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Abstract

This research supports the assertion that First Nations peoples and their

organizations have suggestions and potential solutions for addressing the future of health

care in Canada as it relates First Nations Canadians. First Nations understand and know

what changes are needed to improve their poor health status within Canada. This

research, based on a First Nation perspective, used content analysis to explore the needs

identified by the First Nations organizations that responded to the Commission on the

Future of Health Care in Canada (the Romanow Commission). The Romanow

Commission was established in April 2001 and one element of its mandate was to engage

Canadians in a national dialogue on the future of heath care and make recofirmendations

to the health care system. This research examined the written submissions to the

Romanow Commission by the thirty-trvo (32) Aboriginal organizations. The main

interest and focus of this research was on the written submissions of eighteen (18) First

Nations organizations.

The Aboriginal Life Promotion Framework (Bartlett, 2004) was developed by a

Metis woman and sensitized the researcher in the direction and organization of the

research data. The research analysis revealed twenty-one (21) themes among the

Aboriginal submissions. Four (4) of these themes were coÍrmon to all five identified

Aboriginal categories lFirst Nations, lnuit, Metis, Metis & Aboriginal, Aboriginal

lnterest/Focus] created by the researcher to assist in the organizatíon ofthe research data.

The researcher examined these four themes with the major focus being First Nations

health concems with respect to: (1) relationships with federal and provincial

governments; (2) policy and program development; (3) fiscal resources; ffid, (4)

accessibility issues.



This research found First Nations did not echo the same approach to change the

health care system as the Romanow Commission did in its final report regarding

Aboriginal Health. It is important for First Nations people to put forth their own ideas

about the direction for First Nations health to offset the pan-Aboriginal approach that the

Romanow Commission has offered. Therefore, this research supports the need for

increased participation by First Nations peoples, including their respective govemments

and First Nations health organizations in health research. From their own perspectives,

First Nations identified their own solutions, which they believe may likely lead to a better

health care system for First Nations. This research has advocated for the future

development of a "Miõo Pimâtisiwin or Mino Pimatisiwin First Nations Conceptual

Framework" developed by First Nations for First Nations Health Research. "Mino

Pimatisiwin" in the Swampy Cree language [Miõo Pimâtisiwin in the Woodlands Cree]

translated infers the meaning "good survival/living, "healthy survival/living". The results

of this research will be of interest to those engaged in policy development as it relates to

First Nations health.
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TNTR.ODUCTION

This research focused on what First Nationsl wanted from Canada's health care

system. First Nations health status remains "deficient relative to the general population"

of Canada (Helin, 1993, p.158; Assembly of First Nations, IAFNI 2002; Metis National

Council [MNC], 2002). This research examined what First Nations stated they wanted

changed in Canada's health care system in 2001 - 02. First Nations provided

recommendations regarding the health care system to the Commission on the Future of

Health Care in Canada (the Romanow Commission). This research found First Nations

firmly believe that they know what needs to be changed in the health care system.

In 2001, The Govemment of Canada established the Romanow Commission to

review medicare, to engage the Canadian public in discussion about the health care

system throughout the country. The Commission was charged with responsibility to

make recoÍtmendations to enhance the system's quality and sustainability and to outline

policies and measures that would ensure the long-term sustainability of a universally

accessible, publicly funded health care system. (Romanow, 2002) The Romanow

Commission provided Aboriginal people2 a national venue to express what changes they

wanted from Canada's health care system. Across Canada, various First Nations

organizations participated in the Romanow Commission; they voiced concems about

issues affecting First Nations regarding Canada's health care system. The

recommendations put forward by First Nations were efforts to possibly address the

continued concems regarding the poor health status of First Nations, afact often cited in

I Th. t.rrn, Fint Nations in this research is interchangeably used with the term "Indian" which refe¡s to individuals that have a right
to be registered under Indian Act of Canada.
- The term Aboriginal is used as outlined in the Canadian Charter of Rights and Freedoms: Aboriginal people are Indians defined
under the Indian Ac! the Metis and the Inuit of Canada.



literature. (Helin, 1993; Royal Commission on Aboriginal People [RCAP], 1996,

Romanow,2002).

First, the purpose of this research was to identify what First Nations people

wanted from Canada's health system in 2001 - 02. The main research activity entailed a

content analysis of documents submitted by various Aboriginal organizations to the

Romanow Commission. The research used an Aboriginal conceptual framework, the

Aboriginal Life Promotion Framework (ALPF) developed by Judith Bartlett to examine

the submissions of Aboriginal organizations. (Bartlett, 2004, p. 1 5a).

Second, the purpose of this research was to make a First Nations contribution to

Aboriginal health research and to influence fi.rture policy direction on First Nations health

in Canada. I firmly believe that "we" as First Nations people determine our own course

of life and determine what makes sense for us in health care. First Nations people need to

continue to advocate for change to address the health status gap in Canada. I have direct

experience with the health care system as a First nation woman. Issues related to access,

portability, and navigation within the health system has been difficult. This research was

an efFort to advocate for change to improve the health services to First Nations in Canada.

This report includes some review on Canada's health care system, the duties of

the Commission on the Future of Health Care in Canada, and AboriginalÆirst Nations

participation in the Romanow Commission. There is a discussion about the cultural

context of Aboriginal health and the Aboriginal Life Promotion Framework (Bartlett,

2004) presented. This framework was used as a sensitizing framework for the researcher.

A content analysis of the Aboriginal submissions to the Romanow Commission was

undertaken. Themes are identified and recommendations put forward with respect to



First Nations health. The value and contribution of this work to the social work is

discussed in the final chapter.



fi. LITER,ATURE R.EVIEW

This literature review consists of two parts as follows. The first part discusses the

Canada's health care system, the Commission on the Future of Health Care, Aboriginal

participation in the Romanow Commission, and First Nations health status. The second

part identifies the cultural context of health and presents an Aboriginal conceptual

framework.

i. Canada's Health Care System

Canada has a publicly funded heath care system. The health care system is

guided by the following principles: public administration, comprehensiveness,

universality, portability, and lastly, accessibility. (Health Canada, 2004) Public

administration means the heath care delivery is administered and operated by a public

authority, and the provincial govemment is responsible for health care administration.

Comprehensiveness means that provincial health care insurance plans insure that

"medically necessary hospital services, physical and surgical-dental services are provided

to the insured persons." (Health Canada, 2002) Universality states that all residents

except the Canadian Forces, the Royal Canadian Mounted Police [RCMP], and federal

prisoners are entitled to provincially insured health services. The federal government's

role in health care is to provide services directly to the following, veterans, First Nations

living on reserve, the military, the RCMP, and federal prisoners. Portability allows the

province's health insurance plan to continue to cover a resident temporarily traveling

outside of their home province. There are some categories of resident, which require a

waiting period before they can receive health care services. Accessibility requires that

health care delivery be without discrimination based on age, lifestyle or health status;



services should be available at a comparable level for all Canadians. (Health Canad.a,

2004)

First Nations organizations continue to question whether these principles have

made their way into First Nations communities. Evidence of this position was noted in

First Nations submissions to the Romanow Commission. (AFN, 2002; Assembly of

Manitoba chiefs [AMC], 2002; Dakota ojibway Tribal council [Dorc], 2002;

Romanow, 2002, Southern Chiefs Organization [SCO], 2002) First Nations people argue

that they have not experienced the same level of health services as their fellow non-

Aboriginal Canadians. Provinces have primary responsibility for health care delivery but

the federal government has a responsibility in publicly funded health care, including the

protection and promotion of health. (Health Canada, 2004) First Nations argue that the

federal government has not fi¡lfilled responsibilities in the health care system. Many

First Nations put forth the argument that the issue of health is not just one of policy; it is

a treaty and an inherent right. For example, Manitoba First Nations cited in Wahbung

(1971) their position "that the Medicine Chest of heaty-sigung days, interpreted in the

light of today's context, applies to all Indians of Canada to mean all medical services,

medicare, public health services, medicines, hospital services, laboratory services, eye

care, dental care, and medical appliances."(I971,p.74.) This position was repeated to

the Royal Commission on Aboriginal People IRCAP] and to the Romanow Commission

by the Assembly of First Nations and other First Nations organizations such the Alberta

First Nations, Assembly of Manitoba Chieß, and by Southern Chiefs Organization of

Manitoba to name a few. (Alberta First Nations,2002, AFN, 2002, AMC, 2002, DOTC,

2002, sco,2002, RCAP 1996)



The release of the Commission on the Future of Health Care in Canada's Final

Report in November 2002 coincided with Saskatchewan's 40ú anniversary of medicare.

(Romanow,2002, p. xxi). For First Nations people, those 40 years of medicare translate

into a reminder that Canada has not adequately met the needs of First Nations' health

care. In Wahbung (1971), First Nations identified issues such as accessibility to health

services, rights to health care, and transportation that needed to be address by the federal

government. These issues are consistent with what First Nations people identified to the

Romanow Commission. (Mackinnon, 2005, Romanow, 2002) Canada purports that the

federal govemment is responsibie for providing quality health services to First Nations

and Inuit along with other groups. (Romanow,2002, p.3) Many First Nations argue that

the federal government has not fulfilled its responsibility to provide health services

adequately to First Nations. (Romanow, 2002, RCAP, 199 6; Wahbung, 197 l,)

ü. The Commission on the Future of Health Care in Canada

In April 200I, the Government of Canada established the Commission on the

Future of Health Care in Canada. The Romanow Commission's mandate was to review

the heath care system, engage in a national dialogue with Canadians on the future of

medicare and make recommendations to improve the health care system's quality and

sustainability. Further, the Commission's mandate was to recoÍtmend policies and ways

to make sure of the long-term sustainability of a universally accessible, publicly funded

health system. (Romanow,2002,p. xv)

The Romanow Commission ca:ried out its mandate in two stages. The first stage

was fact-finding fJune 2001 to Dec 2001]. At the end of this stage, the Romanow

Commission produced an interim report, which was a synthesis of the Commission's



findings. During the first stage, Canadian organizations have participated by submitting

written submissions to the Romanow Commission. The second stage of the commission's

work was to dialogue with the Canadian public and interested stakeholders throughout

the country. During the second stage, there was a consultation period where public

hearings were held fMarch 4, 2002 to May 3I, 2002]. Aboriginal organizations

participated in both stages of the Romanow Commission, the fact-finding phase and the

consultation phase.

üi. AboriginaVFirst Nations Participation in the Romanow Commission

Aboriginal/First Nations organizations throughout Canada participated in the

Romanow Commission in an effort to create awareness about their experiences with the

health care system and to influence change in Aboriginal health.

During the first stage of the Romanow Commission, ten (10) Aboriginal

orgaruzatíons participated by submitting written submissions. In the second stage, thirty-

two (32) Aboriginal organizations participated in the public hearings held across the

country. The Romanow Commission worked with the National Aboriginal Health

Organization (NAHO 2002) and hosted a national forum lJune 26, 2002, Aylmer,

Quebec] on Aboriginal health issues. First Nations, Métis, Inuit, urban Aboriginal people

and communities came together to share their successes, challenges, and views on the

future of health care. (Romanow, 2002, p. 2ll) The Romanow Commission tabled a

final report with forty-seven (47) recommendations regarding the health care system and

its direction. There were two (2) recommendations regarding a new approach to

Aboriginal Health, which were as follows:



"Recommendation 42 - Current funding for Aboriginal health services provided

by federal, provincial and territorial govemments and Aboriginal organizations should be

pooled into single consolidated budgets in each province and territory to be used to

integrate Aboriginal health care services, improve access, and provide adequate, stable

and predictable funding.

Recommendation 43 - The consolidated budgets should be used to fund new

Aboriginal Health Partnerships that would be responsible for developing policies,

providing services and improving the health of Aboriginal peoples. These partnerships

could take many forms and should reflect the needs, characteristics, and circumstances of

the population served. " (Romano w, 2002, p.253)

Some examples of the Aboriginal Health Partnerships as suggested in the

Romanow Commission's Final Report included; a regional partnership model targeting

all individuals who want to benefit from integrated and culturally appropriate health

services; or a coÍtmunity initiative model for individuals or communities, and a local

partnership model where heath care providers and others are concerned with services for

urban Abori ginal peopl e. (Romanow, 2002, p.229)

iv. First Nations Health Status in Canada

The First Nations and lnuit Regional Health Survey IFNIRHS], (1999) was

undertaken because First Nations and lnuit people had been left out of the three major

national surveys related to health; the National Population Health Survey, the National

Longitudinal Survey of Children and Youth, and the Survey of Income and Labour

Dynamics. (FNIRHS, p. 185) The timing of the FNIRHS (1999) is significant as First

Nations and Inuit people had a growing concern that the present health system was not



meeting their needs, issues related to limited resources affecting program priorities and

the concerns regarding health transfer agreements with the Federal govemments. þ. 185)

The FNIRHS survey asked First Nations and lnuit if they believe that they had the

same level of health service as the general population of Canada and 47 percent of

respondents reported services were not at the same level as the rest of Canada. (1999, p.

193). First Nations and lnuit want a different health care system than the one they

currently have. (Romanow, 2002, FNIRHS, I 999)

First Nations live in a county where Canada's federal health department wants

Canadians to be the healthiest in the world. However, the First Nations Regional

Longitudinal Health Survey hereafter, (RHS) in 2002-03 identified significant gaps

regarding the living conditions and health of First Nations compared to Canadians in

general. (FNIRHS, 2003, P.l1) Some health issues faced by First Nations that RHS

(2003) reported are that their diabetes rates are three times the Canadian average,

residential schools have had negative impacts on First Nations health and well being,

obesity rates in First Nations are twice as high as for Canadians, smoking rates are more

than double the Canadian average, and that water is considered unsafe in many First

Nations homes. First Nations were more likely to be living in crowded homes in 2002

than Canadians in l99l; and mold and mildew affected a large number of First Nations

homes. (RHS, 2003,p. 11)

Health Canada (2003) reported that Aboriginal health status, which includes First

Nations, has improved in some areas such as life expectancy and the reduction of infant

mortality. However, this improvement in health status is not as good as that of non-

Aboriginal Canadians. Health Canada stated that Aboriginal people face higher rates of



chronic disease, such as diabetes, which affects First Nations people at arate of three to

five times higher than the general Canadian population. Infectious diseases, such as

tuberculosis where Aboriginal Canadians have rate ten times higher than for other

Canadians. There is a gap in life expectancy of Aboriginal people compared to the non-

Aboriginal population. On average, First Nations men live seven years less than other

Canadian men, and First Nations women, five years less than other Canadian women.

Higher rates of suicide, especially among Aboriginal youth with a suicide rate for First

Nations youth that is five to six times higher than the national average and for Inuit youth

eleven times higher. The living conditions and health of First Nations people continues

to be dismal. (Health Canada,2003;NAHO, 2002; Young, 1938)

Martens, Sanderson, and Jebamani (2005) noted that First Nations Canadians

experience greater mortality and morbidity rates than the general Canadian population

and should therefore access services at a higher rate. However, 18 % of First Nations

Manitobans report needing care and not receiving it, only 13% reported adequate

availability of primary care and 60/o reported adequate availability of specialists. The

inadequate availability of health professionals is just one example of a barrier faced by

First Nations when they access health care services. (Martens, et. al. 2005, p. S44). First

Nations continued to identiSz to the Commission on the Future of Health Care (2002) the

ongoing barriers they face in the health care system.

This researcher remains optimistic that First Nations will continue to advocate for

changes to the health care system to address the First Nation health status gap. As a First

Nations Canadian, I continue to remain confident that First Nations have their own

10



solutions to meet their health care needs at an individual level and at community levels

services.

11



NI. METHODOI,OGY

This research explored what First Nations people told the Romanow Commission

about what was needed from Canada's Health Care System. It reviewed all English

Aboriginal/First Nations' submissions to the Romanow Commission. This research used

.content analysis to explore the ideas presented in documents. By conducting a content

analysis, inferences were drawn from the research data, which will be discussed later in

this section.

Further, the researcher used a conceptual framework - the Aboriginal Life

Promotions Framework" [ALPF] developed by Judith Bartlett. (Bartlett, 2004) as a

sensitizing framework, which allowed the researcher to organize the data from a cultural

perspective. The ALPF ofÊered a sensitizing framework for the researcher that provided

a beginning guide and starting point for my research. Using ALPF offered a way to

organize data in a holistic manner and to make some decisions as to what to extract.

(Patton, 2002, p.278) This researcher created data collection tools, which used the ALPF

sixteen elements of human existence to review the recommendations from that reference

point; a holistic perspective.

This research undertook a qualitative approach that allowed flexibility when

trylng to understand complex issues Morse and Richards (2000) outlined various

situations when qualitative approaches might be the best or the only way to address some

research questions. My purpose was to understand what First Nations wanted from the

health care system, to discover themes and to provide an analysis. (pp. 27 &,28) York

(1997) indicated, "Qualitative research methods employ a flexible means of observation."

and "qualitative measurement is more suitable to the development of theory and the

l2



subjective description of social phenomena". (p.261) Further, it is reported, "Qualitative

measurement is also more suitable if the purpose of the study is the description of the

subjective meaning of human processes or events as opposed to the precise description of

them." @.261). The literature notes that another researcher cannot duplicate this type of

research as another researcher may ask the same question but may use a different analytic

technique or different research method. (Morse & Richards,2002)

i. Cultural Context

This research was based on the premise that changes to the health care system for

First Nations must come from First Nations people. It is with this shared belief that this

researcher supports the notion of a holistic approach to health care advocated by First

Nations. (AMC, 2002, DOTC, 2002, Romanow, 2002) I have worked in various First

Nation orgatttzatíons3, which have embodied holistic approaches that paid attention to the

physical, mental, spiritual and emotional aspects related to policyiprogram development

and service delivery by the organizations.

As First Nations, we want control regarding the future direction of the health care

system. First Nations have stated that they want a different system to meet their health

needs. (Romanow,2002; DOTC, 2002, AMC, 2002) This thesis presents research from a

First Nations perspective regarding First Nations health issues and advocates a more

holistic approach that would present a paradigm shift in policy direction and policy

making regarding health care. This shift involves First Nations' people making decisions

in health care funding, program design, program service delivery, and First Nations'

govemment health structures.

3 In Manitoba, I have worked at the following First Nation organizations, Awasis Agency of Northem Manitoba, Cree Nation Child
and Family Caring Agency, Assembly of Manitoba Chiefs and West Region Child and Family Services, Inc.
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This research utilized an Aboriginal conceptual framework as sense of reference

and it provided some direction as to how to look at the research. (Patton, 2002, p.a56)

This conceptual framework was grounded in the belief of a holistic approach and the

culture of Aboriginal people. First Nations cite that the cultural aspects must be attended

to when there is development of any programs and services for First Nations

communities. (AFN, 2002, AMC, 2002, DOTC, 2002). This research attempted to bring

forward a First Nations perspective of what First Nations wanted regarding the health

care system. Boldt (1993) sees research undertaken from an Aboriginal

perspective/framework as important if Canada is to gain a further understanding of First

Nations. (r. 183).

