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L E A R N I N G  O B J E C T I V E S
	•	 	Differentiate	among	the	terms	Aboriginal,	

Indigenous,	First	Nations,	Métis,	and	Inuit.
	•	 	Describe,	in	general	and	at	a	high	level,	the	

demographic	makeup	of	Indigenous	people	in	Canada.
	•	 	Understand	the	effects	of	racism,	colonialism,	and	

self-determination	on	the	health	of	Indigenous	
people,	as	well	as	the	impact	of	decolonization.

	•	 	Summarize	the	health	gaps	that	exist	between	
Indigenous	and	non-Indigenous	Canadians	in	the	

areas	of	morbidity,	mortality,	self-perceived	health,	
and	health	care	utilization.

	•	 	Describe	Indigenous	views	on	health.
	•	 	List	challenges	in	health	care	provision	and	access	to	

Indigenous	communities,	on	and	off	reserve.
	•	 	Be	familiar	with	strategies	that	the	health	sector	can	take	

to	reduce	health	inequities	facing	Indigenous	people.
	•	 	Define	the	terms	ally	and	accomplice	and	reflect	on	

how	one	can	be	an	aspiring	ally	of	Indigenous	people.
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INTRODUCTION
Before	embarking	on	an	exploration	of	Indigenous	health	
issues,	it	is	important	to	keep	in	mind	that	although	this	
chapter	 has	 been	 extensively	 researched	 and	 reviewed	
with	support	and	in	consultation	with	Indigenous	part-
ners,	 its	primary	authors	 are	 settlers	of	 this	 land.	Thus,	
this	chapter	is	being	written	from	the	perspective	of	set-
tlers	aspiring	to	be	allies—people	who	are	committed	to	
the	rights	of	nondominant	groups	and	the	elimination	of	
social	inequities	and	who	establish	meaningful	relation-
ships	with	 communities	 to	 support	 and	 show	 account-
ability	to	those	communities	(refer	to	Box	7.1	for	a	more	
detailed	understanding	of	what	it	means	to	be	an	ally	and	
an	accomplice)	(Smith,	Puckett,	&	Simon,	2015).	As	with	
any	piece	of	published	work,	it	is	important	that	readers	
keep	in	mind	the	perspective	(with	all	 its	strengths	and	
limitations)	from	which	it	is	written.

When	thinking	through	issues	of	inequity	and	groups	
experiencing	inequities,	one	must	be	mindful	of	the	dis-
tinct	 but	 interrelated	 concepts	 of	 cultural	 hegemony	

and	 ethnocentricity.	Cultural hegemony	 occurs	when	
the	 dominant	 (or	 ruling)	 class	 maintains	 its	 domi-
nance	through	cultural	or	ideological	means—meaning	
through	 the	perpetuation	of	 self-serving	norms,	 ideas,	
values,	 and	 worldviews	 (Cole,	 2019).	 Ethnocentrism 
can	be	 thought	of	as	 the	 tendency	 that	people	have	 to	
view	or	evaluate	other	societal	groups	according	to	the	
values	 and	 standards	 of	 their	 own	 group	 (which	 they	
often	perceive	as	being	superior	to	others)	(Cambridge	
Dictionary,	 2019).	 For	 example,	 in	 science	 and	 health	
care,	we	often	have	established	“ways	of	knowing”—that	
is,	methods	and	tools	that	we	feel	are	reliable	and	credi-
ble	places	from	which	to	obtain	knowledge	from.	These	
include	things	such	as	randomized	controlled	trials,	pro-
gram	evaluations,	written	reports	reflecting	 indicators,	
and	 the	 like.	Underlying	 this	 are	 the	assumptions	 that	
some	studies	are	rigorous	and	objective,	 that	quantita-
tive	information	is	the	most	reliable	kind	of	information,	
and	that	information	and	data	should	be	written	down.	
However,	 many	 non–North	 American	 and	 European	

BOX 7.1 What It Means To Be an Ally and an Accomplice

Aspiring to be an ally (because it is a process, not a desig-
nation) means constantly engaging in a process of self-re-
flection, thinking about how one chooses to live and how 
one’s actions and behaviours affect (either directly or in-
directly) nondominant groups. As alluded to earlier, being 
an Indigenous ally goes beyond understanding history or 
displaying minimal prejudice towards Indigenous peo-
ples. It means actually supporting (not leading) and work-
ing alongside Indigenous peoples to promote rights and 
change the political and social structures that contribute 
to health inequities (Smith et al., 2015).

The term accomplice is increasingly being used by so-
cial justice advocates to refer to people who move be-
yond working with and standing by individuals or com-
munities to explicitly focus on dismantling oppressive 
structures. The focus of being an accomplice then is on 
social structures and addressing root cause of inequities 
(Clemens, 2017).

A common example to highlight the differences be-
tween the two terms is that whereas an Indigenous ally 
might read about Indigenous history, reflect on their own 
behaviours (e.g., being affiliated with an institution that 
may have in the past contributed to the process of colo-
nialization), and attend marches and demonstrations orga-
nized by the community to show support, an accomplice 
might work specifically for an organization that aims to 

support the process of self-determination and creation of 
systems whereby Indigenous people self-govern in the 
areas education, health, and other social systems (Clem-
ens, 2017). The two concepts, of course, overlap, and it 
is essential to keep in mind that one cannot self-identify 
as an ally or accomplice but might be considered a person 
who is aspiring to be one or both from the perspective of 
the nondominant community itself (Smith et al., 2015).

Exercise
Being an aspiring ally involves reflecting on your own priv-
ilege and position in society. For the categories listed be-
low, identify who the “dominant group” is considered to 
be within that category and whether your own identity is 
aligned with that dominant group or not. (For example, for 
the “gender” category, the dominant group is male. Non-
dominant groups you may otherwise identify with could 
be female, transgender, other.):
 •  Gender
 •  Age
 •  Sexual orientation
 •  Language
 •  Ability
 •  Body type
 •  Geographic region
 •  Social class
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cultures	 and	 traditions	 value	 other	 ways	 of	 knowing	
or	 understanding	 complex	 phenomena,	with	 very	 dif-
ferent	 underlying	 values	 and	 assumptions.	 Indigenous	
ways	of	knowing,	for	example,	are	predicated	on	the	fact	
that	knowledge	 is	primarily	 experiential	 and	personal.	
Knowledge	is	often	orally	transmitted	through	story	and	
narrative,	and	the	process	of	knowing	something	can	be	
as	valuable	as	the	knowledge	itself.	Because	this	way	of	
knowing	differs	from	Western	tradition,	for	many	gen-
erations,	 Indigenous	 knowledge	 has	 been	 discredited	
because	Westerners	 approached	 it	 from	 an	 ethnocen-
tric	 perspective.	Many	Western	 institutions,	 including	
schools,	universities,	and	colleges,	advance	the	assump-
tions	 discussed	 (i.e.,	 that	 quantitative,	 written-down	
information	is	the	most	valuable),	further	contributing	
to	this	problem	(University	of	Toronto	Ontario	Institute	
for	Studies	 in	Education	[OISE],	n.d.).	Another	exam-
ple	of	ethnocentrism	(from	health	care)	is	the	common	
dominant	 Western	 societal	 value	 that	 when	 it	 comes	
to	 health	 decision	 making,	 individuals	 have	 the	 right	
to	 make	 their	 own	 informed	 choices	 without	 undue	
influence;	 anything	contrary	 to	 this	may	be	 framed	as	
being	inferior,	a	“challenge	or	issue”	or	the	“wrong	way	
to	 do	 things.”	 However,	 in	 many	 other	 ethnocultural	
groups,	family-based	decision	making	is	valued.	Over-
all,	although	everyone	approaches	issues	with	their	own	
conscious	or	unconscious	biases	(framed	by	their	worl-
dview	 and	 culture),	 the	 goal	 for	 learners	 reading	 this	
chapter	is	simply	to	be	aware	of	the	dominant	worldview	
and	how	that	may	get	perpetuated	when	speaking	about	
nondominant	groups.	Being	reflective	of	your	own	val-
ues,	 beliefs,	 and	 assumptions	will	 also	 frame	how	you	
read	and	interpret	learning	material.

The	area	of	 Indigenous	health	 is	one	of	 great	 com-
plexity.	It	is	vital	that	trainees	and	practitioners	in	var-
ious	 health	 disciplines	 have	 a	 solid	 understanding	 of	
Indigenous	 health	 matters.	 The	 Truth	 and	 Reconcili-
ation	Commission	 (TRC)	 (described	 in	 detail	 later	 in	
the	chapter)	 calls	 for	all	nursing	and	medical	 students	
and,	 really,	 all	health	care	providers	across	disciplines,	
to	have	an	understanding	of	 the	history	of	 Indigenous	
people,	of	how	their	history	shapes	health	and	its	distri-
bution,	and	how	practitioners	can	ensure	they	are	prac-
tising	 in	culturally	 safe	and	competent	ways	 (concepts	
related	 to	 cultural	 safety	 and	 competency	 are	 covered	
in	Chapter	6).	Across	Canada,	many	faculties,	schools,	
and	departments	are	taking	up	the	calls	of	the	TRC	by	
teaching	required	courses	in	Indigenous	peoples’	history	

and	health.	The	pedagogical	approaches	are	more	in	line	
with	Indigenous	ways	of	knowing,	bringing	students	on	
the	land	in	their	local	communities	to	learn	from	Elders	
and	community	members	about	their	language,	history,	
and	traditional	medicine.	Because	we	are	all	treaty	peo-
ple	(discussed	later),	it	is	incumbent	on	all	of	us,	includ-
ing	those	who	work	in	the	health	sector,	to	further	the	
TRC’s	calls	to	action.

This	 chapter	 will,	 as	 a	 result,	 attempt	 to	 educate	
about	 and	 address	 various	nuances	 related	 to	 the	 area	
of	Indigenous	health,	but	 it	does	not	represent	a	com-
prehensive	 or	 exhaustive	 exploration	 of	 all	 issues.	 Its	
goal	 is	 to	 introduce	 learners	 to	 the	 topic	 and	 present	
an	overview	of	key	areas	relating	to	Indigenous	health	
and	their	determinants.	The	main	purpose	of	this	chap-
ter	 is	 to	 apply	 the	 concepts	 discussed	 in	Chapter	 6	 to	
Indigenous	people	of	Canada—a	heterogenous	group	of	
people	with	a	 long	history	in	North	America	(referred	
to	by	Indigenous	people	as	Turtle	Island).	Similar	to	the	
discussions	of	other	Canadian	population	groups	in	this	
book,	the	principles	of	using	a	strength-based	approach,	
considering	 intersectionality,	and	engaging	 in	reflexive	
practice	must	be	kept	 in	mind.	Resources	that	provide	
more	 in-depth	 education	 and	 training	 are	 included	 in	
the	Key	Websites	section	at	the	end	of	this	chapter,	for	
those	seeking	further	knowledge.

Two	related	concepts	will	be	supported,	applied,	and	
discussed	 throughout	 this	 chapter:	decolonization	and	
self-determination.	Whereas	decolonization	is	defined	
as	the	“revalorization,	recognition,	and	re-establishment	
of	Indigenous	cultures,	traditions,	and	values	within	the	
institutions,	 rules,	 and	arrangements	 that	govern	 soci-
ety”	(Rice,	2016),	self-determination	refers	to	the	indi-
vidual	and	collective	right	 to	have	control	over	health,	
education,	and	economic	systems	(i.e.,	self-government)	
(Auger,	Howell,	&	Gomes,	2016).	Both	concepts	aim	to	
reverse	the	effects	of	colonialization	(discussed	further	
later)	 and	 put	 Indigenous	 people	 and	 their	 respective	
values	and	traditions	at	the	centre	of	any	change	process	
or	organization.	This	shifts	the	focus	away	from	Indige-
nous	people	needing	to	be	“helped”	by	broader	societal	
efforts	 and	 towards	 community-led	 change	 processes	
and	an	infusion	of	Indigenous	cultures,	values,	and	tra-
ditions	within	society’s	institutions	and	processes.

The	chapter	presents	an	overview	of	the	demographics	
of	Indigenous	people	in	Canada	at	this	point	in	history,	
discusses	health	status	and	health	determinants	relating	to	
Indigenous	communities	 (recognizing	 the	diversity	 and	
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heterogeneity	 that	 exists	 between	 Indigenous	 groups),	
and	 touches	 on	 how	 health	 care	 and	 preventive	 health	
services	are	organized	for	Indigenous	Canadians.

A Note about Terminology
Aboriginal	 is	a	 term	used	in	the	Canadian	Constitution	
of	1982	and	 thus	has	a	very	 specific	 legal	meaning.	 It	 is	
a	 broader	 term	 referring	 to	 the	 three	major	 Indigenous	
groups	 in	 Canada—the	 First	 Nations,	 Inuit,	 and	 Métis	
people.	Many	members	 of	 these	 communities,	 however,	
may	 prefer	 to	 be	 identified	 not	 as	 Aboriginal	 or	 First	
Nations,	 Inuit,	 or	Métis	 but	 as	people	of	 a	 specific	 local	
nation	(e.g.,	Mohawk,	Cree,	Ojibwe)	(Smith	et al.,	2015).	
The	term	Indigenous	(i.e.,	people	who	inhabited	a	place	
before	there	was	any	colonial	contact)	 is	also	commonly	
used,	 especially	 internationally	 and	 by	 many	 countries	
other	than	Canada	that	also	have	Indigenous	communities	
(Smith	et al.,	2015).	Use	of	the	term	Indigenous	is	often	pre-
ferred	to	Aboriginal	because	it	is	not	associated	with	federal	
law	and	better	highlights	the	relationship	between	Indige-
nous	people	and	land	(Smylie	&	Firestone,	2016).	Box	7.2 
describes	how	the	international	community	is	supporting	
the	advancement	of	Indigenous	people	around	the	world.

First Nations
The	 term	 First Nations	 became	 popular	 in	 the	 1970s	
and	 replaced	 the	 term	 Indian,	 which	 increasingly	was	
being	recognized	as	offensive	and	often	confused	with	
people	 immigrating	 from	 India.	 The	 federal	 govern-
ment	 classifies	 First	Nations	people	 based	on	whether	
they	are	registered	under	the	Indian Act	(i.e.,	Status	First	
Nations)	and	thus	are	eligible	to	receive	certain	rights,	
or	not	(i.e.,	nonstatus	First	Nations)	(Smylie	&	Firestone,	
2016).	This	classification	and	Act	remains	problematic,	
and	is	discussed	later	in	the	Chapter

First	Nations	people	are	very	diverse	 in	 their	 tradi-
tions	and	languages,	with	more	than	50	cultural	groups	
living	in	more	than	1000	communities	across	the	coun-
try	(Smith	et al.,	2015).

Inuit
The	 Inuit	 in	Canada	have	 historical	 links	 to	 the	 Inuit	
in	Greenland,	Alaska,	 and	Russia	 and	have	 traditional	
homelands	in	four	Canadian	regions—Nunavut,	North-
ern	 Québec	 (Nunavik),	 Labrador	 (Nunatsiavut),	 and	
Northwest	 Territories	 (Inuvialuit	 region)	 (McGhee,	
2013)	(Fig.	7.1).	Inuk	is	the	term	used	to	refer	to	a	per-
son	who	identifies	as	Inuit	(Smylie	&	Firestone,	2016).

Métis
Métis	 people	 include	 individuals	 who	 historically	
emerged	 from	 the	 mixing	 and	 intermarriage	 of	 First	
Nations	 and	European	people	dating	back	 to	 the	17th	
century	and	developed	a	distinct	culture	and	 language	
(Smylie	&	Firestone,	2016).

BOX 7.2 The United Nations 
Declaration on the Rights of Indigenous 
Peoples

In September 2007, the United Nations (UN) General 
Assembly adopted the UN Declaration on the Rights of 
Indigenous Peoples, which outlines the minimum stan-
dards for assuring the rights, dignity, and well-being of 
the world’s Indigenous communities (United Nations, 
2008). Interestingly, Canada was one of four countries 
(along with the United States, Australia, and New Zea-
land) that initially voted against adopting this declaration 
but later reversed its decision (UNDESA, n.d.).

