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PREFACE 

This document is meant to serve as a practical resource to First Nation 

commrmities in designing mental health programs. It dso serves as partial hilfilment 

of the requirements of a Master of Arts in Anthropology at the University of 

Manitoba In order to meet both of these requirements, 1 have broken the document 

into two sections: the thesis document, which contains the thesis in its entirety 

(sections one and two); and the cornmunity document which contains only the 

commmity research report (section two of the thesis document). 

Manitoba First Nations communities are asking the question: what are the 

training needs of First Nations mentai health workers? This research project 

conhibutes to answering that question. 1 have turned to local experts and community 

helpers as sources for the answers to this question because answers to problems within 

First Nation communities are contained with First Nations themselves. The main 

source of data is derived fiom key informant interviews conducted in three Manitoba 

reserve communities. 

The thesis document is arranged to make fuiding idormation as easy as 

possible without necessarily having to read the report fiom front to back. The 

interview results are descriptive in order to allow the reader opportunity for their own 

analysis of this rich source of knowledge, but 1 have also endeavoured to synthesize 
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and summarize research conclusions. The table of contents is extensive and may help 

the reader find what they need Key topics are summarized in tables for easy viewing; 

these tables are listed at the beginning of the work. 

The resulting story about First Nations mental health training needs cannot help 

but be influenced by my twenty-two years of experience as a Registered Psychiatrie 

Nurse, by my training in andiropology, and by the person 1 am. 1 have listened with 

openness and respect to the voices of the people 1 interviewed. 1 wish to express my 

gratitude to the people who shared their ideas and experience with me, and I hope that 

I have done them justice in presenting an anaiysis and summary of the knowledge they 

so generously shared with me. Each community was graciously accommodating 

dunng my visits and phone calls. 1 am grateful for what I have leamed as  a 

researcher, as  a nurse, and as a person. 

I also gratefully acknowledge a research gant fiom the Northem Scientific 

Training Program, administered through the Northern Studies Cornmittee of the 

University of Manitoba which contributed greatly to the field research portion of this 

project And finally, completion of this project would not have been possible 

without the support of my thesis advisory cornmittee, Dr. K. Grant, Dr. J. O'Neil, and 

especially my advisor, Dr. Wm. Koolage. 

Ekosani. 
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ABSTRACT 

in the past there have been few mentai health seMces in Manitoba First 
Nations commuaities, but currently First Nations are developing innovative approaches 
to mental health which uniquely suit their cornmunïties. There is a need for trained 
community worken to work w i t h  evolving First Nations approaches to mental 
heaith, but what special skills and training do these worken require? Answers to this 
question cm be f o n d  within the knowledge of those dready working in First Nations 
heaith and social senrices, that is, within the knowledge of those who are part of the 
process of developing their communities' approaches to mental health. Through open- 
ended i n t e ~ e w s ,  people in three Manitoba reserve communities are asked the 
following questions: what does mentai health mean; what are the problems, the causes, 
and the solutions to mental health problems in their comunities; what training and 
skills do First Nations mental health workers need; what are the attributes of a good 
helper, and what supports do helpers require? 

Health is a state of balance and harmony of ail the aspects of the rnedicine 
wheel. The massive losses and abuses suffered by First Nations through the process 
of colonization have destroyed the wholeness and balance of First Nations. The 
prionty mental health problems of depression and anxiety, suicide, and substance 
abuse are symptoms of irnbalance and disharmony, and the consequences of the losses 
and abuses suffered. Healing means retuniing individuals, families, communities and 
the nations to States of balance and hannony. The solutions to mentai heatth problems 
must include rebuilding community resources through political selfidetemination and 
rebuilding positive cultural identity. Mental health systems are being constnicted by 
First Nations blending western hedth and social service models with native traditional 
approaches. First Nations mentd bealth systems place emphasis upon public education 
and community development as well as upon treatment- 

First Nations community mental health workers need strong working ties with 
mainstream mental health specialim for ongoing training, supervision, and 
consultation; they need to be members of the community team (including elders and 
the general public), but must also connect communities to mental heaith resources 
available in the rest of the province. There are six areas of training reqwred by 
mental health worken in First Nations: counselling skills; mental health theory and 
practise; writing and agency skills; public education skills; community development 
skills; and spirituaVtraditional training. The crucial attributes of a First Nations helper 
are self-healingkelf-awareness, caring, and a First Nations background. Mental health 
is part of an attitude of healing and hamionious connection with al1 of 
creation; this attitude includes traditionai values of respect and caring 
which must form the foundation of First Nations mental health systems. \ 
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The question, at first, seems straightforward "what are the training needs of 

First Nations mental health workers?" But meaning is always relative; it is formed 

through interaction and relationship with the wtiole. It is necessary to understand the 

concept of mental health in First Nations, and to do this it is necessary to examine its 

political, economic, structurai and ideologicd context. in other words, the concept 

m m  be contextualized in order to assess its meaning. Not only is meaning relative to 

contemporary social context but, as will be shown, history is especially important to 

First Nations ideas about their mental heaith issues. Understanding what training is 

required by First Nations mental hedth worken entails examining the ways in which 

'mental health' and mental health care are being constmcted by First Nations. 

This thesis holds that First Nations are actively constructing mental health 

approaches within a framework of healing, and that the healing process itself includes 

restructuring political self-determination and revivai of culturai identity. These 

processes are interdependent. There is not one approach, not one distinct entity called 

'First Nations mental health,' but rather each First Nation community seeks to shape its 

own visions and initiatives. There is not one voice speaking but rather many voices in 

dialogue with each other, many voices which negotiate and compete with each other in 

a continuous, dynamic process of social construction. However, it is possible to 

recognize common elements used in the construction of First Nations concepts of 
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heding and common emerging themes to Fint  Nations approaches to mental hedth 

because of their common experiences and declared identity as Aboriginal people. 

Because I am coricerned with the sociaYcdturaI context of mental health in 

First Nations, and because 1 believe that approaches to First Nations mental health are 

actively under construction, I seek the answer to my research question within the lived 

expenence of, and the knowledge held by, people working in First Nations helping 

roles. These are the people who have on-the-ground experience with the problerns and 

solutions within First Nations and who, ïndeed, may be some of the people involved in 

constructïng an approach to mental health care in their communities. The p r i m q  

research tool of this project is the analysis of qualitative interviews with key 

informants withia three First Nation teserve communities in Manitoba It is fiom the 

authority of these voices that I base my anaiysis and interpretation. 

Section two is a self-contained community document reporting on the results of 

these interviews which is meant to be accessible to First Nations for practicd use. 

Section two describes the research methods, the i n t e ~ e w  results, and contains a 

summary and conclusions on the system requirernents and training needs of First 

Nations mental hedth workers in Manitoba. In order to contextualize what people told 

me in the research i n t e ~ e w s  I conducted abbreviated ethnographies of each 

community and reviewed relevant literature on First Nations. The appendices contain 

introductory descriptions of the communities involved in the research which will be 
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particuiarly usef'ui to those unfamiliar with reserve communities. The appendices aiso 

contain a description of the helping resoufces generally available in Manitoba reserve 

communities. 

Section one discusses theoreticai consideratioas and reviews relevant Iiteratwe. 

Chapter one lays out a theoretical argument on the ernergïng construction of First 

Nations' understanding of their problems and appmaches to healing. An important 

theme throughout the research i n t e ~ e w s  and throughout the literature is that the 

problems faced today within First Nations communities are the consequences of abuses 

and loses s u f r e d  through the process of colonization. Chapter two then details a 

history of the losses experienced by First Nations as a consequence of coloniaiism. 

These losses have resulted in the prionty mental health problems of substance abuse, 

depression, anxiety, and suicide. Chapter tbree points out the implications of First 

Nations and western social constructions about mental illness. Chapter four discusses 

First Nations mental health problems as found in the relevant literature, and in chapter 

five 1 examine the problems inherent in contemporary mental health services available 

to First Nations. 
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There are two key elements in the argument put forth on the causes of mental 

health problems in First Nations: the first is a holistic conception of health which 

encompasses al1 aspects of existence; the second holds that the baianced state of health 

of the First Nations within their world was fiactured via the iosses and abuses suffered 

through colonization. Following the logic of this argument, First Nations communities 

are now engaged in a process of healing, of retuming to balance and harmony, and 

that this heaiing encompasses not ody healing individuais but also the cornmunities 

which support them. 

Clarkson, Momssette and Regallet articulate a framework for understanding the 

problems and challenges of indigenous peoples based upon their own experïence as 

First Nations people within Canada (1992). They explain that traditional indigenous 

cultures evolved so that customs, beliefs, institutions, and social controls al1 worked 

hannoniously with the natural environment (1992:4). Spirituality, which is defined 

and expressed through culture, is the hamony, balance and comection to the naturai 

law within the environment which is integral to the health and survival of the people. 

It is this 'spirit' or wholeness which has been destroyed by coloniration and it is that 

which must be rebuilt. In rebuilding their communities, in reconstructing healthy 

Iifeways, indigenous peoples must "create their own mechanisms of change based upon 
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the values, beliefs, and systems of their ori@.nal teachings" (Clarkson et al., 1992:vii). 

Clarkson et al. also recognize that "the effects of history are contained inside 

the indigenous people today" (199244). This has two ramifications. Indigenous 

people are caught in perpetuating the cycle of abuse that was started by the colonizers. 

This is evident in the problems of substance abuse and violence. But it also means 

that indigenous people today have assimilated aspects of the western worldview. This 

thesis holds b a t  a coastmctionist view of society helps to explain the dynamics within 

First Nations which arise because of assimilated western worldviews and by the 

variety of traditions belonging to First Nations. A constructionia view holds that al1 

societies have been and always are undergoing continuous processes of chanse and 

reconstmction accordinp to a variety of influences within and upon them. Clarkson et 

al. also ailude to a dynamic process of social construction when they d i s c w  the need 

to decolonize contemporary First Nations* beliefs in order to 'rebuild' the wholeness of 

the nations using traditional knowledge. In the interviews of this research one can 

sense the tension between hofistic constructions about heaiing and the pragmatics of 

contemporary reserve life which uiclude wimilated attitudes toward health and heaith 

care. 

The prevailing paradigm underlying First Nations approaches to mental heath is 

one of holism as represented by the medicine wheel encompassing the spintual, 

intellectual, physical, and emotional aspects of the people (see Figure I at the end of 
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this chapter). The mental heaith problems experienced by First Nations are indicative 

of ruptures to wholeness, of dishannony, imbalance, and loss of connection between 

al1 the aspects of creation. First Nations mental health problems must be understood 

in the contexi of a colonial history and contemporary realities which disrupted or 

destroyed connections to the land and land-based economy, which disrupted or 

demoyed social structures for maintaining health, and which disrupted or destroyed 

positive cultural practices for numiring self-esteem. Mental health m m  be understood 

in ternis of the broader concept of healing. Healing means returnuig individuals, their 

families, their communities, and the [and to a state of balance, hanony, wholeness, 

and connedon-to a state of 'well-being.' Healing means recovery from the losses 

and abuses suffered by nations and individuals as the result of colonization. 

Healing is multi-dimensionai. The lack of suficient resources for maintaining 

hedth underlies many problerns, but economic development alone will not retum First 

Nations communities to well-being. It is not just poverty, overcrowded housing, and 

lack of basic aecessities for health which coatribute to mental health problerns in First 

Nations. A Cree elder explained to me that just building cornmunity structures such as 

recreation centres is not enough because "soon the buildings will look the way the 

people feel." Political disempowerment and cultural genocide have lefi communities 

short of resources and opportmities to solve their own problems, but they have also 

left many without the positive identity and hope necessary to sustain self chng. Self- 

determination (the ability to act for oneself) and mong cultural identity are necessary 
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to build and maintain healthy communities wtuch numûe healthy individuals. First 

Nations communities are in the process of reclaiming and rebuilding political self- 

determination and cultural identity. and thse processes are necessary to healing and to 

solving mental health problems. At the same tirne* healing must occur in order for 

self-determination to succeed Neither one is possible without the other. 

It was suggested to me by a traditional practitioner that what 1 think of in 

sociological ternis, he thïnks of in spiritual terms. F im  Nations understand the 

connection and interaction between the individuid, the social world, and the physical 

world as the spintual. Spiritual: that which connects al1 of creation and allows 

humans to function in hamiony with creation. As an anthropologist, I understand the 

comection and interaction between the individual, the socid world, and the physical 

world through the concept of culture. Culture: the means by which humans consmict 

concepts, practises, and social institutions in order to survive and to exin in a state of 

well-being. It is through cutture that we construct concepts, practises, and social 

institutions to express and actualize spirituality, or  in other words, to bring about and 

maintain a state of well-being. If health is a state of balance, harmony and 

connection, and spirituality is that balance, harmony and comection to dl of creation, 

then it follows that achieving a state of health, that is healing, is essentially a spintual 

process. Healing, spirituality and culture are tied together. 

ln a discwion paper on traditional medicine and primary health care in 
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Canada, Brenda Shestowsky tell us thaî, "it is not possible to view Aboriginal hdian 

Traditional Medicine as separate fiorn traditional Aboriginal Indian culture. it stems 

fiom and is inticately tied into traditional Aboriginal Indian philosophy, religion, and 

spi rituality . Health and illness beliefs are integrated into religious beliefs" 

(Shestowsky, 1993 3. I wouid add that First Nations politics is also inticately tied 

into issues of philosophy, religion, spirituality, and health. The issues of health and 

health care are politicai issues, since defining health and health care practises are 

social tasks, and politics detemines the power of a social and/or culturai group to 

define who they are for themselves. This is the meaning of the tenn 'self- 

detemination-the ability of a people to detennine a way of life: the ability of a 

cornmunity to be responsible for its own operation; the ability of individuds to 

detennine their own identities. Health or well-being represents an ideal about what is 

a good qudity of life. The Fim Nations' cal1 for 'healing' (or achieving that good 

quaiity of life) is a political statement of dissatisfaction and resistance against 

unacceptable living conditions- 

Nat only are First Nations calling for political self-detemination, they are also 

asserting their right to a good qudity of life through the use of cultural identity. In a 

way, they are saying 'this is who we are, this is who we have a right to be, and this is 

the way of being that is best and moa healthy for us.' According to Naomi Adelson's 

work with the James Bay Cree, the Cree concept of 'being dive well* or well-being 

( e  health) is tied to living a good Cree life as it is defined through the authority of 
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tradition. Well-bein~ is defined as  being able to practise Cree land based activities 

(hunting, fishing, trapping, gathenng) and Cree beliefs and values; what removes 

people from their Creeness, removes them aiso corn well-being (Adelson, 1 99 2: 2 00). 

Regaining and rnaintaining health requires regaining and maintaking traditional Cree 

practises and control over one's own Iife. The weil-beuig, or heaith, of each person's 

rnind, body, and spirit is tied to cultural revival and to regaining self-determination. 

Health becomes embodied political action. Traditional culture is a tool in restnichuïng 

poli tical self-determination. The social construction of 'Cree Traditionalism,' and the 

social construction of 'heding' are part of the p01iticaVsocial reconstniction of the First 

Nations; they are used to express resistance to dominant ideologies and to build 

altemate ideologies. (See Naomi Adelson, 1992) What rightly counts as tradition, 

however, is problematic and contested. 

Tradition is not a fiozen map shot of the way things used to be. Tradition is a 

dynamic, contemporary construction of group identity using practises and beliefs 

which are considered to have belonged or are k n o w  to have belonged to one's own 

people over tirne. Tradition stands for Cree identity; it means more than 'this is who 

we were'; more importantly, it means 'this is who we are.' Al1 things change, and the 

Cree identity of today is not the same as Cree identity prior to European contact. 

What gets counted as tradition is debated and negotiated within communities. In the 

research i n t e ~ e w s  there is evidence that many people use a western dualist view of 

tradition, separating traditions which involve land-based survival activities (hunting, 
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trapping, fishing, cclothing, language) fiom native spiritudist traditions (fasts, sun 

dances, 'religious' beliefs). The social reconstruction of traditional identity not oniy 

has politicai ramifications but dso has important implications for the consmiction of 
< 

the 'self of First Nations individuals. 

The social construction of the self is an important part of well-being and 

mental health. A traditional practitioner Tom Campbell, in his presentation to the 

Issues in the North Lecture Series L 996, spoke about 'deep ecology' as a personal, 

experientid conoection with the environment. This raises the issue of the role of one's 

relationship with the land, to the relationship with one's self That is, that a culturd 

relationship with the land helps to consmict one's relationship with one's self. First 

Nations peoples daim a cultural, historical close comection to the land they live upon- 

It was m e ,  their everyday lived experience intimately connected them with the natural 

environment. What happens to the health, to the self esteem of a people who are 

severed From their land, fiom their land-based econornic activities, and even more so, 

who corne to view their land as tainted and spoilt as the result of such developments 

as hydroelectric projects on northem Manitoba rives? At the core of well being, of 

mental hedth , is a positive sense of self. 

Our sense of self, the continued existence of self, depends upon the land and its 

creatures, and upon the social system which helps to forrn and support who we are. 

For First Nations one of the dilemmas of self-identity is that the self, at least in part, 
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has been constructed by the colonizen. Christianity, school, television, consumensm 

are al1 part of modem First Nations life. These things are not only 'white' but they are 

also part of being Indian' in the 1990's. Ann Charter spoke eloquently on the concept 

of the colonized self in her presentation to the Issues in the North Lecture Senes, 

1996; she stated that: colonization is a holistic process including the econornic, the 

political, and the psychological. 1 would add the spiritual as a colonized aspect of 

community and the self. Gerald Vizenor, in his book The People Named the 

Chippewa- Narmtive Hisîories, discusses how the concept 'Indian' is a white 

construction invented by the colonizers (1984) . The colonizers have had the power to 

define the colonized as a 'peoplef and even to define the 'self of each Indian person. 

The oral tradition, which was once a means of reproducing culture, has lost much of 

its power as a means of self-definition. Firg Nations have not been allowed to 

participate in the 'imagining' of their own world, their own selves. They are now 

reclaiming the power to create their own vision of themselves as a people and as  

individuals. Part of healing, of redressing the darnages caused by colonization is the 

aeed to de-colonize the self of First Nations individuals. 

Colonial history is considered essential to understanding the losses and abuses 

suffered by First Nations, and to understanding the cycle of abuse in which many are 

caught The Assembly of First Nations study of residential school States clearly that 

"(h)istory provides a context for understanding individuai's present circumstances, and 

is an essential part of the heaiing process" (1 994: 141). Healing will include not only 
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treatment but also education, communïty development, and political self-determination. 

and it will be constnicted using tools of traditional culture. Spirituality, which is 

avoided Ï n  the medical model of healing, is essential to healing and well-being. 

Quoting the Assembly of First Nations study of residential schools again, "(w)hen a 

person is seeking help, whether for martial problems, or depression, he is, on an 

unconscious level, wanting to reconnea with his spirit" (1994: 148). Hedth is a way 

of Iife which indudes values, beliefs and codes of conduct- 

The basic premise expressed here is that mental heaith problems are diredy 

related to First Nations history as a colonized people, but what is more important is 

the question of how these problems should be addressed These problems are best 

addressed by First Nations themselves, not as victims of their past but as survivors. 

ï h e  reason for noting the historicd and politicai economic causes for First Nations' 

mental health problems is to set the stage for understanding that solutions to mental 

health problems lie within the social actions of First Nations communities themselves. 

The focus is upon the ability rather than the disability of First Nations to act on their 

own behalf. Although the focus of this thesis is on the actions of First Nations to 

achieve their own healing, it is recognized that this First Nations' construction of 

healing (which contains mental health) occurs within dynarnic social systems, and in 

particular within the larger context of Canadian and global political and economic 

systems which have their own interests to protect- Chapter three will examine the 

theory of social construction as it applies to the western medicd model of mental 
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hedth and First Nations construction of healing. 

In summary I have used the medicine wheel as a conceptual tool and visual 

representation for understanding First Nations constructions about mentai health (figure 

1, next page). The medicine wheel represeated in Mussell, Nicholls, and Alder, 199 1 ) 

contains the following elements o f  existence of the people: spirihial, intellectual, 

physicai, and etnotional. 1 have adapted their representation of the medicine wheel to 

illustrate the problems facing First Nations and the solutions to those problems. The 

medicine wheel helps us to remember that dl things are comected and interdependent. 

The life of the Nations has been disrupted leading to the problems experienced- in the 

next chapter 1 discuss the history of  losses which have been suffered and how these 

affect mental health, because history is so important to First Nations understanding of 

their problems. 
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The Medicine Wheel as a Conceptuai Tool For 
Understanding F h t  Nations Mental Heakh 

Solutions to Probkms Fachg First Nations 
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Chapter Two: 
A BREF HJSTORY OF FIRST NATIONS LOSSES 
AFI'ER EUROPEAN CONTACI' 

The history of the Fim Nations since contact with the European colonizers cm 

be described in terms of what has been Iost. The sense of loss nuis deep. As one 

woman put it in her interview, "we are always grieving." Part of the heaiing process 

is recognition of the loss and grief, working through the tangle of wounds, and moving 

on to reclaim selfkietermination, pride in identity, and hope for the future. The job for 

historians now is to re-evaiuate the past not in tenns of Indians as passive victims, but 

in more redistic terms of the stmggles and strengths of the Nations. This o v e ~ e w  is 

bnef and focusses on an outline of the losses suffered by First Nations through the 

colonization process. 

Several general categories of losses have had major affects on the Fim Nations 

in Manitoba: loss of economic viability; loss of self-detennination (corning under the 

control of the Canadian institutions of religion, law, and medicine); loss of the 

funchon of the family and clan systern; loss and destruction of their land; and, coupled 

with a loss of culture and social structures, the encroachment of foreign culture 

through the roads and television. 
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The fim major event to bring about change was not necessarily negative in its 

immediate impact but its effects are far reaching: the integration of First Nations into 

the European economy through participation in the fur trade. The First Nations people 

were quick to adapt to, and take good advantage of, the economic activity of trapping 

and fur trading. Fur trade trapping became so well integrated into land-based 

traditional life-ways that today trappins is thought of as part of First Nations 

traditional identity. But there were negative effects also h m  incorporation into 

European fur trade: depletion of fur bearing animal populations (and hence the 

eventual decline in food sources); infectious diseases fiom contact with Europeans and 

from more clustered living conditions surrounding trading posts; an4 as fur trading 

contact increased, First Nations increasinsly came e d e r  the control of European 

systems of religion, law, and medicine. (See Fiddler, 1985:57-70 for an oral history 

account of starvation around the twn of the century due to declining wild life in 

Northem Manitoba; and Young, 1988:32-45 regarding the health consequences of 

contact in the Canadian central sub-arctic,) 

With the deciine of the fur trade, the land of the First Nations becarne more 

important than their labour to the ernergiag Canadian nation. First Nations lost most 

of their land base through the treaty making and complex processes of 

disenfianchisement. They became increasingly restncted to the least desirable lands, 

and their economic activities were curtailed through government interference. (See 

Shkilnyk, 1985 for an analysis of how govemment-imposed community planning 
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destroyed healthy community functioning.) Following the second world war, First 

Nations becaine subject to what has been cdled 'welfare colonialismf-a process 

whereby handouts replaced economic opportuaities. (For an analysis of the role of 

govemment welfare programs in helping to destroy reserve economies, see Coates and 

Morris, 199320-21; also see Shkilnyk, 1985.) 

The oppression and destruction of F i m  Nations spiritual beliefs and practises 

was an essential part of colonial domination. Christianity is now an important part of 

many First Nations people's iives, but histoncally the political, oppressive aspects of 

Chrïstianization were abusive. The prevailing attitude of white, Christian colonizers 

was that the Indians must be made to abandon their beliefs and religious practises, 

abandon their language and land-based life styles in order to survive in the new 

Canada. In other words, Indians must assimilate and disappear as a People. European 

society believed in Social Danvinism: societies evolve from an earlier and lowen fonn 

(primitive Indians) to the highest, civilized form (the European peoples). This belief 

system helped to rationalize conquering, converting, and taking controt over the [ives 

of First Nations peoples until they could be brought into a civilized state and prepared 

for Canadian citizenship. 

