programs often 

lacked cultural relevance or safety and at times were outright racist towards First Nations 
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and Indigenous patients.  The health model itself is based on a medicalized view of health 

and has characteristics, which oppose First Nation health values (e.g., the mainstream 

healthcare system is paternalistic, institutionalized, and deficit-oriented). Moreover, this 

model is void of any Indigenous knowledge frameworks.  Thus,  First Nation experiences 

with the health system can be very different from those of the mainstream population. 

The persistent gap in health is partial evidence of the negative effects of such a system. In 

the following quotation, a key informant explains the importance of having healthcare 

providers converse with First Nation peoples to understand the gap and to bring together 

medical and cultural knowledges: 

”I was saying in the beginning was to bridge that gap of knowledge between the 

medical and the First Nations communities, so um you know for instance, for 

healthcare professionals that might not have an understanding of that knowledge 

in community can really bridge that gap and what that looks like.” -- Policy Advisor 

3. Commonality – It was evident from the interviews that the key informants saw a 

commonality among all BC First Nations. The commonality that spoke of refers to 

common notions about health and healthcare, prevention, health promotion and critical 

care. Key informants also saw commonalities in values and philosophies about wellness 

and life. The informants explained that the organization sought a way of banding the 

communities together to clarify their thinking about health and healthcare so that FNHA 

can create a model that expresses that commonality – and to show other organizations 
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that, First Nations in BC have our own way of doing health and wellness and this is how 

it is.  There is a shared view among First Nations across BC that they do not need Health 

Canada to tell them how to deliver programming to their people. 

On the other hand, within the province, there is uniqueness among communities.  The 

challenge, therefore, is to create unity in articulating the commonalities, but to pay 

attention to variation between individual communities. The following quotation speaks to 

that challenge: 

“It was a real balance on how to try and state something to get something that 

was common to all our people in BC but also be non-detailed enough that it could 

reflect the cultural diversity.” Health Council Member 

4. A Wellness Model, looking at wellness not illness – This theme was created 

when it was oft mentioned that the point of creation of FNPOW was to start looking at 

wellness and not illness. It has been happening like that for too long and it was, according 

to the key informants, time for a change. It was time to start looking at health and 

wellness from a positive standpoint, considering community strengths and resiliencies; 

using their traditional knowledge and cultural values as strengths. As said perfectly by 

two key informants:  
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  “Instead of just showcasing the deficits and stopping, stopping this model of 

looking at being Indigenous as being a risk factor but looking at our ways of 

knowing and our ways of being as strengths.”  - Traditional Healer 

 “ It comes from ancestral beliefs and teaching about achieving balance so when 

we talk about achieving balance we are talking about the physical, emotional, 

mental and spiritual aspects of life and understanding that sometimes emotional 

pain expresses itself physically and sometimes emotional expresses itself mentally. 

Sometimes spiritual pain expresses itself physically and mental and so that 

everything is intertwined and that the concept is of wellness needs to understand 

that in order to achieve wellness. That’s something that our ancestors taught us, 

it’s about what we eat, it’s about what we think, it’s about what we believe, it’s 

about faith, it’s about belief in higher power,  it’s about belief in sacred 

teachings” – Policy Director 

4. Reflective of First Nations Values – FNHA wanted a lens from which they 

could look at First Nations health and wellness in a way that was culturally representative 

of BC First Nations communities. The FNPOW is a conceptual piece and perspective 

created from understandings of those shared values, as a way of looking at health and 

wellness, as articulated by one of the key informants: 
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“The First Nations Perspective on Health and Wellness is a set of values and 

principles and beliefs that we’ve held, you know, over many years, I would even 

say that it is a traditional, it’s based on our traditional values and principles.” -- 

First Nations Leadership 

The next major issue about the FNPOW was not why the perspective was created 

but how was the perspective created. What went into the creation of FNPOW? Is this 

perspective new to First Nations communities or is it the contributions of a long line of 

history and oral teachings? In each conversation the key informants replied differently 

about similar ideas, as the teachings from their ancestors may have been different but at 

the core, values were always the same. The core values that contribute to FNPOW were 

referred to in many ways: as traditional knowledge, traditional teachings, traditional 

healing, and traditional wellness, all brought together through community engagement. 

From the perspective of the key informants, these core values have been around for as 

long as anyone can remember and are a guide to living one’s own life well. Themes that 

came up in this section were the importance that community engagement had on the 

creative process, as well as the significance of the traditional knowledge and traditional 

teachings. There are 2 major sub-themes.  These are:  

1. Community Engagement  

2. Traditional Teachings. 
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1. Community Engagement – The centrality of community engagement cannot be 

overemphasized. It is a core value shared across all BC First Nation communities. It was 

described as a core value and a way of viewing co-existence, co-responsibility, “being-in-

the-world”, which they all shared.  While the main community engagement events are the 

Gathering Wisdom annual conferences, key informants spoke of using community 

feedback throughout the development of the FNPOW, even consulting a group of 

traditional healers and elders for their input specifically to encourage the holistic side of 

the First Nations health and wellness perspective. Community engagement was an 

important piece for the development of the visual depiction of the FNPOW as well.  

Community engagement from the perspective of the informants meant engaging with 

certain groups that might have unique perspective or more to say such as youth or elders, 

giving them a chance to say what they need instead of having an organization telling 

them what they need. A key informant highlighted the engagement protocol: 

“It was created as a tool to model what wellness means to First Nations 

Communities and to First Nations people and to bridge the understanding 

working with a community holistic model of wellness. I worked with communities 

around traditional wellness, traditional healing and was participating in a lot of 

engagement with them and this was the conversation. A team of us brought 

FNPOW forward and we brought forward the community voice, from healers in 

the community” – Traditional Healer 
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2. Traditional Teachings – Traditional teachings are those that have been passed 

down for generations from grandparents, aunties, uncles and parents, they are not new but 

hold a great value to First Nations worldviews. Traditional teachings can be expressed in 

different ways within each community or even between households but again the core 

values are the same. A key informant explains: 

“When I say traditional teachings yeah, it can be stories, it can be medicine, it can be 

the knowledge of certain practices that are passed down in communities and so what 

we were hearing over and over was that communities want this knowledge protected 

and… honoured.” Elder  

The next analysis of the data revealed a set of sub-themes on the topic of ownership, , 

“Who owns the First Nations Perspective on Wellness?” Four sub-themes emerged:  

1. Community ownership - No one owns the perspective 

2. First Nations ownership 

3. Individual ownership 

4. Shared ownership 
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FNPOW Ownership 

Figure 5: Depiction of Ownership of the First Nations Perspective of Wellness 

 

1.   Community Ownership – It was very clear from the interviews that FNHA did 

not own the FNPOW rather, they facilitated  the creation, putting the perspective down 

on paper. It was important for the communities to connect with and to feel ownership of 

the model.  As a key informant explains: 

 

The idea was that it was not FNHA making this for community on behalf of the 

communities it was more that this was um you know something that the 

communities could really own and use.” Physician 

2.   First Nations Ownership – Many of the interviewees concluded that the BC First 

Nations owned this perspective because the perspective is based on BC First Nations 

teachings, it is their culture; these are their world views; everything they believe in 
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was offered to building the model.  They are its creators so naturally they would take 

part in ownership of the FNPOW. A key informant explains this: 

”First Nations concepts or ways of knowing right, it’s our teachings we own it, 

we’re the ones who helped to perceive in communicating it out so people try and 

understand who we are it’s how we live our lives, so I would say First Nations 

people own it.” Policy Researcher 

3. Individual Ownership – A few of the key informants said that the individual 

owns the FNPOW which means the “people” own FNPOW not an organization.  This is 

an interesting perspective because it enforces the idea that this perspective can be used at 

all levels, the FNHA, First Nations, communities, and individuals.  This means that “no 

one” in particular owns FNPOW rather it can be used by anyone.  

“Well, the individual owns it. Now our organization the First Nations Health 

Authority is promoting it and there’s a way of moving us from being victims, 

victims of poverty, victims of poor care, victims of health illiteracy, we want to 

give our citizens role models, we want to give our citizens hope we want to show 

them that we as individuals can turn this around, that the choices we make every 

day we can eat healthy or not, be physically active or not, participate in sacred 

ceremony or not, be respectful of Tabaco and other substances or not, all of those 

choices are ours and we take them each and every day, so really about promoting 
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that at the individual level, one individual can make a significant difference 

within their family, and when we’re talking about family Jacqueline we are 

talking about our extended family”—Research Manager 

4. Shared Ownership – While each theme is related, shared ownership is something 

that also emereged in the interviews. The main idea here is that the FNPOW is shared 

amongst many from the individual level up to the community and nation levels. It is a 

tool that can be used by anyone regardless of their social location.  

”I think it’s the shared ownership that’s the common link between community and 

FNHA. I don’t know that you can say that anyone [person] owns it but if there 

was anyone [person] who owns it then it would be I guess the communities. It’s 

about bridging that gap of knowledge between the medical model and the First 

Nations communities, so you know for instance for health care professionals that 

might not have an understanding of that knowledge in community can really 

bridge that gap and what that looks like”—Community Member 

Shared ownership is about no one owns it or the idea that it isn’t about ownership at all.  

This model was created jointly by the BC First Nations, for several reasons, and 

ownership wasn’t one of them. There is no trademark on the FNPOW rather it is almost 

its own living document. A key informant speaks to this: 
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“Really, it’s not about ownership, it’s about a model that is used to share and 

also to utilize for individuals and it’s really just developed for anyone to use 

whether it’s a different place or an organization or it’s on a more individual 

level.” Policy Analyst 

FNPOW Governance  

 

Figure 6: Depiction of Governance Structure Related to First Nations Perspective of Health 

and Wellness 

 

 

 

 

The next large area of consideration was the issue of governance whereby two 

main themes emerged which included: 1) self-determination and 2) decolonization. The 

FNPOW is an object linked to both concepts though many of the key informants found it 

hard to distinguish between them. The FNPOW is symbolic of a reclaiming by the First 

Governance 
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Nations communities of own health and wellness. This action is one that constitutes an 

example of self-determination.  Sub-themes pertaining to self-determination are: 

responsibility and resiliency. The term decolonization brings forth the notion of 

reclaiming what was always theirs, before colonization happened. A few excerpts from 

the interviews highlight the meanings of these sub-themes:  

1.1 Self-Determination & Responsibility  

“when I say traditional teachings yeah, it can be stories it can be medicine it 

can be the knowledge of certain practices that are passed down in 

communities and so what we were hearing over and over was that 

communities want this knowledge protected. It’s our responsibility – policy 

manager  

 

“That’s really what this model is about so its self-determination yes, but not 

on the basis of jurisdiction, it’s on the basis of governance. It’s on the basis of 

a simple philosophy that our people taught and that’s just about being 

accountable and if we’re together then together we’re responsible for good 

outcomes. If I make a decision that takes us in the wrong direction then I’m 

responsible for that – community leader 
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1.2 Self-Determination & Resiliency –  

“So with the self-determination we are bringing community knowledge into a tool 

that is being used on a broader level you know that shows you that communities 

are taking ownership of their health and their knowledge. Getting those teachings 

out there so that they can get health care delivered to people in a more holistic 

perspective and in a way that resonates with communities” – policy advisor 

“This knowledge already existed in the community and you know I guess that 

would be along the same lines as decolonization which is our right to this 

knowledge in communities. This knowledge existed thousands and thousands of 

years ago and unfortunately with colonization came a more linear model of health 

which is more the medical model, looking at diseases and it took away the 

spiritual and also the mental and emotional aspects. We are bringing this back for 

community” - physician 

2.1 Decolonization & Reclaiming – This is an element that the FNPOW has created 

by giving many First Nations a validation of who they are and that their worldviews are 

not wrong but should be celebrated and used to their advantage in such a way to 

encourage community strengths. Some excerpts from the interviews are: 

“A unifying element and a reclaiming you know just a bit of a validation of who 

we are and how we look at things.” physician  
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“We began to talk about how we needed to take control over our own programs 

and services whether those programs are for health or children and family 

services, for social development, economic development, fisheries management, 

you name it our chiefs and leaders then believed that we needed to take it over 

that they taught me that anything that others do for you whether it’s the 

government Canada, province of British Columbia, a local government, anything 

that others say they are doing for you or to you, we can do better for ourselves. 

That’s what our chiefs and leaders taught us. So that fits right in to that believe 

about we are responsible for our own wellbeing we need to reclaim that 

responsibility to take care of ourselves, to take care of our children, to take care 

of our communities” – Community leader 

Decolonization, I call it restoring cultural values, I call it reaffirming spiritual 

values, and I call it reclaiming our pride. Decolonization for me gets caught up in 

a century of pain and there comes a time and a place when you need to let the 

pain go, not forget the pain, there is a difference between letting it go and 

forgetting it. This is what we’ve done with the creation of the First Nations 

Healthy Authority is we did not make this a political fight about jurisdiction over 

health, we avoided that conflict all together. Instead, we made it about 

governance and instead we said that at any time a decision is made about First 

Nations or Health Care within British Columbia then we want to make sure that 
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our leadership is represented and participating at those decision making tables. 

No more decisions about us, without us” – Health Director. 

“Well I think it’s a reminder what our perspective was and is before there was 

even colonization so if depending on how you view decolonization I think that this 

is an example of the way we lived and exited before colonization occurred.” 

“Anything that others say they are doing for you or to you, we can do better for 

ourselves. That’s what our chiefs and leaders taught us.” -Health Council 

Member 

FNPOW Who Benefits? 

 

Figure 7: Depiction of Who Benefits from using the First Nations Perspective of Health and 

Wellness 
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Who benefits from the First Nations perspective on wellness? Though it is in the 

title, do First Nations benefit? Whose interests does FNPOW serve? These are questions 

explored in the conversations and much like the answers to the question ‘who owns it?’ 

responses to this question were very similar. The important themes were found when 

looking at how FNPOW is used and how people will benefit from its utilization. There 

are many benefits listed in each of the conversations and how the model is already 

improving people’s lives. Three salient themes emerged which include:  

1. Teaching balance  

2. Individual health and wellness journeys   

3. Culturally appropriate services.  

1. Teaching Balance – Balance is an important part of the FNPOW and is often lost 

when using a medical model. The FNPOW has balance as one of the core teachings, 

specifically the balance of physical, emotional, spiritual and mental domains of health 

within the human being.  The following quotations are examples from the interviews:  

Really, having a balance it’s not just that focus on the physical right cause that’s not 

as we’ve seen that’s not been beneficial for communities you know you really have to 

work off the strengths that are there and the strengths that I see over and over and 

over again is that connection to spirituality, that connection to the land and that 

connection to family.” Elder 
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2. Individual Health and Wellness Journeys – A key aspect of the FNPOW 

regards the process that individuals and their communities take toward health – the 

getting to health and wellness. This includes the planning, commitment, implementation, 

and follow through.  Individual health and wellness journeys also refer to the inter-

relationship between individuals and communities.  For instance, some communities are 

composed of healthy individuals, and it goes without stating that the reverse is also true: 

healthy individuals make healthy communities.  They create health and wellness and 

instead of dependency on a medical model, they can utilize their own ways of knowing 

and being in the world to create healthy frameworks by way of their health and wellness 

journeys.  Following the teaching of balance, explored above, they can now use a model 

that reflects their perspective of health as inclusive of spiritual, physical, mental and 

emotional realms. 

”Really the goal of it is really that the perspective for each of us, that is First Nations 

people, should be able to look at that and say you know this is what it means to me on 

my health and wellness journey today and five years from now when I look at it I 

might be thinking something different um but it still applies to my health and wellness 

journey no matter where I’m at” Policy Researcher 

3. Culturally Appropriate Services – The FNPOW is meant to be shared amongst 

any partners that the FNHA may have and with any organizations providing services to 

First Nations communities. The FNPOW is meant to help others understand health and 



161 

 

 

 

 

 

 

 

 

wellness from a First Nations perspective, allowing them to change the way they provide 

services or programs to communities. It may also provide some answers as to why some 

programs and services have not worked in the past. One of the benefits of the FNPOW is 

to help First Nations communities receive programming and services that will best meet 

their needs in a way that they can understand it and connect with: something familiar and 

relatable. 

”We’re teaching the health system like hey actually we have a better way of looking 

at this!”- Policy Director 

Discussion and Conclusion  

 

 Several themes emerged from the conversations with key informants which were 

analyzed and then organized to create sets of sub-themes.  Each of the main themes and 

the sub-themes provide valuable information and insight into all the interconnected 

knowledge systems that have been infused into the development of FNPOW, of its 

perceived benefits to the health and wellness of First Nations in BC (individuals and 

communities), and of the depth of Indigenous knowledge that the perspective contains. 

The themes/sub-themes are distinct and address relevant issues that cannot be omitted 

from a First Nation perspective on health and wellness and at the same time are 

interconnected, forming a wider picture. 
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 The first theme focused on ‘why’ FNPOW was developed.  Sub-themes that 

emerged were: to raise awareness and understanding by First Nations and the medical 

health system that BC First Nations do health differently. For change to occur, First 

Nations had to begin an exercise of articulating the difference: what do First Nations 

mean by “different”, and “how is different” designed and implemented to improve health 

and close the gap between First Nation peoples and the rest of Canadians? To bridge the 

gap in knowledge is the next sub-theme, quite obviously related to the first theme. 

Bridging the knowledge gap, again, requires articulation of First Nations knowledge and 

a comparison of the differences between that knowledge framework and western medical 

knowledge.  

 Commonality was about connection, unity, a shared discourse, way of knowing 

and being in the world that comes from ancestral teachings and traditional knowledge 

systems. Commonality in interpretations of health and wellness is important when we 

consider that the FNPOW is representative of a diverse group of people (BC has 200 First 

Nations Bands) with a shared history of colonization, intergenerational trauma and illness 

and present day shared priorities and interests of self-determination, who are all walking 

the same journey towards wellness (FNHA, 2012; Reading et al, 2007; Loppi-Reading et 

al, 2009). A movement away from a western based model of illness or deficit-focused 

health system to a positive, strengths-based focus on wellness is a commonality and 

resounding point of interest.  A shift in thinking to a health and wellness orientation 
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means that healthcare service delivery and programming can now broaden its scope to 

include an essence of spirituality which seriously question possibilities within health 

prevention, health promotion and traditional Indigenous healing.  This broadening of 

perspective reflects First Nation values and is embedded in the FNPOW. It’s not just 

another health model to measure health outcomes per se it is a way of relating to the 

social world, and a way of life grounded in Indigenous knowledge. It can be applied in all 

areas of social life from policy development to boardroom conversations about best 

practices in community nursing and is supportive of “two-eyed seeing.”  

 The next theme explored the question ‘how’ the model was created. For example, 

what knowledge and ideas were brought to the discussions and what knowledge informed 

these processes that gave the FNPOW its shape and form? As the data suggest, key 

informants explained that the participants looked to their traditional knowledge systems 

by way of ancestral teachings, and storytelling for answers to the FNPOW design. They 

brought forth recollections, experiences, wisdoms they were taught at home, by parents, 

and Elders in the community. Traditional knowledge systems that included: traditional 

teachings, traditional healing, and traditional wellness were all conceptions of tradition 

that informed that discussions. A working group within the FNHA was established that 

brought together a group of these knowledge holders who were in the best position to 

help support the FNPOW development process.  Tradition is a core value, and is reflected 

within the core values as the centre of FNPOW development.  Traditional teachings and 



164 

 

 

 

 

 

 

 

 

healing can only take place in community engagement. All key informants answered the 

question on ‘how’ by stating the importance of inclusion of actively engaged 

communities in the conversations.  Community engagement efforts were regular and 

ongoing for all aspect of FNHA programming. 

 Ownership of FNPOW is an important theme related to the FNPOW and the 

responses to this question were diverse. The question seemed to come full circle to a 

shared understanding that, no one person or group could possibly own the FNPOW; 

everyone owns it. But this means that it is linked to Indigenous people in communities 

and reflects community values and traditions that are rooted in ancestral teachings. While 

ownership is shared among people it means that the medical profession and researchers 

whether they are Indigenous or non-Indigenous can benefit from the knowledge of the 

perspective but should apply the FNPOW in a respectful manner and ensure that when it 

is used it is with the intention of benefiting Indigenous peoples. The reason for this is that 

the FNPOW is a product of engagement of many representatives of First Nations people 

in BC and the perspective can be applied to other Indigenous groups and would well 

serve the non-Indigenous community as well.  In summary, the FNPOW was developed 

over a period of time, as early as the 1980’s but the knowledge systems that are 

embedded within the perspective are rooted in a time of pre-settler contact (FNHA, 

2016d). It is an organic and fluid way of seeing and relating to the world that incorporates 

evolving thoughts about the conception and operation of health and wellness among 
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Indigenous peoples across British Columbia. Applying the First Nations perspective on 

health and wellness (FNPOW) to Indigenous survey data provides the opportunity to 

generate decolonized health and wellness outcomes, a pathway to decolonizing bodies, 

which will be discussed in Chapter Seven.  
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Chapter Seven: Quantitative Research  

 

 

This chapter discusses the results of the statistical analysis of this study and 

explores the contributions of applying the First Nations Perspective on Health and 

Wellness (FNPOW) using a multi-level model to data collected from the 2012 Aboriginal 

Peoples Survey (APS) and 2011 National Household Survey (NHS) to generate 

determinants of health and wellness for Indigenous people living in urban centres across 

Canada. Such determinates produced through the FNPOW as a lens are anchored in 

Indigenous knowledges systems, and generate outcomes which provide a pathway to 

decolonizing bodies. By applying the FNPOW the quantitative component of this 

dissertation examines the general attributes and indicators (specific measureable items) 

that can be drawn from data to empirically assess the determinants of health and wellness 

for the Indigenous diaspora. This chapter includes a discussion of the data sources the 

2012 APS sample size, and the 2011 NHS, and the variables that were used from these 

data sources, the analytical strategy and statistical procedures related to it, and the 

strengths and limitations of the statistical software that were used. It then presents the 

findings and interprets them followed by a discussion of the findings and an outline of the 

overall conclusions. 
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Analytical Strategy  

The 2012 Indigenous Health Indicator Frameworks report is an internal document 

the First Nations Health Authority (FNHA) and prepared by Laliberte, provideds a 

comprehensive review of projects and identifed major themes in the international wellness 

litertaure that included: equity, systematic methods for indicator selection, the value of 

conceptual frameworks, and the importance of cultural and wellness indicators (Laliberte, 

2012).  The report concluded that health inequity is an overarching dimension of a Health 

Indicator Framework (HIF) and that the importantce of cultural and wellness indicators 

should be used to work towards “closing the gap in education, health, housing and 

economic opportunities between Aboriginal people and the rest of British Columbians” 

(Laliberte, 2012, p.4).  According to Laliberte (2012), this will require a concerted effort 

to ensure that “key performance indicators are [identified and then] matched in 

populations to capture measures to ensure obejectives are being met” (Laliberte, 2012, 

p.50).  The report noted that within the international wellness literature pertaining to 

Indigenous peoples reviewed, “most of the projects used a systematic method of criteria 

that based indicator selection on whether the projects were regional/national or community 

projects” (Lalibert, 2012, p.50) in scope. It was noted that western criteria, Indigenous 

criteria, or both were employed varied across projects and tended to be based more on the 

“conceptual ‘place’ of the organization, government department or community” 

(Laliberte, 2012, p.50) conducting the research than on appropraiteness for the research 

questions being asked.  According to Laliberte (2012, p. 50) “the conceptual frameworks 



168 

 

 

 

 

 

 

 

 

applied in the Health Indicators Framework reflect the values and beliefs of people or the 

organization developing them” and are not based in Indigenous knowledge system or 

Indigenous methodologies.  

However, what appears to be missing in this previous work outlined by the 2012 

Health Indicator Framework report is that much of the health research, in terms of 

indictors and measures to date, tended to be largely confined to the development of 

community-level indicators, without asking the question about how these in turn can be 

applied to individual level outcomes. Understanding individual level attributes is 

important in statistical analysis work because it allows for a closer examination of the 

ways in which variables such as transgenerational trauma and alcohol use will vary from 

individual to individual. An important contribution made with my dissertation is that I 

examine these variables, along with other related socio-economic variables which are 

described in more detail below.     

Most statistical techniques assume that observations in the dataset are 

independent from each other but when groups of observations share some features in 

common they are no longer independent (Heck et al, 2015) especially when these 

features are related to geographic proximity or network membership. When the data 

have information at different levels such as at the individual level and at the 

community level the data are said to be “hierarchical” (Heck et al, 2015, p.5). As 

Snijders et al (2000) point out in the analysis of covariance this “phenomenon is 

known as heterogeneity of regressions across groups and in the hierarchical linear 
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model it is assessed by the introduction of random intercepts and, in some cases, 

random slopes” (Snijders et al, 2000 p. 67). That is, the intercept (and possibly some 

of the slopes) is a function of variables operating at a “higher” level (in this case, at 

the community level).  The aim of the statistical analysis is two-fold: (1) remove the 

effect of clustering in order to obtain valid point estimates for the parameters and 

standard errors for the point estimates and (2) study the effect of variables that act at 

different levels of the hierarchy and how the variance of the outcome is distributed 

across the levels of the hierarchy (Heck et al, 2015).  