Some of the articles included in the declaration state 
that Indigenous people:
 •  Are free and equal to all other peoples
 •  Have the right to self-determination
 •  Have the right to all rights and freedoms contained in 

the Universal Declaration of Human Rights
 •  Have the right to a nationality
 •  Have the right not to be subjected to forced assimila-

tion or destruction of their culture
 •  Shall not be forcibly removed from their lands or ter-

ritories
 •  Have the right to practise and revitalize their cultural 

traditions and customs
 •  Have the right to participate in decision making in 

matters which would affect their rights. (UN, 2008)
The impetus for this global declaration was the 

growing recognition that around the world, not only in 
Canada, Indigenous peoples face varying levels of dis-
crimination, oppression, and marginalization, leading to 
health inequities (UNDESA, n.d.).

CRITICAL THINKING QUESTION 7.1: Review the Indig-
enous Ally Toolkit developed by the Montreal Urban Ab-
original Community Strategy Network: https://exchange. 
youthrex.com/toolkit/indigenous-ally-toolkit.

Reflect on your own interest in being an aspiring ally. 
Discuss the questions asked in the toolkit: Where does 
this interest stem from? What steps can you take per-
sonally to support the voices of marginalized groups, 
and what do you have that can be leveraged?

https://exchange.youthrex.com/toolkit/indigenous-ally-toolkit
https://exchange.youthrex.com/toolkit/indigenous-ally-toolkit
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DEMOGRAPHY
In	 Canada,	 there	 are	more	 than	 1.6	million	 Indigenous	
people,	 making	 up	 4.9%	 of	 the	 population.	 Indigenous	
people	 are	 a	 fast-growing	 subset	 of	 the	 population.	 For	
comparison,	in	1996,	Indigenous	people	in	Canada	made	
up	only	about	2.8%	of	the	population.	Indigenous	commu-
nities	have	grown	at	a	rate	almost	four	times	that	of	non-In-
digenous	populations	in	the	country	and	are	expected	to	
exceed	2.5	million	people	by	2036.	Part	of	this	increase	is	
thought	to	be	caused	by	more	people	identifying	as	Indige-
nous	on	the	Census,	and	part	by	actual	population	growth	
(Statistics	Canada,	2017a).

The	 Indigenous	 population	 is,	 on	 average,	 younger	
than	the	general	Canadian	population.	The	average	age	
of	Indigenous	people	in	Canada	is	32.1	years	compared	
with	40.9	years	 for	non-Indigenous	Canadians	 (Statis-
tics	Canada,	2017a).

The	 majority	 of	 Indigenous	 people	 in	 Canada	 are	
First	Nations,	and	they	make	up	approximately	60%	of	
Indigenous	people	in	the	country.	In	Canada,	there	are	
more	 than	600	First	Nations	bands.	 In	 contrast,	Métis	
people	 represent	 about	 35%	 of	 Indigenous	 people	 in	
Canada,	and	Inuit	make	up	approximately	4%	(Statistics	
Canada,	2017a).

Total Inuit population
(Residence inside or outside Inuit Nunangat)

Nunatsiavut
(2 285 Inuit)

Nunavik
(11 795 Inuit)

Nunavut
(30 140 Inuit)

Inuvialuit region
(3 110 Inuit)

Outside Inuit Nunangat
(17 695 Inuit)

: 65 025

3.5%

18.1%

46.4%

4.8%

27.2%

Nunavut

Nunavik

Nunatsiavut

Inuvialuit region

Fig. 7.1 Inuit Territories in Canada. (From Statistics Canada. [2016]. Inuit population by residence inside or 
outside Inuit Nunangat, 2016. Census of Population 2016. Retrieved from https://www150.statcan.gc.ca/n1/
daily-quotidien/171025/mc-a001-eng.htm.)

https://www150.statcan.gc.ca/n1/daily-quotidien/171025/mc-a001-eng.htm
https://www150.statcan.gc.ca/n1/daily-quotidien/171025/mc-a001-eng.htm
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In	recent	years,	there	has	been	an	increase	in	the	pro-
portion	of	Indigenous	people	who	live	in	cities	and	large	
metropolitan	 areas.	 In	2016,	 it	was	 estimated	 that	 just	
over	half	of	 Indigenous	people	 lived	 in	a	metropolitan	
area	with	a	population	of	at	least	30	000	people.	In	terms	
of	geographic	spread,	Indigenous	people	live	across	the	
country.	Of	note,	almost	three	of	four	Inuit	people	live	
in	Inuit	Nunangat—a	region	which	includes	the	North-
ern	coast	of	Labrador,	Norther	Quebec,	Nunavur,	 and	
Northwest	 Territories;	 Ontario	 has	 the	 largest	 Métis	
population	in	Canada;	and	over	half	of	the	First	Nations	
population	 lives	 in	 the	 Western	 provinces	 (Statistics	
Canada,	2017a).

In	terms	of	the	diversity	of	Canada’s	Indigenous	pop-
ulation,	the	2016	census	estimated	that	there	are	more	
than	70	Indigenous	languages	(Statistics	Canada,	2017a).

FACTORS INFLUENCING THE HEALTH OF 
INDIGENOUS PEOPLE IN CANADA
Before	 discussing	 the	 health	 of	 Indigenous	 peoples,	 it	 is	
important	to	discuss	the	factors	that	are	critical	in	shaping	
Indigenous	health,	specifically.	In	previous	sections	of	this	
book,	we	have	made	mention	of	a	range	of	health	determi-
nants,	including	things	such	as	education,	access	to	health	
care,	 income	 level,	housing	conditions,	and	so	on.	These	
factors	all	intersect	to	influence	health	and	its	distribution	

for	 Indigenous	 people;	 however,	 some	 other	 factors	 also	
need	 to	 explicitly	 be	 considered	when	 thinking	 through	
the	health	inequities	faced	by	Indigenous	peoples,	includ-
ing	 racism,	 colonialism,	 and	 self-determination.	We	will	
highlight	how	these	are	all	interconnected.

As	discussed	in	Chapter	5,	the	many	listed	determi-
nants	of	health	can	be	categorized	in	different	ways.	For	
example,	some	determinants	of	health	are	more	proxi-
mal	(i.e.,	they	affect	health	more	directly).	Examples	of	
proximal	determinants	are	things	such	as	the	physical	or	
social	environment	(e.g.,	exposure	to	asbestos	or	 lone-
liness)	 and	health	behaviours	 (e.g.,	 fruit	 and	vegetable	
consumption)—things	that	you	can	point	to	and	more	
clearly	identify	as	influencing	health	in	some	way.

Distal	 determinants	 (sometimes	 also	 referred	 to	 as	
structural	 determinants)	 influence	 other	 determinants	
in	 a	 cascading	 fashion.	 Distal	 determinants	 reflect	 the	
broader	 historical,	 political,	 social,	 and	 economic	 con-
texts	in	which	all	other	factors	exist.	Distal	determinants	
that	 are	 particularly	 pertinent	 to	 Indigenous	 health	
include	 racism,	 colonialism,	 and	 self-determination.	
These	 factors	 influence	other,	more	proximal,	determi-
nants	of	health	because	they	set	the	stage	for	why	some	
groups	and	communities	are	exposed	to	different	social,	
economic,	 and	 physical	 environments	 (and	 thus	 have	
poorer	 health)	 compared	 to	 others	 (Reading,	 2015).	
These	distal	factors	are	discussed	later	and	should	always	
be	kept	in	mind	when	statistics	are	presented	that	reflect	
inequities	 in	 health.	 For	 example,	 if	 you	 are	 reading	 a	
statistic	 stating	 that	 rates	 of	 social	 cohesion	 are	 higher	
in	 some	 Indigenous	 communities	 compared	 with	 the	
non-Indigenous	Canadian	population,	you	must	always	
ask	why	 and	 try	 to	make	 the	 link	between	how	 things	
such	as	colonialism,	racism,	and	self-determination	play	
a	role	in	explaining	the	statistic	(Reading	&	Wien,	2009).

Racism
The	issue	of	 racism	(both	 interpersonal	and	structural	
racism)	 has	 been	 defined	 and	 explored	 in	 Chapter	 6.	
This	section	explores	racism	as	 it	relates	specifically	to	
Indigenous	communities.

Racism	against	Indigenous	people	in	Canada	is	wide-
spread.	According	 to	 the	Regional	Health	 Survey,	nearly	
40%	of	First	Nations	surveyed	had	experienced	overt	forms	
of	interpersonal	racism	in	the	past	12	months,	and	nearly	
two	 thirds	 of	 those	 reporting	 the	 experience	 stated	 that	
it	 negatively	 affected	 their	 self-esteem	 (Loppie,	 Reading,	
&	de	Leeuw,	2014).	A	range	of	negative	stereotypes	exist	
about	Indigenous	people,	and	at	times	these	notions	can	be	

EXERCISE 7.1: It is important to note that most of our 
modern-day data collection tools, including the Census, 
may undercount Indigenous people. What are some 
reasons for this?

CRITICAL THINKING QUESTION 7.2: Before reading 
the next section about the health status and determi-
nants of health of Indigenous people, reflect on your 
own perceptions and assumptions about Indigenous 
health.

What specific health issues come to mind when you 
think of the health of Indigenous people, and why? Are 
the issues that are top of mind informed by media 
coverage, your own experiences, research studies, or 
something else?

Similarly, reflect on the factors that you believe are 
most important for shaping the health of Indigenous 
people across the country. Make note, as you read 
through these next sections, about which of your no-
tions of health status and determinants hold true and 
which ones do not hold true.
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internalized	by	the	very	people	who	are	being	stereotyped.	
The	media	and	popular	 culture	may	also	 reinforce	 these	
stereotypes,	even	simply	by	reporting	on	the	gaps	that	exist	
in	areas	such	as	health,	education,	and	employment—high-
lighting	the	need	to	take	a	strengths-based	approach	when	
communicating	about	issues	related	to	Indigenous	health.

Structural	racism	affecting	Indigenous	people	is	also	
prominent,	even	today.	An	example	of	this	is	lower	rates	
of	 investment	 in	 Indigenous	 education	 systems,	 hous-
ing,	and	water	treatment	systems	compared	with	those	
serving	 non-Indigenous	 people.	 Structural	 racism	 as	
it	 pertains	 to	 the	 justice	 system	 is	 also	 evident	 in	 this	
country.	 Not	 only	 are	 Indigenous	 people	 overrepre-
sented	 in	 the	 prison	 system,	 but	 Indigenous	 offenders	
are	 also	more	 likely	 to	be	 imprisoned	when	 convicted	
of	a	crime	(Loppie	et al.,	2014).	 Indigenous	victims	of	
crime	are	also	 treated	differently	 than	non-Indigenous	
people,	 as	 evidenced	 by	 the	 inquiry	 into	Missing	 and	
Murdered	Indigenous	Women	(see	Case	Study	box).

Racism	 is	 experienced	 by	 Indigenous	 people	 in	
nearly	all	sectors	of	society,	and	the	health	care	sector	is	
no	exception.	In	2015,	the	Wellesley	Institute	published	
a	report	titled	First Peoples, Second Class Treatment,	that	
highlighted	the	impact	of	racism	on	health	and	well-be-
ing	and	called	attention	to	the	explicit	racism	faced	by	
Indigenous	people	in	the	health	care	sector.	According	
to	the	Wellesley	Institute,	the	very	system	of	health	care	
delivery	to	Indigenous	people	is	flawed	and	may	result	
in	inequities	between	Indigenous	people	and	non	Indig-
enous	Canadians	(Allan	&	Smylie,	2015).

As	will	be	discussed	later	in	the	chapter,	only	Status	
First	Nations	and	Inuit	people	(as	defined	by	the	fed-
eral	government)	are	entitled	to	specific	health	ben-
efits	under	the	Non-Insured	Health	Benefits	(NIHB)	
program;	Métis	people	and	non-Status	First	Nations	
are	 not.	 The	 Wellesley	 report	 also	 presented	 some	
disturbing	findings	about	how	many	Indigenous	peo-
ple	may	avoid	health	care	or	strategize	around	how	to	
mitigate	negative	responses	from	health	care	provid-
ers	who	perceive	them	to	be	less	credible	or	provide	
them	 with	 poorer	 quality	 care.	 One	 particular	 case	
that	 received	much	media	 attention	was	 that	 of	Mr.	
Brian	 Sinclair,	 a	 45-year-old	 Indigenous	 man	 who	
waited	more	than	30	hours	in	a	Winnipeg	emergency	
department	(ED)	without	being	treated.	He	died	of	a	
bladder	 infection	 in	 the	 ED	waiting	 room	 (Allan	&	
Smylie,	2015).

Finally,	as	will	be	discussed	more	in	the	next	section,	
federal	 laws	such	as	the	Indian Act,	as	well	as	the	resi-
dential	 school	 system,	are	 clear	 examples	of	 structural	
racism	that	continue	to	affect	health	inequities	for	Indig-
enous	people	to	this	day.

Colonialism
Colonialism	is	defined	as	the	imposition	of	systems	
(including	 policies,	 laws,	 cultures,	 and	 so	 on)	 by	
settlers	 on	 Indigenous	 people,	 resulting	 in	 thought	
patterns	 that	 support	 and	 perpetuate	 the	 occupa-
tion	and	subjugation	of	Indigenous	people.	Cultural	
hegemony—the	 imposition	 of	 thought	 patterns,	
ideas,	 and	 culture	 (as	 discussed	 in	 the	 introduc-
tion)—is	 one	 way	 of	 achieving	 colonialism.	 Colo-
nialism	 is	 different	 from	 colonization	 (which	 is	
the	 process	 by	 which	 settlers	 occupied	 Indigenous	
lands)	but	is	related	to	it	in	the	sense	that	colonial-
ism	is	the	underlying	ideology	that	allows	for	colo-
nization	to	take	place	(National	Inquiry	into	Missing	
and	Murdered	Indigenous	Women	and	Girls,	2017).	

CASE STUDY
Missing and Murdered Indigenous Women 
and Girls in Canada

In recent years, the rate of violence, including violent 
deaths, among Indigenous women and girls has re-
ceived greater recognition, largely because of the ad-
vocacy efforts of many Indigenous groups and leaders. 
Landmark reports have highlighted how Indigenous 
women are 12 times more likely to be murdered or 
missing than other Canadian women, 7 times more 
likely to be murdered by serial killers, and 3 times more 
likely to be assaulted or robbed.

These worrying statistics and calls to action by Indige-
nous leaders and human rights and community groups led 
to the Canadian government launching an independent in-
quiry into the Missing and Murdered Indigenous Women 
and Girls in 2016. The goal of this inquiry was to report on 
the root causes of all forms of violence (including sexual 
violence) against Indigenous women and girls. In its inter-
im reports, the inquiry pointed to racism, colonialism, and 
a lack of self-determination as key underlying factors that 
influence the high rates of violence among Indigenous 
women and girls. Other more proximal reasons to explain 
the issue (which actually stem from the above mentioned 
factors) include an overrepresentation of Indigenous peo-
ple in child welfare services, poverty, homelessness, the 
failure of police and child welfare systems in addressing 
the higher rates of violence, and intergenerational trauma 
(National Inquiry into Missing and Murdered Indigenous 
Women and Girls, 2017).
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As	noted	earlier,	racism	and	colonialism	are	interre-
lated,	 with	 colonialism	 resulting	 in	 racist	 thoughts	
and	practices	and	in	racism	being	used	as	a	justifica-
tion	for	colonialism	(Allan	&	Smylie,	2015).

To	 understand	 the	 extent	 of	 colonialism	 and	 its	
influence	 on	 the	 health	 of	 Indigenous	 people	 in	Can-
ada,	a	brief	history	of	 Indigenous	contact	with	settlers	
and	resulting	government	policies	and	systems	must	be	
recounted.	This	history	is	summarized	in	a	timeline	for-
mat	in	Fig.	7.2.

