
ANISHINABE GRANDPARENTS : PERCEPTIONS OF

LTVING \ryITH THE EFFECTS OF TYPE 2 DIABETES

A Thesis

Submiued to the Faculty of Graduate Studies

In Partial Fulfillment of the Requirements for the Degree of

MASTER OF SCIENCE

DIANE P. MCDONNELL

BY

Department of Family Social Sciences

University ofManitoba

Winnipeg, Manitoba

@ Copyright by Diane P. McDonnell,2006



TIIE UNIVERSITY OF' MANITOBA

FACULTY OF GRADUATE STUDIES
*****

COPYRIGHT PERMISSION

Anishinabe Grandparents: Perceptions of Living with the Effects of Type 2 Diabetes

by

A ThesisÆracticum submitted to the Faculty of Graduate Studies of The University of

Manitoba in partial fulfillment of the requirement of the degree

of

Diane P. McDonnell

Permission has been granted to the Library of the University of Manitoba to lend or sell copies of
this thesis/practicum, to the National Library of Canada to microfilm this thesis and to lend or sell
copies of the film, and to University Microfilms Inc. to publish an abstract of this thesis/practicum.

This reproduction or copy of this thesis has been made available by authority of the copyright
owner solely for the purpose of private study and research, and may only be reproduced and copied

as permitted by copyright laws or with express written authorization from the copyright owner.

Master of Science

Diane P. McDonnell @ 2006



First, I give thanks to creator for my life and for the journey. I am also thankftl for

my husband Howard and for his constant support and encouragement to achieve my

goals. I would also like to acknowledge my daughters Kim and Kerri for the inspiration

they have always given me to do my best and my grandson Graham whose love for

leaming makes me feel happy and proud to be one of his teachers.

I also appreciate the love and support that my parents, Clift Sarah and Dora, have

given me over the years in order that I could continue my academic pursuit. Thank you

for all the additional things you did for me over the years to help me reach this goal.

I am also grateful to the rest of my family, friends and colleagues who have shared

their wisdom, knowledge and time with me to achieve this degree. Your patience,

understanding and assistance were greatly appreciated.

I also owe much gratitude to my primary advisor Dr. Carol Harvey. Thank you for

your excellent academic support and for your kind and caring ways. I would not be at

this academic milestone without her invaluable assistance. I would also like to thank Dr.

Gail Marchesseault and Dr. Jill Oakes for their time, feedback and guidance as well.

I would also like to thank the Department of Community Health Sciences

Interdisciplinary Health Research Team, Manitoba Family Year L994Legacy

Scholarship, and the Manitoba Aboriginal Education Counselling Association, Inc. for

the scholarship awards that enabled me to conduct this research.

Finally I would like to acknowledge myband, Grand Rapids First Nation for the

academic and financial support I received to attain this degree. Tapway Kiche.

ACKNOV/LEDGEMENTS



This qualitative research study explores Anishinabe grandparent's perceptions of

living with type 2 diabetes and its effects on grandparenting. Using ethnographic and

oral history methodologies, guided interviews were conducted with five Anishinabe

grandmothers and grandfathers living in an urban area of Manitoba. The objectives of

the research were to gain insight into how they perceive their grandparenting and to

identify the ways in which their roles and responsibilities in child rearing have changed.

The results presented three theme classifications: grandparenting, health and

education. The major findings demonstrate that it was the participant's grandparents that

influenced them in their roles when they became grandparents but find that they have to

modifu those ways now because of the diabetes. The participants did experience many

health problems related to their diabetes and found that it diminished their role as a

grandparent. The majority of participants believe that education is key to the prevention

or management of diabetes. There was a strong consensus that learning to live with the

disease and not let it control you is vital for coping with it (continuing with life).

In conclusion, participants could identifu traditional roles that their grandparents

performed but found that they are not able to enact these same roles because of colonial

practices" changes in the family system and environment, employment, and residency

patterns. There exist many perceptions from participants that We 2 diabetes does affect

the grandparent role and quality of interaction with grandchildren.

ABSTRACT
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First Nations families have been organized in an extended family kinship system

since time immemorial. Grandparents, as elders and teachers, held a special place in the

family. They were respected for their wisdom; life experience, and their tribal knowledge

about social relationships and family life. The grandparents, as elders and educators,

contributed to families by transmitting their knowledge about life to family members

through an oral tradition. They played instrumental roles in guiding the parents of

children and teaching the children about their future roles and responsibilities as males

and females (Blanchar d, 1977 ; Hart, 199 5).

In Canada, the Anishinabe people (Ojibway) have survived many governmental

policies that served to systematically erode their traditional family systems and cultural

ways of life. The constant governmental assault to erode the traditional Anishinabe

lifestyle and family patterns resulted in the dispossession of the First Nations people's

lands and resources (Grant, 1996). It also served to disrupt family relationships, the

transmission of traditional knowledge, language, cultural teachings (such as laws,

religion, education, health, social relationships, morals, values, and norms) and

customary family and community practices in child rearing. The disempowerment of

First Nations family kinship organization has caused much confirsion about the

enactment of family roles and responsibilities. In the past Anishinabe grandparents knew

what their roles were and what was expected of them in regard to child rearing; however,

now they often feel unsure of what is expected of them by their families due to cultural

change @lanchard, 1977; Grant, 1996;Ing, l99l).

CHAPTER 1: INTRODUCTION



By present-day Canadian socio-economic standards, most First Nation peoples

across Canada are considered to be living below the standards established by Canadian

society. The severe socio-economic disparities that exist between the dominant culture

and First Nations people are repeatedly evident in research conducted on them @obet,

1997). First Nations people's health status is particularly alarming when one examines

the morbidity rates for chronic diseases, such as diabetes (Young, Reading, Elias, &

O'Neil, 2000). The increasing prevalence of diabetes is a significant factor that is

currently jeopardizing the stability of the Anishinabe grandparent population and is

having a devastating impact on family and community relationships (Cyr, 1998).

In the review of literature of this qualitative research I will discuss a number of

historical events such as the erosion ofthe traditional subsistence patterns ofthe

Anishinabe people and some of the colonial models that have served to disempower and

assimilate First Nations people. This research focused on getting a current perspective

from Anishinabe grandparents on their changing roles and responsibilities in relation to

child rearing in light of their social circumstances and health conditions.

For the purpose of this study five Anishinabe grandmothers and fìve Anishinabe

grandfathers diagnosed with type 2 diabetes were interviewed to gain insight into how

they perceive their roles in child rearing and to get an understanding ofthe difficulties

involved in maintaining and sustaining a significant relationship with grandchildren. The

interviews were guided by a series of questions posed to grandparents of what they do

with their grandchildren and what the grandparents remember their grandparents teaching

them. The methodology was framed utilizing two research approaches: ethnography and

oral history. The goal of this research was to identify the ways in which Anishinabe
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grandparents' roles and responsibilities towards child rearing have changed. The

research demonstrated that Anishinabe grandparents are continuing to play an important

role in child rearing; however, their approach was different than what they are able to

recall from their grandparents' roles. Furthermore, the research demonstrated that four of

the ten Anishinabe grandparents with diabetes are under a great deal of emotional stress

and role strain in fulfilling thei¡ traditional cultural obligations as grandparents. Four out

often Anishinabe grandparents interviewed reported this to be their experience.

Purpose

The purpose of this study was to gain insight into how Anishinabe grandparents

who have been diagnosed with type2 diabetes view their roles and responsibilities in

child rearing and their interaction with their grandchildren. This research focused on the

social impact that diabetes is having on the grandparent - grandchild relationship.

Objectives

1. The fi¡st objective was to identifu traditional roles of Anishinabe grandparents in the

extended family system as recalled by grandparent participants.

2. The second objective was to get the perspectives of Anishinabe grandparents on their

roles and responsibilities in child rearingand.to determine if they think they are

performing the grandparent role differently from the ways in which they were

grandparented.

3. The third objective was to examine perceptions oftype 2 diabetes affecting

Anishinabe grandparents and to analyze its impact on the grandparents' ability to

perform their traditional child rearing roles.
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Definitions

The term Aboriginal is used in this study in reference to all people who identify

themselves as Stafus, Non-Status, Metis, or Inuit.

The term traditional is used in conjunction with the teachings and cultural

practices that have been known to the Aboriginal people and passed through an oral

medium.

The term Anishirnbe refers to the long time indigenous inhabitants of the southern

region of Manitoba, also referred to as Ojibway in English or Saulteaux in French.

First Nations people are those with treaties with the Canadian government. Tribal

elders and representatives ofthe British Crown signed treaties from 1871 to 1921.



In the era before European contact, often called the pre-contact erqNorth

American Aboriginal peoples were believed to have been in good health largely due

to their nomadic lifestyles and food sources. Young (198S) states that Aboriginal

healtlr, cultural identity and spiritual well being was linked to the land and what it

provided for the people. Although starvation was always a threat to Aboriginal

hunting societies living in harsh environments, they were able to adapt effectively and

sustain themselves by what they obtained from the land. Aboriginal people believed

that they were a part of nature and a balanced ecological system (Cajete, l99g).

In Manitoba, the Anishinabe were socially and economically organized into

extended family units. According to Peers (19s7) and Ray (1998) the extended

family units were comprised of several closely related families such as a hunter and

his wife and one or more oftheir married children with their offspring or several adult

brothers and their families. Members of the extended family unit also belonged to at

least two clans. Peers states that every Ojibwa "belonged to a patrilineal, exogamic

descent group or clan which was named after an animal" (7987,p.32). The extended

family and clan systems provided the philosophy of interdependency, the boundaries

of relationship, and responsibility and expectations of its members. The development

ofthese complex kinship patterns served as a social security system in times of need

@lanchard, 1977).

The size ofthe family units varied from season to seasorL depending on the

seasonal migration and availability of animals that were their main food source. Ray

CHAPTER 2: LITERATURE REVIEW

Pre-Colonization
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(1998) states that the winter family unit was the most important. This famity unit was

smaller and its main purpose was economic. Families lived in the forest and often

shifted locations to hunt and trap. In the springtime, families would collect maple

sug¿u and live offcaches of meat and wild rice. In the summer, Anishinabe families

came together and participated in large social gatherings, usually at fishing sites.

During the summer gathering the Anishinabe hunted bison, planned for the winter,

traded goods, and took part in social (games, marriages) and religious (Medewiwin

teachings) functions @eers, 1987).

The seasonal movement of the Anishinabe in pursuit of food combined with

their hunting and gathering practices ensured araîge of mobility and a high level of

physical activity (such as walking, running, and canoeing) and endurance. Hunting

was the main activity of the men and was highly organized around the survival of the

goup. Young (1988) states that 'tsoth selÊreliance and mutual cooperation were

essential to survival. Values such as sharing, generosity, and hospitality were well

suited to aboriginal hunting life, and they have by and large endured into the present"

(p.14).

All of the family members had different roles and were involved at some level

in the quest for food and in the preparation of it. The Anishinabe diet consisted of

meat sources such as bison, deer, moose, elh beaver, and rabbit. The Anishinabe also

ate a va¡iety of wild fowl, plants, conL wild rice and berries. The food sources 1ryere

low in fat, low in sugar, high in protein and highly nutritious. The food was prepared

by the \¡¡omen who used cooking techniques such as boiling, streaming, smoking and
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sometimes preserving the food naturally in animal fat for later use (Chaddock ,1998;

Peers, 1987).

Anishinabe people had a division of labor but considered themselves as equals

even though work was divided by gender. For example, Anishinabe men hunted for

food, fur, and other staples. They were the principal negotiators of economic trade,

hunting territories, social and political alliances. The men also belonged to a warrior

society and provided military defense for their group and hunting territory (peers,

1987;Ray, 1998).

The Anishinabe women on the other hand skinned animals, tanned hides and

prepared the meat. Anishinabe women were also in charge of the children and the

home. However, since child rearing was viewed as a shared responsibility, allof the

adults and older children helped in the education and training of younger children

(Blanchard, 1977).

The child was received as a gift from the Creator to be protected, loved,

nurtured, respected and guided. children were encouraged to play, observe and

model the Anishinabe way of life through the oral tradition and community

expectation. Children were taught gender roles and what was expected of them by

imitating same sex adults. Children learned what their future roles, expectations, and

responsibilities would be as they matured from teachings and through play with

grandparents. When the child was believed to be developmentally ready to conduct

certain tasks and functions he or she was encouraged to do so with the guidance of

grandparents. The children also learned their culture and history from stories told by
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grandparents. As well, grandparents gave the child a religious and moral foundation

by teaching them about earthly and spiritual life @lanchard , L977;Whitecap, 1988).

Anishinabe grandparents provided traditional knowledge and guidance to all

members in the family and community. They were esteemed for their life experience,

wisdom and understanding of traditional ways of life. They were valued in their role

as advisor and teacher who transmitted the culture and language to successive

generations. Grandparents spent a lot of time with children. In addition to teaching

the children about the Anishinabe ways of life, grandparents taught the children skills

that they would need in order to function in the society.

Colonization

Adams (1995) and Hudson and McKenzie (1981) discuss how Eurocentricism

formed the historical basis of Indian/White relations and the logic of colonialism.

Adams (1995) states that colonialism is a process of one group of people dominating

the economic, political, social, and cultural spheres of another. Hudson and

McKenzie (1981) provide a further distinction between structural and cultural

colonialism. They state, "structural colonialism involves the explicit control of

power and decision-making by the dominant group for the purposes of extracting

benefits, and cultural colonialism involve efforts at normative control" (1981, p.65).

There are numerous examples of how both types of colonialism were interwoven in

the fur trade period to justi$'the takeover of land, natural resources and people.

Young indicates that'tsy the early and mid-eighteenth century, various accounts

of the Indian's health began to appear in the journals of traders and explorers in the

hinterland of Hudson's Bay. Andrew Graham of the Hudson's Bay company wrote
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in 1767 that the Indians in general exceed the middling stature of Europeans; are

straight well made people, large boned, but not corpulent" (1988, p.34). The

Aboriginal peoples' good health status was also linked to their dental health. '?eter

Grant reported that 'their teeth, of a beautiful ivory white, [were] regular well set and

seldom [failed] them, even with the most advanced period of life" (Young, 1988,

p.34). However, after rapid European settlement, the general health of Aboriginal

people across the nation quickly declined. The deterioration of Aboriginal health has

been linked to the introduction of European diseases, technologies, whiskey, and food

staples, as well as to the exploitation of the land and resources and the ensuing famine

and starvation that followed the fur trade period (Young, 1988).

As European settlement progressed, Canadian Aboriginal people, including

the Anishinabe, became increasingly acculturated into the emerging Euro-Canadian

society. The fur trade period was instrumental in influencing many socio-economic

and cultural changes in the Anishinabe peoples' way of life. Fur trade commerce

brought about extensive social disruptions in residency patterns and kinship relations.

This is evident in the history of intermarriage that occurred between European men

and Aboriginal women in order to cement political and economic trade partnerships

(Van Kirk, 1993). The fur trade alliances were destructive to Aboriginal people.

They spread diseases and caused epidemics, violence, wars and famines. The

economics of the fur trade was central to the cultural disintegration that occurred in

Anishinabe society (Young, 1988). Although the Anishinabe were introduced to new

technology and trade goods, whiskey, processed foods, and food staples such as
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sugar, flour, and salt, these new products would prove to be very harmful to the future

health ofthe Anishinabe (Friesen, 19S4).

By the mid-nineteenth century the animal populations were depleted to such

low levels that the Anishinabe could no longer sustain themselves from the land.