Multi-level modeling analysis is a useful technique when we consider that 

individuals interact with their social contexts, and that between-individual differences 

in individual attributes might either be affected by collective attributes as 

confounding variables and/or as contextual effects influencing the direction and/or 

magnitude of the individual-level effects which in the terminology of the literature, is 

called “cross-level interactions” (Heck et al, 2015, p.43). Because traditional multiple 

regression techniques such as OLS regression and even ologit and mlogit techniques 

treat the units of analysis as independent observations (Heck et al, 2015) in the 

presence of clustering, a conventional regression or regression-style model will 

underestimate standard errors of regression coefficients leading to an overstatement 

of statistical significance. Parameter estimates will also be biased if there are 

aggregate level processes which might confound initial results. A multilevel 
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analytical strategy supports modeling between-group variability since the hierarchical 

two-level model represents two levels of well-being that are “nested” with Level 1 

nested within Level 2. For purposes of analysis, the Level 1 model will be an 

expression of individual level variables and the level 2 models will represent the 

influence of community level variables.  

The simultaneous analysis of each level will focus on the random intercepts of 

selected predictor variables at Level 1(Individual) and Level 2 (community). For this 

multivariate analysis, I start with single level models of various predictor variables on 

four separate models of well-being which included four different health–related 

dependent variables, as will be discussed below.  This process will help to assess the 

model in terms of “model fit”, along with the standard errors to determine how the model 

is “performing.” These models are then used as the base for new models which add 

community-level variables.
9
 For testing non-nested models, comparisons between models 

can be made using the Akaike Information Criterion or the Bayesian information criterion 

(Snijders, 2005; Maas and Hox, 2005; Luke, 2004; Heck et al, 2015). 

For multilevel analysis, the power of statistical tests depends on design aspects 

and also on sample size. Parameter values and their statistical significance are a function 

                                                
9
 It should be noted that in Mplus, the default assumption for variables is a linear (mixed) models procedure that uses (full 

information) ML with the multivariate normal distribution as opposed to restricted estimator maximum likelihood 

estimation (RELM).While most software packages such as Stata, SAS SPSS and R provide the choice of two methods 

for estimating the parameters in MLM analysis: maximum likelihood (ML), and restricted maximum likelihood 

(REML). The conventional wisdom seems to be that ML produces more accurate estimates of fixed regression 

parameters, whereas REML produces more accurate estimates of random variances However, in many situations the 

choice of ML or REML will make only a small difference to parameter estimates. Also, if you want to compare models 

you must use ML (The Department of Statistics and Data Sciences, 2016) 
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of sample size based on each level within a multilevel model (Snijders, 2005; Heck et al, 

2015). An important problem in multilevel modelling is what constitutes a sufficient 

sample size for accurate estimation. While there is no definite answer to the question of 

what appropriate minima are at each level, having a large number of groups is much more 

important than a large number of individuals per higher level unit (Snijders, 2005; Maas 

et al, 2005; Heck et al, 2015). Maas and Hox (2005) suggest for fixed parameters there 

should be at least 50 groups with 20 individuals each and for random effects there should 

be at least 100 groups with 10 people per group (Maas and Hox, 2005; Hox, 1998). The 

analyses conducted here exceed the minima. 

A traditional linear regression model with one predictor variable contains an 

intercept, a slope and an error term: Yi =  β1x1 + e i. The error term is a “random effect” 

with a “variance component” in the error term, which is assumed to be normally 

distributed with a mean of zero and the variance as a model parameter. A multilevel 

model permits the inclusion of additional random effects: the intercept and/or one or 

more slopes can be designated as random, which implies that each is a function of a 

constant, a possible set of “predictors” and their coefficients, and an error term. For 

example, when looking at the effect of education (measured highest level of schooling) 

on alcohol use (measured in frequency of alcohol use in a given month) among First 

Nations individuals nested within Census Metropolitan Areas (CMA) and Census 

Agglomeration (CA) communities in a traditional linear model, the intercept (b0) is the 

predicted value of frequency of alcohol consumption for those with 0 years of education 
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and we can predict the frequency of alcohol consumption at any given level of education 

by adding b1* (education) to this constant. This model assumes that b0 is the same for 

each community, but it might not be. Smaller communities might have different expected 

levels of alcohol consumption, and communities with higher levels of First Nations 

poverty might likewise have higher expected levels of alcohol consumption. In this case, 

it would be beneficial to designate the intercept as random to produce the following 

model: Yij = b0 +b1X1ij + eij, where b0 itself is “variable”, differing across communities. 

Initially, we would describe this as b0= γ00 + u0j, with the variance between communities 

being represented with the u0j term.    The “reduced form” puts these two equations 

together into a single equation:   

Yij = γ00 + b1 X1 + uj + eij.  

 

The Yij is the observed alcohol use of the “ith” person in the community. But, what 

makes this even more worthwhile to explore is that when intervals and/or slopes vary 

across groups multilevel models also produce more realistic standard errors for the fixed 

effects of predictor variables than do traditional linear models. By acknowledging 

dependence among lower level units nested within higher level units, multilevel 

modelling techniques avoid the mistake of underestimating standard errors but do not 

assume the independence of error terms by allowing fixed and random effects (Heck et 

al, 2015). They also allow community differences to be modelled as functions of 

community-level variables. 
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The equation for b0 would, then, move from b0 = γ00 + u0j   to b0 = γ00 + γ01 Wj 

+ u0j, where W is a community level attribute (population size, average income level, 

percentage of unemployment in the community, size or proportion of the First Nations 

Community, et.c).   The reduced form of the full equation above will be: 

Yij = γ00 + γ01W1 + b1 X1 + u0j + eij  

Finally, in some instances it is also the case that level-2 attributes affect the slope (the 

“b1” term above), such that b1 itself is now a function of level-2 variables: b1 = γ10 + 

γ11 W j + u1j, as explained previously, this is called a “cross-level interaction”.  An 

example would be the relationship between individual-level attributes (e.g., alcohol use, 

participation in cultural activities and highest level of schooling ) and the change that 

occurs as a function of level 2 (community level) variables (e.g., the proportion of 

Indigenous peoples within the community, the proportion of people speaking Indigenous 

languages, community size). Following conventional practice, all individual level X-

variables are centred around their mean (Luke, 2004, p. 48).   In conventional regression 

models this transformation does not affect individual-level slope estimates (though it 

does affect the intercept), but in multilevel models this yields level-2 parameter estimates 

that are easier to interpret.
10

 

 

                                                
10 It was not possible to run negative binomial models with multilevel modelling given RDC software 

limitations.   The University of Victoria Research data Centre (RDC) has MPlus available – STATA could 
not be used due to STATA 13 limitations on survey weighting. 
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Study Population 
 

The study population was all First Nations peoples 20 years of age and older 

living in CMA (population size is >100,000K) and CA (population size is >10,000K but 

<100,000k) urban communities across Canada. The inclusion criteria used for analysis 

were: 1) All Indigenous peoples who identify as First Nations; 2) First Nations peoples 

aged 20 years and older since they were asked the residential school attendance question 

and other subsequent trauma related questions and 3) First Nations peoples living in non-

rural areas
11

.  

 

Data Sources  

As indicated above, the research reported here utilizes data from the 2012 APS 

confidential data file which is a post-censual survey conducted by Statistics Canada, 

and the 2011 NHS confidential data file. Access to these two data sources was 

requested through the Research Data Centre’s (RDC) program through the University 

of Victoria and statistical analysis was conducted from January 2016 to December 

2016. All analyses were weighted using the sampling weight provided by Statistics 

Canada. The 2012 APS is a national survey of First Nations, Métis and Inuit people 

                                                
11 There are significant differences between First Nations, Métis and Inuit peoples. Since this study uses the First Nations 

Perspective on Health and Wellness created by the First Nations Health Authority the study applies to First Nations 

peoples. The 2012 Aboriginal Peoples Survey did not ask any trauma related questions to anyone under the age of 19 

and so this group of people were not part of the present analysis. In addition, the Indigenous population in Canada is 

growing at a rapid pace and the highest proportion of peoples are less than 19 years of age and an analysis of Indigenous 

youth wellness warrants a separate study.  Finally, since this is a study of urban Indigenous peoples all people living in 

rural areas were not included in the analysis.  
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living in centers across Canada
12

. The APS has been conducted by Statistics Canada 

since 1991, and the data generated from this survey provides a range of socio-

economic and health and wellness indicators about Indigenous peoples in Canada. The 

2012 APS was drawn from a sample of more than 50,000 respondents who identified 

as “Aboriginal” in the 2011 NHS, and of this sample approximately 38,150 

individuals completed the survey for a total response rate of 76%, and excluding the 

9,740 non-Aboriginal respondents, the total number of Indigenous respondents in the 

APS is 28,410 (Statistics Canada, 2012).  

In 2011, information previously collected by the mandatory census questionnaire 2B 

long-form was collected as part of the voluntary 2011 National Household Survey (NHS). 

The NHS provides information about the socio-economic, demographic make-up of 

people living in Canada. The NHS master file has just over 6.7 million respondents. In 

                                                
12

 Following the release of data from the 2006 Aboriginal People’s Survey, Statistics Canada engaged in an in-depth content review to 

ensure the relevance of existing questions on the survey instrument to key stakeholders. The content for the 2012 Aboriginal People’s 

Survey was developed by Statistics Canada in collaboration with the three federal funding departments: Indigenous Affairs and 

Northern Development Canada (formerly called Aboriginal Affairs and Northern Development Canada), Health Canada and 

Employment and Social Development Canada (formerly called Human Resources and Skills Development Canada).  In addition, the 

framework guiding content development also occurred during engagement and consultation sessions with the Canadian Council on 

Learning (CCL) in partnership with First Nations, Inuit and Métis communities and organizations across Canada (Cloutier et al, 2014).  

The 2012 Aboriginal People’s Survey was the result of extensive consultations with numerous Indigenous groups, community members 

and organizations which reviewed the survey content for cultural relevance and to identify data gaps (Cloutier et al, 2014).  The 2012 

Aboriginal People’s Survey provides detailed data on education, employment and health unique to the urban Indigenous community 

and also addresses topics such as number of schools attended, exposure to Indigenous languages, spirituality, residential school trauma 

and traditional activities and cultural practices.  

The other major change that occurred with the 2012 Aboriginal People’s Survey was with the target population.  The target population 

of the 2012 Aboriginal People’s Survey was composed of the Aboriginal identity population of Canada, 6 years of age and over as of 

February 1, 2012, living in private dwellings excluding people living on Indian reserves and settlements and in certain First Nations 

communities in Yukon and the Northwest Territories (NWT
12

). The sample was selected from individuals who answered "Yes" to either 

one of the three National Household Survey questions defining the identity population (questions 18, 20 and 21) or those who reported 

Aboriginal ancestry to question 17 (Statistics Canada, 2012) Individuals with Aboriginal ancestry who did not report Aboriginal 

identity are defined as the "Aboriginal ancestry-only population". Based on changes in the survey methodology of the 2006 Census 2B 

Long Form and the 2006 Aboriginal People’s Survey, the ancestry-only population was not part of the 2012 Aboriginal People’s 

Survey target population. However, Statistics Canada affirms that it was still sampled because it was noted that slightly less than one-

third of the ancestry-only population based on the 2006 Census long form reported identity on the 2006 Aboriginal People’s Survey. 

Therefore, unlike the target population, the sampled population was composed of both the identity population and the Aboriginal 

ancestry-only population, which together form the "total Aboriginal population" in Canada (Cloutier et al, 2014). 
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fact, the Chief Statistician of Canada, Wayne Smith, states that “the number of households 

responding to the voluntary 2011 National Household Survey was 2,657,461, containing 

6,719,688 people” (Smith, 2016, n.p). It includes most levels of census geography ranging 

from the province to the dissemination area. Like the Census, the 2011 NHS master file is 

hierarchical allowing for analysis of 5 distinct levels: persons, census families, economic 

families, households and dwellings. Two composite weights are included in the master file 

to enable calculation of estimates for the total population living in private households. The 

2011 NHS collected information from households on a wide range of topics including 

labour market activities, education, income, dwellings, place of birth and immigration, 

Indigenous populations, ethnicity and visible minority status, journey to work, religion, 

activity limitations, and mobility.  This analysis requires a breakdown of urban areas 

(CMA and CSD) not available in the public use files, and the confidential file through the 

Research Data Centre (RDC) program provided the space needed in order to calculate 

average income, and average education for these smaller geographic areas using 2011 

NHS data. 

Critical Research and Indigenous Statistics 

 

In a Foucauldian sense social statistics have been used for state building purposes 

as a mechanism for “governmentality” and as tools of social control for the populous and 

the site at which political power operates (Foucault, 1972). The way in which Indigenous 

peoples have encountered social statistics by the Canadian government is linked to the 



177 

 

 

 

 

 

 

 

 

residential school system during colonization. For example, the findings of the Truth and 

Reconciliation Commission’s report (2015) points out that it was common practice that 

the moment indigenous children entered residential schools, their identities were stripped 

when their Aboriginal names were replaced with Euro-Canadian ones and each student 

was assigned a number (Sellers, 2013). Teachers would often refer to students only by 

their numbers (TRC, 2015, p. 40). These sorts of practices have raised concerns about 

who benefits from applied research and the use of social statistics the extent to which this 

knowledge is applied in “the real world” and for whose benefit (Andersen and Walter, 

2014).  

Critical theorists suggest that what is needed is to “seek a sociology that is 

grounded in empirical and theoretical research and that hones a critical perspective less 

restricted by established institutions” (Feagin, 2004 in Carroll 2004, p.37). This will in 

turn “alert us to the need for critical researchers employing quantitative methods to do so 

in ways that are broadly consonant with the ontological and ethical commitments of the 

social analysis” (Carroll, 2004, p.390).   In their book Indigenous Statistics: A 

Quantitative Research Guide Andersen and Walter (2014) provide a critical look at the 

ways in which quantitative data has restricted our understanding of Indigenous peoples 

and Indigenous issues. Andersen and Walter (2014) are clear in making a strong case for 

the fact that the methodologies that are applied to produce statistics include the ways 

research questions are asked, how the data are collected, analyzed and reported are not 

neutral or mere “descriptions” of artifacts. Statistics come with underlying values and a 



178 

 

 

 

 

 

 

 

 

methodology that reflects and constitutes the dominant cultural framework and not the 

values of Indigenous worldviews. This has caused harm to many Indigenous peoples in 

“creating a public understanding of Indigenous peoples in terms of deficit and 

dysfunction and the problem in society” (Andersen and Walter, 2014; p.10). Critical 

Theorists and Indigenous scholars recognize that population statistics and quantitative 

research methods more generally, are rooted in a positivist tradition (Apparurai, 1993). 

The First Nations Perspective on Health and Wellness (FNPOW) has been developed 

through a localized knowledge process, and it is imperative to understand this 

development process from the standpoint of the First Nations Health Authority since it is 

reflective of traditional knowledge systems and integral aspects of the well-being of 

urban Indigenous people based on a more holistic perspective of well-being. This is a 

culturally responsive and decolonized approach to understanding well-being in both the 

framework and also in the use of the survey data. Each of these tenets of the FNPOW are 

discussed below. 

 

From Illness Models to Wellness Perspectives 

Figure 8 and Figure 9 are examples of figures that are used to demonstrate the 

change in the community wellness scores from 1981 to 2011 for First Nations, and non-

Indigenous communities in Canada. These scores are calculated by Indigenous Affairs 

and Northern Development Canada (INAC) and used to assess the “wellness” of 
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Indigenous communities across Canada. In both cases, these visual displays of data show 

that the CWB “gap size” between Indigenous peoples when compared to non-Indigenous 

peoples is substantial and the scores are used to compare well-being across First Nations 

and Inuit communities with well-being in non-Aboriginal communities over time. 

Indigenous Affairs and Northern Development Canada (INAC) researchers calculated the 

2011 Community Well-Being index using data from the 2011 National Household 

Survey. These data were made available to INAC and other external researchers in 

February 2014, through Statistics Canada's national network of Research Data Centers 

(INAC, 2015a). 

Figure 8: Average Community Well-being Index Scores, First Nations and Non-Aboriginal 

Communities, 1981-2011 (INAC, 2015a). 

 

Source: Statistics Canada, Censuses of Population, 1981-2006 and National Household Survey, 2011. 
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According to Indigenous Affairs and Northern Development the Community Well-

being Index (CWB) is used to assist its users to understand, track and measure changes in 

well-being for Indigenous and non-Indigenous communities over time. In Figure 9, from 

largest to smallest, the component gaps between First Nations and non-Aboriginal 

communities were as follows in 2011: income (25 points), housing (23 points), education 

(17 points), and labour force activity (16 points) (INAC, 2015a). 

Figure 9: CWB Component Scores, First Nations and Non-Aboriginal Communities, 

2011, (INAC, 2015a) 
 

 

 
 

As previously discussed in Chapter One the community well-being index remains 

widely supported by federal government departments and continues to dominate the 
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policy arena in Canada. It is clear from the above figures that there is a focus on well-

being measurement and that by relying on four indicators of the CWB (income, 

education, housing and labour force activity) the CWB is leaving out strength and 

wellness indicators and in doing so fails to tell a holistic story of health and wellness.  

But, a more pertinent question is what does a low CWB index score really suggest? Does 

the low value assigned to a community then serve to empower Indigenous peoples or the 

community to which they live? Obviously, the answer to this question is, no. The First 

Nations Health Authority (FNHA) identified a clear need for indicators that portray 

community strengths and resiliencies, which came in the form of feedback from the over 

600 delegates who attended the 2012 Gathering Wisdom V Conference (FNHA, 2012). 

The dialogue process between community members, Nations, leadership and FNHA staff 

has made the FNPOW instrumental in the development of a new health and wellness 

model that will inform values, philosophies and cultures of First Nation communities 

across BC (FNHA, 2012).  The FNPOW is intended to aid in transformation of policy, 

programming and in designs of innovative approaches to health and wellness for First 

Nations across British Columbia. The FNPOW looks at understanding health from a BC 

First Nations perspective, taking into consideration regional variations in values, 

philosophies and traditions. Included in this analysis is an interpretation of health as 

holistic, incorporating spiritual, emotional, mental, and physical domains, a reflection of 

the Traditional Medicine Wheel (FNHA, 2016d).  FNHA is already using the model to 

move away from illness to a wellness system of health. The perspective reflects 
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Indigenous values from basic teachings which include: respect, responsibility, and 

relationship to the land, community, family, Nations, social, ecological, cultural, political 

and economic environments. This perspective is displayed visually in Figure 10 below: 

 

Figure 10: First Nation Perspective on Wellness, FNHA, 2013b 
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The FNPOW has been derived from a holistic perspective and from the medicine 

wheel which is based in four dimensions of health and wellness: spiritual, emotional, 

mental, and physical but it has five concentric circles of related sub-dimensions. The 

people in the outer circle represent the vision of strong children, families, elders, and 

people in communities and the colors of the sunset were chosen specifically to reflect the 

whole spectrum of sunlight, and to depict the sun’s rotation around the earth, which 

governs the cycles of life (FNHA, 2013; FNHA 2016d). The basis of the perspective is to 

evaluate health and wellness by taking a look at and nurturing the internal and external 

factors that affect well-being and many of these concepts are based on traditional 

knowledge and ancestral teachings and the understanding that all of these circles are 

interconnected. Although the FNPOW appears in layers, it is important to acknowledge 

that all the words in each circle are interconnected with one other, and with the 

components of other circles. In addition, all the circles themselves are connected and 

responsible for each other. Ultimately, all of these factors are important and need 

constant rebalancing in order to achieve wellness.  It is critically important that there is 

balance between these dimensions of wellness and that they are all nurtured in tandem to 

create a holistic level of well-being, one in which all four areas are strong and healthy 

(FNHA, 2011; FNHA, 2016d).
13

  By balance, this means that there are indicators for each 

of the four wellness dimensions: spiritual, emotional, physical and emotional. According 

                                                
13 For a more detailed more detailed description of the visual depiction of the FNPOW shown in the above 

Figure 10 please see Appendix B. 
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the 2013 Health Indicators Strategy Table, Health Knowledge and Information Health 

Actions report based on the Health Indicator Framework, by Laliberte in 2012, indicators 

and data that could be used to assess these main dimensions and sub-dimensions of health 

and wellness and are included in Table 1.  

Table 1: Community Health and Wellness Indicators, First Nations Health Authority, 

2013b 

 

4 Main Dimension Indicator 

Mental Well-being When looking at mental wellness, consider career satisfaction 

and stress management 

Emotional well-being When looking at emotional wellness, it is important to nurture 

and to be nurtured by relationships and identify support 

networks. 

Spiritual well-being When looking at spiritual wellness, it is important to nurture 

the spirit, whether it is through culture, language, ceremonies, 

religion or the creative arts, such as writing, drumming, 

dancing or drawing 

Physical well-being When looking at physical well-being, consider nutrition, 

physical activity, and weight management.  

Sub-Dimensions Indicator 

Wisdom Extent of Traditional Knowledge Teaching; Traditional 
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Practices; Participation in Ceremonies 

Respect Extent of Traditional Knowledge Teaching 

Responsibility Traditional Practices; Participation in Ceremonies 

Relationships a sense of belonging and meaningfulness in the world 

Family a sense of belonging and meaningfulness in the world 

Land Extent of Traditional Knowledge Teaching; Traditional Land 

based Practices: hunting and gathering 

Community Highest level of schooling, income levels 

Nations Highest level of schooling, income levels 

Social Social determinants include security, housing, food, health 

prevention, promotion, education, health awareness, and 

outreach supports.  All are critical aspects of health and 

wellness. 

Environmental Safety and emergency preparedness could be  components 

Cultural: It includes language, spirituality, ceremonies, traditional foods 

and medicines, teachings, 

Economic Economics can include employment and workplace health. 

 

  It is important to recognize that there are considerable variations in Indigenous 

health and well-being dimensions among Indigenous peoples. The determinants of health 
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and wellness are best understood in a multivariate context that account for their 

interconnections and the combined effect they have on different aspects of individual and 

community level health and well-being. For these reasons, a multivariate linear mixed 

modeling approach (multivariate regression) will be used for the statistical analysis 

because it enables simultaneous analysis of multiple dependent variables defined on the 

basis of factors closely aligned to those identified in the framework described above.  

Variable Measurement: 

 

 There are four dependent variables that are modeled after the Traditional Indian 

Medicine Wheel and used for analysis in this study which are described in detail below. It 

should be noted that composite measures were created for use as both endogenous and 

exogenous variables for the multilevel analysis. In some instances, after much 

consideration, count variables were created for three variables: emotional wellness, 

transgenerational trauma index (TgtIndex), and physical wellness. 

 

Spiritual Wellness One of the negative impacts of the church-run residential school 

system was that Indigenous children were dispossessed from their spiritual teachings and 

practices as part of the Christianizing process.  Indigenous scholars (Wilson, 2008; 

Ermine,1995; Cajete, 2004) insist that what separates Indigenous methodologies from 

other social sciences is that through the research process spirituality can become 

intertwined with epistemology. This means that understanding Indigenous spirituality 
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respects the sacred in research and life and as Wilson contends, this is because, 

relationships don’t just shape Indigenous reality they are Indigenous peoples’ reality 

(Wilson, 2008). Spiritual wellness is a form of resilience and resistance to the colonizing 

process and for this reason understanding the factors that affects Indigenous spiritual 

wellness is important in understanding the overall state of well-being. Spiritual Wellness 

is a binary variable that asked survey participants “What is your religion..?” The variable 

was then created by assigning Traditional (Aboriginal) Spirituality a value of 1 and 

aggregating all religious groups including no religious affiliation (agnostic) together and 

assigning a value of 0.   

 

Physical Wellness: Physical wellness was derived from a list of eight multiple chronic 

conditions that were measured in the 2012 APS. It is a count measure of eight questions 

outlined below where 0 indicates that the respondent has none of the eight conditions and 

a value of 8 indicates that the individual has all 8 chronic health conditions. The lower the 

score will imply the higher the level of physical wellness. The physical conditions are as 

follows: asthma, arthritis, high blood pressure, lung disorder, diabetes, heart disease, 

intestinal disorder, and bowel disorder. See Table 22 Appendix C for the list of questions 

from the survey instrument.  This variable is treated as a count variable for purposes of 

individual-level analyses, and as a simple continuous variable in multilevel models
14

.   

                                                
14 At the individual level, few differences were noted between count data (negative binomial) and regular 

regression models.   As noted above, the multilevel software available in the Research Data Centre did not 
include a facility for negative binomial models. 
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Emotional Wellness – The emotional wellness variable represents a count of the “types of 

support” an individual receives from his or her “emotional network”. This measure is not a 

count of the number of people that someone may have as part of their emotional network. 

While it would have been preferable to have included a measure of the number of people 

in this measure, this information was not present in the APS data. The question asked: 

“Who would you turn to for support in times of need -- A co-worker, a friend, etc?, which 

was then followed with a yes or no response. The variable “emotional wellness” is a count 

measure of the following number of types of persons the survey respondent feels he or she 

can turn to from the following list: Person to turn to for support - No one, 

Spouse/common-law partner, Son/Daughter (15 years or older), Father or mother, 

Brother/Sister, Grandfather/Grandmother, Other relative, Friends/neighbours/co-workers, 

Employer, Elders, Clergy or religious/spiritual figure, Community/friendship centres, 

Other non-relative. The higher the score will imply the higher the level of emotional 

wellness by having a larger network of “types of supports” in place and 0 being a lower 

level of emotional wellness by having no network of “types of supports” in place. See 

Table 23 Appendix C for the list of questions from the survey instrument. 