First Nations were taught that their spiritual ideas and their ways of life were 

evil and primitive. They were encouraged to throw away, hide, and sel1 the material 

culture of their spintual practises (medicine bundles, pipes, drums). Their religious 
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practises were banned (the Potlatch, Qive-away ceremonies, the Sun or Thirst dance) 

either through forma1 legislation (The Potlatch Law 1884) or through infonnal policies 

of the Department of Indiau Anairs (Pettipas, 1994~88-105). The process of 

convertïug uidians to Christianity was much more than a religious issue. It was an 

essential part of the political defeat and oppression of the inhabitants of the new world 

in order in make roorn for European colonization. n e  Canadian govemment's Indian 

policies were aimed at religious oppression because the government recognized the 

"direct connection between indigenous worldview, ceremonid life, and the social, 

economic, and political structures of the community" (Pettipas, 1994:3). Katherine 

Pettipas gîves an excellent account and analysis of govemment repression of 

indigenous religious ceremonies on the Canadian prairies, and the stmggles of the 

Plains Cree against this process (1994). Pettipas makes specid note of the importance 

of spiritudity and traditional ceremonies to the health of First Nations individuds and 

communities; the destruction of the ceremonies in mm destroyed social institutions for 

maintaining health (1 994). 

When the First Nations made treaties with the British Crown they consented to 

the l o s  of most of their land in r e m  for certain rights and guarantees, but they did 

not consent to the loss of their right to self-determination. But unfortunately, 

(w)ith passing of the Canadian Act of 1876, the social, economic, and 
political position of Indian nations was dramatically transformed into 
one of "dependence." ïhis formalized relationship between Indian 
nations and the new Canadian state had not beea negotiated, but, rather, 
it was unilaterally imposed (Pettipas, 1994:3 7). 
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hdian people were not ailowed to use their own systems of socid regdation 

but were subject to Canadian laws through the RCM-P. and Canada's Indian Act. 

The bands were essentially d e d  by the Indian Agent (representative of the Crown). 

Initially the bands were subject to laws which inhibited their ability to be 

economically and politically self-sufficient: they codd not vote; they could not leave 

their reserve without Indian agent approvd; and they could not buy materials for 

economic activities without uidian agent approval. Through a pass system, Indian 

agent approvai was reguired in order to leave the reserve; this system was used to 

prevent gatherings for Sun Dances and other ceremonies, to remict parents from 

visiting their children in residential schools, to disrupt the nomadic nature of their 

economic system, and to prevent sociaiiting and alliances between resenres and 

therefore to weaken social, kin and political ties (Pempas, 1994: 1 1 1 - 1 12). Every 

aspect of reserve life was run directiy or indirectiy by the Department of Indian 

Affairs. 

Fim Nations people dso became subject to European systems of health care 

and medicine. The first health care seMces offered by the European newcomers were 

administered by fur traders, missionaries, and RC.M.P. as an adjunct to their other 

duties. Rudimentary medical seMces were offered by physicians on yearly visits 

accompanying treaty parties or supply boats for the trading pom. In some ways the 

health care system of the Europeans was sought after by the First Nations, especially 

to combat infectious disease, but the Europeans also actively suppressed indigenous 
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health care systems. Katherine Pettipas points out that although no legal prohibitions 

existed against indigenou health care systems on the prairies, informai sanctions were 

used to discourage people fiom using ïndigenous healen: the withholding of rations, 

jobs, a d o r  aid, and vague official threats (1994:159). Many northem peoples were 

essentiaily 'disappeared' through the process of removing tubercuiosis victims to 

sanitonurns in the south. In 1956, 1,600 Inuit, or roughly one-sixth of the population, 

were in southem hospitals (Jemess, 1964:96). The pradse of transferring northern 

women to southem hospitais for birthing has also contributed to the loss of indigeaous 

control over health care and over their way of Iife (O'Neil, 1990). 

Since the turn of the century, the federal govemment has gradually developed a 

system of health care seMces for First Nations communities. The fim nursing station 

in an Indian reserve was opened in Fisher River, Manitoba in 1930 (Young, 1988:87). 

A three tier medical system with extensive communication and transportation links has 

since been put in place. The srnailest communities have hedth stations where basic 

medical facilities and services are provided by a local resident with some training, a 

manual, and a radio-telephone to contact the nearest nurse or doctor. There are 

primary health care centres (better known as nursing stations) in communities of 150 

or more, which are run by nurses and visiting docton who consult with and refer to 

secondary level hospitals situated in larger centres such as Churchill and Thompson 

(Nonvay House is no longer a regional hospital). These secondary level hospitals 

have consultation and referral relationships with Iarger tertiary level hospitals such as 
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Winnipeg Health Sciences Centre and S t  Boniface Hospital. The University of 

Manitoba, Northem Medical Unit helps to supply a wide range of visiting specialists, 

including dentists, pediatricians, and psychiatrïsts. 

The indigenous health care systems were undermined and virtually destroyed in 

favour of the new Canadian health care institutions which also serve as agents of 

social control. The people and their problems are defined in ternis of the institutions 

assigned to s e ~ c e  them; health care is one of the institutions of social control used by 

the colonizing European society and the new Canadian society. Irving Zola states, 

"that medicine is becoming a major institution of social control, nudging aside, if not 

incorporating, the more traditional institutions of religion and law" (1 986:3 79). JO hn 

OfNeil argues "that the structure of health services in northem Canada reflects an 

intemal colonial political economy which is characteristic of most Fourth World 

situations" (O'Neil, 1986: 1 19). Although he is referring specifically to the Inuit, his 

comments hold true for Canadian First Nations in general when he states that they 

went 

... from a system where each individuai had been involved in al1 
dimensions of health care, to a system where health resources were 
controlled by outsiders. Frorn a system where social relationships and 
health care were understood in a fbndarnentaily integrated manner; the 
colonization of min& body and community in the Canadian North 
resulted in a situation where people became aiienated nom their own 
well-being (O'Neil, 1986: 1 22). 

Not only have F im Nations lost control over their own institutions of law, 

religion, and health care. but First Nations have also lost, to a large degree, the ability 
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of the farnily and clan to be the primary site for the reproduction of culture (the family 

and clan as the teacher of values, beliefs, spirituality, language, traditionai land-based 

survivai skills). The residential school qstem was a powemil instrument in the 

attempt to assimilate the Fîrst Nations. Although not everyone sde red  the temble 

abuses or has negative mernories of their residential school experience, it can fairly be 

said that children in residential schools were subjected to losing their language, losing 

their respect for the practises, values, and beliefs of their families, and a restnaed 

experience of normal farnily iife. The residential school system was inherently 

abusive: poor funding led to inadequate care; and the dynamics of racism and power 

lead to homfic cases of abuse. Residential schools helped prevent children fiom 

learning the skills necessary for sunrival in their communities (e-g., hunting, hide 

tannin=) and instead tau& skiIIs that were not useful in their home communities (e-g., 

dornestic s e ~ c e ,  fannhand), The First Nations HeaIth Commission report on 

residential schools States that the most obvious outcome of the residential school 

system for al1 First Nations individuais (whether they attended the schools or not) is a 

long list of losses resulting in a massive amount of grief which has been denied in 

general and specifically deait with through the abuse of aicohol (Assembly of First 

Nations, 1994; 167-8). The family holds an important place in the values of First 

Nations; it is seen as fundamental to healthy individuals and communities. The 

breakdown of families and marriages is a major concern to First Nations. (For a full 

history of native residential schools in Canada, see J-R Miller, 1996.) 
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The destruction of the land through hydroelectnc projects and/or the rernoval of 

bands from productive land to marginal land has had tremendous effect on the ability 

of the bands to support themselves. Dependency has become a way of life for many 

communities, and they are made to feel responsible for their failure to support 

themselves. People feel mongly that severing the connection with the land has 

weakened the First Nations, and certainly the loss of a viable economy has 

irnpoverished the people. This theme cornes up repeatedly throughcut the research 

interviews. 

Elders told me that the introduction of roads and other connections to 

mainstream North American culture has had a trernendously negative effect on their 

communities. With the roads have corne alcohol and drugs. Dependency on foreign 

systems has destroyed the balance of life. People have modem conveniences which 

replace human labour but do not improve the quality of life. Although they have 

çome great advantages, modem conveniences such as indoor plumbing and store 

bought food have contributed to the lack of meaningfid activity in people's lives. 

Obtaining food and water not ouly ensured physical survival but were also an integral 

part of the cultural, social, and spiritual life which nourished ail aspects of health. 

Television is also seen as a negative influence, not just because it promotes a foreign 

and generaily mattainable life-style, but aiso because it isolates people in their homes 

and replaces the social interaction which is so necessary to vital, functioning 

community life. 
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An elder explained to me that the mental health problems in his cornmunity are 

the resdt of women no longer breast feedhg and people not eating counw foods 

(locally hunted and gathered). At first 1 was impatient with this answer and tried to 

get a different one, but as he perskted aad as 1 listened more respectfully, 1 believe 1 

came to understand The people are fed and nourished on foreign foods (and foreign 

influences) and as a resdt are no longer connected to themselves as Cree people, no 

longer in balance with their environment and with their own lives. As he said, "cow's 

milk is for raising baby cows, not baby Indians." Food is our mon elemental 

connection with our world. Eating proper foob in the proper way is an important part 

of identity. His answer about 'breast feeding and country foods' is both literai and 

metaphoricai. The basic elements of Fim Nations societies have been weakened-the 

land-base and econorny, religion, self-determination over law and politics. healing 

systems, the family, language, and lifeways. These have been replaced with elements 

of the dominant Canadian society-the welfare economy, Christianity, the Indian Act, 

medicine and the Canadian hedth care system, English, reserve communities, and 

visions of a foreign lifestyle which are difficuit, if not impossible, to achieve. 

In this brief historical overview 1 have set the stage for the dominant themes in 

the interviews: that 'loss and abuse' resulting from colonidon  are pnmary causes of 

the most pressing First Nations mental health problems; that control over their own 

social institutions (or self-detemination) is necessary to bealthy, functioning 

communities and therefore to heaithy, functioning community memben; and that 
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spiritudity and cultural traditions are part of how a society and individuals maintain 

their baiance and therefore hedth, 
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Chapter Thiee: 
SOCIAL CONSTRUCITONS OF MENTAL HEALTEI 
AND MENTAL ILLNESS 

The tems health, disease, illness, and sickness can be ciifficuit to define; their 

meaaings depend upon cultural definition; their meanings are socially constructed. 

Health is defined by the Wodd Health Organization (1958) as: a state of complete 

physical, mental, and social well-being and not merely the absence of disease or 

infirmity. Health, idealistically, is a state of wholeness, balance, and well-being. The 

term 'mental health' is çometimes used in its positive sense as a component of our 

overall health. Mental health means we are coping well with wtiatever we are given 

in Our lives. The term mental health can be used in the promotion of healthy coping 

skills and the prevention of mental health problems. But the term mental health is 

more often associated with the treatment of illness or disease. 

Western medicd science tends to focus upon disease States rather than upon a 

holistic sense of well-being. The medical model, and therefore the psychiatrïc model 

of mental health, is based upon dualism (the body and mind can be dealt with 

separately) and upon mechanism (al1 life can be broken d o m  into smaller and smailer 

units and operate according to the same basic laws of physics and chemistry). 

Medical science can be quite successful at pinning down precise causes of dysfunction 

and at developing specific healing therapies, but it focusses upon isolated parts, ofien 
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ignoring the whole, and searches for Iuiear patterns of causality. The terni 'mental 

illness' refers to problems which involve a person's thinking, emotions, behaviour, or 

personality; it is a label we use to describe people whose problems cannot be 

expiained by phyticai disease. Sometimes these sorts of problems are dealt with in 

other ways (e-g, spiritual counselling, prison) and donPt get labelled as mental illness 

at ail. Which problems and who sets labelled as mentally il1 is dependent upon a 

variety of social, economic and even politicai factors. 

Anyone can have a hard t h e  copiog because of the problems in their life, for 

instance: from a biolopical dysfunction in their brain; from being abused as a child; 

from experiencing a trama; from never having learned good coping skills; and/or 

from the breakdown of their family. Everybody needs help and support fiorn their 

family, friends, and cornmunity to be healthy and well. if someone can't cope they 

rnay get depressed (and even suicidai), or anxious (which c m  cause physical illness), 

or psychotic (crazy), or use destructive behaviours such as substance abuse or abusing 

other people. It is important to point out that the ability to cope is detennined not just 

by the strengths of the individual but also largely by the problems the person bas to 

deai with in their life, and by the amount of suppon they get fiom their family and 

their cornmunity. In Canadian mciety there are a number of professional and non- 

professionai approaches to helping people cope with their 'mental' or 'emotiond' 

problems: psychiatrie treatment, pqchological therapy, individual and family 

counselling, selGhelp groups, personal growth work, and spiritual supports. 
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The practise of psychiatry categorïzes problems and symptoms into a wide 

range of diagnoses and bases treatment upon thk categorïzation (ee the Diagnostic und 

Stdstical M m d  of Mental Disonkm 4th Ed. DSM-W. Amencan Psychiatrie 

Association, 1994). While the cause and even the validity of many psychiatric 

disorders is disputabte, psychiatric medicine has good evidence that there are certain 

biological diseases of the nervous system which pose serious handicaps to individuais. 

For instance, [Mng Gottesrnan gives a thorough discussion of schizophrenia in 

Scîiizophrenia Genesis: Ongins of Madness (1991). Schizophrenia is a disease which 

affects a person's ability to think clearly and to have normal emotioaal responses. 

Schimphrenia is extremely difficult for the peson and their family to cope with, and 

both need support to cope with the disease. Manic-depression is also thought of as a 

biological disease: the person can have extreme (and dangerous) depressed feelings or 

extreme, unredistic high feelings and hyper-activity, neither of which they can control 

by themselves. A person can have a deep depression which causes (or perhaps is 

caused by) dysfunction of the neurotransmittea in their nervous system. This type of 

depression (referred to as an endogenous depression) can cloak the person in negativity 

and hopelessness which is way out of proportion to events in their lives. We have a 

physical body which is intimately comected to our exnotionai and spirituai selves. 

Depression causes changes in our biochemistry, and disturbances in our biochemistry 

can affect our moods. Specialized knowledge about mental health problems, and 

approaches for coping with them, can be helpful to those sufferers and to their 

families. 
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But mentai health issues are also political issues. The Canadian health care 

and social service systems tend strongly toward the treatment of individuals with 

problems (Iabelled as sick) by hdividuals who are experts (professionais Iike doctoa, 

psychologists, social workers). The trouble with seeing health problems as something 

wrong with the individual is that underlying social conditions (e.g-, poverty) are made 

invisible and therefore ignored. In this way, a social problem (such as widespread 

starvation) can be defined instead as a medical problem (malnutrition, anxiety states), 

and the individuals treated with vitamins and medicines instead of food and jobs. (For 

descriptions of this process of medicdization of social problems in Nonh-East Brazil 

see Scheper-Hughes, 1992, and in a Northem Canadian context, O'Neil, 1984 and 

1986). Different human societies define what is normal, what is sick, and what is to 

be done about sickness in different ways. The ways in which a community chooses to 

maintain good commuaity mental heaith and to treat mental illaesses are detemined 

by cultural beliefs and by having political control over their own social institutions: 

this process is part of a people's ability to selGdetennine and to act autonomously. As 

culturally distinct, self-determining communities, First Nations need to define mental 

health and mental health care for themselves. 

Our culture helps us to make sense out of our world (detemine meaning). Our 

most defining feature as human beings is that we have 'culture'. We have complex 

ways of using symbols to construct and share meaning about the world around us. 

Through the rnarvellous, mysterious capacity of our mincis to remember, to associate 



Karen McS wain 30 

ideas, to use symbols, we are able to buiId social units (families, communities, 

nations)- We are able to construct social institutions (law, medicine, religion), 

technologies (hmting equipment, cornputers) and behaviour patterns (rimals, social 

d e s )  which support o u .  survival and our well-being. We conmuct 'culture', and we 

pass this 'cuiture' dong to our chikiren, We are each the products of the social group 

and culture we belong to, but we also each play a role in the ongoing construction of 

the social and cultural worid around us. Communities (whether a town, cultural group, 

or a nation) are not unchanging, perfectly mified groups whose rnembers al1 agee 

upon how things should be; communities actively negotiate and conmct  their ways of 

life on an ongoing basis. 

It is important to understand that mental iIlness categories are not objective 

facts of existence but are interpretations (constructions) of experience made by 

psychiatry, a branch of western medicine. These constructions of disease and their 

psychiatic treamients are sometimes useful. SuRering andlor loss of life can be 

prevented by recognizing and treating a psychotic illness, or by treating a severely 

depressed and suicidai person with anti-depressants. But I want to make it clear that 

assumptions about mental health c m o t  be understood just fiom one perspective. In 

other words, no one segment of sonety has a monopoly on the truth about human 

well-being. The concepts 'mental health', 'mental illness', and beliefs about appropriate 

treatments are socially constnicted interpretations of reality; they are working models 

which are intimately tied to other historical, political, and economic aspects of the 
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community . 

Psychiatry (whether it really wants to or not) bct ions as one of our social 

institutions for controlling unacceptable or dyminctional behaviour; this is quite 

significant for First Nations since they are a cultwally and economically dominated 

group within Canada Atwood Gaines holds that the 'normal healthy individual' 

underly ing psychiatry's Diagnostic and S tatistical Manual m-R (psy chiatnc diagnosis 

and their critena) is a white, male, Germanic Protestant; this makes it hard for 'others' 

to fit the culturally dominant description of normal (1992). 1 was toId by one man 

that he didn't like to use the term 'mental health' when discussing problems because it's 

"just another way of cailing Indians crary." What he is saying is that Indian ways of 

being and Indian problems arisïng from their situation in society are sometimes 

discounted and/or labelled as abnomal, dysfunctional, or sick. 'Indian problems' can 

be decontextualized fiom their social and economic causes and treated as dysfùnction 

wi thin individuals, and even considered the result of dy sfunctional communities and 

culture. What's more, the problem cau then be framed as not about 'us'; the problem is 

that 'they' are not like 'us.' 

As a social scientist 1 make use of the concept of 'culture' as an analytical tool 

for understanding. The concept of 'culture' helps me to see human societies as the 

dynamic product of human interaction; it helps me to view beliefs and practises as 

relative rather than absolute truths; and it helps me to understand that there are 
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cornplex social stnictwes (e-g., politics, economics) which must be taken into account 

when studying any problem. Some of the components of western medical and social 

seMce models of mental health, mental illness and treatment are not appropnate for 

Fint Nations either becaw of cultural differences, larger stnictural issues, or because 

seMces are offered at great distance fiom the reality of theu lives. ui fact, what works 

for one reserve community might not be right for another. First Nations are trying 

build models (constructions) for mental health and mental health seMces which will 

meet their own needs but, of course, there are many challenges in that process- 

One challenge concems the diveaity of the nations and the difficulty of 

achieving community vision, never mind a national aboriginal vision to guide 

collective action. There are many Nations and many traditions. What sets counted as 

tradition is disputed and contested. Which traditions are acceptable to revive are 

highly contested. This is the nature of S O ~  construction: debate, negotiation, 

cornpetition. Some comrnunities reject reconstruction of native spiritualism and are 

strongly onented toward medical and mainstream models of helping agencies. These 

western models will certainly have some role in every community. Some communities 

embrace a Fim Nations community heaiing mode1 and are working actively at 

developing skills in traditionai approaches to healing. The spedic characteristics and 

the degree to which First Nations traditions are integrated into the approach to mental 

health will Vary fiom community to community. 



Another challenge for Fim Nations healing is their political and economic 

place within Canada Fim Nations are using colonial history and social economic 

detenninants as  explanations for the problems faced in their communities. Following 

this logic, how c m  First Nations heal and impmve their conditions without changes to 

the system in which they are embedded as fourth world nations? According to the 

First Nations heaiing mode1 described in chapter one, heaiing is a retuming to 

wholeness and connection which encompasses regaining self4etemination, and revival 

of cultural identity. Healing must occur within the life of each individual and as 

individuals heal so do the communities start to heal; as communities grow stronger, 

that will support the healing of more individuals. The interdependence and reciporcal 

responsibility between the individual and the collective (community) is an important 

dynamic in the First Nations healing process. Restructuring a strong community life 

will help heal and support individuals; and it is the actions of individuals which will 

restructure community . 

But the healing process cannot stop at the boundaries of reserve communities 

and the lives of aboriginal peoples. Achieving political selfdetermination and 

economic growth depends upon shifts in Canadian and global political, economic 

systems whose interests are met by continuing to exploit and subordinate aboriginal 

populations. Canadian First Nations are working hard at having an effective politicai 

presence in the Canadian system. First Nations are becoming more confrontational in 

demanding changes But why would the Canadian system make changes to 
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accommodate First Nations? The Canadian systern may be forced through 

confrontational social unr- or perhaps collaboration with First Nations may becorne 

in o w  best interests in face of environmental and economic crises- 

One aspect of the Fim Nations healing model is the ideal that iodigenous 

worldviews contain solutions to global problems of environment destruction. 

Traditional indigenous values and pradses of living harmoniously with the land and 

knowledge of balanced social relationships can be integrated into world systerns to 

Save us fiom environmental destruction. ?'he precariousness of our global system is 

seen as a potentiai opporiunity for indigenous worldviews to be allowed to thrive and 

influence the world stage. The authoa of "Our Responsibility tu the Seventh 

Genemrion" proclaim that "Indigenous people are the poorest of the poor and the 

holders of the key to s u ~ v a l  of humanity" (Clarkson et al., 1992: preface). The First 

Nations vision of healing extends out from the boundaries of the nations into the Iarger 

world At the core of this apocalyptic vision of resurrection is the idea that massive 

structural crises in national and global systerns will make possible the structural 

changes allowing indigenous cultures to regain power over their own lives. 

Part of the First Nation construction of healing is the belief that First Nations 

have knowledge of great value to mainstream Canadian health and social s e ~ c e  

systerns, and that by working collaboratively each can be enriched I believe this is 

m e ,  but there is danger that aspects of the First Nations healing model will be co- 



Karen McSwain 3 5 
- - - - - - - - - - - - - - - - - - - - - 

opted or appropriated by health and social systems. Healing circles, medicine wheels, 

and heaiinp process 'language' could well be taken up by mainmeam health and social 

services giving the impression of change without any real structural change occumng. 

In order to avoid western approaches to healing invading Fira Nations systern and 

appropriating cultural identity markers, First Nations helping systems must recowize 

and proclaim their unique approaches to helping and healing. Self-detemination 

involves the ability to self-define problems and solutions according to one's own 

values and beliefs, and own evaiuations of one's best ïnterests. The social dialogue on 

First Nations mental health will include mainstream Canadian institutions of health and 

social services, but it must also include First Nations themselves. In the next chapter I 

will review some of the literature on First Nations mental health, and following that 1 

will discuss current mental hedth services to First Nations. 
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Chapter Four: 
FIRST NATIONS MENTAL HEALTa 
IN THE LITERATURE 

Statistics on alcohol abuse, suicide rates, and death fiom violence and accidents 

indicate that there is generally a high burden of mental health problems in North 

American aboriginal populations. Surveys of North American aboriginal mental health 

problems find lower rates of psychotic illness and Alzheimer's disease (see Henbie, 

Hall, Pillary, Rodgers, Prince and Norton, 1993 on Alzheimer's in Cree populations), 

but higher rates of substance abuse, suicide, anxiety, and depression. The depression 

found is qualitatively different than that fomd in the generai population; it is 

associated with feelings of despair about poor living conditions and comrnunity health 

(Dr. Don Rodgen, persona1 communicatioa). A survey of mental heaith needs and 

seMces in Manitoba reserve comrnuaities also fin& that the depression and anxiety in 

First Nation communities is reactive in nature-in reaction to wony and hopelessness 

about the conditions and future of their community, their families and for themsehes 

(First Nations Confederacy et al., 198F34, 62-63). (For descriptions of Aboriginal 

mental hedth problems see Mala, 1985; Rogers, et al., 1994; Kirmayer et al, 1993; 

Kahn et al., 1988; Harvey, 1980; Garro, 1991; Young, 1988; Tirnpçon et al., 1988; 

Campbell & Heinrich, 1990; Coppet, Corrado et al., 1992; Fox & Ward, 1984; Gfeller 

and Hundleby, 1992; Meketon, 1983; Anawak and Cook, 1986; Rodgen and Abas, 

1988; Gregory, 1988.) 
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The "Statistical Profile on Native Mentd Heaith" States that Native peoples 

appear not to have higher rates of major psychiatric disorders (such as schimphrenia) 

than the generd population but do have higher rates of depression ar.d substance abuse 

(Medical Senices Branch Steering Committee on Native Mentd Health, 199 1126). 