As a First Nations woman, I was able to relate to the framework's underlying

principles and in particular, its holistic approach to life. The Aboriginal conceptual

framework helped the researcher to organize the First Nations' ideas and

recommendations about the health care system. Using the Aboriginal conceptual

framework affected the researcher spiritually, emotionally, physically and intellectually

when examining the data.

ü. Aboriginal Life Promotion Framework

This research used an Aboriginal conceptual framework to sensitize the

researcher, which allowed for the organization of the research data. The following

section discusses the Aboriginal conceptual framework.

Judith Bartlett, a Metis womaq hlpothesized a culturally appropriate holistic

construct for describing Aboriginal well-being. She developed the Aboriginal Life

Promotion Framework (ALPF) (Bartlett, 2004, p.6). Bartlett (2005) used ALPF in a
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study to gain understanding of the perception of health and well-being for Metis women

in Manitoba. (p. S22) She (Bartlett, 2005) has suggested that ALPF is a tool that can be

utilized when reflecting on life by organizing thought that already exists. þ. S22) This

framework was used as a tool to sensitize the researcher in the organization of research

data.

The ALPF begins with the premise that there are sixteen elements of human

existence. This framework is grounded in Aboriginal philosophy and principles. The

elements of human existence are grouped in four circles and each circle consists of four

elements in each. The circles are significant as they are representations of the holism

used by Aboriginal people. The first circle consists of the following terms, spiritual,

emotional, physical, and intellectual. The second circle consists of four different age

categories, child, youth, adult, and elder. The third circle consists of systems size

groupings, individual, family, community, and nation. The fourth circle consists of terms

that refer to the cultural, social, economic, and political environment. (Bartlett, 2004,

p.7)

The ALPF used sixteen elements of human existence to describe life as a whole.

It is a holistic view regarding life. The four circles containing the elements of human

existence are separate but elements are seen together to understand life/phenomena.

üi. Content Analysis

Content analysis allows for text documents, a mode of communication about

social phenomena that reflects a point in history, to be generally examined. (Berg, 2001,

p.za$ Content analysis is a systematic approach to transforming the symbolic content of

a document or a statement or a presentation. It allows for a form of coding. It allows for
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documents, which were developed for other purposes, to be accessible for research

(Monette, Sullivan, Dejong, 1989, p. 212)

Northey, Tepperman, and Russell (2002, p. 95) has stated that content analysis

bridges qualitative and quantitative research and allows for generalizations. Frankfort-

Nachmias & Nachmias (2000) stated that content analysis provides a systematic approach

to analyze data. Content analysis allows inferences to be made and specific

characteristics of messages to be identified. There are three applications of content

analysis, to describe the traits of the message, to make inferences about the message and

its causes, and to make inferences about the effects of the message. Qry.296-298). The

research has used the application of making inferences about what was written by First

Nations in a text document.

Berg (2001) described content analysis as a technique, which is helpful when text

is reviewed. Content analysis is an approach that can be used for the identification of

themes. Content analysis began by the researcher reading the documents that were

presented to the Romanow Commission by the AboriginalÆirst Nations organizations.

The purpose of reading the documents was to identif,i in the text the recommendations

made by First Nations and other Aboriginal goups to Canada's health care system

present in the AboriginalÆirst Nations submissions. As I identified the recommendations

in the body of the document, I highlighted the written passages. (Padgett, 1998, p. 78)

This methodological approach to data analysis was described by Prior (2003, p. 149) as

the examination of document content with a defined set of procedures, so the researcher,

can produce conclusions. The approach used can be described as a systematic review

methodology.
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As I identified each of the recommendations, I collapsed the recommendations

further by recording the main idea that was being conveyed alongside the initial

recommendation. For example, if a First Nations organization recommended more fiscal

resonrces to build capacity, I would have collapsed the text to the following shorter

phrase, "fiscal resources for capacity building." Given the voluminous nature of the

documents in this research, collapsing the data to shorter text phrases allowed for greater

data management for retrieval and organization purposes. Sarantakos (1998) described

qualitative data analysis and its managernent as data reduction where data is coded,

summarized and categonzed to identiff important aspects. (cited in Alston & Bowles, p.

207) Data reduction helped the researcher decide how the data were recorded and how

the method of analysis was used and to arrive at conclusions. The goal of data reduction

was achieved as the main themes emerged from the research and the information was

categorized. (Sarantakos, 1998, p. 207) The second component of data analysis is data

organization. This is the process of assembling information around certain thernes in a

written document. The third component is to interpret the data. This process involved

looking for pattems, trends, and explanations, which lead to conclusions. (Sarantakos,

1998, p.207)

"Sequentially numbering the categories starting at 0 or t helps to minimize the

risk of miscoding" (Frankfort-Nachmias & Nachmias, 2000, p. 305) For the purposes of

this research each of the recommendations of the Aboriginal organtzations was placed in

a category. As Frankfort-Nachmias & Nachmias indicated, a coding scheme can take a

long time and this researcher went back and forth between the raw data and the evolving

scheme until the categories emerged. The preliminary code schemes enabled the
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researcher to arrange and classifu the raw data and reduce the voluminous data to

analyze. (2000, pp. 3 07-3 08)

Content analysis allows for the use of documents, which endure and also give a

historical perspective. (Hodder, 1994) The First Nations provided challenges and offered

recommendations in 2001 - 2002, a particular period for the health care system. From a

different perspective, this researcher reviewed the documents for another purpose than

that for which the documents were intended. This research was viewed from a First

Nation perspective, which gave the documents analyzed a different meaning than other

readers might have found. (Hodder, 1994) "Accurate production of meaningful

information relies upon beginning with a conceptual framework and measures grounded

within a cultural context." (Bartlett, 2004, p. 10) This research reviewed documents from

a sensitizing framework, ALPF. Each of the Aboriginal and First Nations

recommendations were recorded by the researcher and were placed in one of the four

circles, which contained the sixteen elements of human existence in the ALPF.

iv. Data

The data were the written documents tabled by Aboriginal and First Nations

organizations, which represented their views/recommendations in 2001- 02 to the

Commission on the Future of Health Care in Canada.

ln the fact-finding phase of The Romanow Commission, Canadian organizations

responded by sending in written submissions related to health care issues up to December

31, 2001. The Romanow Commission continued to accept organrzations submissions

after the formal submission phase. The Commission on the Future of Health Care final

report listed four hundred and forty-four (444) submissions from Canadians
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organizations. Ten (10) Aboriginal organizations were among those organizations that

sent in formal written submission representing .02 percent of the total number of

organization submissions received by the Romanow Commission. (Romanow, 2002,

p.259-266) Please refer to Appendix C for a list of the Aboriginal orgaruzations that

participated in the open public hearings and the fact-finding phase. There werc 142

organizations' submissions available on the Commission on the Future of Health Care in

Canada intemet site. Two Aboriginal organization submissions fAboriginal Nurses

Association of Canada and National Aboriginal Health Organtzation] are available on the

Romanow Commission internet site. (Health Canada, 2003)

In addition, organtzations had the opportunity to make presentations and tabled

submissions during the Public Hearings, which took place from March 4, 2002 to May

30, 2002 in Canada. The public hearings were held in Toronto, Iqaluit, Sudbury, St.

John's, victoria, Regina, ottawa, calgary, Yellowknife, winnipeg, Montreal, Halifax,

Vancouver, Quebec City, Edmonton, Charlottetown, and Whitehorse. In the public

hearing phase, three hundred and sixty-five (365) Canadian organizations participated.

Aboriginal organizations that participated in the public hearings were .08 percent of the

total number of organizatíonpresentations. Thirfy-two (32) Aboriginal organizations that

participated in both, the fact-finding phase and the public hearing phase where assigned

to one of the five (5) organízational categories fFirst Nations, Aboriginal lnterest/Focus,

lnuit, Metis, Metis & Aboriginal] created by the researcher. Refer to Table 1.
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a. Organizational categories

In the following section, there will be a discussion regarding the categories with a

brief description of each category formation listed in Table 1.

Tsble I - Aboriginal./First Nations organization - assigned categories

First Nations Aboriginal -InteresUFocus Inuit Metis & Aboriginal Metis

Abegwit First Nations BC Aboriginal Network Inuit Tapirii Ontario Metis Metis
On Disability Society Kanatani Aboriginal National

Assembly ofFint Tree ofpeace Nunavut 
Association council

Nations Friendship Centre Tunngavik

Assembly of Manitoba Westem A¡ctic

krcorporated

Pauktuutit - Inuit
Chiefs
Council

Nations

Dakota Ojibway
Tribal Council

Dene Nation

Eskasoni Health
Centre

Federation of
Saskatchewan
lndians Nations

Fi¡st Nations Chiefs
Health Committee

First Nations Health
Programs Committee

First Nations of Quebec
I¿brador Health and
Social Services
Commission

First Nations T¡eaties :

6,7,8

Govemment of First
Nations

Six Nations of Grand
River

Southem Chiefs
Organization

Yukon First Nations
Health & Social
Commission

Association

Native Women's

Association

l¿br¿dor Inuit

Aboriginal Head Start Women's Association
ofCanada

Corurcil of Yukon Aboriginal Nurses Qikiqtani Inuit

Association of Canada Health Commission
(LrHC)

National Aboriginal
Health Organization

Institute of Aboriginal
Health, Division of Fint
Nations Health Centre
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First Nations

The first organtzational category was defined as the First Nations category. There

were 18 (eighteen) First Nations organizations placed in this category. Seventeen First

Nations were political organizations representing various First Nations in Canada and one

was a health centre that provided services to First Nations people. When the primary

interest of the organization was identified by the organization, itself, as providing

services to or on behalf of First Nations, then the organizations was placed in the First

Nations category. This category contained the largest number of organizations to this to

the remaining four categories.

ü. Aboriginal - InteresfFocus

The second organrzational category was titled Aboriginal IntereslFocus which,

had seven (7) organizations in it. This Aboriginal lnterest/Focus category included those

Aboriginal organizations that represented Native women, Disabled Aboriginal People,

Aboriginal Head Start Program, Aboriginal Nurses, Aboriginal Health organization,

Friendship Centres and lastly, an lnstitute for Health Care. Thes e organizations that were

sorted the Aboriginal lnterest/Focus category contained the second largest number of

organizations assigned to this category comparatively. This category represented non-

govemmental organtzations, lobby groups, special interests and a professional body

comprised of Aboriginal People.

üi. Inuit

The third organizational category was defined as the Inuit. There were five (5)

organtzations assigned to this category third largest number of organizations assigned to

2t



any category. This category was representative of a political organtzation, and non-

goverTrmental lobby organtzations, special interests, and a lobby goup.

iv. Metis

The fourth organizatíonal category was the Metis category, which had only one

(1) organization. In this category, there was one national political orgarrization.

v. Metis & Aboriginal

The fifth category was developed to accommodate one Ontario organization's

presentation that represented Metis and Aboriginal. The researcher has labeled this

category Metis and Aboriginal. This organization represented special interests of the

Metis and Aboriginal people.

Each of the Aboriginal organizations placed in the categories were assigned a

number sequentially from one to thirty-two (1 to 32) for data retrieval and data

organizations pu{poses. For example, Organization #1 refers to the Chieß of Ontario.

Appendix B contains a complete list of the organizations in each of their assigned

categories.

b. Documents used in analysis Most of the documents were obtained

through a written request to the Access to lnformation & Privacy Co-ordinator, Privy

Council Office in Ottawa, Ontario. Two of the Aboriginal submissions were available

from the Romanow Commission website. One First Nation submission was obtained

from the organization directly.

There were twenty-five (25) written submissions ftwenty-three (23) written

submissions were in English and ¡wo (2) were in French] available to the researcher from

the overall thirty-two (32) organizations that participated. Some of the submissions
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included supplementary documents. The researcher reviewed the supplementary

documents and included them in the analysis. Six (6) organizations submitted

supplementary documents to the Romanow Commission. fRefer to Appendix C]

There were four joint submissions, which involved nine Aboriginal/First Nations

organizations, which were the following:

i. Joint submission - Assembly of Manitoba Chiefs Organizations and Southern Chiefs

Organization

ii. Joint submission - Assemblee Des Premieres Nations du Quebec et du Labrador &

Commission de la Sante et des services sociaux Des Premieres Nations du Quebec et

du Labrador

iii. Joint submission - First Nations - Treaty 6, Treaty 7, and Treaty 8

iv. Joint submission - Council of Yukon First Nations & Yukon First Nations

Health and Social Services Commission

c. Public hearings presentation summaries

The researcher used the public hearing presentation summaries when the

submissions \ryere unavailable. The reasons why the submissions were unavailable will

be discussed in the next section. Five (5) presentation summaries were obtained from the

Romanow Commission website, which are the listed as follows: the Eskasoni Health

Centre, Dene Nation, Council of Yukon First Nations, Yukon First Nations Health and

Social Services Commission, and lastly, the Government of First Nations.
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d. Documents unavailable

There were documents that were unavailable to the researcher from the public

hearing presentation and the fact-finding phase where formal written submissions were

tabled by AboriginalÆirst Nations organizations. Prior (2003) identified that the

justification of a sampling is required and suggest that there needs to be reasons for

including and excluding data. Prior (2003) stated that the researcher should identifu in

detail why data was selected and what limits were placed on the selection process. (2003,

p. 15a) The researcher has provided the following explanations:

There were two submission that were not available to the researcher in the

English language which were two (2) First Nations organizations; Assemblee des

Premieres Nations du Quebec et du Labrador IAPNQL] and Commission de la Sante et

des services sociaux Des Premieres Nations du Quebec et du Labrador. ICSSSPNQL].

The two (2) orgarizations, APNQL and CSSSPNQL submitted a joint presentation at a

public hearing in the French language. The Privy Council of Canada advised the

researcher that the English translation tapes of the public hearings were available at a

monetary cost to the researcher. The Privy Council of Canada could not guarantee that

the English translation tapes were the organizations' presentation in its entirety. Given

the monetary and time constraints to transcribe the tapes, the researcher sought out two

avenues to get the French language documents translated. Therefore, the researcher

elected to used only the recommendations. The researcher used the public hearing

presentation srünmary available in English.

The researcher was not able to locate two presentation summary documents for

the content analysis. The explanation for the missing/unavailable documents from two
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Aboriginal orgaruzations follows. The first organrzatíon, First Nations Health Program

Committee, made a public hearing presentation on May 2, 2002 in Whitehorse.

(Commission Report, Page 282). The first orgaruzation's presentation summary was

unavailable from the First Nations Health Program Committee. This organization may

have only presented an oral presentation and, possibiy, no report was tabled with The

Romanow Commission. The researcher was able to determine the First Nations Health

Program Committee was housed at the 'Whitehorse 
General Hospital. The researcher

contacted the Whitehorse General hospital directly to verifu the existence of a report.

Despite several attempts by the researcher to veri$ and obtain a copy of the presentation,

the researcher was not successful. There was no public hearing presentation summary

listed for First Nations Health Program Committee, neither on the Romanow commission

official web site nor in its final report.

The second, the Six Nations of the Grand River presentation was also unavailable.

A public hearing presentation summary was not available from the official internet site of

the Romanow Commission. The researcher contacted the Six Nations of the Grand River

directly to verifu the existence of a presentation and to obtain a copy of their

organization's presentation. However, the researcher was not successful in getting a copy

or in veriSring that one existed.

The official intemet site of the Romanow Commission listed "Six Nations of

Grand River" organization as one of the organizations at the Commission Consultations

held in Toronto, ontario on May 30, 2002 and May 3T, 2002. The researcher has

documentation that Six Nations of the Grand River did a presentation on May 30,2002 in

Toronto as indicated in the Romanow Commission's Final Report (P. 285). The Six
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Nations of the Grand River organization may have completed an oral presentation, but

there appears to have been no report tabled. There was no response received from the

organtzation to veriff the preceding statement when it was contacted.
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rv. ANAT,YSIS

During the course of the data analysis, it became necessary to create a series of

data collection tools to assist the researcher. The researcher organized the findings for

the purposes of both; data retrieval and data review, which proved to be an effective

means of data management. (Padgett, 1998, p.75) The researcher found it quite useful to

develop the following eight sunmary documents to organization the data:

Í. Data Summary document #1 contained a list of the thirty-two (32)

AboriginaliFirst Nations organizations and the Public Hearings location in which the

organization participated fMarch 4, 2002 to Toronto on May 30, 2002]. Please refer to

Appendix A. The researcher used this summary document to track the number of

presentations received throughout the data collection phase in an organized manner. The

researcher subsequently placed the documents in file folders with a label that had a

corresponding assigned organrzation number and organization name.

ü. Data Summary document #2 is a list of the ten (10) formal submissions

made by the Aboriginal Organizations during the Fact Finding Phase when the Romanow

Commission called for submissions. Please refer to Appendix B.

üi. Data Summary document #3 contained a list of the following items: an

assigned file folder number and the organization's assigned number, the Aboriginal

organization's name, location and open public hearing date, type of submission - [formal

or public hearing], Aboriginal category/representation and last, title of the submission,

date and number of pages. Each of the recommendations was numbered sequentially.

Each of the Aboriginal organizations was provided with an assigned number sequentially.
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The number assigned to each category name is not weighted nor is there any value

assigned to the sequential numbering.

The summary document #3 identified as Appendix C. The researcher utilized the

sunmary documents throughout the data collection and data analysis process. The

sunmary document #3 provided a quick overview and ongoing information regarding the

data available.

iv. Data Summary document ll4 was primarily used by the researcher to

capture the content analysis of the data. This document provided the following

information in two sections: the first section detailed the name of the Aboriginal

organization, assigned a file number, type of submission, location on & date of the open

public hearings, organization category, title of the submission, date of the submission and

number of pages of the written submission. The second section of the summary

document #4 presented the conceptual framework, which was the Aboriginal Life

Promotion Framework, which was utilized to complete the content analysis. Summary

document #4 listed the sixteen (16) elements of human existence as identified in the

Aboriginal Life Promotion Framework. In this research, recoÍrmendations were sorted

into one of the four (a) domain categories created by the researcher. The sixteen (16)

elements of human existence were categonzed into four (4) Domains by the researcher as

follows:

Domain - 1: Spiritual, Emotional, Physical, and lntellectual

Domain - 2: Child, Youth, Adult, Elder

Domain- 3: lndividual, Family, Community, Nation

Domain - 4: Culture, Social, Economics, Political
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The summary documentlt4 identified the recommendations by all the Aboriginal

organizations regarding the health care system in Canada. The next category of

information recorded the identification of themes identified within each of the

recornmendations. The recommendations were then sorted into a category from Domain

1 through Domain 4 using the Aboriginal Life Promotion Framework as explained below.

Please refer to Appendix D.