The	first	European	explorers	came	to	North	Amer-
ica	in	the	11th	century.	For	thousands	of	years	before	
this,	 however,	 Indigenous	 people	 occupied	 land	
across	 the	 continent,	 developing	 rich	 traditions	 and	
systems	 of	 transportation,	 trade,	 and	 social	 life.	 In	
the	 15th	 century,	Europeans	 (predominantly	French	
and	British	 settlers	 and	 fisherman)	 began	 establish-
ing	 colonies	 and	 trade	 alliances	 with	 Indigenous	
people	 (Government	 of	 Canada,	 2017a).	 However,	
as	 more	 and	 more	 settlements	 occurred,	 there	 was	
increasing	 conflict	 between	 the	 British	 and	 French,	
and	both	sides	also	established	military	alliances	with	
Indigenous	 peoples.	 Conflict	 also	 occurred	 between	
the	 settlers	 and	 Indigenous	 communities,	 particularly	

around	 issues	 related	 to	 land.	 In	 1763,	 France	 gave	
up	 its	 colonial	 territories,	 and	 the	 British	 became	
the	 primary	 European	 power	 in	 what	 is	 now	 Can-
ada.	 To	 secure	 their	 position	 of	 power,	 the	 British	
decided	 that	 they	 required	 the	 support	 and	 cooper-
ation	 of	 Canada’s	 Indigenous	 people.	 As	 such,	 they	
drafted	 what	 is	 known	 as	 the	 Royal Proclamation 
in	1763—a	landmark	document	that	promised	a	spe-
cific	 area	of	 land	to	Indigenous	people,	where	no	set-
tlements	 or	 trade	 could	 occur	 without	 their	 explicit	
permission.	In	this	proclamation,	it	was	decided	that	
only	the	crown	could	purchase	land	from	an	Indige-
nous	person;	 the	Indian	Department	was	 the	 liaison	
between	Indigenous	communities	and	the	settler	col-
onies.	Over	time,	however,	more	and	more	European	
settlers	arrived	in	Canada,	and	the	agreement	to	not	
impede	 on	 Indigenous	 peoples’	 land	was	 starting	 to	
be	seen	as	a	hindrance	to	growth	for	Europeans.	The	
power	balance	began	to	shift	towards	British	settlers.	
In	the	1800s,	the	Robinson	treaties	and	the	numbered	
treaties	 were	 developed	 with	 the	 purpose	 of	 ensur-
ing	that	Indigenous	people	gave	up	their	share	of	the	
land.	These	treaties	resulted	in	much	of	the	land	being	
given	up	by	Indigenous	communities	in	exchange	for	 

Settlers establish 
colonies and trade 
alliances with 
Indigenous
peoples

Royal Proclamation

15th century

1763

1957

1960

1982

1996

2008

2015

Robinson and 
numbered 
treaties are 
developed

1800s

First residential 
school opens

Amendment to 
the Constitution 
Act

Federal government 
issues apology over 
residential school 
system

Indian Act

1876

Sixties Scoop

Truth and 
Reconciliation 
Commission
releases final 
calls to action

Royal Commission 
on Aboriginal People 
releases final report

Last residential 
school closes 
in Canada

Fig. 7.2 Historical events in Indigenous history from European contact onwards.
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annuities	 (money,	 schools)	 and	 the	promise	of	what	
turned	 out	 to	 be	 much	 smaller	 areas	 of	 protected	
reserve	 land	 where	 they	 could	 fish	 and	 hunt	 (Hall,	
2017).

It	 is	 important	 to	keep	 in	mind	 that	upon	arrival	
of	European	settlers,	 the	 Indigenous	population	was	
reduced	significantly	in	size—some	estimate	that	the	
population	was	reduced	by	nearly	90%	(Boksa,	Joober,	
&	 Kirmayer,	 2015).	 The	 Europeans	 exposed	 Indig-
enous	 communities	 to	 new	 diseases	 to	 which	 they	
had	 little	or	no	 immunity,	 including	measles,	 small-
pox,	tuberculosis,	and	influenza	(Smylie	&	Firestone,	
2016),	 as	 well	 as	 violence	 and	 displacement	 (Boksa	
et al.,	2015).	These	harsh	conditions	often	meant	that	
in	 the	negotiation	of	 these	 land	 treaties,	 Indigenous	
communities	 did	 not	 have	much	 negotiating	 power	
(Smylie	&	Firestone,	2016).

In	1876,	a	major	piece	of	legislation	known	as	the	
Indian Act	was	passed,	which	continues	to	have	long	
lasting	effects	on	communities	to	this	day.	The	Indian 
Act,	although	amended	many	times	over	history,	still	
exists	as	a	federal	law.	Under	the	Indian Act	of	1876,	
much	power	was	given	to	 the	Department	of	 Indian	
Affairs.	 The	 Department	 was	 given	 the	 ability	 to	
intervene	in	Indigenous	issues,	manage	reserve	lands	
and	resources,	and	actually	determine	who	was	clas-
sified	as	an	“Indian”	and	who	was	not	(Government	
of	 Canada,	 2017a).	 Under	 the	 Indian Act,	 if	 a	 First	
Nations	person	did	not	wish	 to	 register	 their	 status,	
they	were	no	 longer	 considered	a	First	Nations	per-
son.	Additionally,	 if	 a	First	Nations	woman	married	
a	man	who	was	 not	 considered	 First	Nations	 under	
the	 act,	 she	 would	 lose	 her	 status.	 The	 Indian Act 
also	banned	various	 traditional	 ceremonies	 and	was	
clearly	based	on	a	goal	of	“assimilating”	and	“civiliz-
ing”	Indigenous	people.	Interestingly,	provisions	were	
also	 included	 so	 that	 any	 First	Nations	 person	who	
obtained	a	university	degree	would	 lose	 their	status,	
showing	 the	 direct	 relationship	 between	 the	 Indian 
Act	 and	 a	 critical	 determinant	 of	 health—education	
(Smylie	 &	 Firestone,	 2016;	 Government	 of	 Canada,	
2017a).

Perhaps	one	of	the	most	traumatizing	and	harmful	
policies	 implemented	 by	 the	 Canadian	 government	
was	that	of	the	residential	school	system—which	was	
made	mandatory	under	the	Indian Act	(Smylie	&	Fire-
stone,	 2016).	Across	Canada,	 nearly	 132	 residential 

schools	were	established	by	the	 federal	government,	 
sometimes	 in	partnership	with	various	church	orga-
nizations,	 to	 support	 this	 process	 of	 “civilization”	
and	 “assimilation.”	 The	 schools	 forced	 children	 out	
of	 their	homes	and	away	 from	their	 family	 supports	
and	traditional	lands.	The	schools	did	not	allow,	and	
actually	punished,	 speaking	 in	 traditional	 languages	
or	 practising	 any	 type	 of	 cultural	 traditions.	 It	 is	
estimated	 that	more	 than	150	000	children	attended	
these	 schools	 between	 1957	 and	 1996	 (Government	
of	 Canada,	 2017a).	 Unfortunately,	 many	 children	
suffered	abuse	(physical,	emotional,	and	sexual)	and	
starvation	 and	 died	 from	 infectious	 and	 other	 dis-
eases.	This	had	an	immense	impact	on	First	Nations	
and	 Métis	 people	 across	 the	 country.	 The	 trauma;	
isolation;	and	loss	of	culture,	tradition,	and	spiritual-
ity	have	had	long-lasting	effects	on	health,	including	
mental	health	(Smylie	&	Firestone,	2016).	In	2008,	the	
federal	government	 issued	an	apology	 for	 its	 role	 in	
the	residential	school	system.	This,	along	with	several	
other	initiatives	(described	later),	has	brought	much-
needed	attention	 to	 the	 suffering	 Indigenous	people	
faced	at	the	hands	of	the	government	during	this	time	
(Government	of	Canada,	2017a).

In	 the	 1960s,	 a	 set	 of	 amendments	 to	 the	 Indian 
Act	gave	provinces	and	territories	control	over	child	
welfare	 systems	related	 to	 Indigenous	children.	This	
resulted	 in	 a	 country-wide	 phenomenon,	 known	
as	 the	 Sixties Scoop,	 which,	 similar	 to	 residential	
schools,	 perpetuated	 trauma,	 isolation,	 and	 loss	 of	
culture.	The	Sixties	Scoop	 resulted	 in	a	mass	appre-
hension	 of	 Indigenous	 children	 by	 child	 welfare	
agencies	without	 consent	 from	 their	own	parents	or	
band	councils.	Children	were	adopted	primarily	into	
non-Indigenous	 homes	 and	 separated	 from	 their	
family	supports.	It	is	estimated	that	in	the	1960s,	after	
this	 change	 in	 policy,	 Indigenous	 children	made	 up	
about	 30%	 of	 children	 involved	 with	 child	 protec-
tive	services—a	significant	increase	from	1950	when	
Indigenous	 children	made	up	 just	 about	1%	of	 chil-
dren	 in	protective	 service	agencies.	 Just	over	20	000	
First	Nations,	 Inuit,	 and	Métis	 children	were	 appre-
hended,	and	many	were	sent	overseas.	Although	the	
laws	moved	 towards	giving	 local	bands	 control	over	
child	 protective	 services,	 Indigenous	 children	 today	
are	 still	 overrepresented	 in	 the	 child	welfare	 system	
(Niigaanwewidam	&	Dainard,	2017).
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Intergenerational Trauma
Trauma	 resulting	 from	 exposure	 to	 residential	 schools	
and	removal	from	family	and	community	has	over	time	
been	 further	 exacerbated	 by	 subsequent	 high	 rates	 of	
poverty,	sometimes	complicated	by	illness	and	addiction	
within	surviving	communities.	The	 idea	of	 intergenera-
tional	trauma	(also	known	as	historical	trauma)	is	one	that	
needs	to	be	considered	when	exploring	the	health	status	of	
Indigenous	people	in	Canada.	Intergenerational trauma 
can	be	defined	as	“collective	complex	trauma	inflicted	on	
a	group	of	people	who	share	a	specific	group	identity	or	
affiliation—ethnicity,	nationality,	and	religious	affiliation.	
It	 is	 the	 legacy	 of	 numerous	 traumatic	 events	 a	 com-
munity	 experiences	 over	 generations	 and	 encompasses	
the	 psychological	 and	 social	 responses	 to	 such	 events”	

(University	of	Calgary,	2012).	Essentially,	it	represents	the	
idea	that	trauma	can	be	“passed	on”	from	generation	to	
generation,	and	even	people	in	more	recent	generations	
who	have	themselves	not	been	directly	exposed	to	resi-
dential	 schools	 can	 still	 suffer	 the	 consequences.	 This	
occurs	 for	many	 reasons:	 children	 of	 residential	 school	
survivors	 are	 still	 subject	 to	 racism	 and	 oppression,	
and	many	may	be	parented	by	individuals	who	suffered	
immensely	 from	 these	 experiences.	 In	 some	 situations,	
trauma	and	its	effects	are	actually	amplified	in	subsequent	
generations.	Although	it	may	not	initially	seem	intuitive,	
this	type	of	collective	or	shared	trauma	has	been	linked	to	
many	health	issues,	including	post-traumatic	stress	disor-
der,	depression,	and	chronic	communicable	diseases	such	
as	HIV	and	hepatitis	C	(University	of	Calgary,	2012).	See	
Fig.	7.3	for	a	pictorial	representation	of	how	colonial	pol-
icies	 result	 in	 trauma	 and	 related	health	 effects.	Health	 
care	providers	must	be	very	aware	and	 sensitive	 to	 this	
in	their	interactions	with	clients,	and	there	is	a	need	for	
trauma-informed	approaches	and	training	in	the	health	
sector	(as	discussed	further	in	Chapter	9).

Promising Developments
It	 is	 encouraging	 that	 in	 recent	 decades,	 a	 number	 of	
positive	 developments	 have	not	 only	 increased	 aware-
ness	of	these	issues	among	the	Canadian	population	but	
have	also	tried	to	reduce	and	help	rectify	the	impact	of	
colonialism	of	Indigenous	people.

CRITICAL THINKING QUESTION 7.3: before the Euro-
peans’ arrival, the Indigenous people spread across Turtle 
Island had rich traditions, languages, and distinct and 
diverse cultures. Do some research about the first peo-
ple who lived in the city or region where you practice or 
train (i.e., find out what traditional territory you currently 
reside in).

Which Indigenous groups existed there before Euro-
pean settlers arrived? What languages were spoken? 
How easy or difficult was it to find this information? Are 
your peers or institution(s) aware of the history of the 
land they currently occupy?

Early deaths

Physical trauma
(violence, addiction, disease)

Social and interpersonal trauma
(racism, discrimination, poverty)

Cultural trauma
(loss of language, traditional practices)

Colonial policies

Mental, emotional, spiritual trauma
(abuse, grief, poor coping)

Fig. 7.3 Root cause analysis of the impact of colonialism on indigenous health: delayed tsunami effect. (From 
Shah, C. P., Klair, R., & Reeves, A. [2014]. Early deaths among members of Toronto Aboriginal community. 
Retrieved from https://www.toronto.ca/legdocs/mmis/2013/hl/bgrd/backgroundfile-64668.pdf.)

http://www.toronto.ca/legdocs/mmis/2013/hl/bgrd/backgroundfile-64668.pdf
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Amendment to the Constitution and the Indian Act. 
In	 the	 1982,	 the	Constitution	was	 amended,	 and	 Sec-
tion	35	of	our	current	constitution	now	explicitly	recog-
nizes	Indigenous	treaty	rights.	The	constitution	was	also	
adjusted	 to	 include	 in	 the	definition	of	Aboriginal,	 all	
three	major	Indigenous	groups:	First	Nations,	Inuit,	and	
Métis	(Government	of	Canada,	2017a).

In	1985,	 the	 Indian Act	was	amended.	Many	of	 the	
negative	 provisions	 mentioned	 earlier	 were	 removed,	
and	 Indigenous	 people	 were	 given	more	 control	 over	
defining	 who	 is	 considered	 a	 status	 First	 Nations.	
Through	 this	 process,	 nearly	 60	 000	 people	 regained	
their	status	(Government	of	Canada,	2017a).

Royal Commission on Aboriginal People. In	 1991,	
the	federal	government	established	the	Royal Commis-
sion on Aboriginal People (RCAP),	which	published	its	
20-year	plan	to	improve	the	relationship	between	Indig-
enous	people	 and	 the	government	of	Canada	 in	1996.	
The	 commission	 recommended	 that	 the	 government	
invest	 significantly	 in	healing,	 economic	development,	

human	resource	development	and	the	building	of	Indig-
enous	 institutions.	 RCAP	 also	 emphasized	 the	 need	
for	 self-determination	 (discussed	 further	 later),	 giving	
Indigenous	people	control	over	 their	welfare	(Govern-
ment	of	Canada,	2016).

The Truth and Reconciliation Commission. Indig-
enous	organizations	supported	survivors	of	residential	
schools	 to	 launch	 the	 largest	 class	 action	 lawsuit	 in	
Canadian	 history	 against	 the	 federal	 government	 and	
the	 churches.	The	 lawsuit	 resulted	 in	 the	 Indian	Resi-
dential	Schools	Settlement	Agreement,	in	which	it	was	
specified	 that	 a	 commission	 should	 be	 established	 to	
document	what	occurred	in	the	residential	school	sys-
tem	and	 recommend	ways	 to	move	 forward.	 In	 2015,	
the	 Truth and Reconciliation Commission (TRC) 
published	 94	 calls	 to	 action,	 focused	 in	 the	 areas	 of	
child	welfare,	education,	health,	 language	and	culture,	
and	justice.	Box	7.3	lists	the	calls	to	action	in	the	area	of	
health	(TRC,	2015).	Part	of	the	spirit	of	the	TRC	involves	
increasing	 awareness	 and	 educating	 all	 Canadians	

BOX 7.3 Truth and Reconciliation Calls to Action Specific to the Health Sector

We call upon the federal, provincial, territorial, and Aborig-
inal governments to acknowledge that the current state 
of Aboriginal health in Canada is a direct result of previ-
ous Canadian government policies, including residential 
schools, and to recognize and implement the health-care 
rights of Aboriginal people as identified in international 
law, constitutional law, and under the Treaties.

We call upon the federal government, in consultation 
with Aboriginal peoples, to establish measurable goals to 
identify and close the gaps in health outcomes between 
Aboriginal and non-Aboriginal communities, and to pub-
lish annual progress reports and assess longterm trends. 
Such efforts would focus on indicators such as: infant 
mortality, maternal health, suicide, mental health, addic-
tions, life expectancy, birth rates, infant and child health 
issues, chronic diseases, illness and injury incidence, and 
the availability of appropriate health services

In order to address the jurisdictional disputes concern-
ing Aboriginal people who do not reside on reserves, we 
call upon the federal government to recognize, respect, 
and address the distinct health needs of the Métis, Inuit, 
and off-reserve Aboriginal peoples.