 

Mental Wellness-The Kessler Psychological Distress Scale (K10) is designed to measure 

anxiety and depression through a 10-item response question. Each question pertains to an 

emotional state and each has a five-level response scale and asked: “During the past 
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month, that is, from [date one month ago] to yesterday, about how often did you feel: Felt 

tired out, Felt hopeless, Felt restless,  Could not sit still, Felt sad/depressed, 

Depressed/nothing cheers you up, Felt everything was an effort, Felt worthless. See 

Appendix C for the list of questions from the survey instrument.   The response ranged 

from: All of the time (1) Most of the time (2) Some of the time (3) A little of the time (4) 

None of the time (5). A new variable called mental wellness was created using a single 

factor model based in structural equation modeling. I subjected the items to a confirmatory 

factor model to investigate scale dimensionality and in doing so obtained the best-fitting 

set of indicators. SEM’s ability to impute relationships between unobserved constructs 

(latent variables) from observable variables makes this a reliable approach to scale 

construction. The results of the latent structural equation Model results for the Mental 

Wellness Variable are located in Table 2 and the comparative fit index (CFI) which 

analyzes the model fit by examining the discrepancy between the data and the 

hypothesized model indicates a value of CFI=.096. CFI values range from 0 to 1, with 

larger values indicating better fit and in this case a CFI value of .90 or larger is generally 

considered to indicate acceptable model fit and the scale a reliable measure of the 

construct (Heck et al, 2015). 
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Table 2: Structural Equation Model Results for Scale Construction of Mental Wellness 

 

Independent Variable Selection – Individual Level  

 

Trauma: For Indigenous peoples, ongoing colonial policies and practices are aimed at 

eroding cultural identity and the legacy of the residential school system have led other 

scholars to conclude that severe historical trauma has, as a consequence, been passed 

through the generations (Braveheart et al, 2014; Braveheart et al, 1998; Ross, 1996; 

Maté, 2008; Gone et al, 2014) and that the legacy of the residential schools still has an 

impact on individuals, families and communities today. There are varied uses of the 

terms to describe trauma in the Indigenous literature, and in some instances the term 

intergenerational trauma is used to explain the transmission of trauma from one 

generation to the next while historical trauma has also been ubiquitous (Helin, 2006; 

Gagné, 1998; Braveheart, 2014; Gone et al, 2014). Indigenous scholars and trauma 

CFI 0.96

TLI 0.944

observed Std. Err. z P>z

Felt tired out 1.38144 0.47203 0.90941 0.3417

Felt nervous 1.05438 0.33663 0.71775 0.31927

Felt hopeless 0.69674 0.39615 0.30059 0.56857

Felt restless 1.30992 0.37621 0.9337 0.2872

Felt sad/depressed 1.05867 0.69131 0.36736 0.6530

Depressed/nothing cheers you up 0.55497 0.34009 0.21489 0.6128

Felt everything was an effort 1.3111 0.53327 0.77783 0.40674

Felt worthless 0.66523 0.37924 0.28599 0.57009

overall 0.89113
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experts, Braveheart and Debruyn, (1998, p.64) argue that “Like children of Jewish 

Holocaust survivors, subsequent generations of American Indians also have a pervasive 

sense of pain from what happened to their ancestors.” Similarly, Gone et al (2014) have 

invited us to rethink the term historical trauma by making linkages using historical 

trauma research with survivors of the Holocaust to identify a comparable cluster of 

events correlated with massive group trauma across generations, “In seeking to 

understand the transgenerational effects of historical trauma and processes of recovery, 

some Indigenous scholars and mental health practitioners have made explicit analogies to 

the Holocaust and its health impacts on the Jewish people (Gone et al, 2014, p.301).  This 

dissertation uses the term Transgenerational Trauma (TGT) as a way of assessing the 

across generations and between generations impact of having parents, grandparents, 

aunts, uncles, brothers, sisters and other extended family members who attended 

residential schools. Transgenerational trauma has also been incorporated into emerging 

literature in the area of Jungian analytical psychotherapy, dream work analysis and 

ancestral trauma (Minulescua, 2016) and the  term has applications which directly pertain 

to understanding the impacts of trauma when also working with Indigenous people  

(Gone et al, 2014).  

With multiple generations of Indigenous peoples and communities having been 

affected by residential school, the ongoing trauma affects the economic, social and 

political structure in communities, and has consequences for systems of dependency and 

marginalization. At the individual level, we would expect consequences which include 

https://en.wikipedia.org/wiki/Historical_trauma
https://en.wikipedia.org/wiki/Historical_trauma
https://en.wikipedia.org/wiki/Holocaust
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increased anxiety, stress and increased use of alcohol (Gagné, 1998, Helin, 2006). 

Exposure to residential schools (trauma) in this study was measured in two ways: 1) 

respondent residential school attendance and 2) residential school attendance on the part 

of the relatives of the respondent. The first variable on residential school attendance 

asked the survey respondent” Were you ever a student at a residential school or a federal 

industrial school? It was used as a binary variable and coded 1=yes and 0=no. The second 

related trauma variable is the transgenerational trauma index (TGTindex) which is a 

count variable based in the aggregation of the number of types of relatives who had 

experience with the residential school system from the following list (Family members 

attended): no relatives attended, Grandparents, Mother, Father, Spouse/partner, 

Brothers/sisters, Other relatives, Uncles/Aunties, Cousins. See Appendix C for the list of 

questions from the survey instrument. The total score for the scale was calculated by 

adding the numbers associated with responses to each item. Each item was coded 0 or 1 

and the possible range of scores is 0 to 9. The higher the score will imply the higher the 

level of transgenerational trauma based on more family members having attended 

residential schools.  

 

Food security (securefood): The forced removal of Indigenous peoples from their 

traditional territories and food systems dates back to early settler relations. Food security 

has always remained an important issue for Indigenous peoples witness to ongoing cycles 

of malnutrition, suppressed immunity and sickness from tuberculosis and other diseases 
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that are directly related to food security (Daschuk, 2013). Level of Food Security 

(securefood) is a derived variable on the APS survey that measures the level of food 

security in the household. The questions used to derive the variable asked respondents: 

Q1: "The food that [you/you and other household members] bought just didn’t last, and 

there wasn’t any money to get more." Was that often true, sometimes true, or never true 

in the past 12 months? "[You/You and other household members] couldn’t afford to eat 

balanced meals." Q2: In the past 12 months was that often true, sometimes true, or never 

true? Q3: In the past 12 months, did [you/ you and other household members] ever cut 

the size of your meals or skip meals because there wasn’t enough money for food? How 

often did this happen - almost every month, some months but not every month, or in only 

1 or 2 months? Q4: In the past 12 months, did you [personally] ever eat less than you felt 

you should because there wasn’t enough money to buy food. How often did this happen - 

almost every month, some months but not every month, or in only 1 or 2 months? The 

above questions were derived into a food security variable by Statistics Canada which 

was a three point scale measured by the level of food security in the household which was 

1-high or marginal food security, 2- low food security, 3- very low food security.  For 

this analysis the variable was recoded as 1=high/moderate security and low/ no security 

=0. 
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Traditional Cultural Practices and Wellness: Settler colonial relations established 

structures that have eroded socio-cultural practices that for generations had been the way 

of life for Indigenous peoples language use and traditional practices included hunting, 

fishing, trapping, berry picking, as well as cultural ceremonies including, singing, 

dancing, drumming, weaving, and carving. Language use and traditional practices are 

creative cultural expressions based in a sense of spirituality and rituals embedded in 

governance structures and territorial heritage. As previously outlined in Chapters Two 

and Three, the banning of Indigenous language and cultural practices through federal 

laws and policies and through practices associated with the residential school system are 

tied to the devastating legacy of colonialism that has left Indigenous peoples with 

displacement, trauma, poor health conditions, and poverty. Opportunities to live one’s 

identity as an Indigenous person in urban centres are often difficult and restricted 

(Reading et al, 2007) because cultural practices and beliefs generally run counter to 

dominant Western worldviews.  Given the complexity of transgenerational Trauma for 

Indigenous peoples it is clear that “disrupting the intergenerational transmission of 

trauma will require holistic and multi-faceted approaches to improving health and well-

being…there is a deep shame that is felt by many Aboriginal people that is linked to the 

processes of colonialism” (Aguiar et al, 2015, p. 23) which is felt by individuals, 

families, communities and nations. In order to re-establish a sense pride of Indigenous 

identity for individuals and communities and to effectively deal with unresolved trauma 

there is now an emphasis on ‘culture as treatment’ activities (Gone, 2013 as cited in 
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Aguire, 2015, p.23). Research into resilience and Indigenous resurgence has shown that 

the sense of historical rootedness Indigenous people have and maintain through cultural 

activities helps  them cope with issues created through colonization (Gone, 2011; Gone & 

Kirmayer, 2010: Kelley, 2012; Kirmayer et al, 2011; Kirmayer et al, 2012; Kral, 2012; 

Alfred and Corntassel, 2005, Reading  et al, 2007).  Ties to culture are essential for 

survivance which is “an active sense of presence over absence, deracination, and 

oblivion” (Vizenor, 2007, p. 3) The following five wellness variables are included in this 

analysis to determine the effects of cultural practices and traditional activities on 

dimensions of Indigenous well-being and described in detail below:  

 

Language: This variable is measured as the survey participant’s level of familiarity with 

an Indigenous Language. The question asks: “How would you rate your ability to 

understand this Aboriginal language? Would you say you can understand” 1-very well, 2-

relatively well, 3- with effort, 4-only a few words and 5–not at all.  

Arts: This is the frequency of making arts and crafts in the past year. The question asks: 

“In the last year, did you make arts or crafts, for example, carvings, drawings, 

jewellery?” There are two response categories with 1- yes and 2 - no. This was recoded 

into a binary variable with 1-yes and 0-no for the purposes of analysis.  

Clothes: This is the frequency of making clothing and footwear in the past year. The 

question asks: “In the last year, did you make clothing or footwear?” There are two 
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response categories with 1- yes and 2 - no. This was recoded into a binary variable with 

1-yes and 0-no for the purpose of analysis.  

Hunting: This is the frequency of Hunting, fishing or trapping in the past year. The 

question asks: “During the hunting, fishing or trapping seasons, how often did you do 

this?” There are six possible response categories which includes: 1-everyday, 2-a few 

times a week, 3-once a week, 4-a few times a month, 5-once a month, 6-less than once a 

month.  

Gathering: This is the frequency of gathering in the past year. The question asks: “While 

they were in season, how often did you did you gather wild plants, for example, berries, 

rice or sweet grass?” There are six possible response categories which includes: 1-

everyday, 2-a few times a week, 3-once a week, 4-a few times a month, 5-once a month, 

6-less than once a month
15

.  

Overcrowding and Housing Conditions: Research studies show that poor quality 

housing, and overcrowding are barriers to good quality health and wellness of Indigenous 

peoples. Housing is a basic necessity for living a healthy life and therefore living in 

unsafe, unaffordable or insecure housing increases the risk of health problems. The 

presence of mold, inadequate heating and ventilation, the extent of house repairs and 

                                                
15 A correlation matrix was prepared and there were no observed significant relationships between these 

variables which indicates that these four variables be treated as separate predictors in the analysis. Due to 
small population counts the correlation matrix did not meet Statistics Canada minimum threshold for public 
release.  
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overcrowding have all been identified as determinants of adverse health outcomes for 

Indigenous peoples (Reading et al, 2007, Loppie-Reading and Wien, 2009; Wilson, 2002: 

White et al, 2005; Waldram et al, 2006). This study examines the effects of two separate 

housing variables on the four dimensions of wellness which include household size (a 

function of overcrowding) and also whether the house is in need of major or minor 

repairs. Household Size (HHsize) captures the number of people in the household and 

was originally coded as a continuous variable whereby 2=two person; 3=three person; 

4=four person; 5=five person; 6=six person and 7=7 or more people. Household Repairs 

captures the amount of house repairs needed and was originally coded as an ordinal 

variable whereby 1=no, only regular maintenance; 2=yes, major repairs are needed; 3= 

yes, minor repairs are needed. For the purpose of the present analysis the variable will be 

recoded into a binary variable called repairs where 0=no repairs; 1=minor repairs/major 

repairs.  

 

Indigenous Family Arrangements: In an article Family Matters: Household Size in 

Relation to Children’s well-being using the 2006 Aboriginal Peoples Survey Quinless 

(2014) explores in detail the ways in which family arrangements impact Indigenous 

children’s health outcomes. In quantitative analysis Quinless’s main argument is that it is 

important to acknowledge that prior to European contact, Indigenous families were 

comprised of social networks of related people, called kinship in which an individual's 

identity, rights, and responsibilities were defined and given meaning by the entire 
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community (Quinless, 2014). In another article, Quinless (2013) argues that the Canadian 

Census framework reflects a Western, industrialized notion of “family.” The problem 

with this definition is that it is “difficult for researchers to apply concepts in a culturally 

appropriate and meaningful way” (Quinless, 2013, p.6) to depict the socio-economic 

realities of culturally diverse groups of Indigenous families. This is important when we 

consider that further research into marriage and family consistently shows that 

Indigenous families in Canada are different from non-Indigenous families in terms of 

living arrangements and the number of people living within the household (Ambert, 

2006; Castellano, 2002; Hull, 2006; Quinless, 2013). For example, research shows that in 

First Nations communities there is more emphasis on the importance of extended family 

which is composed of a larger community, including relatives and friends (Ambert, 2006; 

Burns & Scot, 1994 as cited in Quinless, 2013). Family Type is a variable used in this 

analysis that indicates whether the household is a two-generation household, a three 

generation household, a skip-generation household or other type of household. The 

variable famtype is binary and recoded as 1-two generation, 0- multi-generation 

household. 

 

Alcohol Use – As previously discussed in Chapter Two and Chapter Three, colonization 

and the fur trade have been associated with the introduction of alcohol into Indigenous 

communities (Waldram et al, 2006). In fact, alcohol abuse, especially among those who 

attended residential schools has been identified as a contributing factor to other negative 
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health issues among subsequent generations of Indigenous peoples (RCAP, 1993; 

RCAP1, 1996, 1996; Loppie-Reading and Wien, 2009).The high incidence of alcohol use 

among Indigenous peoples is well documented in the social determinants of health 

literature, and alcohol abuse is regarded by many community health scholars and 

practitioners as a self-destructive behavior in many Indigenous communities (Gagne 

1998; Reading et al, 2007, Loppie-Reading and Wien, 2009; Helin, 2006). Alcohol abuse 

is related to domestic violence, sexual abuse and other types of substance abuse 

(prescription and non-prescription) which are at critically high levels within many 

Indigenous communities. Evans-Campbell and Walters (2006) build further on the 

historic trauma literature by exploring the interaction of historical trauma and current 

traumas, which they term the ‘Colonial Trauma Response’ which they argue is linked to 

alcohol abuse as a way to cope with the ongoing effects of colonialism (Evans-Campbell 

and Walters, 2006). To determine the frequency of alcohol use the survey asked “During 

the past 12 months, how often did you drink alcoholic beverages” with responses 1-Less 

than once a month; 2-Once a month; 3-2 to 3 times a month; 4-Once a week; 5- 2 to 3 

times a week; 6-4 to 6 times a week and 7- Every day. For the purposes of analysis the 

variable was treated with same coding scheme except that not stated responses (non-

drinkers in the past 12 months who are most likely people abstaining from drinking or 

recovering from alcohol abuse) were coded as 0 and included in the analysis.  
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Labour Force Status and Income: employment provides income which creates a sense 

of security and is a form of economic and social capital. It has been well documented in 

the literature on the social determinants of health that unemployment is associated with 

material and social deprivation, psychological stress and with physical and mental health 

problems that include depression, anxiety and increased suicide rates among Indigenous 

peoples (Kirmayer et al, 2009; Mikkonen et al, 2010; Reading et al, 2007; Loppie-

Reading and Wien, 2009). Research shows that unemployment is related to poor health 

among Indigenous peoples and often leads to material deprivation and poverty by 

reducing income. In addition, job loss is a stressful event and research shows that it is 

linked to low self-esteem, increased anxiety and the increased likelihood of turning to 

unhealthy coping behaviours such as high levels of alcohol use (Mikkonen et al, 2010; 

Reading et al, 2007; Loppie-Reading and Wien, 2009). Employed is a binary variable 

used in this analysis and is coded as employed =1 and not employed =0.  Total 

Household Income (IncomeT) is the variable that captures total income across all adult 

members in the household; two extreme cases were deleted that where the total 

household income exceeded $3,000,000. The variable was centered at the mean in the 

multi-level analysis
16

.  

 

Age and Gender: It is well documented that age as well as sex (biological traits) and 

gender (socially constructed gendered roles) will have different impacts on health and 

                                                
16 Using the logged value of this variable did not result in improvements (in R-squares or in the magnitude of 

effects associated with this variable), so all results are reported with the unlogged variable. 
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wellness among Indigenous peoples.  The literature on the social determinants of health 

have found that Indigenous women experience unique health risks related to reproduction 

such as gestational diabetes and ovarian cancer, and are more likely to experience mental 

health issues (e.g. depression and anxiety disorders) compared to men.  In addition, 

research shows that the cyclical nature of the determinants of health are interconnected 

which means that inequalities in one determinant of health (e.g. education) can be linked 

to inequalities in another determinant (e.g. employment) ( Reading et al, 2007, Loppie-

Reading and Wien, 2009; Wilson, 2002: Waldram, at al 2006). The variable gender is a 

unidimensional construct based on data availability and for this reasons measures 

biological sex (cis-gender) of the survey participant. The variable was coded male=1 or 

female = 0. The age variable pertains to only those survey respondents 20 years and old. 

This is because the last residential school closed in 1996 in Canada and it makes sense 

that those 20 years and older will have different health and wellness outcomes 

considering that they may have attended residential school compared to those Indigenous 

peoples less than 20 years of age who did not attend residential school. The age of the 

respondent (Age) refers to the respondent’s age in years.  

 

Highest Level of Schooling: Educational attainment has been identified as important 

social determinant of health and wellness and research shows that people with higher 

education tend to be healthier than those with lower educational attainment. But, that is 

also because level of education is highly correlated with other social determinants of 
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health such as the level of income, employment security, and working conditions 

(Mikkonen et al, 2010). Historically, Indigenous students have lower educational 

outcomes when compared to non-Indigenous students (Cajete, 2004) and higher school 

dropout rates (Audas, et al, 2001). This is especially the case for Indigenous women who 

have consistently lower levels of educational attainment than non-Indigenous women. 

Research conducted by Quinless (2009) shows that at least some of this difference is due 

to their diverging pathways through the education system. For example, while many 

Aboriginal women do not have a high school diploma, some of these women return to 

complete high school later in life (Quinless, 2009). Educational attainment (as a measure 

of human capital) is associated with most measures for population health (Mikkonen et 

al, 2010; Reading et al, 2007; Loppie-Reading and Wien, 2009) and much of the 

literature supports the hypothesis that lower levels of education are associated with 

poorer health outcomes (Reading et al, 2007; Loppie-Reading and Wien, 2009; Wilson, 

2002; White et al, 2005; Waldram et al, 2006). Highest Level of Schooling (hlos) is a 

variable that captures the highest level of schooling completed by the respondent. The 

variable was coded into seven categories ranging from 1=elementary or less, 2=some 

high school, 3=completed high school, 4=some post-secondary non-university, 

5=completed postsecondary non-university, 6=some university and 7= completed 

university.  
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Mobility Patterns and Community size: As previously discussed in Chapter One, the 

proportion of Indigenous people residing in urban spaces across Canada is growing yet 

“relatively little is known about these individuals’ experiences and perspectives” 

(Environics Institute, 2010, p. 6). Part of the reason for this lack of understanding is 

based on the lack of data available and also data that tend to be based on off reserve 

populations more generally rather than specifically urban. This means that comparisons 

between rural and urban Aboriginal populations are difficult and also that there is little 

attention paid to mobility patterns within urban only spaces (Place, 2012).The urban 

Indigenous population has higher rates of mobility compered to non-Indigenous peoples 

and an important aspect of this mobility is that movement occurs both between rural and 

urban areas, and also within urban areas. This is often cited in the literature as the ‘churn 

factor’ (Norris & Clatworthy, 2011; Quinless et al, 2015). Although urban centres may 

seem more attractive in "terms of employment opportunities, available housing and better 

social services there are complex factors affecting mobility patterns which means that 

urbanization does not always improve the health and wellness outcomes of Indigenous 

people (Newhouse, et al 2001). For example, Peters (2004) suggests that cities are 

attractive because they provide more services and greater educational opportunities. 

However, the same cities also are “environments in which Aboriginal peoples experience, 

racism, poverty and problems finding housing” (Peters, 2004 p. 5). Mobility (move5) is a 

variable that accounts for the survey participants place of residence 5 years ago (2006) 

and is measured by the frequency of moves within the last 5 years where 0 = no moves, 
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1= 1 move, 2= 2 moves, 3=3 moves 4= 4 or more moves. Community Size (urban) is a 

variable that accounts for the size of the urban community and is while the variable was 

originally coded into 1-CMA, 2-Other urban 3- Other rural. For purposes of individual-

level analyses in this study, the variable was recoded into a dichotomous variable with 

values of 1=CMA (population over 100,000) and 0=CA (community population 10,000-

100,000). In multi-level analyses, discussed below, more exact measures of community 

size were employed as level-2 covariates.  

2011 NHS Independent Variables (Community Level 2) 

 

There are a total of seven community level (level 2) variables used in the multilevel 

models for this analysis and each is described in detail below:  

 

Education (hlos): This variable represents the average level of schooling for each 

community, and is measured by calculating community means across the relevant 

individual-level census variable.  captures the highest level of schooling completed by the 

respondent.  The Census variable was coded into seven categories ranging from 

1=elementary or less, 2=some high school, 3=completed high school, 4=some post-

secondary non-university, 5=completed postsecondary non-university, 6=some university 

and 7= completed university. 
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Low Income Cut-Off (lico): as measured by the proportion of First Nations people 

below the low income cut-off (before taxes) for each community. The Lico (before taxes) 

is variable provided by Statistics Canada in the 2011 National Household Survey. The 

Low-income measure before tax (LIM-BT) is a fixed percentage whereby half of the 

median adjusted total income of households observed at the person level, where adjusted 

which indicates that a household's needs are taken into account (Statistics Canada, 2016)  

 

Income: as measured by the median value of total household income for each 

community. Total household income is the sum of income received during 2010 from all 

income sources together, except net capital gains or losses (Statistics Canada, 2016). The 

median value is the value where half of the population is above the midpoint and half of 

the population is below. For this study, the median value of total household income was 

calculated for each community and used in the analysis.  

 

Community Size: as measured by the population size for each community and was 

divided by 100,000.
17

   

 

                                                
17 For many of the models, a variant involving the log of the income was employed as an alternative.  In all 

cases where the community size effect was statistically significant, the logged version of this variable did 
not have as strong an effect on the dependent variable 
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Indigeneity: is measured by the proportion of Indigenous people residing in each 

community. This proportion was calculated for each community and used in the 

analysis
18

. 

Language: This variable measures the proportion of First Nations people who speak an 

Indigenous language in each community based on the 2011 National Household Survey 

question asking if survey participants “were familiar with an Indigenous language”.  

Reserve – This variable captures the proportion of First Nations peoples who live on 

reserve in each urban centre; this are often called urban reserves. There are now more 

than 120 urban reserves across Canada, established under the Additions to Reserve policy 

and Treaty Land Entitlement agreements. According to Statistics Canada an urban 

reserve is defined as a reserve within or adjacent to an urban centre. Urban reserves can 

be found in Census Agglomeration areas such as Portage La Prairie, Manitoba, and larger 

Census Metropolitan Areas such as Vancouver, British Columbia (Statics Canada, 2016). 

In some cases, it could be argued that opportunities for economic self-sufficiency for a 

remote First Nation is non-existent but if that Nation has the ability to purchase land in an 

urban setting they can increase social and cultural capital. Joseph (2015) argues that 

living in an urban reserve increases the opportunity to develop businesses and provide 

employment and training for community members (Joseph, 2015).  

                                                
18 Indigenous is comprised of First Nations, Métis, Inuit and non-status peoples; though the proportion of Inuit 

peoples were negligible in most of the cities studied since the reside predominantly in the North. 
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Descriptive Statistics 

 

 For the multilevel analysis, the multilevel structure operationalized for the analysis 

from the 2011 NHS consists of N=1,111,860 Indigenous individuals nested within 147 

communities comprised of both Census Metropolitan Areas (CMA) and Census 

Agglomerations (CA)
19

. However, the total population size of the First Nations 

community is 366,166 peoples that self-identified as First Nations (only). According to 

Statistics Canada (2016) a census metropolitan area (CMA) must have a total population 

of at least 100,000 of which 50,000 or more must live in the urban core. A CA must have 

an urban core population of at least 10,000. The communities that are represented in this 

analysis are outlined in Table 7 (see Appendix B). 

The 2012 Aboriginal Peoples Survey (APS) indicates that approximately 17% of 

First Nations peoples live in Census Metropolitan Areas (cities>100,000) and in Census 

Agglomeration Areas (cities >10,000). The sample size used in this analysis is n=4,811 

First Nations peoples and the composition of the sample is 49.8 percent male and 50.2 

percent female and the mean age is 38.2 years (Statistics Canada, 2016). Figure 11 

provides a conceptual framework of the effects of each endogenous variable on the four 

main exogenous variables which is followed by a discussion of the main research 

hypotheses to be tested in the analysis. 