This report cites a study of psychianic admissions to the Lakehead Psychiatrie 

Hospital which concludes that "(t)he many Native admissions are not primarily due to 

psychiatric illness, but radier are due to socio-cultural problems on the reserves" 

(Medical Services Branch Steering Committee on Native Mental Health, 199 1 27). In 

1978-79 Dn. J. Ledger and DD. Rodgers surveyed the mental health needs of 

Manitoba Natives. They found the major mental health concems were substance abuse 

(especiaily alco hol), education for children, and pemnal identity issues, fol10 wed by 

concerns over lack of services, solvent abuse and emotional deprivation in children, 

over-crowded housing and poor water supply, poverty, culture loss, and loss of self- 

determination. Ledger and Rodgers draw a connection between these same concens 

and the major causes of death in First Nations (accidents, violence, and suicide) 

(1979:14-16). The loss of positive role models from their own culture, the loss of 

culture and 'white' cultural domination, the loss of power over their own lives, poverty, 

and alcohol al1 contribute to hostility which is then expressed as violence to self 

and/or othen (1979:14-16). Simmering hostility combined with powerlessness leads to 

high death rates by accidents (often associated witb alcohol or self4estructive 

behaviour), violent abuse of othen @arhcularly family memben), and suicide (the 

ultimate self-destructive behaviour). 



Karen McS wain 38 
- 

ï h e  theme continues throughout the Iiterature: the major mental health 

problems of Aboriginal people stem fiom socio-economic problems and the solutions 

lie in locally developed, community seMces which draw on local cultural traditions. 

Kahn's evduation of an indigenous community mental health s e ~ c e  on a Papago 

reservation states tbat the priority mental health problems of depression, suicide, 

family breakdown, poor educational achievement, and family violence are the result of 

cuhrai disruption, poverty and unemployment, and that the solutions lie in locdly 

developed services which blend Western and traditional approaches (Kahn et al., 

1988). The Indian Mental He& Research Formulation surveyed fifs.-seven of sixty 

First Nations reserve communities in Manitoba on the topic of mentai health. The 

major mental health concems identified were alcohol abuse, anxiety, and depression 

followed by violence, tniancy, atternpted suicide, and child abuse. The survey found 

that socio-economic conditions and colonial oppression are the main deteminants of 

health problems in aboriginal communities, and that healthy, self-determining 

communities are the solution to many health problems (First Nations Confederacy , 

Btotherhood of Indian Nations, and Manitoba Keewatinowi Okimakanak, 1985, see 

also Rodgers and Abas, 1988). The Keewatin Suicide Prevention and tntervention 

S tudy makes the following recommendations which are echoed throughout the 

Iiterature on Canadian First Nations mental heaith issues: a multi-service network; 

delivery at the community level of crisis intervention and direct treatment; use of local 

paraprofessionals; a public education focus; combination of western professional and 

traditionai approaches with ernphasis upon skills transfer and training of local people 
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(Anawak and Cook 1986:33-44). The Seattle uidian HeaIth Board has developed a 

model Indian mental health traiaing program for Alaskan Natives to work in their own 

communities. The program is based on the premise that mental healîh services must be 

culturaily relevant (because the meaning of mental health is culture-specific) and 

utilize the culture's natura support systems (Mason, Hansen and Putnam, 1982). 

Suicide is identified as a major mental health concern for First Nations. 

Suicide rates are commonly explained using theories on the effects of acculturation 

and social disintegration which are indeed implied in this thesis and much of the 

litetahire. Linda Gano studied completed suicides among status Indians in Manitoba 

between 1973 and 1982 looking for patterns in suicide rates (1991). Gano found that 

southem communities with ready access to non-aboriginal towns and cities have a 

suicide rate two and one half times the rate of northern communities which are more 

isolated and less acculturated (1 99 1 :page not known). She concludes that "although 

acculturation may be more significant in terms of explaining patterns of suicide rates, 

it may be through increasing social integration ... that decreases in the high rates 

reported cm be achieved" (1 99 1 :page not known). She is implying that social 

disintegration is associated with acculturation. This seems a fair assumption given that 

social structures of First Nations were disrnantled through acculturation while at the 

sarne time oppomuiities for new social sh-uctures and integration into mainstrearn 

society were blocked. J.W. Berry discwes the implications of acculturation in hedth 

status for northern people using a model composed of assimilation, integration, 
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separation and margindization (1985). I suggest that, in general, Fint Nations in 

Canada are moving From conditions of 'margindization' ("in which groups are out of 

cultural and psychologïcal contact with both their traditional culture and the larger 

societyn) and toward 'integration' ("the maintenance of cultural integrity as well as the 

movernent to become as integral part of the larger socid framework") (Berry, 

1985123). 

There shouid be caution, however, in framing First Nations communities as 

destroyed, sick and cultwally voided. A comprehensive discussion of Aboriginal 

health care in Canada concludes that it is important to refrain From viewing Aboriginal 

peoples as helpless victims who are culturally disabled (Waldram, Herring and Young, 

1995). Instead heaith improvements in Aboriginal peoples in Canada will corne from 

supporting and collaborating with Aboriginal peoples, respect of ciifferences in 

approaches, health care initiatives at the local level, skills sharing and training of 

Abonginal people, and ultimately economic improvements and success in movements 

toward self-determination (Waldram, Hemng and Young, 2995:270-271). The future 

of First Nations must be built with their own hands; First Nations must be able to self- 

determine solutions to mental hedth problems. A traditional praceitioner explained to 

me that first his people must move out of denial into recognition of the grief and pain 

suffered through loss and abuse, but then, most importantiy, cornes the time for 

positive action moving themselves toward healing and a strong future. 
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Many First Nation communities are active in developing solutions to their 

mental heaith problerns based upon their own cuihiral models (Wakegijig, Roy & 

Hayward, 1988; Mussel, Nicholls & Alder, 1992; Fox, Manitowabi and Wmi, 1984; 

Gregory, 1988; Hagey, 1984; Native Wornen's Transition Centre hc., 1990; Wddram, 

1990; Young and Smith, 1993). Solutions can involve the use of the medicine wheel, 

healing circles, sweat lodges, native spirituality, traditional healers, and mobilization of 

community sociai action, The important common denominators are the utilization of 

cultural traditions and the building of local community structures for healing. Some 

example communities are: Brokenhead First Nation, Manitoba (Brokenhead Indian 

Band Mental Health S t e e ~ g  Committee 1989); HolIow Water, Manitoba; Alkali 

Lake, AIberta (The National Native Association of Treaîment Directors et ai., 1988) 

and Peguis First Nation (Cohen, 1994). 

The definihon of problems in the context of native spiritudism (particularly 

problems Western culture tends to define as  mentai health problems, such as: 

substance abuse, suicide, farnily dysfuaction) is an important development. The role 

of ritual, ceremony , and traditional lifeway s in rebalancing individuais and 

communities is especiaily important Dow conducts an anthropological analysis of the 

concept of holistic healing and States that cultureAanguage mediates between body, the 

self, and the social body in order to increase fitness in the ecological world (1986). 

The objectification of ideas and their formation into action through rîtual is essential to 

a process whereby healing is used to rebuild the self-esteem of individuals and 
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reconstruct the cohesion of comrnunities. The idiom of healing as achieved through 

the use of cultural traditions is an important mechanisrn of social change. According 

to Kapferer (1983), ideas and rituals arise fkom the conditions of existence but also 

influence and help to constnict the conditions of existence- The act of developing their 

own healing models and social solutions accordiog to traditions identified as their own 

helps to heal and rebalance communities. Regaïning the ability to use their own 

heaiing models and social solutions will depend upon political action and social 

activism. The story of the Tobique women's stniggle for housing (resulting in the 

reinstatement of Aboric~inal women's rights in Bill C-3 1) illusirates how politics and 

social achivism can affect the quality of life and therefore health (Silman, 1987). 

Mental health is not viewed as a separate category but as an integrated aspect of 

community life. 

Community healing is a grassroots, social movement aimed at individuais and 

communities taking respasibility for their own heding. Its presence can be seen in 

many reserve communities and in the rhetoric of First Nations politics. Alkali Lake in 

Alberta is an early prototype of cornmunity heaiing (The National Native Association 

of Treatment Directors et al, 1988). John O'Neil makes the point that Abonginai 

medicine is a way of life fundamental to cultural practises, and that "(i)t is more likely 

that various levels of Aborigiaal governrnent will be reguiated by the authority 

structure of traditional medicine than Aboriginal political structures reguiating 

traditionai medicine" (I993:38). O'Neil fiuther States that health, self-government, 
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socio-economic development and environmental protection are ail integrated in the 

context of Aboriginal medicine (1 993 :2?-3 7). (for an excellent interpretation of the 

concept of 'medicine' and other First Nations concepts see Aitken & Haller, 1990). In 

Dan Smith's (1993) review and anaiysis of Canadian Fkst Nations' stmggle for self- 

govemment, he stresses that healing and the community healing movement are 

essential to the goal of succasful ~e~govermnen t  Healing is the key to successful, 

functioning individuais and c o ~ u n i t i e s .  The process of defining Aboriginal 

approaches to healing and taking responsibility for healing are essential to the 

construction of strong self-identities and strong communities. (On First Nations 

political struggle for self-government see Sawchuk, 1993; Engelstad & Bir4 1992: 

Cassidy, 199 2 .) 
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Chapter Five: 
MENTAL HEALTH SERVICES TO FlRST NATIONS 

As citizens of the province of Manitoba, al1 First Nations people have a nght to 

provincial mental heaith services (with the exception of provincial mental health 

workea as discussed below), but the a d  availability and the appropriateness of the 

services is a serious problem. The Provincial mental health system is a patchwork of 

professions, agencies and self-help groups. Most people need a professionai just to 

help them be aware of al1 the sources of help available, and unfomuiately most 

seMces operate out of Winnipeg. The types of help are numerous, varïed, and 

fragmented. Canadians can pay for help through the private practise of psychologists, 

social worken, couasellors, or by attending various types of personal growth groups. 

Counselling seMces are offered by various private organizations such as churches and 

occasionally the workplace. At this time, there are no regdations on who can cal1 

themselves a counsellor. Canadians receive some mental health seMces free (via 

Medicare) through provincial mental health centres (Selkirk Mental Health Centre), 

psy chiatric units in general hospitals, and provinci al community mental programs. The 

provincial govemment in Manitoba has a system of comrnunity mental health workers 

who s e ~ c e  people throughout the province, although services are harder to get in 

rural areas. Provincial community mental health workee (nurses, social workers) offer 

assessment, counsell ing, case management, referral, and fol10 w-up as part of the 

psychiatrie services to the citizens of Manitoba 
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Reserve communities receive medical seMces through a Federai govemment 

body called Medical Services Branch (MSB). üufomuiately there is a great ded of 

variability and confusion about which section of the Constitution Act, 1867 takes 

prïorïty in assigning responsibility for delivery of some seMces to reserves: section 

91(24) states that the federal govemmeat is respoasible for "indians, and Lands 

reserved for the Indians"; while section 92 which states the provincial govemment has 

responsibility for establishing and delivering human seMces (Scott, 1993:92. See dso 

Barry Miller, 1994~469). Because of this confusion, Medical SeMces Branch does 

not, as a generai d e ,  offer psydiiatric services as this is considered to be a provincial 

responsibility. Reserve commwities have access to the provincial and municipal 

psychiaaic facilities but provincial mental health worken do not s e ~ c e  resenres; on- 

reserve seMces are considered a responsibility of the federal govemrnent (through 

MSB). As a result of this jurisdictional wrangling there have been few mental health 

services on reserves. Reserve communities in Manitoba have their mental health needs 

seMced mainly out of institutions-the Selkirk Mental Health Centre (SMHC), the 

PsycHealth Centre, Winnipeg. or the Northem Medical Unit, University of Manitoba 

(NMU). (See Barry Miller, 1994:475-476 for a bnef description of NMU psychiatric 

services to the North.) With the exception of limited fly-in psychiaaic seMce by the 

NMU, mental health seMces are often at a great distance fiom reserve communities 

and have little understanding of the culture or social conditions of reserve 

communities. These institutions can also seem foreign to the reserve communities 

members). 
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There is some hope for improvement to resenre commrmity access to 

psychiatric services. The Thompson Generai Hospital has plms to open a 10 bed 

psychiatric unit, by the end of 1997. At present. there is one psychiatric bed for the 

initial assessrnent of committed patients mder the Manitoba Mental Health Act. 

General medical beds are used for psychiabic admi-ssions, although treatment is 

severely limited. The psychiatric unit is to include a cornmuni@ consultation team 

(psychologïst, social worker, occupational therapist, psychiatic nurse) which will 

provide in-hospital and community services. The psychiatric unit and the community 

consultation tearn will provide çome services to the 27 reserve cornmunities within 

their catchment are* although how that might be possible has not been worked out 

(Smith, John, 1996). The Provincial Regional Mental Health Boards are intended to 

include reserve cornmwiities but how this will actually work is not yet known. The 

most concrete signs of hope corne from the mental health initiatives Manitoba reserve 

communities are undertaking themsehes. 

There are three basic causes for the lack of and inadequacy of reserve mental 

heaith services: 

1) Reserve commwiities do not have the sarne services available as urban centres. 

Resewes are in wal sections of the province which generdly do not receive many 

of the senrices available in large urban centres, and in particular, reserve 

communities are often in the most isolated areas of the provinces making delivery 
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of provincially based seMces even more difficult Provincial mental heaith 

worken are not available due to govenment disputes about responsibility . 

2) The mentai heaith services which are available are fiamnented and inconsistent 

For instance, at the Nonvay House Hospital someone wiâh a mental health problem 

might see a different doctor each time they visit, as patients are seen on an on-cal1 

basis and the turnover in medical staff is very high. Also the person in Winnipeg 

or Selkirk with whom the doctor coasults by phone might be different each time a 

consultation is made, There is M e  commutiication between O utside treatment 

facilities and community agencies, and post-treatment follow-up is often not 

available. 

3) Reserve communities have become de~endent mon mainstrearn Canadian h e h g  

svstems which are not necessarilv a ~ ~ r o ~ n a t e  to the lifeways of reserve 

communities. Traditional helping systems have been systematically destroyed by 

colonial and assimilation policies of the Canadian govemment, and the development 

of local, community detennined services have, until recently, been discouraged. 

Fim Nations are developing community based health and social service 

systems which better meet the specific needs of First Nations. Mon notable are the 

National Native Alcohol and Drug Abuse Program, the Medicine Lodge regional 

addiction treatment centre in Nelson House First Nation, and the Awasis child and 
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family services agency. But, at this time, help for mental health problems c a .  be 

diff'cult to access, and may be spread out over several types of agencies which do not 

have mental heaith training. In addition, there is likely no one coordinating services 

for the individual or for the community. See Appendix B for a description of the 

types of reserve based helping resources generally found in Manitoba 

This concludes section one of the thesis document which set out the theoretical 

framework aad background information to support the resuits of the research project 

itself. As noted previously, the appendices contain additional background information 

on the research communities. Section two will describe the rnethods employed in 

gathennp and analyzing data and the results of the research interviews on mental 

health-conducted in three Manitoba reserve cornmunities- 
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Chapter Six: 
DESCRIPTION OF RESEARCH PROJECT 

Ratiode for (he Reseamh Pmject 

First Nations are moving toward jurisdiaion over their own heaith care 

systems. Within First Nations, mental heaith is seen as an integral part of the heaith 

and well-being of the community rather than a subdivision of an individuai's health. 

Since there has been virtually no formai Fint Nations mental health services, many 

First Nations are currently developing innovative approaches to mental hedth services. 

Along with developing community mental health services, First Nations are faced with 

assessing the training and skilis required by First Nations mental health workers. The 

need for an assessment of training needs was pointed out to me by the steering 

cornmittee of the Northern Mental Health Outreach Program (a pilot project of the 

Northern Medical Unit, University of Manitoba). 

- Assess training needs for mental health workers within three First Nations 
communities- 

- Identi@ and describe the perspectives on mentai heaith issues in these 
CO mmuni ties. 
- Ob tain thi s information primarily through interviews with community members 
involved in cornmunity service. - Document these training needs in a rnanner usefid to communities in their 

planning processes or future research. 
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The primary research method is a qualitative analysis of informal, open-ended 

interviews with key infonnants (people selected for their special knowledge). These 

i n t e ~ e w s  form the main data base, aithough 1 have also surveyed the relevant 

literature and community documents, and have collected basic information about the 

communities involved. The people u i t e ~ e w e d  work or volunteer in the health and 

social service fields in three First Nations commuai ties-No rway House, Nelson 

House, and Cross Lake. My basic assumption is that those living and working in 

these communities have valuable information about what is required to meet their 

cormriunities' menta1 health needs. 

All interviews were audiotaped and transcrïbed ont0 computer files. Al1 

informants received a written transcript of their particular interview so that they could 

reflect on what had been said and have the oppoxtunity to edit or add to their remarks 

if desired. The transcnpts are analyzed for patterns, categories, and themes with the 

assistance of a computer software progtam, Ethnograph (Seidel, 1988). Each 

community reviewed the community description section for accuracy, and the Band 

Couna1 of each commuiity received final clrafts of the community document. 
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Community d Key Mommnt Seleetion Piocess 

The three communities involved in this research project are Norway House 

First Nation, Nelson House First Nation, and Cross Lake First Nation. These 

communities are chosen for purely practical reasons-they are within the geographic 

area required for Northem Scientific Training Program gants (north of Lake 

Winnipeg), they are accessible by dl-year roads, and they agreed to participate. Al1 

three cornmuniaes are Cree, members of the Northem Flood Agreement, and have 

relativeiy large populations. (See appendix B for the location and descriptions of each 

community.) 1 had previous contact involving mental heaith in Norway House First 

Nation which helped me design the research project to fit the characteristics of a 

northem reserve community and to prepare for field work. The research results €rom 

these three communities cannot necessady be generalized to other communities, 

dthough certainly their experiences would be useful to other communities in 

exarnining their own situations. Although each communïty is unique (one of the 

exciting aspects of First Nations health initiatives is the creation of innovative models), 

the sharing of rnodels and approaches is invaluable to other First Nation communities 

and to mainstream health care professionals. 

1 started the research project with knowledge of Mme job categories in reserve 

communities in which workers were Iikely to corne into contact with issues of mental 

health; this was based upon my experience doing psychiatric consultations in Nonvay 
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House First Nation. The job categories I identified to start were: nurse, doctor, social 

worker, psychologist, community health representative, Awasis worker, NNAD AP 

worker, school guidance counsellor, and band councillor responsible for health. Once 

in a community I approached people working in these areas to request an interview. 

People were incredibly accommodating. As part of each interview l asked who else I 

should speak with; this way 1 knew to approach othen such as: community volunteen, 

traditional practitioners, elders, and band constables. In this way, 1 built up a l i a  of 

d l  the categories of 'people helpen', and 1 i n t e ~ e w e d  them according to their 

availability. The people i n t e ~ e w e d  varied widely in their experience with mental 

health issues. Without exception, everyone 1 approached agreed to be i n t e ~ e w e d  if 

they were available; the only limiting factors were if people were out of town, or if 1 

ran out of time during my visit. 

Table I contains a breakdown of the characteristics of the people 1 interviewed. 

I i n t e ~ e w e d  twenty-nine people in Noway House First Nation, seventeen in Nelson 

House First Nation, and twenty-two in Cross Lake First Nations for a total of sixty- 

eight i n t e ~ e w s .  In my analysis, 1 have not attempted to match types of respooses to 

any particular characteristic, e-g., whether men or women are more likely to suggest 

that helpers need to be caring. Ali of the people interviewed are in some ways 

'helpers' in their community even though they are not al1 formaily health and social 

service workers.' 
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TaMe 1 Description of People inte~ewed 

83 -82% of people in te~ewed are either fiom a resewe community or a town 
adjacent to a reserve community. Thïrty of those interviewed were wornen 
(44.12%) and 38 were men (55.9%). Many people fil1 more than one role so that 
the total here exceeds the total number interviewed 

SOCIAL WORKERS - 3 AWASIS - 13 
Social worker, school Child & Farnily worker - 6 
Soci ai worker, hospital Adoption worker - 2 
Social worker, province Family Counsellor - 2 

Child Protection worker - 2 
Supervisor - 1 

NNADAP - 8 
Counsellor - 5 
Solvent abuse worker - 3 

SUBSTANCE ABUSE TREATMENT CENTRE STAFF -1 

FAMILY VIOLENCE WORKER - 2 

BRIGHIER FUTURES WORKER - 2 

COlbMLNITY HEALTH REPRESENTATIVE (Cm)- 6 

PSYCHOLOGIST - 1 

NURSES - 10 
Public Nurse - 3 
Nurse - 7 

TOWN SIDE - 2 
Mayor, t o m  side - i 
Heaith counsellor -1 

RELIGIOUS LEADERS -3 
Roman Catholic 
Pentecostal 
United Church 

Chief - 1 

table continued next page 
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TaMe 1 Description of People ui îe~ewed (coafuiued) 

I BAND COUNCIILORS -6 
Health CounseIfors - 4 
ûther - 2 

I DOCTORS - 3 

I ELDERS- 4 

TRADI'IIONAL PRACTITIONERS - 5 

EDUCATORS - 5 

BAND CONSTABLES - 2 

RCMP - 2 
RCMP special officer -1 

ASSORTFl) OTHERS 
High school student 
Manpower Counsellor 
Recreabon Coordinator 
Rentai Agent 
Treaty Entitiement Officer 

VOLUNTEERS 
Many people are also voluntary helpers in their community, but unfortunately 1 
didn't record this information consistently at the time 1 did the interviews. 

Relatioasbip with Commimity 

The research design called for a research assistant in each community to help 

me develop community relationships and to help the research stay focussed on the real 

issues in each community. This was quite successful in one community and less so in 



Karen McSwain 55 

the othen. I attended severd cornmunity committee meetings of helpers (social 

welfare committee, hospitd meeting, community volunteer meeting, social seMces 

workshop run by myseif). I attended several sweats as well. 1 mapped out the physicai 

layout of each community and the Uistitutional structures. 1 waiked the roads, 

wandered the neighbourhoods, attended nursïng station emergency treatments, and 

went out on house calls with the visiting doctor- I was unable to make a retum visit 

with my preliminary results due to health problems (which was extremely 

disappointinp) but 1 was able to maintain phone contact with a few people to dkcuss 

ideas. My fim draft of the community descriptions section was reviewed by members 

of each community, and the community document (section two) was given to the chief 

and council of each community and other interested parties from the research 

communities for theu own uses. Social science research is only as good as the 

connections which are made in the research community. Within the constraints of my 

research, I tried to make as many connections with the whole of the community life as 

possible. 