During this period, the Anishinabe families and communities underwent significant

socio-economic, cultural and demographic changes. First with game depletion, the

Anishinabe no longer had an economic role to play. The traditional migratory

lifestyle was no longer viable and Anishinabe families maintained unstable trade

relations with the trading posts based on extensive credit for consumer goods

(Young, 1988). Most Anishinabe families were starving and relied heavily on charity

from the trading companies (Friesen, 1984).

A second major change came from a series of government sanctioned

"Indianl'treaties, laws and regulations and the development of reserve lands. The

Canadian government's goals of building a national railroad and an agricultural

economy were underway, and Aboriginal people were seen as an obstacle to nation

building. These'ïndian policies" along with the Indian Act (1876) served to justifu

land expropriation, social control, and cultural genocide and to restrict and control the

lives of the Anishinabe people. Friesen discusses how the Canadian government used

"food rations as a means of coercing reluctant Indians into the treaties and later, as a

tool for controlling Indian diplomatic activity" (1984,p.150). As a result, the

Anishinabe along with other Aboriginal people became marginalized and reduced to

wardship on reserve lands with no attention paid to their health and overall

development @riesen, 1984).
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The Canadian government employed Indian agents and embraced the help of

church ofücials and missionaries to police, civilize, Christianize, and educate the

Aboriginal people (Friesen, 1984; Van Kirk, lgg3). The government then changed

the Indian Act in 1894 to require formal education for Aboriginal children (Ing,

1991). Indian agents served as social control agents for the government controlling

the movement and actions of the Anishinabe. Indian agents also received delegated

authority to apprehend Aboriginal children from their family and community and

place them in residential schools where the focus of education was forced

assimilation into the dominant culture. The Canadian government would sanction life

threatening and punitive action such as withholding food rations or incarcerating

parents who did not comply with the removal of their children by the Indian agent

(Grant, 1996;Ing, 1991; Miller, 1997).

The missionaries had additional roles to those ofthe Indian agent. The

missionaries acted as the moral authority over Aboriginal people and as surrogate

parents of Aboriginal children in residential schools. The residential schools were

viewed as a more effective means of assimilation than reserve living (Miller, 1996).

Ing (1991) states that in order to transform the Aboriginal children into White people,

all contact with their culture and family, especially the old people, was eliminated.

The government and church offrcials recognized the influence of the grandparents

and fea¡ed that the children would resort to their old familiar ways if they came into

contact with them (Ing, 1991). Ing further adds that the curriculum developed for the

Aboriginal children was "a program of culfural replacement and assimilation" (lggl,

p.74).
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The Aboriginal children in residential schools were confused as how to act

and felt emotionally, mentally, physically, and spiritually traumatized by their

experiences (Grant, 1996). Many children displayed substantial delays in their

emotional and social maturation as a result of their deprivation, isolation, and

segregation in residential schools (Lederman,1999). Without family interaction and

bonding the children did not learn love, trust, security, identity, and a sense of

belonging. They were not allowed to express their loneliness, sadness, hurt or

confi¡sion about what was happening to them. Grant states that "students in

residential schools were not encouraged to express feelings; in fact, it was usually

forbidden under the guise of defying authority. Discussion was treated in the same

way. Children soon learned not to argue, explain, or even question" (1996, p.198).

The impact of residential schools on the parents, grandparents and other

family and community members was devastating and extensive. Family relationships

were destroyed and traditional knowledge and cultural practices such as child rearing

practices were suppressed further eroding the children's identity, language, and

understanding of their connection to tlreir traditional ways (Grant, 1996;Ing, l99l).

Parents' and grandparents' roles were taken from them and the grandparent role, as

cultural teacher beeame less important. Ship says that

Aboriginal elders are more likely to live with elevated levels

of stress in their lives as a result of poverty, unhealthy living

conditions, cultural disruption and the related social problems

in the family and in the community. Elevated levels of stress

are also related to loss of language, loss of culture, loss



of positive self-identity and a range of personal, family

and social problems resulting from residential schooling

syndrome, racism, ageism, sexism, discrimination and

stigmatized minority status (Ship, 1998, p.7).

As the children raised in residential schools began to have children of their

own, they encountered many difficulties in parenting which many would later

attribute to their residential school experience (Grant, 1996). With nowhere to turn

for help many residential school survivors relinquished or had children apprehended

from them and placed into child welfare custody. The legacy of colonialism over

Aboriginal families continued under the extension ofthe child welfare system

(Hudson & McKenzie, 1981; Ing, l99l).

In the 1940s two health and nutritional surveys were conducted among the

Cree and Anishinabe of northern Manitoba and Ontario. Young states that "The

Indians surveyed showed deficient intake of calories and most types of nutrients, far

below the recommended allowances of the time" (1988, p.4z). 'T-ow body weight,

not obesitL was then considered to be a problem at most age groups" (young, l9gg,

p.63). The results of the surveys were signifîcant in that they drew public attention to

the health conditions ofthe Aboriginal peoples living on reserves. Young says that

the surveys "gave impefus to the massive government intervention in the post-war

years" (1988, p.42).

Sociocultural and environmental changes to the Anishinabe lifestyle such as a

sedentary lifestyle, unemployment, a change in diet, poverty, stress, cultural barriers,

and a colonial relationship marked by increased dependency on external institutions

t3



are just a few ofthe conditions that have been associated with the emergence of

chronic diabetes in Aboriginal populations (Skinner & Silverman-Peach, 1989;

Young, 1988). In the last 50 years additional factors such as hunting and fishing

restrictions imposed by the governments and environmental pollution and

contaminants in wild game and fish have contributed to the growing difficulties of

Anishinabe people continuing their traditional subsistence practices (Kewayosh,

1993). Abonyi states that "diabetes is understood on the one hand as a physical

sickness with links to genetics, biology and environment, and on the other hand as a

symptom of historical contingencies and contemporary inequalities" (2001 ,p.4).

Type 2 Diabetes Mellitus

Diabetes mellitus is a condition where the cells in the pancreas "do not

produce the right amount of insulin or the body is unable to use the insulin correctly

that is produced, or both" (Aboriginal Diabetes Association,2o0z,p. l5). The body

needs insulin to change the sugar from food into an energy source called glucose.

"Glucose needs insulir¡ a hormone produced by the pancreas, in order to get into the

cells" (Maclean & Oram, 1988, p.11). An inadequate amount of insulin in the body

can result in sugar staying in the blood and producing a high blood sugar level. Over

time, this can result in serious damage to vital organs such as the eyes, heart, kidneys,

nerves, blood vessels and circulatory system.

Type 2 diabetes or non-insulin-dependent diabetes occurs '1¡¡hen the pancreas

is either not releasing enough insulin or the insulin is not working as it should, not

performing its proper job" (Aboriginal Diabetes Association,2002,p.I5). Skinner

and Silverman-Peach state that $pe 2 diabetes is 'ho longer considered a single

l4
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disease entity" but a formation of related pathologies resulting in exceedingly high

blood glucose levels (1989, p.4). The symptoms of type 2 diabetes are subtle and

often go undetected for long periods of time until severe damage has already occurred

(Chaddock, 1998). This is one reason why type 2 diabetes is viewed as a silent

epidemic. Researchers speculate that they have underestimated the actual numbers of

yet undiagnosed diabetes cases (Ship, 1998).

Some researchers have referred to type 2 diabetes as a "lifestyle disease"

because it is preventable. The present allopathic medical model places the burden of

responsibility of disease management of diabetes on the individual, which is in

contrast to the Aboriginal cultural perspective (Chaddock, 1998; Gregory, et al.,

1999). Others have called it a chronic disease of Westernization, modernization, or

acculturation "because they attend to lifestyles of western industrial nations: reduced

physical exercise, diets overloaded with fat and sugar; high levels of stress; and

increased exposure to a wide range of pollutants in the air, water, and food supply"

(Ship, 1998, p.5).

P revalence of Diab ete s Among Aborigtnal Pe ople

The prevalence of diabetes among the Aboriginal population did not come to

the attention ofhealth authorities until the 1970s, and it has steadily increased to

epidemic proportions (Young, et al., 2000). Researchers state that of all the diabetes

cases in the Aboriginal populatiorlg}o/o ofthem are type 2 diabetes (Chaddock,

1998). Ship (1998) states that by 7997, diabetes rates were three to six times higher

in Aboriginal communities than among the general population. Today, Epe2

diabetes and its complications are the leading cause of death of Aboriginal people
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over 40 years of age. The death rate for Aboriginal people with diabetes is double the

national average in Canada @obet, 1997; Ship, 1998). Human Resources

Development Canada (2002) reports that Aboriginal men are twice as likely to die

from diabetes complications and Aboriginal women are four times as likely to die

from the same conditions.

Diabetes is the leading cause of death for Aboriginal people in Canada. The

rate of diabetes among Aboriginal women is double that of Aboriginal men. As well,

Aboriginal women are said to have higher rates of gestational diabetes compared to

the rest of the general population (Ship, l99S). Young, et a1., add that this

"substantially increases the risk of diabetes in the next generation" (2000, p.4). The

social and economic consequences of the high rate of premature death among

Anishinabe women and men will also have signifïcant implications in the present and

future family organization and structure (The National Indian & kruit Community

Health Representatives Organization, 2000).

. In 1991, The Aboriginal People's Survey identifïed six key discoveries on the

prevalence and distribution of diabetes. They are as follows: (1) Diabetes rates

among the Aboriginal population are triple the Canadian average. (2) Type 2 diabetes

is prevalent in 5Yo of the Aboriginal people aged30-39, and the rates increase with

age. (3) Type2 diabetes rates are highest in the Cree and Anishinabe populations in

Ontario, Manitoba, and Saskatchewan. (a) Aboriginal people with diabetes tend to be

over 40 and have lower incomes and educational levels than people without diabetes.

(5) Aboriginal women have the highest rares of diabetes. (6) There is a higher
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prevalence of diabetes on reserves and in rural areas than in urban areas @ob et,1997;

Ship, 1998; Statistics Canada, ZOOI).

In response to the last finding, Gregory et al. (1999) argue that three quarters

ofthe Aboriginal population in Canada live offreserve and generally in urban areas,

and researchers have only begun to conduct diabetes studies on them. Researchers

are predicting a significant increase in the rates of Aboriginal people with diabetes in

the nert two decades (Human Resources Deveropment canad4 zooz).

Epidemiologtcal Features of Type 2 Diabetes

There are numerous socio-cultural and biological risk factors that predispose

Anishinabe people to type 2 diabetes. The following is a list of risk factors that have

been cited from various studies on type 2 diabetes: cultural disruption and rapid

lifestyle change, diets high in fat, starches, and sugar, lower levels of physical

activity, poverty, obesity, unhealthy living conditions, high levels of psycho-social

stress, limited access to adequate health care and support services, over 40 years of

age, live on a reserve, heredity/family history @ruyere & Garro,2000; chaddocþ

1998; Kewayoslq 1993; Ship, t99S).

Young, et al., state that 'Diabetes is a chronic disease with multifactorial

causes involving the interactions of genetic susceptibility and environmental factors"

(2000, p'4). They attribute dietary acculturation and sedentary lifestyles as the most

problematic socio-biological aspects of Aboriginal diabetes. Genetics is considered to

play a role in Aboriginal diabetes. Ship states that'iA.lthough there is an important

genetic component to diabetes, its precise role is uncleaf'(1998, p.5). Furthermore,

Young, et a7., say that Aboriginal people need "supportive environments that are
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conducive to behavioral change" (2000, p.5). However, before Aboriginal people can

gain control over their diabetes, their cultural perspectives on diabetes have to be

understood by non-Aboriginal scientists, researchers, and other health specialists so

that supportive health strategies are culturally relevant and successful. This is viewed

as critical as diabetes complications and its associated costs continue to rise at

alarming rates (The National Indian & Inuit Health, 2000). 'Evidence indicates that

the cost of diabetes and its complications (in adults, 15 years and older) to the

Manitoba health care system is over $193 million per yeaf'(Canadian Diabetes

Association, 2000, p.2).

Type 2 Diabetes Complications

It is suspected that a high number of Anishinabe grandparents, 40 years and

older, are living with many complications from type 2 diabetes. There is extensive

literature concerning type2 diabetes complications, costs, and treatment strategies.

Some ofthe main complications associated with type 2 diabetes are: hypertension,

vision problems, non-traumatic limb amputations, end stage renal disease (kidney

problems), heart disease and strokg and nerve damage. Aboriginal people with type

2 diabetes have the highest rates ofblindness, kidney diseasg and limb amputations

and are more likely to die prematurely from their complications (Canadian Diabetes

Associatior¡ 2000; Chaddocþ l99B; ship, l99g). As a result, Anishinabe people

with diabetes and their families often live in a state of fear, helplessness, loss of

control and grief as diabetes threatens their physicaf mental, emotional and spiritual

well being (Cyr, 1998).



Treatment Strategies

Anishinabe people with type 2 diabetes are subject to a number of treatment

strategies. The primary emphasis on treatment is maintaining a healthy diet and

exercise routine often supplemented with a medication regimen. Research indicates

that Anishinabe people do not find the health care system responsive to their needs.

Gregory, et al., (1999) found that patients felt rushed during medical visits in which

there was minimal interaction with the health care providers. Some patients

experienced negative interaction with health professionals who threatened, issued

ultimatums, berated, and blamed them for not following instructions. Patients also

reported that they were given very little information about their diabetes and were

instructed to read pamphlets that they found difficult to read or understand. Research

respondents said that they preferred to interact direøly with health care providers, as

reading was not a comfortable learning style. Bobet says,'These facts should be

borne in mind when developing educational material and intervention programs,

particularly with reference to reading levels of print materials. This could mean an

increased use of audio-visual material and interpersonal contact in health education

activities" (7997, p.5).

As type 2 diabetes complications increase, there are a number of different

treatment interventions required. Anishinabe grandparents with typeZdiabetes

complications may experience spending a substantial amount of time in various

treatment programVfacilities to treat their diabetes, such as dialysis, doctors' clinics,

hospitalization, in-patient stays, rehabilitation, physiotherapy, counseling, pharmacy

visits, and workshops (Diabetes: What it is, 2000). There are also situations where

t9
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Anishinabe diabetic patients have to relocate from reserves and rural areas to urban

settings in order to access these services. As a result of the many hours required in

selÊcare, many Anishinabe grandparents experience limitations in their daily

activities (CyA 1998; Young, etal.,2OO0).

Current treatment strategies are ineffective, as they are not reaching the

Aboriginal population with diabetes (Gregory, et al., 1999). Treatment strategies

need to be adapted to the culture and social environments of the Anishinabe people.

As well, treatment strategies have to take into consideration language barriers, low

education, low income or poverty, the lack of cultural competence among health care

providers, and institutional discrimination that are currently obstacles to improved

health care for Aboriginal people @obet, 1997;Ellerby, McKenzie, McKay,

Gariepy, & Kaufert, 2000).

Anishinobe Cultural Perspectives on Diabetes

The manner in which the Anishinabe people interpret health and illness is

distinct according to their cultural beliefs and values. Gochman, in research on health

behavior, discusses how cultural determinants permeate health-related behavior

(1988). Gochman uses pattern theory to demonstrate how explicit and implicit

patterns ofhealth behaviors are transmitted in various cultures by'tymbols; norms;

standards for behaviour; ideologies; justifications and ntionalizations of selected

ways of behaving; patterns of, foE and about behavior in a variety of areas; artifacts

and traditional ideas" (1988, p. za\. within the structural framework of pattern

theory there exists distinct subcultural differences associated with ethnicity, religion,

and race. Gochman (1938) states that cultural influences reflect perspectives of
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health, illness, and disease, and they can be observed in beliefs and behaviors. He

adds that the approval and organization ofhealing practices is referred to as a "health

culture" that has meaning and integrity for its members.

In Anishinabe society, elements of Gochman's pattern theory are evident.