                                                
19 For more information about census and geographic concepts please see http://www.statcan.gc.ca/pub/93-

600-x/2010000/definitions-eng.htm 
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The results in Table 3 show the average Transgenerational Trauma Index 

(tgtindex) score across 71 communities in Canada
20

. The communities with the highest 

levels of trauma are Yorkton, Saskatchewan (tgt=3.3), Lethbridge, Alberta (tgt=3.2), 

Brandon, Manitoba (tgt=2.9), Regina, Saskatchewan (tgt=2.9) Port Alberni, British 

Columbia (tgt=2.4) Victoria, British Columbia (tgt=2.4) and Port La Prairie, Manitoba 

(tgt=2.4). It is important to note that these transgenerational trauma values are not 

proportional to population size. This means that as First Nations peoples in a city 

increases it does not mean that the average score of transgenerational trauma will 

increase. For example, Yorkton, Saskatchewan has the highest level of transgenerational 

trauma (tgt=3.3) when compared to other communities while the population of First 

Nations peoples in Yorkton is 870 people compared to a larger urban centre such as 

Vancouver where there are 20,080 First Nations peoples and the transgenerational trauma 

value is much lower (tgt=1.2). The impacts of residential schools are transgenerational 

which means that many Indigenous people are born into families and communities that 

had been struggling with the effects of trauma for many years. According to the First 

Nations Information Governance Centre (2012) in the 2008/2010 Regional Longitudinal 

Health Survey (RHS) “A higher proportion of First Nations adults with a chronic health 

condition reported moderate to high levels of depression (34.4% vs. 20.8), [and] suicide 

ideation (24.3% vs. 17.7)… compared to those without a chronic health conditions” 

                                                
20 Statistics Canada suppression rules would not permit communities with cell counts less than 10 people in 

the unweighted result to be released for the 2012 Aboriginal Peoples Survey confidential data file. The 
consequence is that 76 communities tgt index value could not be included in the transgenerational trauma 
Table 7.  
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(FNIGC, 2012, p.118). These findings are useful and can be used as a guide to 

understanding the magnitude of transgenerational trauma especially in smaller 

communities where there may not be sufficient social programs and services to support 

First Nations peoples in dealing with the impacts of residential school trauma.   
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Table 3: Transgenerational Trauma Index by Community, 2012 Aboriginal Peoples Survey  

 

Community

First Nations

Population

Average

Index Score

corner brook 3360 0.1

halifax 3820 0.3

fredericton 1200 1.1

québec 3840 0.4

montréal 11590 0.6

ottawa - gatineau (quebec part) 4020 0.2

ottawa - gatineau (ontario part) 7200 0.9

belleville 1900 0.8

peterborough 720 1.2

oshawa 2740 0.3

toronto 19220 0.7

hamilton 5030 0.7

st. catharines - niagara 5210 0.4

kitchener - cambridge - waterloo 3210 0.5

brantford 3160 0.9

london 4540 0.6

chatham-kent 1140 0.7

windsor 3010 0.3

sarnia 2870 0.7

barrie 840 0.5

orillia 1150 0.5

north bay 2130 0.9

greater sudbury 3110 0.9

timmins 900 1.0

sault ste. marie 2470 0.7

thunder bay 7190 1.7

kenora 830 1.0

winnipeg 18890 1.8

portage la prairie 890 2.2

brandon 1120 2.9

thompson 2590 1.4

regina 6420 2.9

yorkton 870 3.3

moose jaw 150 2.3

saskatoon 5650 1.5

north battleford 1310 1.6

prince albert 5610 2.2

medicine hat 1200 0.7

lethbridge 1370 3.2

calgary 8330 1.8

red deer 1420 2.2

edmonton 16430 1.6

grande prairie 1480 2.1

wood buffalo 1530 1.0

cranbrook 380 1.8

kelowna 2130 0.9

vernon 1890 1.6

kamloops 2440 1.1

chilliwack 3560 1.8

abbotsford - mission 2330 1.2

vancouver 20080 1.2

victoria 5240 2.4

duncan 960 2.2

nanaimo 2780 1.4

port alberni 510 2.7

courtenay 1450 1.3

campbell river 1870 1.6

williams lake 1290 2.0

quesnel 820 1.4

prince rupert 2570 1.6

terrace 2770 1.6

prince george 2940 1.9

fort st. john 860 1.7

whitehorse 2100 2.2

yellowknife 1520 2.8
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Figure 11: Model of Individual Variables’ Influence on the Four Main Dimensions of the 

Traditional Indian Medicine Wheel 
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Main Hypotheses Testing:  

 

As previously discussed in Chapter Two and Three, residential schools have 

created various forms of trauma that continue to affect the lives of Indigenous peoples for 

those individuals that attended residential schools and also for those individuals whose 

extended family members attended residential schools. However, the impacts of 

colonialism are not restricted to residential schools but extend to a number of social, 

cultural and economic conditions that have negative effects on Indigenous peoples’ sense 

of well-being. The rationale for selection of variables for analysis was outlined in the 

previous section and the following section provides an overview of the main hypotheses 

that are tested in the quantitative analysis for each of the four dimensions of wellness and 

corresponding models. For each model there are several socio-demographic and socio-

economic factors that are introduced as control variables. These variables include: income 

levels, living in a multigenerational household (family type), household size, houses that 

are in need of repairs, gender, being employed, and community size.   

 

MODEL 1: Spiritual Wellness 

 

There are four main hypotheses for Model 1 Spiritual Wellness outlined below. 

The control variables include: living in a household size, educational attainment, houses 

that are in need of repairs, gender, being employed, and community size.   
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Hypothesis 1: Higher levels of residential school attendance and transgenerational trauma 

will be associated with a lower likelihood of reporting Indigenous spirituality (wellness). 

As previously explained, one of the main objective of the residential school system was 

to eradicate Indigenous spirituality through exposure to Christianity (Fleras and Elliott, 

1996; TRC, 2015). It can therefore be expected that those who attended residential school 

or have a higher level of transgenerational trauma will be less connected to their sense of 

Indigenous spirituality. 

 

 Hypothesis 2: Higher levels of alcohol use will be associated with a lower likelihood of 

reporting Indigenous spirituality (wellness).  As previously explained alcohol abuse is 

reported to be at critically high levels within many Indigenous communities (Reading et 

al, 2007; Helin, 2006) and is identified as a determinant of poor health (Loppie-Reading 

and Wien, 2009).  

 

Hypothesis 3: Higher levels of speaking an Indigenous language and participation in 

traditional cultural activities (arts and making clothes) and land-based practices (hunting 

and gathering) will be associated with a higher likelihood of reporting Indigenous 

spirituality (wellness).  As previously discussed, research has shown that the sense of 

connectedness Indigenous peoples maintain to the practice of cultural activities, and 

traditional land-based activities helps them cope with the adverse impacts of colonization. 
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(Corntassel, 2012; Baskin, 2005; Gone, 2011; Gone & Kirmayer, 2010; Kirmayer et al., 

2011; Kirmayer et al, 2012) 

 

Hypothesis 4: Living in a multigenerational household will be associated with a higher 

likelihood of reporting Indigenous Spirituality (wellness).  A recent study using the 2011 

National Household Survey conducted by Statistics Canada (2015) found that a high 

proportions of Indigenous peoples who reported a Traditional Aboriginal Spirituality 

(20%) as their religious affiliation tended to live in either “skip generation households” or 

multigenerational households (Statistics Canada, 2015). Research also shows that 

connection to family is important in the transmission of cultural practices and traditions 

which are linked to Indigenous spirituality and dealing with trauma (Braveheart, 2014) 

 

MODEL 2: Physical Wellness 

There are seven main hypotheses for Model 2 Physical Wellness outlined below. 

There also are several socio-demographic and socio-economic factors that are introduced 

as control variables in Model 2 Physical Wellness to assess the above hypotheses. These 

variables include: living in a multigenerational household (family type), household size, 

houses that are in need of repairs, gender, being employed, language, and community size.   

 

Hypothesis 1: Higher levels of residential school attendance and transgenerational trauma 

will be associated with a lower likelihood of reporting physical wellness.   
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 Hypothesis 2: Higher levels of alcohol use will be associated with a lower likelihood of 

reporting physical wellness. As previously explained alcohol abuse is reported to be at 

critically high levels within many Indigenous communities (Reading et al, 2007; Helin, 

2006) and is identified as a determinant of poor health with obvious impacts on states of 

physical well-being (Loppie-Reading and Wien, 2009). High incidences of alcohol use  

 

Hypothesis 3: Being older will be associated with a lower likelihood of reporting physical 

wellness. There is evidence that shows that life expectancy at birth for Indigenous people 

is lower in Canada than among non-Indigenous groups (Loppie-Reading and Wien, 2009). 

There are also numerous studies that show that chronic health conditions such as diabetes, 

high blood pressure and heart disease are determinants of poor health and are higher 

among older Indigenous peoples (FNHA, 2012; Reading et al, 2007; Loppie-Reading and 

Wien, 2009).  

 

Hypothesis 4: Lower levels of food security will be associated with a lower likelihood of 

reporting physical wellness. For many Indigenous peoples and communities across 

Canada there is an issue with one or more of aspects of food security related to 

accessibility based on level of income, and also geographic location. Issues of food 

security are directly related to Indigenous peoples, and that low levels of food security 
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within the household are identified as a determinant of poor health (Reading et al, 2007; 

Loppi-Reading et al, 2009).  

 

Hypothesis 5: Higher levels of participation in traditional cultural activities (arts and 

making clothes) and land based practices (hunting and gathering) will be associated with a 

higher likelihood of reporting physical wellness. As previously outlined in Chapters Two 

and Three, the banning of Indigenous language and cultural practices through federal laws 

and policies and through practices associated with the residential school system are tied to 

the devastating legacy of colonialism that has left Indigenous peoples with displacement, 

trauma, poor health conditions, and poverty (Reading et al, 2007; Gone & Kirmayer, 

2010; Kirmayer et al., 2011; Kirmayer et al, 2012). It is hypothesized that those 

participation in Indigenous land-based traditions and cultural practise will result in a 

higher state of physical wellness. 

 

Hypothesis 6: It has been well documented in the literature on the social determinants of 

health and wellness that low income and unemployment is associated with poor health and 

in particular, physical and mental health problems that range from depression, and suicide 

ideation to heart and health disease especially among Indigenous peoples (Kirmayer et al, 

2009; Mikkonen et al, 2010; Reading et al, 2007; Loppie-Reading and Wien, 2009). It is 

hypothesized that higher levels of income and being employed will be associated with a 

higher likelihood of reporting physical wellness. 
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Hypothesis 7: Higher numbers of people living in the household and homes that are in 

need of major repair will be associated with lower likelihood of reporting physical 

wellness. As previously described, research studies show that when large numbers of 

people who live together in inadequate housing. This results in overcrowding which leads 

to poor housing conditions which then serve as barriers to good quality health and 

wellness of Indigenous peoples who are  living in unsafe, unaffordable or insecure housing 

increases the risk of health problems. (Reading et al, 2007, Loppie-Reading and Wien, 

2009; Wilson, 2002: White et al, 2005; Waldram et al, 2006) 

 

MODEL 3: Mental Wellness  

There are nine main hypotheses for Model 3 Mental Wellness outlined below. There are 

also several socio-demographic and socio-economic factors that are introduced as control 

variables in Model 3 Mental Wellness to assess the above hypotheses. These variables 

include: living in a multigenerational household, household size, houses that are in need of 

repairs, and community size.   

 

Hypothesis 1: As previously described in Chapter Two and Three, Indigenous peoples and 

communities having been affected by the residential school system in terms of ongoing 

trauma which has affected the economic, social and political structure in communities, and 

has consequences which include increased anxiety, stress and increase use of alcohol 
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(Gagné, 1998, Helin, 2006). Higher levels of residential school attendance and 

transgenerational trauma will be associated with a lower level of mental wellness.   

  

Hypothesis 2: Higher levels of alcohol use will be associated with a lower likelihood of 

reporting mental wellness. As previously explained alcohol abuse is reported to be at 

critically high levels within many Indigenous communities (Reading et al, 2007; Helin, 

2006) and is identified as a determinant of poor health (Loppie-Reading and Wien, 2009). 

 

Hypothesis 3: Being older will be associated with a lower likelihood of reporting mental 

wellness. As previously stated, there research studies show that poor health outcomes 

including mental distress is higher among older Indigenous peoples (FNHA, 2012; 

Reading et al, 2007; Loppi-Reading et al, 2009). 

 

Hypothesis 4: Higher levels of food security will be associated with a higher likelihood of 

reporting mental wellness. Issues of food security are directly related to Indigenous 

peoples, and that low levels of food security within the household has been identified as a 

determinant of poor health (Reading et al, 2007; Loppie-Reading and Wien, 2009). For 

example, a recent report (2016) suggest that Indigenous peoples repeatedly demonstrate 

their extraordinary vulnerability to household food insecurity and that this is linked to a 

number of sociodemographic risk factors such as mental illness and distress that are 

associated with household food insecurity (Li et al, 2016)   
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Hypothesis 5: Higher levels of speaking an Indigenous language and participation in 

traditional cultural activities (arts and making clothes) and land based practices (hunting 

and gathering) will be associated with a higher likelihood of reporting mental wellness.  

 

Hypothesis 6: Homes in need of major repairs will be associated with a lower likelihood 

of reporting mental wellness. As previously described, research studies show that 

overcrowding and poor housing conditions are barriers to good quality health and wellness 

of Indigenous peoples. 

 

Hypothesis 7: Higher levels of alcohol use will be associated with a lower likelihood of 

reporting mental wellness. As previously explained alcohol abuse is reported to be at 

critically high levels within many Indigenous communities (Reading et al, 2007; Helin, 

2006) and is identified as a determinant of poor health (Loppie-Reading and Wien, 2009. 

 

Hypothesis 8: Higher levels of income, being employed and higher levels of food security 

will be associated with a higher likelihood of reporting mental wellness. 

 

Hypothesis 9: Being female will be associated with a lower likelihood of reporting 

mental wellness. It is well documents that Indigenous women are at higher risk for 

alcohol and substance abuse, mental illness, suicide, diabetes (including gestational 
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diabetes), for themselves and their families (Reading et al, 2007; Helin, 2006; Li et al, 

2016). 

  

MODEL 4: Emotional Wellness 

There are four main hypotheses for Model 4 Emotional Wellness outlined below. There 

are also several socio-demographic and socio-economic factors that are introduced as 

control variables in Model 3 Mental Wellness to assess the above hypotheses. These 

variables include: income levels, houses that are in need of repairs, gender, being 

employed, language and community size.   

 

Hypothesis 1: As previously described in Chapter Two and Three, the residential school 

system has affected the ongoing state of Bimaadiziwin or the “good life” for indigenous 

peoples. The results has manifested in increased increase use of alcohol, suicide rates, and 

depression (Gagné, 1998, Helin, 2006) and sense of connection and community belonging 

(Kirmayer et al, 2009; Mikkonen et al, 2010; Reading et al, 2007). Higher levels of 

residential school attendance and transgenerational trauma will be associated with a lower 

level of emotional wellness.   

  

Hypothesis 2: Higher levels of alcohol use will be associated with a lower likelihood of 

reporting emotional wellness. Again, as previous discussed the high incidence of alcohol 
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use has been identified as a determinant of poor health outcomes among Indigenous 

peoples (Reading et al, 2007; Helin, 2006).  

 

Hypothesis 3: A larger number of people living in a household and living in a 

multigenerational household will be associated with a higher likelihood of reporting 

emotional wellness. In a research study Quinless argues “family matters” and that when 

Indigenous people are connected with family members in a shared living space, contrary 

to Western based ways of examining household size and associated poor health 

conditions, there are also positive outcomes for family members which can be evaluated in 

terms of a “network of support” (Quinless, 2015). 

 

Hypothesis 4: Higher levels of speaking an Indigenous language and participation in 

traditional cultural activities (arts and making clothes) and land based practices (hunting 

and gathering) will be associated with a higher likelihood of reporting emotional wellness.  

 

Individual Level Model Results 

 

A total of four separate models was developed for analysis in this study Model 

1—Spiritual Wellness (Logistic Regression); Model 2 Physical Wellness—Chronic 

Health Conditions (Negative Binomial Regression); Model 3— Mental Wellness 

(Ordinary Least Squares Regression); and Model 4—Emotional Wellness (Negative 
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Binomial Regression). A total of nineteen exogenous variables have been employed in 

the present study in order to identify the determinants of health and wellness Indigenous 

(First Nations) peoples living in urban centres in Canada. While several interaction terms 

were created in each of the models, none of these interaction terms proved to be 

statistically significant. In accordance with Statistics Canada requirements, analytical 

survey weights were used in all data analyses. The log of income showed no significant 

differences in model fit and no differences were observed with respect to the coefficients. 

The results of each of the regression analysis are specified below followed by an 

interpretation of the results.  
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Table 4: Results of Logit Regression Model 1- Spiritual Wellness 

 
**the coefficients are statistically significant at P < .10. 

 

The results of Table 4 are expressed in log odds (coefficients are multiplicative). 

For ease of interpretation the statistically significant variables have been converted into 

expected probabilities and are presented in Table 5 below. 

 

 

Logistic Regression

Log pseudolikelihood = -25981.053

Spiritual Wellness Coef Std Error z P>|z|

Gender   0.3470 0.3053 1.11 0.266

Alcohol Consumption  -0.0556 0.0801 -0.69 0.487

Income 0.0000 0.0000 -2.13 0.034

Level of Food Security -0.8875 0.3252 -2.73 0.006

5 Year Mobility 0.1194 0.1010 1.18 0.237

Highest Level of Schooling 0.1300 0.0932 1.4 0.163

Indigenous Language Ability 0.1385 0.1237 1.12 0.263

House Repairs Needed 0.1133 0.3213 0.35 0.724

Indigenous Clothes/footwear -0.9157 0.4450 -2.06 0.040

Indigenous Arts/Crafts  1.0954 0.3074 3.56 0.000

Family Type -0.7243 0.3049 -2.38 0.018

Traditional Hunting/Fishing -0.1254 0.3129 -0.4 0.689

Traditional Gathering of Berries/Plants 0.8287 0.3127 2.65 0.008

Household size  0.2115 0.0919 2.3 0.021

Employed 0.0507 0.3288 0.15 0.878

Attended Residential School 0.7508 0.4609 1.63 0.103

Transgenerational Trauma Index   0.3650 0.0854 4.28 0.000

CMA/CA location 0.5699 0.3001 1.9 0.058

Age -0.0204 0.0106 -1.93 0.053

Constant -4.9517 0.8215 -6.03 0.000

p<.10
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Table 5: Results of Predicted Probabilities on Spiritual Wellness 

 

From the data we see that there are five variables with the strongest effect on 

spiritual wellness: arts, gathering, food security, transgenerational trauma and family 

living arrangements. Specifically, there is a positive association between a high level of 

transgenerational trauma and the likelihood of reporting an Indigenous spirituality; We 

Independent

 Variables Values

Predicted 

Probabilities Std. error

Income

zero 0.041 0.008

50,000$                                            0.032 0.004

100,000$                                          0.024 0.003

Food security Low food Security 0.048 0.010

Moderate to high food security 0.022 0.004

Clothes Did not participate 0.034 0.005

Participated 0.015 0.005

Arts Did not participate 0.019 0.003

Participated 0.050 0.010

Gather Did not participate 0.023 0.004

Participated 0.045 0.008

Family Type 2nd Generation Household 0.040 0.007

Multi-Generation Household 0.022 0.003

TgtIndex 2 relatives 0.029 0.004

4 relatives 0.056 0.010

6 relatives 0.100 0.026

Urban Census Aggolmeration Area (CA) 0.021 0.004

Census Metropolitan Area (CMA) 0.035 0.005

Age 20 years 0.042 0.008

40 years 0.031 0.004

60 years 0.022 0.006
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see that with two people in the family that attended residential schools that 3% have 

Indigenous spirituality which increase to 10% when there are six or more relatives who 

attended residential schools. In many ways, these findings make sense when we consider 

that Indigenous people who have attended residential schools are on lifelong healing 

journeys and part of that healing is linked to connecting back to everyday acts of 

resurgence. The results confirm this by showing that the likelihood of participation in arts 

increases the likelihood of having an Indigenous spirituality and also that there is a strong 

positive association between the likelihood of gathering wild plants and berries and 

Indigenous spirituality.  The findings are particularly useful for purposes of 

understanding the importance of Indigenous spirituality and cultural practices as forms of 

wellness or “medicine” to help support the impacts of colonialism. As previously 

discussed, food security has been an ongoing issue for Indigenous peoples and is related 

to colonization. The data shows that there is a negative relationship between food security 

and Indigenous spirituality which supports this colonial trend that when households have 

lower levels of food security they move towards Indigenous spirituality demonstrating 

the resilience of Indigenous people to confront ongoing colonial structures.  Another 

interesting finding is the association between living arrangements and Indigenous 

spirituality. The results show that those people living in multi-generational households 

are more likely to report Indigenous spirituality. This makes sense when we consider the 

importance placed on family and role that family places in offering support in the practice 

of Indigenous spiritual practices. 
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Table 6: Results of Negative Binomial Regression Model 2- Physical Wellness   

        
**the coefficients are statistically significant at P <.05

21 

                                                
21 The test for alcohol is Chi2(7) = 41.88 Prob > chi2 = 0.0000 and for tgtindex is Chi2(8) = 22.98 Prob > chi2 

= 0.0034 

Negative Binomial Regression

Dispersion = mean

Log pseudolikelihood = 328400.48

Physical Wellness Coef Std Error z P>|z|

Gender   -0.1782 0.0611 -2.960 0.003

Alcohol  Consumption

          1 - Less than once a month 0.0100 0.0869 0.110 0.909

          2 - Once a month -0.2199 0.1017 -2.160 0.031

          3 - 2 to 3 times a month -0.4477 0.0998 -4.490 0.000

          4 -Once a week -0.2750 0.0942 -2.920 0.004

          5 - 2 to 3 times a week -0.2179 0.1024 -2.130 0.033

          6 - 4 to 6 times a week -0.7123 0.1901 -3.750 0.000

          7 - Every day 0.0631 0.1282 0.049 0.623

Income 0.0000 0.0000 0.000 0.959

Level of Food Security -0.2992 0.0685 -4.390 0.000

5 Year Mobility 0.0474 0.0249 1.900 0.082

Highest Level of Schooling -0.0165 0.0205 -0.810 0.420

Indigenous Language Ability -0.0197 0.0258 -0.760 0.446

House Repairs Needed 0.1698 0.0578 2.920 0.003

Indigenous Clothes/footwear 0.0477 0.0913 -0.520 0.601

Indigenous Arts/Crafts  0.2160 0.0654 3.300 0.001

Family Type -0.0806 0.0752 -1.070 0.284

Traditional Hunting/Fishing 0.1227 0.0712 1.720 0.085

Traditional Gathering of Berries/Plants 0.0471 0.0562 0.840 0.401

Household size  -0.0179 0.0283 -0.630 0.526

Employed -0.2611 0.0699 -3.950 0.000

Attended Residential School -0.0608 0.0839 -0.720 0.469

Transgenerational Trauma Index   

1 -0.0552 0.0789 -0.700 0.484

2 0.0499 0.0812 0.610 0.539

3 -0.0538 0.1120 -0.480 0.631

4 -0.0249 0.1242 -0.200 0.841

5 0.0877 0.1269 0.690 0.489

6 0.2218 0.1561 1.420 0.155

7 -0.0440 0.5503 -0.080 0.936

8 0.7954 0.1818 4.380 0.000

Census Metropolitan Area/Census Agglomoration 0.0167 0.0621 0.270 0.788

Age 0.0293 0.0022 13.470 0.000

   lnalpha -1.6464 0.2119

   alpha 0.1927 0.0408
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The results of Table 6 are expressed in logged count coefficients. For ease of 

interpretation the statistically significant variables have been converted into expected 

probabilities and are presented in Table 7 below. 

Table 7: Results of Predicted Values on Physical Wellness 

 

 

The results of Table 7 reveal there are six variables with the strongest effect on 

physical wellness which include alcohol, arts, food security, gender, housing conditions 

and being employed. Specifically, men have 17% better physical wellness compared to 

women; this means men have less chronic health conditions.   Alcohol use is associated 

Independent

 Variables Values

Predicted

Probabilities Std. error

Gender Females 1.229 0.044

Males 1.028 0.053

Alcohol None 1.296 0.074

1-2 week 0.826 0.065

4-6 week 0.636 0.114

Food security Low food Security 1.436 0.084

Moderate to high food security 1.058 0.037

House Repairs Minor repairs 1.070 0.038

Major repairs 1.276 0.060

Arts Did not participate 1.080 0.038

Participated 1.337 0.072

Employed Not employed 1.314 0.055

Employed 1.010 0.049

TgtIndex 2 relatives 1.213 0.072

4 relatives 1.123 0.122

6 relatives 1.453 0.208

Age 20 years 0.536 0.031

40 years 0.964 0.029

60 years 1.733 0.086
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with physical wellness and the results indicate alcohol use is associated with physical 

wellness. At first glance this finding seems suspect but after extensive analysis, we see 

that the variable does not behave in a linear manner and that people in the zero category of 

this variable are actually non-drinkers and perhaps “recovering alcoholics” that have more 

health conditions. In addition, those that drink on the upper end of the alcohol continuum 

(4-6 drinks per week) have very few health problems compared to in the last category 

containing those who drink every day with also a high number of health conditions. In 

addition, the data also shows that alcohol use is associated with physical wellness and the 

results indicate transgenerational trauma is associated with physical wellness. The effect 

of this variable is non-linear in this model and the results show that people with lower 

levels of physical wellness are either non-drinkers (recovering from alcohol) or extreme 

alcohol drinkers that consume alcohol every day. The results also show that those with 

lower levels of food security are less likely to report physical wellness which makes sense 

considering food and nutrition is a basic human need and directly associated with health 

and wellness. The results also reveal that those people that are unemployed (not in the 

labour force and underemployed) are more likely to report physical wellness and are most 

likely not working based on physical health limitations, while those who are older are less 

likely to report physical wellness.  