The conceptual framework was used to sensitize the researcher to what First

Nations wanted from Canada's health care system. The Aboriginal Life Promotion

Framework IALPF] identif,red that there are sixteen (16) elements of human existence.

This research utilized the sixteen (16) elements to assist in the content analysis. Figure I

(below) identifies the elements of human existence in the Aboriginal Life Promotion

Framework [ALPF]. (Bartlett, 2004,P.24) The researcher has chosen to represent the

sixteen elements of the ALPF in four circles labeled Domain one (1) through four (a).

The researcher chose to represent the Domains in a circle format because as a First

Nation person; the circle is representative of the circle of life, which has been a teaching

shared with me by others. The elernents of this conceptual framework purport to be

having elements of human existence, which is ultimatel¡ the circle of life.

Figure 1 - Aboriginal Life Promotion Framework:

v. Summary document #5 Themes from the individual Aboriginal

organtzations' presentation/formal submissions/presentation summaries. The swnmary

Domain I
Spiritual
Emotional
Physical
Intellectual

Domain 4
Cultu¡e
Social
Economics
Political

29



document #5 had the following information: the name of the Aboriginal organization,

assigned file number, type of submission, location and date of the open public hearings,

orgarization category, the title of the submission, the date of the submission and number

of pages of the presentation/formal submission and a heading identified as Themes. The

summary document #5 allowed for quick review and collapsed the amount of paper the

researcher would have to sift through to identiff the themes. Please see Appendix E.

vi. Summary document #6 - This is a table, which lists all the thirty-two (32)

Aboriginal organizations in each of the five (5) Aboriginal orgatnzation categories: First

Nations, Aboriginal lntereslFocus, Inuit, Metis, and Metis & Aboriginal along with the

number of organizations in each category. Please refer to Appendix F.

vü. Summary document #7 - This contains themes from the five (5)

Aboriginal organization categories placed in the Domains 1 through 4 created by the

researcher to reflect the elements of human existence presented in the Aboriginal Life

Promotion Framework. (Bartlett, 2004) Please refer to Appendix G.

vüi. Summary document #8 - This is a table of the thirty-trvo (32) Aboriginal

organizations placed in the Aboriginal categories. Please refer to Appendix H

Once created, the researcher found the data summary documents quite useful to

begin to sort and identify the emerging themes for each of the thirty-two (32) Aboriginal

organrzations. The researcher was sensitizedby ALPF.
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V. F'INDINGS

i. Themes ldentifÌed

The researcher reviewed the recommendations from the Aboriginal

Organizations' submissions and used the summary document #4 to place the

recoÍrmendations into the ALPF framework. Please refer to Appendix D.

First, the researcher identified themes from the Aboriginal organizations'

presentations. The researcher then sorted the themes into one of the five organization

categories. From this process, the researcher was able to identifu 21 overall themes

and four themes present in all the five organization category.

The researcher completed a content analysis on the Aboriginal organizations'

documents. Through a systematic approach to document review, the researcher identified

themes. The list of themes identified reflects Aboriginal organizations suggested

recoÍlmendations about what is needed from the Canadian health care system for

Aboriginal people.

The researcher identified twenty-one (21) themes listed in Table 2 below:

T¡ble 2

Themes ídentìfiedfrom the AboriginaUFírst Nøtíons orgønizations submissíons

Four (4) themes common among five organization categories

1. Relationship with GoveÍunents 2 Policy & Program Development

3. Fiscal Resources

Remaining Themes

5. Culture

7. Consultation

9. Sustainability

11. Health Status

13. Ræearch

15. Health Strategy

4. Accessibility

6. Capacity Building

8. Jurisdictional

10. Control

12 RiChts

14. Disabled People

16. l¿nd Claim
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17.

19.

2r.

lnfrastructure

Public Awareness

18. Addresssocio-economic

20. Univenality

lnvolvement & Participation

The researcher found themes one through four inclusive were common to

participating goups from all otgalrrization categories. These themes were viewed to be of

central importance to the researcher and they will be discussed in the next section.

The seventeen (17) remaining themes numbers five through twenty-one inclusive in

the above list, were present in a number of submissions of some organizations. These

seventeen (17) themes are briefly discussed in next section.

The researcher listed the seventeen (17) themes and what follows is a brief

identification of what First Nations/Aboriginal wanted from the health care systern: I

have chosen to list the themes identified prior to discussion of any one. The researcher

created a list of collapsed words and phrases that represent the general idea conveyed in

each of the recofitmendations by the organizations. This list was subsequently sorted into

the seventeen based on the therne headings to be discussed in the next section. What

follows is the list of those collapsed words/phrases, which were sorted under the theme

headings in Tables 3 through Table 23 accompanied the organization category, and the

organization's assigned number. Please refer to Appendix C for the assigned number,

which will identiff the name of the organization in the Tables 3 through to Table 38.

ü. Culture

Table 3 Culture Theme - First Nations Recommendations

Organization & Number Recommendations

Organization #15 FN Integration ofFi¡st Nations systems ald westem medical
svstems

Organiza¡ig¡ 915 P¡ Integration of ideas from western medicine and Fint
Nations traditional medicine

Oreanizåtion #15 FN Holistic approaches to treåtment and preventative services
Oreanization #l FN FN Cultural restoration
Oreanization #8 FN Traditional healing values and practices restored
Oreanization #18 FN Establish raditional healine centres
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Organizqlis¡ 4 22 & 23 FN Integrate traditional aboriginal health practicæ with
Westem medicine

Organization # 26 FN Aboriginal health issues and traditional practices
awareness

First Nations

First Nations organizations identified, in Table 3, the need for the present heatth

care system to incorporate both haditional medicine and western approaches. First

Nations stated that that there needed to be a return to traditional practices for health care

services and increased awareness regarding the existence of these traditional practices.

First Nations further felt that health care must use holistic approaches in treatment and

prevention. One organization suggested that the establishment of traditional healing

centres.

b. Metis & Aboriginal

Table 4 Culture Theme - Metis & Aboriginal Recommendations

Organization & Number Recommendations

Organizâtion#5 M &AB Culturally sensitive medical care needed
O¡eanization#5 M&AB Culnrrally sensitive aDDroaches need to be effective
Organization#5 M & AB Screening/assessment tools should reflect Aboriginal

values/social norms

In Table 4, the Metis and Aboriginal organizations identified the need for

culturally sensitive approaches to health care services along with screening/assessment

tools to reflect the Aboriginal values and social norrns. They did not coÍrment on the

integration of the haditional and westem approaches to health care delivery as the First

Nations suggested.
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Aboriginal IntereslF ocus

Table 5 Culture Theme - Aboriginal Interest/Focus Recommendations

Organization & Number Recommendations

Organization #17 AB Integrated Therapeutic Options for Healing Addictions
and Emotional Problems

Oreanization # 7AB Culturallv appropriate services
Organization # 7AB Aborieinal Health Best Pr¿ctices Information Sharine
Organization # 7AB Men to releam their traditional parenting and teacher roles
Organization #17 AB Accommodation for Visiting Elders and Tr¿ditional

Healen within Hospitals and other Instihrtions
Organization #17 AB Support Access to Tr¿ditional Healers and Elde¡s - under

the knowledse and within aborisinal orpanizations
Oreaniz.ation #17 AB Aborieinal Cultural Awa¡eness
Organization #17 AB hcorporation of Holistic Aboriginal concepts into

Education and Training

Oreanizaton #17 AB Cultur¿l Orientation
Oreanizâtion #10 AB Culturally appropriate and culturally sensitive
Oreanization#10 AI¡ Culturallv aoorooriate sewices
Organization #9 AB Improved Communication through cultural awareness

worlshops
O¡eanization #9 AB Appropriate services to Aboriginal people needed
Orsanizâtion #9 AIÌ I¿nsuâee Barriers - aoooint a familv snokesnerson
Orsanizâtion #7 AB Develooment of culhrrallv annronriate nmsrams
Oreanization #19 AB Integr¿tion of westem and t¡aditional medicine

The Aboriginal orgaîizations in Table 5 recommended the integration of western

and traditional approaches to the health care system. They advocated for the sharing of

Aboriginal health best practices among health care professionals. These organizations

identified the need for culturally sensitive programs and specifically suggested that that

men need to re-learn their haditional roles of parenting and teaching. They recommended

that the education sector incorporate holistic aboriginal concepts into its education and

training aspects, and that there needed to be more cultural awareness workshops.

d. Inuit

Table 6 Culture Theme - Inuit Recommendations

Organization & Number Recommendations

Organization tl4 IN Qaujimajatuqanqit - Inuit knowledge - is another such
qulliq. There are seven quilliqs of Inuit health renewal

Orsanization #4 IN Intepate traditional approaches into medical system
Organization fÉ4 IN Inuuqatigittamiq - the #1 priority (Inuuqatigittamiq -

healthy interconnection of mind, body, spirit, and
environment)
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Organization #4 IN Qaujimajatuqanqit - is important to the succæs of
prosams and services

Orsanization #4 IN Qauiimaiatuqanqit - Inuit knowledee
Organi'ation *H IN Inuuqatigittamiq - healthy interconnection of rnind, body,

spirit, and environment
Orsaûization #4 IN Credit for Inuit Oauiimaiatuaanoit (Inuit lçtowledøe)
Organization #4 IN lncorporate Inuit Qaujinrajatuqanqit and Inuktitut into

health care progams and services
Organization *14 IN Production of a variety of rnaterials in various forms in

plain lanzuaee
Oreanization #2 IN Information in own lansuåse & olain Enplish
Oreanization #2 IN Culture and traditional manner
Organization #2 IN Balance between traditional knowledge of

medicindhealins & western
Organizâtion #2 IN Own cultur¿l values and traditions
Orsanization #2 IN Services in own lansuâse

Inuit organizations in Table 6 conveyed what they want from the health care

system. They identified that their own Inuit knowledge was critical to lnuit Health

Renewal. The Inuit, along with the First Nation and Aboriginal organizations,

recommended the integration of the traditional and western approaches to health care.

The Inuit acknowledged the requirement for balance between the traditional and westem

approaches. lnuit had a strong belief that what was needed was a healthy interconnection

among the mind, body, spirit, and environment for lnuit health renewal.

üi. Capacity building

a. First Nations

Table 7 Capacity Theme - First Nations Recommendations

Organization & Number Recommendations

Oreaniz¿tion #8 FN CapaciW buildine
Oreanization #13 & 14 FN Canacitv - Tminins Rmuirmmfs
Organization #15 FN Capacity building - Development of a Can¡da-wide health

human resources stratesy
Oreanization #18 FN Buildine Capaciw - Strategic ola¡mine for medical careers
Organization #18 FN Building Capacity - Training and development of health

authorities/profess ionals
Oreanization #18 FN Capacity Buildins - Trainins of Human Resources
Oreanization #21 FN Canacitv Buildinp
Oreaniution #21 FN Capaciw Buildine - traininq & developme¡rt
Oreanizaton # 22 & 23 FN Tr¿nslated - Increase native suooliers. trainins orosmms
Orpanization # 22 & 23 FN Recruitment and retention ofhealth ca¡e orofessionals
Oreanization # 22 & 23 FN Prosrans to increase skills and resources
O¡eanizztion # 22 & 23 FN Capacity buildinq and education
Organizqtion # 22 & 23 FN Health care professionals seruitive to the holistic health

model of Fint Nations and to thei¡ cultu¡es
Oreanization # 24 FN F-ducation i¡ health caree¡s
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Oreanizåtion # 24 FN Caoacitv buildine
Oreanization # 24 FN Capaciw Buildins
Oreanization # 26 FN Culturallv sensitive orofessionals - canacifv

First Nation orgarrjzations in Table 7 identified consistently the need to increase

capacity in the medical/health care professional field among the First Nations. The health

care professionals needed to be sensitive to the holistic health care models of First

Nations and their communities. First Nations identified a nation wide need for a human

resource shategy to address the issues of building capacity ¿Ìmong its First Nations

population. The building of capacity in health care was critical for First Nations to

assume more control over their own health care services. First Nations recofitmended a

long-term human resource development stTategy.

b. Metis & Aboriginal

Table E Capacify Building - Metis & Aboriginal Recommendations

Organization & Number Recommendations

Organization#5 M&AB klucation and traininp oooortunities
Organization#5 M&AB MedicaVhealth care tr¿inins onnorhnities
Organization#5 M&AB Recruitment and Retention

The Metis and Aboriginal organization in Table 8 recommended more education

and training opportunities, for example, in medical and health care. They recommended

the need to recruit medical/trealth care professionals into the health care field and a need

to develop away to retain them in the field.

Inuit

Table 9 Capacity Theme - Inuit Recommendations

Organization & Number Recommendations

Oreanization *4 IN I¡uit-snecifi c trainins nmcrâÍLs
Oreanizâtion #4 IN Recruitment and retention problerns
Q¡q¡nizqti6¡ tÉ4 IN Canacitv huildins
Organization #4 IN develoo and suoDort Inuit mental health workers
Orsanization #4 IN Suooort to build caDacitv
Oreanization #4 IN Capacity building
Oreanization #4 IN Trainine in the North and delivered in Inuktitut
Oreanization #4 IN CapaciW buildine
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Organization #4 IN Capacity building in various areas from transitional
arr¿ngements to education a.nd tr¿inins

Oreanization #4 IN Mental health workers needed
Oreanizâtion #4 IN Capacity
Oreanization #4 IN Strong people ernpowered
Organization #4 IN More staff for promotion and prevention
Orsanization #4 IN Canacitv buildinp
Orsanizâtion #4 IN Prepare oü voung sener¿tions
Organízation #4 IN Capacity buildins
Organizâtion #4 IN Capacity - medical field
Oreanization #6 IN CaDacitv - recruitnent
Oreanization #6 IN Caoacitv - trainins
O¡sanization #2 IN CapaciÚ buildine - Substantial and Sustained Suooort
Organization #2 IN Community Health Representatives and Workers treated

with respect - more likely to maintain employment and
advance in sewice

Organization #2 IN Trainine for caregiven
Oreanization #2 IN Consistent Nursins
Organization #2 IN Tr¿in more Inuit to e¡sure culturally sensitivity and

reduce wlnerabilitv of tra¡sient health care worke¡
Organization #2 IN Education importånt-community to educate Inuit &

formal education levels plav role to improve he¿lth status

Inuit organizations in Table 9 wanted to build capacity through lnuit specific

training programs. They recommended more training for community based people that

remain in their communities as lnuit experienced recruitment and retention problems in

the northern communities. They wanted consistent nursing in their communities. There

was a shong recognition that education is important in the need for community to educate

the younger generations to improve the Inuit health status.

d. Aboriginal InteresUFocus

Table 10 Capacity Theme - Aboriginal IntereslFocus Recommendations

Organization & Number Recommendations

Oreanization #7 AB - Caoacitv - education
Orsanization #7 AB Capacity -increase numbers education
Organization #7 AB Caoacitv - Trainins
Organization #7 AB Training developed and implemented by aboriginal

dis¿bled people
Orsanization #7 AB Education - life skills tr¿ininp
OrsanizÀtion #7 AB Employment corrnselo¡s to be trained re: special needs
Organization #7 AB Progr¿m development
Orsanization #7 AB Trainins
Organization #9 More Trained professionals
Orsanization #I7 Investins in Women and Child¡en
Organization #17 Analyze aad Respond to Change Management Capacity

Gans
Oreanization #17 Education
0reanization #17 Retention of professionals
Oreanization #17 Capacitv Buildins
Orsanization #17 Buildins caoacitv
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Organization #17 Community Based Education
Organization #17 Further development of Access Programs - Education &

Tr¿inins
Orsanization #17 CapaciW Buildine
Oreanization #19 AB Train 10.000 workers

Aboriginal orgaîtzations in Table 10 recommended the need for education and

training requirements to build capacity. They indicated the need for development of

haining and implementation by Aboriginal persons with disabilities. They identified the

need to investrnent in women and children. One organizatioî recoÍtmended that

education should be community based and to increase the number of Access programs for

education and training needs.

iv. Consultations,involvement&participation

a. First Nations (Consultation)

Table ll Theme (Consultation) - First Nations Recommendations

Organization & Number Recommendations

Oreanization #15 FN Pa¡ticination and consultation in decisions
Orsanization #18 FN Consultation needed
Oreanizatton#22 &23 FN Onlv Fi¡st Nations can set to the root of their nmblerns
Oreanization# 24 FN Engage Fint Nations directly on rssues

First Nations in Table 11 wanted to be consulted and engaged on issues the affect

them. First Nation organizations identified that only First Nations can get to the root of

their problems. First Nations want to be part of the decision making process regarding

the health care system.

b. Inuit (Consultation)

Table 12 Theme (Consultation) - Inuit Recommendations

Organization & Number Recommendations

Organization *14 IN Need to work together to share i¡fonnation, experience,
exoertise

Oreanization #4 IN Need to be oart ofthe solutions
Organization #2 IN Need to build suooort for lnuit women
Organization #2 IN Necessary conditions to enable Inuit women to be

informed and oarticioate in ooücv and orosram
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development, implernentation, priority setting and access
related to health care

O¡eanization #2 IN Consult with Inuit Women on health issues
Organization #2 IN Acknowledge lnuit Women's role in the support of

primary health care
Oreanization #2 IN Inclusive, effective, and accountable to I¡uit Women
Organization #2 IN Women involvement in policy-making process, to

detemine limits and costs for women

Organization #2 IN Women involvement to negotiate with govemment
appropriate levels of support

Organization #2 IN Meaningful consultation process and esøblishing
consultative mechanisms with Inuit women at the
commr¡niw. resional. and national levels

Oreanization #3 IN Consult closelv
Oreanization #3 IN Partnership a-nd cooperation to deal with problems
Oreanization #ló IN Work closelv with Inuit

The Inuit in Table 12 advocated that they wanted to be closely consulted

regarding decisions related to the health care system, and in particular, wanted to ensure

that lnuit women are involved when negotiations occur at government levels. The

involvement of lnuit women in decisions needed to be meaningful, and therefore, they

recommended fiscal resources for travel purposes to ensure lnuit women had a voice .