The cultural knowledge values, ethics, and patterns of behavior regarding health and

illness are embedded in the religious beliefthat good health is a gift from the Creator

and it is the individual's responsibility to preserve and maintain it. Afiïrming the

dignity of life is essential @llerby, et a1.,2000). The medicine wheel's cultural

teachings on wholism and balance provide guidance on how to live in peace and

harmony with oneself and all other living things (Garro, 1987;Hagey, l9B7;

Longclaws,1994). The concept ofwholism is a fundamental belief that explains how

everything in the universe is interconnected and interdependent and moves in

harmony together (Shestowsþ, 1993). Longclaws adds that the concept of wholism

is understood by the cultural belief "Whatever happened to one happened to all"

(1994,p.26).

The concept of balance originates from the cultural ideology that aperson has

four interwoven parts: body, mind, emotion and spirit. when the four parts are

working optimally in respect to self, family, community, and environment, one is

thought to be in balance and healthy (Malloctr, 1989). Neglect of any of the parts is

believed to create an imbalance that causes a decline in health in all areas. Illness is

therefore perceived as an imbalance (Shestowsþ, l9g3).

The Anishinabe cultural belief of diabetes is grounded in the ideology of

balance. It is believed that diabetes occurs from a state of physical imbalance.
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Anishinabe people attribute the uncontrollable change in diet from traditional foods to

processed foods bought in stores as the main source of physical imbalance. Many

Anishinabe people acknowledge the harm that over consumption of certain foods and

drinks loaded with sugars, fats and chemicals, concurrent with inactivity has had on

them (Garro, 1987). The Anishinabe of southern Ontario view the emergence of

diabetes as an extension of a "chain of imbalances launched against Nature in the

name of modern progress" (Hagey, 1987 , p . 1 I 5). The Anishinabe also view diabetes

as a'lilhite man's disease" that is, incurable but controllable, and episodic in nature

(Garro, 1987; Garro, 1989).

The health culture of the Anishinabe involves the use of Western medicine

and traditional medicines and health practices. Ellerby, et al. state that "Aboriginal

cultures can be identiflied as premodern in the sense that there is no separation

between the self and the universe, between self, family and community or between

mind, body and spirit. Thus, healing is not possible without spirituality, nor without

relationships to family and community, and to the cosmos" (2000, p. g4g). The

pu{pose of the traditional health practices is to try to reestablish balance with the

individual through cultural teachings and ceremonies that guide the individual on how

to live "a good life."

Hagey states that Anishinabe knowledge of diabetes "does not contain an

ideology for conquering it, controlling it or even living with it" (lgg7,p. l lg). This

is in contrast to Western medicine that seeks to find a "cure" for the illness. Although

diabetes is a relatively new disease, Anishinabe healers have found through shared

knowledge with diabetics, some healing practices and properties of plants that are



beneficial in treating symptoms of diabetes. The sweat lodge and fasting have been

used widely among the Anishinabe to reduce high blood sugar and psychosocial

stress (Hagey, 1987; Young, et al., 2000).

Theoretical Perspectives

There are two frameworks that are appropriate in providing a theoretical

understanding of type 2 diabetes in the Anishinabe population. They are ecological

theory and the medicine wheel cultural model. These models provide a contextual

approach to understanding how people change, adapt and develop in their

environment.

Ecologtcal Theory

Ecological theory is an appropriate framework to examine Anishinabe

peoples' experience with type 2 diabetes because of its focus on human fit in the

environment. Ecological theorists are interested in'the interaction of the

environmental and biological variables with social and human variable" (White &

Klein, 2002,p.203). Ecological theory has a long intellectual history rooted in

Da¡win's evolutionary theory on natural selection and adaptation. White and Klein

state that "adaptation is the central concept of ecology'' (2002, p. 200). Many of the

early conceptual principles of ecological theory are derived from the science of plant

ecology. Sociologists then applied the concepts to describe phenomena of spatial

amangements and species dominance in urban studies that became known as

population ecology. The focal point of population ecology was to examine how a

population adapted to its environment. The work of Mendel, Lewirq and

Bronfenbrenner served to integrate a niche or function of ecological theory in the

23
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disciplines of economics, sociology, biology, and demography (White & Klein,

2002).

Lewin emphasized a contextual approach to observing the interaction ofthe

developing person and the family with the environment. His contributions to ecology

in turn influenced the work of Bronfenbrenner who developed the ecological theory

of human development. Today, this theory is one of the most influential theories used

to study the family and its members (White & Kleir¡ Z00Z).

The contribution of Gregor Mendel's work on genetics and ecological theory

is very significant to this study in understanding the transference of diabetes from one

generation to the next. By using ecological theory, it can assist us in understanding

how Anishinabe people with type 2 diabetes and their families are coping with the

disease. Given that ecological theory has made signiflrcant progress in the health field

by using a multidisciplinary and multilevel intervention approach to understanding

health related issues, it can be helpful in providing direction for interventions that

may prevent the further spread of this illness.

White and Klein (2002) identify several ecological theoretical assumptions

and concepts that are mutually supportive of the Aboriginal ecological worldview.

Some ofthe ecological assumptions that'White and Klein discuss are as follows: (l)

There is a dual nature of humans as creators ofbiology and culture. (2) Humans are

dependent on their environment for the necessities of life. (3) Human beings are

socially dependent on other human beings. (a) The human being's life cycle together

with their biological needs for sustenance impose time as both a restraint and
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resource. (5) Human interactions are organized in specified space. (6) Human

behavior can be understood on various levels (2002, p. 207).

The above assumptions and the concepts of ecosystem and Bronfenbrenner's

concept of the family as a "nested ecosystem" are central concepts of ecology that are

applicable to this research study. Hawley describes an ecosystem as a subset of a

larger environment that "contains the elements ofwholeness and the interdependency

of parts" (white & Klein, zo0z, p. 208). The family is an example of an ecosystem

that is connected to other ecosystems. 'Bronfenbrenner (lg7g) suggests that the

family is one among many 'nested' ecosystems in which the individual develops and

interacts" (White & Klein, 2002, p.209). The Anishinabe family and their interaction

and organization around the issue of diabetes can be examined on four conceptual

levels of ecological analysis: the microsystem (family setting), mesosystem

(interrelation between two or more microsystems), exosystem (formal and informal

social networks), and macrosystem (culture) (Cirrywacz& Fuqua, 2}}};Longclaws,

1994; White & Klein, 2002).

At the microsystem level, the Anishinabe grandparent with We Z diabetes is a

member of a nested extended family ecosystem (clan based). The Anishinabe

grandparent interacts with other nested ecosystems such as family members, friends,

neighbors and key members of the health system such as doctors, nurses,

physiotherapists, dietitians and traditional medicine people, who all influence health

behavior. The Anishinabe grandparent is responsible for his or her health and how it

affects others close to them. The Anishinabe grandparent is also dependent on family

and community in making health decisions.
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In the mesosystem, which is characterized by the interrelations oftwo or more,

microsystems, the Anishinabe grandparent may be interacting with work or with the

home care system or a community centre to access programs. The Anishinabe

grandparent is likely to request assistance from other microsystem sources, for

example transportation, to attend to health matters. Crrzywaczand Fuqua (2000) state

that if there is negative spillover between two microsystems there is greater risk for

negative health outcomes.

Exosystems that are not in direct contact with the Anishinabe grandparent that

has indirect effects on the person's life are entities such as Health Canada and Indian

Affairs. Such parts ofthe exosystem control health policies, funding and accessibility

to health programs and services. Anishinabe people with type 2 diabetes are highly

dependent on external institutions that can greatly influence the health ofthe person

with diabetes and their family. For example, cutbacks in home care can create

internal family pressures that can lead to stress and family conflict.

The macrosystem provides the cultural context in which lower-ordered

systems are governed. At this level, social, economic, and political polices can have a

profound influence on Aboriginal people with diabetes. Macrolevel phenomenon

such as unemployment, insufficient housing, and poverty are empirically linked to

poor health.

InCrrzywacz and Fuqua's (2000) \¡/orh concepts of social ecology of health

are also useful in understanding the health crisis of Anishinabe people withtype 2

diabetes. Social ecological principles examine human existence on many levels.

When looking at health issues, social ecology researchers examine the psychosocial
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environment in order to understand health across the life span (Grzywacz &. Fuqua,

2000). They also draw health care providers "attention to dispositions, resources and

characteristics of the individual that influence health" (Grzywacz & Fuqua, 2000, p.

2). The ecological principles that are relevant to health and health promotion are: (l)

Different dimensions of well being are reciprocally related and linked to diverse

conditions in the sociophysical environment. (2) Individual and community well

being are contingent upon multiple aspects of the person/population, as well as

multiple dimensions of the environment. (3) Health is an outcome of the quality of

the person/environment fit. (4) Certain individual or environmental conditions exert a

disproportionate amount of influence on health and well being. (5) The physical and

social environments are interdependent. (6) A comprehensive understanding of

health results from multidisciplinary approaches (Grzywacz& Fuqua, 2000, p.2).

The transference of ecological concepts and assumptions of person-

environment adaptation in relation to health issues offers great potential for the design

of culturally relevant treatment strategies for Anishinabe people with type 2 diabetes.

If researchers and health offrcials understand the Anishinabe cultural perspective of

health and illness and the effects that cultural barriers have on the issues of health and

treatment compliance, it could lessen the costs of ineffective treatment regimens and

provide more appropriate attainable treatment goals.

Ihe Medicine Wheel Culîural Framework

The medicine wheel philosophy when applied in its cultural theoretical

context conveys how Anishinabe people interpret the world, health and illness. The

medicine wheel is an ancient philosophy, a scientific tool and a "cultural system of
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scientific thought evolved from unique perceptual orientations to natural reality

(Cajete, 1999,p.37). The medicine wheel is "a rational ordered system of theory and

investigation" that moves beyond the boundaries of objective measure (Cajete, 1999,

p.81). The medicine wheel philosophy integrates spirituality as a core component to

understanding phenomena of any kind. The medicine wheel is holistic and inclusive

in its application to understanding human beings, the world and the cosmos (Hart,

2002). Although it does not fit the V/estern scientific definition of a theory, Cajete

states that "Attempts to define indigenous science, which is by its nature alive,

dynamic and ever changing through generations, fall short, as this science is a high-

context inclusive system of knowledge" (1999, p.82).

The medicine wheel does have explanatory power in regards to health and

illness and family relationships. The concepts that are central to the medicine wheel

cultural framework are immanence (a belief in and respect for unseen powers),

balance, interconnectedness, holism, and self-in-relation. The concepts all involve

systems of relationships to the land, people, plants, animals, and the cosmos (Cajete,

1999; Graveline, I 998).

The medicine wheel is a real and symbolic representation of a complex

cultural, religious and spiritual philosophy that is used to explain how Anishinabe

people are interconnected to the universe and all living things (Meadows, 1990). The

medicine wheel is used to teach and practice the Aboriginal worldview. Longclaws

states that the Anishinabe elders define worldview as "the interconnection among all

beings and forces existing on physical and spiritual worlds" (r994,p.26). The

Anishinabe worldview is made up of traditional laws, teachings, ceremonies, rituals,
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values and ethics on how to live in health, peace, harmony and balance with oneself

and all of creation. It is a guide to living, that when followed, can lead to self-

discovery selÊmastery, personal fulfîllment and good health (Cianci & Nadon, T9B7;

Meadows, 1990).

The four directional domains of the medicine wheel signifu a holistic

approach to life that teaches people how to balance the mental, spiritual, emotional,

and physical parts of their being. When a person can walk in balance in these four

directions they are considered to be a whole person (Cianci & Nadon, 1987). The

medicine wheel teaches the Anishinabe that balance is achieved by walking in these

four directions and getting a full understanding ofthe different medicines (healing

povier, visions, natural elements) and gifts (knowledge, wisdom) that can be attained

in each domain. The goal is to exist in the center of the medicine wheel and to walk

in balance with all that the circle represents. The circle, which represents our earth

and one's lifetime, teaches the Anishinabe that everything is interconnected, cyclical

and unending. Along with oral teachings, traditional ceremonies reinforce cultural

knowledge and provide guidance and strength to individuals who are trying to center

themselves. Ceremonies are also performed to cleanse and puriry the body, and to

heal the mind, heart, and spirit (Wilsoq l9g4).

The medicine wheel teachings of the four di¡ections are passed orally from

elders to younger people with a strong religious and spiritual orientation. The elders

use their traditional knowledge and skitls to guide, protect, locate illness and heal

others. Anishinabe elders are often asked to help individuals learn how to live with

diabetes. According to Longclaws (199a) it is traditionally believed that by
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practicing medicine wheel teachings and ceremonies, one is protected from evil

forces that could lead one astray from this way of life. Evil forces are believed to

exist in the physical and spiritual worlds. Evil is considered to be manifested in

curses of bad medicine and more recently in substances like alcohol and drugs. It is

also believed that if one adopts the values of materialism, dishonesty, greed and

jealousy, they will prevent the individual from achieving balance or centeredness.

It is within this cultural context that health and illness is rationalized. The

Anishinabe generally recognize that attaining balance, in a world that has impeded

their traditional lifeways, is more difficult to achieve than ever before. For many

Anishinabe people living offreserve it is diffïcult to gain access to traditional

medicine people, folk medicines, healing practices, arrd a culturaVspiritual support

system when they are ill. As well, Anishinabe people know that their socioeconomic

conditions are not conducive to good health and well being; however, many feel

powerless to change their personal and family situations.

As a result, many Anishinabe people with type 2 diabetes view it as a

progressive disease that has a "nafural course" that defies control from health care

providers and the A¡ishinabe themselves (Garro, l9ï7;Gregory, et al., l9g9). Many

Anishinabe acknowledge that diabetes is'þart of a complex set of personal, social,

cultural, and historical interactions" and that there are no easy solutions (Gregory, et

al., 1999, p.l 1l). Many Anishinabe people believe that they have little means of

controlling their life/health situations and accept that diabetes will likely lead to

premature death. Young states that'When the Western physician informs the Native

American patient that he or she has diabetes, the physician also tells them that the
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disease is chronic, incurable, and progressive. From the perspective ofthe health

belief system of some Indians, this is a sentence of death. The patient feels not only

that the disease is beyond his/her control, but that all efforts to follow a strict medical

regimen to control this disease are useless" (1997, p.ZT).

Implications

Type2 diabetes in the Anishinabe population poses a number of important

implications for individuals and families. Currently, type 2 diabetes is threatening the

quality of life and the life course development of many Anishinabe grandparents. If
current scientific predictions hold true for the increased spread of the disease,

Anishinabe families could be facing a greater health crisis if culturally relevant health

solutions are not implemented and the living conditions for Anishinabe grandparents

do not improve.

The absence of Anishinabe grandparents in the lives of younger generations

also has critical implications for cultural preservation. Anishinabe grandparents are

the transmitters of culture and without thenr, the cultural identity of the people would

be challenged similarly to historical times when new diseases like smallpox were

rampant and many people died (Young, 1988). without a critical mass of

grandparents children, parents, and other adults will not receive traditional instruction

oftheir identity, gender roles and child rearing practices. Other cultural and religious

practices that require daily instruction on traditional knowledge, morality, values and

the teaching of skills will be lost to future generations.



Canadian grandparents are taking more active roles caring for grandchildren

under the age of 14. According to a2001census report on grandparenting, Manitoba

has the second highest number of young children whose grandparents care for them.

The statistics for Manitoba show that 2,045 grandchildren or 0.9 percent of children

are being raised in "skip generation" households where the parent is absent from the

home. The grandparents providing care are primarily womerL and just under half are

retired. Many grandparents who are enjoying good health are able to raise

grandchildren in their own homes. Statistics for Canada reveal that over half of the

grandparents surveyed live in multigenerational homes shared with their adult

children and grandchildren. This practice is more common in Aboriginal and

immigrant cultures where extended family cohabitation is part ofthe culture (Sanders,

2oo3).