We call upon the federal government to provide sus-
tainable funding for existing and new Aboriginal healing 

centres to address the physical, mental, emotional, and 
spiritual harms caused by residential schools, and to en-
sure that the funding of healing centres in Nunavut and 
the Northwest Territories is a priority.

We call upon those who can effect change within the 
Canadian health-care system to recognize the value of 
Aboriginal healing practices and use them in the treat-
ment of Aboriginal patients in collaboration with Aborig-
inal healers and Elders, where requested by Aboriginal 
patients.

We call upon all levels of government to: i. Increase 
the number of Aboriginal professionals working in the 
health-care field. ii. Ensure the retention of Aboriginal 
health-care providers in Aboriginal communities. iii. Pro-
vide cultural competency training for all healthcare pro-
fessionals.

We call upon medical and nursing schools in Canada 
to require all students to take a course dealing with Ab-
original health issues, including the history and legacy of 
residential schools, the United Nations Declaration on 
the Rights of Indigenous Peoples, Treaties and Aboriginal 
rights, and Indigenous teachings and practices. This will 
require skills-based training in intercultural competency, 
conflict resolution, human rights, and anti-racism.

Source: The Truth and Reconciliation Commission of Canada. (2015). Honouring the truth, reconciling for the future: Summary of 
the Final Report of the Truth and Reconciliation Commission of Canada. Retrieved from http://www.trc.ca/websites/trcinstitution/
File/2015/Honouring_the_Truth_Reconciling_for_the_Future_July_23_2015.pdf

http://www.trc.ca/websites/trcinstitution/File/2015/Honouring_the_Truth_Reconciling_for_the_Future_July_23_2015.pdf
http://www.trc.ca/websites/trcinstitution/File/2015/Honouring_the_Truth_Reconciling_for_the_Future_July_23_2015.pdf
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about	the	history	of	Indigenous	people.	This	awareness	
and	education	 lay	 the	 foundation	upon	which	 further	
calls	to	action	can	be	implemented.	The	Case	Study	box	
presents	an	example	of	a	successful	advocacy	campaign	
aimed	 at	 enhancing	 awareness	 of	 Indigenous	 history	
among	new	Canadians.

Self-Determination
As	the	United	Nations	(UN)	Declaration	on	the	Rights	
of	 Indigenous	 People,	 the	 Truth	 and	 Reconciliation	
Commission,	and	the	Royal	Commission	on	Aboriginal	
People	all	point	out,	all	people	in	Canada	should	enable	
and	support	the	move	towards	self-determination	(e.g.,	
the	right	for	Indigenous	people	to	have	control	over	their	
own	political,	cultural,	and	social	institutions)	(National	
Inquiry	into	Missing	and	Murdered	Indigenous	Women	
and	 Girls,	 2017).	 Self-determination	 is	 a	 recognized	
determinant	of	Indigenous	health	and,	through	its	pro-
motion,	can	help	in	addressing	some	of	the	health	ineq-
uities	we	see	between	Indigenous	people	and	the	general	
Canadian	population	(Auger	et al.,	2016).	As	mentioned	
in	 the	 chapter	 introduction,	 self-determination	 and	
decolonization	are	related	concepts.	Self-determination	
is	a	way	to	counter	the	effects	of	colonialism:	instead	of	
focusing	 on	 Indigenous	 people	 as	 a	 “problem	 in	 need	
of	 change”	 through	 societal	 efforts,	 self-determination	
allows	 for	 a	 thoughtful,	 purposeful,	 and	 meaningful	
infusion	 of	 Indigenous	 culture,	 values,	 and	 traditions	
into	 the	processes	and	 institutions	of	 society	 trying	 to	
move	towards	change	(Rice,	2016).

The	phrase	“We	are	all	treaty	people”	is	particularly	
relevant	 in	 this	 context	 and	 supports	 reconciliation	
between	Indigenous	and	non-Indigenous	peoples.	Some	
people	 consider	 treaty	 rights	 to	 be	 unique	 or	 special	
rights	that	Indigenous	people	hold,	when	in	fact,	all	peo-
ple	living	in	an	area	(whether	they	are	new	to	the	area,	
Indigenous,	or	settlers	who	have	been	there	for	genera-
tions)	are	influenced	by	treaties.	Treaties	are	agreements	
that	were	 negotiated	 between	 Indigenous	 people	 and	
the	 Crown	 for	 the	 benefit	 of	 all	 people	 living	 in	 spe-
cific	geographic	areas	of	Canada.	This	means	each	and	
every	person	 living	on	Turtle	 Island	has	a	 responsibil-
ity	to	uphold	treaty	rights,	as	was	recommended	by	the	
Royal	Proclamation	(discussed	earlier)	and	recognize,	as	
treaties	once	did,	that	Indigenous	people	are	sovereign	
people	 with	 rights	 as	 a	Nation,	 including	 the	 right	 to	
self-determination	(OISE,	n.d.).

It	is	very	important	to	keep	in	mind	that	before	the	
arrival	 of	 European	 settlers,	 Indigenous	 people	 had	
their	 own	 complex	 political	 systems	 and	 systems	 of	
governance;	 they	were	 regarded	 by	 the	 Crown	 at	 cer-
tain	 points	 in	 time	 as	 independent,	 sovereign	Nations	
with	whom	the	Crown	had	to	negotiate	and	enter	into	
bilateral	 arrangements.	 Unfortunately,	 the	 Indian Act 

CASE STUDY
An Ally at Work: Lobbying for the Inclusion 
of Indigenous History in Canada’s Citizenship 
Guide

Dr. Chandrakant Shah (the originator of this textbook), 
a prominent physician and Indigenous ally, was able to 
make great strides in changing Canada’s Citizenship 
Guide and Examination to include more Indigenous con-
tent. Recognizing that the Citizenship Guide provided 
only a cursory mention of Indigenous history and lacked 
key details relating to the treaties that were signed, the 
impact of the Indian Act, the residential school system, 
the Sixties Scoop, and other historical facts, Dr. Shah 
set out on a letter-writing campaign in 1991. For nearly 
3 years, he wrote letters to various levels of govern-
ment, social organizations, and churches pointing out 
the need for change. He urged them to include more 
historical content in their programs so that new Canadi-
ans could have a deeper understanding of the complex 
history between Canada and Indigenous people. Finally, 
in 1994, materials in the Canadian Citizenship Guide and 
Examination were updated to include much more infor-
mation about Indigenous people and the importance of 
their history for Canada. As a result, more than 4 million 
new Canadians now have a greater understanding of 
Indigenous people and their history—a great step to-
wards helping realize the TRC’s calls to action (Canadian 
Race Relations Foundation, 2019).

EXERCISE 7.2: The following is a TRC call to action:
We call upon all levels of government to:

   i)  Increase the number of Aboriginal professionals 
working in the health-care field.

  ii)  Ensure the retention of Aboriginal health-care pro-
viders in Aboriginal communities.

 iii)  Provide cultural competency training for all health-
care professionals. (TRC, 2015)

What sorts of policies might you advocate for locally, 
provincially, or federally to help further goals i and ii?
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undermined	 these	 diverse	 governance	 systems	 and	
imposed	a	band	council	system,	whereby	communities	
had	to	vote	on	and	elect	a	band	council	chief	every	few	
years—although	this	chief	was	ultimately	accountable	to	
the	federal	government	and	had	limited	bylaw-making	
power	 (Indigenous	 Corporate	 Training	 Incorporated,	
2015).	This	is	yet	another	example	of	ethnocentrism	and	
the	 imposition	 of	Western	 traditions	 onto	 Indigenous	
people—displacing	and	devaluing	what	was	in	existence	
for	 thousands	 of	 years	 before	 the	 arrival	 of	 European	
settlers.	Thus,	 it	 is	up	 to	all	people	of	Canada,	 Indige-
nous	 and	 non-Indigenous,	 to	 respect	 the	 governance	
and	political	structures	of	Indigenous	people.

Perhaps	 one	 of	 the	 most	 significant	 examples	 of	
self-determination	 and	 decolonization	 is	 the	 Nunavut	
Land	Claims	Agreement	(NLCA),	which	resulted	in	the	
creation	of	 the	 territory	of	Nunavut	and	 the	establish-
ment	of	a	territorial	government	that	is	predominantly	
Inuit	and	heavily	based	on	Inuit	values.	The	NLCA	also	
contained	 provisions	 that	 mandate	 the	 participation	
of	Inuit	people	in	major	decisions	related	to	economic	
development	projects.	Although	governance	challenges	
remain,	 since	 the	 establishment	 of	 Nunavut,	 employ-
ment	(another	key	determinant	of	health)	in	the	region	
has	 improved	 and	Nunavut	 is	now	 the	only	Canadian	
territory	to	have	a	public	service	that	is	majority	Indig-
enous	 (Rice,	 2016).	Another	 great	 example	 of	 self-de-
termination	 within	 the	 health	 sector,	 specifically,	 is	
presented	in	the	Case	Study	box.

Last,	 it	 is	 critical	 to	 recognize	 that	 in	 addition	 to	
these	 examples	 of	 self-determination	 within	 a	 colo-
nially	 imposed	 system,	 Indigenous	 people	 have	many	
well-established,	 large,	 independent	 governance	 struc-
tures	 that	 have	 been	 in	 existence	 for	 some	 time	 and	
that	 are	 once	 again	 gaining	 recognition.	 For	 example,	
the	Métis	National	Council	was	founded	in	1983	and	is	
made	up	of	various	provincial	bodies,	 including	Métis	
Nation	 British	 Columbia,	 Métis	 Nation	 of	 Alberta,	
Métis	 Nation—Saskatchewan,	 Manitoba	 Metis	 Feder-
ation,	 and	Métis	Nation	of	Ontario.	Overall,	 the	 goals	
of	the	Métis	National	Council	are	to	“build	a	common	
sense	of	Métis	 identity	among	 its	constituents,	 to	pur-
sue	 the	Métis’	 inherent	 Indigenous	 rights	 through	 the	
court,	and	to	establish	and	maintain	a	nation-to-nation	
relationship	with	Canada”	(Canadian	Geographic,	n.d.).	
The	Assembly	of	First	Nations	(composed	of	First	Nations	
chief	leaders	and	founded	in	1982)	is	another	large	orga-
nization	representing	the	interests	of	634	First	Nations	

communities	across	the	country,	with	a	goal	of	advocat-
ing	for	First	Nations	interests	with	a	unified	voice	and	
fostering	 relationships	 between	 the	 Crown	 and	 First	
Nations	people	(Assembly	of	First	Nations,	2019).

The Idle No More Movement
Idle	No	More	 is	a	one	of	 the	 largest	social	movements	
in	Canada	that	draws	heavily	on	social	media	platforms	
and	 is	 aimed	 at	 educating	 and	 garnering	 support	 for	
civic	 dissent	 against	 policies	 that	 oppress	 Indigenous	
communities.	Fundamental	to	the	ethos	of	Idle	No	More	
is	 the	 idea	of	 self-determination	and	 the	realization	of	
this	 right	 under	 the	 UN	 declaration.	 The	 movement	
began	in	2012	when	four	women	in	Saskatchewan	began	
to	speak	out	against	various	pieces	of	federal	legislation	
that	reduced	funding	for	Indigenous	communities	and	
reduced	 the	need	 to	assess	 the	 environmental	 impacts	
of	various	industrial	processes	and	consult	with	Indig-
enous	 communities.	 The	 movement	 was	 immensely	

CASE STUDY
British Columbia’s First Nations Health  
Authority

Before 2011, Health Canada’s First Nations and Inuit 
Health Branch (FNIHB) (described further below and 
also in Chapter 16) supported health programming for 
Indigenous people living on reserve in British Columbia 
(B.C.), as they do in many other parts of Canada. How-
ever, in 2011, the B.C. Tripartite Framework Agreement 
on First Nation Health Governance was signed by fed-
eral and provincial health ministers and the First Nations 
Health Authority (FNHA). This agreement, one of the 
first of its kind across Canada, empowered the FNHA 
(led by First Nations people) to lead the design, man-
agement, delivery, and funding of health programming 
for 150 000 First Nations people in B.C.

The FNHA works closely with its partners, specifically 
the province of B.C. and Health Canada to ensure coor-
dination and collaboration and since 2013 has fully taken 
over the work that the “FNIHB” once did (Government 
of Canada, 2017b), including the provision of primary 
care, mental health and addictions services, and the ad-
ministration of the noninsured health benefits program 
(discussed later in this chapter). The main benefit of an 
agreement such as this is to strengthen the involve-
ment of First Nations people in health decision making 
and ensure access to all for critical health services (Of-
fice of the Auditor General of Canada, 2015).
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successful	 and	 led	 to	 the	 engagement	 of	 youth	 and	
increased	 awareness	 about	 the	 impacts	 of	 government	
policy	on	Indigenous	communities	(Tupper,	2014).

Other Determinants of Indigenous Health
As	with	all	individuals	and	communities,	health	is	deter-
mined	by	a	range	of	factors,	including	education,	income	
level,	housing,	and	behaviours.	As	emphasized	in	earlier	
chapters	in	this	book,	not	all	determinants	are	equal	in	
terms	of	their	impact.	The	more	influential	determinants	
of	 health	 include	 policies	 that	 shape	 socioeconomic	
position,	which	 then,	 in	 turn,	 influence	 things	 such	as	
employment	and	housing,	as	well	as	lifestyle	(e.g.,	alco-
hol	 consumption,	nutritious	diet,	 and	 smoking).	Table	

7.1	examines	determinants	of	Indigenous	health	outside	
of	 the	 ones	 discussed	 earlier	 (i.e.,	 racism,	 colonialism,	
and	self-determination).	It	is	important	to	keep	in	mind	
that	 this	 table	 is	 based	on	 averages	 found	 in	 the	most	
up-to-date	 data	 sources,	 but	 in	 reality,	 there	 is	 much	
diversity	and	variation	among	Indigenous	communities	
and	the	experience	of	determinants	of	health	that	is	diffi-
cult	to	express	in	tabular	format.	Additionally,	it	is	essen-
tial	to	read	the	statistics	with	a	critical	and	curious	lens	
and	to	understand	them	in	the	context	of	both	the	distal	
and	proximal	determinants	of	health.	Oppressive	colo-
nial	 policies,	 intergenerational	 trauma,	 and	 the	 legacy	
of	the	residential	school	system	have	resulted	in	a	pro-
found	loss	of	traditional	values,	languages,	and	customs	

TABLE 7.1 Determinants of Health Applied to Indigenous People of Canada

Determinant of Health Determinant As Applied To The Indigenous Population In Canada

Income 81% of Indigenous reserves across Canada have a median income below the nation’s pov-
erty line (which is just over $22 000 for a single person) (Press, 2017).

Social support network Indigenous people in Canada have been found to have larger relative and friend networks 
compared with White or immigrant Canadians but also report lower levels of a sense of 
belonging and trust compared with these groups (Na & Hample, 2016).

Inuit communities, specifically, report high levels of having a sense of belonging. For 
example, 81% of Inuit reported a strong sense of belonging to their local community (in 
comparison, only 65% of non-Indigenous people reported a strong sense of self belong-
ing) (Gionet & Roshanafshar, 2015).

Employment and work-
ing conditions

The employment rate among Indigenous people in Canada is about 7% lower than non-In-
digenous Canadians, even among Indigenous people with a postsecondary education. 
Indigenous people are underrepresented in occupations, including professional, mana-
gerial, and technical occupations, and have a higher likelihood of working in occupations 
related to trades, transport, and agriculture (Statistics Canada, 2017c).

Education and literacy Around 50% of Indigenous people in Canada have a postsecondary certificate or diploma com-
pared with 70% of non-Indigenous Canadians (Statistics Canada, 2017c). (See In the News 
box about Shannen’s Dream for a further description of the ways in which government 
policy has affected the quality of education on some Indigenous reserve communities.)

Early childhood develop-
ment

Indigenous children make up almost 50% of all foster children across the country. In gen-
eral, Indigenous children are twice as likely to live in a lone-parent family or to live with 
their grandparents (Turner, 2016).

Housing Nearly one in five Indigenous people in Canada live in a house that requires major repairs, 
and 18% live in overcrowded housing (Statistics Canada, 2017d).