The Inuit organizations were the only Aboriginal organizations that identified the strong

role of women in the decision-making process. lnuit organizations identified that lnuit

women need to be part of the decisions that determine the direction of Inuit health as

Inuit women are the primary care givers in the health care system.

c. Aboriginal Interest/Focus

Table 13 Theme flnvolvement & Participation) - Aboriginal IntereslFocus Recommendations

Organization & Number Recommendations

Organization #9 AB Involve in repionâlization nmcess
Oreanization #7 AB To be involved in all aspects of sovemment
Organization #7 AB First Nations leaders must participate in the new regional

heålth stn¡ctures
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Aboriginal organizations in Table 13 identified that First Nation leaders must

participate in the new regional health structures. They must be involved in all aspects of

governance of the health care systan.

v. Jurisdictional

^. First Nations

Table 14 Theme Jurisdictional - First Nations Recommendations

Organization & Number Recommendations

Oreanization #l FN FN Jurisdictional and fiscal disoutes
Orsanization # 24 FN Reconciliation of iurisdiction issues
Orsanization #21 FN Resolve iurisdictional issues
Oreanization#18 FN Need Federal leadership for iurisdiction issues
Organization # 22 & 23 FN Aboriginal people do not th¡oueh the iurisdictional cr¿cks

First Nations indicated in Table 14 that there needed to be the presence of strong

federal govemment leadership to address the jurisdictional issues facing First Nations

people. There was also an indication that the jurisdictional and fiscal disputes needed to

be resolved to ensure that Aboriginal people do not fall through the jwisdictional cracks

of the health care system

b. Metis

Table l5 Theme Jurisdictional - Metis Recommendations

Organization & Number Recommendations

Orsanization#ll M Canada recosnize Metis and acknowledpe iu¡isdiction
Orsanization #1 1 M u¡isdictional issues

The Metis recommended in Table 15, that the federal goverlrment recognize the

Metis and acknowledge that the federal government has a responsibility to provide health

care services in the same way as to the First Nations and lnuit.
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c. Aboriginal trntereslFocus

Table l6 Theme Jurisdictional - Aboriginal IntereslFocus Recommendations

Organization & Number Recommendations

Organizati6n f,9 49 jurisdictional issues should cease
Orsanization #9 AB Jurisdiction
Organization #i7 Complete a comprehensive inter-jurisdictional review of

the health care sewices available to various populations of
Canadians in all tbree tien

Oreanization #10 AB Jurisdictional issues
Orsanization #10 AB Resolve iurisdictional issues
Organization #19 AB Læadership role needed from Federal govemment

regarding iurisdictional issues

The Aboriginal organizations in Table 16 wanted a Federal govemment

leadership role regarding jurisdictional issues, which was similar to the First Nations

recommendation. Aboriginal organizations wanted the jurisdictional issues to cease and

be resolved, which is a view shared by the First Nations organizations.

vi. Sustainability

a. First Nations

Table 17 Theme Sustainability - First Nations Recommendations

Organization & Number Recommendations

Oreanization #1 FN Sustainabilitv
Oreanization #15 FN Sustainabilitv
Org¡niza¡¡s¡ t4 22 & 23 FN Community development requires social, economic,

cultural. sDiritual develooment
Organization # 24 FN Development of long-range employment and economic

development
Orsanizztion # 24 FN Funding to address poverty and poor health status
Orsanization #18 FN lnfi-astructure - redesign facilities, accommodate
Oreanization #18 FN address socio-economic iszues

First Nations identified in, Table 17, the need for sustainability where long range

employment and economic development shategies are in place. The First Nations

indicated a need for more funding to address poverty and poor heath status. First Nations

wanted their socio-economic issues addressed.
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b. Metis

Table 18 Theme Sustainability Metis Recommendations

Organization & Number Recommendations

Organizâtion #l I Metis SustainabiliW

Metis recommended in Table 18 the need to address the sustainability of the

communities to begin improve their poor health status and close the gap with other

Canadians.

c. Aboriginal IntereslFocus

Table l9 Theme Sustainability - Aboriginal Interest/Focus Recommendations

Organization & Number Recommendations

Oreanizåtion #10 AB Economic oooortunities
Oreanization #32 AB SustainabiliW

Aboriginal organizations in Table 19 indicated that economic opportunities are

required for the issue of sustainability to be addressed, similar to recommendations by

the Metis, Inuit, and First Nations organizations.

vü. Control

a, First Nations

Table 20 Theme Control - First Nations Recommendations

Organization & Number Recommendations

Oreanization#1 FN Community control
Organization #1 FN First Nation control in policy and program development

in all ievels
Organization #15 FN First Nations controVsurveillance of fi¡ancial

manâpement

Orsanizâtion #15 FN Divestrnent ofconhol
Organization #15 FN Aboriginai control of sewices; and Divenity of

approaches that ræpond to cultur¿l priorities and
communitv needs

Organization #18 FN Transferring p¡ograms must be done with
ggmm¡¡ni¡jesffirst nation eovemmgf,ts

Oreanization #18 FN Full transfer of frlndine
Oreanization #18 FN Conhol bv First Nations
Oreanizâtion#18 FN Tr¿nsfer of health sovemance
Organization #21 FN Have ownership of the govemance, planning,

develooment. manasement and deliverv of health services
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and Drosraffs
Organization#21 FN First Nations involvement
Orsaniz¿tion # 24 FN Cont¡olled by Fi¡st Nations
Oreanization # 24 FN Need more flexible transfer initiative

First Nations indicated, in Table 20, that they wanted full control of the health

govemance within Canada regarding First Nations people's health. They wanted

community control over the programs and services enter their communities. They

wanted control over all aspects of First Nations health policy and program development.

First Nations wanted financial management over the fiscal resources related to health

care. ln short, they wanted comprehensive control over health care service delivery for

First Nations.

b. Metis

Table 21 Theme Control - Metis Recommendations

Organization & Number Recommendâtions

Organization #11 Metis Public administration transfer to Aboriginal
govemments/orsanizations

Organizafi6¡411 ¡4"6. Devolution of an Aboriginal-specific primary health care
system services the Aborieinal Peoole. inclusive of Metis

The Metis wanted conhol over the public administration of the health care

system, specific to the Metis. They wanted control over publicly funded health care

programs transferred to Aboriginal govemments and organizations and favoured

devolution of delivery of health services to Aboriginal people, including the Metis.

c. Aboriginal IntereslFocus

Table22 Theme Control - Aboriginal IntereslFocus Recommendations

Organization & Number Recommendations

Oreanization #7 AB Control & deliver social & economic oroerams
Organization #7 AB For Health Transfer, negotiations and agreements must

proceed from rational and evidence-based program
olannins.

Oreanization #7 AB Administered
Oreanization #7 AB Delegation to First Nation resardins medical eouipment
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authorization
Organization #12 AB Health care dollars be controlled and administered by

Fint Nations

The Aboriginal organizations in Table 22 wanted control over health care

resources and administration to be exercise by the First Nations. Aboriginal

organizations also stated they wanted the capacity to deliver social and economic

programs. These recommendations made by the Aboriginal orgarlzations are similar to

those made by the First Nations and Metis organizations.

vüi. Health status

First Nations

Table 23 Theme Health status - First Nations Recommendations

Organization & Number Recommendations

Organization#l FN Balance between address the health determinants on
health status/health system organization to immediate
ræpond to access appropriateness and comprehensiveness
of services

Orsanization #l FN FN Population health aporoach
Orsanization #15 FN Population Health aoproach
Oreanization #15 FN Equivalent Health care standards
Oreanization #18 FN Guaranteed First Nations health care oackase
Organization #21 FN Identiff barrien and develop strategies for impmved

health sbnrs
O¡sanization#21 FN Improved health status
Organization # 22 & 23 FN Develop policy for the longitudinal health ofFirst Nations

and l¡uit
Organzation#22 & 23 FN Develop programs centered on holistic strategy to

oromote First Nations health
Oreanization # 24 FN Add¡ess health determinants

First Nations, as noted in Table 23, wanted to address the health status gap that

exists between First Nations and non-Aboriginal people. They wanted equivalent health

care standards. First Nations desired to develop a holistic shategy to promote First

Nations health through addressing the health determinants. One First Nations

organizations called for guaranteed First Nations health care package offered to First

Nations people.
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Metis

Table2A Theme Health status - Metis Recommendations

Organization & Number Recommendations

Organization #l l Metis lnvestment in impmved health care
Orea¡izåtion #l I Metis Enha¡cement of heath care performance indicators

A Metis organization recommended investments into improving health care

systems to improve health status. Specifically, they indicated that what to develop further

what is used to determine health care perfbrmance indicators

c. Aboriginal InteresfFocus

Table 25 Theme Health status - Aboriginal IntereslFocus Recommendations

Organization & Number Recommendations

Organization #7 AB Broadly based, multifactor strategies are needed - gap in
health status

Organization #7 AB Challenge to develop and implement policies that
promote good health

Oreanization #7 AB Prevention needed - address poor heâIth determinarits
Oreanization #9 AB Federal and Provincial continue to full its health mandâte
Oreanization #9 AI¡ Reflect health needs ofthis oooulation
Orsaniz tion #17 AB Balanced lnvestment in Health and Illness
Orø¡niz^ti6¡1g19 ¡g Cultur¿l and linguistic factors as health determina¡ts

Aboriginal organizations recommended the need to address the gap in health

status with broadly based and multi-factor strategies. Aboriginal organizations

recommended that federal and provincial government should continue to fulfiII their

health mandates. This is an interesting point when the goal of the federal govemment's

health care program is to make Canada one of the healthiest populations in the world.

Aboriginal organizations indicated a need for balanced investnent in health and illness.

Furthermore, they argued that the determinants of health be expanded to include the

cultural and linguistic factors of a population

b.
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tx. R.ights [treaty right, human righÇ health right]

a, First Nations

Table 26 Theme Rights - First Nations Recommendations

Organization & Number Recommendations

Orsanization #l FN FN Recomition health is a treatv risht
Oreanization #18 FN Fiduciary responsibility
Organization #18 FN Fiduciary obligation and treaty based rights of Finl

Nations to have cualitv access to health
Organization # 24 FN Federal govemment's fiduciary and treaty obligations to

Fint Nations

First Nations as described, in Table 26, stated that they consider health to be a

treaty right. The Federal government has a fiduciary responsibility to First Nations

people to ensure that they have quality access to quality health care. The researcher

believes that any negotiations regarding First Nations health care must begin with the

premise that health care is a treaty right. To ignore this premise may delay the

improvement of First Nations health status.

b. Metis

Table 27 Theme Right - Metis Recommendations

Organization & Number Recommendations

Organization #1 1 Metis National approach to the development of a health care
system to serve Metis better

Organization#Il Metis Developmmt of a comprehensive govemment policy to
address Metis Health

Organization # Metis Health care rights - fiduciary responsibilitv
Oreanization # Metis Federal responsibilitv for Metis health
Organization # Metis Similar rieha as Indians and Inuit
Oreanization # Metis Feder¿l responsibilitv of Metis Health
Oreaûizâtion # Metis Canada's fi duciarv responsibiliw

The Metis as alluded to, in Table 27, stated that the Federal govemment has a

fiduciary responsibility to the Metis and, therefore, a direct responsibility to provide

health services for the Metis. They advocated for a national approach to the development

of a health care system to serve better Metis. The Metis wanted similar rights as First

Nations and Inuit as they relate to health.
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c. Inuit

Table 28 Theme Right -Inuit Recommendations

Organization & Number Recommendations

Qryanization#2 Issue of human rieht - standard of livine
Oreanization #2 Canada has oblieation to resnect human ¡ishts

lnuit recommended as described, in Table 28, that the issue of health must be

viewed as an issue of human rights. Inuit stated they have human rights to health and an

adequate standard of living. Inuit stated that the federal government has an obligation to

respect human rights. First Nations and the Metis did not state this view in their

recommendation to the Romanow Commission.

x. Research

Ð. Metis

Table 29 Theme Research - Metis Recommendations

Organization & Number Recommendations

Organization #1 1 Metis Collection of Metis health information
Organization #l I Metis Develop a stratesv for Metis health resea¡ch
Organization #l I Metis Metis Health Research
0reanization #l I Metis Develooment of health infonnation svstems

The Metis, in Table 29, indicated that there was limited research specific to Metis

health area. They recommended that there needed to be a Metis health research strategy

which included the collection of Metis health information.

b. Inuit

Table 30 Theme Research -Inuit Recommendations

Organization & Number Recommendations

Organization #2 IN Need for gender analysis in policy development and
restructurine of health svstem

Organization #16 IN Inuit demographic pattern essential that he¿lth ca¡e
chanpes

Oreanization #16 IN Active in health research
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Inuit, in Table 30, recommended that they needed to be more actively involved in

health research. As the health care system changes, lnuit expressed that Inuit

demographic patterns needed to be attended to as they affect health care delivery. Inuit

recommended a need for gender analysis in policy development and restructuring of the

health care system. First Nations and Aboriginal organizations did not make any

recommendations to the Romanow Commission in this area.

c. Aboriginal InteresfFocus

Table 31 Theme Research - Aboriginal IntereslFocus Recommendations

Organization & Number Recommendations

Oreanization #10 AB Abori einal conholled research
Oreanization #19 AI¡ Svstematic collection of he¿lth information
Organization #19 AB Remove barriers from firlly accessing information in

goverunent databases

Aboriginal organizations as stated in, Table 31, wanted Aboriginal controlled

health research. One organizatioî recommended the systematic collection of health

information for Aboriginal people and that there should be full access to government

databases.

xi. Persons with DisabilitÍes

Aboriginal InteresfFocus
Table 32 Theme Research - Aboriginal IntereslFocus Recommendations

Organization & Number Recommendations

Organization #7 AB hng term planning needed - Aboriginal Penons with
Disabilities

Organization #7 AB Flexible work schedule for disabled neonle
Orsanizâtion #7 AB Aboriginal People with disabilities need to be recomized
Organization #7 AIi Provincial Premier's Council on People with Disabilities

needs to become more infonned and aware ofthe diverse
issues ofdisabled people from an aborisinal persnective

Organization #7 AB Service Needs - family members need to be included re:
transition

Oreanization #7 AB Review ofpublic transportation services for the client
Organization #7 AB Address the needs ofthe disabled
Organization #7 AB Support for disabled individuals, spouses, and family

members need to be developed and implemented
immediatelv

Organizâtion #7 AB Fi¡st Nations Governments have to acknowledee disabled
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The Aboriginal organizations in Table 32 recommended long term planning for

Aboriginal Persons with disabilities. They recommended that First Nations Governments

acknowledge and rccognue Aboriginal persons with disabilities. Aboriginal

organizations identified that the needs of Aboriginal persons with disabilities must be

addressed. The following recommendations were made: that Provincial Premier's

Council on People with Disabilities needed to become more informed and aware of the

diverse issues of disabled persons with disabilities from an aboriginal perspective that

the public transportation system for Aboriginal persons with disabilities be reviewed.

That flexible work schedules for persons with disabilities and that support services be

developed for individuals with disabilities, spouses, and family members.

xü. Ilealth strategy

a. First Nations

Table 33 Theme Health strategy - First Nations Recommendations

Organization & Number Recommendations

Oreanization #l FN Support for primarv health care models
Orsanization #8 FN Develop a stratesv for health and well-beins
Oreanization #8 FN Vision for a healthv Fint Nations
Organization #8 FN I¡tesr¿ted communitv-based olannins annroach
Organization #8 FN Comprehensive he¿lth and social development is our

resDonse to Health Canada's health renewal initiative
Organization #8 FN Develop a comprehensive First Nation Health and Social

Develonmert Svstem
Organization #13 & 14 FN Undertake a Health Reform Community Needs

Assessment Review
Organization #13 & 14 FN Proactive mode of action to develop/implanent

orevention and intewention oroer¿ms
Organization #13 & 14 FN A team approach - cennal coordinating such as a health

director or coordinator
Oreanization # 5FN Svstem dvnamics anoroach
Orsanizztion # 5FN Health stratew
Organization # 8FN l¡ng-term framewo¡k for First Nations health
Orsanization # 8FN First Nations Health Model
Organization #20 FN Use Eskasoni Health Centre pilot project as a model for

the entire health care svstem
Oreanization # 22 & 23 FN Transfer policy resÞonse to soecific needs of Fint Nations
Oreaniution # 22 & 23 FN Interpretive services
Oreanizåtion # 24 FN Co-Management Review as a reference for health reform
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First Nations indicated, in Table 33, that a comprehensive health and social

development was their response to Health Canada's health renewal initiative. First

Nations reported that they had a vision of a healthy First Nations. This vision needed to

include a long-term framework for First Nations health. The vision would include the

development of strategies for health and well-being and supported primary health care

models. First Nations recoÍrmended the development of a First Nations Health Model

and that there needed to be integrated community-based planning approach to health.

xüi. Land claim

Inuit

Table 34 Theme Land Claim - Inuit Recommendations

Organization & Number Recommendations

Orsaniztion #3 IN Canada to fulfill t¿nd Claim oblipation
Orsâni7âtion #3 n{ Treat Inuit fairly
Orsanizåtion #3 IN Feder¿l responsibility to Nunawt
Oreanization #6 IN A successful resolution to our Land Claim

lnuit recommended as described, in Table 34, thatthe federal govemment needed

to fulfill the land claims obligations and facilitate a successful resolution. Inuit indicated

that the federal goveTnment has a responsibility to Nunawt. Inuit simply stated that they

want to be treated fairly. The Inuit organizations were the only ones that identified the

issue of Land Claims settlernent required to improve the Canada's health care system.

xiv. Infrastrucfure

Inuit

Table 35 Theme Infrastructure - Inuit Recommendations

Organization & Number Recommendations

Organization #2 IN Development of i¡frastructures including child ca¡e
facilities

Orea¡ization #2 IN Dev. Housins policv that considers communities needs
Oreeniz^tion #2 IN Develoo l¡uit-specific housine nolicv
Oreanization #2 IN Adeouate housine
Oreanization *g IN Infastructrue needed
Oreanizâtion+4 IN Infrastructure
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Oreanization #4 IN Health Cent¡æ/schools need to be renovated/expanded
Orsanization #6 IN Adequate community infrast¡ucture

The lnuit indicated, in Table 35, that they required adequate infrastructure in their

communities. They recommended expansion and renovations to existing health centres

and schools. Inuit identified the need for adequate housing and, therefore, they

recommended an Inuit specific housing policy.

xv. Addresssocio-economicconditions

Inuit

Table 36 Theme Address socio-economic - Inuit Recommendations

Organization & Number Recommendations

Organization #2 IN Community-based multi-purpose centres to address
violence

Oreanizâtion #2 IN Govemments address the socio-economic conditions
Organization tf4 IN address life circumstances by linking population health

with communiw develonment
Orsanization #4 IN lmprove fiving conditions
Organization #4 IN Equal or Better Inuit Health Status
OreanÞåtion #6 IN Adequate and meanincft¡l emÞlovment

While other Aboriginal organizations identified the need to address socio-

economic conditions as they related to health status, the lnuit as indicated in, Table 36,

made specific recoÍrmendations for the governments [federal, provinciaVterritorial] to

address socio-economic conditions. The lnuit identified the need for adequate and

meaningful employment and improvements in living conditions, which might lead to

Inuit Health status equal to higher than the Canadian average. The lnuit made specific

recommendation to develop community-based approaches to address violence in their

communities.
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xvi. Public a\ryareness

a. Metis

Table 37 Theme Public awareness - Metis Recommendations

Organization & Number Recommendations

Organization #1i Metis Inform the public Metis health care issues

The Metis organization recoÍrmended, in Table 37, thatpublic awareness needed

to be created regarding Metis health care issues.

xvü. Universality

a. Metis

Table 3E Theme Universality - Metis Recommendations

Organization & Number Recommendations

Orsanization #l I Metis Universality of Aboriginal health care to Metis
Orsanizâtion #11 Metis Address ineouities
O¡ganization #1 I Metis Need for a catch up phase for Metis

The Metis organization was the only Aboriginal organizations in Table 38 that

identified a need for a catch up phase for Metis, related to the health care system. The

Metis identified that socio-economic and health care inequities exist need to be

addressed. Overall, there needed to be universality of Aboriginal health cffe extended to

the Metis. The Metis organization identified that the Metis population do not have the

same health care provisions as the First Nations and Inuit under the federal health care

plan.