The literature indicates that in Canada the trend of grandparents assuming

more childcare responsibilities is growing (Rosenthal & Gladstone, 2000). The

reasons for its growth are varied and are said to change over time. Some ofthe

reasons for this trend are family problems, children being neglected, children

attending school in grandparents' are4 and financial stress in single parent homes.

Grandparents often act as a 'buffer' in families experiencing problems. They help to

stabilize the family by trying to help maintain the family and keep it together.

Grandparents are also believed to benefit from such living arrangements when they

need emotional, physical and financial support (Rosenthal & Gladstone,2000).

Grandparenting in Canada
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Anishinabe grandparents with type2 diabetes benefit from grandparent

support as well. In addition to the above benefits they also find this type of living

alrangement natural and spiritually uplifting (Alphons o,2003). They also view this

type of living ¿urangement as an important function in which they can promote and

maintain the Anishinabe family life, language, culture, values, and traditional

knowledge and practices. If Anishinabe grandparents with type2 diabetes do not

have good health it is diffrcult for them to provide support.

Literature Gap

The purpose of this thesis was to increase our knowledge of how Anishinabe

grandparents diagnosed with type 2 diabetes view their roles, responsibilities and

relationships with grandchildren. There is an extensive body of literature on the

changing roles of grandparents in the dominant culture; however, there is very little

written information pertaining to the experiences of Anishinabe grandparents. The

goal of this study was to contribute to literature on Aboriginal people and to increase

understanding ofthe multitude of quality of life issues facing Anishinabe

grandparents as they try to maintain their traditional position in the family system.

Summary

This literature review examined the Anishinabe family system in pre-colonial

and colonial times. It highlighted some ofthe historical factors that led to the rapid

transformation ofthe traditional Anishinabe lifestyle. It also discussed some ofthe

socio-economic, political, and cultural conditions that have been linked to the

epidemic oftype 2 diabetes in the Anishinabe population. Type 2 diabetes and its

varied determinants r¡/ere explored to gain an understanding ofthe magnitude of the
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problem. The identifïcation of epidemiological features and risk factors highlighted

the many disparities that contribute to the high prevalence of diabetes in the

Anishinabe population.

Ecological theory and the medicine wheel framework are helpful models to

use in this research to gain a broader perspective on a complex multidimensional

multi-level problem. The two frameworks provide insight into the fit between

humans and the environment. The concepts and assumptions of both models are

complementary to each other and useful in explaining the two cultural perspectives on

the issue of diabetes. They also provided an opportunity to explore how macro level

institutions can intervene in meaningful ways to improve the life expectancy of

Aboriginal people living with type 2 diabetes.

This review of literafure demonstrates how socio-economic factors, for

example, are empirically linked to the poor health status of Anishinabe people and the

chronic disease of type 2 diabetes. This suggests that type 2 diabetes will continue to

escalate until socio-economic inequities are reduced through public policy (Abonyi,

2001;Bobet, 1997). It is also important that health practitioners and policy makers

understand the Anishinabe health behavior and health culture so that they come

together with Aboriginal people and work on solutions together.

Anishinabe grandparents with type 2 diabetes face a diminished quality of life

if they do not take steps to control their diabetes. Ifthere is poor control over the

diabetes and it is advanced, it may lead to complications that may require extensive

treatment regimens. This could result in Anishinabe grandparents needing to have

access to treatment several times a week which would restrict family activities. Some
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grandparents with type2 diabetes are placed in institutional facilities away from

family and community which decreases contact with significant people. Many

Anishinabe grandparents are also experiencing a decline in their traditional roles in

the family system due to their declining health (Ship, 1998). There is currently very

little literature addressing the social implications of type 2 diabetes on the day to day

interactions of family members. The literature on type 2 diabetes leads one to believe

that grandparents spend less time with grandchildren as treatment regimens take

priority over family matters. Hence this study explored the traditional roles of

Anishinabe grandparents and tried to determine if they are performing the

grandparent role differently from the ways in which they were grandparented. The

research also examined the grandparents' perceptions of how diabetes is affecting

their lives and relationships with grandchildren and analyzed the impact thattype 2

diabetes is having on their ability to perform traditional child rearing roles.



Forthe purpose of this study, it became apparent that I had to collect data from

participants directly, as no existing data set would allow secondary analysis. Since little

is known about the effects of diabetes on grandparenting a qualitative method is the most

desirable as it yields a great deal of depth on a topic. The research methodology

incorporated the following steps: gaining ethical approval, selecting participants,

designing a questionnaire, reviewing literature, interviewing participants, directly

observing participants, tape recording dat4 transcribing data, utalyzing data and

reporting findings. The qualitative methodologies that enabled me to address the goal

and objectives ofthis study use ethnography and oral tradition.

Ethnographic Research Methodology

Ethnography is a qualitative research methodology originating from the disciplines

of anthropology, sociology, education and cognitive psychology. Ethnography is defined

as a naturalistic inquiry approach that seeks to understand human behavior from the

participants' own points of view @ishop, 1999; Schensul, et al., 1999). Ethnographers

attempt to understand and describe the participants' belief systems, cultural practices,

social events, rituals, ways of thinking and the meaning people give to these patterns.

Schensul and colleages describe ethnography as a "human endeavout''where'the

ethnographer's principal database is amassed in the course of human interaction..."

(1999, p. viii). Bishop states that'Ethnographic inquiry represents a researcher's

grounding in a different set of belief s - naturalistic, holistic, zubjective beliefs - about

empirical research." (1999, p. 5). Fagg (1970) and Bishop (1999) both concur that

CHAPTER 3: METHODOLOGY
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ethnographic research is hard to define because ofgeneral concepts involved such as

culture, language, and symbol.

Ethnographic research has come under much criticism from the quantitative research

community because it is phenomenological in nature and involves participant observation

inquiry that is subjective @ishop, 19gg). Johnson (1990) cites Geert z(1973) as

describing ethnographic research as'thick description" (p. l1) or as Van Maanen said in

1988 as "an interpretive act" (p. l1). Furthermore, some social scientists view

ethnographic research more as a strategy than a method because of the lack of explicit

and transferable procedures for conducting ethnographic research (Johnson, 1990).

The process ofethnographic research involves the researcher selecting participants

with specific patterns of behavior that the researcher observes and documents. According

to Schensul, et al., (1999)'the researcher is the primary tool for collecting primary data."

(p.viii). The methodology strategies or tools used to collect and analyze data come from

field research such as: direct observation; fïeld notes, face to face transcribed interviews;

survey research; "audiovisual recording; and mapping the networks, times and places in

which human interactions occur." þ.viii). Schensul, et al. (1999) state that ethnographers

select such methods or tools to answer the following questions: 'lMhat's happening in

this setting?" 'nVho is engaging in what kind of activities?" and 'Why are they doing

what they are doing?" (p.ix).

Advantage s and Disadvantage s af Ethnographic Reseørch Methodologt

There are several advantages and disadvantages ofapplied ethnographic research

methodology. The advantages are as follows: (1) The researcher can get an

understanding of an individual's perceptions and feelings about a social event or
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experience. (2) "h can be used to identifu and solve complex social problems, especially

those not readily amenable to traditional quantitative or experimental research methods

alone" (Schensul, et al., 1999, p.vii). (3) BV using electronic recording devices,

ethnographers have a greater capacity to observe and listen by creating a more complete

and permanent record of events, behavior and speech (Schensul, et a1.,1999). (4) 'tsy

'getting close,' ethnographers provide a texture, an immediacy, and a depth of

understanding that cannot be attained through research strategies that keep the social

world at arm's length" (Grills, 1998, p. 16).

The disadvantages of the ethnographic method are as follows: (1) It lacks

quantitative methods. (2) Researchers "engage 'respondents' in relationships that are

relatively shortlived and emotionally inconsequential for both parties" (Johnson, 1990,

p. 5). (3) Borman's et al.'s (1986) criticism of qualitative methods, particularly

ethnography, "is that it is too subjective, too value laden, not replicable, not

generalizable, trivial in its conclusions, lacking internal validity, not empirical, neither

rigorous nor systematic (i.e., unscientific), and it doesn't prove anything" (Johnson, 1999,

p. I l). (a) Ethnogaphic research is seen as a'trial by fire approach" (Johnsor¡ 1999,p.

13).

Researchers VÏ'ho Have Used Ethnographic Reseqrch Methodologt

Researchers in anthropology and sociology have used ethnographic research

methodology longer than the other disciplines previously mentioned @ishop, 1999).

Ethnographic research methods have been used to study individuals, couples, families,

groups, organizations and communities. Schensul, et al. (1999) state, 'Tt is designed for

educators; service professionals; professors of applied students in the fields of teaching,
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social and health services, communications, engineering, and business; and students

working in applied field settings" (p.viii). One example ofhow ethnographic research is

used is illustrated by Fagg (1970), where he subjectively selects eighty wooden figures

and examines the spiritual values oftribes through symbolism and sculpture. Bishop

(1999) also adds that ethnographic research is'textualized" through physical artifacts.

Another example is Schensul, et al.'s (1999) application of ethnographic research using

guidelines and case studies to demonstrate how ethnographers have used ethnographic

data to plan public programs and influence public policy.

Use of Ethnographic Research Methods in the Present Study

This research applied ethnographic research methodology to get the "insider views"

from Anishinabe grandparents about their roles and responsibilities in child rearing.

Since Anishinabe grandparents are an invaluable source of historical and cultural

knowledge about Anishinabe family life, I used the research method of face-to-face

interview to elicit information. This data collection allowed me to get the participants'

personal views, feelings" cultural beliefs, cultural practices, rituals and values that

describe the close relationship between Anishinabe grandparents and grandchildren. By

triangulating methods of data collection the same phenomena many be viewed in

different ways, adding to the depth of understanding.

This informæion could be a valuable source to academics, educators, social service

professionals, health care professionals and family life educators who are interested in

getting a current description of Anishinabe family organization. The information I

collected using ethnographic research methods included historical knowledge about the

Anishinabe extended family system and description ofthe traditional roles and
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responsibilities of grandmothers and grandfathers. Information was obtained on the

current roles and responsibilities that Anishinabe grandparents perform in child rearing.

The grandparents were asked whether they saw their roles and responsibilities as different

or similar to their grandparents. This research also collected information on whether the

grandparenting roles and responsibilities are negatively affected by the grandparent's

health status.

Ethnographic methodology and oral traditions utilize some concepts and methods

that are similar in design such as interviewing and taping research participants. In both of

these methodologies the aim is to obtain "insider vie'ws" about the research topic.

Oral History Research Methodology

Oral history has been the primary means that many cultures around the world have

transmitted cultural knowledge and skills from one generation to the next. Hart (1995)

and Reimer, Mattison and Specht (1984) state that oral history has been around for a very

long time and was one ofthe earliest methods of recording and preserving history.

Hoops (1979) states that oral history's origin is in speech. It also includes a range of

activities such as songs, interviews, speeches and plays that serve to pass knowledge

through the oral tradition. Hart further adds that "The skills for survival such as hunting,

building houses, making clothes, tools, medicine and religious practices \¡/ere taught by

telling and showing one another how to do these things" (1995, p. 3).

The oral tradition has been defined as a rese¿ìrch methodology that involves

interviewing and tape recording people to learn about their personal recollections, life,

culturq and history from first hand knowledge @aum, 1995;Hart, 1995; Reimer, et a1.,

1984). Oral tradition methodology is qualitative research that has been criticized for its



subjective nature. Historians and other researchers have questioned the reliability,

validity and usefulness of oral tradition methodology. Reimer, d d., (1984) statethat

this criticism has come from difficulties verifying the accuracy of oral traditions with

written records. Some critics also question the fact that memory distortions do occur in

interview situations that flaw research data.

Advantages and Disadvantages of Using Oral History Methodologt

Oral history methodology has a number of advantages and disadvantages. The

advantages are as follows: (1) The researcher actively participates in creating the oral

document (Hoops, 1979). (2) Oral history recognizes valuable life contributions that the

participants have made to the family, community, and society. The grandparents have

valuable life experience and traditional teachings about their roles and responsibilities in

the family, particularly with childreq which they gave to the researcher. (3) "The

strength of oral history is not so much in gathering factual information as in the

expression of attitudes, feelings, impressions, the anecdotes that bring history to life."

(Reimer, et a1., 1984, p. 2).

The disadvantages of using oral history methodology are as follows: (1) It could be

unreliable if participants' memories become distorted (Reimer, 1984). (2) The researcher

"may consciously or unconsciously fabricate the document and make it say what he

wants it to say" (Hoops, 1979, p. l2).

Researchers [|'ho Hove Used Oral History Methodologt

Oral history methodology has been widely used by researchers in disciplines such as

history, anthropolory, sociology, family social science, social work, ethnology,

linguistics, and education. Oral history has also been practiced by cultural gloups and
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community groups (Hart, 1995). Reimer, et al., (1984) discuss the strength and flexibility

of oral history methodology by illustrating the many uses of oral history interviews. They

state that oral tradition interviews are a recognized methodology that has'been used for

scholarly research, for the writing of popular history, in radio broadcasts, in television

and in films, in genealogical research, in slide/tape presentation and museum displays, in

education, as a source material for drama, poetry and fiction, and as therapy for the

aged" (p.55).

Use of Oral History Methodologt in this Research

In this study the researcher interviewed and tape-recorded five Anishinabe

grandmothers and five grandfathers who have type 2 diabetes, to find out if their health

condition(s) affect their relationships with grandchildren. A guided interview was used

to gather their views and life experiences (see Appendix D). The interview was designed

to begin with a conversation about the researcher, her ties to the Anishinabe eommunity,

and her interest in grandparenting to set the stage for the questions to be asked. Such

personal sharing is considered polite in the culture and is necessary to establish rapport.

The questions first explored personal history, then family of origin, and finally

grandparenting.

Informed Consent Procedures

Informed consent procedures \¡/ere approved for this research by the Joint Research

Ethics Board, University ofManitoba" prior to starting data collection. The researcher

and her advisor submitted a plan to ensure that participants would be fully informed of

procedures in advance of the interview. Further participants also signed an approved

statement of Informed Consent. Approval was granted on February g,z0o4-



The research involved for this study required face to face interviews with

Anishinabe grandparents who have type 2 diabetes and have grandchildren, and live in

Winnipeg, Manitoba. An advertisement was aired by a local First Nations radio station in

search of interviewees for the study (see Appendix A). Participants vsere also sought by

means of a snowball sample where the researcher utilized personal and professional

contacts in the Aboriginal community. The participants were given a letter explaining the

research project and what they would be asked to do. The researcher then telephoned the

participants to arrange an interview. At the conclusion of the studS participants were

sent a letter summarinng some ofthe main findings from the research and to

acknowledge their input in the research.

I used the oral tradition to collect personal information about the participants,

family history and cultural knowledge about child rearing practices. Using this method,

grandparents provided information about historical events such as residential school and

the child welfare system that have affected and changed their roles and responsibilities in

the family and in child rearing. I expected that they would talk about their grandparents

and present some comparisons with their own experiences with grandchildren. In doing

so I believed that they would also talk about their views on how cultural values and

traditions have changed and how these changes affect their position within the family. It

was expected that they would also share information on their personal feelings about their

health status and discuss any factors that may be hampering their ability to fulfill their

traditional roles and responsibilities with grandchildren.