The results also show that participation in cultural activities and specifically arts 

are more likely to have more chronic health conditions and hence less physical wellness. 

This finding does not come as a surprise when we consider that cultural activities have 
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become “healing places” for people to deal with unresolved trauma which manifests in the 

body through chronic health conditions. Another interesting finding is the association 

between household repairs and physical wellness such that peoples whose homes are in 

need of major repairs are more likely to report lower levels of physical wellness. Again, as 

discussed in previous chapters there is an association between poor housing conditions 

and the social determinants of health and so living in homes in need of major repairs could 

also have mould, rodents infestations, inadequate ventilation and a number of associated 

conditions that are linked to poor health.  
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Table 8: Results of Ordinary Least Squares Regression on Mental Wellness  

 

**R-squared = 0.1946 Root MSE = .6185. The coefficients are statistically significant at P <.05 

 

Mental Wellness Coef Std Error  t  P>|t| 

Gender   0.1337 0.0373 3.590 0.000

Alcohol  Consumption

          1 - Less than once a month 0.0144 0.0598 0.240 0.810

          2 - Once a month 0.0939 0.0602 1.560 0.119

          3 - 2 to 3 times a month -0.0018 0.0589 -0.030 0.975

          4 -Once a week 0.0544 0.0550 0.990 0.323

          5 - 2 to 3 times a week -0.0719 0.0613 -1.170 0.241

          6 - 4 to 6 times a week -0.1245 0.1032 -1.210 0.228

          7 - Every day -0.1453 0.1143 -1.270 0.204

Income 0.0000 0.0000 2.280 0.022

Level of Food Security 0.4062 0.0510 7.970 0.000

5 Year Mobility -0.0380 0.0145 -2.620 0.009

Highest Level of Schooling 0.0329 0.0113 2.910 0.004

Indigenous Language Ability 0.0064 0.0156 0.410 0.683

House Repairs Needed -0.1776 0.0363 -4.890 0.000

Indigenous Clothes/footwear -0.0538 0.0655 -0.820 0.412

Indigenous Arts/Crafts  -0.0970 0.0483 -2.010 0.045

Family Type 0.0094 0.0396 0.240 0.813

Traditional Hunting/Fishing 0.0051 0.0350 0.140 0.885

Traditional Gathering of Berries/Plants -0.0564 0.0371 -1.520 0.129

Household size  0.0037 0.0119 0.310 0.756

Employed 0.1332 0.0388 3.430 0.001

Attended Residential School 0.0767 0.0642 1.190 0.232

Transgenerational Trauma Index   

1 0.0056 0.0451 0.120 0.901

2 -0.0091 0.0531 -0.170 0.863

3 -0.0271 0.0598 -0.450 0.651

4 0.0523 0.0763 0.690 0.493

5 0.0752 0.0762 0.990 0.324

6 -0.1453 0.1066 -1.360 0.173

7 0.0168 0.1368 0.120 0.902

8 -0.0507 0.0990 -0.510 0.609

Census Metropolitan Area/Census Agglomoration -0.0382 0.0333 -1.150 0.251

Age 0.0026 0.0012 2.090 0.036

constant -0.6269 0.1218 -5.150 0.000
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Table 9: Predicted Values on Mental Wellness

l 

 

The results of Table 8 and Table 9 reveal there are six variables with the strongest 

effect on physical wellness which include alcohol, arts, food security, gender, housing 

conditions and being employed. Specifically, those who reported being male (b=133) have 

a lower levels of mental wellness; meaning they have higher levels of distress. There is 

also a relationship between participation in cultural activities and mental wellness. The 

data shows that there is an inverse relationship in participation in arts and mental wellness; 

this means that as people participate more in art activities the number of distress 

symptoms they have decreases.  This finding is consistent with previous research findings 

that show that Indigenous cultural activities are a form of healing therapy and help to 

offset the impacts of colonialism (Gone, 2011; Gone, 2013; Gone & Kirmayer, 2010; 

Kelley, 2012; Reading et al, 2007)  

As we observed in Model 2, we can also see that alcohol use is associated with 

mental wellness. The results indicate that as alcohol use increases people report less 

mental wellness. Again, it is important to note that this a variable does not behave in a 

linear manner and that people in the zero category of this variable are actually non-

drinkers and perhaps “recovering alcoholics” that have more less mental health conditions. 

Independent

 Variables Values Predicted Score Std. error

Alcohol None -0.058 0.040

1-2 week -0.059 0.045

4-6 week -0.182 0.094
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In addition, those that drink on the upper end of the alcohol continuum (4-6) drinks per 

week have higher mental health distress compared to in the last category containing those 

who drink every day with also a high number of mental health conditions.  The results also 

show that there is an inverse relationship between household conditions and mental 

wellness. What this means is that when the home is in need of major repairs there is a 

decrease in mental wellness. Lastly, as with higher levels of food security their mental 

wellness decreases; respondents’ are likely to have reported mental distress.  
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Table 10: Results of Negative Binomial Regression on Emotional Wellness 

 
**the coefficients are statistically significant at P <.05 

Negative Binomial Regression

Dispersion = mean

Log pseudolikelihood = -355475.3

Emotional Wellness Coef Std Error z P>|z|

Gender   -0.0468 0.0346 -1.350 0.177

Alcohol  Consumption

          1 - Less than once a month 0.0365 0.0493 0.740 0.459

          2 - Once a month -0.0444 0.0687 -0.650 0.518

          3 - 2 to 3 times a month 0.0983 0.0653 1.500 0.132

          4 -Once a week 0.0576 0.0539 1.070 0.286

          5 - 2 to 3 times a week 0.0833 0.0686 1.210 0.225

          6 - 4 to 6 times a week 0.1295 0.0807 1.610 0.108

          7 - Every day 0.0552 0.1018 0.54 0.588

Income 0.0000 0.0000 2.290 0.022

Level of Food Security 0.2280 0.0435 5.240 0.000

5 Year Mobility -0.0167 0.0126 -1.330 0.185

Highest Level of Schooling 0.0296 0.0107 2.770 0.006

Indigenous Language Ability 0.0089 0.0164 0.540 0.588

House Repairs Needed -0.0358 0.0341 -1.050 0.293

Indigenous Clothes/footwear 0.0290 0.0652 0.450 0.656

Indigenous Arts/Crafts  0.0596 0.0404 1.470 0.140

Family Type 0.0698 0.0372 1.880 0.061

Traditional Hunting/Fishing 0.0148 0.0353 0.420 0.674

Traditional Gathering of Berries/Plants 0.0278 0.0409 0.680 0.498

Household size  -0.0012 0.0129 -0.090 0.927

Employed -0.0111 0.0363 -0.310 0.760

Attended Residential School -0.0072 0.0711 -0.100 0.919

Transgenerational Trauma Index   

1 0.0350 0.0432 0.810 0.419

2 0.0464 0.0455 1.020 0.307

3 0.1289 0.0553 2.330 0.020

4 0.1353 0.1132 1.190 0.232

5 0.2891 0.1137 2.540 0.011

6 0.4365 0.1440 3.030 0.002

7 0.1661 0.1581 1.050 0.293

8 0.1068 0.1231 0.870 0.386

Census Metropolitan Area/Census Agglomoration -0.0157 0.0335 -0.470 0.640

Age -0.0027 0.0013 -2.070 0.039

constant 0.1702 0.1216 1.400 0.162

lnalpha -23.4573

   alpha 6.50E-11
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The results of Table 10 are expressed in logged count coefficients. For ease of 

interpretation the statistically significant variables have been converted into expected 

probabilities and are presented in Table 11 below. 

 

Table 11: Results of Predicted Values on Emotional Wellness 

 

 

The results in Table 11 of predicted values shows that those reported high levels of 

schooling were more likely to report higher levels of emotional wellness. The results also 

show that those with higher levels of food security are more likely to report emotional 

wellness. Those people who are older are less likely to report higher levels of emotional 

wellness compared to those who are younger.  The results also show that transgenerational 

trauma is associated with emotional wellness, such that the more relatives that a person 

Independent

 Variables Values Predicted Score Std. error

Income

-$                                                   1.560 0.036

50,000$                                             1.610 0.027

100,000$                                           1.655 0.029

Food security Low food Security 1.363 0.053

Moderate to high food security 1.709 0.030

High Level of School elementary or less 1.450 0.065

completed high school 1.581 0.030

some university 1.724 0.047

TgtIndex 2 relatives 1.680 0.034

4 relatives 1.850 0.081

6 relatives 2.040 0.146

Age 20 years 1.730 0.048

40 years 1.639 0.026

60 years 1.550 0.049
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has who have attended residential schools the more supports that the will have in their 

network.  

Multilevel Models 

 

It is common knowledge among researchers that individuals live in communities 

and this represents a nested structure which describes the conceptual diagram displayed in 

Figure 12. A two level model represent the level one (individual) and level two 

(community) and while the level 1 model represented the relationships among individual 

level variables we will observe that the level two model represent the influence of 

community level factors. In the multilevel analysis, I have created separate data file using 

the 2011 National Household Survey (NHS) based on 146 communities. The preparatory 

step in the multilevel analysis was in creating a level 1 data file using the 2012 Aboriginal 

Peoples Survey and also creating a level 2 data file based on community five community 

estimates using the 2011 NHS. These two separate data files have been merged to create 

one master data file and to estimate the levels 2 effects on the four dimensions of 

Indigenous health and wellness (the Traditional Indian Medicine Wheel) as discussed. 
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Figure 12: Multi-level Model Variables’ Influence on the Four Dimensions of the 

Traditional Indian Medicine Wheel  
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The multilevel models estimated here started with a replication of the single level 

models, with all of the same level-1 X-variables included, but with the addition of a 

variance parameter for the intercept so that a “random intercepts” model was estimated.    

The spiritual wellness dependent variable was modelled as a binomial outcome, while the 

other dependent variables were analyzed as linear terms
22

. First, the variance of the 

intercepts were examined to determine whether each of the variances are different from 

zero. In all cases, except for the spiritual variable, the variances were significantly 

different form zero.
23

 These models became the “null models” against which other 

models were assessed (for example, for purposes of ascertaining level-2 R squares). Next, 

the Random Intercepts Models (RI) were expanded to include community-level 

independent variables. Random Slopes models are analogous to interaction models in 

regular regression modelling.  They allow for the possibility that the effect of a level-1 

variable might itself be contingent on some level-2 variable. For example, in the case of 

this study the effect of participation in arts and crafts might itself be contingent on 

community size.   

 

 

                                                
22 It might have been slightly more desirable to model 2 of the dependent variables as counts, but software to 

do so was not available at the UVic RDC.  Given the distributions of these dependent variables, this not a 
serious limitation. 

23 MPlus software does not currently provide for multilevel modelling with negative binomial count variables, 
so it was necessary to treat the count variables as continuous dependent variables.  
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Level 2 (Community Level) Hypotheses: 

 

H1: A higher proportion of First Nations peoples who speak an Indigenous 

language in the community will be associated with a higher likelihood that 

individuals will have higher levels of emotional wellness, mental wellness and 

spiritual wellness. Language is widely recognized to be rooted in peoples 

worldviews and there are numerous research studies that have examined 

Indigenous language as a form of social capital (Mignone, 2009) and how 

language revitalization is considered to be “talk medicine” (Delaine, 2010) 

which supports Indigenous peoples in connecting with Indigenous culture, 

family and spiritual ways of living on the land (Côté, 2012, Corntassel, 2012). 

There is no evidence to support that Indigenous language use would be 

associated with physical wellness.  

 

H2:  Community size and living close to an urban reserve will have an effect on 

mental wellness and physical wellness. Previous research studies demonstrate 

that smaller communities, including urban reserves may not have the same 

necessary infrastructure to implement programs and services that are 

culturally sensitive to Indigenous people mental health and physical needs 

(Reading et al, 2007; Delaine, 2010; Côté, 2012).  It is therefore proposed that 
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smaller communities and living in an urban reserve will have a negative effect 

on mental wellness, and on physical wellness.  

 

H3:  Higher levels of income will be associated with higher levels of physical 

wellness and mental wellness. It is well documented in the social determinant 

of health literature that health status improves as income increases. This 

makes intuitive sense when we consider that communities with higher levels 

of incomes will have more services available. Studies have determined that 

high income levels determine living conditions such as affordable housing and 

the ability to secure food. Low-income has been shown to effect expectancies 

and chronic health conditions among Indigenous peoples such that those with 

low incomes (Pendakur, 2011) both at the individual and community level are 

more likely to die earlier and to suffer more illnesses than people with higher 

incomes, regardless of age, gender and place of residence (Reading et al, 

2007; Loppie-Reading and Wien, 2009) 

 

H4:  Smaller community size will be associated with higher levels of emotional 

wellness and spiritual wellness. As previously discussed social relationships 

and family networks have been associated with better level of well-being. 

Smaller communities enable people to form closer networks which results in 

stronger social bonds and opportunities to share in a sense of community to 
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practice Indigenous customs and traditions (Salée, 2006; Braveheart, 2014; 

Loppie-Reading and Wien, 2009).   

Level 2 (Community Level) Results 

 

The following section provides the results the Level 2 model results for each of 

the four dependent variables.   The Nulls models are represented by Table 20, Table 21, 

Table 22, and Table 23 (see Appendix C), and include no explanatory variables but the 

full set of independent variables at level 1. These Null models contain only response 

variables with no explanatory variables and are used to explain the differences in the 

explained versus the unexplained variances in comparison to the other models thereafter.  

In each case, a comparison between the Null model and the Level 2 model results shows 

an improvement in model performance. Other level 2 variables including Low Income 

Cut Off (LICO), the proportion of Indigenous peoples living in a community, the 

proportion of First Nations peoples who speak an Indigenous language,  living in an 

urban reserve and community size were tested but were not significant (see Table 27 in 

Appendix C for a list of tests and p-values). The results presented in the following Tables 

are the final models where the effects reached conventional significance.  
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 Table 12: Results of Multilevel Random intercepts- Spiritual Wellness 

 

 

Table 12 presents the logged odds model with a random intercepts but with two 

level-2 variables added while controlling for all other variables at both levels. A 

comparison of the individual level model (see Table 5) for spiritual wellness and this 

multilevel model show that all of the main predictor variables are statistically significant 

in both models which include income, food security, participation in traditional activities 

such as arts, making clothes, gathering, as well as family type, transgenerational trauma, 

Information Criteria

Akaike (AIC) 1059.883

Bayesian (BIC) 1200.529

Sample-Size Adjusted BIC 1130.621

Spiritual Wellness Estimate S.E. Est./S.E. P-Value

Gender 0.566 0.282 2.006 0.045

Alcohol  Consumption -0.07 0.076 -0.93 0.353

Level of Food Security -0.775 0.424 -1.825 0.068

5 Year Mobility 0.134 0.123 1.091 0.275

Highest Level of Schooling 0.142 0.067 2.134 0.033

Indigenous Language Ability 0.064 0.144 0.442 0.659

House Repairs Needed -0.128 0.339 -0.378 0.705

Indigenous Clothes/footwear -0.657 0.355 -1.852 0.064

Indigenous Arts/Crafts  0.984 0.343 2.866 0.004

Family Type -0.493 0.235 -2.097 0.036

Traditional Hunting/Fishing -0.205 0.239 -0.859 0.390

Traditional Gathering of Berries/Plants 0.747 0.273 2.735 0.006

Household size  0.133 0.095 1.404 0.160

Employed 0.085 0.329 0.257 0.797

Attended Residential School 0.48 0.309 1.553 0.120

Transgenerational Trauma Index   0.393 0.102 3.836 0.000

Urban 0.664 0.382 1.740 0.082

Age -0.026 0.01 -2.552 0.011

Income (/10,000k) -0.045 0.022 -2.019 0.043

Communnity Size (100K) -0.13 0.076 -1.702 0.089

Level 1: Individual 

Level 2: Community
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living in CMA and age. The main difference between the individual level model and the 

multilevel model is observed with the additional of two more variables being statistically 

significant; gender and level of education. In addition, from the results, we see that 

community size has a weak effect on Indigenous spirituality (wellness) and again, when 

we compare the coefficients between the individual level model (Table 5), and this model 

there is little to no difference between the coefficients. Community size is significant and 

this means is that larger communities have less Indigenous spirituality but the effect is 

weak (p=.089)
24

.  This makes sense when we consider that the spiritual and cultural 

practices of Indigenous peoples run counter to mainstream society and the plurality of 

urban living. As Fleming and Ledogar (2008c) point out there is a need for more 

spiritually based programs and services to support Indigenous peoples to overcome 

unresolved trauma because spiritual practices tend to decrease when Indigenous peoples 

migrate to large urban centres. The reason for a less spiritual way of life is mainly 

attributed to the process of enculturation (Fleming and Ledogar, 2008c) and is also based 

on a limited access to traditional lands; the latter is especially important to supporting 

Indigenous spiritual practices.                                   

  

                                                
24  In this model coefficients are reported at p<.10 findings and not using the conventional p<.05. The rationale for this 

decision is compared to the other three models this model has less statistical power as there are few people who reported 

Indigenous spirituality (population size <200), and since the results are for entire population of communities and not 

sample estimates.  
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Table 13: Results of Multilevel Random Intercepts - Physical Wellness 

 

Table 13 is a random intercepts model for the physical wellness dependent 

variable, with one significant level-2 predictor (median community household income) 

on individual level and where the predictor is allowed to vary between groups. We can 

see that the median income at the community level has an inverse effect on physical 

wellness. This means that as community income values decease we see that physical 

wellness also decreases. Consistent with earlier findings at the individual level, these 

results further reveal that alcohol use, food security, house repairs, participation in arts 

and crafts and being employed have an effect on physical wellness, this time taking into 

Information Criteria

Akaike (AIC) 13916.453

Bayesian (BIC) 14063.492

Sample-Size Adjusted BIC 13990.407

Estimate S.E. Est./S.E. P-Value

Gender -0.171 0.069 -2.498 0.012

Alcohol  Consumption -0.057 0.014 -4.029 0.000

Level of Food Security -0.342 0.075 -4.572 0.000

5 Year Mobility 0.026 0.023 1.129 0.259

Highest Level of Schooling -0.042 0.022 -1.874 0.061

Indigenous Language Ability -0.02 0.027 -0.746 0.456

House Repairs Needed 0.158 0.053 2.987 0.003

Indigenous Clothes/footwear 0.036 0.109 0.329 0.742

Indigenous Arts/Crafts  0.213 0.072 2.97 0.003

Family Type -0.13 0.068 -1.905 0.057

Traditional Hunting/Fishing 0.063 0.058 1.092 0.275

Traditional Gathering of Berries/Plants 0.091 0.064 1.418 0.156

Household size  -0.03 0.022 -1.399 0.162

Employed -0.328 0.067 -4.904 0.000

Attended Residential School -0.072 0.101 -0.721 0.471

Transgenerational Trauma Index   0.015 0.026 0.572 0.567

Urban 0.020 0.076 0.262 0.794

Age 0.034 0.002 14.832 0.000

Income (/10,000k) 0.002 0.005 0.408 0.684

Level 2: Community

Median Income -0.077 0.029 -2.627 0.009

Level 1: Individual
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account “clustering” of the data. We see that as alcohol consumption increases physical 

wellness decreases, low food security also results in low physical wellness (the number of 

chronic health conditions increases). Similarly, as participation in arts and crafts 

increases individuals are more likely to have chronic health conditions. This is a 

particularly important finding and reinforces the notion that “art is therapy” and that for 

many Indigenous peoples reconnecting with Indigenous culture is a way in which the 

effects of residential schools are healed.  Further, we see that being employed and 

households in need of major repairs are associated with lower levels of physical wellness; 

the latter most likely due to infestations, mold and poor ventilation.  
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Table 14: Results of Multilevel Random Intercepts – Mental Wellness 

 

 

Table 14 is a random intercepts model for the dependent variable mental wellness 

with two significant level-2 predictor variables (community size and the proportion of 

First Nations peoples who speak an Indigenous language) on mental wellness and where 

the predictor is allowed to vary between groups. Specifically, there are higher levels of 

mental wellness for First Nations peoples living in larger communities, most likely 

attributed to a wider scope of mental health services and programs available. The results 

also show when the proportion of First Nations peoples who speak an Indigenous 

Information Criteria

Akaike (AIC) 8122.317

Bayesian (BIC) 8199.487

Sample-Size Adjusted BIC 13990.407

Estimate S.E. Est./S.E. P-Value

Gender 0.132 0.028 4.714 0.000

Alcohol  Consumption -0.017 0.007 -2.378 0.017

Level of Food Security 0.420 0.042 9.975 0.000

5 Year Mobility -0.042 0.015 -2.895 0.004

Highest Level of Schooling 0.028 0.009 3.287 0.001

Indigenous Language Ability 0.000 0.013 -0.024 0.981

House Repairs Needed -0.168 0.038 -4.380 0.000

Indigenous Clothes/footwear -0.071 0.062 -1.150 0.250

Indigenous Arts/Crafts  -0.075 0.032 -2.343 0.019

Family Type 0.004 0.039 0.090 0.928

Traditional Hunting/Fishing -0.001 0.031 -0.032 0.974

Traditional Gathering of Berries/Plants -0.040 0.031 -1.309 0.191

Household size  0.005 0.010 0.555 0.579

Employed 0.142 0.026 5.380 0.000

Attended Residential School 0.036 0.052 0.705 0.481

Transgenerational Trauma Index   -0.001 0.007 -0.186 0.852

Urban 0.004 0.035 0.124 0.901

Age 0.002 0.001 1.755 0.079

Income (/10,000k) 0.005 0.002 2.275 0.023

Level 2: Community

Indigenous Language 0.372 0.204 1.826 0.068

Community Size (100K) -0.017 0.006 -2.66 0.008

Level 1: Individual
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language is high there is also a lower level of mental wellness. Again, this finding is not 

too surprising when we consider that earlier findings that suggest traditional cultural 

activities such as arts and language are places of “healing” for Indigenous peoples.  

Again, we see that consistent with findings from the individual level models we observe a 

significant effect in the relationship between gender, being employed, food security and 

house repairs on mental wellness. The results indicate that females have less mental 

wellness when compared to males. Similarly, houses that are experience low food 

security and are in need of major repairs are associated with a decrease in mental 

wellness, meanwhile being employed is associated with an increase in mental wellness.    
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Table 15: Results of Multilevel Random Intercepts – Emotional Wellness 

 

Table 15 is a random intercepts model for the dependent variable emotional 

wellness with one significant level-2 predictor variable (the proportion of First Nations 

peoples who speak an Indigenous language) and where the predictor is allowed to vary 

between groups.  Specifically, there are higher levels of emotional wellness for First 

Nations peoples who are not speaking an Indigenous language; again as in earlier 

findings this may be attributed to feeling a lack of support is available and we have also 

observed that those speaking Indigenous languages have lower levels of mental wellness. 

Information Criteria

Akaike (AIC) 13304.988

Bayesian (BIC) 13458.419

Sample-Size Adjusted BIC 13990.407

Estimate S.E. Est./S.E. P-Value

Gender -0.077 0.056 -1.361 0.173

Alcohol  Consumption 0.017 0.012 1.485 0.138

Level of Food Security 0.347 0.041 8.425 0.000

5 Year Mobility -0.029 0.016 -1.78 0.075

Highest Level of Schooling 0.056 0.025 2.275 0.023

Indigenous Language Ability 0.005 0.025 0.217 0.829

House Repairs Needed -0.071 0.05 -1.424 0.154

Indigenous Clothes/footwear 0.026 0.087 0.300 0.764

Indigenous Arts/Crafts  0.120 0.06 1.977 0.048

Family Type 0.108 0.05 2.130 0.033

Traditional Hunting/Fishing 0.038 0.053 0.725 0.468

Traditional Gathering of Berries/Plants 0.076 0.06 1.269 0.205

Household size  0.007 0.019 0.374 0.709

Employed 0.009 0.05 0.175 0.861

Attended Residential School 0.031 0.115 0.272 0.786

Transgenerational Trauma Index   0.072 0.024 3.048 0.002

Urban -0.064 0.061 -1.061 0.289

Age -0.003 0.002 -1.840 0.066

Income (/10,000k) 0.007 0.004 1.578 0.115

Level 2: Community

Indigenous Language -1.198 0.643 -1.863 0.062

Community Size (100K) 0.005 0.011 0.467 0.64

Level 1: Individual
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Consistent with previous findings this is not surprising considering traditional cultural 

activities, such as arts and language, have been described as places of “healing” for 

Indigenous peoples.  The results in Table 15 are similar with findings from the individual 

level models as we observe a significant effect in the relationship between food security, 

participation in arts, family type and transgenerational trauma. In particular, we see that 

as food security increases we also have higher levels of emotional wellness, and peoples 

living in multigenerational homes also have higher levels of emotional wellness. It is 

interesting to also observe that those living in multigenerational households and with 

higher levels of transgenerational trauma there are higher levels of emotional wellness. 