Interview Foimit and Qwstiom 

InteMewing is a commonly used qualitative research technique which dlows 

for the collection of large quantities of cornplex and varied data This method enables 

the researcher to check her perceptions with those interviewed, and allows for 
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unexpected ideas to emerge. Furthemore, the research technique of i n t e~ewing  

respects participants' perspectives, allows the inquiry to be an interactive process, and 

is useful in producing a description based upon people's own words. The purpose of 

the ïnteniews is to tap into the howledge of key people on the topic of mental health 

in their communities. The i n t e ~ e w s  were informal and open-ended, allowing people 

to express themseives in their own way, but 1 also focused upon seven questions. 

Some people did not feel they could answer a particular question, and some interviews 

moved into other areas as directed by the idonnaut. People tended to answer my 

questions by illustrating with a personal story. 1 respected the direction people took in 

the interviews, the result being 1 learned things 1 would not have known to ask about. 

Table I lists the interview questions. 

Interview Questions 

1. What does mental heaith mean to you? 
2. What problems in your community would you include as mental health 

, problems? 
3. What gets in the way of good mental health in your community? 
4. What would help your community to have better mental health? 
5 .  What traininp and skills are needed to help people with mental health problems? 
6. What are the important attributes of a good helper? 
7. What support do you need to be a helper? 
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The research data is gromded in the Iived expeneace of those working and 

living in close association with First Nations mental health issues. The job in this 

research project is to collect, organize, describe, and analyze concepts about mental 

health, and training needs for First Nations mental health worken which exist within 

the knowledge base of hedth and social s e ~ c e  worken in the three comrnunities 

under study. The analysis process 1 use moves fiom the concrete but extremely 

iengthy set of i n t e ~ e w  transcriptions (well over a thousand pages), to progressively 

more condense4 abstract, and highly interpreted categories. I hope to make this 

process fairly transparent so that people can access the data at different points in its 

journey fiom detailed Lists of responses, to generaiized categories, to abstract themes. 

1 hope to offer concrete and practical recomrnendations on ski11 training requirements. 

The results of analysis of the interviews are presented in the following manner. 

1) Descriotion and discussion of the cateeories of remonses made to each auestion. 

The responses to each question are grouped into categories and sub-categones 

based upon similarities and differences. The categories are presented in an 

approximate order of emphasis, where the categories more ofien mentioned and 

emphasized are discussed f irs t  As 1 was building the catezories I moved back and 

forth between proposing categones and themes, and checkinp them against the 

i n t e ~ e w  transcripts. Unfortunately I was unable to make a retum trip to the 



Karen McS wain 58 

communities, but I was able to check out some ideas with people by phone, and I 

was able to explore the literature for similar categories and themes. 

2) A summaw of the interview results, themes, and conclusions. 

This chapter summarizes the interview results and draws conclusions about 

emerging themes. Recommendations are made on job roles and skill requirements 

for various types of workers involved in First Nations mental health. 
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Chaptet Seven: 
WFMT DOES MENTAL HEALTB MEAN TO YOU? 

At the start of each interview I asked the question, "what does mental health 

mean to you?" The tenn mental health means different things to different people, and 

1 wanted to avoid misunderstanding each peson's view on the topic. The responses 

people made are grouped into two broad categories: most fiequently gïven, mental 

hedth as well-being (wholeness, balance, connection) andfor examples of a mentally 

healthy person; and less often mentioned, mental health as standing for mental illness 

or disease- 

Tabie 3 Meanhg of Menîai Healtb 

I WeU-beinq 

- wholeness, balance, c o ~ e c t i o n  
( - characteristics of a mentally healthy 1 

Wholeness, Balance, Comectioa 

The descriptions of mental health have a strong tendency to cluster around such 

words as wholeness, well-being, comectedness, and balance. People used the example 
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of the medicine wheel to describe the balance wtiich is mental health. Mental health 

is the result of a balance of a11 the areas in one's life (the environment, the community, 

the family, the self), and a balance of the al1 aspects of the medicine wheel (spiritual, 

physicd, emotional, and intellectual). It was fiequently suggested to me that the terms 

'mental health' and 'mental illness' are difficult to translate into Cree, suggestïng that 

the dd is t i c  division of heaith into mental and physical components is an introduced 

concept.' Heaith is the balance of al1 die aspects of iife; an imbaiance in one area 

affects other areas of life. Restonng balance restores health. "The practice of 

medicine in the hdian way then becomes a direction in one's Life such that it results in 

fulfilment and satisfaction, both at the personal and communal levels" (Aitken and 

Haller, 1990:33). This holistic concept of the medicine wheel stands in contrast to 

western medicine's dualist and mechanistic concept of health. Dualism implies the 

separation of mind, body and soul. Mechanism holds that al1 Me can be explained by 

the laws of physics and chemistry and therefore implies that al1 dysfunction can be 

repaired through the application of those laws. (See Aitken and Haller on the cultural 

basis of Indian medicine, 1990: 15-40) 

Chaiactcnsücs of a Heaithy Person 

Related to the concept of heaith as wholeness and balance are examples of the 

characteristics of someone with good mental health. The picture of a mentally healthy 

person is painted as someone who is able to care for and act for themseives by using 
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positive personai coping skills such as communication skills, problem solving skills, 

and stress management skilIs. The mentaily healthy person has a positive self image, 

good contact with reality (awareness of themselves and the world around them), and is 

able to seek help corn othea when necessary. The mentaily healthy person has 

stmng, positive values and beliefs, and sood relations with family and community. 

Some people answered rny question 'what does mental health mean to you' by 

giving examples of what mental heaith is not. It seems that the terni 'mental health' 

can stand for mental illness or disease. The description of someone who is not 

mentally healthy is drawn in more pathological (disease) ternis that relate specifically 

to problems with one's thinking, to a disease of the brain, or to an inability to function 

normally. The mentally il1 perron may be thought of as crazy, sick in the head, their 

mind does not work properly, their behaviour is not normal, and they ma. even be 

seen as dangerous to the community. 

It is important to note here that 'mental heaith' can refer to the overall well- 

being of the individual and the community (balance, comectedness, hannony), but can 

ako refer to issues about mental illness or the care and treatment of people with 

men ta1 i llnesses. 
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1 The Cree verb 'mey-uyaw' meam - he is well, he is heaithy. 'Ihere is dso the verb, 
'mey-mu'chehoo' meaning - he is well, he feels better, and the noun, 'meyomu'chowin' 
- good feeling, good health. These Cree terms poht to an English translation of 'being 
in good spirits' but not in our present day sense of being in a good mood, but rather in 
the more senerd sense that one's spirit is weil, is healthy, and that one is in touch 
with the goodness of Spirit Someone c m  be ill, dying of cancer, and in pain but still 
be in good spirits, still have their spirit whole and at peace. One c m  be without 
disease and not be 'well', but be in a m e  where their spirit is not whoie or intact. 1 
owe thanks to Gordon Swanson of Norway House for this translation. 



Karen McS wain 63 

Chapîer Eight: 
WHAT PROBLEMS IN YOUR COMMUMTY 
WOULD YOU INCLUDE AS MENTAL HEALTH 
PROBLEMS? 

A wide range of problems are given as mental health problems. Some of the 

problems mentioned wouid be recognîzed as 'mental heaith diagnoses' within the 

psychiatic model; these are grouped under the category 'problems recognized as 

mental health diagnoses'. This category is further broken into three sub-categories: 

substance abuse; depression, anxiety, and suicide; and other psychiatric disorden. 

Mental health problems are also seen as problems in functioaing; 1 have grouped these 

problems under the category 'problems in fimctioning' and the following sub- 

categories: functioning of the cornmunit., funaioning of the fmily, and functioning of 

the individual, and abuse (other than substance abuse). The answers to this question 

indicate that-people are aware of and use mainstrearn mental health diagnoses, but also 

that mental health is defined mainly by a holistic Gate of well-being so that a wide 

range of problems in functioning are given as problems in mental health. 

I Problems Recomized as Mental 
Health Diaposes 

I - Substance Abuse 
- Depression, anxiety, and suicide 
- Other psychiatric diagnoses 

Problems in Functioning 

- Abuse (other than substance) 
- Community 
- Family 
- Individuals 
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Substance Abuse 

Substance abuse is considered a major mental heaith problem. Whether seen as 

a problem or a cause of mental health problems, it is recognized as a target area for 

healing. One woman pointed out to me that although only a certain percentage of 

individuais in her community are problem drinkers, many other family rnemben, 

friends, and even other community members are greatly affected by each problem 

drïnker. M e r  forms of substance abuse mentioned were solvent and dnig abuse. 

Concem was expressed about street dmgs coming into the community (e-g., marijuana 

LSD, cocaïne). 

Depassion, Suicide and Anxiety 

Depression, suicide, and anxiety are also major mental health concems. The 

type of depression found frequently in First Nations may be different than what 

psychiatry calls 'clinicd depression' (considered a biological disease state), and may be 

better labelled as 'reactive depression' (in direct reaction to life events). The Indiun 

Mental Heaith Reseamh Fomuiation Final Report, a survey of fi@-seven Manitoba 

reserve cornmunities, also identified depression and anxiety as major mental health 

concems, and fomd that the "majority of the depressive symptoms referred to feelings 

of hopelessness about the future both for their selves and families and of their 

cornmunities" (First Nations Confederacy, Brotherhood of Indian Nations, and 

Manitoba Keewatinowi O kirnakanak, 1 985:M). Likewise the research found that 
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much of the anxiety was wony about the funire? one's children, aad community 

problems (First Nations Coafederacy, Brotherhood of Indian Nations, and Manitoba 

Keewatinowi Okimakanak, 1985~3 5). If much of the depression, atYaety, and suicida1 

behaviour is in reaction to life circumstances, this, of course, has major implications 

for the types of mental health s e ~ c e s  required 

A mainstrearn mental health worker would recognize a number of  the responses 

as mental health diagnoses. These include a fairly wide range of disorders: mental 

retardation and brain damage? schizophrenia and other psychotic illnesses, and 

Alzheimer's disease. While these disorders may not be as prevalent as depression, 

suicide, anxiety, and substance abuse, they are particularly difficult to deal with for 

communities with few (or no) local mental health resources. Mental retardation and 

schizophrenia are the most frequently mentioned, and there are few senrices for 

individuals with these problems and their families. 

Abuse as a Dysfimcîioa 

The term 'abuse' is fiequently used in response to this question and throughout 

the interviews. It is used as a metaphor for the problems faced by Fim Nations. Any 

type of abuse is a problem in itself, but it is also cleariy a symptom of dysfunction, 
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imbalance, and disharmony in a system, whether you are referring to the community, 

the family or the individual. "And al1 the abuses" was added by several people to the 

end of a long list of abuses: alcohol abuse, dnig abuse, wife abuse, sexual abuse, etc. 

Abuse is seen as self-destructive bebaviour which First Nations citizens inflict upon 

themselves (addictions, violence), but it aisu cleariy stands for the abusive treatment 

they have received as part of their colonial experience. Fim Nations are trapped in a 

cycle of abuse. Having been abused, having learned abusiveness, the cycle of abuse 

reproduces fiom one generation to the next. Residential school abuse exemplifies the 

abuse suffered by First Nations through colonization: physical, emotional, and sexual 

abuse; the abusive destruction of language, culture, traditional economies, and 

undermining of family structure (see Assembly of F im Nations, 1994 and 1.R Miller, 

1996 on the residential school system in Canada). Neglea and abuse destroys self- 

esteem and breeds sel f-destructive coping mechanisms (Le., substance abuse and 

suicide). Not caring about self (depression, suicide), and not caring for self (self- 

destruction through substance abuse and violence) are symptoms of this cycle of 

abuse. 

Functioning Pmbiems of the Community 

Mental heaIth problems are also identified by outward s i p s  of imbalance and 

disharmony within communities, families, and individuais. When a comrnunity, 

family, or individual is out of balance (not well) they cannot fwiction properly. 
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Communïties show the sïgns of a brealtdown in social Fuuctioning in the following 

ways: violence; teen pregnancies (a concem mentioned to me in several contexts) and 

single parenthood; lack of respect; ignorance, jealousy and racism; neglect of homes 

and buildings; and lack of support for women. 

Problems are looked at holistically, as bodi cause and effect, so that the 

housing shortage (and therefore overcrowding) contibutes to mental health problems, 

but is also seen as a symptom of a poor state of the community's healdi. Because 

people tend to use a holistic framework for understanding mental health, cause and 

effect do not necessarily have a linear, one-way relationship. For example, religïous 

conflict is seen both as a symptom and a cause of disniption in the wholeness of the 

community. Poverty, destruction of the land base and the land based lifestyle, shortage 

of professional helpers, and other social concems were given as mental health 

problems. 

Functioaing Pmbiems o f  (he Famüy 

Families show signs of poor functioning through marriage breakdown, family 

violence, and child neglect Marriage breakdom is a pnority problem mentioned by 

people from d l  different perspectives: traditionai practitionen, outside professional, 

and local workers. The breakdown of the family contributes to the neglect of children, 

the shortage of supports for individuais, and the breakdown of society. 
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Func(ioning PmMeins of Individuais 

Signs of imbaiance (or Iack of well-being) in an individual include 'negative' 

emotioas such as low self-esteem, self-destructive behaviour, bumout in helpen. anger, 

denial, frustration, lack of carïng, powerlesmess. worry, hate, guilt, despair, and fear. 

A person is probably not in a state of well-being if they have trouble functioning in 

the following ways: uaable to think clearly, poor coping skills, poor parenting skills, 

poor problem-solving skills, and poor school or job performance. 
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Chapter Nine: 
WEAT GETS IN THE WAY OF GOOD MENTAL 
AEALTH IN YOUR CO-? 

1 used the question, "what gets in the way of good mental health?" as  positive 

way of asking about the causes of mental health problems. Only a few people 

suggested actions of the individual as causes of mental health probiems. Even 

individual actions such as alcohol abuse are looked at more as a social, rather than just 

an individual problem. I think it can safely be said that ail of the responses refer to 

socio-economic causes of mental health problems. ln response to the question on 

mentai heaith problems (question two), people demonstrate some agreement with 

disease labels, such as mental retardation and schizophrenia, but it is the socio- 

economic conditions which undermine everyone's quality of life. Quality of life for 

people copinp with mental illnesses and the quality of mental health of the community 

as  a whole are enhanced or reduced through socio-economic factors. 

TaMe 5 Socio-economic Causes of Menlai Pmbiems 

- Unernployment 
- Abuses 
- Poverty 
- Overcro wded housing 
- Welfare 
- Losses 
- Other socio-economic problems 
- Politics 
- Personai problems 
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U nemplo yment 

Unemploymeat is emphashed as a major contributor to mental health problems. 

Unemployment affects a person by vastly reducing their f inand resources, but it also 

affects their self-esteem and sense of independence. Unemployment underlies many of 

the problems people told me about: community poverty; family pmblems due to 

husbands being unable to support their families; low self-esteem; depression and 

anxïety; the desperate need for community recreation facilities and productive activity 

for adults and, especiaily, for youths. 

Abuses 

Al1 but one person mentioned dcohol as a problern at some point in their 

i n t e ~ e w  so clearly alcohol abuse is recognïzed as a major mental health problem. 

When concen over alcohol abuse is combined with concem over other types of 

addiction (drugs, solvent, gambling - predominantly bingo) it would appear that 

dealing with addiction is a number one health care pnority. Addictions destroy the 

mental health of individuals, their families, and c m  help to destroy a community as 

well. But addictions are also viewed as the resdt of underlying personal and social 

problems. Addictions are both a cause and an outcome of dysfunction in individuals 

and commmities. Addiction contributes to the neglect and abuse of the self, the 

farnily, and the community. Abuse is 'mis-use': the morally wrong or destructive use 
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of something or someone. Wife abuse, sexuai abuse, family or cornmunity violence in 

general causes mental health problems for the victims, but is also a syrnptorn of 

problems in the abuser. 

Poverty is a major contributor to mental heaith problems. It is not just low 

income which defines poverty; poverty is also defined by powerlessness over one's 

own Iife, and hopelessness of makhg changes. Poverty is the root cause of many 

comrnunity problems which take away from good mental heaith: poor water and 

sewage, pollution, lack of helping resources. Poverty affects mental health by 

destroying esteem and empowerment, and by standing in the way of the development 

of healthy individual coping skills and community helping resources. 

Welfare is often mentioned as a problem both in the interviews and was 

identified by a social problems cornmittee in one of the cornmunities. The abuse of 

welfiue (using the money to drink or gamble) is a social problem, but more 

importantly the welfare system itself helps to destroy independence, self respect, and 

initiative. in Anastasia Shkilnyk's book, A Poison Stmnger thun Love, she explains 

how the community of Grassy Narrows understands the destructive influence of the 
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welfare system and other government social seMce monies (1985). Govenment 

intervention contributed to the dedine of traditional economic activities (trapping, 

hunting, fishing), and even wage labour activities such as guiding, by encouraging 

people to be dependent upon the relatively easy money of welfare, training programs, 

and community male-work projects. Shkihyk suggests that the influx of govemment 

programs and spending were aimed at pulling reserve communities into mainstream 

Canadian economy and culture by destroying their own-in other words to bnng about 

assimilation (1985). Coates and Moms in their article "In Whose Bea Interest?" put 

forth the argument that the development of the Canadian system of welfare coloniaiism 

(followinp the second world war) was a rneans of forcing dependency on First Nations 

and shutting reserve communities out of the Canadian economy (1993). Whatever the 

intent, the results have been dependency upon govemment monies, and reserve 

economies which are based primarïly upon government sources of income. It is not 

the money itself which is regretted. Many First Nations people believe that they are 

due compensation for surrendering their land, their livelihoods, and as treaty 

en titlement. What is regretted is the economy of wel fare dependence. 

Another cause of causative factor frequently pointed out is over-crowding in 

homes. The lack of housing and substandard housing is pinpointed as a major factor 

not only in physical hedth problems (respiratory diseases, accidental fire injuries) but 
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also in mental health and social problems. I was toId that living in a crowded house 

without adequate space or privacy for individuals contributes to tension and mess, and 

therefore to violence, hopelessness and depression Indian and Nonhem Affai rs 

Canada contracted a study on the health effects of the housing and community 

infrastnicture on Canadian reserve comrnWUties. The r e s u l ~ g  study aates that over- 

crowding "may be even a greater threat to mental health than to physical health. As 

crowding has been s h o w  to contribute to inter-personal conflicts within the family 

and community, housuig mi& be linked to high suicide and the homicide rate" 

(Young, Bruce, Elias, OWeil, Yassi, 199 I :executive summary). A 1984 national 

study of on-reserve housing found that 36% of reserve homes were seriously over- 

crowded (quoted in Young, Bruce, Elias, O'Neil, Yassi, 1 99 1 : 13). Throughout my 

visits, people tried to impress upon me the importance of overcrowding as a mental 

health problem. 

Other Social-Economic PmMems 

Social chaos and the general degradation of the foundations of community 

seriously affects mental health. People are concemed about the effects of outside 

cultural influences undermining the strength of their communities and way of life. 

Schools, TV, movies, and roads into the community have brought foreign products, 

values and aspirations; some of these values and aspirations are only fantasies (i-e., 

movies and TV), some are inappropriate or unredistic to reserve life, and many tend 
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to devaiue the native traditional ways. The residential school system is thought to 

have contrïbuted to the destruction of healthy, fwictioning First Nations. People are 

concemed about the signs of fracture and social chaos in their communities (violence, 

mess, maniage breakdown, oppression of women, religious confiict, and child 

negiect). The Northem Flood Agreement is mentioned as having taken away fkom the 

good mental health o f  the community. The hydroelectric development of Northem 

Manitoba waterways has had a major negative econornic and social impact on the 

reserve communities affected. 

The word 'losses' stands out as an expianation for mentai heaitfi problerns. 

People tend to defme the causes of poor mental hedth in t e m s  of losses suffered as  a 

Nation and as individuals. Much has been lost or dameed: the land (both through 

treaties and through hydroelectric development); a viable, independent economy; native 

religion; the wholeness of their culture; many traditions and values; self-government: a 

positive cultural identity; the family structure; laquage; as well as the tragic loss of 

lives which occurs al1 too fiequently on reserve communities through violence and 

suicide. As one woman put it, "we are always grieving." These losses are expressed 

as mental health problems in two ways: an important mental health task for First 

Nations is coping with these losses by grieving, coming to t ems  with the past, and 

dealing with abuses in one's life: secondly, the loss of culture and healthy community 
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structures affects the ability of the community to help its members regain heaith. The 

loss of community wholeness and resources has affected the ability of individuals and 

communities to solve their problems. 

Loss, like abuse, is a primary metaphor for explainhg the problems facing Fim 

Nations. That is, people use the words loss' and 'abuse', to stand for a large complex 

of causes for their difficulties. As put to me so eloquently by one man, First Nations' 

problems arke fiom "a loss of comection to the Land, the People, and the Creator" 

(capitaliration represents speaker's emphasis). It is a loss of the wholeness of a way 

of life, a loss of harmony and balance. Dishmony and imbalance are the very nature 

of disease and illness. Loss of land, loss of lifeways, loss of spintual values and 

guidance are comected in this way to the loss of health of the people. Sevenng Fint 

Nations from their land and their land based economy disrupted social and spintual 

systems for maintaining a healthy community. Community d u e s ,  such as respect and 

sharing, have been weakened. 

Throughout the i n t e ~ e w s  people expressed concem over parenting issues: 

teenage pregnancies, single parenthood, poor parenting skills, loss of family values, 

and loss of family as the basic unit of community. Self-esteem, ~el~reliance,  a 

positive image of self, and positive vision for the futwe have been damaged both in 

individuals and communities. These things fonn the core of the healthy self. Also 

Iost are elements of the culture, language, values, belief systems, and social praaises 
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like the joking relationship, community feasting, and guidance by elders; these 

practises helped to hold communities together and helped communities maintain a 

good, heaithy life for ail its members. 

Politics 

Politics, the political process, is an essential part of maintaining good hedth in 

the community. Federal and provincial politics are mentioned as getting in the way of 

achieving good heaith for the community. People tend to believe that federal and 

provincial reserve seMces are part of a politically enforced dependency which 

govemments are not anvious to change. The jurisdictiond dispute between the federal 

and provincial govemments over mental hedth care fwiding is certainly a concrete 

example of politics affecting mental health. 

Mentioned more often than national or  provincial politics though was local 

level (band) politics. Community development is a major route to better community 

hedth, so it stands to reason that band politics is an important issue. (See Lamy 

Krotz's Indim Country: Inside A nother Cmdq 1 990, for discussion on the political 

nature of reserve life.) Under question four, "what d l  help your community achieve 

better mental heaith?" people often answered "leadership." Funding, resources, and 

support for community health progams depends upon getting a community mandate, 

and the political will to act on i t  Achieving self-government, and constnicting local 
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resources aud institutions requires leadership and political process. Problems in band 

politics cm negatively affect mental heaith by increasing stress and insecurity, and by 

not providing leadership necessary for effective community action. 

ln the final category are causes which focus more on the individual (stress, not 

working on personai problems, poor coping skills, denial and self-destructive 

behaviour). 1 have included stress here even though I believe people are refemng to 

the stress of socio-economic conditions. The responses paint a picture of a person in 

an unhealthy state because of the history of their people, and because of the conditions 

in their life. individuais are not blamed for their problems, but eacb individual must 

take responsibility for their own healing. This theme rnoves throughout the interviews: 

healing is both an individual and a collective responsibility. 
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Chapter Ten: 
W M T  WOULD EIELP YOUR CO- 
HAVE BETI'ER MENTAL HEALTEI? 