Participant Selection
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Participants for this research study were found through a radio advertisement and

a snowball sample (see Appendix A). A letterto obtain informed consent was given to

each participant explaining the research and their role in it (see Appendix B). Prior to the

interview each participant was asked to complete a written consent form (see Appendix

C). The researcher informed the participant of their right to privacy. Participants were

informed of their right to refuse to answer any question at any time, ask for clarification

for any question, end the interview at any time, or withdraw thei¡ consent at any time.

The data for the study were collected from face to face guided interviews that

were tape recorded along with some hand written notes by the researcher (see Appendix

D). The interviews were around one and one-half hours in length. The participants were

given an option of receiving a summary of the findings (see Appendix E).

The taped interviews were transcribed verbatim, reviewed and analyzedby the

researcher for ideas, concepts and themes. The data were then coded and categorized for

further analysis. The researcheq her advisoE and a co-worker who is a grandmother with

diabetes discussed and agreed on the codes. The name of the participant did not appear

in the research findings and the tapes were discreetly coded to protect the identity of the

participant. The tapes were kept in a locked cabinet. When the information was

compiled in document form the tapes were destroyed.



The data collection phase started on February 24,2004 and was completed on December

10,2004. The inclusion criteria'were as follows: (l) Anishinabe (Ojibway) descent, (2) 50

years of age or older, (3) English-speaking (4) diagnosed with Wez diabetes, (5) a

grandparent, and (6) a resident of winnipeg, Manitoba or surrounding area.

The search for participants began by the researcher informally asking family, friends,

fellow students and former colleagues if they were aware of any people fitting the criteria.

Thirteen people were approached and 10 were interviewed. Three people did not meet the

criteri4 as they did not have type 2 diabetes. This process continued until December 5,2004.

The first interview took place on April 26,2004 and the last one occurred on December 10,

2004.

In the nine-month period I got a cell phone specifically for interested persons to contact

me. A number of other initiatives were undertaken to recruit interviewees during this time

period as well. The first strategy to recruit participants involved a media advertisement on a

local Aboriginal radio station (see Appendix A). The radio station's only stipulation was that

I create a thirty-second script and read it myself. The radio station agreed to air it several

times a day for three weeks. The second strategJ was to recruit via organizations, including

the Native Aboriginal Diabetes Association, Dakota Ojibway Tribal Health, Aboriginal

Health & Wellness Centre, Health Science Centre-Manitoba Renal Prograrq and Keekinan

followed by telephone calls and e-mails took place to enlist their help in the recruiting

process. In addition to this, posters were displayed at the following sites: Neechi Foods,

Indian and Metis Friendship Centre, Keekinan Centre, Aboriginal Health and V/ellness

CHAPTER 4: DATA COLLECTION
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Centre, and the Health Science Centre- Manitoba Renal Program. These efïorts resulted in

one respondent. The other nine respondents lryere obtained using a snowball sampling

method. None of the respondents were couples or related to each other; however, one

respondent was a distant cousin through marriage to the researcher.

The interview questions were posed in a specific order to respect the cultural mores of

relationship building among the Anishinabe people. The questions were arranged to

communicate at a general and individual level fnst before asking questions about their

immediate and extended family. In the Anishinabe culture relæionship building begins by

sharing information, particularly locating self and family in the context of community and

ancestral roots. Whether a person speaks the Anishinabe language is another important

aspect in forming a relationship.

In Anishinabe culture, as well as in other First Nations, the notions of diplomacy and

reciprocity are integral in developing relationships. Therefore it is customary to offer gift(s)

in return for something needed or wanted. For the purpose of this study I asked respondents

to share their time, information about themselves, and any traditional or cultural knowledge

they had. In preparation for gathering information tobacco was purchased as an offering to

respondents for sharing their personal stories and traditional knowledge. Prior to contact with

respondents I asked the referral source ifthe respondent had Anishinabe religious values or

other religious beliefs. In the case of one respondent tobacco was not offered because of the

respondent's religious faith. Some respondents accepted tobacco while others declined it.

All of the respondents were given a material gift worth $10 and a $25 dollar honorarium for

their contribution.
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The majority of the respondents lived in the city of Winnipeg. Two respondents lived on

the outskirts of Winnipeg, and one ofthese respondents was in the process of moving into the

city. Four of the respondents were interviewed in their homes, four were interviewed at their

work offices, one was interviewed in the interviewer's vehicle, and one was interviewed at

the home of the interviewer. Each interview took around one and a half-hours to complete.

Each respondent was contacted by telephone and given a description ofthe criteria and a

brief summary of the study. After agreeing to an interview a meeting was arranged at a

mutually agreeable date, Iocation, and time. Prior to the start of an interview, a tobacco

offering was made, and with the exception of two individuals who declined the tobacco, all

of the gifts and honoraria were given to the respondents after the interview. In the

preliminary phase of the interview the interviewee was given a Written Consent Form (see

Appendix C) to sign as well as a form to specify whether they would like to receive a two-

page summary of the research findings (see Appendix E). All 10 respondents completed

both forms and all of them indicated that they would like to have a research summary mailed

to them.

The interviewer asked for the respondent's permission to tape the interview in addition

to taking hand written notes. AII of the respondents were in agreement with this procedure.

Before starting the interview, some of the respondents questioned the types of questions they

would be asked. When questions occurred the interviewer read the questionnaire

subheadings to the respondents to give them an overview. In one situation the respondent

asked to read the questionnaire before proceeding with the interview. The interviews did not

start until the interviewer received full confirmation from the respondent to proceed.



Five Anishinabe grandmothers and five grandfathers were interviewed in the study.

Their average age was 58.2 years. The youngest \¡/as 5l and the oldest was 65. The average

age ofthe grandmothers \¡/as 58.4 years and the average age of the grandfathers was 58.0

years. Six of the respondents were married, one was separated, one was single, one was

divorced, and one was a widower.

Eight respondents were raised on First Nation's reserves in Manitoba; one grew up in

Winnipeg, and one in rural Manitoba. All of the respondents remember interacting with one

or both sets of grandparents. Some respondents had minimal contact with grandparents, and

some had quite a lot of bonding time and influence from their grandparents.

The l0 respondents had a total of 41 children among them and a combined total of I 15

grandchildren. The grandchildren range in age from one month to 25 years old. Five ofthe

grandchildren live in two provinces outside of Manitoba. Approximately 46 grandchildren

live in Winnipeg, and 64 grandchildren live in rural Manitoba, primarily in First Nation's

communities.

One female respondent reported sharing her home with her son and two grandchildren.

One male respondent had his four year old grandchild living in his home, and one male

respondent was sharing his home with a daughter, son-in'law and two granddaughters. The

rest of the respondents did not live with their grandchildren. One respondent who does not

live with her grandchildren has daily contact with them, and fìve other respondents see their

grandchildren one to four times a month. One respondent sees her grandchildren

infrequently. Two ofthe respondents have grandchildren outside ofManitoba who they see

once a year. Two of the respondents had foster children living in their homes.

Description of Respondents
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Five respondents did not complete high school, and five completed high school and had

post secondary education. Four respondents attended residential schools in Manitoba. One

respondent spent one year in a residential school, a second respondent spent two years at a

residential school, a third respondent attended three different residential schools in four and a

halfyears, and a fourth respondent attended four different residential schools in I I years.

One of the respondents later worked at two residential schools in Manitoba and one in

Saskatchewan.

Half of the respondents worked on a full time basis. One respondent worked part timg

three did not worþ and one respondent was retired. Of the three respondents that did not

worh two reported their health status interfered with being able to work.

Seven of the respondents indicated that they owned their homes. Two respondents were

renting apartments, and one respondent who was interviewed in a house did not disclose

whether she owned it or rented it.

Length of diabetes

Respondent's had diabetes from 2.5 to 24 years. Only two respondents had been

diagnosed with type 2 diabetes less than five years ago. The rest have had diabetes for 11 to

24 years. Ofthe l0 people interviewed, t had diabetes in their immediate family. Seven

respondents had one or two parents who had diabetes. Of the parents who had diabetes six

were mothers and two were fathers and the majority died from diabetes complications. Only

two respondents had a grandparent who had diabetes. Seven respondents had a brother with

diabetes and four respondents had a sister with diabetes. Two respondents reported having

an aunt or uncle with diabetes. Only one respondent disclosed having two children with type

2 diabetes. None of the respondents revealed having grandchildren with diabetes.
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Eight respondents said that they are taking hypoglycemics to manage their diabetes. Of

the eight, three respondents indicated that they are taking pills but they did not say what they

are taking. The most commonly used diabetes medication is Metformin (Glucophage) that is

used by four ofthe respondents (Canadian Diabetes Association, 2003). One of the four also

uses two other diabetes pills. Another respondent is taking insulin as well as two different

types of diabetes pills. Two respondents did not state whether they are taking diabetes

medication.

Five respondents have co-morbidity health issues. Several respondents reported having

mood swings that they associated with their diabetes condition, but none had severe

complications such as amputations or blindness.



This section presents the perceptions of respondents who are living with type 2

diabetes regarding how it affects their relationships with grandchildren. The findings

were organized in three theme classiflrcations: grandparenting, health and education.

Grandparenting: How Respondents Learned To Be Grandparents

Most of the respondents believe that they learned how to be grandparents through a

"natural and instinctive" life process. In this life process socio-cultural influences

contributed S¡eatly to their individual and family development. By being immersed in

the Anishinabe culturg many of the respondents stated that grandparents influenced them

from an early age. As very young children, the respondents'fuatched, listened, and

learned" customs and values of Anishinabe life from their parents, grandparents, and

other adults around thern. The respondents said that they talked to their grandparents and

paid attention to what their grandparents said and did. Several of the respondents talked

about the love and respect they had for their grandparent(s). Grandparents hetped many

ofthe respondents learn their roles as children and how to do tasks and help others.

Respondents who did not have their biological grandparents near them while they were

growing up indicated that they'þicked up things along the way from other people." One

respondent who had little grandparent and male influence in his life said that he failed as

a father, and he read books to help him prepare for his role as a grandfather. One other

respondent who spent most of his childhood in residential schools said that nobody

prepared him for adulthood and as a result he too 'Ta.iled as a father." He said, 'But I got

my second chance now with my grandchildren and I call myself a parent again."

CHAPTER 5: RESULTS

Themes
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Role of Cuhural Teachings

Many ofthe respondents spoke fondly oftheir grandparents and about the cultural

teachings their grandparents gave to them to prepare them for life. The traditional

teachings came to them in several different v/ays. Several of the respondents' earliest

memories of their grandparents involved close social interaction and role modeling. One

respondent went with her grandmother to pick roots and berries and then watched as they

were boiled to make medicine. Other respondents spoke about how they were taught as

children to respect medicine people and the powers (good and bad) oftraditional

medicine. Cultural teachings were also significant in preparing some respondents for

their positions in the family and their roles as grandparents.

As children, respondents were taught the cultural teachings through an oral tradition

and participation in traditional ceremonies. Respondents recalled time spent with

grandparents and other elders when they were told stories about how to respect people

and all ofcreation. Several respondents weretaughtthe Seven Sacred Teachings

(wisdonr" love, respect, bravery, honesty, humility, and truth) and how to apply them to

family relationships. One respondent received many medicine wheel teachings from

various elders about the individual's role throughout the life span as well as the role of

grandparent. In addition to this, as children, respondents attended traditional ceremonies

such as the pow rilo\¡i, sweat lodge, naming ceremony, teaching lodge, and pipe

ceremony. Some respondents received cultural teachings from both the Anishinabe

religion and the Christian religion that helped prepare them for their roles as

grandparents. By far, the most influential persons who helped prepare respondents for
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their roles as grandparent were their own grandparents, parents and extended family

members.

Over half of the respondents experienced personal hardships, such as being separated

from family in childhood attending residential school, alcohol addiction, family

dysfunction" marriage and family breakdown. These acted as turning points in their lives

to help prepare them or improve on their roles as grandparents. One respondent viewed

diabetes as an impetus to "do things better."

Activiti e s Re spondents Di d with Ihei r Grandparents

There were many different types of activities that respondents recalled doing with

their grandparents. Some ofthe activities involved learning cultural knowledge and

values. One such activity was story telling. Respondents recalled stories and legends

that grandparents passed on to teach them about Anishinabe morals, values, and

reverence for all living things and the land. one respondent stated,

...one story I remember is that you never did an¡hing or hand gestures

to the moon, the stars, the things in the heavens. .. The story was this boy

one time went to fetch water with a little pail. This of course was in the

wilderness an{ ab as he was walking he sta¡ted to make finger gestures to

the moon, and the moon took this little bo¡ and they used to tell us to look

at the moon and we would have our eyes fixed on the moon and there's

some sort of an image on the moon that looks like a little boy holding a

pail, and they always told us that's what happened to the boy.

Such stories and legends reinforced the Anishinabe value system of "how to

respect things given to us."
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Several respondents recalled being nurtured and cared for differently by their

grandparents. They believed that their grandparents \¡/ere not as strict as their parents

were. Their grandparents had more time to teach them about their place in time and

about things that would happen in the future. Respondents believed that they spent a lot

of time with grandparents, visiting with thenr, talking to then¡ listening to the radio

together, going on walks together and doing things together, becauso'\ve had that respect

for our grandparents." One respondent added that in his days grandparents'had some

control on their grandchildren."

A lot of the activities that grandparents did with grandchildren v/ere connected to

teaching the children life skills and how to survive from the land. Respondents

remembered grandparents teaching them respect for the land and about nature. Activities

were also gender specific. Male respondents were taught skills such as hunting, going on

the trap line, trapping, setting traps and snares, fishing, setting fishing nets, drying fish,

and doing other outdoor chores like cleaning the barn. Female respondents were taught

how to cooþ sew, do beadworþ make moccasins, pick berries, and preserve fruits and

vegetables. There were some activities that grandparents did wìth both genders such as

gardening, camping going to church, going to traditional ceremonies, walking, and going

on picnics, shopping, and going to bingo. Many ofthe respondents felt cared for and

loved by their grandparents and they appreciated the advice they got on how to do certain

things.

Many reported having fun doing things with their grandparents. Doing chores

together was viewed as quite pleasurable by several ofthe respondents even though some

of the chores required intensive labor. Some of the respondents stated that as they got
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older they came to understand that their grandparents were in fact teaching them lifeskills

and preparing them for their future. One respondent summed up this sentiment by

saying, "You became more adept at your lifeskills as a result of your activities with your

grandparents and you weren't aware of it of coursg it was fun for you, you know,

because you were with your grandparents, and you were learning to do things."

Comparing Simi lqritie s in Granþarenting

Similarly, respondents felt that teaching their grandchildren was one of their most

important tasks. They are teaching their grandchildren lessons on morality, values and

respect. Some of the respondents are using the oral tradition of story telling to teach

cultural beliefs and how to live a respectful life. For example, when one of the

respondents has his grandchildren visiting he teaches them how to smudge with

sweetgrass in the morning and at night. Another respondent said ".. .I teach them how to

respect things. Make sure they respect the elders or respect the clothing their parents buy

for them...."

Some respondents who had received emotional nurturing from their grandparents

expressed similar emotional commitment toward their grandchildren. These respondents

believe that the best gift that they can give to their grandchildren is their time, and to be

able to talk to them and listen to them. One grandmother said 'ï was very close to my

grandmother - my kookum and very close to my mishoom so... because I was so close to

them and because I loved them so much... I feel the same for my grandchildren. It's

important that I love thenl that I influence them." These grandparents also expressed a

desire to nurture the potential they see in their grandchildren. One grandmother said,

They are different to my children, my own children. I'm freer



with them. I see them having so much potential, they have so

much to learn and so much to give... so that's I guess the kind of

things that my grandparents did for me. They believed in me and I

believed in them.