This finding is important to understand, and as previously, discussed those peoples that 

have survived residential schools and are experiencing trauma seek solace in connecting 

with family and friends for emotional support; this reinforces the earlier claim that 

“family matters.” Support from families, friends and communities has been identified as a 

determinant of health and is associated with better health. Research is now showing that 

social support networks are crucial in helping Indigenous peoples solve unresolved 

trauma and develop life coping skills to dealing with adversity and mediate the effects of 

additional health problems (Reading et al, 2007; Loppie-Reading and Wien, 2009;, 

Mignone, 2009; Mignone, 2003)  
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Table 16: Results of Multilevel Random Slopes – Physical Wellness (Low Score) 

 

 

Information Criteria

Akaike (AIC) 13835.691

Bayesian (BIC) 14014.694

Sample-Size Adjusted BIC 13925.722

Estimate S.E. Est./S.E. P-Value

Gender -0.181 0.064 -2.814 0.005

Alcohol  Consumption -0.059 0.014 -4.22 0.000

Transgenerational Trauma Index   0.016 0.026 0.629 0.529

5 Year Mobility 0.014 0.022 0.616 0.538

Highest Level of Schooling -0.046 0.022 -2.102 0.036

Indigenous Language Ability -0.025 0.027 -0.917 0.359

House Repairs Needed 0.140 0.053 2.659 0.008

Indigenous Clothes/footwear 0.065 0.100 0.653 0.514

Age 0.034 0.002 14.924 0.000

Family Type -0.154 0.063 -2.448 0.014

Traditional Hunting/Fishing 0.066 0.055 1.198 0.231

Traditional Gathering of Berries/Plants 0.093 0.065 1.427 0.153

Household size  -0.031 0.021 -1.513 0.130

Employed -0.303 0.065 -4.646 0.000

Attended Residential School -0.072 0.099 -0.725 0.469

Urban 0.015 0.073 0.210 0.833

Level of Food Security -0.361 0.077 -4.683 0.000

Income 0.002 0.006 0.306 0.760

Indigenous language x arts    -2.231 0.671 -3.323 0.001

Proportion on reserve x arts -0.428 0.298 -1.437 0.151

Intercepts

Physical Wellness 1.201 0.074 16.276 0.000

Indigenous Arts/Crafts  0.349 0.112 3.13 0.002

Indigenous Language 0.659 0.544 1.211 0.226

Urban Reserve -0.101 0.118 -0.852 0.394

Level 1: Individual

Cross Level 

Interactions

Level 2: Community
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Table 17: Results of Fitted Values of Multilevel Random Slopes – Physical Wellness 

 

 

 

Table 16 presents the coefficients for is a random slopes model and Table 17 

shows the fitted values for different conditions for the “arts” variable and different levels 

for two significant level-2 predictor variable (the proportion of First Nations peoples who 

speak an Indigenous language and living in an urban reserve) for the dependent variable 

physical wellness.  These results are important and show that there are higher levels of 

physical wellness in those communities where the proportion of First Nations peoples 

who speak an Indigenous language and living in an urban reserve are higher; however in 

Table 17 there is a “crossover effect” where the effects of the level-2 variables are the 

opposite depending on whether one participates in arts/crafts or not. Generally, what we 

are seeing in this model, is that the slope of the individual-level arts/crafts variable is 

itself modelled as a function of the proportion of First Nations speaking an Indigenous 

Arts by Language

Lo Mean Hi

Arts 0 0.05 0.02

Yes 1.673 1.559 1.218

No 1.612 1.549 1.360

Arts by Reserve

Lo Mean Hi

Arts 0 0.3 0.6

Yes 1.686 1.573 1.251

No 1.607 1.543 1.349

Language 

Reserve
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language and the proportion of First Nations living within an urban reserve. The results 

show that the slope for arts is reduced as the proportion of First Nations peoples speaking 

an Indigenous language goes up and as the proportion of people living on reserves in the 

urban area goes up. The slope at the zero values for the community-level variables (the 

proportion of First Nations who speak an Indigenous language and the proportion of 

people living on reserves) is positive for the random slope of arts. Thus, we observe that 

participation in arts and crafts activities leads to higher dependent variable scores 

(reduced physical wellness) in communities with low language use among First Nations 

and in communities with low proportion of people living in urban reserves. Interestingly, 

we also see that communities with high language use or higher proportion of urban 

reserves, leads to lower dependent variable scores. This finding is consistent with 

previous findings and reinforces the point that physical wellness is associated with 

participation in traditional cultural activities such as arts and crafts and also language use.   

The results also show that there are a number of level 1 attributes that continue to 

be significant in effecting physical wellness: gender, house repairs, being employed and 

food security. What this model indicates is that males experience more physical wellness 

compared to females but this varies across communities. We also see that those houses in 

need of major repairs and those homes with low levels of food security, as well as those 

who are unemployed also experience lower levels of physical wellness.   
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Table 18: The Predictors of the Slope of Arts – Emotional Wellness 

 

Information Criteria

Akaike (AIC) 13230.17

Bayesian (BIC) 13421.959

Sample-Size Adjusted BIC 13326.631

Estimate S.E. Est./S.E. P-Value

Emotional Wellness ON

Alcohol  Consumption 0.019 0.012 1.616 0.106

Attended Residential School 0.000 0.115 0.000 1.000

Level of Food Security 0.345 0.04 8.564 0.000

Traditional Gathering of Berries/Plants 0.096 0.056 1.707 0.088

Gender -0.074 0.056 -1.315 0.189

5 Year Mobility -0.034 0.016 -2.165 0.03

Highest Level of Schooling 0.054 0.025 2.203 0.028

Indigenous Language Ability 0.013 0.025 0.503 0.615

House Repairs Needed -0.074 0.049 -1.521 0.128

Indigenous Clothes/footwear 0.048 0.085 0.566 0.571

Age -0.004 0.002 -2.192 0.028

Family Type

(second generation vs.multigeneration) 0.097 0.047 2.061 0.039

Traditional Hunting/Fishing 0.025 0.053 0.467 0.641

Household size  0.008 0.02 0.412 0.680

Employed 0.007 0.048 0.146 0.884

Urban -0.092 0.06 -1.546 0.122

Income 0.007 0.004 1.578 0.115

Residual Variances

Emotional Wellness 1.106 0.077 14.35 0.000

Arts x Indigenous Language -1.016 0.516 -1.968 0.049

Tgtindex x  Indigenous Language -0.887 0.318 -2.791 0.005

Indigenous Language -1.511 0.376 -4.023 0.000

slope of arts -0.010 0.026 -0.391 0.696

slope of tgtindex 0.005 0.007 0.776 0.438

slope of arts x slope of tgtindex -0.011 0.013 -0.855 0.392

Intercepts

Emotional Wellness 1.627 0.071 23.067 0.000

Arts 0.061 0.071 0.857 0.391

Tgtindex 0.079 0.026 3.077 0.002

Level 1: Individual

Level 2: Community
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Table 19: Results of Fitted Values of Multilevel Random Slopes – Emotional Wellness 

 

Table 18 is a random slopes model and Table 19 is the Fitted Values for the 

dependent variable emotional wellness with one significant level-2 predictor variable (the 

proportion of First Nations peoples who speak an Indigenous language). There are two 

random slopes in this model the slope of arts (arts) and the slop of transgenerational 

trauma (tgtindex).The result show that the slope for arts is reduced as the proportion of 

First Nations peoples speaking an Indigenous language goes up. Similarly, the slope for 

transgenerational trauma is also reduced as the proportion of First Nations peoples 

speaking an Indigenous language goes up. The slope at the zero value for the community-

level variable (the proportion of First Nations peoples speaking an Indigenous language) 

is positive for the slope of arts and also the slope of transgenerational trauma. This means 

that as those with transgenerational trauma have higher emotional wellness (supports 

systems) and also those participating in arts have higher levels of emotional wellness. In 

sum,  these “slope reductions” are such that there’s a substantial participation in art 

 Arts by language

Lo Mean Hi

Arts 0 0.05 0.2

Yes 1.673 1.559 1.218

No 1.612 1.549 1.360

TgtIndex by Language

Lo Mean Hi

Arts 0 0.3 0.6

Yes 1.686 1.573 1.251

No 1.607 1.543 1.349

Language

Reserve
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activities compared to no participation in no art activities difference in communities with 

higher Indigenous language use among First Nations people and especially when there is 

a higher proportion of people living on urban reserve but negligible differences where 

these variables take on low values. 

 

Discussion and Conclusion 

 

The findings of this chapter point to a need for future quantitative research to 

consider the influence of health and wellness factors that are reflective of Indigenous 

knowledge systems and community values. In particular, the models presented in this 

chapter are useful when thinking about the determinants of health and wellness because 

they reveal the importance of comparing different dimensions of health and wellness that 

are further linked to different geographical areas and communities within the urban 

landscape across Canada.  Recall, three of the main research questions that this study 

intended to address are:   

 

1) How does transgenerational trauma, alcohol consumption, Indigenous family 

networks and participating in land based and other Indigenous cultural 

activities impact the emotional, spiritual, mental and physical dimensions of 

individual and community health and wellness? 
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2) What attributes (a general group of indicators) and indicators (a specific 

measureable item) can be utilized from the 2012 Aboriginal People’s Survey to 

support the FNPOW conceptual framework and the indicators identified as 

important aspects of Indigenous well-being?  

 

3) How are determinants of health and wellness for Indigenous peoples linked to 

social capital and support in strengthening individual and community capacity? 

 

The results have demonstrated that transgenerational trauma, residential school 

attendance, food security, alcohol use and participation in Indigenous land based traditions 

and cultural activities are significant in predicted wellness outcomes, but areas in term of 

the health policy, that need to be better understood. Specifically, the findings support the 

hypotheses that Indigenous peoples experience high rates of trauma that has an impact on 

all dimensions (Spiritual, physical, mental and emotional) of individual levels of well-

being. At the community level the random slopes model Table 19 shows that trauma 

continues to be an important predictor of emotional wellness alongside participation in 

arts and crafts. What is more, the results suggest that, at least for the type of trauma that 

was tested here (residential school exposure) that Indigenous peoples’ experience is 

cumulative over time, and culturally transmitted among family members. In particular, 

higher levels of transgenerational trauma lead to lower levels of spiritual, physical, mental, 

and emotional wellness. In general, the association between residential school attendance, 

transgenerational trauma, and alcohol use patterns indicates that high levels of 
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transgenerational trauma, explains a proportion of the variance and has an impact on the 

health and wellness between the four dimensions of well-being (spiritual, physical, mental 

and emotional) among urban First Nations peoples across communities. The analysis 

indicated that simultaneously participation in Indigenous arts and crafts and language use 

offset the adverse impacts of colonialism. The results are important as they reframe the 

determinants of health based on socio-economic factors to emphasize the importance of 

addressing health inequalities by focusing on Indigenous cultural activities. These cultural 

determinants of health and wellness serve as a form of resilience and provide traditional 

medicine which can be used to help close the health gap. 

There is strong evidence that changing socioeconomic disadvantage can have an 

impact on Indigenous health and well-being. Poverty and unemployment have been 

identified as risk factors associated with poor health (Reading et al, 2007; Loppi-Reading 

et al, 2009; White et al, 2007a; Hill and Cooke, 2014). The findings in this study are 

consistent with the argument that low levels of income and unemployment along with 

poor housing conditions significantly influence health outcomes. Previous research also 

suggests that chronic diseases, including cardiovascular disease, diabetes, bronchial 

disorders in addition to community environments are a pathway through which social 

structure influences health (Reading et al, 2007).  This study also integrated contextual 

and individual level variables, using multilevel modelling, allowing for an investigation 

into the social and collective determinants of health and wellness. In particular, this study 
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found that Indigenous language use and community size has an independent effect on 

health, adjusting for certain individual characteristics. We observed that participation in 

cultural activities such as arts and crafts, clothes making, language use and gathering 

have positive associations with all four dimension of wellness. In all level 1 and level 2 

models the effects of these variables have an impact on Indigenous health and well-being. 

This would suggest that the contextual effects identified provide evidence for 

community-based interventions that bring a focus on Indigenous cultural activities and 

traditions as counter healing practices to ongoing effects of colonialism and 

transgenerational trauma of residential schools. 

Community size and living in an urban reserve also showed to have significant 

effects on spiritual and mental wellness; people in larger centers have lower levels of 

spiritual and mental wellness compared to those in smaller centers. As previously 

discussed smaller communities, including urban reserves do not have the same necessary 

infrastructure to implement programs and services that are culturally sensitive to 

Indigenous people (Reading et al, 2007; Delaine, 2010; Côté, 2012) and as a result this 

does not often meet their health needs. However, it is interesting to note that both of these 

variables did not have an effect on mental wellness as hypothesized.  Rather, the results 

showed that community median income has an effect on physical wellness such that as 

income increases then physical wellness increases. This finding is important and supports 

early research findings that consistently show that poverty and low income are indeed 
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determinants of poor health (Reading et al, 2007; Loppi-Reading et al, 2009; Helin, 2006) 

and there is difficultly for individuals who experience chronic physical health conditions 

to be able to afford conventional treatment in urban centres.    

The First Nations Perspective on Health and Wellness (FNPOW) is especially 

useful in studies of the determinants of health and wellness because it incorporates 

innovative practices such as holistic and natural medicines, spiritual and emotional 

counsel from a First Nations perspective, and reconnecting with the centre of the circle 

by maintaining our link with the spirit, land, and communities. In a ‘Health and 

Wellness’ centered environment, it is possible to use and validate existing traditional 

approaches to health, advocacy and collaboration with partners to promote and invest in 

health and wellness, as well as to support health promotion and disease prevention 

approaches in partnerships.  The wellness model also reflects that respect, responsibility 

and relationships, land, community, family and Nations, and social, environmental, 

cultural and economic factors contribute to health and well-being Understanding that 

colonialism is the seed of trauma which manifests itself through health and wellness leads 

to what Helin (2006) has referred to as a “Dance with dependency” (Helin, 2006). This 

dance is when an Indigenous community’s economic, social and political structures are 

tied to colonial structures such as education outcomes and income. For example, “In 

1986, 50 percent of registered Indians residing on-reserve reported that their major source 

of income was government transfer payments” (Gagne 1998, p. 362). Pendakur et al 
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(2011) have examined earning and income disparities between Indigenous peoples and 

those of British origin, and concluded that Indigenous peoples experience labour market 

discrimination and income disparity relative to British-origin persons in Canada 

(Pendakur, 2011). Educational attainment (as a measure of human capital) is also a well-

known determinant of health and wellness (Loppie-Reading and Wien, 2009; Gone, 

2011; Quinless, 2015). In general, these research findings overwhelming support the 

hypothesis that lower levels of educational attainment are associated with lower levels of 

health. The initial findings in this study have shown that income is not as strong a 

predictor of differing dimensions of health and wellness but education remains 

associated. For example, having a higher level of income was significantly associated to 

spiritual wellness but no Indigenous spirituality; income is associated with other religious 

persuasions.  This would suggest that income alone is not a good proxy of well-being 

which makes sense because it does not reflect some critical things important to 

Indigenous peoples. The findings also showed that while higher levels of education is 

associated with having a higher level of spiritual wellness (Indigenous spirituality) and 

more emotional wellness (more supports) it has an inverse relationship to mental 

wellness. From a colonized perspective this might seem at odds with most research 

findings but when we think about it a bit more it is not unreasonable to consider that post-

secondary institutions are large industrial complexes and they have colonial structures 

embedded in their structures and polices that are not culturally sensitive to Indigenous 
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peoples or learning styles so it makes sense that individuals would report higher levels of 

mental distress with higher levels of educational attainment.     

The findings showed that increases in alcohol use are associated with less chronic 

health conditions such that non-drinkers (who could very well be “recovering alcoholics”) 

tend to have more health conditions. Those respondents who drink every day also reported 

lower levels of physical wellness which is based on a higher number of chronic health 

conditions. Higher levels of alcohol use were also associated with lower levels of mental 

wellness, meaning those who drink more are more likely to have reported a higher number 

of distress symptoms like feeling lonely and feeling hopeless.  

Research studies have shown that higher levels of participation in cultural practices 

and traditional activities are associated with better Indigenous states of health and well-

being. For example, Indigenous cultural identities are associated with activities such as  

living on the land and feeling the close connection to nature and hunting and trapping 

activities, fishing, berry picking and other traditional activities. In addition, traditional 

activities such as sewing, drumming and dancing have been reported to connect 

communities together and reinforce cultural values (Berry, 1999). Broad et al (2006) have 

also found that cultural renewal is connected to a stronger sense of cultural identity 

resulting in personal and community empowerment. This was reported to increase the 

health of the community (Broad, et al 2006). The findings for this study showed similar 

patterns. For example, we see that participation in arts and crafts and the ability to speak 

an Indigenous language are associated with an increase in reporting higher spiritual 
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wellness (Indigenous spirituality). The results also indicate that participation in 

traditional land-based practices (e.g. hunting, trapping and fishing) as well as 

participation in cultural activities (e.g. arts and crafts), are associated with lower levels of 

physical wellness. This means that as people engage in these activities they are more 

likely to have higher levels of chronic health conditions which could be attributed to the 

fact that traditional activities offer a space of healing regardless of the ways it manifests 

in the physical body.  Traditional Indigenous healing practices, such as arts and crafts 

encompass physical, spiritual, emotional, social, and mental well-being are uniquely 

Indigenous approaches to health and wellness but participation varies by community.   
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Chapter Eight: Conclusion 

 

This dissertation has been a story about the value of applying a “two-eyed” way 

of seeing health and wellness that bridges aspects of Indigenous knowledge systems and 

Western knowledge systems. Indigenous peoples and communities have long experienced 

exploitation by researchers and there is increasing focus on participatory and 

decolonizing research processes (Smith, 2006; Smith, 2012). This research narrative has 

been informed by a partnership with the First Nations Health Authority (FNHA) in 

British Columbia that used participatory action research, guided by Indigenous 

worldviews and ethical frameworks, and relying on qualitative and quantitative 

techniques to generate health and wellness outcomes for urban Indigenous peoples. This 

dissertation provides empirical support for the ongoing impacts of transgenerational 

trauma and the way it impacts different aspects of health and wellness. This information 

generated through this dissertation is important and can be of particular relevance to my 

colleagues at the FNHA in terms of informing policy focused at both the individual level 

and the whole community.This chapter first outlines the research findings in the context 

of self-determination and decolonization, provides a discussion of the usefulness of social 

capital analysis in relation to Indigenous health and well-being, describes the study 

limitations, offers autobiographical reflections, and then moves to provide future research 

directions and policy recommendations.   
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Self-determination and Decolonization 

 

How is the First Nations Perspective on Health and Wellness related to a 

decolonizing process and does the FNPOW generate determinants of health and wellness 

that advance self-determination? This was one of the research questions posed at the 

onset of this study and remains unresolved in the literature. To answer this question, this 

study traced the historical development of the FNPOW to garner an understanding of 

how and why it was created, and also explored the myriad of ways it is used by First 

Nations Health Authority (FNHA). This research then investigated the impacts of 

transgenerational trauma, family networks, alcohol consumption and Indigenous 

traditional and cultural activities as well as other social and economic factors on 

individual and community levels of well-being.  By applying a decolonizing research 

framework and a strengths-based Indigenous perspective using the First Nations 

Perspective on Health and Wellness (FNPOW) the results of this study demonstrate that 

participation in Indigenous cultural activities are in and of themselves an act of every 

resurgence that serves to support Indigenous peoples to move towards building resilience, 

and resources that has positive impacts on spiritual, physical, emotional and mental 

wellness. 

Resilience and resurgences are necessary components to foster Bimaadiziwin 

because they honor and support Indigenous worldviews with a holistic approach to the 

good life with an emphasis on culture and tradition. This study has described how the 
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ongoing structures of colonialization continue to negatively impact health and wellness of 

Indigenous peoples in urban centres across Canada.  The decolonizing strategies that 

were incorporated into this Dissertation were as follows: 1) a critique of Western 

knowledge production and the measures of health and wellness and its effects; 2) using 

the First Nations Perspective on Health and Wellness centered Indigenous knowledge 

systems to produce determinants of health and wellness that are anchored in Indigenous 

worldviews as a form of resurgence of Indigenous knowledge. These decolonizing 

research strategies support two key mandates of the First Nations Health Authority which 

is to “Incorporate and promote First Nations knowledge, beliefs, values, practices, 

medicines and models of health and healing into the First Nations Health Programs, 

recognizing that these may be reflected differently in different regions of BC” (FNHA, 

2016c, p.1) and the results of the study has “carried out research and policy development 

in the area of First Nations health and wellness” (FNHA, 2016, p.1).  

The approach to the statistical analysis used in this study respects that there are 

unique histories and cultural differences between Northern Inuit peoples and other 

Indigenous people (First Nations and Métis) living in urban spaces across Canada.  In 

doing so, this research supports the federal government call to action 65 (through the  

Social Science and Humanities Research Council (SSRHC)) to continue supporting 

Indigenous and non-Indigenous researchers to expand and deepen the dialogue on 

determinants of Indigenous health and wellness by unpacking the networks of connection 

that are occurring across multi dimensions and indicators. This means working from a 
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community informed standpoint to provide a holistic lens to what have been perceived to 

be discrete boundaries, and to understanding the implication that this has for urban 

Indigenous peoples’ states of health and wellness. The first Nations Health Authority 

(FNHA) and the First Nations Perspective on Health and Wellness (FNPOW) focus on a 

strengths-based approach to health and well-being is a pathway to decolonizing bodies.  

This research reveals that although urban Indigenous peoples are met with challenges and 

barriers in terms of health and wellness, they are resilient, and are active agents in their 

everyday lives 

The erasure and subsequent dismissal of Indigenous peoples’ history, the 

connection they have to their culture and land, and their stories, as well as the negation of 

Indigenous viewpoints have been a critical part of asserting colonial ideology (Upton, 

1991; Smith, 1999; Alfred, 2005). This dissertation, and partnership with the First 

Nations Health Authority (FNHA) and using the First Nations Perspective on Health and 

Wellness (FNPOW), is therefore broadly framed by a decolonizing approach that 

privileges Indigenous thought as the most rational approach to research. Decolonization 

is the act of diminishing the effects of colonization, and in the case of the determinants of 

health and wellness, means freeing peoples from dependence on a healthcare system that 

does not, has not and cannot meet their needs (Loppie-Reading and Wien, 2009; FNHC, 

2011).  The findings of this study show how key informants at the First Nations Health 

Authority (FNHA) identify resiliency and reclamation as major themes associated with 

self-governance associated with the First Nations Perspective of Wellness. (FNPOW)  
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Governance was of course a central theme in the discussions with key informant people 

at the First Nations Health Authority (FNHA) and this included an understanding of self- 

determination in the context of freedom to determine how healthcare is organized and 

delivered and to pursue a “strengths-based approach to health” which means accounting 

for wellness. A strengths-based approach is a key aspect of engaging in dialogue with the 

FNHA because it is deeply connected to reclaiming of Indigenous health and a healing 

journey towards wellness.  This journey does not mean that the FNPOW represents a 

break away from modern medicine or a pulling away of First Nations from the rest of 

Canadian healthcare. It is inclusive of modern medicine, research, education and practice 

but one that honors and prioritizes Indigenous traditional knowledge systems of health, 

medicine and wellness; it provided the other eye that is needed for two-eyed seeing.  

There were many sub-themes that emerged in relation to decolonization and self-

determination which included teaching balance and creating support to help others 

understand health and wellness from a First Nations perspective which will provide 

culturally appropriate services or programs to communities to deal with the effects of 

transgenerational trauma. In addition, there is an appreciation of the journeys that 

individuals must take to move towards health, and the recognition of interconnectedness 

in that individual wellness is community wellness (Archibald, 2006).  The findings also 

suggest that culturally safe and appropriate services were seen as essential to a health 

transformation – spaces where First Nations people can be First Nations people and 
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where ‘Indigeneity’ and “Indigenousness” in itself are no longer risk factors to health and 

well-being.  

Social Capital and Indigenous Health and Wellness  

 

As discussed in Chapter Five, social capital analysis has been widely regarded as 

a particularly useful lens to understanding how ongoing colonial structures and polices 

serve to disenfranchise Indigenous communities’ investments in health and wellness 

(Baum, 1998).  From a Bourdieusian perspective, a more general understanding about 

how the Community Well-being Index (CWB) and other related measures of health and 

well-being for Indigenous peoples and communities come to represent categories of 

power which are continually invested in by those in positions of power. The index figures 

generated from the CWB index are reflective of the knowledge systems and values based 

in western thinking that normalizes Indigenous well-being based in legitimizing non-

Indigenous ways of knowing wellness. Social capital analysis is also useful as Veenstra 

(2002) points out, whereby at the community level we can understand the importance of 

social capital as linkage which may affect population health by increasing accessibility to 

health services. His findings suggest “The inclusion of rural areas … brings the relevance 

of income inequality as a predictor of a population’s health back on stage in Canada 

(Veenstra, 2002, p.865) and this is what is needed in developing a common 

understanding and by developing responsive policies. Chandler and Lalonde (1998) have 

demonstrated the ability of a group to develop linkage social capital is also implicated in 
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the maintenance of cultural continuity evident in their work that examined the importance 

of cultural continuity in reducing suicidal ideation amongst First Nation youth. They 

found that cultural continuity is a main protective factors against suicide and “the 

communities that have taken active steps to preserve and rehabilitate their own cultures 

are also those communities in which youth suicide rates are dramatically lower” 

(Chandler et al, 1998, p.18). 