There are a large number of responses to the question, 'what would help your 

commrmity have better mental health?' The types of services required help to the form 

a basis for assessing skills and training needed by workers. The responses to question 

four might best be summarized by three broad categories-public education, treatment, 

and cornmuaity development. At this point I have used srnaller categories to 

demonstrate the range of suggestions given and discuss them in approxirnately the 

order of emphasis given in response to question four. (See Table 6) 

TaMe 6 Mental Hedfh Suppoiû 

Public Education 

I - Mental health 
I - Lifeskills 

Twes of Workers 
Needed in Mental 
Health 

- Outside specialists 
- Local mental healtfi 

workers 
- Job titles 

TraditionaVSpintual 
Amroaches 

- Elders 
- Community healing 
- Native Spirituality 
- Land as heder 
- Language revival 
- Religion 

table continued next page 
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Communitv Actions 
to Immove Mental 
Health 

- Community 
developmen t 

- Development of local 
heding resources 

- Strength of families 
- Strength of women 

Treatment P r o m s  

- Locd treatment 
- Combination of outside 
& local treatment 

- Outside treatment 
reso urce 

- Prevention & foUow-up 
- Substance abuse 

treatment 

Personal Actions to 
hprove Mental 
Hedth 

- Forgiveness 
- Deai with feelings and 

memo ries 
- Self-care, self- 

awareness, self-help 
- Other suggestions for 

good mental health 

Current Local Svstem 

- Improve networking 
between agencies 

- increase local heaith & 
social s e ~ c e  resources 

- Mental health support 
for health & socid 

- Crisis support programs 
- Recreation programs 
- Self-help for dcohol 

problems 
- Support for the 

rnentally il1 & families 
- Personal growth support 
- Supports for whole 

community 

PuMic Education to h p v e  Mental Heaith 

People have different ways of putting it, but half of those interviewed said at 

some point in their interview that public education on mental heaith issues is needed. 

The only other responses given more often overall were alcohol and counselling. 

Public education is an prominent feature of a First Nations approach to mental health. 
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The deveioprnent of cornmunity mental health approaches must be guided by a 

mandate From the band Because there are so many pressing social pnonties 

(education? NF& health transfer) and because there is a general atmosphere of  denial 

and stigma about mental health, some public education is needed to help people be 

aware of the importance of mental heaith problems and the possible solutions. Bands 

can be quite successfûl in reaching their goals once commmity awareness and 

mandate are achieved Community conferences, public workshops, and TV and radio 

programs are useful tools for teaching about mental health.. Mental health issues 

which shodd be covered in public education include: information on community 

helping agencïes and the services they offer; self-care practises; suicide prevention; 

alcohol. elder, and semai abuse; and programs designed for use in the schools. Public 

educatioo media can also be used for teaching skills to improve mental health: 

problem solving skills, budgeting, coping skills, life skills, assertiveness training. 

Parenting skills are emphasized as important life skills to be taught in the community. 

Types of Heipm Neeâed in Mentai HeaM 

There is need for both outside professional s p e d i s t s  and for local mental 

heal th workers. Pro fessionally trained counsellors and mental heaith special ists are 

needed to provide counselling and treatment to clients, and to provide ongoing training 

and support to local workers. Community members want the option of counselling 

provided by çomeone fiom outside the community. In a small community 
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confidentiality is a big concem and outsiders are less likely to have oppommities for 

breaking confidence with community members. Resenre community members want 

the same expert s e ~ c e s  available to l e m  as is available to othen in the province. 

Some communities choose (or are fortunate to obtain) a psychologist working 

in their community M l  time to counsel clients, consult with local workers, and provide 

ongoing training and support to local workers. Some have a psychiatrist vxsit 

periodicaily to offer psychiatrie seMces as well as consultation and training services to 

local workers. Some commuaities are developing their own specialists in First Nations 

mental health since this sort of expertise is quickiy growkg within First Nations 

communities. First Nations want to build connections to a wide range of helping 

resources for their members, and to encourage the sharing of skills and knowledge 

between different approaches. 

Iust as it is important to have access to outside specialists, it is equally 

important to have a community-based mental health prograrn which is based on 

community values and ways of doing things. Mental health workers should be local 

people who specialize in mental hedth, who can counsel clients, consult wibi and train 

other community workers, provide links to other mental hedth services if desireci, and 

be a resource for mental health, There should be a combinaiion of mental health 

consultants, community-based mental health workers, and a network of community 

health and social service workers with some training in mental hedth. 
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People suggested a wide range of workers who c m  help impmve community 

mentd health (besides local mental health workea). Here is a list of the jobs 

suggested more than once and the number of people who mentioned each: psychologist 

(1 I) ,  NNADAP worker (9), social worker (9, Awasis staff- (9, volunteen for 

community programs (S), psychiatrist (4), family violence worker (4), CHR (3), 

Registered Psychiatrie Nurse (3)- and RC.M.P.(3). 

The concept of healing is a common undercurent in my conversations about 

mental health with Cree people. Healing is seen not primarily as cure or recovery 

€rom disease but as a retum to balance, harmony, and connection of the whole. 

According to Mussell, Nicholls and Adler mental health is not just being of sound 

mind, rather health is the balance and harmony of the four aspects of the medicine 

wheel-physical, mental, emotional, and spiriniaband therefore mentai illness is the 

outcome of imbaiance or disharmony in one or more of the aspects (1991: 19). They 

describe the 'spirituai' aspect as the connection with the Creator and al1 of creation 

(Mwsell, Nicholls and Adler, 1991). Heaiina is moving towards balance, harmony, 

and wholeness (health). Spirituality is the connection to wholeness; spirituality is the 

essence of hannony and balance. Healing is fundamentally a spiritual process. 

Prayer, the Bible, moral leadership, spiritual strength, religious practises can ail be 

tools for helping to heal oneself. There are different ways of expressing spirituality in 
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First Nations, but 1 believe it is safe to say that most people (whether mainmeam 

Christian, Evangelical Christian, native traditiond spirinialist, or some combination) 

would agree to the necessity of some sort of spirituai giïdance in order to heal. 

There is dispute in reserve communities as to which traditional pratises and 

beliefs were once practised in their particular community, and which practises and 

beliefs shouid be built on or revived 'Traditionai' can mean two thuigs in reserve 

communities: traditional land based life skills and traditiond vaiues (the land itself, 

hunting, trapping, fishing, country foods, clothing design, language, the fidance of 

elders, mord values); and traditional spirituai practises (sweats, fasts, sun dances, 

piercing, vision quests). Some people separate these two meanings of traditiond and 

are not cornfortable with what they see as native traditional spiritual practises. The 

value and legitimacy of the latter traditional native spiritual practises is contested to 

varying degrees in Fim Nations but there are elements of traditional spirimal practises 

which are widely accepted and valueci, such as heaiing circles, the medicine wheel, 

sweat lodges, and traditiond teachings. 

Healing circles, in particular, are widely used as a group healing (and teaching) 

technique, and are being readily adopted (or adapted) outside of First Nations 

communities. The medicine wheel is also widely used as a conceptuai tool for 

explaining and understanding holism. Healing circles, medicine wheels, elders, and 

the sweat lodge are pethaps the most visible examples of developing native traditional 
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healing approaches; they serve as First Nations identity markers. For many people the 

path to healing involves galliing awareness and pride in oneself, especially in oneself 

as a First Nations person. The construction of 'Indianes' or 'Cree identity' is part of 

healing and resolving mental health pro blems. Revival of language, respect for elders, 

traditional values, traditional land based skills, and traditionai spiritual practises c m  be 

an important part of learning about and having pride in oneself. This is related to the 

belief that a strong cultural identity and a strong community are necessary for good 

mental health. 

Eider Advice and Guidance to bpmve Mentpl Eeaitb 

Tapping into and respectîng the knowledge of elders as teachers is widely 

accepted and valued. The skills of elders are being used through community elder 

councils, community camping trips where elders teach land based skills, and through 

seeking the advice and blessing of eldea for workshops, conferences and other public 

events- 

The b d  as Herder 

The land itself is thought to be healing. Going out on the land to trap, camp, 

learn native traditional sunrival skills, or just to connect with the spint of the land is 

healing. The land is a healer, a provider and a teacher. Life on the land and eating 
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land based foods are associated with a healthier past, with a healthier ~e l~ iden t i ty .  

Also the destruction of the land is fiequently linked wibi the destruction of the health 

of the people (see Naomi Adelson's work on the James Bay Cree's concept of well- 

being, 1992). Bringing people together on the land can help to hed the community 

and its individuais by such aaivities as: Leaming cultural land-based skilis and native 

traditional teachings; regaining pride in themselves and their community, and 

connecting and bonding with each other. 

Comrnunity heding is a term associated with First Nations communities in 

particular. It arises fiom a holistic view of heaith where the health of communities 

and the health of its members are intimately connected. 1 was told that when one 

person begins to heal, the community starts to heal, and as the community heals, more 

and more individuals will begin to heal. The concept of community heaiing lies at the 

root of many of the approaches to mental health suggested in this research: health as 

balance of al1 aspects of the medicine wheel; the need to resolve poverty and 

unemployment to improve health; the importance of values and traditions (including 

language) to health; the development of local community resources; and the emphasis 

on a public education approach. 



Karen McSwain 86 

During my research 1 was introduced to the concept of community vision. 

Vision is a necessary guide to action. Severai people poïnted out to me that what was 

missing in their cornmunity was a community vision. Io order for there to be 

commrmity vision, cohesive community action to solve probiems, and community 

healing there need to be activities which bring the community together, such as: 

community gatherinss (e-g., camping trips, treaty days), community feasts, and strong, 

clear community values (as supplied through native traditional teachings and the 

guidance of elders). 

Tdking with someone* gettîng your feelings out, and sharing feelings with 

others is considered to be healing. It is not surprising then that counselling is 

consistently emphasized throughout the interviews; counselling is the second most 

common response throughout the whole i n t e ~ e w  database. Sharing feelings c m  help 

with mental hedth problems, especially with the grief and depression anking from past 

loss and abuse. Deding with the pain, anger, fear, and over the losses and 

abuses of one's past are important mental health tasks in First Nations. The first step 

in heaiing is recognition of the pain and moving out of the numb state of denial into a 

stage of personal awareness and emotiond release. Cntimately people must move pst 

this stage of grief and anger and on to a stage of action in order to restore their health 

and the health of their families and comrnunities. 
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Specialized counselling services are needed- individual, sexud abuse, 

substance abuse, family violence, grief, and group counselling. Counselling is dso a 

part of the job for al1 different types of heaith and social s e ~ c e  workers-social 

workers, NNADAP workers, Awasis workers, CHR's, etc. Marrïage and family 

counseIlors are badly needed to help people repair damage to their famiIies. 

Counselling should be available in Cree, espedly  for the elderly, and cornseilors 

need to t&e time to listen and to be readily available when crises &se. 

TmaQient Pmgiams tu impmve Mentai Health 

It is important for people to have access to treatment and counselling services 

in their own community. It is also important to have access to outside specialist 

senrices (e-g.+ the Thompson General Hospital, Selkirk Mental Health Centre, 

counselling services either in or out of Winnipeg) for problems which overwheh local 

resources and for those people who prefer not to be treated by memben of their own 

community. The types of treatment programs suggested cover a full range of services: 

prevention prograrns, active treatment, and follow-up are.  Counselling is the primary 

fom of treatment suggested, but also mentioned are medications, hospital, 

psychiatrists, aicohol detoxification and alcohol treatment, and treatment prograrns for 

families. Follow-up in the community is required for the mentally il1 and the 

recovering substance abuser. In the community, there needs be a centre where mental 

health assessrnent and treatment, counselling services, and mental heaith information 



Karen McS wain 88 
- - -  - 

resources are available. Speciaiist clinics are needed for children with mental illness, 

adults with schizophrenia, and for abusive men. 

Impmvemeng to Cumnt System b Impmve Mentai Heaith 

Suggestions to improve current community health and social seMces fell into 

three categories: better networkùig w i t b  and between helping agencies: ïncreased 

fundiag and support of community based services; and access to mental heaith 

information for community heaith and social s e ~ c e  workers- 

There are a number of helping zigencies both within reserve communities and 

throughout the province mahg  it easy for people to pet lost in the shuffle. Sometimes 

needs may fa11 between the cracks, or the same senrice might be offered by two 

separate agencies, or there can be confusion if too rnany people are involved in 

helping one family or one person. There needs to be better communication and better 

networking between the various agencies involved in offering help to comrnunity 

members. Community health and social seMce worken want a better referrai system. 

For instance, Awasis needs to know if a mother is retuming to the community after 

treatment for depression and needs help caring for her children. The nursing station 

needs to know if there is a local healing circle which offers support to young women 

who have been abused. The local mental health worker needs know about the man 

who is feeling desperate and suicida1 in the face of criminal charges. Co-ordination 
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within and between helping agencies is stressed as a problem area: each agency needs 

to work together as a team; community agencies need to communicate and support 

each othefs work; ouiside agencies need to arrange with community agencies about 

follow-up plans; community agencies need good access to outside agencies for 

consuitation and referral; and the various levels of govemmeat need to cooperate with 

comrnunities in developing and maintaining services. 

There is a well recognized need for more commrmity-based senrices, for more 

workers/counsellors, and for increased funding for existing services. Community 

seMce agencies need stable funding, better facilities and equiprnent, and better 

maintenance of existing facilities. Uncertain year to year Funding, or the practise of 

Nnding pilot projects and then pulling funding once they get established, is fmtrating 

and disernpowering to local people trying to build helping senices in their community. 

Communities need to place trust in their own resources and the talents of their own 

people. Program development needs to happen from the grass-roots level. 

Local workers in al1 types of health and social service agencies need access to 

mental health consultations so they cm learn to recognize mental health problems, get 

suggestions on resources to clients, get advice on dealing with client problems, and 

play a role in planning discharge from outside treatrnent programs. L o d  health and 

social s e ~ c e  workers would like resource people (e-g., psychologist, mental health 

worker) to offer ski11 sharing workshops. A manual on mental health issues for health 
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and social seMces workea was suggested, as was comrnunity support for professional 

mental health training of local people. 

Community Actions in Impmve MenW Hedfh 

Community and political leadership are needed to develop strong self- 
I 

determinhg commuaities and community programs. Development of services should 

arise Frorn the grasroots, fiom the consensus of the cornmunity, and should develop 

the talents of community members. There needs to be a combination of western and 

Fint Nations approaches used in community based services. bbs ,  adequate housing, 

and resolution of the NFA would contribute to better mental health- Community 

attitudes about mental illness could be more accepting, and issues around sexual abuse 

could be dealt with more openly. Communities need to deal with the controversy over 

wet venus dry reserves; some people believe a d q ~  reserve would help resolve alcohol 

problems, while others disagree and point to the problems caused by bootleggers. 

Communities rely upon the mength of the family to support health and well-being. 

The family is the centre of caring and well-being. Communities aIso rely upon the 

strength of women. As one woman put it to in me in her interview, "if a woman 

stands up, the whole nation will get up too." Communities rely on the snength of 

women, but women also need support and çometimes protection in their community. 
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Family violence is considered a senous problem by First Nations. The 

Abonginal Circle (part of the Canadian Panel on Violence Against Women) quotes 

several sources to suggest the amount of violence taking place agaïnst First Nation 

women: fiom the W o n a i  F m  ily Violence A buse Study/Evduatton-"between 75 and 

90 percent of the women in some northem aboriginal communities are battered"; fiom 

Bmaking Free by the Ontario Native Women's Association-"eight out of 10 

Aboriginal women ... experience violence (and) of those women, 87 percent had been 

injured physically and 57 percent had been s e d l y  abused" (Canadian Panel on 

Violence Against Women, 1993 : 156). Whether these dreadful statistics accurately 

reflect the amount of violence against women or  not, the cycle of abuse and family 

violence are clearly considered important mental health problems in First Nations. 

Communities need to offer shelters for emergency safety of women and children, and 

problems of abuse must be recognized and dealt with by First Nations mental heaith 

workers. 

Women lost their place of equality and authonty within the traditional family, 

the clan, and the economy during the process of colonization. The loss of traditional 

systerns of equaiity for men and women is one of the major contributors to violence 

against woman and children (Canadian Panel on Violence Againa Women, 1993). 

Once again political action is necessary in order to bring about healing. Women are 

stmggling to have their voices heard and to regain places of power and Uifluence 

within their communities. (See Janet Silman, 1987 about the wornen of Tobique fight 
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for their rights and contribute to the reïnstatement of Aboriginal women's rights in Bi11 

C-3 1 ,) A retum to equality and the strength of First Nation women is needed to hed 

and rebuild the nations. 

Outstanding in the data is an emphasis upon cornmuaity support programs 

which help to care for al1 the members of the community-alcohol recovery support 

(AA, Al-Anon), child care, teen &op-ins, foster care, fmily  support, elder care, 

persona growth workshops. Two specific types of persona1 growth groups were 

mentioned several times: b e r  Child Workshops and Fiying on Your Own. Families 

with mentally il1 members need supports in the community. Group homes for the 

chronic mentally il1 are one means of easing the strain on families and helping the il1 

gain greater independence. Two other types of community support programs 

mentioned-crisis prograrns and recreaîion-are important enough to be highlighted 

sep arately . 

Cnsis P i o g m  ta bpmve Mental Healb 

Services which deal directly with the management of personal crises (in 

particular suicide) are needed. Communities have tried to meet this need by 

developing community crisis cornmittees and crisis phone lines (sometimes m by 
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volunteers from their homes). This is an area for resources to be applied immediately. 

A crisis centre, a crisis line, and a community cnsis cornmittee are recommended in 

the i n t e ~ e w s .  Crisis shelters for abused women are aiso an important resource as 

discussed above. 

Recreation helps to develop and maintain good mental health in the 

comrnunity. The importance of recreation to mental hedth is pointed out in the Indim 

Mentd Health Research Fonnuhtz-on final Repon; 77% of the 57 Manitoba reserves 

surveyed stated that lack recreation contributes to mental heaith problems (First 

Nations Confederacy, Brotherhood of Indian Nations, and Manitoba Keewatinowi 

Okimakanak, 1985: 10- 1 1). "Recreation is not seen as merely 'playing pames' for 

amusement but as activities which build individual confidence and community 

strength" (First Nations Confederacy, Brotherhood of tndian Nations, and Manitoba 

Keewatinowi Okimakanak, 1985: II).  Recreation is a means of maintainhg good 

health and preventing mental hedth problems. With ouaageously high unemployment 

rates, communities need to supply positive, purposeful activities for their members. 

Among the suggestions are recreation prograrns aimed at special groups (teenagers, 

children, the ill, the handicapped), and also recreation aimed at bringing the whole 

comm unity together (feasts, festivals). 
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Petsonai Actions to Impmve Mental H e m  

hdividuals can (and mut) act on their own behalf to improve or maintain their 

mentai heaith. 1 have already noted under the heading of counselling that dealing 

with feelings, with mernories, and with Ioss is important to sood mentd health. It is 

also important to forgive for younelf and to forgive others in order move on in 

healing. Perhaps the bottom line for good heaIth is self-carïng. We ail need to care 

about who we are (good self-esieem), and take good care of ourselves (self-care). 

People suggested many tools for taking good care of yourself, such as hope, humour, 

love, exercise, relaxation, socializing, and of course, sobriety. Self-awareness is 

necessary to self-caring and to self-heding; coming to terms with your past and with 

your identity is part of the healing path for First Nations. 

There is an emphasis throughout the data upon the importance of self-reliance 

and self-responsibility (no one can change your life but you), but there is also an 

emphasis on healing as a community responsibility. Heaiing is both a personal and a 

social process. Personal healing cannot take place without social supports, and 

community healing cannot occur without the actions of individuals. When an 

individual starts to heal, the cornmunity starts to heal, md as the cornmunity starts to 

heal more individuals will start to heal, and so forth in a holistic, intercomected 

process. 
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An analysis of responses to the question "what would help your community 

have better mental health" suggests mental health seMces developïng in these 

communities have distinct characteristics. These characteristics may hold true to 

varying degrees in other First Nations. Overall, it is safe to say that First Nations 

mental health care systems tend to be holistic, pluralistic, and focus not only upon 

providing treabnent options but d so  focus heavily upon education, and community 

development. Mental health care wiil likely be holistic, inciuding the spintual nature 

of healinp not only of individuals but of the whole community. Mental health care 

will be pluralist in that it wiU be a combination of western helpinghealing models and 

native traditional helpinghealing models, and will dso combine locally developed and 

based resources workinp with outside expertise. These characteritics of First Nations 

community mental health help to detemine the training and skills needed by mental 

health workers. 
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Chapter Eleven: 
WHAT TRAINING AND SKIUS ARE NEEDED TO 
aELP PEOPLE WITH MENTAL HEALTH 
PROBLEMS? 

This is the core question of the research. 1 asked people what skiils and 

training they used in their current role in order to help people with problems that 

might involve mental beaith. 1 asked people what other skills and training they wouid 

like to develop in order to better help people with mental health issues, and 1 asked 

people what skills and training they felt a mental health worker would need in their 

community. Also included in this section are suggestions given on existing training 

programs. As rvell, people volunteered the personal characteristics of a good helper 

but 1 have included these in the next chapter. The numbers accompanying the 

responses represent how many people gave that response at least once in their 

interview- The numbers within a grouping cannot be meaningfully added together. 

table next page 
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Tabie 7 Tiaining and Skiils for Menîal Health Workcis 

- Specific types of counselling 
- Skills of effective counselling 

- process skills 
- commmication skills 
- therapeutic relationship 

Writine; and Agencv Skilts 

Community Development Skills 

Mental Health Theorv and 
Practise 

- Psychiatry/psychology 
- Farnily 
- Abuse 
- Addictions 
- Child psychology 
- Crisis intervention 
- Runniog client prograrns 
- Suicide 
- Other 

Public Education S kills 
--- - 

S~irituaI and Traditional Training 

- Religious training 
- Native spiritual training 
- Traditionai practises 

Counselling is overwhelrningiy the predominant mode1 for helping people to 

deal with their problems. Counselling skills are the moa frequently cited ttaining 

need. While a wide range of jobs require basic counselling skills, cornmunities also 

need people trained in specialized areas of counselling (e-g., sexual abuse counselling 

or substance abuse). Table 8 includes the suggested types of counselling, while Table 

9 groups basic counselling skills into three categories: process skills; communication 

skills: and therapeutic relationship skills. 
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The cowwlling approach of Fint Nations helping pmfessionals has 

characteristic features. For instance, First Nations counsellors may tend to be more 

non-directive, make use of penonai story (personal experience), make therapeutic use 

of humour, emphasize self-knowledge (including culturaYpolitical identity), value 

flexible availability (Le., 24 hour availability). incorporate nature a d o r  native 

traditional teachings, and have less of a hierarchical structure between counsellor and 

client because of their common experience, problems, and goals as First Nations 

people. One man pointed out that the values of respect, caring. unconditional 

acceptance and listening are 'traditionai' values which c m  be w d  in the helping 

relationship. Another declared "the only gifi 1 have is my own journey and the only 

thing 1 have to give is my own story." These two statements describe the approach of 

many with whom I spoke. A study of the particular characteristics of counselling 

within First Nations would be an interesting area for future research; such a statement 

could help First Nations counsellors to be more confident in the value of their unique . 
skills and approaches. 

Specific Types of Counselling 

There are many counselling skills which are necessary and useful to any type 

of counselling situation but there are also specialized counselling techniques and 

approaches for deding with specific types of problems. No one person couid be 

trained in ail of these types of counselling but workers in specific areas will require 
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some of these skills dependhg upon their job. (NNADAP workers need specialized 

substance a b w  counselling training; Awasis workea may need training in counselling 

a b w d  children, or in counselling teenagers). Communities need access to speaalized 

counselling either through local specialists, visiting professionals, consultation, or 

referral. Each community will decide on its own prionties for specialized counselling 

services, but this study indicates a high need for marriage/family counselling and 

counselling for people who have experienced abuse. 