Respondents who had more interaction with their grandparents when they were

young found it easier to play with grandchildren and to do things with them like

gardening and taking them shopping. For example, one grandmother who was influenced

by her grandmother, a medicine woman, said that she carried on the tradition ofwrapping

her grandchildren and keeping the baby's feet in moccasins. She also used traditional

medicine on her grandchildren when they were teething.

The respondents who had fewer interactions with their grandparents when they

were growing up found it more diffrcult forming interactive relationships with their

grandchildren. Some respondents who attended residential school did not feel that they

were doing similar things with grandchildren that their grandparents did with them. They

felt that their separation from their family deprived them of family bonding, role

modeling, and learning about cultural traditions. One respondent did not know his

grandparents that well to comment and two others said that society has changed too much

that they grandparent "completely different" than their grandparents did.

Comparing Dffir ence s in Gran@arenting

Some respondents did not spend much time with their grandparents when they were

young. They are trying to pay attention to their grandchildren by spending time with

them, showing more affection, talking, playing, and reading to them. Some respondents

who did not have strong connections with family statedthat they had diffrculty forming
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relationships with their spouses and children. Respondents who talked about failing as

parents came from homes that lacked parental involvement. Two respondents had

problems with alcohol addiction, and when they quit drinking they felt that the

grandchildren gave them a second chance to'þarent all over again." Some of these

respondents learned their Anishinabe culture, traditions and role as grandparent as adults.

They are now sharing the Anishinabe way of life with their grandchildren and teaching

them how to lead a healthy lifestyle and that "alcohol is not good."

Changes in grandparenting style are reflective ofthe lifestyle and technological

changes that have taken place in the last {ive decades. Respondents' activities with

grandparents were interactive and focused on learning Anishinabe cultural traditions and

skills for living offthe land. As one respondent put it,

...in my early days there was no televisior¡ there was no radio, no

telephone, none ofthese so story telling was quite popular, and we

learned many stories &om the grandparents, the parents and other

elderly people. There \ryas a lot of visits. . . a lot of it was communication.

The education at that time that was important to them (grandparents) was

for me to be, learn how to be a good trapper, how to be good fisherman,

how to be a good harvester with natural resources...and the academics as

we know them now was not really that priority for them.

Today, respondent's activities with grandchildren have changed significantly. Some

activities involve promoting the culture by teaching grandchildren'how to have a good

life" and helping in their education by reading and writing together. By far, the types of

activities they are doing involve spending time togetheç but the activities are influenced
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by an urban lifestyle and are diminished in their connection to the land. Some activities

mentioned are as follows: going to shopping malls, watching television, going to movies,

eating at restaurants, bike riding going on picnics in the parlq picking fruit, and going on

boat and all-terrain vehicle rides.

How Diabetes Affects Relationships With Grandchildren

Respondents reported a number of physical and emotional symptoms that affected

the ways in which they interacted with grandchildren. Almost all of the respondents said

that as a result oftheir diabetes, they tire easily and set limits on the type of activities

they do with grandchildren. One grandmother said that she experiences weakness in her

arms and legs and she is "afraid to carry grandchildren." She also said that if she baby-

sits, another capable personhas to be with her in case the grandchildren need physical

care. Some respondents indicated that they a.re not as active since they were diagnosed

with diabetes and that it prevents them from going out as much. Several respondents also

said that the diabetes gets in the way of playing with grandchildren. Respondents

expressed frustration and anger at themselves because they want to do things with

grandchildren but feel constrained by their lack ofenergy.

There were many emotional symptoms linked to the diabetes too. Mood swings

were a predominant concern for respondents. Several respondents said that their diabetes

made them feel irritable to the point where they do not like to be around the

grandchildren. One grandmother said that '1 don't want to interact with them when I'm

not feeling good." Several respondents said that noise bothered them and made them feel

irritable and cranky. Some respondents said that "sometimes I feel like I need to be

alone."
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Despite their symptoms, the respondents felt compelled to strive for a better future

for their children and grandchildren. Having diabetes has made them think about their

mortality, and it had given many ofthe respondents incentive to live better so they can

live a long life and be there to watch their grandchildren grow up. Many respondents

said, "I don't want them to get diabetes" so'T tell my children to watch what the

grandchildren eat" and to encourage them to exercise. Respondents \ryere also teaching

their children and grandchildren about diabetes and "about being careful with sugar."

Respondents are trying to control what their grandchildren eat, and when they are with

them they try to feed them'þroper food" that contains less fat and artificial sugar.

Living with Grandchildren

For the three respondents living with adult children and grandchildrer¡ their roles

were increased as they worked to fill the parts of both parent and grandparent. Their

household responsibilities increased in addition to meeting the social and recreational

needs of the grandchildren. These respondents \¡¡ere also working full and part time' and

for them getting enough rest posed a challenge. The respondents spoke positively about

the benefits they received by living \Mith their grandchildren. For one respondent, live-in

grandchildren were company for her and they filled her emotional needs. Living with

grandchildren kept her mind clear and alert and helped her to feel young. This

respondent also felt that living with grandchildren gave her the opportunity to teach them

about'the emotional sh¡ff'that she did not know howto do with her own children. She

saw this as an oppoúunity'to do something different."



Role Sati{action

When the respondents were asked if they were able to be the grandparents that they

wanted to be, eight answered'!es" to the question. A couple of respondents were

satisfied that they were able to provide social, emotional and financial support to their

children and grandchildren. The respondents living with their grandchildren also felt

content that they were contributing positively to their grandchildren's development in

ways that they could not or did not do with thçir own children. Several respondents said

that they would like to interact more with their grandchildren but in one case family

conflict prevented this from happening and in another case the respondent wanted to see

the grandchildren more than the parents would allow. Several respondents indicated that

they would like more contact with their grandchildren; however, this was not possible

due to their geographical distance.

What Respondents Would Chønge About Being a Grandparent

The most cortmon response to what the respondents would change about being a

grandparent was, "I wish I never had diabetes." One respondent said that he would not

change a thing. Another respondent said that he would like to be a'þeat" grandparent

while someone else said, 'I caution my sons not to say make the same mistakes their dad

did-" Several respondents said that they wished that they lived closer to their

grandchildten so they could have more contact with them while another said that if she

were well she would like to take care of all her grandchildren. Another respondent

wanted to "quit being grouchy'' and another wished that she could do more physical

activities with her grandchildren. One more comment was'T should have had more input

into them attending more ghurch."
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How Grondchilfuen Are Perceivedto React to Their Grandparents' Diabetes

From the responses given by respondents, it seems as though they are having an

impact teaching their grandchildren about diabetes. Respondents said that they talk to

their grandchildren about diabetes, foods, and the importance of being active. One

respondent said 'they ask a lot of questions," and 'they ask me a lot about my...insulin."

Other respondents spoke about discussions they had with grandchildren about "drinks,

candy and stufflike that" and how grandchildren "make comments about food." Most of

the respondent's grandchildren know about diabetes and they know that sugar is harmful

to the body. One respondent said her grandchild "knows about sugar, that too much

sugar for me is no good.'" This grandchild is watchful of the respondent's food intake

and says "That's too much sugar nanny" or'!ou're using too much salt." The

respondent's other grandchildren say " 'drink water nanny, that will get rid of your

diabetes.' So water is very important to me."

Several respondents relayed stories ofhow their grandchildren try to help them care

for their diabetes. A couple of respondents said that their grandchildren like to pretend to

be nurses or doctors so they can'test my blood and they write it down for me." Two

respondents said that their grandchildren are too young to discuss diabetes, and one

respondent said that he would rather not'bring it out into the forefront because then it

affects your family."

Health - Discussing Type 2 Diabetes and Diet

Respondents who grevi up in rural and reserve communities tended to eat a diet

comprised of both traditional (unprocessed) and foods bought in stores. The traditional

foods consisted of fistr, wild berries, moose, deer, and waterfowl. Many respondents
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recalled helping their grandparents tend their gardens and eating a variety of vegetables.

Respondents also recalled helping their parents and grandparents preserve foods by

canning them. One respondent said, 'In them days there was no refrigeratioq no

freezers. You had to learn how to preserve the foods that could be used last without

refrigerating."

Co-Morbidity

Co-morbidity issues also affected a number of respondents. Three respondents had

serious back problems. One of the three respondents had congestive heart failure, and a

second respondent also had a heart attack and surgery on his back. The third respondent

with back problems said that she had leg pain and could not stand or walk for more than

two hours. A fourth respondent could not walk very well because of a bunion on the

foot. A fifth respondent was recovering from a hysterectomy at the time of the interview,

and a sixth respondent had arthritis. Respondents who had co-morbidity problems felt

that their health issues prevented or limited them from interacting with their

grandchildren in ways that they wanted.

Issues That Interfere With Being an Active Grandparent

There were a number of issues that interfered with the respondent's ability to remain

active as a grandparent. First, was the diabetes itself and some of its physical effects.

Some respondents felt they had physical limitations like tiredness, numbness in the legs,

and loss of arm and leg strength. Several respondents had other physical health problems

as well as type 2 diabetes, as mentioned above. Second, respondents attributed

employment issues to limiting activity. A number of respondents had demanding jobs

and poor eating habits that lowered their energy levels. A couple ofrespondents stated
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that they frequently worked long hours, would forget to eat or eat the wrong foods.

Third, one male respondent who likes to 'rough house'with his grandsons, said that he is

very cautious about how he approaches his granddaughters and that he is not as active

with them. He said "... a lot oftimes I can't do very much for my, ahh, my

granddaughters because I respect them too much...." Fourtl4 one respondent found that

by having to move to the city to access dialysis treatment for his wife interfered with and

limited their abilities to remain physically active and connected to their family on the

reserve.

Emotional Feelings Associated with Diabetes

Over half of the respondents expressed having negative feelings associated with their

diabetes condition. Several respondents talked about having mood swings. One

respondent in particular talked about a number of different feelings he had with his mood

swings. He said,

... sometimes I get cranþ, I don't want to, but I get cranþ. And I

think I get frustrated because I want to do things that I [pause] with the

kids and I can't and I get so...I get so mad at myself cause I get tired,

I get uhtr, exhausted, and I can't...I can't do things that I want to do,

and I get frustrated with my body and I just really...I don't know who I get mad

at but it seems to be the people around me.

This respondent also felt frustrated because he wanted to do many things but could not,

and he did not "like to sit around."

Another respondent said... "sometimes I feel umm2 I need to be alone...I'm kindda

grumpy a little bit and ut¡ the noise kind of bugs me..." This respondent also mentioned



that she could feel 'that sickness" that comes over her from time to time. She also said

that because diabetes symptoms are unnoticeable ". .. you don't look sick but I am sick,

and I feel sick in the body." She said that it is diffrcult to convey to family and others

how she really feels inside. She said that she feels "stuck" but she was able to tell her

doctor that "I \ryanna be pampered too, I want people to care for me and do things for

me.tt

Another respondent expressed similar feelings. She said... "sometimes you know

when you're diabetic and you're tired.. . everything gets on your nerves. I try to explain

that to my son sometimes...he really can't understand. I don't think he believes I'm

sick."

Another respondent who lived with grandchildren stated other types of feelings.

I guess in another way that what I find more of a negative thing

I think for me is you know spending time with them. sometimes I

get iffitable... but then that's just a part of you know my, how the

diabetes is affecting how I feel and I don't... I feel guilty you

know when if I'm in a bad mood and they're all happy and

sometimes I don't like to be around them as much as I used

to, alL before I became diabetic and of course being older too

ah, and having the diabetes, it kind of affects my relationship

with them.

Manøging Diabetes

Some respondents said that they manage their diabetes by involving the whole

family. The majority are tryrng to change their own eating habits as well as those oftheir
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children and grandchildren by encouraging healthy meal choices and snacks. Avoiding

fast food restaurants is a decision that some are making to change eating habits and to

keep their weight down. Some are making a conscious effort to drink more water and to

eat at certain times.

Most of the respondents believe that regular exercise will help to stabilize their

diabetes condition. The exercise most respondents did was walking. One respondent

said that he is trying to incorporate more walking into his lifestyle by parking in places

away from his destination and taking stairs instead of an elevator. Other activities that

were mentioned were swimming, biking, and running on a treadmill. A couple of

respondents said thatthey remain active in sports. Almost all ofthe respondents u/ere

aware that they needed to "live with less stress" and get more rest.

Another way that they manage their diabetes is by learning about diabetes. One

respondent said that after he was diagnosed with type 2 diabetes he did not take it

seriously but that has changed. He stated... "now that I do and I see pictures of different

things that could happen to you, it gave *" a *uke up call of losing toes and limbs and

stufflike that. It's really scary." A few respondents also checked their blood pressure

regularly and several respondents tested their blood sugar twice a day.

Another self-management technique that afew respondents discussed was to accept

the diabetes. One respondent said "it's something you have to accept from the start,

which f didn't" and two others said 'Denial is not the answer. People have to learn to

live with it, and learn to be friends with it."



Self-Care

For one respondent living in a clean environment was vital to self-care. This person

grew up knowing how important it is to one's health to bathe regularly, wear clean

clothes and to sleep in a clean place. As a diabetic, this respondent said that these are

good habits to have in order to stay healthy. 'Eating proper food" was another factor in

maintaining good health. Several respondents discussed how they are making efforts to

cut down on fast foods, eat smaller portions, and to consume foods and beverages with

less sugar and salt. One respondent said,

It's a very rare occasion that I'll have a drink that is not diet coke

or diet Pepsi or diet 7 up or something, very rare. so I've switched

that. Ah, I used to go to...not all the fast foods places but I would go

to the McDonald's, go to the Wendy's, go the the A&W. For me now,

it's about once a month if I do something like that. I've changed that

you know.

Most respondents also reported that keeping active and playing sports is important to

maintaining good health. Most of them try to walk but some also swim, ride bicycles or

play sports like golf in order to stay active. One respondent who cut down on fast foods

and started walking more noticed that he lost weight, and his wife reported that his "color

is better" and his "hair looks better." Two other respondants who do a lot of physical

work said they feel fit and they believe the work helps keep their diabetes in control.

A couple of respondents disclosed that they do not drink alcohol or smoke because

they are awaÍe of the consequences these substances have on their health. Most

respondents'were aware ofthe importance of getting enough rest. A couple of
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respondents who experienced loss of physical strength and numbness in limbs talked

about how they had to give up doing certain activities that caused them too much stress.

One respondent also shared that after a hectic day at work he plays video games at home

to relax.

Several respondents mentioned that it is important to be on the proper medication

and to take the medication as prescribed. Seven of the respondents stated that they take

pills to regulate their blood sugar levels and one reported being on both pills and insulin.

Two respondents did not disclose whether they take any medication. Respondents who

had co-morbidity issues indicated that they had regular medical check ups. Over half of

the respondents also checked their blood sugar levels on a daily basis. Only two

respondents reported that they have not changed eating habits. One respondent said she

eats everything and does not take her pills everyday because she says, 'l don't believe

f'm sick." The other respondent stated that she could not maintain a diabetic diet on a

consistent basis because ofthe cost ofthe food.

Traditi onøl H ealing Practice s

Only one respondent reported using traditional cultural healing methods along with

\il'estern medicine in order to control the diabetes. This respondent was familiar with

different traditional medicines that are used to treat high blood pressure and heart disease.

This respondent also drank a lot of water, which is a sacred gift to the Anishinabe people

because it cleanses and heals the body. The respondent said that she is'\'ery active in

sweat lodges" and attends them at least four times a month. In addition to this she said "I

Sun Dance each year. That's four days of Sun Dancing and that's without food and

water. What I just simply do is I stay offofMetformin at that time cause I'm not putting



anything in my body, and I test my sugar all the time, and it goes normal, perfectly

normal for those four days."