A. Four Themes Identified

From the list of twenty-one themes, there were four held in common among all

the Ab ori gi nal or gantzati on c ate gori es id enti fi ed.
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Table 39 - Four themes ldentified in Aboriginal &First Nations Submissions

1. Relationship with Governments

2. Policy and Program Development

3. Fiscal Resources

4. Accessibility

A discussion follows regarding these significant themes.

i. Relationship with Governments

a. First Nations

First Nations' organizations identified issues which surround a theme about the

relationship between governments ffederal, provincial/territorial] and First Nations.

Some of the issues identified under this theme included the following as listed in Table

40 below:

Table 40 Theme - Relationship with Government - First Nations Recommend¡tions

To have a relationship with government

The federal government to examine its relationship with First Nation

To eliminate the topdown approach

To have government to govemment negotiations

To have interchange agre€ments

Full partnership

Respect the role ofprovinces and territories

Recognize the Alberta First Nations - FNIHB, Health Canâda Envelope Co-Agreement

Support for a mo¡e holistic approach

lndustry accountability and responsibility though legislation
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Several First Nations organizations; the Assembly of First Nations, Dakota

Ojibway Tribal Council, First Nations Chiefs' Health Committee,a Assemblee des

Premieres Nations du Quebec et du Labrador, Commission de la Sante et des services

sociaux, Des Premieres Nations du Quebec et du Labrador and Council of Yukon First

Nations identified various issues related to the First Nation working relationship with

both levels of government - federal and provincial. The Assembly of First Nations

identified the "need for Canada to examine the relationship with First Nations" and the

need to "eliminate the top-down approach". The Assembly of First Nations indicated that

failure to examine the federal govemmenlFirst Nations relationship would not "produce

the change required to meet the current and future generation's needs" and that with First

Nations involvement and control would be there more appropriate direction for change to

the health system. (AFN, 2002)

Dakota Ojibway Tribal Council hereafter, DOTC (2002) expects the government

relationship with First Nations to build on the principle that "true negotiations must begin

on a govemment to govemment basis between Health Canada and First Nations for the

fuIl hansfer of adequate resourcing for the management and administration of health

services". Further, Dakota Ojibway Tribal Council expects that the relationship with the

government should include the notion that "a full partnership must be developed with

honesty, integrity and transparency in all matters." (2002, p.6-7) DOTC recommends,

"more interchange agreements between First Nations lnuit Health and DOTC for training

n In Romanow's Final Report, Page 275 lists First National Chiefs' Health Committee. It is the
lesearchet's opinion that this is an error and should be the First Nations Chiefs' Health Committee. There
is a submission authored by First Nations Chieß' Health Committee sent to me by the Privy Council of
Canada, Oftawa.
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of human resources, which may be another way of developing a further relationship with

government ." (2002, p. 7)

The Assembly of First Nations of Quebec and Labrador - Health Commission

"acknowledge the desire to work collaboratively with federal and provincial

governments" and that this relationship should be interdependent and "respectful...of the

role of the province and territories in health care organizatíon and delivery." (Retrieved

Public Hearing Report, p.5)

Alberta First Nations - Treaty 6,Treaty 7, andTreaty 8 identified that 'the federal

govemment must recognize the Alberta First Nations-FNIHB, Health Canada Envelope

Co-Managernent Agreement in Alberta as a mechanism to help provide guidance to the

health care reform debate as it impacts Alberta First Nations. The scope of Co-

Management between federal government and Alberta First Nations partners provides a

ready-made process to engage discussion regarding First Nations health services and

programming and health reform." (2002, p.16) The Alberta First Nations indicated that

"the principles of the Canada Health Act require reconciliation with the lack of equal

comprehensiveness of the Indian Health Policy of the federal govemment" which may go

a long way toward developing a better working relationship between First Nations and

the government. (2002, p. 18).

What might be needed for another two First Nations organizations, regarding a

working relationship with government, is a change in the resistance that they believe is

evident in some of the bureaucrats as they "adhere rigidly to the medical model and to tell

First Nations communities what they need rather than listening to what First Nations have

to say about their health. (Council of Yukon First Nations and Yukon First Nations
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Health and Social Commission,2002, p. l0) (whitehorse - public Hearing - LLM -
}llay2,2002)

b. Metis and Aboriginal

"Federal government leadership is needed to combat the complexity of the health

care system serving Aboriginals." (Ontario Metis Aboriginal Association,2002, p. 16).

This organization went on to further state that "roles and responsibilities need to be

clarified amongst Aboriginals and the federal government". This may foster a renewed

starting point and a better working relationship. (2002, p. 16)

Metis

A position argued by the Metis National Council is that the federal government

needs to take responsibility in the health area and "advocate for federal responsibility for

Metis health" (Metis National Council, n.d., p. 2). This tlpe of expectation may

influence the type of relationship the Metis have with the federal govemment as they

recommend that the "Government of Canada constitutionally recognize and acknowledge

the jurisdiction of Metis as Aboriginal Canadians with similar rights to those of Indian

and Inuit under Section 9l (24) of the Constitution Act of 1982", (Metis National

Council, n.d., p.13) One of the impacts of the relationship between the Metis and

governments may be the belief that their partnership is not equitable as it relates to the

five principles of the Canada Health Act and the need to refine them and "apply the

concept of basic democratic principles, and values, and individual rights and freedoms, to

the health care system to better serve the health care needs of the Metis population

especially in view that Metis goveûrments were not equitable partners in Canada during

the development of Canada Health Act legislation in 1966." (Metis National Council,
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n.d. p. 13). The Metis urge "federal, provincial, territorial, and municipal and service

agencies to move aside and create political and organizational space for Aboriginal

initiatives" (Metis National Council, n.d. p. 13), which may create a change in their

existing relationships. While the Metis may want the federal government to take

constitutional responsibility for Metis Health, it also wants them to move out of the way

in terms of development. The Metis want to be "equitable partners in the negotiation of

policy and legislative changes that impact on the development, delivery, and transfer of

health programs and serves [sic] to Aboriginal organizations" (Metis National Council,

n.d., p. 13.

d. Inuit

An Inuit organization identified that lnuit's relationship with government should

begin with respect and equality. The relationship also needs to respect their culture and

collaborate with lnuit in any restructured design. (Dewar, 2002, p. 2) Inuit frirthered

identified "a need for direct representation and meaningful consultation that was, "more

inclusive, effective, and accountable to lnuit women."(Pauktuutit, 2000, p. 33) The Inuit

indicated that, "discussions on the issue of equity in relation to the health care systern are

still needed, both within lnuit communities and within all levels of government, and that

Inuit women must be full participants from the onset." (Pauktuutit,2000, p. 35). Further

more, this lnuit organization identified that the housing situation was "deplorable" and

remained a priority. Governments must implement a coordinated approach to the

improvement of this situation." (Pauktuutit, 2000, p. 35)

Nunavut Tunngavik lncorporated hereafter, (NTÐ is the successor to the

organization that negotiated the Nunavut Land Claims Agreement between Inuit and the
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Crown where Inuit agreed to the extinguishment of their Aboriginal title to lands and

waters in Canada. NTI want a relationship with the federal government which entails

partnership and cooperation. NTI stated that Canada seems content to permit the high

levels of poverty, ill-health, poor housing, homelessness, illiteracy that exists in Nunavut.

(NTI, 2002, p.2.) Canada needs to work on nation building with a vision and

'trnderstanding about what it means to have the North as part of Canada." (NTI, 2002,

p.7)

The Qikiqtani lnuit Association (QIA) seeks Inuit health renewal and wants a

relationship with government whereby "there is recognition of Inuit as one people, with a

corlmon language and culture and with a need to work together and share information,

experience and expertise across provincial-territorial boundaries". (Qikiqtani lnuit

Association,2002, p. 4) There needs to be a shift in thinking and structure within First

Nations lnuit Health Branch, hereafter, FNIHB to accommodate lnuit needs. QIA stated

that there needs to be recognition of the different roles of Inuit organizations and

govemments in order to collaborate and cooperate with one another. The relationship

between governments and lnuit should range from full partnerships to improved

information sharing and communications. (QIA, 2002, p.7).

e. Aboriginal Interest/Focus

BC Aboriginal Network on Disability Society hereafter, IBCANDS] (2002) has

managed to work cooperatively with the provincial and federal governments to address

issues facing Aboriginal Persons with Disability. This cooperation must proceed with a

concerted effort and genuine commitment on the part of each level of government. (p.2)

BCNDS stated that there needs to be a "fundamental changes across each level of
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govemment to the systemic and attitudinal barriers that have become the 'operating

norm' and 'silent status quo within canada's health care system". (p.4) one of BC

Aboriginal Network on Disability Society's two supplementary documents stated "inter-

sectoral cooperation, for example, between different levels of government, between

health, social services, environmental, housing, labour, and economic development

agencies is necessary to remedy the root causes of ill health." (The Chiefs' Health

Committee & First Nations Summit Society, lSupplementary document to Romanow

Commissionl 2002, p. 44) ln a second supplementary document to the Romanow

Commission, BC Aboriginal Network on Disability Society (1993) indicated the need for

government offices "to work in cooperation with one another, as well as with direction

participation and consultation with the disabled Aboriginal people, to design and deliver

the most efficient programs and services for disabled Aboriginal People."

Aboriginal Nurses Association of Canada (2001) recommend that there needs to

be consider the development of aboriginal govemments with new models for sharing

responsibilities and ensuring accountability regarding the health care system. (p.4)

ü. Policy and Program Development

First Nations' organizations identified issues around a theme about policy and

program development as identified, in Table 41, below:

Table 4l Theme Policy and Program Development - First Nations Recommendations

First Nations policy development

Community driven health ca¡e model

Development of a framework guided and developed by Fint Nations

First Nations needs based planning

Fint Nations development of a health systern specific to First Nations people
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First Nations

Alberta First Nations (2002) said that they "must be engaged and actively

involved in the process of developing First Nations communities through participating at

all levels of decision-making of governments, particularly policy development before

implementation." (p. 17) The Alberta First Nations (2002) advocated for a community

driven health care model. This model requires that "...adequate funding be redirected to

address poverty and inherently poor health status in First Nations communities through

the development of a primary health care model that is community driven. . ." (p.17.).

The First Nations Chiefs' Health Committee (2002) recommended that First

Nations be involved in program health reform regarding programs such as the Non-

Insured Health Benefits (NIHB). Additionall¡ they put forward that First Nations must

develop a framework for a new model of health services. (p. 13) The Chiefs of Ontario

(2002) provided reconìmendations that "First Nations must be primarily involved in

strategies for design, development, and implementation a primary health care model that

is sustainable.". (Chiefs of Ontario, 2002,p.5)

b. Metis and Aboriginal

The Ontario Metis Aboriginal Association [OMAA], (2002) indicated that an

"effective health care system for Metis and other ofÊreserve Aboriginal people needs to

be simple, clear and understandable." (p.8) OMAA identified that more outreach is

needed to encourage seeking treatment and that support for travel is necessary for care.

(p.10) OIWq*{ recoÍlmended, "supporting practical community-led strategies for diseases

such as diabetes and cancer" and programming for 7 to 12 year olds. . (p.16)
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Metis

The Metis National Council (n d.) recommend in the area of policy and program

development for health care that the Government of Canada needs to constitutionally

recogrnze and acknowledge the jurisdiction of Metis as Aboriginal Canadians with the

same rights as lndians and Inuit. Furthermore, MNC recommended that the five

principles of the Canada Health Act be refined to offer better health ca¡e to the Metis

population and to encourage the development of a comprehensive government strategy to

address the health needs of the Metis. MNC stated that the Metis want to be equal

partners in the negotiation of policy and legislative changes regarding all aspects of

health programs. Overall, the development of a heath care system for Metis needs to

incorporate a holistic framework developed by Metis. þp 13 - la)

d. Inuit

Qikiqtani Inuit Association (2002) stated that federal, provincial and territorial

governments are sometimes outside the realm of Inuit life and therefore, there needs to

be Inuit-specific health policy developed by Inuit. For lnuit health renewal, the

following lamps or quilliqs flnuit traditional knowledge] are required:

o lnuuqatigittamiq is the number one (1) priority which is defined as "the

healthy, interconnection of mind, body, spirit, and environment and is one of

the lamps or quilliqs lighting the way for Inuit Health Reform." (QIA, 2002,

p.3)

o Recognition that programs and services that work are lnuit-specific, Inuit

designed, delivered, and administered;
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Recognition that Inuit Qaujimajatuqanqit flnuit traditional knowledge - "the

Inuktitut term for the notion of Inuit knowledge social, and cultural, beliefs,

language, and world view" (QIA, 2002, p.11), ] is as important to program

and services as the knowledge/skiils of medical professions

Program and services that target Inuit should be accountable to Inuit

lnuit solutions to lnuit wellness should be development of lnuit Health Policy.

Community training programs relevant to Inuit must be developed this should

leads to more Inuit delivering health services.

An Inuit Secretariat

o lnuit Qaujimajatuqanqit be incorporated into staff hiring and promotion

polices. @p.3 -12)

Ford (2002) indicated that there is a need for more home visits to elders and

persons with disabilities. Programs , such as the following, should be developed

o teaching pregnant women about healthy diet and parenting education

o family planning on birth control to reduce teenage pregnancy

o education to reduce sexually transmitted diseases

o medical staffin schools to teach children about healthy life styles

o education about immunizations, i.e. TB, meningitis.

Nunavut Tunngavik Incorporated, hereafter NTI, (2002) argued that lnuit should

be guaranteed the right to participate in the development of program and policies, which

reflect communities in the health area. (p.1 & p.3) NTI (2002) stated that federal policy

is unfair to lnuit when it provides progr¿rms and benefits to on-reserye Aboriginal people.
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lnuit want to be allowed the same access to the same tlpe of health programs as First

Nations. (p.7)

Pauktuutit Inuit Women's Association of Canada (2002) that what is necessary is

Iiruit-specific programming, which meets Inuit community members' needs. Programs

developed need to reflect lnuit Artic life and its reality. (pp.2 - 3).

Nunavut Tunngavik lncorporated [NIT] recommends a need for legislation,

policies, and programs to involve and reflect the northern community. (p.3). Further,

Inuit Tapiriit Knantami noted that it is necessary to be full partners in the development of

policies and programs that affect Inuit. (p.8)

Labrador Inuit Health Commission ILIHC] (2002) identified the following policy

and program solutions: recruiünent of professional staff accessible and adequate health

services at the community level, enhanced community education and awareness, and

enhanced wellness strategies. (p. 39-40)

e. Aboriginal InteresfFocus Native Women's Association of Canada,

¡ttiWACl (2002) recognized the need for a population health approach to be utilized,

which considers the total environment. The following make up key elements of this

approach: income and social status, social support networks, education, physical

surroundings, biological and genetic makeup, child development, and health services.

Furthermore, they argte that this approach should be completed within a contextual

framework, which "acknowledges the continuing oppression of Aboriginal peoples and

the impact of colonization.)) (çt. 10). When assessing the needs and concems of

Aboriginal women health consideration should be given to policy and program

development from of a holistic framework. G\rWAC, 2002, p.3) NWAC (2002) further
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identified the need to create and increase sex education programs in Aboriginal

communities and a need for improvement of the health of Aboriginal children, this must

be a high priority for government. (p.p.7 - 8).

The B.C. Aboriginal People with Disabilities, hereafter, BCAPD, (1993)

recommend the development of an Aboriginal Advocacy Program with a toll free

telephone line. There was a need identified that there be consultation with disabled

persons in the design and delivery of programs and services for Aboriginal persons with

disabilities. BCAPD (1993) further identified the need for program development by

Aboriginal persons with disabilities listed in the following areas:

r job re-training programs to be developed with the direct involvement of

aboriginal persons with disabilities along with programs developed to

compensate employers for worþlace renovations to recruit persons with

disabilities

child care programs for special needs children

life skills haining programs to address the needs of aboriginal persons

with disabilities

public awareness and education programs, along with the public school

system.

professional haining and development of programs to increase the skill

and knowledge of caregivers of disabled clients

post-secondary curricula in the human services should take into

consideration of the clients with disabilities
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o Culturally sensitive information, available at no cost to the client, persons

with disabilities about services available

ø Development of culturally appropriate programs and services that medet

existing provincial standards (çry.324 a)

BCAPD recommended a change in policy to delegate to First Nations

communities to authorize medical equipment. They recommend that the current policies

for medical supplies need enhancement. . There needs to be a revision to Department of

Indian and Northern Development policies and the provincial Ministry of Social Services

policies regarding "eligibility of disabled Aboriginal People on reserve to purchase bus

passes at the rate available to off reserve disabled people" with a need to review the

current hours and areas of services of public transportation services. There was a

recommendation for outreach services for isolated aboriginal persons with disabilities.

(BCAPD, 1993, p. 33) When Aboriginal persons with disabilities transition from a

rehabilitation facility to a home setting, there needs to be follow up care provided on a

regular basis and professional assessments. Family members need to be adequately

trained and be part of the process prior to release from the medical centre when caring

persons with disabilities. (BCAP, 1993, p.34) The development of a successful health

strategy must include an improvement of employment and income conditions. (BCAP,

1993,p.27)

The Western Arctic Aboriginal Head Start Council, hereafter, WAAHSC strongly

recommended health prevention programs, such as the Aboriginal Head Start programs,

for the future direction of the health care system. (p.4) The investrnent into children's

early development is beneficial to future communities' capacity.
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Aboriginal Nurses Association of Canada, hereafter, ANAC (2001) recommended

that there be an implementation of the Primary Health Care model at the community

level, development of a method to design community based health care services,

development of new generalist services providers by training Aboriginal people,

commitment to the need to further development of access nursing programs with a strong

emphasis on community based education. þ.1) This organization suggested that

Aboriginal cultural awareness be introduced into the basic education and cultural

orientation of health care providers when they serve Aboriginal people. Furthermore,

they argue that there should be support to, "Think Tanks" and Consensus workshops to

develop innovative program models to meet community needs. A recommendation

suggested that the federal government change its policies regarding how to access

Traditional Healers and Elders under the control of aboriginal organizations. There

should be integrated therapeutic models for healing, addictions and emotional problems

with a focus on assistance regarding death, dyrng, and, grieving issues. . (Aboriginal

Nurses Association of Canada, 200I, pp. 2-3) Governments need to use their authority to

regulate the private sector health care service providers a recofitmendation by ANAC to

ensure safe and affordable care in achieved. (2001, p. 3).