Healthy behaviours Indigenous people have higher rates of physical inactivity and smoking compared with 
non-Indigenous Canadians, particularly First Nations people living on reserve (MacDonald, 
Barnes, & Middleton, 2015). This is primarily because of adoption of European lifestyles, a 
loss of traditional foods and ways of being, and lack of access to affordable fresh foods on 
rural and remote reserve communities, for example.

Access to health ser-
vices

Indigenous people in Canada report greater odds of having difficulty accessing immediate 
care for a minor health problem, as well as ongoing, routine care compared with non-Indig-
enous (Clarke, 2016).
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and	have	deeply	influenced	the	socioeconomic	position	
of	 many	 Indigenous	 communities,	 which	 in	 turn	 has	
affected	living	and	working	conditions,	resulting	in	sig-
nificant	health	inequities	in	most	areas	of	health	status.	
The	root	cause	analysis	 (see	Fig.	7.3,	earlier)	 is	a	help-
ful	framework	to	use	when	reading	such	statistics	to	dig	
deeper	into	the	causes	of	these	issues.

Although	Table	7.1	takes	an	inequity-based	perspec-
tive,	 the	 protective	 determinants	 of	 health	 that	 pro-
mote	resiliency,	such	as	self-determination,	community	
mobilization	(with	Idle	No	More	being	a	perfect	exam-
ple),	 social	 support,	 and	 others	must	 also	 be	weighed	
against	the	statistics	presented	later.	For	example,	many	
Inuit	 communities	 report	 very	 high	 levels	 of	 social	
support	 and	 a	 sense	 of	 community	 belonging—much	
higher	than	the	rates	reported	by	non-Indigenous	peo-
ple.	 Additionally,	 in	 many	 communities,	 mobilization	
and	 organization	 have	 strengthened	 the	 community	
fabric	and	well-being	and	can	be	seen	as	protective	fac-
tors	when	 it	 comes	 to	population	health	and	 fostering	
resiliency	(see	Case	Study	box).

Protective	factors	such	as	social	support,	community	
mobilization,	and	others	contribute	to	something	called	
resiliency.	Resiliency	can	be	thought	of	as	“the	ability	to	
do	well	despite	adversity”	and	must	be	thought	of	in	the	
context	of	culture	and	history	(Kirmayer	et al.,	2011).	In	
other	words,	protective	 factors	 that	 foster	 resiliency	are	
not	 only	 the	 	 positive	determinants	 of	 health	 that	 have	
been	mentioned	many	 times	 in	 this	 book	 (e.g.,	wealth,	
education)	but	also	include	many	other	elements	that	are	
key	to	a	group’s	history	and	ideas	about	self	and	the	com-
munity.	For	many	Indigenous	people,	for	example,	iden-
tity	and	personhood	have	for	generations	been	tied	to	the	
land,	and	the	natural	environment	 is	a	strong	source	of	
healing.	Thus,	revitalizing	language,	culture,	connection	
to	the	 land,	and	spirituality	helps	with	a	return	to	ways	
of	 thinking	 that	 promote	 healing	 and	 a	 sense	 of	 iden-
tity.	 Last,	 collective	 political	 activism	 and	 involvement	
promote	resiliency	(Kirmayer	et al.,	2011),	and	there	are	
many	examples	of	advocacy	and	activism	among	Indig-
enous	 people	 (e.g.,	 Idle	 No	More	movement,	 Shannen	
Koostachin)	that	you	will	read	about	in	this	chapter.

 IN THE NEWS
Shannen’s Dream

In 2007, 13-year-old Shannen Koostachin began a 
youth-driven movement called Shannen’s Dream that 
brought national attention to the chronic underfunding of 
Indigenous schools, as well as the unsafe school environ-
ments experienced by First Nations children.

Shannen was from a small reserve in Attawapiskat, On-
tario, where most of her elementary schooling occurred 
in government-supplied portables (as the original school 
building had closed years ago because of environmental 
contamination), with rapidly deteriorating indoor condi-
tions. Shannen and her peers wrote thousands of letters 
to the federal government, demanding a safer school and 
equal funding for Indigenous education.

Finally, in 2014, after receiving international attention, a 
new school was built as a result of Shannen’s campaign. 
Shannen also brought attention to the fact that many First 
Nations children on reserve have to leave their commu-
nities to attend high school. Shannen herself had to relo-
cate to another community off her reserve to receive a 
secondary school education (CBC News, 2017).

Shannen is a perfect example of youth-led community 
mobilization—a key tenet of community health practice. 
She garnered national and international support, brought 
pride and awareness about her community, and undoubt-
edly brought hope to many, given what she was able to ac-
complish at such a young age with her drive and passion.

CASE STUDY
Community Mobilization Efforts As a Protective Determinant of Health

In Cree culture (as well as in many other Indigenous cul-
tures), collective leadership and decision making, shared 
responsibility, and contribution to the community are 
widely held values (Public Safety Canada, 2009). These 
values lend themselves very well to community mobili-
zation (discussed in Chapter 3), which is predicated on 

working as a collective, within a community, to move 
forward change. Many examples of community mobiliza-
tion—which can be thought of as a strength and resource 
for health and its determinants—exist among Indigenous 
communities, which undoubtedly helps in closing the 
health gap.

continued



PART 2 The Health of Canadians176

THE HEALTH OF CANADA’S INDIGENOUS 
POPULATION
Keeping	 in	mind	 the	 determinants	 of	 health	 already	
discussed,	the	health	of	Indigenous	peoples	in	Canada	
is	 described	 further	 in	 this	 section,	 focusing	 specifi-
cally	 on	 indicators	 of	mortality,	morbidity,	 perceived	
health	 and	well-being,	 and	 rates	 of	 health	 care	 utili-
zation.	Although	this	section	presents	the	most	recent	
statistics	 and	 represents	 averages,	 it	 does	 not	 fully	
capture	all	of	the	variation	in	health	status	that	exists	
among	 the	 wide	 range	 of	 Indigenous	 people	 spread	
across	Canada,	and,	as	will	be	emphasized	further,	the	
health	 status	 data	 on	 Canadians	 has	many	 gaps	 (see	
Box	7.4	for	more	details).	Just	like	in	the	previous	sec-
tion,	 these	 statistics	must	be	contextualized	and	 read	
with	the	determinants	of	health	(particularly	the	distal	
determinants	such	as	racism,	colonialism,	and	self-de-
termination)	in	mind.

Mortality
Chapter	4	discusses	the	average	life	expectancy	for	the	
Canadian	population:	79	years	 for	men	and	83	years	
for	 women.	 Some	 Indigenous	 people	 have	 a	 lower	
life	 expectancy	 than	 the	 overall	 Canadian	 average,	
although	on	the	whole,	life	expectancy	for	Indigenous	
people	 in	Canada	has	 increased	by	 a	 couple	of	 years	
since	2001.	 Inuit	 life	 expectancy	 is	one	of	 the	 lowest	
in	Canada	(64	years	for	men	and	73	years	for	women).	
Life	 expectancy	 for	 Métis	 and	 First	 Nations	 people,	
in	 comparison,	 is	 approximately	 73	 to	 74	 years	 for	
men	and	78	to	80	years	for	women	(Statistics	Canada,	
2015).

One such example is the Community Holistic Circle 
Healing Program in Hollow Water First Nation, Manitoba, 
which was established in the 1980s as a way to heal legal 
offenders (particularly those involved in family violence). 
The goals of the program, which rely on the work of local 
community-based service providers, include revitalizing 
the family unit, reconciling offenders and victims of vi-
olence in a family, and fostering healthier communities. 
Through counselling and group sessions, offenders and 

families are encouraged to build a relationship with the 
spirit world, to learn traditional ways of doing and healing, 
and ultimately, to use healing as a way of obtaining jus-
tice. Healing is seen as communal process, and everyone 
participates, fostering a great sense of social support and 
purpose—both of which are important determinants of 
health. The program has not only resulted in cost savings 
but has also improved traditional knowledge and practic-
es in the community (Department of Justice, 2015).

CASE STUDY—cont’d
Community Mobilization Efforts As a Protective Determinant of Health

CRITICAL THINKING QUESTION 7.4: What does re-
siliency mean to you? Using either the example of the 
Community Holistic Circle Healing Program (mentioned 
in the Case Study box) or another example of commu-
nity mobilization in an Indigenous community in your 
jurisdiction, discuss how the elements of a community 
mobilization effort might contribute to resiliency.

BOX 7.4 Limitations in Health Data 
Pertaining to Indigenous People in Canada

The information we have pertaining to the health of In-
digenous people is limited, at best. Chapter 2 touches 
on the types of data available to health sector practi-
tioners to inform about the health status of our commu-
nities and people, including vital statistics, surveys, and 
health administration data. Unfortunately, many of the 
major national health surveys (e.g., Canadian Commu-
nity Health Survey, Canadian Health Measures Survey) 
do not include on-reserve First Nations communities. 
Additionally, not all health administration data collected 
by provinces and territories consistently collect infor-
mation on whether someone identifies as being Indige-
nous or not. In particular, many data initiatives leave out 
specific groups of Indigenous people, particularly non-
registered First Nations people or Indigenous people liv-
ing in urban areas (which represents a growing subset 
of Indigenous people) (NCCAH, 2013a). As a result, the 
information presented here is somewhat limited in its 
scope and accuracy.

CRITICAL THINKING QUESTION 7.5: Although some 
people advocate for the inclusion of questions related 
to race, ancestry, and Indigenous status on data-collec-
tion forms, others say this practice perpetuates the idea 
of racism (the idea being that if race is a social con-
struct, why do we validate it by asking questions on a 
form about it?). Debate the merits of both arguments.
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According	to	Statistics	Canada,	First	Nations	people	
are	more	likely	to	die	prematurely	(i.e.,	before	the	age	of	
75	years)	compared	with	non-First	Nations	Canadians.	
When	examining	the	rates	of	avoidable	deaths	(i.e.,	those	
that	could	have	been	avoided	through	provision	of	pub-
lic	health	or	health	care	services,	policies,	or	preventive	
efforts),	First	Nations	men	are	twice	as	likely	to	die	from	
these	avoidable	causes,	and	First	Nations	women	are	2.5	
times	more	likely	to	die	from	these	causes.	The	types	of	
ailments	First	Nations	men	are	more	likely	to	die	from	
compared	 with	 non–First	 Nations	 men	 include	 alco-
hol	and	substance	use	disorders,	unintentional	injuries,	
and	 diabetes	 mellitus.	When	 comparing	 First	 Nations	
women	with	non–First	Nations	women,	Statistics	Can-
ada	 has	 found	 that	 First	 Nations	 women	 were	 more	
likely	to	die	from	the	following	causes:	alcohol	and	drug	
use	disorders,	diabetes	mellitus,	infections,	and	uninten-
tional	 injuries	(Park,	Tjepkema,	Goedhuis,	&	Pennock,	
2015).	Not	only	is	premature	and	avoidable	death	higher	
for	Indigenous	people,	but	a	range	of	studies	have	also	
determined	 that	 both	 First	 Nations	 and	 Inuit	 people	
have	 higher	 infant	 mortality	 and	 stillbirth	 rates	 com-
pared	with	the	rest	of	the	Canadian	population	(Gilbert,	
Auger,	&	Tjepkema,	2015).	Many	of	these	inequities	can	
be	traced	back	to	the	Indian Act	and	to	deliberate	colo-
nial	policies	that	resulted	in	widespread	trauma	and	loss	
of	culture	for	Indigenous	people	across	the	land.

Morbidity
Noncommunicable Diseases
Overall,	Indigenous	people	are	at	a	higher	risk	of	expe-
riencing	 chronic,	 noncommunicable	 diseases	 when	
compared	 with	 non-Indigenous	 Canadians.	 A	 2015	
Statistics	Canada	report	found	that	nearly	55%	of	both	
First	 Nations	 and	 Métis	 people	 reported	 being	 diag-
nosed	with	one	or	more	chronic	diseases.	This	compares	
with	48%	of	the	general	Canadian	population	reporting	
the	presence	of	any	chronic	condition.	The	proportion	
of	 Inuit	 people	 who	 reported	 being	 diagnosed	 with	 a	
chronic	disease	was	less	than	the	general	population,	at	
43%,	although	some	have	hypothesized	that	this	may	be	
due	to	poorer	access	to	physicians	to	obtain	a	diagnosis	
(Gionet	&	Roshanafshar,	2015).

Although	 some	 noncommunicable	 diseases	 are	
more	 prevalent	 among	 Indigenous	 people,	 others	 are	
not.	Respiratory	conditions	 such	as	asthma	 tend	 to	be	
higher	 among	 First	 Nations,	 Inuit,	 and	Métis	 people.	
Additionally,	 in	 general,	 rates	 of	 type	 2	 diabetes	 and	

the	resulting	complications	of	this	condition	are	higher	
among	 Indigenous	 people	 compared	 with	 non-In-
digenous	Canadians.	The	rates	of	 type	2	diabetes	have	
also	been	 increasing	 among	 this	population	over	 time	
(Mansuri	&	Hanley,	2017).

Because	 many	 of	 the	 risk	 factors	 for	 diabetes	 and	
heart	disease	are	the	same,	it	is	not	surprising,	then,	that	
they	 tend	 to	go	hand	 in	hand.	 It	 is	 generally	 accepted	
that	rates	of	heart	diseases	are	higher	in	the	Indigenous	
population.	 Large-scale	 surveys	 have	 shown	 that	 First	
Nations	adults	between	the	ages	of	50	and	59	years	have	
twice	the	prevalence	of	heart	disease	compared	with	the	
general	Canadian	population	(11.5%	vs	5.5%)	(Reading,	
2015).	It	is	important,	when	reading	these	statistics,	to	
keep	 in	mind	 the	 determinants	 of	 Indigenous	 health,	
such	as	colonialism	and	how	government	policy	and	his-
torical	trauma	contribute	to	high	rates	of	smoking	and	
reduced	access	to	healthy	nutritious	foods,	for	example.

Communicable Diseases
The	prevalence	of	tuberculosis	(TB)	among	some	groups	
of	 Indigenous	people	 is	much	higher	 than	 the	Canadian	
average	(as	discussed	in	Chapter	10).	Although	Indigenous	
people	make	up	just	4%	of	the	Canadian	population,	they	
account	 for	 just	over	one	 in	five	 (or	20%)	of	 all	 cases	of	
active	TB	reported	in	Canada.	Rates	of	TB	are	extremely	
variable,	 however.	 For	 example,	 First	Nations	on	 reserve	
have	higher	rates	of	TB	compared	with	those	off	reserve.	
Métis	 people	 have	 lower	 TB	 rates	 compared	 with	 other	
Indigenous	people	in	Canada,	and	the	Inuit	in	some	places	
have	almost	50	times	the	TB	rate	of	the	general	Canadian	
population	(Public	Health	Agency	of	Canada,	2016).

Indigenous	 people	 have	 a	 long	 and	 arduous	 history	
with	TB,	a	disease	 introduced	to	Indigenous	communi-
ties	by	European	settlers	 in	 the	1700s.	 It	 is	notable	 that	
before	European	settlement	TB	was	not	an	issue	among	
Indigenous	communities.	Because	of	high	rates	of	mal-
nutrition	and	overcrowding	on	reserves,	TB	death	rates	
in	the	1930s	and	1940s	were	extremely	high	(some	of	the	
highest	ever	recorded	in	the	world,	in	fact).	TB	death	rates	
among	residential	 school	attendees	were	also	extremely	

EXERCISE 7.3: What are some factors that may explain 
the higher rates of respiratory diseases (e.g., asthma) in 
Indigenous communities? What about type 2 diabetes?

(HINT: In your answers, consider the determinants of 
Indigenous health [e.g., colonialism] mentioned earlier.)
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high	 (at	 an	 estimated	 rate	 of	 8	 000	deaths	per	 100	 000	
children)	for	similar	reasons.	Notably,	when	Indigenous	
people	were	diagnosed	with	TB,	they	were	often	forcibly	
removed	from	their	families	and	not	allowed	to	say	their	
goodbyes	or	collect	any	belongings	and	were	sent	to	san-
itoria	in	urban	centres.	Some	TB	patients	stayed	for	years	
in	these	sanitoria	(the	average	length	of	stay	was	around	
2.5	years),	 far	 away	 from	 friends	and	 family,	 and	many	
times,	 family	 and	 friends	were	not	notified	 about	 a	TB	
client’s	death	(Canadian	Public	Health	Association,	n.d.) 
Health	 care	 providers	 should	 be	mindful	 and	 aware	 of	
this	 history	 when	 evaluating	 or	 treating	 someone	 with	
possible	TB,	as	it	may	have	an	impact	on	health	care	deci-
sions,	trust	and	other	factors	impacting	care.