TaMe 8 Specific Types of CounseWg 

- General counselling skills (30) 
- Counselling, group skills (2) 

- Counselling, mamage (20) 
- CounseIling, family (7) 

- CounseIIing, abuse (8) 
C 

- Counselling, abuse of children (2) 
- Counselling, sexual abuse (2) 
- Counselling, rape (2) 
- Counselling, child abusers (2) 
- Counselling, famiIy violence 

- Counseiling, suicide(4) 
- Counselling in a suicide crisis (2) 

- - - - - - - 

- Counselling, alcohol abuse (3) 
- Co unselling, solvent abuse 

- -  - 

- Counselling, crisis (3) 

- CounseIling youth (2) 
- Counselling teens 
- CounseIling children 
- Counselling kids widi puppets 

- CounseIling, grief (2) 

- Counselling dieory 
- Counselling, professional training 
- Counselling training for nursing 

station nurses 
- Counselling, psychological 

- Cowelling for Elders 
- Counselling in Cree 
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It is ptobably safe to Say that al1 health and social senrice workers need some 

basic CO unsellïng skill s (e-g., active listening, being non-judgementai). Individual 

worken and the various types of helping agencies need to assess their own strengths, 

interests, job demands, and therefore, their own needs for counselling training. The 

skills required for safe, effective counselling can be divided into three groups: process 

skills, communication skills, and therapeutic relationship skills (see Table 9). People 

identified the various types of process skills which are required in counselling; these 

are üisks to be accomplished either in a counselling session or associated with the job 

of counselling (assessing problems and strengths, exploring options, problern solving, 

client follow-up, advocating for clients). Communications skills are, of course, 

essential to counselling. Many good communication slùlls appear to corne nanirally: 

we aren't even aware of them. But everyone c m  improve their skills through 

midying communication techniques, through s u p e ~ s e d  practise and feedback, and 

through ongoing support in avoidiog the emotiond pitfalls of counselling. 

table next page 
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TaMe 9 Componenb Skiiis of Effective Couaselling 

- Assessment skilIs (9) 
- Exploring options (6) 
- Problem solving (5) 
- Follow up (5) 
- Advocate (3) 
- Coordinate resources for 

clients (3) 
- Case management 

skilis(3) 
- Planning skills (2) 
- Evaluation of 

treatment (2) 
- Problem identification 
- Assessment in the home 

skills 
- Advising 
- Assessing emotional 

incongruence 
- Designing treatment 

P [an 
- Focussing on strengths 

Communication ShXs 

- Communication skills 
( 12) 

- Listening skills (12) 
- Non-verbal 

communication skills (6) 
- Interviewing skills (5) 
- Talking it out (4) 
- Knowing what blocks 

communication 
- Reading body language 
- Summarization 
- Clarification 
- Confionting others 
- Feelings, draw out 
- Giving feedback 

- Dealing with own 
aager, pain & feelings 
in counselling (7) 

- Interpersonal skills (7) 
- Confidentiality (7) 
- Building trust (4) 
- Set limits, maintain 

boundaries (4) 
- Avoidiag dependency in 

relationship (2) 
- Non-judgementd (2) 
- Empathy (2) 
- Giving support 
- Sharing of seIf 
- Dealing with 

manipulation 
- Neutra1 but caring 
- How to Say no 
- Empower clients 

Counselling is a human relationship and there are tips and techniques which 

help a counsellor develop and maintain a healthy, therapeutic relationship with the 

client. A therapeutic relationship is one in which the client is able to make 

improvements in their life as  a resuit of the relationship. There are two major danger 

areas to avoid in the counselling relationship-dependency and transference. A 

counsellor is responsible for fostenng the independence of people they counsel; 

dependency on a counsellor is not healthy in the long m. There must be a balance 
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between building a tntsting, supportive counselling relationship, and maintaining the 

autonomy and independence of the client One of the concems raised in the 

interviews is how can counsellors maintain a heathy separatïon between their issues 

and the issues of their client, and espeeidly, how can counsellors deal with their own 

emotions which are aroused during counselling (anger, pain, grief, fear). These are 

transference issues. Many of the community worken have had to deal with similar 

issues a s  their clients either in themselves, in family members, or in the community at 

large. For example, if an older male addictions counsellor is working with a young 

woman wtio was abused by her father, many of the issues and feelings the woman has 

about her father may be transferred to the counsellor and cm therefore have a great 

effect on the counselling relationship. The skills of setting and maintaining 

boundan-es, and deaiing with the emotions and issues aroused in comselling are 

particularly valuable in avoiding burn-out problems. These skills can be taught. 

Although there is a large body of knowledge within counselling theory on transference 

and dependency issues, this knowledge has been formed within a western cultural 

framework. It is important that First Nations counsellon identify (i-e., construct 

theory) and share ideas (i-e., publish) about these issues within a First Nations 

fiamework. 
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Mental Heaitb Theory and Piactise 

I have grouped here the skills (besides couaselling slulls as above) which are 

directly related to mental health as a specialty. These are required skills for any mental 

health worker. A mental health worker needs to be aware of the prïmary psychiatic 

diagnoses and the current types of treatment offered by mainstream mental heaith 

services- Mental heaith workers need to be aware of the effects and side-effects of 

medications prescribed for mental health problems. A mental health worker needs 

experience in conductinp psychiatic assessments, writing refepals, and in counselling 

patients and families about mental illness. Most importantly, a mental health worker 

must have a thorough knowledge of al1 the sources of help available, especially local 

community resources. Mental health workers also need skills and knowledge in the 

areas of  family problems, abuse, addictions, child psychology, crisis intervention, 

suicide, and m i n g  client life skills programs; these areas are covered to varying 

degees in mental health training programs (e-g, psychïatric nuning) but are oHen 

gained more through experience, individual study, and educational upgrading and 

workshops. There is a great deai to be gained by different types of helping 

professionals sharing their skills and knowledge with each other. 
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Table 10 Mentai Heaith Theocy anà Pnr(ise 

Psychiatry 
- Mental heaith education 

& training(l9) 
- Psychoiogy principles 

(3 
- Medications used in 

pwchiatry (2) 
- Psychiatrie practises 

(diagnosis, medications, 
treatments) 

- Assessrnent of 
psy chologi cal profiles 

- People with mental 
ilInesses 

- Mental hedth training 
for nursing 
station nurses 

- Mental retardation 
- Understanding 

provincial mental 
health system 

- Assessing resources for 
clients 

Suicide 
- Suicide cnsis 

intervention (8) 
- Suicide prevention (6) 
- Suicide, assessrnent (5) 

I Addictions 
- Addiction education 

dcohol, drugs, & 

Client ~ r o m s  
- Anger management (5) 
- Budgethg skills (4) 
- Parenting skiils (3) 
- Stress management (3) 
- Life skills (2) 
- Assertiveness training 

(2) 
- HeaIthy coping skiIls 

(2)  
- Self-help and self-care 

skills (2) 
- Basic heaith education 
- Confiict management 
- Decision making skills 
- Anxiety reduction 
- Problem-solving 

Abuse 
- Sexual abuse issues (3) 
- Signs of child abuse 
- Assessrnent of abuse 
- Dealing with emotional 

abuse cases 

Crisis Intervention 
- Crisis theory (2) 
- Crisis intervention skills 
- Deaiing with violence 

Child Psvchology 
- Child development (4) 
- Child psychology 
- Play therapy 

Family 
- Family dynamics(2) 
- Family mediation 
- Family teaching 
- Support to families 
- Violence in the family 
- Family systems theory 

Other 
- Role playing, for 

therapy and training (2) 
- Mental health in cross- 

cultural setting 
- Supervising group 

homes 
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WritUig Ski* aml Agency S W  

People are clear that they want to iimprove their writing skills because many 

writing tasks are essential to their jobs. A mental health worker (or any agency 

worker for that matter) m u t  be able to keep records, &te reports and make written 

referrals. Since many First Nations commmity services are actively developing, it is 

important for worken to have good writing skills in order to write proposais, training 

manuals, and public education material. First Nations community seMces require 

people with management skills, administrative skills, and especially, skills to build 

networks between the various comrnunity agencies. 

Table 11 Writllig and Agency S W s  

Writing skills 

- Writing skitls (13) 
- Making written referrals (12) 
- W riting training manuals 
- Report writing 
- Pamphlet writing 
- Proposa1 writing 
- Wnting job protocols (Le., required 

skills for various jobs) 

- Networking with other workers & 
agencies ( 1 0) 

- Management skills (5) 
- Knowledge of policy & procedure (4) 
- Administration skills (4) 
- Dealing with buniout (3) 
- S u p e ~ s i n g  other workers (2) 
- Organizational skills (2) 
- Research skills (2) 
- Reading skills 
- Team building skills 
- Knowledge of government Iaws & 

policies 
- Knowledge of child welfare act 
- Mediation skills 
- Cornputer skills 
- Conciliation skills 
- Accountability case management 
- Court testïmony training 
- Education resource management 
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Along with counselling and development of community resources, public 

education is an important characteristic of a First Nations' approach to mental health 

services. Public education is important because of the emphasis or* prevention, on 

holistic healing of the community, and on community development These are 

practical skills which are needed by a wide range of community health and social 

service workers including mental health workea. 

Table 12 Public Eâucation SkiUs 

- public education skills (14) 
- planning & running workshops (9) 
- TV/radio production (9) 
- ski11 sharing training with CO-workers (5) 
- public speaking (3) 
- planning & runninp conferences (2) 
- advertizing/promotion skills (2) 
- presentation skills 
- educational program design 

Many of the solutions to mental health problems suggested cal1 for 

development of the community in generai (jobs, self-government) and specifically for 

the development of local mental health resources. Community program development 

is done at the grassroots levei utilizing the talents and expertise in the community, and 

meeting needs as defined by the community; it is, in part, a political process which 



Karen McS wain 107 

explains why politics and leadership are mentioaed as means of improviq community 

mental health. Public education skills, writing skills and the various agencies skills 

already mentioned are needed for dynamic, successfûi community p r o p m  

development I grouped together other responses on training needs of mental hedth 

workers which would help them to work within a First Nations community 

development rnodel. 

- Providing consultation and support to other workers 
- Community healing skills 
- Community awareness program skills 
- Vision (building community vision) 
- Goal planning at community & program Level 
- Grassroots development of job descriptions 
- Lobbying skills 
- Awareness of local politics 
- Program development skills 
- Understanding First Nations' self-determination politics 

Spintuai and Traditional Tnining 

Spin'tuaiity is fundamentai to healing if healing is taken to mean a return to 

balance and wholeness. One of the most distinguishing features of the modem 

western world is the separation of spirituaiity from science and fiom the state. 

Medicine, social work, psychology, etc. are considered to be separate from issues of 

spirituality. Spirituaiity has corne to be narrowiy defined and sectioned off into the 

private domain of religion. One of the men i n t e ~ e w e d  suggested a concept which I 
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find useful in understanding the pervasiveness of spirituality in Fim Nations. He said 

that what 1 (as a University trained social scientist) d e h e  as social, he wodd define as 

spiritual. He suggested that what 1 mi& cal1 social structures and socid mechanisms, 

are inherently spirituai in that they are processes of cormeaion or the means by which 

human groups maintain balance within al1 of Creation. 

Aboriginal medicine is more than the specific plants and praaises aimed at 

curing heaith pmblems. Aitken and Haller describe 'medicine' as that which has the 

power to bring about change ((1990:34). Medicine' is, perhaps, the dynamic force of 

Creation. Aboriginal medicine is the practise of understanding and using that force. 

John OWeil makes the point (in the Royal Commission on Aboriginal Peoples report 

on health and social issues) that traditional medicine is a way of life fundamental to 

cultural practises, and that "(i)t is more likely that various levels of Aboriginal 

govemment will be regulated by the authonty structure of traditional medicine" than 

Abonginal political structures regulating traditional medicine (O'Neil, 1993 :3 8). 

O'Neil further states that "it is in the context of traditional medicine that issues of self- 

government, socio-economic development and environmentai protection are best 

integrated with community health development for most Aboriginal comrnunities" 

(1 993:27-45). 
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Spirituality is fundamental to healing UidÏviduals and communities. There is no 

clear consensus on which is the best spiritual path to follow. Without getting into the 

value or vime of these paths I have divided spiritual skills into three groups: religion, 

native spirïtwiism, and the native traditional practises which might be acceptable to 

Types of Tipioiag hgiains 

Native Traditiond 
Practises 

- Heaiing circles (5) 
- Traditiond d u e s  & 

teachings (3) 
- Guidance by Elders (2) 
- Community camping 

trips (teaching iand 
based skills) (2) 

- Youth camps (teaching 
land based skiils) 

- Using the land as a 
teacher 

Native Spintualism 

- Native spintual training 
(4) 