National Aboriginal Health Organization (2001) recommended the following

changes in policy and program development for the health care system:

. Aborigrnal values be included in the design and development of health

care programs and services that would allow for the integration of western

and traditional medicine

o Utilization of a population health approach critical to sustainability
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ø Appropriate and permissive policies be developed as incentives for the

creation of integrated health system models encompassing federal and

provinciai services. (pp 3 -4)

üi. Fiscal Resources

First Nations' organizations identified issues around a theme related to fiscal resources

for First Nations in the health care system. Some of the issues identified under this theme

by First Nations' organizations included the followingínTable 42:

Table 42 Theme Fiscal Resources - First Nations Recommendations

Fiscal Resources needed

Funding review ofhealth care needs

Determine costs to bring up to par with the standards

Fiscal Resources for Management and Full Control

Program Development Funding

Tr¿¡sfer Payments to go to directly to First Nations

SufEcient funding for accessibility

Funding increases

Full Costs for the provision of quality health care must be bome by federal

govefnment

Replace National Envelop System with a ne\ry process

Consideration for projected population increases

Suffi cient Funding needed

Funding - Full Rætoration of federal cuts to First Nations Health

Tr¿¡sfe¡ of control over funding

Funding needed

Funding to build capacity - manage and train

Raise awareness of the end of federal govemment funding for conshuction and

major renovations to residences

Fiscal Resources for education institution for First Nations

Fint Nation Funding for Research

First Nation Funding for Capacity building
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a. First Nations

The Assembly of First Nations (2002) has stated that the federal government must

examine its relationship with First Nations as it also examines it expenditures. If that does

not happen, it will not meet the required in the current and future generations needs. (p.2)

Saskatchewan First Nations [SFN], (2001) identified a need to develop a strategy

for the health and well-being of its present and future members. SFN would like to

develop a comprehensive First Nation and Social Development System, which requires a

"monetary investnent that cannot be filled by our current fiscal allocations." (SFN, 200I,

p.4)

Southern Chieß' Organtzation hereafter, SCO (2002) recofitmended, "a funding

review to determine all the health care needs of the First Nations should be undertaken to

determine what is needed and the associated costs identified to bring up to par the

standards adhered to within the general Manitoba communities." þ.6) When the funding

review is completed, it should identifu the fiscal resource requirønents for effective

management and flrll control over health services, identifu training program

requirements, program development needs, identify human resource requirernents to

manage and lastly, Canada Health and Social Transfer payments should go directly to

First Nations

SCO (2002) reported that the federal government cost containment approach to

health care provision has been difficult given the increasing costs of health care services

for on reserve services and programs. First Nations communities try to meet the needs of

their membership with limited resources. SCO stated that with the new Consolidated

Contribution that were developed and implement by Health Canada-FNIHB that provides
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fiscal resources to First Nations has very strict conditions which has made it hard for First

Nations. The fiscal resources deemed inadequate fiscal resources for First Nations and

SCO has recommended a funding review to determine all the health care needs and

related costs to bring First Nations up to par regarding health care services and to

determine fiscal resources for effective management and full control. @. 6-7) Further,

that "the Canada Health and Social Transfer payments should go First Nations directly to

provide reimburse costs to the province for providing insured services in health and

social costs." (SCO, 2002,p.7)

SCO (2002) stated, "immediate measure must be taken to streamline the delivery

of health services with mechanisms to guarantee sufficient funding to ensure that First

Nations have access to all levels of health'. þ.7)

DOTC (2002) affirmed the following in this presentation to the Romanow

Commission regarding fi scal resources :

¡ "Adequate fiscal resources of any form of transfer for administration and

management of the resources

o Yearly cost increases for any transferred programs/resources

o Full cost for the provision of quality heath care must be the federal

govemment's responsibility to bore these costs

o The national envelope system must be replaced so that a new process can

be developed and implemented with First Nations' consultation

e Due consideration to project population increases must be taken into

account." $.6-7)
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The fuIl restoration of federal cuts to First Nations health through the Canada

Health Transfer & Sociai Transfer (CHST), together with an appropriate escalator, is

therefore an extremely modest and reasonable pre-requisite to Firs Nations funding for

health." (DOTC, 2002, p.3)

Assemblée des Premières Nations du Québec et du Labrador and Commission de

la santé et des Services Sociaux des Premières Nations du Québec et du Labrador

fAssembly of First Nations of Quebec and Labrador, and First Nations Quebec and

Labrador Health Social Services Commissionl, (2002) suggested:

o to modifu the system policy of "closed envelopes" of uninsured health

services budges basing these budgets on the actual needs of First

Nations.

o To raise awareness that when the federal government has stopped

financing for the construction and major renovations of residences for

those who have lost their autonomy. (pp. iii - iv)

Alberta First Nations (2002) identified that adequate funding requires redirection

to address poverty and the poor health status in First Nations communities. First Nations

require resources to address the socio-economic issues like income, poverty, housing and

education, which directly related to the poor health status of Albert First Nations. There

must be funding to fully train and build health care services staff so that programs

redesigned can meet the individual First Nations needs. Further, that funding should be

directed for research, information management, and "consultation that is done by First

Nations, for First Nations with First Nations holistic health goals." Gry. 16 - 17)
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Chiefs of Ontario (2002) reported, "First Nations govemments & organizations

are trying to manage the allocated resources in a period of no new resources in the First

Nation envelope. Costs are increasing, the population is increasing, needs are increasing,

accountability is increasing, and the budgets are remaining static causing reactive

programs/services instead of proactive progr¿rms and services." (p.3) Chieß of Ontario

(2002) recoÍtmended that the current health system needs to address access to health

services experienced by First Nations caused by jurisdictional and fiscal disputes about

who is responsible and what are they responsible for. (p.6)

b. Metis and Aboriginal

The Ontario Metis Aboriginal Association (2002) reported they saw an urgent

need for more resources for Aboriginal health care delivery agencies/workers to hand this

increased responsibility and increase resources for programming for youth, 7 to 12 age

range. (p.7 &.p.16)).This added responsibility refers to the transfer of health services

from the Federal government to the Aboriginal organizations. OMAA (2002) stated that

incentives and resources for Aboriginals to work in the health care in communities".

(p.16) They is a need to provide more resources to "enable off-reserve Aboriginal to

fulfill their growing health care delivery role." (OMAA, 2002,p.16)

c. Metis

Metis National Council (2002) recommended federal responsibility for Metis

health services. Further, MNC stated that a comprehensive government policy shategy

be developed to address the health needs "that is inclusive of equitable and sustainable

funding based upon the Metis population in Canada and that will serve the Metis

population towards the devolution of Metis health funding to Metis organzatíons." þ.13)
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d. Inuit

Pauktuutit Inuit Women's Association of Canada hereafter PIWAC (2002)

indicated that effective consultations facilitated with lnuit women when govemments

respond by providing financial and human resources for "Inuit women to build their

capacity to participate in health policy discussions and planning." (p.5) PIWAC (2000)

reported that adequate housing is a priority. Governments must have a coordinated way to

address the intolerable housing situation. PIWAC recommended reinstatement of federal

funding to at least the 1991 levels and secure, adequate and long-term funding. (p.35)

Qikiqtani lnuit Association (2002) reported that there is a definite need for

capital, operation and maintenance resources to address the fundamental aspect of health

capacity that is infrastructure. There needs to be health facilities and physical assets to

carry out health service delivery. þ.9) QIA (2002) stated that to be fully accountable,

fimding directed to regional lnuit organizations determine how programs are designed,

delivered, and administered. (p.12) The federal government has the responsibility and

obligation to ensure the Inuit receive adequate and funding based on Inuit needs. Inuit

want to be part of the solutions since they have identified the problerns and make

decisions on where funding should go to be most effective to improve the community.

The professionals that work in the communities want education funding to keep updated

with trends in medicine and technology. (QIA, 2002,p.2-3)

Nunavut Tunngavik lncorporated, NTI (2002) recommend that there is an

oversight role when there is a transfer of Aboriginal resources to the Public Government

of Nunawt. "The best way to reassure Inuit that Nunavut's Public Govemment is
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'reflecting their needs' with aboriginal set-aside health monies is a regular accounting

and'sign-ofP by NTI. (p.5)

NTI (2002) identified that the federal govemment provides funds for on reserve

First Nations for health programs and Inuit are restricted from qualiffing for these

programs and funding. NTI recommended that Inuit to access the same tlpe of First

Nation health programs. Further to work with lnuit organizations to ensure

accountability regarding for the Inuit health funding and spending. þp. 5 -7)

Labrador lnuit Health Commission (2002) indicated that there possible solutions

to health services and improvement is a need to ensure adequate capital to produce

appropriate and programming space and adequate community infrastructure. (pp. 39-a0).

e. Aboriginal IntereslFocus

Aboriginal Nurses Association of Canada (2001) identified that governments need

to work with Aboriginal organizations to ensure that this is adequate nursing student

financial assistance and provide additional funds to aboriginal nurses in need of resources

to pursue advanced degrees. (p.2-3) ANAC (2001) recommended that funding that is

determined between the preventative measures and treatrnent services must be at an

optimal balance for long-term change in the health status of populations includes

Aboriginal communities. (pp. l-3) The ANAC (2001) put forth that National Aboriginal

Health Organization becomes a clearing for sharing best practices in the country and

internationally but would require resources. There should be funding allocated for

Aboriginal Health Resea¡ch and curriculum development. ANAC identified for their

organization for the establishment an Aboriginal Health Nursing as a recognized nursing

specialty (pp.2-3).
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B.C. Aboriginal Network on Disability Society (2002) identified a "financial need

family assistance and an altemative support such as mutual aid and child care for lone

parents, and those coping with illness in the family. (p.28) BCANDS (1993) indicared

that "government funds designated for aboriginal people with disabilities should be

directed without dilution to disabled aboriginal people for administration." (p. 34)

BCANDS (1993) indicated resources were needed for an Aboriginal Advocacy

Program, for house modifications to meet the needs of disabled person should be

included in the housing budgets all government levels. @.32) BCANDS (1993) stated

that "financial resources to be identified to assist disabled persons and their families

when dealing with the trauma of disability; such as travel, accommodation,

communication, child care, therapeutical counseling and legal costs, etc.". (p.33)

Institute for Aboriginal Health (2002) strongly urged that the federal government

and provincial funding continue for FNHC [First Nations Health Careers] as it will

contribute to the Aboriginals' overall health. (p.4) In keeping with a similar

recoÍlmendation Western Arctic Aboriginal Head Start Council hereafter WAAHSC

(2002) identified recoÍlmend that all health care resources for First Nations progr¿ìms

including diabetes, home care, early childhood initiatives, HIV/AIDS, Fetal Alcohol

Syndrome and other health dollars for First Nations healthcare be First Nation controlled

and administrated. WAAHSC recommended that there is an Aboriginal Head Start

Program in each NWT community with multiyear funding. Further, that the health

prevention progr¿Lm received additional dollars to meet community needs and allocation

for funds for the special needs children. WAAHSC stated funds be provided to conduct

long term, ongoing evaluations. (pp. 4-6)

74



NAHO (2001) reported Aboriginal health care expenditures increase to at least a

minimum similar to provincial rates of increases to health care costs. (p.4)

The Tree of Peace Friendship Centre (2002) indicated more money for prevention

programs to address social issues, alcoholism and homelessness. ln order to address

those social issues, there needs to be more coordination and financial resources to social

seryice agencies. (pp. 2-4)

iv. Accessibility

First Nations' organizations identified issues, which surround a theme about the

accessibility issues. Some of the issues identified under this theme about the accessibility

for First Nations are listed in Table 43:

Table 43 Theme Accessibility - First Nations Recommendations

Address inequalities of access

Equitable accæs to health services and equitable outcomes in health status

Accessibility and quality for health care

Bridged provincial services

Accessibility

lack of equal çsmFrehensiveness

Accæsibility to he¿lth servicæ for First Nations & better adapted to their need

First Nations

Assembly of First Nations (2002) indicated that the quality and access to heath

care services for First Nations is an urgent issue and requires resolution. AFN (2002)

identified that many specialists in medical field are services that many remote and rural

First Nations cannot access. If referred to a doctor and specialist First Nations often have

to travel to "large urban centres to become medical refuges if their conditions are chronic.
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Clearly, this is not what First Nations want or need. What they need is for their current

services to be more consistently bridged to whatever is available provincially." (p.5)

DOTC (2002) recommended that immediate measures to streamline mechanisms

to ensure that First Nations have access to all health services as needed. "The prønise of

any negotiations is the fiduciary obligation and treat based rights of First Nations to have

access to quality health care provided by the federal govemment."(p.6) Alberta First

Nations (2002) recommended that the "principles of the Canada Health Act require

reconciliation with the lack of equal comprehensiveness of the Indian Health Policy of

the federal government." (p.18) The Assembly of First Nations of Quebec & Labrador

(2002) that they wish to ensure that Aboriginals have better access to health services and

that these services are better adapted to their First Nation health needs. (p.5)

b. Metis and AborigÍnal

Ontario Metis Aboriginal Associated stated, "equal accessibility and fairness

suggest that Metis should be included as well. We believe that it is the responsibility of

the federal govemment to provide equal treatment to all Aboriginal people in Canada by

addressing this accessibility issue." (2002, p. 16) OMAA (2002) stated that an inequality

exists to access health care for non-status Aboriginals. (p.6) For example, Non Insured

Health Benefits (NIHB) benefits do not extend to non-status Aboriginals. MNC (2002)

indicated that many Metis and ofËreserve Aboriginal live in smaller and/or rernote

communities. There are limited services available including medical, counseling,

rehabilitation and prevention services, particularly delivered in traditional languages.

þ.9) Travel to access health services is an important accessibility issues to be addressed.

(MNC,2002,p.15)
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Metis

Metis National Council (2002) requested that the application of the principles of

the Canada Health Act extend to Metis and Aboriginal people in Canada. Further, that

they advocate for health promotion and prevention programs targeted for Aboriginal

people and more specificaliy, "the provision of and access to, Metis specific programs

and services." (p.10) MNC (2002) has advocated for federal responsibility for Metis

health; equitable access to Aboriginal health funding; access to health care services that is

portable. (p.14) MNC (2002)further called for a "catch up" phase for Metis to access

existing standards of health care available to mainsfream Canadians, and which for

thernost part relating to Aboriginal specific health care, is accessible to First Nations and

Inuit, exclusive of the Metis. .." (p.Iz)

d. Inuit

Pauktuutit Inuit Women's Association (2002) required accessibility to health care

services where Inuit women have the right to choose to give birth in their communities

rather than traveling outside their communities to have their children. (p.3) PIWA

(2000) indicate that one of the three primary concerns they had was access to health care

services. They identified that they have lack of services in the communities. (p.1) PIWA

identified that they have access to modern technologies and practices of modern

medicine. lnuit should have access to culturally appropriate, home care services in their

own language. (PIWA,2000, pp. 33-3a)

NTI (2002) indicate that "the real solution lies in allowing Inuit the same access

to the same type of health programs that First Nations have, and in working with Inuit

organtzatíons to ensure that there is some accountability as to how health dollars." þ.7)
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LIHC (2002) that a possible solution to address their health care issues at the community

level is to have accessible and adequate health care services. þ.39)

e. Aboriginal InteresfFocus Institute for Aboriginal Health (2002)

identified that the jurisdictional issues related to who is responsible between the

federal and provincial governments for Aboriginal health is often interferes with the

accessing of the heaith care system. (p.1)

Tree of Peace Friendship Centre (2002) indicated that if you are an individual

who may be suffering from an alcohol and drugs, there is no detoxification or treatment

in Yellowknife, therefore you access to this service delivery provision is non existent.

@.2)

B.C. Aboriginal Network on Disabilities Society (2002) indicated that the basic

physical access issues exist and the strategies to address them continue to focus on short

term and ad hoc initiatives. (p.S) BCANDS (1993) indicated, "there was a need to ensure

that all community services buildings are fully accessible." (p.31) BCANDS (1993)

recoÍlmended that the "development of culturally appropriate programs and services to

clients should be developed; with a minimum standard of service that was equivalent of

existing provincial standards." (p.34) The issue of accessibility to services remains a

recommendation put forth by BCANDS in 1993 and subsequently to the Romanow

Commission nine (9) years later in 2002.

Native Women's Association of Canada (2002) recommended "access to

culturally appropriate and culturally sensitive services for pregnant women"... (p. 7) and

the lack of accessible services for Aboriginal women needs to improve to meet the needs

of Aboriginal women's health. (p.8)
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V. Discussion

This section will with a commentary on the use of an Aboriginal conceptual

framework to sensitize this researcher.

i. Sensitizing - use of an Aboriginal Conceptual Framework

As indicated in this Methodology section, this research used an Aboriginal

conceptual framework, the Aboriginal Life Promotion Framework to sensitize the

researcher.. As a First Nation person, I found I was readily able to relate to the Aboriginal

conceptual framework. The ALPF has a frame of reference that encompasses a holistic

approach to life that I share in aspects of both, my personal and professional life. At first

glance, the Aboriginal conceptual framework appears to be a simple approach to

reviewing data; however, once it was applied the complex nature of the framework

evident for the researcher. As the researcher from the identified recoÍlmendations, it

became clear that each recommendation reflected an element of human existence. I

placed each of the recommendations in one of the four (4) domains of human existence

utilized in the framework. This was not an easy process, as it was ternpting to place any

one of the recommendations into all four (4) domains since each recommendation could

be argued to affect the elements of human existence. As the Aboriginal conceptual

framework, holds to the fundamental beliefs that all the four (4) domains are

interconnected - interdependently and independently - the task of placing

recornmendations in one of the domains created by the research is a linear process that

separates and puts things in compartrnents which is difficult when dealing with a holistic

approach. For example, the researcher saw some recommendations that addressed one or

two elements of the domains while other recommendations had elsments in all four
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domains. This influenced how the recommendations were viewed within the ALPF

framework. For example, I found that I had a tendency to place more intrinsic value in

the development of a recoÍìmendation if it held more of the elements of human existence.

I found that I became critical of a recommendation if I found it did not consider most or

all of the elements of human existence. In hindsight,Irealize that this criticism of some

recommendations came from the expectation that all recommendations would be

developed from a holistic approach. I expected the First Nations organizations to put

forth their recommendations in a holistic manner. Recommendations that were identified

appeared to address three domains fDomain 7,3, 4] but I noticed that there was a

tendency for the recoÍtmendations not to reflect the elements of human existence of

Domain 2 fchtld, youth, adult, and elder].