In	 terms	 of	 other	 communicable	 diseases,	 it	 is	 also	
reported	that	some	Indigenous	people,	particularly	First	
Nations	 and	 Inuit	 people	 living	 in	 northern,	 remote	
areas	have	higher	rates	of	sexually	transmitted	infections,	
including	gonorrhea	and	chlamydia.	Additionally,	Indig-
enous	people	 in	Canada	make	up	about	8%	of	 all	HIV	
cases	(despite	being	only	4%	of	the	Canadian	population),	
and	there	has	been	a	substantial	increase	in	the	proportion	
of	HIV	cases	being	reported	by	Indigenous	people—from	
19%	in	1998	to	just	over	25%	in	2003	(National	Collab-
orating	Centre	 for	Aboriginal	Health	[NCCAH],	2012).	
Reasons	for	this	may	include	poorer	access	to	health	care	
and	alcohol	and	substance	use	disorders	(including	injec-
tion	drug	use),	fuelled	by	issues	related	to	poor	housing,	
lack	 of	 employment	 opportunities	 in	 some	 areas,	 and	
trauma,	among	other	reasons	ultimately	driven	by	colo-
nial	policies	and	intergenerational	trauma.

Mental Health and Addictions
The	 concept	 of	 intergenerational	 trauma	 and	 exposure	
to	 the	 residential	 school	 system	 is	 particularly	 import-
ant	to	consider	when	discussing	the	prevalence	of	men-
tal	 health	 issues	 (including	 substance	 misuse)	 among	
Indigenous	 people,	 which	 is	 reportedly	 higher	 than	 in	
non-Indigenous	communities.	For	example,	 Indigenous	
populations	with	parents	or	grandparents	who	attended	
residential	schools	report	higher	rates	of	depression	and	
suicidal	 thoughts	 compared	 with	 those	 who	 did	 not.	
Among	 Indigenous	 youth,	 rates	 of	 drug	 use,	 suicidal	
thoughts,	 and	 suicide	 completion	 are	 higher	 compared	
with	non-Indigenous	youth	(Boksa	et al.,	2015).	Suicide	
among	Indigenous	people,	in	particular,	has	been	a	heav-
ily	publicized	issue	in	recent	years.	Reports	have	pointed	
to	the	fact	that	First	Nations	have	approximately	twice	the	
risk	of	suicide	compared	with	the	general	population,	but	
some	Inuit	communities	have	nearly	6	to	11	times	the	rate,	
though	much	variation	exists	from	community	to	com-
munity	(Crawford,	2016).	Interestingly,	studies	aimed	at	
explaining	the	immense	variation	in	the	rates	of	suicide	
in	 Indigenous	 communities	 in	 British	 Columbia	 show	
that	the	more	control	a	particular	community	has	over	its	
own	services	(e.g.,	education,	health,	police	and	fire,	i.e.,	
self-determination),	the	lower	the	rates	of	suicide	in	that	
community	(Boksa	et al.,	2015).	Additionally,	it	has	been	
shown	that	communities	that	preserve	their	language	and	
culture	tend	to	have	lower	rates	of	suicidal	thoughts	and	
attempts,	pointing	 towards	 this	as	a	protective	 factor	as	
well	(Crawford,	2016).	See	In	the	News	box	for	a	recent	
government	initiative	to	support	Indigenous	languages.

 IN THE NEWS
The Indigenous Languages Act

In February 2019, in follow-up to the language- and cul-
ture-based recommendations of the Truth and Reconcilia-
tion Commission, the federal government tabled Bill C-91: 
An Act Respecting Indigenous Languages. Co-developed 
by Indigenous partners, this bill secures funding to recog-
nize, preserve, revitalize, and strengthen Indigenous lan-
guages and establishes an Office of the Commissioner of 
Indigenous Languages to support the work.

One of the main reasons behind this piece of legislation 
is the fact that, according to the United Nations Education-
al, Scientific and Cultural Organization (UNESCO), nearly 
75% of Canada’s approximately 90 or so Indigenous lan-
guages are considered endangered. Much of this is a direct 
result of the residential school system, where pupils were 
not allowed to speak their own languages, and of the Six-
ties Scoop, where many Indigenous children were forcibly 

removed from their homes and adopted by non-Indigenous 
families, separating them from their languages and culture.

There are some criticisms of the legislation and the 
process that was used to develop it. For example, some 
groups (particularly Inuit groups) thought that the process 
was more consultative versus true co-development (in 
which Indigenous groups would have had more say in the 
components of the legislation) and that the bill itself lacks 
Inuit-specific content. The context among Inuit people is 
different, however, because it is estimated that around 
80% of Inuit people spread across 51 communities in 
Canada speak Inuktuk. Other critics argue that the leg-
islation didn’t go far enough to recognize Indigenous lan-
guages as part of the official languages of Canada. Inuk-
tuk, for example, has official language status in Nunavut 
and the Northwest Territories (Brake, 2019).
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Maternal and Child Health
A	number	of	issues	facing	mothers	and	their	developing	
children	disproportionately	 affect	 Indigenous	 commu-
nities.	A	recent	Statistics	Canada	analysis	examined	the	
rates	of	 adverse	birth	outcomes	and	 found	 that	 Indig-
enous	 infants	 tend	 to	 suffer	more	 from	 issues	 such	 as	
being	 preterm	 or	 large	 for	 gestational	 age	 (Sheppard	
et al.,	2017).

Additionally,	 disparities	 in	 dental	 health	 among	
Indigenous	and	non-Indigenous	children	are	being	rec-
ognized,	with	 studies	 pointing	 to	higher	 rates	 of	 poor	
dental	health	among	Indigenous	children.	A	large-scale	
national	 survey	 found	 the	 rates	 of	 poor	 dental	 health	
to	be	the	highest	among	the	Inuit,	compared	with	First	
Nations	and	Métis	people	(NCCAH,	2012).

An	 issue	 that	 has	 received	much	 attention	 is	 fetal	
alcohol	 spectrum	 disorder	 (FASD),	 which	 refers	 to	
a	 range	 of	 conditions	 caused	 by	 exposure	 to	 alcohol	
in	 the	 womb,	 resulting	 in	 developmental,	 facial,	 and	
growth	 problems.	 It	 is	 estimated	 that	 in	 the	 general	
Canadian	 population,	 the	 prevalence	 of	 FASD	 is	 less	
than	1%;	however,	 in	 some	 Indigenous	 communities,	
the	 prevalence	 is	 estimated	 to	 be	 between	 10%	 and	
19%	(Rai	et al.,	2017).	High	rates	of	FASD	can	also	be	
traced	 back	 to	 root	 causes,	 including	 mental	 health	
challenges;	isolation;	and	inequities	in	accessing	health	
services,	including	addictions	services	and	educational	
and	employment	opportunities	as	a	result	of	colonial-
ism,	the	Indian Act,	and	the	residential	school	system	
in	which	many	endured	trauma.

Self-Perceived Health
As	outlined	in	Chapter	4,	self-perceived	health	is	some-
times	a	good	indicator	of	overall	population	health	and	
often	takes	into	account	quality	of	life	and	factors	related	
to	well-being	and	functionality.	In	general,	 Indigenous	
people	 tend	 to	 rate	 their	 health	 as	 being	 poorer	 than	
the	general	population.	More	specifically,	whereas	63%	
of	 the	 general	Canadian	 population	 rated	 their	 health	
as	very	good	or	excellent	in	large	national	surveys,	only	

44%	 of	 First	 Nations	 people	 on	 reserve,	 50%	 of	 First	
Nations	off	reserve,	54%	of	Métis,	and	55%	of	Inuit	peo-
ple	rated	their	health	in	the	same	way.	When	it	comes	to	
perceived	mental	health,	similar	trends	prevail:	whereas	
75%	of	non-Indigenous	Canadians	report	their	health	as	
being	very	good	or	excellent,	only	65%	to	67%	of	Indig-
enous	people	who	were	surveyed	considered	this	to	be	
true	 (Public	 Health	 Agency	 of	 Canada,	 2018).	 When	
interpreting	 these	 statistics,	 it	 is	 important	 to	 keep	 in	
mind	the	fact	that	concepts	of	health	and	mental	health	
may	differ	among	various	Indigenous	communities	and	
also	between	Indigenous	and	non-Indigenous	people,	as	
will	be	discussed	later.

Health Care Utilization
Health	 care	utilization	 (e.g.,	 rates	of	hospitalization	or	
ED	visits),	 although	being	an	 indicator	of	health,	may	
also	 reflect	 access	 to	health	 services.	Thus,	when	 con-
sidering	health	care	utilization	among	Indigenous	peo-
ple	in	Canada,	one	must	consider	differential	access	to	
health	care	 (e.g.,	primary	care,	hospital	 care,	 specialist	
care)	and	openness	to	attending	health	care	institutions	
(which	 were	 a	 source	 of	 distrust	 historically	 and	 still	
may	be	a	source	of	anxiety	and	racism),	as	well	as	 the	
prevalence	of	health	conditions	requiring	such	care.

For	 all	 age	 groups,	 rates	 of	 hospitalization	 among	
Indigenous	 people	 are	 higher	 than	 the	 Canadian	 aver-
ages	 (Statistics	 Canada,	 2016).	 Rates	 of	 hospitalization	
for	Indigenous	youth,	in	particular,	are	also	known	to	be	
higher	than	for	non-Indigenous	youth.	For	children	aged	
0	to	9	years,	the	rate	of	hospitalization	is	highest	for	on-re-
serve	First	Nations	children	(at	1.8	times	the	rate	of	non-In-
digenous	 people)	 followed	 by	 off-reserve	 First	 Nations	
children,	Métis	children,	and	Inuit	children	(whose	rates	
ranged	between	1.3	and	1.4	times	that	of	non-Indigenous	
children	 of	 the	 same	 age).	 Among	 those	 aged	 10	 to	 19	
years,	the	hospitalization	rate	was	highest	among	the	Inuit	
(3.8	times	the	Canadian	average)	followed	by	on-reserve	
First	Nations	youth	(3.6	times	the	Canadian	average)	and	
then	off-reserve	and	Métis	youth	(2.0–2.3	times	the	Cana-
dian	average)	(Statistics	Canada,	2017b).

EXERCISE 7.4: Why might the preservation of language 
and culture be protective when it comes to suicide risk?

EXERCISE 7.5: How might a history of attending a 
residential school contribute to the risk of fetal alcohol 
spectrum disorder in one’s children?

CRITICAL THINKING QUESTION 7.6: Reflect on the 
importance of language. How does speaking the lan-
guages you do influence your thinking and day-to-day 
life? What are the implications of Indigenous languag-
es being included in Canada’s “official” languages, and 
what is your position on whether this should be the 
case in Canada?
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HEALTH SERVICES FOR INDIGENOUS 
PEOPLES IN CANADA
Now	that	we	have	discussed	the	determinants	of	health	
and	health	status	of	Indigenous	people,	we	will	turn	our	
attention	to	health	services	as	a	determinant	of	health.	
In	the	next	section,	how	health	care	for	Indigenous	peo-
ples	 is	financed	and	delivered	is	discussed	after	a	brief	
discussions	on	challenges	faced	in	providing	these	ser-
vices;	 Indigenous	 concepts	 of	 health	 and	 well-being;	
and	finally,	how	the	health	system	can	be	strengthened	
to	better	care	for	Indigenous	people	across	the	country.

Financing and Delivery of Health Care for 
Inuit and First Nations People
One	of	 the	 treaties	negotiated	between	the	Crown	and	
Indigenous	peoples	 in	 1876	 is	 treaty	number	 6,	which	
included	a	clause	to	provide	medicine	and	is	known	as	
the	 “Medicine	Chest	 Clause.”	This	 clause	 reads	 as	 fol-
lows:	 “[a	medicine	chest]	 shall	be	kept	at	 the	house	of	
each	 Indian	Agent	 for	 the	use	and	benefit	of	 the	 Indi-
ans”	 (Burnham,	 2003).	 This	 specific	 treaty	 has	 been	
interpreted	widely	to	mean	that	health	care	services	for	
Indigenous	 people	 are,	 in	 fact,	 a	 treaty	 right	 and	 thus	
the	 responsibility	 of	 the	 federal	 government	 (Journal	
of	Obstetrics	and	Gynaecology	Canada	[JOGC],	2013).	
As	such,	the	federal	government	reimburses	health	care	
providers	working	under	the	health	insurance	systems	of	
their	own	province	or	territory	in	delivering	hospital	and	
physician	care	to	Inuit	and	status	First	Nations	people.	
For	Inuit	and	First	Nations	people	who	live	in	isolated	or	
remote	communities	where	access	to	physician	or	hos-
pital	services	are	limited,	the	federal	government	funds	
nursing	stations,	predominantly	staffed	by	either	nurses	
or	community	health	workers.	People	who	require	addi-
tional	or	specialized	care	beyond	what	can	be	offered	by	
the	nursing	station	staff	are	then	transported	to	a	nearby	
centre	 with	 provincial	 hospital	 or	 physician	 services	
(which	are	then	reimbursed	by	the	federal	government).	
In	addition,	 the	First	Nations	and	Inuit	Health	Branch	
of	Health	Canada	provides	coverage	for	things	typically	
not	 covered	 by	 provincial	 health	 insurance	 plans	 (i.e.,	
over	 and	 above	 physician	 and	 hospital	 care)	 through	
a	 program	 known	 as	 the	 Non-Insured Health Bene-
fits (NIHB) Program.	 The	 NIHB	 program	 provides	
coverage	 for	 things	 such	 as	 medications,	 dental	 care,	
vision	 care,	 short-term	 mental	 health	 interventions,	
and	medical	 transportation.	 It	 is	 important	 to	 keep	 in	

mind	that	the	NIHB	program	only	includes	status	First	
Nations	 people	 and	 registered	 Inuit.	 Métis	 people	 are	
not	included	in	this	program	and	thus	cannot	obtain	the	
same	access	to	ancillary	health	services,	which	has	been	
a	point	of	contention	between	the	Métis	and	the	Govern-
ment	of	Canada	for	years	(JOGC,	2013).

Although	the	federal	government	provides	much	of	
the	 care	 in	 rural	 and	 remote	 areas,	 as	more	 and	more	
Indigenous	 people	 migrate	 to	 urban	 areas,	 a	 number	
of	provinces	have	 also	begun	providing	 culturally	 safe	
care	 to	 Indigenous	 peoples.	 Alberta	 Health	 Services,	
for	 example,	 include	 a	 comprehensive	 Indigenous	
Health	Program.	The	program	partners	with	Indigenous	
peoples,	 communities,	 and	 key	 stakeholders	 to	 pro-
vide	 accessible,	 culturally	 safe	health	 services	 for	First	
Nations,	 Métis,	 and	 Inuit	 people.	 The	 responsibilities	
include	providing	an	effective,	patient-centred	approach	
for	improving	care	to	First	Nations,	Métis,	and	Inuit	peo-
ples	and	communities	 through	specific	services;	work-
ing	with	health	zones	to	facilitate	the	development	and	
delivery	of	health	services	for	First	Nations,	Métis,	and	
Inuit	peoples;	and	facilitating	accessible,	culturally	safe,	
equitable	 health	 service	 delivery	 for	 all	 First	 Nations,	
Métis,	and	Inuit	communities	and	peoples.	The	program	
is	guided	by	the	advice	of	a	Wisdom	Council,	a	group	
of	First	Nations,	Métis,	and	Inuit	living	in	Alberta,	who	
first	came	together	in	September	2012.	Their	goal	is	to	
help	ensure	that	all	Indigenous	people	living	in	Alberta	
receive	the	best	possible	health	care	(Alberta	Health	Ser-
vices,	2018).