- Fasting (2) 
- Sweat lodges (2) 

~~~~~~ 

Religious Education 

- Bible training (3) 
- Chtistian education 

Some people suggested specific training and educational programs for First 

Nations mental health workers, but there is an overall emphasis throughout the 

i n t e ~ e w s  on the combined use of speciaiized training and supervision, with locally 
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deveioped expertise using elements of native traditional practises. First Nations mental 

health workers might receive training in established, indtutionalized programs (such 

as nursing), but First Nations may won develop Uistitutiooalized expertise and certified 

training progams particular to First Nations heaith issues. 

TaMe 15 Types of Tcaining Piiogirnrs 

S~ecialized Training P r o m s  

- Social work degree (4) 
- Nursing (2) 
- Psychiatrie nursing 
- Training supervised by professional 

organization (maintaining universal 
standards) 

- Certification 
- Professional training 
- Socioiogy 
- Specidized training for particular jobs 

Combination of Apmoaches 

- On the job training (5) 
- Combination of western and 

native traditional teaching 
approaches (4) 

- Combination of on the job and 
professional training 

- Workshops in community for ongoing 
training (2) 

- Skill sharing workshops among 
community workers 

- Community training of volunteer 
counsel Iors 

- Experience based leaming (on the job) 
- 'Inner Child' workshops 
- Operational manuals on the job 
- Better selection process for 

community workers 
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Chapter Twelve: 
WHAT ARE THE IMPORTANT ATTRIBUTES OF A 
GOOD HELPER? 

1 asked people directly what makes a person a good helper. People responded 

with some attributes of a good helper in response to other questions. 1 grouped ail of 

these responses together into a List of aitributes and 1 noted the major categorÏes: self- 

healing, caring, personal experience as or with First Nations, and other. 

Table 16 Cbamcferistics of a Good Helper 

Self-healing* self-recovery, and self-awareness are necessary to helping others. 

There is a quote in Chmging the Landscape: Ending Violence - A chieving Equality 

which expresses this idea well: "(h)ow far healers go in their own healing is exactly 

how far they can take their own people" (Supemualt, 1993 : 6-7, quoted by Canadian 

Panel on Violence Against Women, 1993:lSZ). Lu order to be an effective helper, a 

person rnust be well-balanced, continue to work on their own healing, and understand 

and manage their own emotions. Being able to manage the difficult job of being a 
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helper demands good self-esteem, self-confidence, courage, assertiveness, maturity, 

responsibility, and honesty h o u  can't be honest with others if you are not honest with 

yourself). 

A good helper is someone who has gone through some of the same problems 

as the people they try to help; someone who has walked the same road to recovev. 

For instance, many people believe substance abuse workea need to have recovered 

from substance abuse problems themselves. Persona1 experience with recovery and 

healing is a key element in the helping relationship. Some of workers 1 spoke with 

(generally older people) discussed how they use their own nory as a tool in the 

helping process. This is significantly different than what would be expected fiom, for 

exarnple, a nurse on a psychiatrie ward where telling one's own story is considered 

inappropriate. 

Another important characteristic of a good helper is caring. Caring is a 

difficult term to define; it is comected to other important attributes of a good helper- 

respect for the dignity of othen, non-judgement, acceptance, and love. Caring 

involves respectfil, non-judgemental attention (listening to and accepting othen for 

who they are), combined with a concem for other's welfare. This 'caring' in the 

helping relationship may be similar to a fundamental principle of the psychological 

counselling relationship known as 'unconditional positive regard.' Caring, as 

fundamental to helping and healing, is sometimes overlooked in training helping 
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professionals because it is so subjective; nevertheless it is an essential ingredient in the 

helping relationship. Other words used to describe a good helper as caring include: a 

good listener, patient, understanding, empathetic, comrnitted, tolerant, wann, 

supportive. Some people have a 'nanûal helping personality.' You canot teach 

someone to be carïng but you can teach techniques for active listening, remainùig 

neutrd, suspendkg judgement, being supportive while fostering independence, and for 

keeping a heaithy balance between caring for others and maintaining your own sanity. 

Helping agencies can structure the work environment to promote prïnciples of carïng, 

or in reverse, agencies can set up conditions which make it hard for helpers to be 

caring. 

Connected to caring is ready availability. Particularly for the older helpers, 

being available on a twenty-four hour a day basis is expected in the helper role. 

Helping is being there when people need you; crises and readiness for help cannot be 

boxed into a nine-to-five, five-days-a-week, by-appointment-only job. This type of 

availability is different from mainsiream, professional models of helping. Expectations 

for availability require speciai staffing arrangements and present problems for helpers 

if they work &in an office, by appointment-only model. If First Nations use an 

off~ce, by-appointment-only model for services, they may find it in conflict with 

community expectations. Ready availability needs to be considered when designing 

mental health s e ~ c e s ,  and when training workers to cope with the problems it can 

cause such as lack of pnvacy and conflict of interest with family members. In small 
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communities, the role of a helper easily spills into everyday life-at the store, in îhe 

bar, with extended family members-and can add to stress and pressure on the helper. 

It is important for helpers to not only be aware of F i m  Nations' c d ~ e  and 

history, but to be part of First Nations hopes and visions for the fbture too. Helpers 

need to speak Cree in order help those who don't speak English, and also to help 

revive the use of Cree and pride in one's identity as Cree. Community helpers need to 

understand something of the politics of self-determination and revival of cultural 

identity. First Nations people want jurïsdiction over their own health care and they 

want mernbers of their own communities providing health care in ways which reflect 

their own beliefs and values. 

Spirihial faith is mentioned as an important attribute of a good helper; this 

includes faith in the Creator or God but also training in traditional Fim Nations 

values. Heaiinp is a matter of the hem or the spirit so that these skills are 

foundational. Having a good sense of humour is mentioned as important to a helper. 

Humour should not be overlooked as  a therapeutic tool. A First Nations helper also 

needs common sense, flexibility, perseverance, energy, hope, diligence and the ability 

to take risks. 



Karen McS wain 115 

Chapter Thirteen: 
WHAT SUPPORT DO YOU NEED TO BE A HELPER? 

In order for helpers to do their job they need support No matter how good 

someone is at their job they will bum out quickly without the proper supports. In the 

high intensity field of helping professions in gecierai and in First Nations helping 

professions in particulas, burnout is a big problem. Because of concems expressed to 

me by people in the research communities, 1 specifically asked what supports helpers 

need to combat burnout. The responses are grouped into the following categories. 

- Networking & Teamwork 
- Counselling 
- Training & Ongoing Education 

Personal Su~ports 

- Family & Friends 

Networking and cooperation between community agencies is a major support to 

health and social service worken. A tearn atmosphere where people problem solve 

together and interact harmoniously is needed to counteract stresshl work. It is also 

suggested that counselling services, employee assistance programs and support for the 
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individuai worker's own healing process is needed in the stressfiil fieId of helping 

people. Community workers or members of their own families often have faced some 

of the sarne problems as their clients. Certainly issues around addiction, abuse, and 

grief touch al1 members of the community. Worken need support to address their own 

issues of heaiing and to be aware of the emotional impact upon themselves of the 

emotionally laden content of their work with clients. Workers need some flexibility 

and support in the workplace, for instance: stress leaves, stress management inservices, 

and employee counselling. This is an area where supervision and consultation with 

professional trained mental health workers, such as a psychologist, is helpful. 

Tiaining and Oagoing Education 

Adequate and appropriate training is required or else staf f  wil1 be under a great 

deal of stress. Cornmunities could support the professional training (e-g., psychology, 

psychiatrie nursing, social work) of its own memben in order to increase the level of 

expertise within the community. Often, workers are placed in demanding jobs with 

little or no training and direction- This can be extremely stressfuI. 1 spoke with many 

staff who were doing wonderfd work in jobs many highly trained professionals could 

not handle: they are innovating and creating an expertise that is not available in urban 

universities. But support, recognition, feedback, and supervision may be hard to corne 

by in relatively small communities. Supe~sion,  consultation, and ongoing training 

are necessary to combat burnout on the job- 
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Some are overwhelmed by the size o f  the healing task in their communities and 

feel that there need to be more workers hired in the health and social service field- 

More workers would help, but so would oagoing mental heaith training for dl types of 

workers and volunteers within the system to spread the load out among more 

commwty members. It is also thought that as the communities themselves heal, more 

people will have the energy for helping other, and at some point healing will start to 

snowbail. 

People dso suggested a number of personal strategies to prevent burnout. 

These cover a range of ~e l~recovery  and self-care activities (such as, recreation, 

sports, religion, support from family and friends), as well as having commitment to 

your work and leaming to set boundaries between work and personal life. At the top 

of the list is the having the understanding and support of family and fiîends. 
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Chapter Fou-en: 
SUMMARY AND RESEARCH CONCLUSIONS 

Stioag Communities - Good tlealth 

Mental health care needs in First Nations have been largely unmet Traditional 

Fi rst Nations social practises for aiding individuals to develop heal thy self-images and 

positive coping skills, and social structures for dealing with community problems have 

been weakened or destroyed through the process of colonization. First Nations 

communities have had medical, social setvice, and in particular psychiatrie needs met 

(or not met as the case may be) through mainstream Canadian institutions which are 

culturally different and often dificult to access. First Nations believe that the only 

way to solve the problems in their communities is through having the jurisdiction and 

the resources to take responsibility for their own healing. Strong, functioning 

communties support individual mental health; positive cultural identity is essential to 

individual mental health, Self-determination for communities and for individuals is 

not only just, but is necessary to healthy sumival. Political self-detennination, 

jurisdiction over their own comrnimity social systems (such as  health care), and the 

reclaiming of a positive cultural identity are essential ingredients of First Nations 

mental health services, and therefore are important in understanding the training needs 

of mental health workers within those systems. 
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MenCiI Health as Balance a d  Weil-being 

Mental heaith is understood within the holistic fiamework of the medicine 

wheel. For the most part, health is vïewed as a baiance and harmony of al1 the aspects 

of the medicine wheel (physical, mental, emotionai and spiritual), but it is also 

recognized that disorder cm show itself in any one of the aspects, for instance, as 

physical or mental disease. There are two ways of looking at mental health: a 

wellness (holistic) model; and a disease (dualist medical) model. Both views cm be 

heId as m e  by the same individual and, in particdar, within the same community. 

The three First Nations communities of this research project recognize and are 

concemed about mental diseases (such as schimphrenia) and specific mentai health 

problems (such as suicide, depression, anxiety), but place the highest priority upon 

healing and rebalancing the wellness of their communities as a whole. 

Loss and Grief as Mentai Hedtti PtoMems 

The pnority mental health concerns of First Nations are: substance abuse; 

reactive depression; anxiety; and suicide. n ie  problems of domestic and social 

violence, and family and marriage bteakdown are also considered serious mental health 

problems. The problems of depression, anxiety and suicide stem from feelings of 

hopelessness and powerlessness over the difficult socio-economic conditions of their 

comrnunities and their lives; unemployment, poverty, and the shortage of housing 
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contribute to these mental health problems. Accumulated grief over the massive losses 

suffered by Fim Nations (persona1 and collective) is also a major cause of mental 

health problems. The cycle of abuse started by the colonial process, (typified by the 

residentid school system), is considered a primary cause of mental health problems. 

Abuse and substance abuse are the result of social, economic and political probIems 

but they also perpetuate those same social problems. In fact, on the whole, the 

political, economic and cultural destruction of First Nations is held responsible for 

most of the mental health problems, as well as for the limited healing resources 

available to cornmunities to resolve those problems. Even chronic disorders which are 

likely to have organic ongins (such as schizophrenia, mental retardation, and 

Alzheimer's) are extremely difficult for cornmunties to deal with without the proper 

resources, 

Tmatment, Education and Commuaity Develo pment 

In "Breaking the Silence" (a study of residential school impact and healing), it 

is aated tbat healing must include treatment, education and rebuilding (Assembly of 

First W o n s ,  I994:147). These three foundations to healing are also reflected in the 

three main suggestions for mental hedth services made in the research interviews: 

access to treatment options; public education; and community developrnent. First 

Nations must have access to treatment for mental health problerns (e-g., psychotic 

cnsis, aicoholism, or post-traumatic mess folIowing a rape). Counselling, psychiatrïc 
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assessment, crisis intervention, and suicÏde counselling m m  be readily available. 

There must be access to treatment within the community and access to treatment 

resources from outside of the community. Each First Nation needs a central place for 

mental heaith information and counselling within its community. Each community 

should offer the option of treatment with traditional healers andor treatment through 

mainstream heaîth and social services. 

Public education will play an important role, including: teaching mental health 

awareness to the general public and to health and social service workers; teaching life 

skills, coping skills, and personal growth progams to general public; teaching 

counselling, assessment, referrai and other mentai health reiated skills to health and 

social seMce workers; and ongoing professional development of local mental health 

workers. 

Community development will play a big role in mental health progrmming 

because of the tendency toward a holistic focus and because of the push to rebuild 

strong, self-suficient communities. Mental health will be improved through increasing 

job opportunities, developing recreation, improving educational opportunities, and 

soIving the housing shortage. In some communities, a focussed 'community healing' 

approach will be followed, but in ail communities the focus will be on the 

development of local programs and resources, networking of existing community 

resources, the use of native traditional teachings and pranices, the revival of 'a positive 
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cultural identity, and the political process of establishing jurisdiction over their own 

resources. 

Community development applies to developing supports for meeting the needs 

of al1 members of the community in order to foster good mental health; these include a 

range of supportive senices: community feastç, day care, elder care, youth recreation. 

ùidividuais with mental illness (especiaily chronic, debilitating illnesses like 

schimphrenia) and their families need supports in the community too. Community 

supports for the mentally il1 include: group homes (sheltered housing where people c m  

have some measure of independence), day activity centres, and support groups for 

families. The most powerful aids for families coping with mental illness are 

information about the illness and the mental health care system, and support from 

others who understand. 

Community development also has broader conaotations. It implies cooperative 

community action toward shared goals. Each commwiity will develop its own 

approach to mental health s e ~ c e s .  This will involve Chief and Council getting a 

mandate fiom the community and making policy decisions based upon that mandate. 

It will also involve individuals at a grass-roots level having support to develop 

innovations which suit the resources and the needs of the community. The system will 

need political will and leadership, it will need local mental health worker(s), and it 

will require connections to the provincial mental health care system. 
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Shaiing (be Lumey - Fimt Nations Helpem 

The attributes of a good helper highlighted in the research interviews are: self- 

healing/seif-awareness, caring, and Fust Nations experience. Other characteristics and 

skills that are suggested throughout the i n t e ~ e w s  include: using one's own story, 

drawing fiom one's own experience as a therapeutic tool; ready availability to clients 

according to their needs; using Cree teachings, values, beliefs and in some cases 

spintual practises; and the therapeutic use of humour 

One of the threads m n i n g  through the interviews is the need for self- 

knowledge and building a positive seKimage in order to heai; this includes, to a large 

degree, learning about and taking pride in oneself as a First Nations person. It is 

important to reclaim a positive cultural identity. Through the processes of colonization 

and assimilation, the First Nations cultural identity was disallowed and degraded, and 

First Nations were exposed to negative, racist stereotypes about their identity. 

According to Emma D. LaRocque, "@)ne of the many coasequences of racism is that, 

over time, racial stereotypes and societal rejection may be internalized by the 

colonized group" (1993:74). An essentid part of de-coIonization of First Nations 

communities is de-colonization of the 'self.' A positive personal and cultural identity 

is necessaiy in order for people to care for and care about themselves, their families, 

and their communities. 
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A mental heaith worker within a First Nation must have gone through, and 

continue wîth, their own process of healuig. Hedîng withui First Nations is both an 

individual and a community process. As one individual heals this begins the healing 

of the communïty, and as the community begins to heal more and more individuals 

will be Sec t ed  and begh their own heiiiing as well. One man explained to me that it 

is not enough to just quit drinking or abusing drugs. He alluded to something much 

deeper and dl-encompassing. Healing involves the whole person and the whole of 

their life. Healinp is a spiritual joumey. In order to help others begin their healing, 

it is important have begun healing oneself. In order to continue to work in the 

emotionally demanding field of human s e ~ c e s ,  it is important to continue to be self- 

aware and working on one's own issues. Helping, in this model, is not just about 

applying techniques or prescribing advice leanied in a classroorn, A community 

mental hedth program must numire the healing of iîs workers as well as its clients. 

Caring is a persoaai characteristic which is considered fundamental to helping 

others. Caring is part of an attitude of respect whîch m m  permeate the enhre 

workplace. Many of those i n t e ~ e w e d  feel it is important to be available when people 

need help; people do not plan their crises to suit office hours. Being available when 

needed is pan of caring and having respect for individuals. The flexibility to be 

readily available needs to be built into the mentai health care system or workers will 

be put in positions of great strain. Caring is non-judgemental attention and acceptance 
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for die individuality of others. Carïng and respect are the principles underlying Fint 

Nations mental health care, 

It is important for helpen to draw nom their own experience and to be 

comected to the heding journey of the community; this means that a local person, 

who speaks the local language and understands the local culture and community will 

most likely have the right experience for the job. Helpers m u t  not only understand 

the problems of the First Nation but must also understand the strengths and the vision 

of the comrnunity. 

Nuituring the Rame - Supporthg Fint Nations Helpem 

Burnout is a serious concem for Fim Nations helpen. To help fight bumout, 

workers need support where they work and within their families. Helping agencies 

need adequate resources, manpower, and training, and active cooperation between 

agencies. Networking, teamwork, inter-agency communication and coordination are 

stressed as important to the work of health and social seMce workea and community 

volunteea. Ongoing supportive counselling supe~s ion ,  and in-service training are 

essential. No counsellor can work alone- Counsellors can suffer stress reactions 

themselves from counselling people with multiple losses and abuses, and from coping 

repeatedly with crisis situations. Judith Lewis Herman, in her discussion on post- 

traumatic stress counsellors, says that therapists require ongoing support to deal with 
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"vicarious traumatization" (hearing nones of trauma €rom othen) which can produce 

post-traumatic stress symptoms in the therapists themselves (1 992: 14 1) (dm see 

Dolan, 199 1 :2 18-223). Support and supervision for counselIors must be built right 

into the system. 

Burnout is also a big factor in First Nations because of the size of the 

cornmunities and the trend towards community members as counsellors. A mental 

health worker or counsellor in a reIatively small First Nations community, who is From 

that community, who has many relatives and fnends in that community, and who 

shares in some of the issues of that community can have probiems in maintaining 

boudaries and coping with their own, stirred up persona1 issues. Ongoing training in 

counselling relationship issues and techniques for dealing with them are required. 

Families and children are major supports for health and social service workers but 

there are work related issues that families must deal with, such as: work life 

intefiering with pnvate Me; the need for client confidentiality; and the special strains 

of the job. If First Nations want to put holism, respect and caring fint then they mut 

build mental health care systems which nurture and support those values. 

A F i ~ t  Natioos Appmach to Mentai Heaitù 

Mental health systems in F im Nations are likely to be holistic in nature, that 

is. be only one facet of community well-being. First Nations mental health will focus 
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upon community health as well as individual health and will rely upon the broader 

definition of health as well-being. Holistic also means that community development, 

public education, and spirituality will play dominant roles, not act as mere adjuncts to 

treatment Fim Nation communities will draw upon their own wisdom and strengths, 

upon the expenences of other First Nations, and upon the mainstream Canadian health 

and social services in constnicting mental heaIth senrices. In most cases, First Nations 

mental health s e ~ c e s  will be a combination of western approaches and native 

traditional approaches, and they will bridge outside mental heaith speciaiists to locally 

developed services. F im Nation communities seek to develop their own community 

resources as part of rebuilding the strength of the community, and as a means of 

ensuring that helping services are appropriate to the lives and needs of First Nations 

people. 

First Nations mental heaith service models must also suit and support the 

characteristics of a First Nations approacb Systems must have the flexibility to 

encourage workers to innovate and develop their own skills and pmgram directions. 

Workers should be encowaged to reflect upon and nurture their unique talents and 

techniques as vduable (e-p., the use of personal story, humour, teachings, healing 

circles). 1 was told that the values of respect, caring, unconditional acceptance and 

listening can be constmed as 'traditional' values to be used in helping and healing. 

Systems must support these values as well as the responsibility of each individual to 

their own healing, this means: making room for flexible working hours; making 
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ailowances for innovations in counselling (such as, ushg the outdoors as a counselling 

setting); and building in supports for the ongoing heafing of workers within the 

system. Synems must facilitate the ongoing training of workers, and support workers 

developing their skills in directions tbey assess as most appropriate to their work (e-g., 

technicd writing skius, video production, training under a traditional practitioner). 

An essential ingredient to a community First Nations mental health systern is 

strong, collaborative relationships with outside mental health speàalists. This 

collaboration is necessary for three reasons: community members must have a choice 

of treatment options; community workers need consultation, counselling, supe~sion,  

and ongoing training supports; and community worken need to understand and have 

connections with the provincial mentai health system in order to act on behalf of 

community members. 

Menîai Heaith Educalioo and Training 

First Nation mental health systems are composed of five categories of people 

for the purposes of education and training: the general community; the network of 

community hedth and social service workers; mental health consultants; eiders and 

traditional practitioners; and local community mental health workers. Suggestions on 

mental health education to the general community are listed in Table M. Education 
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to the generai public is conducted by local community workers and sometimes through 

workshops conducted by invited guests. 

Comuoity  health and social service workea aad volunteer helpers in the 

community will also benefit fiom the education programs aimed at the general public 

(as listed in Table 18). but they dso require training in order to run life skills 

prograns and community workshops, more detailed information on mental illnesses 

and the mental heaith care system, assistance with writing skills, and ongoing training 

in counselling skills. Training of these workers might be through the local mental 

health worker, the mental health consultant, through visiting or outside workshops, 

andor through in-house training progams such as offered through MJADAP. 

TaMe 18 Mental Hedth Education tu tôe Pubiic 

- 

Life Skills Training 

- Parenting skills 
- Budgeting 
- Stress management 
- Anger management 
- Problem solving skills 
- Information on 

community agencies & 
their roles 

Mental Health 
Awareness 

- Dealing with loss & 
grief 

- Cycle of abuse 
- Substance abuse 
- Awareness of mental 

illnesses to reduce 
stigma 

- Information on resources 
available for mental 
hedth problems 

- Healing programs in 
other communities 

- Teaching traditional 
land based skills 

- Teaching traditional 
values and practises 

- Cornmunity healing 
workshops 

- Healing circles 



Karen McS wain 130 

Table 19 Rote of a Menîai Health Consuléant 

- 

- Provide assesment, counselling and treatment to community members as 
requested 

- Provide consultation senrices, training and supportive counselling to community 
health and social s e ~ c e  workers as requested (e-g., NNADAP, Awasis, CHRs) 

- Provide ongoing training/consdtatioa/supe~sion/counsell to commmity 
mental health workers 

- Assist in program development andlor public education as requested 

Table 19 lists suggestions on the roles for mental health consultants within 

First Nations. Mental health consultants need professional training in the mental 

health field (e.g., through psychiatic nursiag, psychiatry, social work, psycholog), but 

they will also need training or experience in adult education and First Nations culture. 

Elders and others with experience in First Nations traditions (e-g., land-based practises, 

spintual practises, teachings and values) must be involved in planning community 

mental health, in teaching the public, and in training community mental health workers 

and mental health consultants. Social systems which support the training and use of 

elders and traditionai practitioners need to be numired within First Nations. Table 20 

lists the roles Fim Nations community mental h d t h  workers need to fill. The main 

skills and training needed by First Nations mental health workers fdl  into six 

categories: counselling skills, mental health theoty and practise, writing and agency 

skills, public education skills, community development skills, and native traditional 

and/o t spi ritual training. 
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Tabie 20 Roles for Fimt Nations Mental Healtb Woikcn 

1 Treatment and consultation roles 
- Provide counselling and treatment seMces to clients 
- Provide expertise in sexuai abuse, domestic abuse, post-traumatic stress conditions, 

substance abuse, and resolving grief- 
- Condua mental health screening assessments (e-g., psychotic illnesses, suicide potential) 
- Case management (overseeing care of clients iavolved with several agencies, maintain 

, consÏstency and follow-up) 
- Provide consultation to local health and social service workers on mental heaith issues 
- Work in collaboration with mental heaith consultants 

Education roles 
- Maintain information about mental heaith care system and related resources available 
- Provide resource centre on mental health problerns and resources available (e-g., 

pamphlets, TV, and radio) 
- Provide public education on mental health issues andior arrange visiting workshops 
- Provide education to local workers on mental health issues andor arrange visiting 

workshops 
- Help oqanize public education on lifeskills (parenting workshops, budgeting, anser 

management) 

C-~ment roles 
- Contribute to community health planning 

(Le., crisis committee, community mental health committee) 
- Assist in program development (proposal preparation, program planning, manuals) 
- Organize family and individual supports for the mentally ill 
- Speak the language of the community 
- Aware of community and its resources 
- Work with eiders 
- Work with spiritual leaders of community 
- Aware of comrnuuity's culture 

1 - Aware of and network with other First Nations and their approaches to mental health 

it is essential that mental heaith workers, consultants and community workers 

not be hired to see clients on a fee-for-service basis. This approach would promote 
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the isolated treatment of individual problems, and would do nothing to develop the 

community's resources. With a saiary based worker the community can include the 

following roles in the job description: consultations with cornmunity agencies; ongoing 

training and s u p e ~ s i o n  of community worken; and assistance with community 

program development Any mental health worker will need to work as part of a 

community team and have close working relationships with mental health consultants 

and provincial services. The best mode1 for a community mental health program 

includw local community mental health workea with supervision and support from 

mental health consultants, and €rom elders andor traditional practitioners. It is 

possible to use the advantages of both approaches to healing. 

Concluding RemPilts 

Good mental health is constnicted through social processes both in the sense 

that the definition of health is socially determined, and in the sense that social 

institutions such as the family, religion, heaith care and political structures suppon the 

health of individuals. Mental health is part of well-being; it is part of living a good 

life. There are many problems intetfering with a good quality of life in First Nation 

communities, and there are many strengths to draw upon &o. First Nations are 

involved in the process of healing. In order to hed, community structures and cultural 

identities m m  be strong. It is through culture that we maintain health, through our 

beliefs and values, through family structure, through our social institutions such as 



Karen McS wain 133 

healers, through our rituais and prafases which define what is health and how we 

should maintain heaith. Societies and communities are continually involved in 

processes of socid construction. First Nations are actively involved in building 

politicai, economic, social, and spintual constructions in order to support the health 

and well-being of their people. All these aspects of social life work together to 

produce health. 

First Nations constructions about mental health (and healing in general) are 

built through social dialogue and interaction. Social conmuaions are dynamic; they 

are actively debated and contested There is no distinct, unified T i m  Nations 

approach to mental health'. Fint Nations (and indeed indigenous peoples around the 

world) interact with their own histories, with each other, and with mainstream 

Canadian health and social seMces in working out approaches which will suit their 

own particular needs best. These three key components used in emerging First 

Nations' constructions about mental health are identified within this research data: their 

colonid history; their own ~ d ~ d  traditions; and contemporary systems of Canadian 

health and social services. 

First Nations' experience with colonialism is used to understand and explain the 

disharmony and health problerns of First Nations today. The losses and abuses 

suffered through subjugation to the English and then the Canadian state have destroyed 

the wholeness and therefore the wellness of the Nations. Cultural processes of 
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cohesion, social structures, economy, and the power of seEdetermination have been 

severely undermined Mental health problems anke from the grief and trauma suffered 

by the people both individudly and collectively. Mental health problems arise from 

the socioeconomic problems experienced by First Natioos within the Canadian nation. 

Cultural tradition is used by contemporary First Nations because it is a group 

identity marker, a means of establishing resistance to and differentiating from other 

cultural groups; and a means of building positive identity necessary to well-being or 

good mental health. Using cultural tradition is part of drawing upon one's own 

strengths and part of building a collective vision to ,guide collective action. But the 

construction of native traditionalism is highly contested among aboriginal peoples. 

Iust as there is no distinct, unified Fin t  Nations approach to mental health,' there is no 

distinct, unified 'native traditionalism-' There is diversity between the cultures of the 

various First Nations, and disputes as to which practises are actually traditional to a 

given group and which practises should be retained. But nevertheless, native tradition 