Another factor, which affected the use of the Aboriginal conceptual framework as

a sensitizing framework was the researcher's own personal knowledge and how I related

to the framework. By using ALPF, it gave the opportunity to reflect on my

understanding of my own existence while maintaining balance as a human being, as a

researcher, as a wife, a sister, and as a mother.

Non-Aboriginal persons and Aboriginals can use this Aboriginal conceptual

framework. The Aboriginal conceptual framework forces one to look at all aspects of

policy and program development; to look at the whole and the sum of it parts, and how

they are interconnected, interdependent, independent of each other while trying to

achieve a sense ofbalance.

The Aboriginal conceptual framework required this researcher to review and

make decisions regarding placement of the recommendations in relation the sixteen
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elements of human existence. The Aboriginal conceptual framework offered the

researcher an approach that emphasized a more holistic approach to future poiicy and

program development.

This research required looking at all four (4) domains of human existence as a

potential way of developing policy and programs. It is an inclusive process. For

example, if one were develop a policy for First Nations children, in keeping with the

principles of the ALPF, all aspects of the ALPF of the four (4) domains would require

attention in relation to First Nations children. The researcher found the use of the

framework application to policy and program development would be a culturally

appropriate exercise. The researcher recommends that any organization striving towards

cultural competence consider this tool as starting point as it stresses a holistic approach.

A holistic approach is very inclusive in its nature. It has interdependent and independent

components operating in a collaborative manner. The Aboriginal Life Promotions

Framework allows policy and program development to be looked at from an inclusive

holistic approach.

ü. First Nations Themes

This researcher was particularly interested from the onset in what First Nations

wanted from Canada's health care systøn. The theme, Relationship with the Government

identified what type of relationship with the federal and provincial government the First

Nations desired. From a First Nations perspective, this researcher sees a relationship that

is built on the principles and values of interdependence and independence. A top down

approach is not what is required as indicated in the data findings.
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The Romanow's Final Report outlined the following recommendations as it related

to Aboriginal Health:

o Consolidate Aboriginal health funding from all sources and use the funds

to support the creation of Aboriginal Health Partnerships to manage and

orgatize health services for Aboriginal peoples and promote Aboriginal

Health

o Establish a clear structure and mandate for Aboriginal Partnerships to use

the funding to address specific health needs of their populations improve

access to all levels of health care services, recruit new Aboriginal health

care providers, and increase training for non-Aboriginal health care

providers.

Recommendations from Romanow's Final Report and First Nations submissions

regarding health care system are distinctly different in approach. For example, First

Nations indicated that the funding levels of First Nations health were inadequate and

called on the Federal Government of Canada to look at increases in this area. In the

Romanow's Final Report, one of three recommendations regarding Aboriginal health

stated that there should be a consolidation of all health funding for Aboriginal peoples.

Consolidation does not translate into more fiscal resources; it means to make do with the

existing resources despite the fact that First Nations have repeatedly indicated that there

is a need for additional funds for health. Consolidation of funding does not address the

issues facing First Nations people when it comes to infrastructure in their communities.

There are limited health centres equipped to meet the needs of the communities. This is

an example of how policy direction is limited, as it does not take into account the
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economic, social, cultural, and political aspects of First Nations. This approach is not a

holistic approach to First Nations issues rather it is a Pan-Aboriginals approach to resolve

the problem. In this recommendation, existing funding is utilized to form the Aboriginal

Health Partnerships.

Romanow's second reconìmendation called for the establish a clear structure and

mandate for Aboriginal Partnerships to use the funding to address some specific health

needs of their populations and to improve access to all levels of health care services, to

recruit new Aboriginal health care providers, and increase haining for non-Aboriginal

health care providers. First Nations people have their clear mandate on how to deal with

the health issues facing their communities and the nations. It is the belief that health is a

treaty and inherent right and linked to the Treaties and therefore, a fiduciary

responsibility. The Assembly of First Nations, which is a national organtzation, has

clearly identified a mandate, which is more reflective of the needs for First Nations.

Romanow's recoÍtmendation is shortsighted when the existing health care funding levels

are clearly inadequate according to the First Nations' submissions to Romanow

Commission. First Nations people live in poor socio-economic conditions and First

Nations have stated in past that they are living in Third World conditions. How can the

federal govemment expect to raise the poor health status of First Nations when operating

on health funding that does not take into account the clear inequities of social life and

economic life faced by First Nations. The Canada's federal health department wants the

country to have the healthiest people in the world; this clearly cannot happen without

adequate funding and attention to current inequities as indicated by First Nations people

5 P--Abo.igi*l refers to the federal govemnents approach when dealing with Aboriginal People as one large group without
its cultural, community, economic differences, etc in the development of policy and program development, fiscal resources,
etc. The Assembly of First Nations opposes this approach.
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fRomanow Commission's Aboriginal forum]. Some First Nations argue that the

Romanow Commission's recommendations appeared more rhetoric regarding a new

direction of Aboriginal Health. Each of the recommendations did not indicate take a

strong leadership role because they have a constifutional responsibility for First Nations

Health and other Aboriginal groups also desire a federal role. This researcher believes at

a minimum that with a partnership as suggested by the Romanow Commission must

begin with an expectation of what each partner is responsible and not solely from a moral

obligation but rather from the premise of First Nations treaty rights.

The Romanow Commission held an Aboriginal Forum on June 26,2006 on

Aboriginal health issues. The event was co-hosted by the Romanow Commission and the

National Aboriginal Health Organization (NAHO). The following are the

recoÍlmendations identified colnmon among the First Nations, lnuit, Metis, and Urban

Aboriginals that attended the Aboriginal Forum:

o "long-term, stable funding e.g.: block funding that allows for being able

to design and deliver programs that fits the needs of a community;

o a massive education push in health careers;

o recognition and acceptance of federal responsibility to ensure First

Nations, Metis, and Inuit health care needs are met, regardless of

geographic location;

health policy that is specific to each of the First Nation, Metis, Inuit;

ensure a process for meaningful participation in the development of

health policy;
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development of strategies to care for the well-being of the environment

as it significantly impacts health;

sufficient resources be allocated to increase public understanding of the

uniqueness of different Aboriginal cultures

c technology, infrastructure and capacity development to be addressed;

and

o increased recognition and use of traditional practices."(Health Canada,

2003)

The researcher placed each of themes under one of the five (5) Aboriginal

categories. Please refer Table 44 which are the themes sorted by the organizational

category which represents a collapsed list of recommendations.

Table 44 - Themes sorted by Organizational Category

Table 44 is glance into what each of the Aboriginal organizations categories

recommended to the Romanow Commission. The format allowed the researcher to infer
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the possible political agenda and policy directions facing each of the Aboriginal

otganzations during the time of their submissions to the Romanow Commission. For

example, in Table 44, the theme, Culture is not listed the Metis organtzation category. It

may suggest that the Metis current political direction in 2001 - 02 was concemed with

the government relationships, policy and program development, fiscal resources and

accessibility recommendations regarding the future of health carc. 4

Another inference that may be drawn from Table 44 is that health is on the

political agenda or political importance to the five (5) Aboriginal organrzations groups.

In the Table 44, it is clear that the issue of health in relation to rights is different among

First Nations, Inuit and Metis organizatíons. ln Table 44, the theme, Rights was listed as

ø treaty right, a health right and a human right. Under the First Nations category, the

theme, right is listed as a Treaty right and under the Metis Category, it is listed as a health

right. The Metis have expressed that health should be a health right for the Metis People.

This is a similar position that is held by the First Nations that their health rights are

viewed as Treaty and lnherent rights. Whereas, the lnuit claim that health is a

fundamental basic human right.

The theme, Disabled People was listed once in Table 44 under the Aboriginal

Interest/Focus category. The identification of the theme in one of the organizations

grouping may mean that there more awareness for disabled people issues are needed. It

might mean that the political pressures for the remaining four (a) organizations were

elsewhere and did not specifically comment on a recommendation for the disabled

people.
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The following themes, Land ciaims, Infrastructure, Address socio-economics

were listed only under the lnuit category ín Table 44. ln their submissions, the Inuit

identified that the land claims needed to be resolved. The Inuit identified that there was a

need to address the socio-economic issues. Interestingly, there were no specific

recommendations among the remaining four Aboriginal categories regarding socio-

economic issues. The researcher has speculated that there were other political pressures

faced each of the Aboriginal groups face and that they responded to the Romanow in

their own distinct way. The Romanow Commission's two recommendations suggested a

pan-Aboriginal approach despite the First Nations recommendations to the contrary.
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VI. Conclusions & Recommendations

It is my belief that First Nations need to be involved in decisions to influence and

change the health care system for First Nations. "First Nations need to take active

participatory roles in health research. "(Roscelli, 2005, pp. S58 & S59) As First Nations,

we face the federal govemment's contention that health care is a policy and moral

obligation. First Nations' emphatically believe that health is a heaty and an inherent

right. (AFN 2002, AMC 2002, Alberta First Nations 2002) The federal government,s

position that health care services to First Nations are merely a policy needs to be

continually challenged. First Nations involvernent in health research can lead to a mutual

understanding and potential solutions that better First Nations' health status. As First

Nations, we need to continue to improve our universal right to access health services.

Overall, First Nations need to participate in research to play a role in First Nations health.

We need to have a stronger voice or even control in the future policy direction of First

Nations' health in Canada.

By participation in this research, I brought a subjective view given I belong to one

of the Aboriginal groups studied. As a First Nation woman registered with Opaskwayak

Cree Nation in Manitoba I have a vested interest in First Nations health research. I am a

Treaty Indian fOpaskwayak Cree Nation] and grew up in The Pas, MB. I currently reside

in an urban setting. My extended family live in various communities: The Pas, MB,

Opaskwayak Cree Nation, Pelican Narrows, SK. Tataskweyak Cree Nation fSplit Lake],

Nisichawayasihk Cree Nation [Nelson House], Pimicikamak Cree Nation [Cross Lake],

Wabowden, MB, South Indian Lake to name a few. My immediate/extended family has

varied experiences with the Canadian health care system ranglng from difficulty
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accessing health services - specialists, dental services, to transportation from a rural area

to an urban area to receive health services because they were not available in the rural

area, and to a hospital stay in an urban centre from a remote community.

This research presented a First Nations' perspective and used an Aboriginal

conceptual framework. Research considerations require first that First Nations need to

continue to be active participants in First Nations health research. Second, an Aboriginal

conceptual framework such as the Aboriginal Life Promotion Framework needs

development by First Nations and should be utilized in First Nations Health Research.

Using an Aboriginal conceptual framework in research, such as the Aboriginal

Life Promotion Framework, highlighted the continued need for First Nation participation,

control and development of health policy. The ALPF reflects values, culture, and

haditions of Aboriginal people in general. It allowed the research to be seen from a First

Nations perspective and offered change to the present health care system. Keely Ten

Fingers (2005) stated that "First Nations people are working to shape the direction of

research and policy development. These efforts include a process of rejection,

tewtalization, and reclamation. First Nations are rejecting colonial frameworks, and

instead working within our own indigenous frameworks, from research to policy

development" and further, that'lrsing indigenous methodologies is not necessarily about

rejecting Western approaches, it is about awakening to what our own cultural legacy

offers us." (pp. 560- 562) DOTC (2002) identified "quite clearly that the current health

status of First Nations is a testament to the lack of direction in the past regarding health

7 
The researche. consulted the spelling of the Cree word, Miõo Pimâtisiwin from the Castel's English{ree Directory with recognition

that he refers to the Woods Cree spoken in the community of Pukatawagan, MB. I have also seen the Cree wo¡d spelled Mino
Pimatisiwin For the meaning of the Cree Word, I consulted my sister, Rita Mclvor who is fluerìt in her Swampy Cree dialect. My late
parents, Donald A. Mclvor [Donald X.] and Nancy Mclvor were both spoke fluently in the Cree language and had great influence on
my sister's ability to speak her language present day. My father lived in Pukatawagan, MB during part of his life. Mathias Colomb
Cree Nation [Pukatawagan, MB] affiliated with Swampy Cree Tribal Council located at Opaskwayak Cree Nation.
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care services..." (p.19) My interest in this research was to influence direction to change

First Nations health status. I want my health status, my child's health status, my

husband's health status, and extended family members' health status to change to better

than "poor". Surely, this can happen as Canada has one of the best health care systems in

the world. (Health Canada, 2004)

Limitations of the research data existed. First, the relatively low number of

participating AboriginalÆirst Nations groups in the Romanow Commission. The

research was limited to the number of Aboriginal organizations that participated in the

Romanow Commission. There were thirty-two (32) Aboriginal submissions, which

represented less than one percent (1%) of the total organizations that participated. This

relatively low participation of Aboriginal organizations resulted in small numbers

categonzed in the groupings feighteen (18) First Nations, seven (7) Aboriginal - other,

five (5) lnuit, one (1), Metis & Aboriginal, and one (1) Metis]. Second, the research

sample may not be representative of all Aboriginal groups in Canada.

This research adds to social work knowledge as it provides social workers an

opportunity to look at social issues from another frame of reference - an Aboriginal

conceptual framework. This framework offered a holistic approach to looking at life. It

challenged policy makers to develop solutions for programs and services with the

premise that the elements of human existence (Bartlett, 2004) are interconnected,

interdependent, and independent. Social workers solutions to problems I suggest should

consider these principles. This Aboriginal conceptual framework is based on more than

an individualistic approach to helping a single client but rather a way of looking at

solutions where the individual is living with in a community that may be struggling with
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harsh socio-economic conditions. This approach is at broader scope of working with

First Nations people and respecting that they have ideas for solutions to their own issues

and problems at an individual, family, community level, and national level.

Using the Aboriginal conceptual framework as a frame of reference to address,

for example, the recommendations that did not have some of the elements contained in

Domain 2. fchild, youth, adult, and elder]. There appears to be a hend within some First

Nations organrzations that overlooks the elements of human existence specifically those

related to woman and children. It has been the researcher's experience that males

dominate the First Nations political leadership. I think that we need as First Nations

\ryoman to continue to advocate for ourselves and for children, it did not appear to the

researcher that has been woman and children were adequately addressed in the

recoÍlmendation. First Nations male leadership state that they are concemed with the

woman and children issues however; these issues become part of a larger issue like the

social and economic situations facing First Nations. I think that the First Nations

leadership needs to pay more attention to this arena for better First Nations health for

woman and children. Research into how to develop a national First Nations approach to

health is needed that takes into account the First Nations recommendations to the

Romanow Commission.

First Nations understand their own health needs and can build on that knowledge

to influence change in First Nations' Health Research. The development of First Nation

methodologies has started and needs to continue for First Nations' health research

specifically. (Ten Fingers, 2005,pp. 560 - 562). Miõo PimâtisiwinT translated to convey

the meaning "good living" or 'healthy living." (R.M. Mclvor, personal
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communication, August 14,2006, Castel's (2001) First Nations need to develop research

methodologies for such as a Miõo Pimâtisiwin First Nations Conceptual Framework This

research calls for further research into the development of a "Miõo Pimâtisiwin or Mino

Pimatisiwin First Nations Conceptual Framework" developed by First Nations for First

Nations Health Research. "Mino Pimatisiwin" in the Swampy Cree language [Miõo

Pimâtisiwin in the Woodlands Cree] translated infers the meaning "good survival/living,

'healthy survivaVliving". I believe that when we take control of our own research, we

will set our own direction and free us from the legacy of a poor health status in Canada.

As First Nations, we deserve better lives for our future generations, our children, and our

grandchildren. Ekosi. [That is all.]
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Appendix A Aboriginal,/First Nations organizations public hearing presentation to the Romanow Commission

elqlet*lÆi^t N"tt"* "rg di public Hearings - place & Date

1.

2.

3.

4.

5

6.

7.

8.

9.

10.

11.

12.

I3.

14.

15.

16.

t7.

18.

19.

20

2t.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

Federation of Saskatchewan Indian Nations

Assembly of Manitoba Chiefs

S outhem Chiefs Organi zation

First National Chiefs' Health Committee

BC Aboriginal Network on Disability Society

First Nations of Quebec and l¿brador
Health and Social Services Commission

Inuit Tapidit Ka¡atami

Chiefs of Ontario

Assembly of Fint Nations

Nunavut Tunngavik Incorporated

Pauktuutit - I¡uit Women's Association of Canada

Qikiqtani I¡uit Association

Ontario Metis Aboriginal Association

I¿br¿dor Inuit Health Commission (LIHC)

Eskasoni Health Centre

Abegwit Fint Nations

Metis National Council

Council of Yukon First Nations and Yukon First
Health and Social Commission

First Nations Health Programs Comminee

Fint Natio¡s Treaties 6, 7, and 8

Dene Nation

Govemment of First Nations

Tree of Peace Friendship Centre

'Western Arctic Aboriginal Head Start Council

Abori ginal Nunes Association

National Aboriginal Health Organization

Native Women's Association of Canada

Six Nations of the Grand River

First Nations Programs Committee

Govemment of First Nations

Six Nations of the Grand River

Tree ofPeace Friendship Centre

Regina - March 4, 2002

ïViruripeg - March 6, 2002

Winnipeg - March6,2002

Vancouver - March 12 , 2002

Victoria - Ma¡ch 14,2002

Quebec City - March25,2002

Montreal - March 26, 2002

Toronto - April 2,2002

Ot|awa- Apnl4,2002

Iqaluit - April 8, 2002

Iqaluit - April 8, 2002

Iqaluit - April 8, 2002

Sudbury-April 11,2002

St, John's- April 15,2002

Halifax-April 17,2002

Chfflottetown - April 18,2002

Calgary- April 30,2002

Whitehorse - May 2,2002

Whitehone - May 2,2002

Edmonton-May 14,2002

Yellowk¡.ife - M ay I 6, 2002

Yellowknife - May 16,2002

Yellowlarife- May I 6, 2002

Yellowknife - May 16,2002

OtTawa-May 28,2002

Orawa-May28,2002

Ouawa-May 28,2002

Toronto - May 30,2002

Whitehorse - May 2,2002

Yellowknife - May 16, 2002

Toronto - May' 30,2002

Yellowknife - M ay | 6, 2002
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Appendix B Aboriginal{Fint Nations organizations - formal submissions to the Commission on the Future of Health Care in
Ca¡ada's Final Rçort , p. 259 to 266

Organization Category

Association ofCa¡ada Aboriginal Inte¡est/Focus

Dakota Ojibway Tribal Councils Firsr Nations

Federation of Saskatchewan Indian Nations Fißt Nations

lnstitute for Aboriginal Health, Division of Fi¡st Nations Health Centre Aboriginal Interest/Focus

Métis National Council Metis

National Aboriginal Health Organization Aboriginal Interest/Focus

Native Women's Association of Canada Aboriginal l¡terest/Focus

Ontario Métis Aboriginâl Association Meds & Aboriginal

Qikiqtani Inuit Association huit

Western Arctic Aboriginal Head Start Council Aboriginal Interest/Focus

8 ln Romanow's Final Report, p.262, aa organization was listed as Dakota Ojibway Tribal Council des premières nations due Québec
et du l¿br¿do¡. I believe an eÍor has occurred and the name of the orgen.iz.tion should be ',Dakota Ojibway Tribal Council.
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Appendix C

File
Folder
Number

Name of Aboriginal
Organization

Reference Sheet - AboriginaVFirst Nations Participation to the Commission on the Future of Health Care in Canada - Final Report

Chiefs of Ontario

.,

Place and Date

Pauktuutit - Inuit
Women's Association
ofCanada

3

Toronto - April 2, 2002

Nunavut Tunngavik
Incorporated

Type of Submission -
Formal, Public Hearing

tqaluit - April 8, 2002

4 Qikiqtani Inuit
Association

Public Hearing

Iqaluit - April 8, 2002

l'ubllc Heirnng

Catcgory:
First Nations,
InuiÇ Métis,
Aboriginal
Interest/Focusr
Metis &
Aboripinel

5

Iqaluit - April 8, 2002

Ontario Metis
Aboriginal Association

First Nations

Title of Submission, Datc,
Page Number

Public Hearing

Inuit

Address to the Commission on
the Future of Health Care in
Canada, Apnl 2, 2002, 7 pagæ

Forrnal & Public Hearing

Sudbury-
2002

The Future of Inuit Women's
Health, Presentation by Veronica
Dewa¡ President, Pauktuutit
lnuit Women's Association of
Canada to the Commission on
the Future of Health Care in
Canada, April 8,2002, 5 pages

April I l,

lnull

Formal & Public Hearing

Presentation to the Commission
on the Future of Health Care in
Canada. John lamb. Chief
Executive Offi cer, Nunawt
Tunngavik Incorporated, April
&,2002,8 pages.

lnult The Seven Quilliqs of Inuit
Health Renewal, The submission
of the Qikiqrani Inuit
Association to the Commission
on the Future of Health Care in
Canada, April 8,2002, 13 pages
and supplement document, 4
pages.