Additionally,	many	health	systems	are	moving	towards	
self-determination	 models	 through	 which	 Indigenous	
people	 lead,	govern,	and	deliver	health	care	and	public	
health	services	for	Indigenous	communities,	taking	over	
from	institutions	such	as	Health	Canada	(as	is	the	exam-
ple	of	the	FNHA	in	B.C.	outlined	in	a	Case	Study	earlier	
in	the	chapter).	Alberta	Health	Services	is	another	good	
example	of	a	health	system	that	has	incorporated	Indig-
enous	 traditions	 related	 to	 healing	 and	 well-being.	 In	
some	acute	care	facilities,	an	Indigenous	cultural	helper	
provides	 support	 to	 Indigenous	 clients.	The	helper	 can	
facilitate	 and	 organize	 prayers,	 smudging	 ceremonies	
(described	 later),	 or	 any	 other	 cultural	 practices	 using	
hospital	space	(Alberta	Health	Services,	2017).

It	 is	 clear	 from	 the	 description	 that	 both	 provinces	
and	territories,	as	well	as	Indigenous	organizations	and	
the	 federal	 government,	 are	 responsible	 for	 the	 actual	
delivery	and,	in	some	cases,	the	financing	of	health	care.	



181CHAPTER 7 Indigenous Health

However,	it	is	not	always	clear	cut	who	funds	and	delivers	
which	services	for	Indigenous	people,	which	can	result	in	
confusion	with	regard	to	reimbursement	of	payment,	and	
ultimately	can	result	in	delays	in	obtaining	care.	This	con-
fusion	of	roles	has	had	an	impact	on	the	health	of	Indige-
nous	people	across	the	country.	A	specific	example	from	
several	years	ago	 is	an	Indigenous	child	named	Jordan,	
who	 had	 complicated	 medical	 needs,	 was	 hospitalized	
in	Manitoba,	 and	was	 ready	 to	be	discharged	 from	 the	
hospital	to	home.	Unfortunately,	a	disagreement	between	
Manitoba	and	the	federal	government	regarding	who	was	
responsible	 for	 covering	 the	 cost	 of	his	home	 care	 ser-
vices	 led	 to	 Jordan	remaining	 in	hospital	unnecessarily	
for	an	additional	2	years.	Sadly,	Jordan	died	at	age	5	years	
in	the	hospital	in	2005	and	never	got	to	receive	services	
in	the	comfort	of	his	own	home.	This	tragic	case	led	to	
the	House	of	Commons	unanimously	passing	a	motion	
in	2007	in	support	of	what	is	known	as	Jordan’s	Princi-
ple	(Hayes,	2017).	Jordan’s Principle	states	that	“where	
a	 government	 service	 is	 available	 to	 all	 other	 children,	
but	a	jurisdictional	dispute	regarding	services	to	a	First	
Nations	child	arises	between	Canada,	a	province,	a	ter-
ritory,	or	between	government	departments,	the	govern-
ment	department	of	first	contact	pays	for	the	service	and	
can	seek	reimbursement	from	the	other	government	or	
department	after	the	child	has	received	the	service.”	The	
goal	of	 Jordan’s	principle	 is	 to	prevent	 Indigenous	peo-
ple	from	experiencing	barriers	to	accessing	care	because	
of	disputes	over	roles	and	responsibilities	of	health	care	
for	Indigenous	people	of	Canada	(Government	of	Can-
ada,	2018).	Interestingly,	even	after	Jordan’s	Principle	was	
endorsed	 by	 the	House	 of	 Commons,	 it	 was	 inconsis-
tently	being	applied	until	January	2016,	when	the	Cana-
dian	Human	Rights	Tribunal	ordered	the	Government	of	
Canada	to	immediately	take	measures	to	implement	the	
principle	to	its	fullest	extent	(Hayes,	2017).

Indigenous Health Care Challenges
Aside	 from	 jurisdictional	disputes	between	 the	 federal	
government	 and	 provinces	 and	 territories,	 a	 number	
of	other	challenges	exist	with	respect	 to	health	care	 in	
Indigenous	communities,	particularly	for	those	that	are	
rural	and	remote.

As	 with	 many	 rural	 and	 remote	 areas,	 consistent	
access	to	qualified	health	staff	can	be	an	issue.	At	many	
First	 Nations	 reserves,	 for	 example,	 nurses	 and	 physi-
cians	come	infrequently,	and	there	is	a	high	turnover	of	
professional	 staff,	 resulting	 in	 understaffing	 and	 issues	

related	to	the	follow-through	of	care	plans.	Additionally,	
particularly	for	emergency	services,	there	are	high	rates	
of	medical	air	travel	to	major	urban	centres.	This	is	not	
only	costly	but	also	means	that	 individuals	must	access	
complex	care	outside	of	their	home	communities	where	
their	 social	 support	 systems	 lie.	 As	 mentioned	 earlier,	
often	primary	health	care	may	be	provided	by	commu-
nity	health	workers,	who	are	members	of	the	community	
themselves.	This	can	present	challenges	to	confidential-
ity	 and	privacy,	with	 those	 seeking	 care	often	 afraid	 to	
share	 information	 for	 fear	of	 community	 repercussions	
and	stigma.	Another	main	issue	is	that	because	of	a	lack	
of	 resources	 and	need	 to	 address	 urgent	 and	 emergent	
issues,	preventive	care	and	addressing	the	determinants	of	
health	through	population	health	services	can	be	lacking	
and	are	often	underfunded	and	under	prioritized.	Finally,	
barriers	in	achieving	culturally	sensitive	and	appropriate	
care	continue	to	exist.	With	providers	coming	from	out-
side	 the	 community	 and	 government	 institutions	 often	
dictating	 the	 types	 of	 services	 provided,	 care	 may	 be	
culturally	irrelevant	and	may	not	be	offered	in	languages	
native	to	the	areas	served	(Oosterveer	&	Young,	2015).

For	some	Indigenous	people,	trust	in	health	care	and	
government	 institutions	 is	 lacking.	This	 is	not	 entirely	
surprising,	given	the	role	of	the	government	in	the	resi-
dential	school	system,	the	Sixties	Scoop,	and	other	sys-
tems	 of	 oppression	 and	 colonialism	 and,	 additionally,	
because	of	the	well-documented	racism	experienced	by	
Indigenous	people	in	health	care	institutions.

All	of	these	factors	very	much	highlight	the	need	for	
health	 care	 providers	 of	 all	 disciplines	 to	 be	 reflective.	
We	must	all	consider	our	own	biases	and	perceptions	of	
Indigenous	people	(perpetuated	by	the	dominant	culture	
and	narrative),	reflect	on	how	this	influences	the	care	we	
provide,	 and	 think	critically	about	what	concrete	 steps	
we	can	take	as	individuals	to,	in	an	ongoing	way,	provide	
better	and	more	sensitive,	competent,	and	safe	care.

Indigenous Views of Health
Perspectives	on	health,	well-being,	healing,	 and	medi-
cine	vary	 significantly	 across	diverse	 Indigenous	 com-
munities,	which	 each	 has	 its	 own	 rich	 tradition	when	
it	 comes	 to	 traditional	 medicines	 and	 ceremonies	 to	
improve	 health	 and	 well-being	 (JOGC,	 2013).	 How-
ever,	some	key	tenets	and	principles	tend	to	apply	across	
many	First	Nations,	Inuit,	and	Métis	people.

One	is	that	the	concept	of	health	is	holistic.	A	per-
son’s	physical	health	is	thought	to	be	closely	connected	
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to	 one’s	 mental,	 emotional,	 and	 spiritual	 health.	 The	
medicine wheel,	 central	 to	 some	 Indigenous	 cultures	
but	not	others	(depicted	in	Fig.	7.4)	visually	represents	
how	each	of	these	factors	(white	representing	spiritual	
health,	 yellow	 representing	mental	 [cognitive]	 health,	
blue	representing	emotional	health,	and	red	represent-
ing	 physical	 health)	 are	 interconnected	 and	 equally	
important	 in	 contributing	 to	 good	health	 (Park	 et  al.,	
n.d.).	In	other	words,	all	of	these	dimensions	of	a	per-
son’s	 health	 must	 be	 balanced	 to	 lead	 a	 healthy	 life.	
Health	is	also	influenced	by	connections	to	one’s	com-
munity	 and	 society,	 as	well	 as	 connection	 to	 the	 land	
and	 broader	 environment	 (JOGC,	 2013).	 The	 FNHA	
in	B.C.	has	 adopted	a	 framework	 that	visually	depicts	
a	 First	 Nations	 perspective	 on	 health	 and	 wellness	
(FNHA,	2012)	(Fig.	7.5).

Fig. 7.4 Indigenous medicine wheel. (From Park, S., Boyle, J., 
Hoyeck, P., et al. [n.d.]. Indigenous health in Ontario: An intro-
ductory guide for medical students [p. 17]. Toronto: University of 
Toronto. Retrieved from https://medicine.utoronto.ca/sites/de-
fault/files/IndigenousHealthinOntario-compressed.pdf.)
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Fig. 7.5 First Nations perspective on health and wellness. (From First Nations Health Authority. [2012]. 
First Nations perspective on health and wellness. Retrieved from http://www.fnha.ca/wellness/well-
ness-and-the-first-nations-health-authority/first-nations-perspective-on-wellness.)

https://medicine.utoronto.ca/sites/default/files/IndigenousHealthinOntario-compressed.pdf
https://medicine.utoronto.ca/sites/default/files/IndigenousHealthinOntario-compressed.pdf
http://www.fnha.ca/wellness/wellness-and-the-first-nations-health-authority/first-nations-perspective-on-wellness
http://www.fnha.ca/wellness/wellness-and-the-first-nations-health-authority/first-nations-perspective-on-wellness
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As	can	be	seen	 in	Fig.	7.5,	 the	central	 (or	first)	cir-
cle	 represents	 individual	 human	 beings,	 emphasizing	
the	 perspective	 that	wellness	 starts	with	 an	 individual	
taking	 responsibility	 for	 their	 health	 and	 well	 being.	
The	 second	 circle	 shows	 the	 importance	 of	 achieving	
balance	between	mental,	emotional,	spiritual,	and	phys-
ical	health.	The	third	circle	depicts	key	values	of	health,	
including	respect,	wisdom,	responsibility,	and	relation-
ships.	The	 fourth	 circle	 emphasizes	 the	 importance	 of	
the	people	and	places	we	come	from	(i.e.,	family,	com-
munity,	 land,	 and	 nations).	The	 fifth	 circle	 highlights	
how	 health	 is	 a	 result	 of	 broader	 social	 determinants,	
such	as	culture	and	the	social,	economic,	and	physical	
environment	(FNHA,	2012).

Another	broad	principle	 that	 applies	 to	 Indigenous	
concepts	of	health	is	that	decision	making	around	health	
care	services	is	often	shared	among	family	members	and	
the	broader	 community	 versus	 solely	being	 a	decision	
an	 individual	 has	 to	make	 about	 their	 own	 care.	This	
impacts	 how	 Indigenous	 people	might	 view	 the	 shar-
ing	of	information.	Among	the	general	non-Indigenous	
Canadian	population,	 for	example,	 the	prevailing	view	
is	 that	 personal	 health	 information	 is	 private	 and	 not	
to	be	shared	with	others	(including	family,	friends,	and	
community	members),	 and	 decisions	 should	 be	made	
independently	 without	 the	 influence	 of	 others.	 For	
many	 Indigenous	communities,	 this	 is	not	how	health	
is	viewed.

The	principle	of	mutual	respect	is	also	fundamental	
to	Indigenous	peoples	and	has	implications	on	how	one	
interacts	and	responds	to	a	provider	in	a	health	care	set-
ting.	Mutual	respect	in	this	regard	means	taking	a	hum-
ble,	 nonjudgmental,	 nondirective	 approach	 to	 health	
advice	as	a	provider	and	respecting	that	a	client	knows	
themselves	best	and	will	act	according	to	what	is	in	their	
capabilities,	knowledge	and	skill.	This	can	be	very	dif-
ferent	 from	European	conceptualization	of	health	care	
service	 delivery,	 in	 which	 often	 providers	 are	 seen	 as	
“knowing	 best”	 and	 giving	 direction	 that	 they	 expect	
will	be	followed	by	their	clients.	In	the	Indigenous	view,	
providers	 and	clients	 are	 in	many	ways	 seen	as	 equals	
(JOGC,	2013).

Relating	 these	examples	back	 to	 the	notions	of	cul-
tural	hegemony	and	ethnocentrism	 introduced	earlier,	
providers	 must	 be	 careful	 when	 making	 assumptions	
regarding	how	clients	want	to	receive	heath	information	
and	counselling.	We	cannot	simply	approach	our	clients	
in	the	way	we	want	to	be	approached	based	on	our	own	

cultural	values	and	 traditions.	When	 in	doubt,	 asking,	
learning	and	 reflecting	on	encounters	 can	 support	 the	
move	 away	 from	 ethnocentrism	 and	 towards	 a	 more	
inclusive	and	critical	view	on	“how	things	are	done”	in	
health	care.

Many	 Indigenous	 people	 use	 the	 services	 of	 tradi-
tional	 healers,	 who	 provide	 the	 traditional	 medicines	
and	perform	healing	ceremonies	such	as	smudging	cer-
emonies,	 sweat	 lodges,	 and	 the	 use	 of	 tobacco,	 which	
are	discussed	 later.	Many	Indigenous	health	centres	 in	
Ontario	provide	both	Western	and	traditional	services	
in	which	physicians,	nurses,	dietitians,	and	so	on	work	
side	 by	 side	 with	 the	 traditional	 healers.	 Elders	 and	
learning	from	elder	tradition,	practices,	and	culture	and	
improving	connection	to	the	land	are	also	some	import-
ant	ways	in	which	some	Indigenous	people	improve	and	
promote	 health—spiritually,	 mentally,	 physically,	 and	
emotionally.

Sweat Lodges
Sweat	lodges	are	spiritual	places	where	Indigenous	peo-
ple	 engage	 in	 ceremonies	 that	 promote	 the	 release	 of	
negative	 toxins	 and	 energy	 through	 exposure	 to	 heat.	
These	ceremonies	are	aimed	at	restoring	balance	among	
physical,	emotional,	spiritual,	and	mental	health.	There	
are	many	different	types	of	sweat	lodge	ceremonies	that	
promote	healing	and	well-being.	Typically,	participants	
sit	 in	 a	 circle	 inside	 the	 sweat	 lodge,	 share	 their	 per-
sonal	stories,	reflect,	and	connect	with	one	another	and	
nature.	The	Indian Act	did	not	allow	for	the	use	of	sweat	
lodges	 by	 Indigenous	 people	 until	 1951.	 Today,	 they	
are	 commonly	 used	 as	 an	 important	way	 for	 some	 to	
promote	health	and	spirituality	 (although	some	Indig-
enous	cultures,	such	as	the	Inuit	and	people	in	North-
West	territories,	do	not	practice	this	tradition)	(Gadacz,	
2017).	The	In	the	News	box	presents	an	example	of	how	
one	modern	hospital	has	incorporated	the	use	of	sweat	
lodges	into	its	practice.

Smudging Ceremonies
Smudging	 ceremonies	 look	 different	 across	 different	
Indigenous	 cultures.	 In	 general,	 however,	 smudging	

CRITICAL THINKING QUESTION 7.7: Reflect on an 
encounter with a client that did not go so well. Evaluate 
why it did not go well. Might this client have held other 
world views or values that differed from yours? How do 
you balance this in a clinical encounter?

https://www.thecanadianencyclopedia.ca/en/author/rene-r-gadacz
https://www.thecanadianencyclopedia.ca/en/author/rene-r-gadacz
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ceremonies	are	spiritual	practices	typically	used	during	
times	of	crisis	or	poor	health	for	the	purposes	of	cleans-
ing,	 restoring	 physical	 health,	 providing	 clarity,	 and	
improving	spiritual	health.	Most	often	during	a	smudg-
ing	ceremony,	herbs	and	medicines	are	burned,	and	the	
resulting	smoke	is	thought	to	be	healing	for	the	person	
who	is	being	smudged,	as	well	as	a	way	for	prayers	to	be	
carried	to	the	Creator.	Just	like	with	sweat	lodges,	many	
Indigenous	 cultural	 and	 spiritual	 practices,	 including	
smudging	 ceremonies,	 were	 outlawed	 until	 recently,	
and	 even	 to	 the	 present	 day,	much	 controversy	 exists	
around	smudging,	with	some	private	landlords	and	pub-
lic	buildings	banning	it.	Despite	this,	it	remains	a	prac-
tice	that	promotes	health	and	spirituality	by	many,	and	
several	 provinces	 and	 territories	 and	 institutions	 have	
recognized	 the	right	of	 Indigenous	peoples	 to	practice	
spiritual	ceremonies	and	practices	(Robinson,	2018).	As	
mentioned	 earlier,	 Alberta	 Health	 Services	 and	 other	
acute	and	chronic	care	institutions	have	moved	towards	
providing	a	 space,	and	sometimes	a	 facilitator,	 to	 sup-
port	the	practice	of	these	healing	ceremonies.	For	addi-
tional	 ceremonies	 and	 traditional	 approaches,	 also	 see	
Anishnawbe	Health	Toronto	(listed	in	the	Key	Websites	
at	the	end	of	this	chapter),	which	is	an	Aboriginal	Com-
munity	Health	Centre.