and native spirituality are extremely important in understanding mental heaith within 

First Nations. First Nations heaith and social service workers are developing unique 

approaches to helping and healing which derive fiom their cultural traditions. These 

include aspects mentioned throughout the interviews: traditional values of respect. 

caring, unconditional acceptance and listening; healing circles; the use of humour; the 

use of personal story ; sweat lodges and smudging ceremonies; 24hour. availability ; 
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extensive use of elders; the community healing model; teachïng traditionai land-based 

skills; use of the land as healer, reviving cultural identity in restonng health; 

traditional stone~ and teachings; community feasts, camping trips and other gatherings; 

the strong emphasis on education and commtmity development- 

The concept of heaiing-retuming to wholeness, and balancing the aspects of 

the medicine wheel-is central to First Nations constnictions about mental heaith. The 

comection between the Land, the People, and the Creator support the well-being of 

the people; "this is the birthnght which has been taken fiom the Nations" (quote fiom 

research interview), These are the connections which must be reforged. In the 

medicine wheel, spirituality is the connectedness of al1 the aspects of creation. 

Healing is fundamental a spirituai process. This understanding is evident is throughout 

the research interviews. Aithough spirituality is not limited to any one cultural 

tradition, it is through cultural practises and belief systems that spirituality is 

understood and expressed. The cultural expression of spintuality is contested within 

First Nations. Christianity is as much a part of some aboriginal people's cultural 

beliefs as native traditions are; there can be confiict in resolving the two. 

Healing, spirituality, culturai identity, and political self-determination are linked 

together. Naomi Adelson examines the use of the James Bay Cree concept of 

miyupimaatisiiu or 'being dive well' as lived (or ernbodied) resistance to assimilation 

into mainmeam Canadian culture and imposed images of the 'self.' "The discourse of 
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miyupimaatisiiu is one of resistance in that it is part of the process of ajXnning a 

particular national identity" (Adelson, 1992:236). Culturai identity is a resistance to 

having one 'self defined by othea. Culture is a mechanism of self-detenination. An 

elder advised me that in order for people to be well, to be whole, there must be a 

retum to their roots, a r e m  to the sweat lodge. The language m m  be preserved, 

dong with the cuiture and the values that make the Nations distinct, otherwise selG 

government will end up looking like any other municipal government Self- 

determination carmot succeed without the health of its people, and achieving self- 

determination is part of the process of healing 

A dominant part of post-contact Fim Nations experience with healing and 

helping involves western models of heaith and social services. This has its negative 

aspects. The heaith care system in any society is a pnmary institution of social 

control and functions to help construct self and group identity. The healing and health 

care practises of a community help to constnia and define the self of individuals, and 

it is also through healing practises that individuals cowtmct the social world (culture) 

(Kapferer, 1983). In the past, the politicaily dominant Canadian society has had the 

power to define what is normal, what is sick behaviour, and how to treat sickness. 

The western health and social service models have played a large role in the 

disempowerment and enforced dependency of First Nations. 
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On the more positive side, people want to have access to the choices and 

options available to the rest of Canadian society. First Nations workers want access to 

*mowledge and skills built by professional practisa such as meditine, nursing, and 

social work. First Nations mental health care services are pluralist, combining 

traditional and contemporary aboriginal culture with western rnodels of helping and 

healing. First Nations are, of course, contemporary people and live within Canadian 

society. The desire is not simply to bridge the two worlds; they are not actually 

separate. Both worlds are the reality of First Nations experience. A collaboration 

between mainstream mental health services and First Nations community is needed to 

address mental health problems. 

1 end with a quote from Ben Davidson who is refemng specifically the 

nuaelpatient relationship, but I feel the quote describes the collaborative relationship 

necessary between western, mainstream mentai health approaches and First Nations 

approaches. 

But if the distressed and desperate states which are conventionally 
known as 'mental illness' arise out of our conduct towards one another, 
then their resolution too must issue fiom this interface between people, 
out of a healing common ground .,. (Davidson, 1992:7) 
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APPENDIX A: 
FlRST NATION RESERVE EELPING RESOURCES 

Each community has its own approach but reserve commmities share some 

common heiping resources. A great deal is ofkm done with few resources other than 

the talent and hard work of commWUty members. The following represents an 

overview of the helping resources 1 surveyed in 1994. My apologies for groups 1 may 

have missed Each community has made progess in its approach to mental health 

since 1994. Nelson House First Nation has made great stndes in the development of 

its own approach to mental hedth, and 1 hope someone soon wi11 start to record the 

mental health innovations of each First Nations. 

Nuising Station 

- Medical ernergency 
- Suicide attempts 
- Psychiatrie emergencies 
- Referrals for counselling or treatment 
- Public health 

Cross Lake and Nelson House are served by nursing stations. The nursing 

station at Nelson House, for example, is stafTed mainly by three Medicd SeMces 

Branch nurses and several community heaith representatives. Two General 

Practitioners rotate clinical duties every other week, Wednesday to Fnday. A band- 

employed public heaith nurse works out of the nursing station and focuses mostly 
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upon immunizations. In 1994, Nelson House had plans to begin the process of 

tramferring health authority and rearnmging health care delivery. Nming station 

nurses and community hedth representatives (CHR's) encounter people with mental 

heaith problerns either wbile doing home visits, or more likely through the emergency 

or clinic a? the n k n g  station. Treatment and care at a nursing station is generdly 

short-tenn and focussed on physical problems. Nursing staff do not necessady have 

specialized training in mental hedth and are mimated with having no tirne for 

counselling or for helping people deal with the problems uoderlying their suicide 

attempts or  self-abusive behaviour. 

Noiway House Hospital 

There has been a hoçpital in varying forms at Norway House since the 

Department of National Defense opened a srnail hospital near the United Church 

Mission at Rossvilie preceding WorId War 1. The current hospitd was built in 1952 at 

the northwest end of Fort Island on non-reserve land and is currently operated by 

Medical SeMces Branch of the federd department of Health Canada. Norway House 

Hospital serves mainly the local population with occasional admissions and t r ans fe~  

from the outlying areas. Presently the hospital has 16 beds, although at one tirne the 

hospitai had a larger bed capacity and served as a regional hospital. Norway House is 

currently beginning the aansfer of health authority process, although it is unclear at 

this time which departments of the hospital might corne under band authority. nie 
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hospital supports generd practitioners in providing emergency and pnniary care, as 

well as the practise of a variety of fly-in disciplines (e-g., eye doctor, physiotherapy). 

In the past Nonvay House has had fly-in psychiatnsts through the Northem Medical 

Unit of the University of Manitoba, and was part of the Northem Mental Health 

Outreach Project which suppIied psychiatic nurse practitioners in a pilot project 

Nonvay House is in the process of negotiating with a psychiatrkt to visit once a 

month for assessments, consultation, treatment, and some training with local workers. 

A health c h i c  is attached to the hospital. There is a Public Health Unit housed in 

the c h i c  aithou& it is responsible to the hospital adminimator. (Norway House, 

unpubIished manuscript current to March 1990) 

The hospital sees people with mentai health problerns dunng c h i c  houn, or 

through the emergency department d e r  a suicide attempt or because of unusual and 

troublesome symptoms. Patients may be adrnitted to the hospital (after a suicide 

attempt al1 patients are adrnitted for assessment), and the doctor may phone for a 

psychiatrie consultation to one of the large southem hospitals (usudly the Selkirk 

Mental Health Centre). Patients may be treated with medications and monitored by a 

Norway House doctor, or they may be transfened to the Selkirk Mental Health Centre 

for intensive treatment. Follow-up andlor case management of people with mental 

health problems may be done by hospital doctors (usually only on an as-need-aises 

basis), the psychologist, the medical social worker, or one of the public health nurses. 



Karen McSwain 141 

Social Senrices 

l 

Probation 
Psychologist 
Welfare worker 
Community Hedth Representatives (Cm) 
Youth & Recreation worker 
Family Violence workers & Brïghter Futures workers 
Social worker 

There are a number of social service workers who may come into contact with 

people who are having trouble coping with their lives. These workers can be 

important in recognizing the need for counselling, for mental hedth education, or for 

refend to a mental health specialist; they can also be important in helping people to 

learn healthy coping skills. These workers are a part of the comrnunity's support 

system. Youth and recreation workers operate social, recreational, educational and 

cultural prograrns which help people come together in healthy ways, such as: a 

community walking/mning program; hiring young people to run community youth 

recreation; sporting events; community festivais. Psychologists offer professional 

counselling to cornmunity membea, support to stressed heaith and social service 

workers, and can be a vaiuable teaching resource. Family Violence workers focus on 

the heart of many mental health problems - farnily violence, which is both a cause and 

a symptom of mental health problems. 'Brïghter Futures worker' is a position arising 

from the Brighter Futures program (so is Famiiy Violence Worker); mental health is 

one area of program development responsibility. Brighter Futures programming might 

include: community education programs such as stress management; community 

wellness conferences: elder and youth councils: cultural awareness progrms; suicide 
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preveation; diemicd dependeucy issues; feasts to build community unity; and 

rehabilitatïon support groups. 

Mauy of the social seMce positions are developed by First Nations themselves 

according to their own experience, stren&s and community needs. This reflects the 

developmental and innovative naîure of First Nations helping services. For instance, 

one social worker has developed his skills as a community mental health worker. He 

essentially serves as a mental heaith worker in the cornrnunity (amongst other things) 

and in doing so helps to buÏld a mode1 for First Nations mental health services. This 

approach of individuals pursuing training and job development according to their own 

temperament, skills, and community need allows for innovative development of 

programs which fit the curent and particular circumstances of each community. 

Nationaï Native Alcohol and Dnig Abuse Piogiam (NNADAP) 

- Alcohol and dmg counsellors 
- Solvent abuse workers 

Medicai Services Branch developed The National Native Alcohol and Drug 

Abuse Program in 1975 as a pilot project; in 1982 NNADAP became a permanent 

project (Waldrarn, Hemng and Young, 1995:93-4). NNADAP is a leader in the 

development of h g  and alcohol assistance programs in Fim Nations, and has its own 

service structure and training programs. There is a wealth of expertise and experience 

within NNADAP, much of which was developed at a community level by those who 
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have experïeaced the redities of substance abuse in First Nations. NNADAP workers 

assess, counsel, refer, advocate for, and follow-up with clients. They are involved in 

the development of new progrms and comrnunity education initiatives, such as the 

joint Norway HouseKross Lake production of the video on solvent abuse (The Ravens 

are Falling). 

- Regionai progams (Medicine Lodge) 
- Local pmgrams (Family Healing Centre) 
- Solvent abuse centre (fim specialized solvent abuse treatment centre in province) 

ï h e  Medicine Lodge, in Nelson House, serves as a regional treatment centre 

for alcohol addiction- It bas a four month residentid treatment program which is 

intense and comprehensive. The program uses native traditional teachings (Le., Lodge 

memben were on a traditional camping trip and fast most of the time I was in Nelson 

House), educational programming on drugs and alcohol, and counselling. In 1994, 1 

was toid there was not a post-discharge, follow-up program. There are plans for a 

solvent abuse treatment centre to be situated between Cross Lake and Norway House 

in the Whisiqrjac area Construction on this residential centre is to start in May/April, 

1997 but treatment s ta f f  have already been hired and are currently working out of 

Thompson. [n 1994, Nonvay H o w  operated a cornmunity project for substance 

abuse, the Family Healing Centre, which focussed on the farnily and on addiction 

education. 
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Awasis Agency o f  Noilbem Manitoba 

Operations Manager 
Child Protection worker 
S e ~ c e s  to Famiiies 
Adoption Counsellor 
Child Family Workers 
Foster Care Worker 

Awasis means child in Cree. The Awasis Agency of Northern Manitoba has 

been offenng aborigind child and family seMces in Northern Manitoba since 1983. 

Its mandate is to assist families to stay together and to ensure the protection and care 

of children within an aboriginal context Awasis can be a resource for teenagers 

abusing substances, children who are coping with semai or physical abuse issues, and 

families in distress due to substance abuse, domestic violence or emotional problems. 

Awasis is in a position to assess problems in the family, suggest referrals, offer 

counselling, and mange supports for the family. The agency has its own training 

structure. 

Nming Homes 

Resewe nursing homes offer residentiai care for the elderly and sometimes day 

seMces for those living at home. As with any nursing home, they may help the 

elderly with psychiatrie problems, with emotional difficdties, or with problems related 

to organic brain disorders such as Alzheimer's Disease. 
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Law Enfoirement 

Cross Lake and Norway House have RCMP detachments, and Nelson House is 

expecting a detachment to be located in that community mon. Al1 three communities 

have band constables- Police are a part of the cornmunity mental health system 

because they may be the first responders to psychiatric emergencies such as a suicide 

attempt or a psychotic panic, and because under the provincial Mental Hedth Act 

police may be required to take people for psychiatric evaluation or treatment. Band 

constables do an extremely difficult job often with Little to no training. InseMces on 

psychiatrïc emergencies, the Manitoba Mental Health Act, and on coping with the 

stress of their own jobs would be beneficial. 

School Resowes 
- Teachers 
- Principal 
- School counsellor 
- School social worker 
- Teachers' aides 
- School psychologist 
- Stay in school program 

Education of young people is a priority concem for Fim Nations (Ledger and 

Rodgers, 1979: 16; First Nations Confederacy, Brotherhood of Indian Nations, and 

Manitoba Keewaîinowi Okimakanak, 1985:6-7). Schools are important for education 

but they are also primary sites of intervention into young people's lives. Nelson House 

and Cross Lake bands have assumed responsibility for their own schools. The Frontier 
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Schoot system operates three schools in Norway House. A principal in one 

community wishes there was help for the more extremely troubled children, and also a 

better refend system and access to child psychiatnc specialists. Nelson House has (in 

1994) a part-time school psychologkt working with the sta f f  and students. On other 

business, I was present in one community when a teenager attempted suicide. The 

school social worker (who was working with the youth) was immediately involved in 

planning support for other studeots and in plans to prevent other suicides €rom being 

triggered. (For more on 'cluster suicide,' see Bechtold, 1988 and Tower, 1989.) 

Churches can be a framework to support individuais, families, and 

communities. In a general sense churches are important to healthy values and 

lifestyles. In more specific ways, churches offer counselling to individuals with 

emotional problems, to mamed couples in crisis, and to families coping with substance 

abuse or violence. The church is important in helping people to deal in healthy ways 

with the landmarks of life: birth, mamage, child rearing, aging, and death. 

Band Couacil 

Band councilIors for health are responsible for seeking a community mandate 

on health, for planning community action. for finding the means for programs 
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(funding), and for coordiaating band programs. This is a taIl order. Health and 

education traasfer of authority, and NFA negotiations have tended to take priority with 

community memben, but health councillon are actively developing approaches to 

mental hedth sentices in their communities. Health councillors are elected to be 

leaders and must maintain a delicate balance between leadership initiative and 

following the wishes of the band membership. 

- Resource networking group 
- Crisis cornmittee 
- Community volunteers 
- Wigwam meetings 
- Cornmittee run crisis line 
- Social problems cornmittee 

Each community has active committees and volunteers working to solve 

community problems. Cross Lake has a S O ~  Problems Cornmittee (consisting in 

1994 of Awasis, Family Violence Worker, RCMP, band councillors, elders, youth 

representative, general community representative, CHR, NNADAP) which conducted 

an assessrnent of the social problems facing Cross Lake and made recommendations 

for community actions. Community action committees change and evolve but the 

following are some examples: crisis committee, crisis line, resource networking group, 

Pimechikamak Iskwaywak Organization (women's group). In Nelson House, 1 was 

introduced to a group of people who gather to research and discuss ways of teaching 

and healing in the community (called Wigwam meetings). 



Karen McS wain 148 

in each community there is a core of people committed to helping their 

communities heal. 1 received mked messages about community volunteer spirit. On 

the one hand, 1 met many people who volunteered on several official cornmittees 

andlor who worked iaformally but inteasely helping others in the community. On the 

other hand, I also heard cornplaints that the community value of coming together to 

help others was much weaker than it had been in the past. It may be that both of 

these perceptions are tme. 

Commuoity Action 

Ayamiscikewikamik Public Library information Resource Centre 
Comrnunity conferences on healing 
Commuoity conferences on health related topics (ie, A D S )  
Workshops by outside programs 
Community festivals and feasts to promote community ties 
Traditionai camping trips for youth 
Traditional camping trips for families 
Treaîy days festivities 
Chikiren's activities with holidays 
Locally produced television and radio public educaeon 
Public education workshops on lifeskills (parenting, budgeting, assertiveness training, 

stress management) 

1 c m  hardly do justice to the wide range of community activities in such a 

brief overview. Healing is a community responsibiiity, and the community is also the 

focus of healing. The many community activities are aimed at education, prevention, 

recovery, and the builduip of strong social neâworks to support individual and family 

health. For instance, Nelson House held the "Healing Our Community Conference" 

in July/94. This was a community camping event which included workshops (on fear 
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and shame, caring, sexual abuse, sental abuse prevention, elders' teachings), sweat 

lodges, pow-wows, sharing arcles. and entertainment (Nelson House, unpublished 

manuscript, 1992). The Ayarniscikewikamik Public Library Information Resource 

Centre in Norway House makes available video aad audio equipment to assist 

community membea in presenting awareness workshops on heaith and social issues. 

Cross Lake social seMces has sponsored heaiing programs (e-g., Flying On Your 

Own, Healing the b e r  Child) in the community for workers and the generai public. 

Traditionai Practises 

Sweat lodges 
Fasts 
Healing circles 
Traditional 1 and-based activities 
Elder's councii 
Drumming group for young boys 
Dream interpreters 
Traditional healers 

Native traditional practises, bebefs, and teachings may be integrated into any or 

al1 of the community activities and helping resources mentioned. There is not a 

consensus among Fim Nations about which practices are traditionai to each 

cornmunity, nor as to the value of those practises today. But it is probably fair to Say 

that restoring positive cultural identity is important to the health of al1 First Nations; it 

is an essential part of the integrity called health. 'Traditional' approaches in the health 

and social seMces can mean many things, but in its largest sense it means utilizing 

Iocai knowledge, skills, values, beliefs, and practises. The prïnciples of the sharing 
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circle have been widely successfitl for helping individuals and communities to heai 

(Community Holistic Circle HeaIing at HoIlow Water First Nation is an good exampte. 

Winnipeg Free Press, August 10, 1996:A6). Efder councils offer teachings and 

guidance to the community. Cross Lake held a camping m p  for youths to leam native 

traditionai Iand based activities and teachings from elders. S weat lodges, fasting and 

Sun Dances can offer spirihial strength- Some seek out traditional practitioners or 

drearn interpreters for their problems. 

This concludes my description of reserve community helping resources, 

aithough 1 have missed more than 1 have descnbed. What is evident in this brief 

oveMew is that mental health is a community issue; it inciudes caring for and 

supporting al1 aspects of the community and al1 cornmunity members. 



Karen McSwain L 5 1 

APPENDIX B: 
COMMUNJTY DESCRIPTIONS 

Ai1 three of the communities in this research project are Cree reserve 

communities in Northem Manitoba, and dl three are memben of the Northern Flood 

Agreement (NFA). Map I shows the location of the three communities within 

Manitoba 

Map 1 Manitoba 
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Wbat is a Reseive Community? 

There are 61 reserve communities in Manitoba They represent bands fiom the 

Cree, Ojibwa, Sioiq Dene and Ojibwa-Cree language groups. Reserve lands are 

those lands which the people's forebean were able to retain through treaties 1 (1 871), 

2 (1871), and Sa (1875) and Sb (1908-10) during the colonization of Manitoba by 

European peoples. Band membership in a reserve comniunity means one is a treaty 

Indian and has status under Canada's hdian Act. Reserve communities often have 

neighbouring communities ( o h  called metis communities) without reserve status. 

Reserve lands do not necessarily represent dl the land which the bands are entitled to 

according to the treaties and so there remain unsettied land claims in Manitoba The 

reserve communities dso have land usage rights to crown land for the pursuit of 

hunting, trapping, and gathering, but there are disputes about the range and depth of 

these nghts. Some of this crown land and reserve land have been seriously affected 

by hydroelectric development an4 more recently, f0restI-y projects (such as Repap 

Industries). 

Wbat is the Noitbem Flood Agreement? 

The three communities in diis research project are ail part of the Northem 

Flood Agreement (NFA) which was negotiated (and is çtill being disputed) in an 

attempt to cornpensate (or some would Say placate and silence) the N'FA communities 
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for damages through ChurchilVNeIson River Hydro Development Project The NFA 

consists of 25 articles and 8 schedufes jointly signed by the govemments of Canada 

and Manitoba, 

Nelson House, 

also adversely 

Manitoba Hydro, and the Northern Flood Cornmittee (Cross Lake, 

Norway House, Split Lake and York Landing). (South indian Lake is 

affected but because it is not a reserve comrnunity their daims have 

been even more complicated.) The M A ,  signed in 1977, sets out the terms by which 

the Bands are to receive compensation for the impacts of hydroelectric development 

upon their reserve lands, land-based economies and lifestyles (Waldram, 1988). 

Norway House Ficst Nalion 

Location 

Norway House consists of a Cree reserve community and a non-treaty 

community on the east channe1 of the Nelson River approximately 39 kilometres north 

of where the Nelson River meets Lake Winnipeg. Norway House is 456 air kilometres 

no& of Winnipeg and 190 air kilomenes south of Thompson. There is an dl-weather 

road (hwy # 373) from Norway House to Senpeg and then on to hwy #6. Highway 

#373 is in poor condition and presents hazards from rocks emerging from the road bed 

and a badly gullied road surface. 
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Norway House is situated in bored forest dong the main river access to the 

north end of Lake Winnipeg. "The Norway House Reserve is located in the Canadian 

Shield as a result, the reserve is interspersed with pockets of bedrock, muskeg, low 

wet overburden and uplands of shallow and moderately deep overburden .... The 

majorïty of areas which are capable of supporting development are already developed" 

(Hilderman et al, 1985). 

Local Bistoiy 

Noway House has a dominant ptace in the history of Manitoba and Canada 

was one of the original Hudson Bay Trading Posts and was once a major 

transportation node in trade between North America and Europe. Most Canadians 

have forgotten that Norway House had a central place in the economic activity and 

wealth of Canada Visiting Norway House, you can see symbols of its past economic 

significance: a restored York Boat and the historic Hudson Bay warehouse. A 

monument at the original Hudson Bay site commemorates the Reverend James Evans 

who developed and introduced the Syllabic wtiting system throughout the North. The 

Northem Store (descendant of the Hudson Bay trading post) is still located at this 

historic spot (Rossville also has a Northem Store). Norway House was once the site 
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of a Methodist residential school (Miller, 1996:preface) and as well as a Roman 

Catholic residential school. 

Town of Notway Eouse 

The metis cornmunity or 'town side' is located mainly on West bland and parts 

of Fort Island. The town of Norway House operates as a rnunicipality with an elected 

rnayor and t o m  council under the jurisdiction of the Northem Anairs Act- 

The town of Norway House (sometirnes referred to as 'town side' or 'metis side') 

consists of approximately 200 housing units and a popdation of 507 (Manitoba 

Northem Affairs, 1993; 105). The commun@ shares some services with the reserve 

community such as schools, water sewer, and medical facilities. The community is 

served by a provincial social worker who lives in the commlmity. For mental health 

senrices, the community members access the same resources as the reserve community 

(health care s t a f f  at the Norway House Hospital, the Selkirk Mental Health Centre) but 

coverage is under Manitoba Heath Services and so extra costs for treatment are not 

generally covered (e-g., transportation to appoinmients or treatment in the South). At 

the time 1 visited, local resideats volunteered on the Norway House Child Care 

Cornmittee to assist families in crisis, to hetp children in trouble, and to find children 

ternporary safe homes if necessary. 
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Map II Layout o f  Nomay House Fust Nation 

1 - Paupanekis Point 
2 -  Airstripa~~dAirport 
3 - Norway House Hospital 
4 - Pinaow Wmhi, Nurollig Home 
5 - Radio Station 
6 - B a d  OfE- 
7 - U.C. Chufch Point 
8 - R o d e  School 
9 -  Cultutslcentre 

Layout of Norway Eouse Fint Nation 

10 - High School 
11 - Band Cornplex 
12 - Arena 
13 - The Bay Fort 
14 - C~mmULLity C o ~ n d O u t  rra~h 
15 - M o e s  Point 
16 - Jack River School 
17 - Lagocm 
18 - RCMP 

The Norway House Fim Nation has a population of 4,73 9 ([ndian and Northem 

Affain, 1995). Rossvïlle (which has the largest concentration of reserve housing) 

consists of 140 houses on 13 7 acres of land (Hildeman, 198522) Norway House is 

scattered over the mainiand, Fort Island, Mission Island, Towers Island, West Island, 
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Paunpanekis Point, RossMlle, and Jack River. Other identified areas inciude: Omand's 

Point, Forester's Island, and Iohnstone (Home Nose) Island Although Rossville is set 

up in a grid pattern to be more economical, mon people prefer isolated lots, large 

houses for extended families, locations near family, and access to the water . 
(Hilderman, 198524). Reserve land suitable for development is scarce because of the 

rock ,  marshy terrain. 

Nelson House Finst Nation 

Location 

The Nelson House bands signed an adhesion to Treaty Five in 1908. The 

original settlement of Nelson House (at ïhree Point Lake) was flooded by the 

Churchill River Diversion (hydroelectnc development) through the Rat River, and the 

settlement was moved to its present location on the nonh shore of Footprint Lake 

about 75 kilometres west of Thompson. Nelson House consists of two communities: 

the Nelson Home First Nation Reserve (population 3,805 in 1993) (Indian and 

Nonhem Affain, 1995); and the non-statu community of Nelson House (population 

78 in 1993) (Manitoba Northem Affairs, 1993 : 102). 
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The land around Nelson House is heaviIy forested, slightly mlling, and dotted 

with lakes and rivea. The flooding of the lakes has had a large impact on al1 aspects 

of the people's lives. The shoreline has been destroyed by flooding. There is no longer 

shore grasses for the ducks and geese to ne$ which has greatly reduced hunting for 

food and as a pastirne. Beaches for safe recreation are now gone. The water is full of 

dead heads making fishÏng difficult, and making boating and swimming dangerou. 

Local aistory 

The original sertlement of Nelson House grew around the church on Three 

Point lake, although people were settied at other points in the area also. There is one 

piece of local lore that seems to be an important part of how people see their history. 

M e n  the missionaries came, an oId man went around to the peopie gathering up d l  

the pipes, drums, medicine bundles and material culture of the Cree beliefs. He took 

these items out into the forest to be hidden; today some people wonder if those items 

could still be recovered. 

Town of Nelson Eouse 

There is a metis community with about 15 homes, only IO of which are 

occupied. The members of this community used to live on the reserve at Three Point 
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Lake but established a separate community followùig adjustments to the Churchill 

River Diversion (Manitoba Northern Anairs, 1993 : 102). The linw between statu- 

reserve and non-status-community residence are blurred Residents use the school, 

nursing station, water and sewage facilities of the reserve community. 

Map üI Layout of Nelson Home Fimt Nation 

1 - RC ChUrch 
2 - store 
3 - Community Garde- 
(one of several) 
4 - Playgmmd 
(one of several) 
5 - Grave Yard 
6 - Se~age-0011 

' -aMm 8 - N e  son Hause Forest Industries 

9 -Schod 
10 - N d g  Station 
11 -Arena 
12-Resmmmt 
13 - Nd- Stare 
14 - Dwelopment Corporation 
15 - A ~ s  
16 r Band OfZSce 
17 - Band Poke Station 
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Layout of Nelson House 

Map m shows the physical layout of Nelson House. As well as being a smaller 

community, Nelson House is ais0 more compact than either Norway House or Cross 

Lake. The community has recognizable sections, such as: RC Point, Bay Road Area, 

HiIlside, a s  well as 'camps' along the highway. 

Cmss Lake Fint Nation 

Location 

Cross Lake is situated about 520 air kilornetres north of Winnipeg and 

approximately 130 air kilometres south of Thompson upon the shores of the Nelson 

River and Cross Island, Cross Lake consists of two communities: the reserve 

comrnunity of the Cross Lake First Nation; and the adjacent non-reserve community of 

Cross Lake. The communities are situated 15 kilometres downstream fiom Manitoba 

Hydro's Jenpeg power dam and Lake Winnipeg control structure. Highway #3 73 

provides access to Highway #6 as  it does for Norway House. 

Cross Lake is on beautiful lake shore and island surroundings with a causeway, 

a driving bridge and a foot bridge joining the sections of the community. There is 
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more soi1 cover and hence gras and meadow than its closest neighbour, Norway 

House, but Cross Lake still has the rock and marsh of Manitoba's north country. 

There is a sand beack within the community which was filled with chiIdren playing 

during my visit in the warmth of late lune. 

Local Bistory 

According to a Iocal eider, Cross Lake, unlike most reserve communities, did 

not corne to be settied at the convenience of white Canadians. People originally 

settled at Cross Lake to get away €tom the Hudson Bay Company and the influx of 

people moving up from fùrther south. The eIder told me that people chose Cross Lake 

because it had good fishing, hunting, trapping and grazing land for cade. The Cross 

Lake band is a member of the NFA and continues to seek new reserve land within 

their traditional land use area as compensation for the impact of hydro development 

(Indian and Northem Affairs Canada, 1995:20). Cross Lake was once the site of a 

Roman Catholic residential school (Miller, 1996:preface). 

Town o f  Cmss Lake 

The town of Cross Lake is located on provincial crown land adjacent to the 

Cross Lake First Nation. As with the other communities 1 visited, some of the 'metis 

side' people have in fact regained their treaty status as a result of Bill C-3 1 (1985). 
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There were 401 people living in the cnmmunity in 110 housing units; the community 

has a mayor and council, and its own school (D-R Hamilton School of the Frontier 

School Division) which in 1993 had 119 nursery to grade 12 midents (Manitoba 

Northern Affairs, 1 993 :3 9). 

Layout of  Cmss Lake Fiist Nation 

In December 3 1, 1994 the Cross Lake banc d had an on-reserve population of 

3,156, and another 1,454 band rnembers living off-reserve (Indian and Northem M a i r s  

Canada, 1995:20). The economic base of Cross Lake is considered to be trapping, 

hunting, and commercial fishing although there are real possibilities for rnining 

development of titanium and vanadium deposits. Cross Lake has taken responsibility 

for education on the reserve through its own education authority. Recreation activities 

seemed to predominate in this comrnunity as evidenced by the nurnber of people 1 saw 

out running, the numerous baseball games around town and other recreation activities 

such as swimming at the beach, fishing, hunting, arena afuvities, the piaygrounds, and 

bingo. Cross Lake has an airport, local radio station, an eighteen bed nursing home, 

Awasis offices, a new band office housing the social service workea, and a Medical 

SeMces Branch nursing station. 
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Map IV Layout of Cmss Lake Fiat  Naîion 

I - Monias Point 
2 -  RCMissi~n 
3 BusDcpot 
4 -  AVport 
5 - McLeod's Creek 
6 - McLeod's Island 
7 -  IGA 
8 - Northern Store 
9 - BandûfEce 
10 - TV and Radio Station 

- - - - - - - - 

II -RCMP 
12 - F r d e r  School 
13 - Arena 
14 - A ~ S  
15 - Nursing Station 
16 - Stanley Point 
17-BUNTEP 
18 - WapOir Nuniag Home 
19 - Education Authorïty 
20 - Sch001 
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