Education - A Message for Future Generations

There \ryas an overwhelming desire by the majority of respondents to seek

information and learn about diabetes and use the information to improve their health

status and that oftheir children and grandchildren. When some of the respondents were

diagnosed with diabetes they were given general information about diabetes from doctors

and nurses. Several respondents were given pamphlets to take home and read. One

respondent was advised to see a dietitian at a local hospital where he attended several

meetings about howto make diet and lifestyles changes. Other respondents sought

additional information from various sources. For example, a couple of respondents read

books on diabetes and attended workshops and conferences. Another respondent used

the Internet to retrieve information on diabetes. All of the respondents felt it was

important for them to pass this information on to their children and grandchildren to

prevent them from getting diabetes.

Respondent Perceptions of the Causes of Diabetes

Four respondents said that they believe that the high rate of diabetes among

Aboriginal people is largely attributed to changing lifestyles. One ofthese respondents

said,

'We 
were food gatherers. We lived sort of a nomadic

existence during the summer months. We moved around but

we did have permanent places to stay as well in the winters.

But, we had alifestyle that was quite different from
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what we've had to live after the White man got here. A lot

of it had to do with our diet I think...Different foods were

brought in from different parts of the world, introduced to a

people whose main diet was wild meat and buffalo.

These respondents agreed that what we eat now, such as fast foods and junk food, has

contributed to the diabetes epidemic in the Aboriginal population. One respondent said

"A lot of this problem with diabetes is something that we brought upon ourselves. .. in

many ways \rye abused our system extremely by our intake ofjunk food that we ate."

This same respondent recalled, as a child, how busy he was working offthe land with

his parents and grandparents and performing traditional job skills to survive from the

land. He said,

In them days the children were at an age where you could help

something, say for instance in fishing. If you could help an¡hing

in fishing at a very early age that's where you work instead of school...

like I remember my mom putting me to workwhen she would be

processing hides...I did all the hide work...in my younger days.

That's where the children were used and of course and I'm not

saying they were ignorant but they just didn't have the foresight

that the change would actually happen in this short period of time

which did happen.

He described how in the late 1950s his reserve community v/as economically and

socially devastated by a flood. The response by the government in the day was to build

"awatet controlled structure" which further affected the lake levels and destroyed the
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fishing and trapping economies and natural breeding grounds for wild fowl and small

game such as muskrats. He stated "...it completely disrupted our way of living... and in

...1954-55, that winter was the first time we hear of welfare being provided to people."

A couple of respondents also believe that the rapid lifestyle changes and the lack of

Aboriginal peoples' participation in today's economy has left them in a dependent state

"sitting around and not doing an¡rthing" with inadequate'toping skills."

Another respondent said "It's the lifestyle, definitely the lifestyle, what we eat, fast foods

is a killer for people, urnm.. . not doing anything is also a killer, sitting around and not

doing anything that's a killer."

One respondent also believes that there are many Aboriginal people who have

diabetes and do not know it because 'they're not really sicþ they're not really feeling the

effects of diabetes, 'cause I don't. Like I didn't have the typical symptoms of diabetes

like thirst and stuffthey talk about, I didn't have that. I felt okay. And one day I went for

a check up and my sugar was too high." She added that when a person is diagnosed with

diabetes and does not feel the symptoms there might be a tendency to deny the diabetes.

Recommendations for Diabetes Management

The majority of respondents felt that education is key for diabetes management.

They are aware that there is no cure for diabetes. The sooner a person learns to accept his

or her condition and makes the necessary lifestyle changes, the more likely health related

outcomes will be positive. They said that the individual has to take responsibility for it

and then look after him/herself. They said that worrying about it does not help the person

so'You make the best of your life." A couple of respondents said that'þeople have to

lea¡n to live with it and accept it.. . and learn to be friends with it."
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Another respondent believes that having a positive attitude and outlook can increase

a person's coping abilities. He said, " You learn to live with things and the best thing you

can do is cope. You know you can make the best of a very bad situation and still come

through iL...." This respondent also said,

. . . I never think of myself as having numbered days. As far as

I'm concerned...I'm going to be as happy as everybody else in

20 years whether I'm living or not. I do not look at my

life one day at a time. I have long range plans... when you start

living your life one day at a time... you're just trying to beat the clock.

One other respondent feltthat it is important to educate children about diabetes at an

early age. She said that diabetes education is vital to an early diagnosis, and that diabetes

education should be incorporated into the school curriculum in the early grades.

Summary

Some important advice from respondents vras to 'be serious about this disease...and

look after yourself." If you can accept it from the start and look after yourself 'Jlou could

live longer..." Another important piece of advice was to face it, do not deny it and do not

give up. As one respondent put it '!ou control it.. . don't let it control you. . . you're the

boss."

The results of this study demonstrate that respondents believe that their diabetes is a

result of living through five decades or more of rapid social, cultural and societal

changes. They felt that the major factors that have contributed to their diabetes condition

were dietary changes, lifestyle changes, lack of participation in the economy, and a lack

of coping skills.



over half of the respondents recalled having childhood experiences with

grandparents that enriched their lives as individuals and later as parents and grandparents.

All of the respondents could recall some cultural teachings, legends, religious customs

and practices, work experiences and fun things that they did with their grandparents.

Several respondents indicated that they are practicing many of the life lessons they

received from their grandparents and are passing these on to their own grandchildren.

Evidence suggests that most of the respondents \ryere informed about diabetes and

were avfare of what they must do in order to take care of themselves. It was apparent

that the participants ì¡/ere making efforts to learn about diabetes and reported making

lifestyle changes based on what they learned. Further discussion of the results is found in

the following chapter.
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The purpose ofthis study was to gain insight into how Anishinabe grandparents who

are diagnosed with type 2 diabetes view their roles and responsibilities in child rearing

and how they interact with their grandchildren. The focus of the research was also on the

social impact that the grandparents' diabetes is having on their relationships with their

grandchildren. The first research objective \ilas to identify traditional roles of

grandparents in the extended family system as recalled by the respondents. The literature

showed the traditional Anishinabe lifestyle and extended family organization. Anishinabe

people were hunters and gatherers and they lived a seasonal migratory lifestyle.

Anishinabe family systems u/ere organized into extended family and clan systems. The

extended family system had a social structure that guided the family units spiritually,

socially, economically and politically. The extended family and clan system provided a

philosophy of interdependence and provided the boundaries of relationship and

responsibilities and expectations to its members. Extended family members' roles wgre

clearly defined (Blanchard, 197 7 ;Peers, l9B7 ;Ray, I 99g).

The traditional role of Anishinabe grandparents was very important because their task

v/as to transmit the culture and traditional knowledge to the next generation. They were

the advisors, teachers and mentors of both adults and children. The grandparents

modeled and transmitted the Anishinabe way of life through an oral tradition (story

telling) and by role modeling @lanchard,1977;Hart, 1995). The traditional Anishinabe

lifestyle that was in existence for thousands of years changed dramatically after European

contact.

CHAPTER 6: DISCUSSION

l)
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The colonization of Canada by Europeans transformed the Anishinabe peoples' way

of life. The literature documents how European domination and control over land and

natural resourees and the introduction of foreign diseases and foods contributed to the

declining health of the Anishinabe people. The fur trade changed many aspects ofthe

traditional Anishinabe lifestyle such as marriage, kinship patterns, roles, values and

traditional customs and practices. Grandparent roles diminished during the fur trade

exchange period as younger generations participated in it @ay, 1998). The colonial

government's Indian policies fi¡rther advanced their political plans to marginalize and

assimilate Aboriginal people including the Anishinabe (FrieserL l98a).

One Indian policy that directly affected four respondents when they were young was

the residential school system. The four respondents were all negatively affected by this

school experience. The respondents remembered the loneliness of being separated from

their families for ten months of the year. They recalled how the residential school system

caused the loss of family connections, culture, customs and traditions. As indicated in

the literature, government and church offrcials eliminated all contact with grandparents at

the schools because they recognized the strong cultural influence that grandparents had

on grandchildren (Ing, 1991). The loss of bonding to grandparents r¡/as more apparent to

those who spent more time at the residential schools. Two respondents said that when

they refurned home on suntmer breaks there was never enough time to get re-acquainted

with their grandparents and to learn from them. Therefore, in a very short period oftime

these respondents lost their language, knowledge of cultural traditions, traditional

teachings, and practical life skills that their grandparents would have taught them to

prepare them for their future. When the respondents completed school they stated that
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they felt confused and unprepared for adulthood. The loss oftraditional child rearing

practices was felt even more strongly when the respondents started having families.

Several of the respondents stated that they did not know howto parent, and they had

difüculties nurturing and expressing love to their children. Evidence suggests that the

respondents who were disconnected from family and community when they were

children felt unprepared for family life and often resorted to unhealthy coping strategies

(Grant, 1996).

Fortunately, over half of the respondents did have varying amounts of contact with

their grandparents. Three respondents recalled having strong attachment and bonding to

their grandparents, while three had minimal contact and few recollections of their

grandparents. The respondents who spent time with their grandparents recalled learning

Anishinabe cultural teachings and traditions from them. The respondents also recalled

doing activities with them that are associated with a traditional lifestyle such as hunting,

fishing, trapping, tanning hides, berry picking, gathering roots and herbs, going to pow

rilo\rys, story-telling, and learning how to make moccasins.

The federal and provincial governments and the churches of Canada declared

residential schools a success as they eroded the social, cultural and environmental

systems ofthe Anishinabe people (Grant, 1996). From the time the respondents were

born there have been enormous changes in these three areas. Although residential

schools are no longer operating in Canad4 Anishinabe people, families and communities

are still confronting the aftereffects of the schools. Many families and communities are

struggling to preserve social cohesion and restore cultural identity and traditions that

were denied them through the government's assimilation policies.
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One respondent said that his grandparents tried to teach him his future role when he

u/as a young boy, but it was difficult because his community experienced flooding after a

dam was built causing severe ecological damage to the land and wild life. He said that

the dam disrupted their traditional way of life, causing the people a lot of grief and hurt.

He stated that the people's health declined, as they became increasingly dependent on

Indian Affairs for food rations and welfare. The literature review and the results ofthis

study indicate that the prevalence of type 2 diabetes among the Anishinabe is believed to

be linked to the vast socio-cultural and environmental changes that they have

experienced. The main factors believed to be contributing to type 2 diabetes among

Aboriginal people are cultural disruption, a sedentary lifestyle, a change in diet,

unemployment, poverty, stress, cultural barriers, and dependency on external instifutions

(Chaddock, 1998, Keyayosh, 1993).

The second objective of the study was to get the perspectives of the respondents on

their roles and responsibilities in child rearing and to determine if they think they are

performing the grandparent role differently from the ways in which they were

grandparented. The respondents'roles and responsibilities in child rearing have changed

over the past 60 years; however, half the respondents are still continuing some ofthe

traditional child-rearing practices that they learned from their parents and grandparents.

These respondents were fortunate to be able to spend a lot of time with their grandparents

and to receive cultural teachings from them. The respondents recalled their grandparents

as positive role models who taught them their roles, how to do tasks and prepare them for

adulthood. Some ofthe ways in which grandparents taught cultural teachings were

through play, story telling and participating in cultural events and activities together.
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Respondents indicated that they are using similar teaching methods in their

grandparenting roles despite the social, cultural and environmental changes that have

occurred.

The respondents are also doing a number of things differently from the ways in

which they were grandparented as a result of residential school policies that were used to

assimilate them. One finding of this study that is contributing to the changes in

Anishinabe child-rearing practices is the influence that residential schools have had on

the respondents. According to Grant (1996) and Ing (1991), the forced separation of

children from their families was intended to break the familial and cultural ties of the

children and to assimilate them into the dominant culture. In order to accomplish this

Anishinabe children were removed from their families at a young age and placed in

residential schools often at great distances from their home. By keeping them apart, state

officials hoped to erode the children's Anishinabe identity" languagg customs and

practices and force them to adopt a Euro-Canadian identity and culture. The Canadian

government and churches proclaimed residential schools a success.

The respondents who attended residential schools recalled that, in their absence from

home, they lost their bonds with family and traditional knowledge and practices. The

results of this study are in agreement with literature suggestingthat once the children Ieft

the residential schools they were confused and unprepared to live in the Aboriginal

community and in mainstream society (Grant, 1996). With few supports in place to help

them they had a difficult time fulfïlling their parental roles and fitting into their

environment. This is clearly evident by the vast number of Anishinabe children who

were removed from their parental homes and placed in foster care and adopted into non-
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Aboriginal homes (Hudson &,};/lcKenzie, 1981). Atthough most ofthe respondents

endured cultural disorientation and family dysfunction during their childhood years, it is

not known if they spent any time in the child welfare system.

A second finding that is affecting how respondents are performing their role

differently from the ways in which they were grandparented is employment.

Respondents who were employed stated that they experienced additional stress and

fatigue from their diabetes. As a result, respondents said that they did not go out as much

as they did before they had diabetes. They set limits on the amount of time spent with

grandchildren and the types of physical activities they did with them. They tended to do

activities that did not require a lot of time or energy such as talking, going on walks,

picnics, watching movies and reading together. Four of the respondents who worked

tended to use the Anishinabe oral tradition more than role modeling to teach their

grandchildren cultural knowledge and values such as respect. The respondents indicated

that they talked to their grandchildren about diabetes and diabetes prevention and are

trying to encourage their children and grandchildren to eat healthy and to exercise. Only

one respondent who worked participated in traditional cultural activities with the

grandchildren.

A third finding indicated that residency pattern of respondents and grandchildren

also affected the ways in which grandparents performed their roles in child rearing. This

study found three respondents living with grandchildren while seven respondents lived

with their spouse nñlor other family members. The respondents living with

grandchildren stated that they experienced a lot offatigue due to their increased roles and

domestic chores. They also felt physically and emotionally drained by the extra work



79

and found it difiïcult to get adequate rest. They also said that the diabetes made them

cranky and irritable and noise bothered them. The respondents said that they did not like

to be around the grandchildren when they were not feeling well.

Less than half of the total number of grandchildren for the respondent group lives in

Winnipeg and the remainder lives in rural Manitob4 mostly on reserves. Five

grandchildren lived in two other Canadian provinces and two of the respondents only saw

these grandchildren once a year. The geographical distances between the respondents and

their grandchildren made it diffrcult to influence grandchildren in the same way that those

respondents' grandparents did. Five ofthe respondents saw their grandchildren one to

four times a month.

The results of the research indicated that respondents are no longer doing activities

with grandchildren that teach them about their connection to the land and nature. Half of

the respondents who were not close to their grandparents and did not receive cultural

teachings said that they are grandparenting completely differently than they believe their

grandparents did. Most of the activities that grandparents are doing with grandchildren

are not Anishinabe cultural activities. They are reflective of urban lifestyles. Some of

the respondents started learning about their culture as adults but they are not passing it on

to their grandchildren as their great-grandparents may have. It is speculated that

residential schools may have affected the respondents' grandparents as well, which was

instrumental in stopping the transmission of Anishinabe culture.

The third objective was to examine the perceptions of Anishinabe grandparents with

type 2 diabetes and to analyze its impact on the grandparents' abilities to perform their

traditional child rearing roles. There \¡/ere only two respondents who were diagnosed
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with {¡pe 2 diabetes less than five years ago. Eight respondents had diabetes for ll to 24

years. Nine respondents had close family members with diabetes and all nine had a

family memberwho died from diabetes complications. Only one respondent was the first

in her extended family system to have type 2 diabetes- All but one respondent were

taking their diabetes condition seriously by taking prescribed medications and trying to

make dietary and lifestyle changes. Most of the respondents discussed how diffrcult it

was to initially accept their diabetes. They talked about going through a series of

emotional phases similar to a grieving process before they accepted their condition. Six

of the respondents also had co-morbidity issues that created further limitations on the

interactions between them and their grandchildren.