When	 engaging	 in	 an	 understanding	 of	 traditional	
practices,	 it	 is	 important	 to	 be	mindful	 of	 the	 notion	
of	 cultural	 appropriation.	 Broadly	 speaking,	 cultural 
appropriation	occurs	when	individuals	adopt	practices	

related	to	another	culture	without	that	culture’s	permis-
sion	and	without	an	acknowledgement	or	understand-
ing	of	that	culture’s	history	(Wood,	2017).

In	recent	years,	many	Indigenous	practices,	includ-
ing	smudging,	have	been	adopted	by	non-Indigenous	
peoples.	Stores	are	selling	“smudge	kits”	and	tools	for	
people	to	use	to	“smudge”	their	homes	without	a	deep	
understanding	 of	 the	 spiritual	 importance	 of	 such	 a	
ceremony	 (Robinson,	 2018;	 Curtis,	 2017).	Thus,	 it	 is	
critical	when	learning	about	or	engaging	in	traditional	
practices	 to	 also	 learn	 about	 the	 history	 and	 impor-
tance	of	the	practice	in	various	contexts	and	the	impli-
cations	 of	 adopting	 or	 engaging	 in	 it	 as	 a	 settler,	 for	
example.

Tobacco
For	many	generations,	tobacco	has	been	used	by	many	
(but	not	all;	 the	Inuit	people	are	an	exception)	Indige-
nous	peoples	in	ceremonies,	rituals,	and	prayers	because	
it	is	considered	to	be	a	gift	from	the	Creator.	It	is	often	
used	 to	 express	 gratitude	 to	 the	 Creator	 and	 Mother	
Earth,	as	well	as	to	purify	both	the	mind	and	body.	It	can	
be	 chewed,	 smoked,	 burned,	 or	 put	 into	water	 during	
both	 medicinal	 and	 spiritual	 ceremonies	 (NCCAH,	
2013b).	 Traditional	 tobacco	 products	 used	 for	 these	
purposes	 are	 separate	 from	 commercial	 tobacco	 use	
(e.g.,	 smoking	 commercial	 cigarettes),	 introduced	 by	
the	Europeans.

Improving the Health of Indigenous People: 
Reorienting the Health Sector
The	 TRC’s	 calls	 to	 action,	 particularly	 in	 the	 area	 of	
health,	 represent	 a	 good	 starting	 point	 for	 making	
changes	 to	 close	 the	 gap	 between	 Indigenous	 health	
and	 the	 health	 of	 the	 general	 Canadian	 population.	
Healthcare	CAN,	an	organization	representing	hospitals	
and	 other	 health	 care	 organizations	 across	 the	 coun-
try,	 recently	called	on	the	health	sector	 to	adopt	“wise	
practices”	to	support	the	closing	of	this	gap.	Their	2018	
report	recommended	the	following	three	main	actions.
	1.	 	Realign	 authorities,	 accountabilities,	 and	 resources	

back	towards	Indigenous	communities.	This	represents	

 IN THE NEWS
Use of Sweat Lodge at the Centre for Addic-
tion and Mental Health

The Centre for Addiction and Mental Health (CAMH) is 
a large teaching hospital in Toronto. In 2016, as part of 
the hospital’s journey toward offering services that are 
more culturally relevant for Indigenous clients, CAMH 
began building a sweat lodge after many of its Indige-
nous clientele requested such a space.

Since it opened, more than 400 people have partici-
pated in various traditional and spiritual ceremonies in 
the sweat lodge. In addition to opening the sweat lodge 
for use by Indigenous clients, CAMH has hired Indige-
nous social workers and an elder to assist with inform-
ing the hospital on the provision of culturally sensitive 
and appropriate care for those who wish this care to be 
incorporated into their care plans (CAMH, n.d.).

EXERCISE 7.6: In a health care setting, what questions 
might you ask every client, whether Indigenous or not, 
regarding their views on health and information shar-
ing?
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work	 towards	 self-determination,	 giving	 Indigenous	
organizations	control	and	responsibility	over	resources	
for	health.

	2.	 	Eliminate	 racism	 and	 increase	 cultural	 sensitivity	
within	health	care	institutions.

	3.	 	Ensure	 equitable	 access	 to	 care,	which	 entails	 both	
enhancing	the	quality	of	care	and	the	availability	of	
services	offered	to	Canada’s	diverse	Indigenous	com-
munities,	 both	 on	 and	 off	 reserve	 (Richardson	 &	
Murphy,	2018).
The	report	also	calls	on	leaders	of	health	care	insti-

tutions	 to	 engage	 in	 the	 recommendations	 found	 in	
Table	7.2.

Although	 it	 is	 clear	 that	 the	 TRC	 calls	 to	 action	 in	
health	must	be	 realized,	with	 the	principles	of	commu-
nity	engagement	embedded,	action	must	also	be	taken	on	
improving	 the	social	determinants	of	health	 for	 Indige-
nous	peoples.	Without	also	fixing	issues	such	as	housing	

conditions,	poverty,	and	inequitable	access	to	education	
(as	 the	TRC	points	out),	 the	health	gap	 cannot	be	 sus-
tainably	 reduced.	Finally,	 at	 the	 root	of	 these	 inequities	
lie	 power	 and	 decision-making	 authority.	 Indigenous	
peoples	must	 be	 provided	with	more	 opportunities	 for	
self-determination,	 and	 the	 resources	 going	 towards	
Indigenous	health	and	well-being	must	be	funded	at	the	
same	levels	as	they	are	for	non-Indigenous	programming.

CRITICAL THINKING QUESTION 7.8: Reflect on the 
phrase “we are all treaty people.” What does it mean 
to you? How can you, in your own work and career tra-
jectory, embody this principle and support the Truth and 
Reconciliation Commission’s Calls to Action?

Outline two or three steps you will take in the next 
year to reflect on your role as a health sector participant 
and how you might further culturally safe care and other 
TRC calls to action.

TABLE 7.2 Practices for Health Leaders to Support Systems Level Change to Improve Health 
Care for Indigenous Peoples

Topic Area Recommendations

Policy and systems 
change

Support local First Nations, Inuit, and Métis leaders in conjunction with their national coun-
terparts at the Assembly of First Nations, Inuit Tapiriit Kanatami, and Métis National Council 
as they negotiate, develop, implement, and evaluate health transformation agreements and 
advocate for policy and systems change.

Community engage-
ment

Identify key stakeholders for community engagement and build relationships with them. 
Stakeholders include representatives from local and regional First Nations, Inuit, and Métis 
governments and local Indigenous health service organizations, Indigenous clients, and 
others. When reaching out to key stakeholders, follow engagement protocols articulated 
by their respective organizations. Create partnership agreements that include process eval-
uations and accountability measures for any shared initiatives related to Indigenous health 
and wellness.

Make reconciliation and Indigenous health equity part of the organization’s strategic plan.
Recruitment and reten-

tion of indigenous 
staff and health care 
providers

Promote the involvement of Indigenous peoples in the organization by recruiting them for 
governance and leadership positions, advisory circles, community liaisons, Elders’ councils, 
and other roles; formalize reporting and action-based accountability by the non-Indigenous 
leadership to prevent tokenistic or nonmeaningful engagement.

Recruit, retain, and mentor Indigenous staff and health care providers at all levels of the 
organization, including procurement; create working and learning environments where they 
can thrive and where Indigeneity and Indigenous knowledge are valued.

Antiracism and cultural 
safety education

Provide antiracism and cultural safety education to all members of the organization; develop 
and implement safe processes for both employees and clients to debrief racist or culturally 
unsafe experiences in the organization; develop and implement processes to document 
these instances and track progress.

Support Indigenous learners in the health professions by creating safe and respectful clinical 
learning environments that are free of racism and discrimination; participate in health sci-
ence outreach programs for younger students.

Continued
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 S U M M A R Y
Indigenous	people	were	the	original	inhabitants	of	
North	America,	also	known	as	Turtle	Island.	They	have	
a	long	and	complex	history	with	settlers	whose	colonial	
policies	had	ripple	effects	for	generations	to	come.	In	
Canada,	there	are	three	main	Indigenous	groups—First	
Nations,	Inuit,	and	Métis—with	much	diversity	across	
communities	in	terms	of	traditions,	language,	and	
culture.	Indigenous	people	make	up	nearly	5%	of	the	
Canadian	population.	As	a	whole,	Indigenous	people	
of	Canada	are	younger	than	the	general	Canadian	pop-
ulation,	are	increasingly	living	in	urban	environments,	
and	are	a	fast-growing	segment	of	the	population.	
Because	of	social	determinants	of	health,	which	include	
racism	and	colonialism,	some	communities	face	a	

range	of	health	inequities	compared	with	the	general	
Canadian	population	in	terms	of	mortality,	morbid-
ity,	self	perceived	health,	and	health	care	utilization.	
Many	recent	developments	have	called	to	attention	
the	legacy	of	colonialism	and	highlighted	the	need	to	
respect	treaty	rights,	enhance	self-determination,	and	
decolonize	across	the	country	in	an	effort	to	promote	
well	being.	The	health	sector	has	an	important	role	to	
play	in	terms	of	offering	culturally	appropriate	and	
relevant	care,	tackling	racism	in	the	health	care	sector,	
improving	engagement	with	Indigenous	partners,	and	
advocating	for	decolonizing	policies	that	give	control	
of	health	and	wellness	to	the	Indigenous	people	of	
Canada.

  

TABLE 7.2 Practices for Health Leaders to Support Systems Level Change to Improve Health 
Care for Indigenous Peoples—cont’d

Topic Area Recommendations

Indigenous client care 
and outcomes

Enhance the journey of Indigenous clients through the practice of trauma-informed care and 
programs such as Indigenous navigators, access to traditional foods and healing practices, 
support from Elders, and land-based healing; the specific initiatives should emerge from 
the recommendations made by local Indigenous communities, advisors, and clients.

In jurisdictions where data related to race and ethnicity are available, track health outcomes 
for Indigenous versus non-Indigenous clients in the organization; appropriate Indigenous 
data stewardship agreements must be developed and followed.

Understand and support changes to address Indigenous social determinants of health.

Source: From Richardson, L., & Murphy, T. (2018). Bringing reconciliation to healthcare in Canada—wiser practices for healthcare 
leaders. Ottawa: HealthCareCAN. Retrieved from http://www.healthcarecan.ca/2018/04/11/bringing-reconciliation-to-health-
care-in-canada-wise-practices-for-healthcare-leaders/

KEY WEBSITES
Anishnawbe Health Toronto: http://www.aht.ca
Anishnawbe	Health	Toronto	is	a	community	health	centre	

that	approaches	health	from	a	traditional	lens.	Its	goal	is	
to:	“recover,	record	and	promote	Traditional	Aboriginal	
practices	where	possible	and	appropriate.”	The	centre	
offers	primary	health	care	services,	counseling,	mental	
health	and	addictions,	dental,	chiropractic,	naturopathic,	
and	traditional	counselling	care.

Assembly of First Nations: http://www.afn.ca
This	national	organization,	whose	work	is	directed	by	First	

Nations	chiefs,	advocates	for	First	Nations	people	across	
Canada	and	works	to	communicate	with	and	build	the	
relationship	between	First	Nations	and	the	Crown.

Idle No More: http://www.idlenomore.ca
Idle	No	More	is	a	large-scale	social	movement	that	supports	

building	sovereignty	among	Indigenous	people,	reframing	
the	relationship	between	Indigenous	people	of	Canada	and	
the	Canadian	government,	and	environmental	protection.

Kairos Blanket Exercise: https://www.kairosblanketexer-
cise.org

The	Kairos	Blanket	Exercise	is	a	participatory	and	engaging	his-
tory	session	that	was	developed	alongside	Indigenous	elders	
for	the	purposes	of	raising	awareness	of	Indigenous	issues	
and	fostering	reconciliation	efforts.	This	website	describes	the	
program,	explains	the	process	to	book	this	training	program,	
and	houses	some	excellent	resources	(for	both	students	and	
teachers),	including	reports,	videos,	and	documentary	links,	
to	improve	people’s	understanding	of	Indigenous	history.

http://www.healthcarecan.ca/2018/04/11/bringing-reconciliation-to-healthcare-in-canada-wise-practices-for-healthcare-leaders/
http://www.healthcarecan.ca/2018/04/11/bringing-reconciliation-to-healthcare-in-canada-wise-practices-for-healthcare-leaders/
http://www.aht.ca
http://www.afn.ca
http://www.idlenomore.ca
https://www.kairosblanketexercise.org
https://www.kairosblanketexercise.org
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Métis National Council: http://www.metisnation.ca
Formed	in	1983,	the	Métis	National	Council	is	made	up	of	

elected	representatives	and	represents	the	voice	and	posi-
tion	of	Métis	Nation	and	Métis	people	across	the	country.

National Collaborating Centre for Aboriginal Health 
(NCCAH): https://www.nccah-ccnsa.ca

One	of	five	collaborating	centres,	the	NCCAH	supports	
knowledge	translation	and	exchange	in	order	to	enhance	
health	equity	and	enhance	inclusivity	and	respect	of	Indig-
enous	peoples	in	the	public	health	system.

National Centre for Truth and Reconciliation: https://nctr.ca/
map.php

This	organization	now	houses	the	materials	(including	
statements	and	final	report)	from	the	Truth	and	Recon-
ciliation	Commission	of	Canada	(established	in	2009	by	
the	Government	of	Canada),	for	the	purposes	of	listening	
to	survivors	and	those	affected	by	the	residential	school	
system	in	Canada.	The	centre	(housed	in	the	University	of	
Manitoba)’s	purpose	is	to	honour	and	preserve	the	memo-
ry	of	the	legacy	of	residential	schools.

National Inquiry into Missing and Murdered Indigenous 
Women and Girls: http://www.mmiwg-ffada.ca

This	website	contains	the	submissions	and	reports	from	the	
independent	inquiry	launched	into	missing	and	murdered	
Indigenous	women	and	girls	in	the	fall	of	2016.

Native Women’s Association of Canada: https://www.nwac.ca
This	nonprofit	organization	represents	an	aggregate	of	native	

women’s	organizations	across	the	country	that	works	to	
improve	the	well	being	of	Indigenous	women,	girls,	and	
people	who	are	gender	diverse	through	the	promotion	of	
Indigenous	traditions,	beliefs,	and	languages.	A	sublink	
of	this	website	(https://www.nwac.ca/wp-content/up-
loads/2018/04/The-Indian-Act-Said-WHAT-pdf-1.pdf) 
provides	an	excellent	overview	of	the	Indian	Act	and	
key	historic	events	that	have	undoubtedly	influenced	the	
health	and	wellbeing	of	Indigenous	people	over	time.

San’yas Indigenous Cultural Safety Training: http://ww-
w.sanyas.ca

This	facilitated,	online	training	program	was	developed	by	the	
Provincial	Health	Services	Authority	in	British	Columbia.	
It	aims	to	increase	knowledge	about	Indigenous	health	
and	improve	the	skills	of	people	that	work	with	Indig-
enous	people	to	enhance	cultural	competence	among	
service	providers.	Topics	covered	include	the	legacy	of	
colonization,	health	inequities,	history,	and	stereotyping,	
to	name	a	few.

Secret	Path:	https://secretpath.ca
This	website	houses	an	album	titled	The Secret Path	by	Gord	

Downie	(a	Canadian	music	legend	and	late	lead	singer	
in	the	Canadian	band	the	Tragically	Hip).	The	album	
consists	of	10	poems	made	into	songs	that	were	inspired	
by	the	story	of	Chanie	Wenjack,	a	young	boy	who	died	

in	the	1960s	as	he	was	walking	home	from	the	Cecilia	
Jeffrey	Indian	Residential	School,	more	than	400	miles	
away.
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