This study has demonstrated how understanding health and wellness from an 

Indigenous standpoint and applying the FNPOW to national level survey data such as the 

2012 Aboriginal Peoples Survey and the 2011 National Household Survey produce 

determinants of health and wellness that are more meaningful to urban Indigenous 

peoples. But, I think this is only a starting place and Indigenous data sources need to be 

expanded and support provided for Indigenous data initiatives outside of federal 

government jurisdiction. The findings of Chapter Seven show that while all aspects of 

emotional, physical, mental and spiritual dimensions are connected, various socio-

economic and cultural factors affect individual wellness quite differently. In most 

instances, alcohol use is linked to transgenerational trauma and the residential school 

system, and this has had negative impacts on Indigenous peoples’ states of well-being 

resulting in negative social capital (Portes, 1998).  Negative social capital was first 

introduced by Portes and Landolt (1996) in The Downside of Social Capital which 

provides a rationale as to why social capital is linked to healthy and vibrant communities 

which is essential to prosperity but that is also holds downsides (Portes et al, 1996).   
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In a later work, Portes and Landolt (2000, p.533) conclude that “social capital of 

any significance can seldom be acquired without the investment of some material 

resources and the possession of some cultural knowledge, enabling the individual to 

establish relations with valued others”. What this implies is that social capital, in terms of 

bridging and bonding, can be a “powerful force promoting group projects but, as noted 

previously, it consists of the ability to marshal resources through social networks, not the 

resources themselves” (2000, p.546). Given that social capital is a hypothesis that 

involves multi-level analysis (individual, family, community, and nation) it has been a 

useful empirical analysis in understanding the ways in which individual and community 

well-being are linked by way of employment, income levels, education attainments and 

also traditional and cultural activities.  Bourdieu (1993, p. 33) sees the family as the main 

site of accumulation and transmission of social capital which fits well when we consider 

the cultural transmission of negative forms of social capital. The results of the study have 

empirically shown how alcohol use, residential school attendance, transgenerational 

trauma, food insecurity and inadequate housing, also impact dimensions of Indigenous 

health and wellness.   

The final research question posed at the onset of this study asked how does 

understanding well-being through a decolonizing research approach support an 

understanding of well-being that can be of direct benefit to urban Indigenous peoples? 

This is also directly related to social capital when we consider that we are living in an era 

of Reconciliation. All new relationships between Indigenous peoples and the Canadian 
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government, and non-Indigenous peoples for that matter, will continue to act as a social 

determinant of health and wellness until we acknowledge and develop empirically based 

indicators of social relationships to include within Indigenous health analysis. This will 

require an investigation of contemporary relationships and an understanding of 

Indigenous sovereignty issues, whereby the First Nations Health Authority (FNHA) as a 

self-determined health organization is exemplary.  Incorporating this knowledge with 

theories on social capital in health analysis need to be further developed because they will 

provide a method to identify indicators of relationships that contribute to the health and 

wellness of Indigenous peoples. This study is a first step in that direction and has shown 

how we can build bridges between knowledge systems of different ontological origins 

using multi-epistemological methods of sociological inquiry.  

Study Limitations and Autobiographical Reflections   

 

The research findings described in this study make important contributions to 

thoughts about the role of decolonization in relation to reconciliation and Indigenous self-

determination, as well as to the determinants of health literature and to the discipline of 

sociology. However, a number of limitations must be addressed to the work presented in 

this dissertation.  The first limitation of this research study is related to the 2012 

Aboriginal Peoples Survey, the 2011 National Household Survey and the use of 

quantitative methodologies in general. The cross-sectional nature of the 2012 APS data 

represents only a snapshot in time and so it is not possible to examine how 
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transgenerational trauma, alcohol use and participation in Indigenous land based practices 

and cultural activities increase or decrease over time. Furthermore, it is not known how 

often, or where, these practices occur (e.g., whether an individual participates in arts and 

crafts within the city at a home or in another community). The 2012 APS also misses 

Indigenous peoples who are transitioning between households or experiencing 

homelessness. This overlooked population is certainly important when we consider their 

health and well-being and warrant consideration. Post-census surveys of this nature also 

do not account for people who opt out of participating for personal or political reasons 

and based on the voluntarily nature of using the 2012 and 2011 NHS which are both 

voluntary this is an important point to take into consideration. Furthermore, the creation 

of artificial identity categories is problematic such as the categories of North American 

Indian, status and non-status. It is critical to note that these categories have been 

constructed by colonial law (such as defining Indian status or non-status), and have been 

used for the purposes of controlling populations, in a Foucauldian sense and to racialize, 

segregate and control Indigenous peoples. These categorizations do not take into account 

Indigenous peoples’ diversity, family networks, personal stories, worldviews, socio-

political, emotional and spiritual experiences.  

There also are limitations that relate to the qualitative interview data. While the 

research provided an important analysis of the historical development of the First Nations 

Perspective on Health and Wellness it did not contextualize this knowledge in actual 
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ancestral teachings. For example, there are many stories that link humans to the natural 

world and to the different animal totems that have been used among the Native Northwest 

people. The story of the raven is one of my favorites and I have been told this story many 

different times over the years of working with Indigenous peoples. As the “trickster” the 

Raven usually is depicted as mischievous and the story of the Raven is strong cultural 

understanding of truth among Native Northwest Coastal peoples (Clarkson, 1953). The 

traditional teaching of the story of the Raven is told as a way to symbolize creation, 

knowledge, prestige as well as the complexity of nature and the subtlety of truth, and 

truth is an important value embedded in the First Nations Perspective on Health and 

Wellness (FNHA, 2016d). To illustrate the connection between truth and ancestral 

teachings, I’ve included a creation story of the Raven called the “Sun, Moon and Stars. 

This is an ancient Haida story told by Ella Ckarkson (1953) that explains how Raven 

helped to bring the Sun, Moon, Stars, Fresh Water, and Fire to the world. According to 

this story, the beginning the world started in darkness.   

 

Long ago, near the beginning of the world, Gray Eagle was the guardian of the 

Sun, Moon and Stars, of fresh water, and of fire. Gray Eagle hated people so 

much that he kept these things hidden. People lived in darkness, without fire and 

without fresh water.  
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Gray Eagle had a beautiful daughter, and Raven fell in love with her. In the 

beginning, Raven was a snow-white bird, and as such, he pleased Gray Eagle's 

daughter. She invited him to her father's longhouse. 

When Raven saw the Sun, Moon and stars, and fresh water hanging on the sides 

of Eagle's lodge, he knew what he should do. He watched for his chance to seize 

them when no one was looking. He stole all of them, and a brand of fire also, and 

flew out of the longhouse through the smoke hole. As soon as Raven got outside 

he hung the Sun up in the sky. It made so much light that he was able to fly far out 

to an island in the middle of the ocean. When the Sun set, he fastened the Moon 

up in the sky and hung the stars around in different places. By this new light he 

kept on flying, carrying with him the fresh water and the brand of fire he had 

stolen. 

He flew back over the land. When he had reached the right place, he dropped all 

the water he had stolen. It fell to the ground and there became the source of all 

the fresh-water streams and lakes in the world. Then Raven flew on, holding the 

brand of fire in his bill. The smoke from the fire blew back over his white feathers 

and made them black. When his bill began to burn, he had to drop the firebrand. 

It struck rocks and hid itself within them. That is why, if you strike two stones 

together, sparks of fire will drop out. 
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Raven's feathers never became white again after they were blackened by the 

smoke from the firebrand. That is why Raven is now a black bird. 

             

By Ella Clarkson, (1953) 

 

There are many stories of the Raven and as a part of the animal totem stories of 

the Raven are called upon to clarify truths in vision (Clarkson, 1953). While there are 

many different stories of the Raven in this particular creation story the raven is depicted 

as the trickster and as the “keeper of secrets.” The story is told in such a way as to 

express the value of truth. This story is useful in helping to make the connection between 

Indigenous oral traditions through storytelling and how they impart Indigenous values, 

and in this case the value of truthfulness. While this story helped to illustrate the link 

between Indigenous values through storytelling, this dissertation did not provide space to 

further expand on how Indigenous concepts of health and wellness such as family 

relationships, trust and respect are also understood from Indigenous peoples through 

traditional teachings and linked to storytelling. This raises important questions about how 

these traditional teachings through stories and traditions may be different among differing 

groups of Indigenous peoples. From a social scientific perspective, during interviews I 

did learn that the dimensions in the FNPOW were rooted in ancestral traditions and value 

systems but it would have been beneficial to the study to engage more deeply with Elders 

in different communities to learn more about these oral traditions. This level of 
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engagement would better inform a deeper understanding of the direct relationship of 

Indigenous value systems to the varying dimensions in the FNPOW.  

Lastly, it is also possible that key informants did not fully disclose their 

experiences with the FNPOW due to discomfort with being interviewed over the 

telephone, or perhaps due to perceptions of researcher-participant power dynamics. These 

interviews may therefore have been different if they were conducted face-to-face and in 

community that would have provided an even deeper understanding of the FNPOW.     

Reflections on Decolonizing Research: Knowledge Creation, Knowledge 

Sharing and Future Research Directions 

  

There are several important findings of this research study and what is important 

to keep in mind is that whether we are Indigenous or non-Indigenous researchers working 

with Indigenous peoples, communities, Nations or organizations we must consider that 

we are also “affiliated with mainstream institutions – and irrespective of our personal 

commitments and intentions – we are located at a nexus of power in the dominant 

society” (Menzies, 2001, p. 22). This means that our methodological approaches should 

not come at the expense of the colonized and remain inaccessible to the peoples to who it 

represents. In a recent article (2015) a well-known Canadian sociologist at the University 

of British Columbia provided an autobiographical reflection of her research experience, 

calling into question the notion of “research as a scientific colonial practice” (Wilkes, 
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2015, p. 119). In this section she offered a critique of her own work with the conclusion 

that one cannot simply submit their work to an academic journal have it published 

without critically reflecting on the “transferability of theoretical concepts” (Wilkes, 2015, 

p.119).  

As researchers, I believe that we make choices about the work we do and how we 

intend to share our research with academic and non-academic audiences. This is an 

important aspect of addressing power relationship in research endeavors and why I 

decided to have a partnership with the First Nations Health Authority (FNHA). This 

dissertation came into being through sharing knowledge and was inspired by an informal 

conversation with a First Nations physician, and a woman of Nuu-chah-nulth decent, Dr. 

Shannon Waters whom I met briefly at an Indigenous data conference where I was 

presenting on Indigenous wellness indictors. Since this time, we have become and 

remained good friends. It is driven by a spirit of partnership and passion for Indigenous 

knowledge sharing that is intended to enhance urban Indigenous peoples’ health and 

wellness.  While I have conducted my research in compliance with the University of 

Victoria Ethical Review Board, I also have received permission by the FNHA Ethical 

Review Board to conduct this research according to terms and conditions outlined in the 

Collaborative Research Agreement (see Appendix B). Working exclusively within the 

parameters of university approved ethical boards is one-sided. Such approaches to 

research are problematic especially when we consider that these practices are reflective of 

colonial ways of legitimizing research processes and reflective of doing research “on” 
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Indigenous peoples and communities as opposed to doing research “with” Indigenous 

peoples and communities. If, we are to move forward in community-based scholarship, I 

believe that both types of reviews are crucial for transparent and meaningful research 

partnerships to occur; perhaps implementing a process that synthesizes these ethical 

review frameworks through a shared memorandum of understanding (MOU) may be an 

area to explore in subsequent studies.  

In addition to publishing the findings in this dissertation in academic journals, the 

knowledge garnered from this study have been and will continue to be mobilized and 

shared with many groups and organisations in non-academic ways. In Oct 2016, I was 

invited as a guest speaker at the Social Science and Humanities Research Council 

(SSHRC) in Ottawa to present the work for large groups of policy researchers and 

advisors. On November 16, 2016 I presented this research as part of the graduate student 

colloquium series in the Department of Sociology to share the research with students, 

staff and faculty. In June 2017, I will meet with staff at the FNHA in Vancouver to 

discuss the findings and together we will decide on how this information can be further 

shared with the community members in terms of a report and additional presentations.  

I anticipate that these research findings will be used to inform policy and action 

for how Indigenous health and wellness might be more strategically delivered by the First 

Nations Health Authority (FNHA). But certainly, the goal of the research was not to be 

representative of the entire urban Indigenous community as many people have not been 

included in the study; again this includes First Nations youth, Inuit peoples and Métis 
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peoples and those living in rural areas. The determinants of health and wellness for these 

groups of peoples (including youth, Métis peoples, Inuit peoples, and those in rural areas 

and even those living in community/reserve) may have different outcomes. An 

examination of the determinants of health and wellness of these specific groups is beyond 

the scope of this research, but represents an important area of future development that 

could serve to expand upon the policy directions and service and program delivery of 

health services that emerge for these unique groups.  

In future research if we are to accurately describe the determinants of Indigenous 

health and wellness it must be contextualized in transgenerational trauma and also 

wellness practices such as land based traditions and cultural activities. In addition, these 

determinants need to be linked to specific historical, cultural, political, social and 

economic contexts which must be accurately documented. Research designs need to be 

culturally responsive, which means that researchers need to work in tandem with 

Indigenous peoples, communities and/or organizations in such a way to avoid 

misinterpretations and misrepresentations in the knowledge inquiry process. This will 

support the generation of research findings that are anchored in Indigenous knowledge 

systems and accurate cross-cultural representations produce estimates of population 

health that are better equipped to inform recommendations for health, healing and well-

being. These are the types of new relationships that will facilitate reconciliation because 

Indigenous peoples, communities and organizations can re-story the historical trauma on 
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a number of levels and to recreate new ways of understanding and contesting the deeply 

engrained structures of inequality.  

In terms of policy, this dissertation urges that future research endeavors continue 

to acknowledge and investigate the distinct influence of transgenerational trauma on 

Indigenous peoples’ health and well-being. This acknowledgement should also be 

supplemented with learning and understanding the ways the impacts of trauma are 

mediated through Indigenous resurgence of speaking Indigenous languages, and 

participation in cultural activities such as arts and crafts, making traditional clothes and 

footwear and land-based practices such gathering (wild plants, berries, sweet grass). 

Understanding current and transgenerational impacts on health and wellness presents 

important potential to guide policy and to redress the social, economic, and political 

context that lies at the root of urban health inequalities for Indigenous peoples. In order to 

work toward enhancing the lives of Indigenous peoples and communities, policy needs to 

consider the colonial context in which health is linked and the ways in which different 

dimensions of health and wellness are interconnected and experienced. There is still 

much work ahead in the nexus of social inequality, health disparities, social capital 

analysis and understanding where these realities are situated in this colonial world. The 

FNPOW is deeply embedded in determinants of Indigenous health and wellness and the 

results of this study provide strong empirical evidence for likely benefits of repositioning 

Indigenous health and wellness policies from their current Western science-based 
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perspective to an integrated knowledge perspective that is inclusive of Indigenous 

knowledge systems. Future studies focused on a wider spectrum of Indigenous peoples 

are needed to extend the findings and recommendations of this study. 
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Ethical Consent Form 

 

Hi, my name is Jacqueline Quinless. I’m contacting you from the University of Victoria, 

Department of Sociology. As part of my PhD research I am conducting interviews about 

Indigenous well-being and would like to invite you to participate in this study to talk about more 

about your knowledge of urban Indigenous well-being and how you use this knowledge in your 

line of work. I am looking at producing a thesis. If you wish to learn more about the research 

project you can contact the FNHA in Vancouver at 1-604-699-3101. This research has received 

ethics clearance through the University of Victoria Research Ethics Committee and is supported 

by the First Nations Health Authority ethical framework. Any concerns you may have can also be 

directed to ethics@uvic.ca 

 

I hope to interview you about (1) how you define Indigenous well-being through the FNPOW to 

trace its historical development and (2) how you understand this definition in relation to wellness 

outcomes. With your consent, interviews will be recorded. Interviews will be flexible to allow 

conversation to move in different directions. The interview will take anywhere between 45 to 90 

minutes.  I do not anticipate any risks to you for being involved in this study. If the questions or 

conversation becomes uncomfortable at any point, you can choose to decline to answer the 

questions and you may even end the interview and even withdraw from the project.  If you do end 

the interview or withdraw from the project you can decide at that time if I can use any of the 

information you have provided. If you do not want me to use the interview material I will destroy 

the interview notes and tapes. All of the results of the study will be shared with the First Nations 

Health Authority. You will be able to contact him for access to the results but all of the 

information gathered will be aggregated so no individual names will be associated with actual 
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data; I will forward you the interview transcripts of our interview for your records. The researcher 

will no longer have access to the data once the study is complete but this does not mean the 

information will be lost; all of aggregated data will remain in receipt of the FNHA after project 

completion.  The knowledge generated through this research will be made publicly available 

through a thesis paper, open-source publications, and a presentation to the FNHA. A copy of this 

form will be provided to you and a copy for me. 

 

You do not need to participate if you are not interested. There is no pressure or obligation. Please 

feel free not to participate if you feel any pressure or if you feel uneasy with how this process is 

going. Once again, your participation should be entirely of your own choosing and not based on 

any previous relationship with the researcher.  Your confidentiality and the confidentiality of the 

information will also be protected by: 1) by keeping it secure at all times (under lock and key); 2) 

and by restricting access to the information.  

 

I, ______________________ have read the Letter of Information attached and agree to 

participate in the study being conducted by {………} of University of Victoria Sociology. I agree 

_____ do not agree _____ to be audio taped throughout the interview, and I understand that I may 

ask to have the audio recorder turned off at any point. 

 

Participant’s Name (please print):  

Participant’s Signature or email confirmation 

    

Researcher’s Signature:  
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The purpose of this research project, as discussed with and understood by the FNHA is to 

investigate the development of FNPOW and the dimensions of well-being it represents to 

understand how it is related to wellness outcomes. The first set of questions are intend to 

explore the historical development of the First Nations Perspective of Wellness, meaning 

how, why and when it was developed. The second set of questions are related to the use of 

the FNPOW to understand how survey data like the Aboriginal People Survey by 

Statitsics Canada could be linked to various physical, emotional, spiritual, and mental 

indicators of well-being. 

 

The following figure is the FNPOW as developed by the FNHA 

  



315 

 

 

 

 

 

 

 

 

FNPOW Historical Development:  

   

1. What is the FNPOW. Do you know why and when it was created? Can you tell 

me about this? E.g. when did the process start and by whom? 

 

2. Whose research is it? Meaning who owns it and whose interests does it serve?  

 

 

3. Who will benefit from it? 

 

 

 

4. Who has designed its questions and framed its scope? Who was Involved in the 

development of the FNPOW 

 

 

 

 

Using the FNPOW for Wellness Outcomes/Measures  

5. How is the FNPOW related to wellness outcomes for Indigenous people?  

 

6. How is the FNPOW used? e.g. data analysis conducted?  

 

7. Can you tell me how are results such as reports are disseminated back to the 

community and also used to inform decision making e.g. social policy? 
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Collaborative Research Agreement 

 

Although verbal agreements and trust are important, documentation is often vital in 

dealing with external researchers and is useful in avoiding misunderstandings and 

potential conflicts. A collaborative research agreement is generally co-written by the 

researchers and the First Nation to ensure an equal research partnership. It should also be 

produced in languages appropriate to the First Nation. 

 

 

 

 

_________________________ First Nation Community 

Contact Person (s):     _____________________________ 

Organization:               ____________________________ 

Address:                        ____________________________ 

                                        ____________________________ 

Telephone:                   ____________________________ 

Facsimile:                      ____________________________ 

Email:                             ____________________________ 

 

 

AND 

 

 

Principal Researcher (s) 

 

Name (s):   Jacqueline Quinless 

Supporting Agency:  University of Victoria: Department of Sociology 

Address:          3800 Finnerty Rd, Victoria, BC V8P 5C2 

                                       

Telephone:                  250-721-7572 

Facsimile:                     250-721-6217 

Email:                             quinless@uvic.ca 

                                        

The principle researchers, as named and the FNHA agree to conduct the name 

collaborative research project in accordance with the guidelines and conditions described 

in this document. 
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1. Purpose of the Project 

 

The purpose of this research project, as discussed with and understood by the FNHA is to 

investigate: Dimensions of Indigenous Well-being and outcomes measures. The objective 

of this research is to twofold. First, it will support a critical indigenous paradigm by using 

a combination of theoretical approaches including decolonizing theories, post-

positivism, and social capital analysis to explore the development of the First Nations 

Perspective of Wellness as an important conceptual framework of understanding and 

addressing well-being for urban First Nations people. The framework is rooted in First 

Nations knowledge systems and will support the revitalization of the Traditional Indian 

Medicine Wheel approach to well-being. This is a culturally responsive and relevant 

research design that is necessary for working with First Nations communities in the 

context of well-being at both the individual and community levels. Secondly, the study 

will use First Nations Perspective on to investigate the effects of various physical, 

emotional, spiritual, mental variables and other socio-economic factors  (gender, age, 

Aboriginal Identity, education, income and culture), on Indigenous self-reported wellness 

using a multilevel modelling statistical framework.   

 

The results of this research may be used to: This study is intended to examine the 

predictive power of the four dimensional framework of the Community Well-Being 

Index developed by Aboriginal Affairs and Northern Development Canada in three 

important ways in comparison to the First Nations Perspective on Wellness. 1. The 

FNPOW has been developed through a more localized knowledge process and it will be 

worthwhile to understand this development process from the standpoint of the FNHA; 2. 

While the Community Well-Being Index uses Census data to drive the model, this 

framework will draw from the 2012 Aboriginal Peoples’ Survey data, which is the most 

comprehensive, reliable and robust national data source currently available on a wide 

range of urban Indigenous issues; and 3.the APS data will support an expansion of other 

socio-cultural dimensions of well-being that reflective of traditional knowledge systems 

and integral aspects of the well-being of Urban Indigenous People based in a more 

holistic perspective of well-being 

 

2. Scope the Project 

 

The project has the following objectives and/or aims to answer the following questions: 

While the Canadian government remains committed to enhancing Aboriginal well-being 

as a way to build investments in the Canadian economy, current conceptual frameworks 

and measurement tools such as the Community Well-being Index that is used to track and 

measure changes in community well-being does not engender an Indigenous ways of 

knowing well-being which is based in a holistic view that balances physical, mental, 
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emotional, and spiritual dimensions of wellness (Blackstock, 2009; Fleming & Ledogar, 

2008). The fact that Indigenous peoples are experiencing a health crisis is well supported 

in the literature (Ahenakew, 2012; Castellano 2006; Frideres and Gadacz 2006). As  

Ahenakew (2012) points out while many Indigenous peoples have stated that they have 

be researched excessively, social research has in many ways contributed to the 

pathologization of Indigenous states of well-being (Duran 2006; Ahenakew, 2012) and 

the post-colonization of indigenous populations with a general mistrust of Western 

researchers (Smith 1999; Smith, 2012; Aboloson, 2011).  This generates an important 

question in the field of Indigenous studies: How can Western researchers work with 

Indigenous communities to better understand well-being?  The position of this thesis is 

that a post-positivist tradition can be transformed to be culturally responsive and 

inclusive of multiple epistemologies and traditional Indigenous knowledge systems in 

constructing a strengths-based perspective on urban Indigenous well-being.  

 

In order to meet the objectives or answer the questions stated above, the following types 

of information will be gathered:  data be gathered through oral histories (qualitative in-

depth interviews) with FNHA staff who are familiar with developmental process of the 

First Nations Perspective on Wellness.  

3. Methods and procedures  

                       

 Data will be gathered using the following methods or procedures:  data be gathered 

through oral histories (qualitative in-depth interviews). Material will be transcribed and 

then shared with FNHA staff to ensure accuracy. Each interview will be audio-recorded 

and all materials transcribed. Field notes will also be made at the end of each interview. 

At the end of transcription, each participant will be emailed their interview transcripts 

and asked to review the transcript for misinterpretations and ensure that an accurate 

representation of their whole case is presented. Each participant will then receive a follow 

up telephone call to discuss and verify the concepts that emerged, should they feel it 

necessary 

 

The amount of data that is required for this project is approximately 8-10 interviews  

This number/amount is required because: it will provide an adequate amount of 

information to provide an overview of the development process of the FNPOW 

 

Community members will assist or participate with the data-gathering phase in the 

following ways:  Community members will only participate in the study with the 

approval of the FNHA and should this be deemed necessary.  

 

Individuals consent to participate in the project will be obtained in the following way: 

The informed consent process for this research investigation will adhere to the TCPS 

Section 2.1 Free and Informed consent as outlined in the Guidelines for Completing the 
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Human Research Ethics Board Application for Ethics Approval for Human Participant 

Research at the University of Victoria. Participants will asked to sign an initial written 

consent form at the onset of the research interview and also a sign a written informed 

consent form at the end of the research project to ensure that participants agree to the 

dialogue, information sharing and general research process.  

 

Participates have the right to withdraw from the project at any time for any reason. IN 

this case that participates data will be destroyed. 

 

Research data will be stored in the following ways:  The principle researcher will secure 

the data against misuse, loss, destruction, or unauthorized access through a number of 

procedures. First, a laptop will be used that has a data encrypted external hard drive and 

other secure IT systems with firewalls, and updated antivirus software to secure data file 

use, transportation, and transmission. In addition, my physical office space has restricted 

access.   

 

The following person will have access to research data: Dr.Doug Baer, Dr.William 

Carroll and Dr.James Frideres (Dissertation Committee Members) 

 

Confidentiality of research data (if desired) will be ensured through the following 

methods: All research study related information will be password protected, and further 

secured under lock and key. Only the researcher (and members of the dissertation 

committee) will have access to the data. 

 

 

Data will be analyzed or interpreted through the following methods: qualitative open 

ended software including Dragon Naturally Speaking and Saturate Software 

________________________________________________________________________

______ 

 

Community researchers/participates will participate in the analysis of data, or the 

verification of results, in the following ways:  The signed written informed consent form 

at the end of the study will afford FNHA participants the opportunity to exercise their 

consent at the conclusion of the study following debriefing. Should a participant express 

concerns about the study, he/she will be given the option of removing his or her data 

from the project in the event of perceived or actual conflicts of interest. 

 

The final research report will be submitted to the community for review and approval. 