MeUs ¿ø

Aboriginal
Ontario Metis Aboriginal
Association to the Commission
on the Future of Health Care in
Canada, Open Public Hearing,
April I 1, 2002, 16 pages.
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Appendix C Reference Sheet - AboriginaVFirst Nations Participation to the Commission on the Future of Health Care in Canada - Final Report

!rle
Folder
Number

Name of Aboriginal
Organization

6 Låbrado¡ lnult Healül
Commission (LIHC)

Place and Date

7 lJU J\bongmal Network
on Disability Society

8

St. Jobn's - April 15,
2002

Type of Submission -
Formal, Public Hearing

Federation of
Saskatchewan Indian
Nations

Victoria- March 14,
2002

9 Institute for Aboriginal
Health, Division of First
Nations Health Centre

Public Hearing

10

Regina - March 4, 2002

Category:
First Nations,
Inuit, Métis,
Aboriginal
Interest/Focus,
Metis &
,{borisinal

Native Women's
Association of Canada

Public Hearing

Not listed in Final
Report - Open Public
Hearings

Title of Submission, Dlte,
Page Number

Inuit

l.ormal ¿ø Publrc Heanng

Ottawa-May 28,2002

Aboriginal -
other

L¿brador lnuit Health
Commission. t¿brador lnuit,
Inositsiagittotigasuallugik
kamkjet, April I 5, 2002 date to
fax, 42 pages.

Formal Submission

Romanow Commission.
Presented by Yvon Gesinghaus.
Executive Director. BCANDS,
March 14,2002,9 pages. two
supplement documents: one: -
45 pages and second - 48 pages

First Nations

Formal & Public Hearing

Aboriginal -
other

Comprehensive First Nations
Health and Social Development
System submitted by
Saskatchewan First Nations,
Novernber 2001, 4 pages.

Aboriginal -
other

No title. First Iætter dated May
27,2002,3 pages & Second
Letter dated May 27,2002, 5
pages.

NWAC Submission: Aboriginal
rilomen and Health Care in
Canada To The Commission on
the Future of Health Care in
Canada, May 28,2002. 13

pages.
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Appendix C Reference Sheet - Aboriginal,/First Nations Participation to the Commission on the Future of Health Care in Canada - Final Report

File
Folder
Number

Name of Aboriginal
0rganization

Metls Natronal uouncll

Place and Date

tz Western Aftic
Aboriginal Head Start
Council

13

Calgary - April 30,
2002

Assembly of Manitoba
Chiefs

Type of Submission -
Formal, Public Hearing

Yellowknife*May 16,

2002

14

Formal & Public Hearing

Winnipeg - March 6,
2002

Southern Chiefs
Organization

Category -
First Nations,
InuiÇ Métis,
Aboriginal
Interest/Focus
Metis &
Aborisinrl

Formal & Public Hearing

l5

Public Hearing

Assembly of First
Nations

Winnipeg - March 6,
2002

Title of Submission, Date,
Page Number

Metis

Aboriginal -
other

Metis National Council
Submission to the Commission
on the Future of Health Care in
Canada, No date, 14 pages.

Public Hearing

Ottawa - April 4, 2002

¡rrst Nallons

Presentation to the Romanow
Health Commission \ff estern
Arctic Aboriginal Head Staf
Council, May 16,2002,8 pages.

Joint P¡esentation by the
Assembly of Manitoba Chiefs
and the Southem Chieß
Organization - Southem Chiefs
Organization Presentation to the
Roy J. Romanow Commission,

Q. C. Commission on the Future
of Health Care in Canada, March
6,2002,9 pages.

Public Hearing

First Nations Joint Presentation by the
Assembly of Manitoba Chiefs
and the Southem Chieß
Organization - Southem Chiefs
Organization Presentation to the
Roy J. Romanow Commission,

Q. C. Commission on the Future
of Health Care in Canada, March
6,2002,9 pages.

First Nations Assernbly of First Nations,
Presentation Notes to the
Commission on the Future of
Health Care in Canada, April 4,
2002, 8 pages.
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Appendix C Reference Sheet - Aboriginal,/First Nations Participation to the Commission on the Future of Health Care in Canada - Final Rçort

File
Folder
Number

Name of Aboriginal
Organization

16 lnuit Tapiriit Kanatami

Pl¡ce and Date

t7 Aboriginal Nunes
Association ofCanada

Montreal - Ma¡ch 26
2002

18

Type of Submission -
Formal, Public Hearing

Dakota Ojibway Tribal
Council

t9

Ottawa-May 28,2002

National Aboriginal
Health Organization

Public Hearing

ztl

Not listed in Final
Report - Open Public
Hearing

category:
First Nations,
Inuit, Métis,
Aboriginal
Interesf/Focus,
Metis &
Aborieinal

Eskasoni Health Centre

2l

Formal & Public Hearing

Ottawa - May 28,2002

Fint Nation Chiefs'
Health Committee

Title of Submission, Date,
Page Number

Inuit

¡onnal subrlxsslon

Halifax-April 17,2002

Add¡ess to the Commission on
the Fuh¡re of Health Care in
Canada, Jose A. Kasugak,
President, Inuit Tapiriit
Kanatami, March 26, 2002,l3
pages and one supplement
document: 5 pages.

Formal & Public Hearing

Aboriginal *
other

Vancouver-March 12,
2002

First Nations

Formal & Public Hearing

Submission to the Commission
on the Future of Health Care in
Canada. Commissioner: Roy J.
Romanow, Q. C., No date,25
pages.

Fonnal & Public Hearing

Aboriginal -
other

Dakota Ojibway Tribal Council
Presentation: Commission on the
Future of Health Care in Canada,
March 6,2002, 58 pages.

Making A Difference, National
Aboriginal Health Organization
Submission for the Commission
on the Future of Health Care in
Canada, Final, November l,
2001,25 pages.

First Nations

First Nations

Public Hearing Presentation
Summary fiom Romanow
website, 1 page

The Futurc of First Nations
Health Services - First Nations
Chieß' Health Committee,
March 12,2002, 14 pages.
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Appendix C Reference Sheet - AboriginaVFirst Nations Participation to the Commission on the Future of Health Care in Canada - Final Report

File
Folder
Number

Name of Aboriginal
Organization

'r', Assemblee des
Premieres Nations du

Quebec et du I-abrador

Place and Date

Quebec City - March
25,2002

z5

Type of Submission -
Formal, Public Hearing

Commission de la Sante
et des services sociaux
Des Premiers Nations
du Quebec et du
I-abrador

Formal & Public Hearing

Quebec City - March
25,2002

Category:
First Nations,
InuiÇ Métis,
Aboriginal
Interest/Focusr
Metis &
Aborisinal

Titlc of Submission, Date,
Page Number

First Nations

Public Hearing

Commission Sur L'avenir Des
Soins De Sante, Commission
Romanow, Assemblee Des
Premieres Nations Du Quebec Et
Du hbrador, Commission De
I-a Sante Et Des Services
Sociaux Des Premieres Nations
Du Quebec Et Du l¿brador,
Garbonnell, Garry, March 25,
2002, 22 Pages, 3 Supplement
Documents: one- 3 pages,
second - 14 pages, third - 30
pages.

First Nations Commission Sur L'avenir Des
Soins De Sante. Commission
Romanow. Assemblee Des
Premieres Nations Du Quebec Et
Du Iabrador, Commission De
La Sante Et Des Services
Sociaux Des Premieres Nations
Du Quebec Et Du t¿brador.
Garbonnell, Garry, March 25,
2002, 22 Pages, 3 Supplement
Documents: one- 3 pages,
second - 14 pages, thind - 30
pages.
*Ilave Presentation Summary
in English Language only
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Appendix C Reference Sheet - Aboriginal,/First Nations Participation to the Commission on the Future of Health Care in Canada - Final Report

File
Folder
Number

Name of Aboriginal
0rganization

24 Fint Nations Treaties 6,
7, and 8 - Alberta First
Nations

Place and Date

25

Edmonton - May 14,
2002

T¡pe of Submission -
Formal, Public Hesring

Dene Nation

26 Abegwit First Nations

Public Hearing

2't

Yellowknife-May 16,
2002

Category:
First Nations,
InuiÇ Métis,
Aboriginal
Interesf/Focus,
Metis &
Aborisinal

Council ofYukonFirst
Nations

28

Charlottetown - April
18,2002

Yukon First Nations
Health and Social
Services Commissions

29

Title of Submission, Date,
Page Number

hrrst Natrons

rubllc tteanng

First Nations Health
Programs Committee

Whitehorse - May 2,
2002

Public Hearing

Alberta First Nations Treaty ô
First Nations of Alberta, Treaty
7 First Nations of Alberta,
Treaty 8 Fimt Nations of
Albert¿, Chief Strikes With A
Gun, Submission to the
Commission on the Future of
Health Care in Canada.May 14,
2002. l9 pages with appendices

- Co-Management Review 2001

- 2002 and Co-Managemerit
AgreernenlTerms of Reference

Whitehorse - May 2
2002

Whitehorse - May 2,
2002

First Nations

Public Hearing

First Nations

Public Hearing

Public Hearing Presentation
Summary fiom the Romanow
web site, I page

Public Hearing

Presentation to the Royal
Commission on the Future of
Health Care in Canada Chaird
by The Honorable Roy
Romanow by Alma
MacDougall, RN Abegweit First
Nations, Prince Edwa¡d Island,
April 18,2002. 6 Pages.

First Nations

Ffust Nations

Public Hearing Presentation
Summa¡y from Romanow
website, I page

First Nations

Public Hearing Presentation
Summary from Romanow
website, I page

No Public Hearing Presentation
Summary from Romanow
website

107
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¡rle
Folder
Number

Name of Aboriginal
0rganization

3U Govemment of First
Nations

3l

Place and Date

Six Nations of the
Grand River

32

Yellowknife- May 16,

2002

Tree ofPeace
Friendship Centre

Type of Submission -
Formal, Public Hearing

Toronto - May 30,2002

Public Hearing

Yellowknife
2002

Public Hearing

-May 16,

Category -
First Nations,
InuiÇ Métis,
Aboriginal
Interest/Focusr
Metis &
Aborieinal

Public Hearing

Title of Submission, Datg
Page Number

First Nations

First Nations

Public Hearing Presentation
Summary fiom Romanow
website, I page

Aboriginal -
other

No Public Hearing Present¿tion
Summary - *Not listed on
Commission Consultations on
Romanow website, Toronto,
May 30,2002.

No Title of Submission to the
Commission on the Future of
Health Care in Canada, No
Author, No Date,4 pages.
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Appendix D Sensitizing with the Aboriginal Life Promotions Framework (Bartlett,2004)

Name of Aboriginal Organization:
Assigned File Number:
Type of Submission:
Place & Date -
Open Public Hearing
Assigned Category:
Title of Submission:
Date of Submission:
Pases:

Recommendations by the
Abori ginal Organization to
the Romanow Commission

Aboriginal Lit'e Promotion Framework - 16 Elements of Human Existence

Domain - I refers to the
elemenß ofhuman
exßted listed below:

Spiritual - SPI
Emotional - EMO
Physical - PH
lntellectual - INT

Themes
Identified

Domain -2 refers to the
elemenß of human existed
Ißted below:

Recommendations assigned to an Aboriginal Life Promotion Framework category in one of the 4
Domains Identified Above

child - cHr
Youth - YOU
Adult-ADU
Elder- ELD

Domain -3 refers to the
elemenß of human
exßted listed below:

Individual- IND
Family- FAM
Community- COM
Nation - NAT

Domain - 4 refers
to the elemenß of
human existed
listed below:

Culture - CUL
Social - SOC
Economics - ECO
Political - POL
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Appendix E

Name of Aboriginal
Organization:

Assigned File Number:

Tlpe of Submission:

Place & Date - Open Public
Hearing

Assigned Category:

Title of Submission:

Date of Submission:

Summary list of themes in Aboriginal,rFirst Nations organizations

List of Themes:
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Ass A VFirst Nations O
Name of Aboriginal Organization Category - First Nations,

Aboriginal Interest/Focus,
Inuit, Metis, Metis &

.Aborisinal

Total Number of
Organizations in each
category

Abegwít Fint Nations

Fi¡st Nations
18 First Nations

organizations

Assembly of Fint Natiors
Assembly of Manitoba Chiefs
Chiefs of Ontario
Councii of Yukon First Natiors
Dakota Oiibway Tribal Council
Dene Nation
Eskasoni l{e"lth Centre
Federation of Saskatchewan Indian Nations
First National Chiefs' Health Comnrittee
Fint Nations Health Propmms Committee
Fint Nations of Ouebec
l¿brado¡ Health and Social Services Commission
Fi¡st Nations Treaties 6, 7. and I
Govemment of First Nations
ffi
Southem Chieß Organization
Yukon Fi¡st Nations Health
and Social Commission

Name of Aboriginal Organization Category - First Nations,
Aboriginal Interest/Focus,

InuiÇ Metis, Metis &
Aborisinal

Totgl Number of
Organizations in each

category

tsU Abengrnal Network on Disabilitv Societv

Aboriginal -
InterestÆocus

7 Aboriginal -
Interest/Focus
orgânizations

Tree of Peace Friendshio Centre
Westem Arctic Aboriginal He¿d Start Council

Aborieinal Nurses Association
Native Women's Association of Ca¡ada
National Aboriginal Health Organization

Institute for Aboriginal Health, Division of Fint
Natio¡s Health Centre

Name of Aboriginal Organizafion Category - First Nations,
Aboriginal Interest/Focus,

Inuit, Metis, Metis &
Ahoriøinal

Totsl Number of
Organizations in each

category

Inuit Taoiriit Ífunatami

Inuit 5 Inuit organizations

Nunavut Tunngavik Incomorated
Pauktuutit - I¡uit Women's Association of Canada

Qikiqtani Inuit Association
I¿brador kruit Health Commission ILIHC)

Name of Aboriginal Organization Category - First Nations,
Aboriginal IntereslFocus,

InuiÇ Metis, Metis &
Àborieinal

Tot¡l Number of
Organi"ations in each

category

Metis National Council Metis I Metis orsanizations
Name of Aboriginal Organization Category - First Nations,

Aboriginal Interest/Focus,
InuiÇ Metis, Metis &

Äborisinel

Total Number of
Organizations in each

category

Ontario Metis Aboriginal Association Metis & Aboriginal I Metis & Aboriginal
organizations

Total AborieinaUFirst Nations organizations is 32
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Appendix G Data Summary Document- Themes

Themes placed in Domains I to 4 - Aboriginal Life Promotion Framework (Bartlett 2004¡

Domain 1- Spiritual

Emotional, Physically

Intellectual

Domain 2- Child,

Youth, Adul! Elder

Domain 3 - Individual,

Famiìy, Community,

Nation

Domain 4 - Culture, Social,

Economic, Political

Accessibility
Culture
Capacity
Health Status
I¿nd Claim
Rese¿rch
Disabled People
Infrastruch¡re
Universality

Culture
Capacity Building
l¿nd Claim
Health Status
Treaty Right
Human Right
Health Right
Univenality
L¿nd Claim
Consultation

uonûol
Infrastructure
Jurisdictional
Rese¿rch
Disabled People
Health Stah¡s
Relationship with
Govemments
Policy & Program
Culture
Capacity Building
Treaty Right
Human Right
Health Right
Univenality

Rela tionship
Govemments
Policy & Program
Fiscal Resources
Culture
Capacity Building
Disabled People
Universality
t¿nd Claim
Infrastructure
Public Awareness
Research
Heålth Status
Consultation
Ju¡isdictional
Control
Sustainabilþ
Treaty Right
Human Right
Health Right
Health Strategy
Socio-economic
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Appendix H Aboriginal Organizations - Aboriginal categories headings

Abegwit Fint Nations

Assembly of Fint
Natiorrs

Assembly of Manitoba
Chiefs

Council ofYukon
Nations

Dakota Ojibway
Tribal Council

Dene Nation

Eskasoni Health
Cenhe

Federation of
Saskatchewan
lndians Nations

First National Chiefs
Health Committee

Fint Nations Health
Programs Committee

Fint Nations of Quebec
l¿brador Health and
Social Services
Commission

First Nations Treaties:
6,7,8

Govemment of Fint
Nations

Six Nations of Grand
River

Southern Chiefs
Organization

Yukon First Nations
Health & Social
Commission

BC Aboriginal Network
On Disability Society

Tree of Peace
Friendship Centre

Westem Arctic
Aboriginal Head Sørt
Council

Aboriginal Nunes
Association

Native Women's
Association ofCanada

National Aboriginal
Health Organization

bstitute of Aboriginal
Health, Division of First
Nations Health Cent¡e

Inuit Tapirii
Kanatani

Nunawt
Tunngavik
Incoqporated

Pauktuutit - Inuit
Women's Association
ofCanada

Qikiqtani Inuit
Association

l¿brado¡ Inuit
He¿lth Commission
(LrHC)

Ontario Metis
Aboriginal
Association

Metis
National
Council

Created by Rose Mclvor-Girouard
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