 

Research findings will be presented to the community in a language and format that is 

clear and comprehensible to community members. 
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Research findings will be presented to the community in the following formats:  

A written research report and/or powerpoint presentation 

 

Research findings will be presented to the general public and/or any other audience in the 

following formats: A formal PhD Dissertation and academic publication 

 

 Expected Outcomes, Benefits and Risks 

 

The expected outcomes of this research project are: A formal PhD Dissertation, a FNHA 

report and powerpoint presentation, and academic publication 

 

The project will benefit the principal (external) researchers in the following ways: A 

formal PhD Dissertation 

 

The project will benefit the community (individually or collectively) in the following 

ways: The contributions of the research will help to expand the knowledge base of 

Indigenous well-being by identifying common themes related to Indigenous well-being 

and also knowledge gaps that exist in terms of data gaps. The findings of this study can 

be used to further expand on common understandings and knowledge gaps and be shared 

a with the FNHA in terms of wellness outcomes and measures.  

 

The project poses the following risks to the community: there are no risks anticipated 

with this project for the community or FNHA 

  

Measures that will be taken to minimize these risks are: there are no risks anticipated 

with this project for the community or FNHA 

  

 

 

Obligations and Responsibilities  

 

External Research Partner 

 To do no harm to the community 

 To involve the community in active participation of the research process and to 

prote it as a community-owned activity. 

 To undertake research that will contribute something of value to the community 

 To ensure that new skills are acquired by community members, such as research 

design, planning, data collection, storage, analysis, interpretation and so on.  

 To be stewards of the data until the end of the project if requested or appropriate 
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 To promote the dissemination of information  to society at large if desired and 

appropriate through both written publications and oral presentations 

 To be both involved in any future analysis of the data after the data is returned to 

the community, if requested. 

 To abide by any local laws, regulations and protocols in effect in the community 

or region, and to become familiar with the culture and traditions of the 

community. 

 Within their respective roles  as researchers and community representatives, to 

advocate and address health, social or other issues that may emerge as a result of 

the research. 

 To ensure that the community is fully informed in all parts of the research 

process, including its outcomes through publications and presentations, and to 

promptly answer questions that may emerge regarding the project and its findings.  

 To communicate equally with the other partners in all issues arising in the project. 

 To ensure that research carried out is done in accordance with the highest 

standards, both methodologically and from a First Nations cultural perspective. 

 To support the community by providing resources as a matter of priority (e.g., 

research funding to support community research coordinator. 

 To abide by their own professional  standards, their institution’s guidelines for 

ethical research and general standards of ethical research 

 

 

Community-Based Researcher 

 

In addition to the obligations listed for the external research partners, the community 

researcher is obligated: 

 

 To provide a link between the research project team and other community 

members, and provide relevant, timely information on the project. 

 To place the needs of the community as a first priority in any decision where the 

community researcher’s dual  roles of community member and researcher may be 

in conflict. 

 In situations where a research project is promoting healthy lifestyles or practices, 

to promote the intervention objectives of the project by working closely with 

community health, social and/or education professionals. 

 To be stewards of data until the end of the project if requested or appropriate. 
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Community Partner 

 

 First and foremost, to represent the interests, perspectives and concerns of 

community members and of the community as a whole. 

 To ensure that research carried out is done in accordance with the highest 

standards, both methodologically and from a Fist Nations perspective. 

 To communicate the results of the research to other communities, and share ideas 

as well as program and service development for mutual benefit and involvement. 

 To serve as the guardian of the research data during and/ or after completion of 

the project. 

 To offer the external and community researchers the opportunity to continue data 

analysis before the data are offered to new researchers. 
 

4. Funding 

  

The principle researcher have acquired funding and other forms of support for this 

research project from these sources: Social Sciences and Humanities Research Council  

 

The funding agencies have imposed the following criteria, disclosures, limitation and 

reporting responsibilities on the principle researchers: the research results must be used to 

produce a formal PhD Dissertation 

 

The community partner has the following responsibilities with respect to funding 

requirements: there are none 

 

5. Dissemination of Results 

 

The results will be disseminated to the following stakeholders: The PhD Dissertation is a 

public document that will be stored at the University of Victoria Library   

 

Research results will be disseminated in the following manner: A formal PhD 

Dissertation 

 

Any future publication or dissemination of research results, beyond what is described in 

this agreement, shall not be undertaken without consultation with the FNHA 

 

 

6. Data Ownership and Intellectual Property Rights 
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The individual owns his or her personal information while the principle research collects 

the data and the researcher and FNHA owns the collective qualitative data.  

 

The researchers retains all intellectual rights (including copyright), as applicable, to the 

data offered under this agreement in the form of the written dissertation when approved 

by the FNHA – the FNHA can retain a copy of the transcribed interview data. 

 

Access and stewardship of the collective data are negotiated and determined by the First 

Nation. 

 

 

 

 

7. Communication 

 

Communication on all aspects of the research, including progress reports to the 

community, will be ensured in the following ways: regular email status updates and 

scheduled conference calls with the designated FNHA representative (s) 

 

In the case of media inquires during or after the project, designated spokespersons are: 

the principle researcher and designated FNHA representative (s) 

________________________________________________________________________

______ 

 

The community will be the first to receive research results and the first invite to provide 

input and feedback on the results. The results should be presented in a format that is 

language appropriate and accessible to the community. Results will not be released 

without the approval of the community. 

 

At the end of the study, the research partners agree to participate in community meetings 

to discuss the results and their implications. 

 

8. Dispute Resolution 

 

In the event that a dispute arises out of or relates to this research project, both parties 

agree first to try in good faith to settle the dispute by mediation administered by an 

agreed upon neutral party before resorting to arbitration, litigation or some other dispute 

resolution procedure, A mediator will assist the parties in finding a resolution that is 

mutually acceptable. 
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If a dispute cannot be resolved to the satisfaction of both parties, the research project may 

be terminated according to the terms described below. 

 

9. Term and Termination 

 

This agreement shall have an effective date of ____________________ and shall 

terminate on ________________________.  

 

This agreement may be terminated by the written notification of either party. 
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The following figure is the FNPOW as developed by the FNHA 
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Centre Circle (Core of wellness) 

The Centre Circle at the heart of the diagram represents individual human beings taking 

responsibility for their own health and wellness with a strong sense of self-identity and 

self-esteem. Everything originates at the centre, and it is with one’s self, that the journey 

towards wellness begins. The broader context that an individual lives in (i.e. one’s 

community and larger society) also effects decisions, actions, and choices. 

Second Circle – (Domains of Wellness) 

This circle illustrates mental, emotional, spiritual and physical dimensions 

necessary for a healthy well balanced life.  It is critically important that there is balance 

between these dimensions of wellness and that they are all nurtured in tandem to create a 

holistic level of well-being, one in which all four areas are strong and healthy.  Some 

examples of well-being are:  

 When looking at mental wellness, consider career satisfaction and stress 

management.  

 When looking at emotional wellness, it is important to nurture and to be nurtured 

by relationships and identify support networks.  

 When looking at spiritual wellness, it is important to nurture the spirit, whether it 

is through culture, language, ceremonies, religion or the creative arts, such as 

writing, drumming, dancing or drawing.  
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 When looking at physical well-being, consider nutrition, physical activity, and 

weight management.  

Third Circle – (Values of Wellness) 

The third circle represents the overarching values that support and uphold 

wellness.  These are respect, wisdom, responsibility, and relationships.  These four 

values need to be acknowledged when honouring one self and others:  

Respect: Respect is honouring where you come from, your culture, your 

traditions, yourself. It is intergenerational, and is passed on through ones community and 

family.  It is the driving force of the community because it impacts all of our life 

experiences, including our relationships, health, and work.  It is defined as consideration 

and appreciation for others, but there is recognition that respect is so much more in First 

Nations communities – it entails a much higher standard of care, consideration, 

appreciation and honour, and is fundamental to the health and well-being of First Nation 

and Aboriginal people. There is an intuitive aspect to respect, because it involves 

knowing how to be with oneself and with others. 

Wisdom: Wisdom includes knowledge of language, traditions, teachings, culture, 

and medicine.  Like respect, the ancestors pass on wisdom, from one generation to 

another. It is sacred in nature and includes honouring spirit and knowledge sharing. 
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Responsibility: Every person has responsibility to self, families, communities, and 

the land.  Responsibility extends not just to those with whom we come into contact, but 

also to those in more distal spheres, who may also be affected by our actions.  There is 

also a mutual accountability and reciprocity aspect to responsibility.  Responsibility 

intersects with so many areas of human life, involving maintenance of healthy and 

balanced interconnections and leadership/mentorship through a modelling of healthy 

behaviour and well-being. 

Relationships: Relationships sustain human wellness.  They go hand in hand with 

responsibility. Like responsibility, they involve mutual accountability and reciprocity.  

Relationships include notions of togetherness, team building, partnerships, capacity 

building, nurturing, sharing, strength, and love.   It is recognized that relationships need 

to be maintained strongly within oneself, others, and with the environments.   

Fourth Circle – (Relationships for Wellness) 

The fourth circle depicts the people that surround individuals and the places 

where they come from and where they live.  These are specified as:  nations, family, 

community, and land. Individuals need to develop healthy relationships and 

responsibilities within each of these areas, which will provide the foundation for health 

and wellness.  
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Land: The land sustains – physically, emotionally, spiritually and mentally. Land 

is used for hunting, fishing, and gathering.  The land is about where one comes from, 

including one’s territory and is the basis for an individual’s identity.  It is more than just 

the earth.  It includes all living and non-living things such as: water, the air, fire, food, 

medicines, animals, all plants and trees, the mountains, and the ancestors.  Individuals 

have a responsibility to care for the land and to share that knowledge with the people.  

Land and health are closely intertwined because land is the ultimate nurturer of people.  It 

provides physical sustenance but also emotional and spiritual sustenance because it 

inspires and provides beauty; it nurtures the soul. 

Community: Community represents the people who populate our living 

environments – they are those who share home, school and work environments, for 

example.  Community may be viewed in multiple ways: communities of place, 

communities of knowledge, interests, experiences, values, each plays an important part in 

an individual’s health and wellness.   

Family: Family is one’s support base. It is inclusive of one’s origins, languages 

and culture.  There are many different kinds of families, including immediate and 

extended families, ancestors now past, those cared for and who care for us.  Family may 

also include non-family (or blood related individuals), such as those who comprise an 

individual’s support system or traditional systems. It is also important to recognize the 
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diversity that exists across British Columbian First Nation families.  For instance, of the 

many different families that exist some are of matrilineal heritage. 

Nations: Nation includes the broader community outside the immediate and 

extended family and community.  In essence, nation is an inclusive term representing the 

various nations that comprise one’s world. 

Fifth Circle – (Determinants of Wellness) 

The fifth circle depicts the social, cultural, economic and environmental 

determinants of health and wellness. These determinants affect individual health and 

well-being and it is an individual’s responsibility as well  as a collective one to ensure 

these determinants are available and protected.  

Social: Social determinants include security, housing, food, health prevention, 

promotion, education, health awareness, and outreach supports.  All are critical aspects of 

health and wellness. 

Environmental:  The environment, including the land, air, water, food, housing, 

and other resources need to be cared for and considered in order to sustain healthy 

children, families and communities. Safety and emergency preparedness are two critical 

components. 
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Cultural: Culture is foundational to the way we live as human beings and as 

members of community and society. It includes language, spirituality, ceremonies, 

traditional foods and medicines, teachings, a sense of belonging and meaningfulness in 

the world.   

Economic: Economic means resources for which we have a responsibility to 

manage, share, and sustain for future generations.  There is a need to create balance in 

how individuals, communities and nations/societies use our resources and good 

leadership to help create the balance. Economics can include employment and workplace 

health.  

Outer Circle 

The people in the outer circle represent the vision of strong children, families, 

elders, and people in communities.  The people are holding hands to demonstrate 

togetherness, respect and relationships, which in the words of a respected BC elder can be 

stated as “one heart, one mind.”  Children are included in the drawing because they are 

the heart of our communities and they connect us to who we are in essence, and to our 

health.  

Understanding the Model Colours 
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The colors of the sunset were chosen specifically to reflect the whole spectrum of 

sunlight, and to depict the sun’s rotation around the earth, which governs the cycles of 

life.  The FNPOW is unique and has the potential to show other communities and 

organizations what a grounded and holistic view of health and wellness really looks like. 

The FNHA will lead the way to a bright future of healthy, self-determining and vibrant 

BC First Nations children, families and communities and has bridged the gap between 

health services and First Nations Communities, bringing in culture, traditional ways of 

knowing, and common worldviews. 
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Table 20: Results of Multilevel Null Model Level 2 - Spiritual Wellness                                             

 

 

 

 

 

 

Estimate S.E. Est./S.E. P-Value

Within Level

Gender 0.564 0.282 2.002 0.045

Alcohol -0.071 0.076 -0.942 0.346

Food Security -0.79 0.427 -1.85 0.064

5 year mobility 0.134 0.123 1.085 0.278

Highest level of school 0.142 0.067 2.132 0.033

Language 0.065 0.145 0.445 0.656

House Repairs -0.14 0.337 -0.415 0.678

Clothes -0.654 0.356 -1.837 0.066

Arts 0.991 0.344 2.877 0.004

Family Type -0.487 0.235 -2.076 0.038

Hunting -0.2 0.239 -0.837 0.403

Gathering 0.752 0.273 2.752 0.006

House Size 0.133 0.095 1.391 0.164

Employed 0.093 0.331 0.282 0.778

Residential School 0.488 0.311 1.568 0.117

TgtIndex 0.392 0.102 3.826 0.000

Urban 0.439 0.335 1.307 0.191

Age -0.027 0.011 -2.567 0.01

Income (/10,000k) -0.045 0.022 -1.996 0.046

Between Level

Thresholds

Spiritual 5.056 0.384 13.155 0.000

Variances

Spiritual 0.774 0.439 1.766 0.077
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Table 21:Results of Multilevel Null Model Level 2 - Physical Wellness                                             

 

 

 

 

 

 

 

 

Estimate S.E. Est./S.E. P-Value

Within Level

Gender -0.172 0.069 -2.507 0.012

Alcohol -0.058 0.014 -4.06 0.000

Food Security -0.342 0.075 -4.57 0.000

5 year mobility 0.025 0.023 1.103 0.270

Highest level of school -0.042 0.022 -1.857 0.063

Language -0.021 0.027 -0.796 0.426

House Repairs 0.157 0.053 2.964 0.003

Clothes 0.037 0.108 0.338 0.735

Arts 0.211 0.072 2.951 0.003

Family Type -0.129 0.068 -1.886 0.059

Hunting 0.064 0.057 1.106 0.269

Gathering 0.091 0.064 1.422 0.155

House Size -0.03 0.022 -1.393 0.164

Employed -0.329 0.067 -4.922 0.000

Residential School -0.073 0.101 -0.729 0.466

TgtIndex 0.014 0.026 0.518 0.604

Urban 0.004 0.077 0.046 0.963

Age 0.034 0.002 14.838 0.000

Income (/10,000k) 0.002 0.005 0.284 0.776

Residual Variances

D2PHYSICAL 1.325 0.085 15.633 0.000

Between Level

Means

D2PHYSICAL 1.203 0.073 16.424 0.000

Variances

D2PHYSICAL 0.075 0.028 2.657 0.008
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Table 22:Results of Multilevel Null Model Level 2 - Mental Wellness                                             

 

 

 

 

 

 

Estimate S.E. Est./S.E. P-Value

Within Level

Gender 0.132 0.028 4.707 0.000

Alcohol -0.018 0.007 -2.428 0.015

Food Security 0.420 0.042 9.940 0.000

5 year mobility -0.042 0.015 -2.901 0.004

Highest level of school 0.028 0.009 3.254 0.001

Language 0.000 0.013 -0.013 0.989

House Repairs -0.169 0.039 -4.399 0.000

Clothes -0.072 0.062 -1.164 0.244

Arts -0.074 0.032 -2.314 0.021

Family Type 0.003 0.039 0.087 0.931

Hunting 0.001 0.031 0.017 0.987

Gathering -0.040 0.031 -1.282 0.200

House Size 0.006 0.010 0.598 0.550

Employed 0.143 0.026 5.479 0.000

Residential School 0.036 0.052 0.698 0.485

TgtIndex -0.001 0.007 -0.203 0.839

Urban -0.034 0.032 -1.061 0.289

Age 0.002 0.001 1.805 0.071

Income (/10,000k) 0.005 0.002 2.261 0.024

Residual Variances

D3MENTAL 0.359 0.017 20.974 0.000

Between Level

Means

D3MENTAL -0.055 0.036 -1.546 0.122

Variances

D3MENTAL 0.014 0.004 3.066 0.002
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Table 23:Results of Multilevel Null Model Level 2 - Emotional Wellness                                             

 

 

 

Estimate S.E. Est./S.E. P-Value

Within Level

Gender -0.077 0.056 -1.372 0.170

Alcohol 0.018 0.012 1.555 0.120

Food Security 0.349 0.041 8.522 0.000

5 year mobility -0.029 0.016 -1.764 0.078

Highest level of school 0.057 0.025 2.304 0.021

Language 0.005 0.025 0.187 0.852

House Repairs -0.069 0.050 -1.384 0.166

Clothes 0.029 0.087 0.329 0.742

Arts 0.117 0.061 1.914 0.056

Family Type 0.109 0.051 2.157 0.031

Hunting 0.034 0.053 0.645 0.519

Gathering 0.078 0.060 1.300 0.194

House Size 0.007 0.020 0.350 0.726

Employed 0.004 0.050 0.073 0.942

Residential School 0.034 0.116 0.293 0.770

TgtIndex 0.073 0.024 3.048 0.002

Urban -0.025 0.059 -0.418 0.676

Age -0.003 0.002 -1.909 0.056

Income (/10,000k) 0.007 0.004 1.568 0.117

Residual Variances

D4EMOTION 1.158 0.074 15.69 0.00

Between Level

Means

D4EMOTION 1.599 0.063 25.303 0.00

Variances

D4EMOTION 0.051 0.015 3.394 0.001
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Table 24: List of CMA and CA communities for Statistical Analysis 

 

1. St. John’s 
2. Bay Roberts  
3. Grand Falls-

Windsor  
4. Corner Brook  
5. Charlottetown  
6. Summerside  
7. Halifax0  
8. Kentville   
9. Truro   
10. New Glasgow   
11. Cape Breton   
12. Moncton   
13. Saint John  
14. Fredericton   
15. Bathurst   
16. Miramichi  
17. Campbellton   
18. Edmundston   
19. Matane   
20. Rimouski  
21. Rivière-du-Loup   
22. Baie-Comeau   
23. Saguenay   
24. Alma   
25. Dolbeau-

Mistassini  
26. Sept-Îles   
27. Québec   
28. Saint-Georges   
29. Thetford Mines   
30. Sherbrooke   
31. Cowansville   
32. Victoriaville   
33. Trois-Rivières  
34. Shawinigan   
35. Drummondville   
36. Granby   
37. Saint-Hyacinthe   
38. Sorel-Tracy  
39. Joliette   
40. Saint-Jean-sur-

Richelieu   
41. Montréal   
42. Salaberry-de-

Valleyfield   
43. Lachute   
44. Val-d’Or   

45.   Amos   
46. Rouyn-Noranda  
47. Cornwall   
48. Hawkesbury   
49. Ottawa - 

Gatineau  
50. Brockville   
51. Pembroke   
52. Petawawa   
53. Kingston  
54. Belleville   
55. Cobourg   
56. Port Hope  
57. Peterborough   
58. Kawartha Lakes  
59. Centre 

Wellington   
60. Oshawa   
61. Ingersoll   
62. Toronto   
63. Hamilton   

64. St. Catharines - 
Niagara  

65. Kitchener - 
Cambridge - 
Waterloo   

66. Brantford   
67. Woodstock  
68. Tillsonburg   
69. Norfolk   
70. Guelph   
71. Stratford   
72. London   
73. Chatham-Kent  
74. Leamington  
75. Windsor   
76. Sarnia   
77. Owen Sound   
78. Collingwood   
79. Barrie   
80. Orillia   
81. Midland   
82. North Bay   
83. Greater Sudbury 

/ Grand Sudbury   
84. Elliot Lake   
85. Temiskaming 

Shores   

86. Timmins   
87. Sault Ste. Marie  
88. Thunder Bay   
89. Kenora   
90. Winnipeg   
91. Steinbach   
92. Portage la 

Prairie   
93. Brandon   
94. Thompson   
95. Regina   
96. Yorkton   
97. Moose Jaw   
98. Swift Current  
99. Saskatoon   
100. North 

Battleford   
101. Prince Albert   
102. Estevan   
103. Medicine Hat  
104. Brooks   
105. Lethbridge   
106. Okotoks   
107. High River   
108. Calgary   
109. Strathmore  
110. Canmore   
111. Red Deer   
112. Sylvan Lake   
113. Lacombe   
114. Camrose   
115. Edmonton  
116. Lloydminster  
117. Cold Lake  
118. Grande Prairie  
119. Wood Buffalo   
120. Wetaskiwin   
121. Cranbrook  
122. Penticton   
123. Kelowna   
124. Vernon   
125. Salmon Arm   
126. Kamloops   
127. Chilliwack  
128. Abbotsford - 

Mission   
129. Vancouver   
130. Squamish   

131. Victoria   
132. Duncan   
133. Nanaimo   
134. Parksville   
135. Port Alberni   
136. Courtenay   
137. Campbell River  
138. Powell River   
139. Williams Lake   
140. Quesnel   
141. Prince Rupert  
142. Terrace   
143. Prince George  
144. Dawson Creek  
145. Fort St. John  
146. Whitehorse   
147. Yellowknife  
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Table 25: Variable Construction of Physical Wellness 

P1_asthma  Do you / Does [name] ] have asthma 

P2_arthritis   Do you / Does [name] ] have arthritis 

P3_highblood   Do you / Does [name] ] have high blood pressure 

P4_lung   Do you / Does [name] ] have Chronic bronchitis/emphysema/COPD 

P5_diabetes   Do you / Does [name] ] have diabetes 

P6_heartdisease   Do you / Does [name] ] have heart disease 

P7_intestinal   Do you / Does [name] ] have Intestinal or stomach ulcers 

P8_boweldisorder          Do you / Does [name] ] have bowel disorders  

 

 

Table 26: Variable Construction of Emotional Wellness 

 

cs_01a   Person to turn to for support - No one 

cs_01b   Person to turn to for support - Spouse/common-law partner 

cs_01c   Person to turn to for support- Son/Daughter (15 years or older) 

cs_01d   Who would you turn to for support in times of need? - Father or mother 

cs_01e   Person to turn to for support - Brother/Sister 

cs_01f   Person to turn to for support - Grandfather/Grandmother 

cs_01g   Who would you turn to for support in times of need? - Other relative 

cs_01h   Person to turn to for support- Friends/neighbours/co-workers 

cs_01i   Person to turn to for support - Employer 

cs_01j   Who would you turn to for support in times of need? - Elders 

cs_01k   Person to turn to for support - Clergy or religious/spiritual figure 

cs_01l   Person to turn to for support - Community/friendship centres 

cs_01m  Person to turn to for support - Other non-relative 
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Table 27: Variable Construction of Mental Wellness 

DIS_01A Felt tired out 

DIS_01B Felt nervous 

DIS_01C So nervous nothing calms down 

DIS_01D Felt hopeless 

DIS_01E Felt restless 

DIS_01F Could not sit still 

DIS_01G Felt sad/depressed 

DIS_01H Depressed/nothing cheers you up 

DIS_01I Felt everything was an effort 

DIS_01J Felt worthless 

 

Table 28: Variable Construction of Transgenerational Trauma Index 

RS_02 Residential School - Family members attended – none 

RS_02A Residential School - Family members attended - Grandparents 

RS_02B Residential School - Family members attended - Grandparents 

RS_02C Residential School - Family members attended - Mother 

RS_02D Residential School - Family members attended - Father 

RS_02E Residential School - Family members attended – Spouse/partner 

RS_02F Residential School - Family members attended – Brothers/sisters 

RS_02G Residential School - Family members attended – Other relatives 

RS_02H Residential School - Family members attended – Uncles/Aunties 

RS_02I Residential School - Family members attended - Cousins 
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Table 29: Significance levels (p-values) for Multilevel Models with Random Slopes 

 

Physical on Language 

Significance level  

p value 

Tgtindex 0.588 

Reschool2 0.999 

Alcohol 0.740 

Food 0.158 

Age 0.752 

Arts 0.000 

Gather 0.428 

Gender 0.230 

Mental on Language 

 Tgtindex 0.645 

Reschool2 0.480 

Alcohol 0.129 

Food 0.432 

Age 0.551 

Arts 0.485 

Gather 109.000 

Gender 0.230 

Emotion on Language 

 Tgtindex 0.022 

Reschool2 0.788 

Alcohol 0.355 

Food 0.006 

Age 0.057 

Arts 0.07 

Gather 0.273 

Gender 0.138 

Spititual on Language 

 Tgtindex 0.197 



343 

 

 

 

 

 

 

 

 

Reschool2 0.199 

Alcohol 0.243 

Food 0.774 

Age 0.434 

Arts 0.671 

Gather 0.622 

Gender 0.86 

Physical on Comm100k Significance level p value 

Tgtindex 0.263 

Reschool2 0.673 

Arts 0.731 

Food security 0.189 

Mental on Comm100k 

 Tgtindex 0.82 

Reschool2 0.589 

Arts 0.747 

Food security 0.855 

Emotion on Comm100k 

 Tgtindex 0.374 

Reschool2 0.204 

Arts 0.511 

Food security 0.525 

Spirit on Comm100k 

 Tgtindex 0.292 

Reschool2 0.715 

Arts 0.742 

Food security 0.44 

 

 