Several respondents had concerns about their mortality. They talked about relatives

who have had diabetes complications such as limb amputation, heart disease, renal failure

and stroke. The respondents expressed their fears that one of these consequences might

happen to them. A couple of respondents stated thatit\ryas a feeling of fear that

motivated them to try and control their diabetes. Other respondents expressed a desire to

live long enough to watch their grandchildren grow up, graduate from school, get married

and have families of their own.

Th¡ee ofthe respondents demonstrated serious debilitating effects from their diabetes

and co-morbidity health issues. They indicated that their health status greatly restricted

their ability to perform general child-care duties. One respondent and his wife had to

leave their reserve and move to Winnipeg for her to gain access to dialysis treatment.

This placed an additional strain on the couplg as they could no longer perform any child



8t

rearing duties that they were accustomed to as most of their family was situated on the

reserve.

Over half of the respondents also mentioned that their diabetes condition made them

feel physically and emotionally drained. They felt that the diabetes was creating

limitations on the amount of time they could spend with grandchildren and the types of

activities in which they could engage. Respondents indicated many emotional feelings

zuch as anger, frustration and irritability when they were in the company of grandchildren

and did not feel well. Most of the respondents felt that they could not carry out their

grandparent role to their expectations, even thoughsO% expressed role satisfaction. The

results of the research indicates that over half of the Anishinabe grandparents interviewed

felt that they were not able to perform traditional child rearing roles due to living in

different cities, diabetes, and other health conditions.

Since diabetes is a relatively new disease in the Anishinabe population that came to

the attention ofhealth providers in the 1970s, there is very little written on the social

impact diabetes is having on families on account of there being too many changing

variables that can not be sorted. The results of this study provided a glimpse of how

Anishinabe grandparents with type? diabetes are interacting with grandchildren and what

their concerns are regarding the health and well being oftheir children and grandchildren.

The results demonstrate that the A¡ishinabe culture and family are evolving and

adapting to the present social and environmental conditions and the cultural elements are

not keeping up with the changes. It was speculated that their views and experiences

would be diverse because of the impacts that colonizationand urbanization have had on
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the Anishinabe family system. This is evident by the v/ay respondents viewed how they

perform the grandparent role compared to how they were grandparented.

The literature provided some information relating to the third objective examining

the perceptions of type 2 diabetes affecting Anishinabe grandparents. The results

demonstrated the impact on the grandparent's ability to perform their traditional child

rearing roles. This has serious implications for Aboriginal communities where traditional

child rearing customs are still practiced by the grandparents. It also has significant

implications for First Nation's Child Welfare agencies that often rely on the grandparent

population as primary care givers for children in the community.

Ecological Theory

Ecological theory is rooted in evolutionary theory of adaptation that examines human

development as a complex system of relationships affected by multiple levels of

environmental systems (W.hite & Klei4 2OOZ). Bronfenbrenner's ecological concepts of

human development views different levels of the environment as a series of nested

strucfures- This theoretical model was effective in examining how the respondents in this

study interacted at the biological context, microsystênL mesosystem, exosystem and

macrosystem levels within their family systems and other external systems (White &

Klein,2002).

At the biological level, none of the respondents were born with diabetes. All of the

respondents greu/ up with their family of origin or extended family. Four respondents

experienced family separation and disruption during childhood as a result of attending

residential schools. Respondents did not report any physical health problems in their

childhood or adolescence. The respondents all developed type 2 diabetes as adults.
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At the microsystem and mesosystem levels where an individual lives and family

interaction and connections among microsystems take place, it was noted that only one of

the respondents was born and raised in Winnipeg and a second respondent moved to

'Winnipeg 
when she was a young girl. Seven respondents were raised in reserye

communities and one was raised in a farming district. As mentioned, four ofthe

respondents who were raised in rural Manitoba attended residential schools as children.

For them, school officials and fellow students were their only social connections while in

the institution. It was evident by their stories that the longer they remairred in this school

setting the greater the negative impacts were on their overall development and

connections witfi family and other systems.

At present, three respondents live with grandchildren. In these situations, the

respondents are more active in their communities with schools, recreational facilities and

other community resources. In one case a respondent and his spouse had to leave their

reserve and move to Winnipeg to gain access to dialysis treatment. This move, although

necessary, placed additional burdens on the couple to find an apartment, adaptto the new

environment, establish new routines and familiarize themselves with local resources.

It was evident from the results that the respondents who had more exosystem

connections to family, friends, neighbors, workplaces and çommunity health services

demonstrated more secure lifestyles and positive outcomes with their diabetes conditions

than those who had experienced more disruptions in these areas. The respondents who

had less life changing disruptions in their lives appeared to accept and take responsibility

oftheir diabetes sooner and to make the required lifestyle changes. They demonstrated

more positive interaction and connection with other ecological systems and appeared to
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have more support systems in place. They viewed their diabetes as something that they

had to learn to accept and control and they were generally more optimistic about their

future.

In comparisoq it appeared that respondents who had fewer social supports and

fïnartcial resources in place expressed less satisfaction in their personal lives and

appeared to have more problems coping with daily living. When they spoke about their

diabetes they expressed a lot of emotional distress. They appeared to have more diffïculty

communicating their needs to their families and external institutions. They did not take

adequate care of themselves and they had more co-morbidity issues. They discussed their

concerns of diabetes consequences and spoke about their future with uncertainty, as they

were unsure ofwho would take care of them. One respondent stated that she did not want

to be placed in a health care facility, as she would be more comfortable living with one of

her adult children.

At the macro level several respondents discussed their knowledge ofthe role of

traditional medicine people and healers and Anishinabe health practices in regards to

healing diabetes and other illnesses. Two respondents had a grandparent who was a

medicine persort, and one respondent has two siblings who are healers. Although some

respondents were familiar with cultural healing methods, there was only one respondent

who was combining traditional healing methods and Westem medicine as part of their

medical treatment. A second respondent was using traditional medicine for spiritual

reasons. Some respondents said that they did not use traditional medicine because they

either adopted a new religior¡ feared traditional medicine or they did not have cultural

knowledge of it.
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The literature indicates that the breakdown of cultural determinants related to health-

related behaviors in addition to experiencing "negative spillovef'between two

microsystems, increases the risk for negative health outcomes (Gochman, 1988;

Cirzywacz & Fuqu4 2000). Furthermore, Young, et al., (2000) say that supportive

environments must be in place to assist individuals to make behavioral changes. For

those respondents who experience daily living problems with type 2 diabøes and do not

have positive support systems in place, it is speculated that their diabetes will continue to

threaten their overall well being and they may experience a further decline in their health

stafus.

Medicine Wheel Theory

The medicine wheel theorywas an appropriate framework to use to provide a

cultural context ofthe Anishinabe worldview and traditions. Similar to ecological theory,

the medicine wheel was used to interpret how people fit and are interconnected with each

other, the environment and universe. It is particularly useful for examining how people

are adapting in their environment. It is a holistic theory of human development that

emphasizes balance in the spiritual, emotional, physical and mental parts of the

individual. It integrates spirituality as a core component to understærding phenomenon of

any kind (Cajete, 1999). The medicine wheel teaches people that in order to grow in

knowledge and wisdom and to achieve balance, one must walk in all four directions to

get a full understanding of the different gifts, medicines, values and responsibilities of

living a spiritual life. Anishinabe people believe that an individual can achieve balance by

practicing the oral tradition, traditional customs, laws and ceremonies that teach the
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individual how to live in health. These teachings include spiritual directives on how to

live a full and balanced life (Cianci & Nadon, 1987).

In Anishinabe culture one's health is viewed as a gift from the creatorthat is to be

respected and maintained to the best of one's ability. Anishinabe people believe that

when one is ill it is a result of being offbalance in one or more ofthe four mentioned

domains that make up the whole person. The respondents ofthe study viewed their

diabetes in part as a physical imbalance that is caused by what they put into their body

and the lack of physical activity.

The results of the study demonstrate that very few respondents are using traditional

Anishinabe religious practices and medicine to heal themselves. Only one respondent

practiced traditional Anishinabe healing methods several times a month to regulate the

diabetes and spoke about the concept of maintaining balance in her life. A second

respondent incorporated prayer and smudging with sweet grass on a daily basis. A third

respondent who was familiar with traditional medicine said that she used traditional

medicine on her grandchildren when they were teething however she did not report using

it herself. Several other respondents recalled attending ceremonies and learning cultural

teachings and traditional medicine from their grandparents when they were young but

they did not say whether they practiced them now. Eight respondents disclosed that they

used Western medicine to treat their diabetes.

It is speculated that part of the reason for the lack of use of Anishinabe medicine is

that traditional healers, teachings, ceremonial grounds and medicines are not as

accessible to them. There are only a small number of formal cultural/spiritual support

systems available in the city where these respondents currently live. It was also evident
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that some of the respondents have lost traditional knowledge and customs through the

assimilation process. One must also consider the fact that Anishinabe religion and

spirituality h¿ve been suppressed and undermined by colonial forces to the level where

people are sometimes afraid to discuss them. It could also be that perhaps people have

lost too much knowledge of traditional religion for it to have relevance in their lives.

Several respondents said tJrat they believe they have diabetes because ofthe fast

foods and junk food they have eaten which has caused a physical imbalance in them.

One respondent referred to diabetes as a 'White man's disease'that has been forced upon

the Anishinabe people through colonialism. Many respondents also believe that diabetes

is rampant in the Aboriginal population because of the socio-cultural upheaval and the

dispossession of the land and natural resources.

It is also important to note the occurrence of denial @oss, 2OO2). One respondent

discussed his feeling of shock and fear of possibly having to take needles when he was

diagnosed with diabetes. This respondent also stated that even though he knew he had

diabetes, he ignored it for a year and continued to live life as t 
" 

,ro.."lty did. Three

other respondents also stated that they also lived in denial of their diabetes for some time

following their diagnosis and did not do anything about it until their symptoms could no

longer be ignored.

All of the respondents were aware that diabetes is incurable. Even though most of

the respondents have lost close relafives to diabetes, none ofthem expressed any feelings

of diabetes being a death sentence. Some ofthem did discuss their fears of diabetes

complications and stated that they were challenged by their fears to make lifestyles

changes such as quitting smoking and drinking alcohol. Three respondents indicated that
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they know that if they accept the diabetes and take care of themselves properly they can

increase their chances of living longer and being there for ttreir grandchildren.

Over half of the respondents were knowledgeable about diabetes and most were

making efforts to pass this information on to their children and grandchildren in order to

prevent them from getting it. There were two respondents who believed that genetic

transference of diabetes is inevitable and they were making positive lifestyle changes and

teaching diabetes prevention to their children and grandchildren to delay its onset.



This research showed insight into how Anishinabe grandparents who have been

diagnosed with type 2 diabetes view their roles and responsibilities in child rearing and

how they interact with their grandchildren. In order to examine the social impact that

diabetes is having on the grandparent/grandchild relationship, there were three objectives

designed to attain first hand knowledge and perspectives from Anishinabe grandparents.

The first objective was to identifu traditional roles of Anishinabe grandparents in the

extended family system as recalled by grandparent participants. The second objective

was to get the perspectives of Anishinabe grandparents on their roles and responsibilities

in child rearing and to determine if they think they are performing the grandparent's role

differently from the ways in which they were grandparented. The third objective was to

examine perceptions oftype 2 diabetes affecting grandparents and to analyze its impact

on the grandparents' abilities to perform their traditional child rearing roles.

In regard tothe first objective, it is evident thatthe respondents could identify

traditional roles that their grandparents performed. The traditional roles of grandparents

involved the transmission of the Anishinabe culture, religion, history, language, social

customs and values to younger generations through the oral tradition and role modeling.

Many ofthe respondents recalled spending time with their grandparents and learning

their traditional ways from them when they were children. They also did activities that

were reflective ofthe traditional Anishinabe lifestyle sixty years ago. Some ofthe things

they did together involved traditional harvesting activities such as fishing, hunting,

trapping, tanning hides, berry and root picking and gardening. Other activities that many

respondents remembered doing together are story telling, beading making moccasins,

CHAPTER 7: CONCLUSION

llv
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cooking, outdoor chores, learning about nature and going to ceremonies. Only one

respondent recalled living with her grandparents for a short time when she was a young

child. With the exception of one respondent who seldom saw his grandparents because

they lived a long distance away, the rest of the respondents lived near their grandparents

in separate residences. They did recall having a lot of contact with their grandparents

especially on weekends.

On the other hand, results showed that the extended family system was undergoing

social structural change when these respondents were children. Residential schools were

major contributors to family disruptions and family disorganization and dysfunction.

When respondents had to leave home to attend residential schools they lost familial

bonds particularly their spiritual and cultural connections to grandparents. In addition,

the natural environment also changed. One respondent recalled how environmental

changes that took place in his community destroyed the natural ecology and disrupted the

people's traditional lifestyles that resulted in creating a dependency on external

institutions.

Half of the respondents recalled being influenced by their grandparent"s traditional

child rearing practices when they were growing up. The traditional practices involved

grandparents teaching grandchildren about their culture and identity, people's

relationship and responsibility to the land and to each other, family values, how to live a

good life, religion, morality and spirituality. It was the responsibility of Anishinabe

grandparents to teach grandchildren about their traditional ways of life. Although the

traditional Anishinabe lifestyle and child rearing practices have been undermined and

weakened from assimilation polices by external institutions in the last sixty years, three
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respondents indicated that they are continuing to perform some of these practices in their

relæionships with grandchildren. The respondents indicated that they are teaching

grandchildren through the oral tradition by spending time with them and telling them

stories and passing on cultural beliefs and values. These respondents are also

participating in traditional cultural activities and ceremonies that reinforce the traditional

ways of life. Another two respondents were teaching grandchildren through the oral

tradition but they seldom participated in cultural activities with them. The remaining five

respondents did not practice traditional Anishinabe culture.

In regard to the second objective, there were three findings related to the perceptions

of respondents who said that they were performing the grandparent role differently from

their grandparents. The first finding was related to respondents attending residential

schools. Four of the respondents had minimal to no contact with their grandparents when

they were growing up because they had to leave home to attend residential schools. The

respondents lost connections to grandparents and the cultural knowledge they would have

received from them. These respondents indicated that they felt confused and unprepared

for life when they left the schools. They had difücult forming positive relationships with

others and had problems raising thei¡ chitdren. Tl1ey also said that they had problems

coping with life and struggled with addictions.

The second finding that is associated with respondents performing their

grandparenting roles differently is employment- Five respondents \ryere working on a full

time basis and one on a part time basis. Most of them indicated that they felt stress and

fatigue from work and their diabetes condition. This limited the amount oftime they
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spent viith grandchildren and the types of activities they did with them. Only one

respondent who worked participated in cultural activities with the grandchildren.

The third finding is that residency patterns of the respondents and their children and

grandchildren also affected the ways in which the respondents performed their child

rearing roles. Two respondents lived with their adult children and grandchildren and one

respondent had a grandchild living in his home. Seven respondents lived with their

spouse or other family members. The respondents who lived with grandchildren stated

that it placed extra responsibilities on them and as a result they often felt physically and

emotionally drained. They did however find the experience emotionally gratifuing.

The rest ofthe respondents who lived near grandchildren planned visits around thçir

needs. Less than half of the respondents' grandchildren lived in Winnipeg, five lived out

of province and the rest live in rural Manitoba communities. The distance between them

in addition to working made it difficutt for respondents to see their grandchildren very

often and to play an influential role in their lives.

Halfofthe respondents stated that they are performing the grandparent role

differently because they did not have the opportunity to learn child rearing roles and

responsibilities from their parents and grandparents. This was evident by the activities

that they do with grandchildren that were more reflective of an urban mainstream

grandparent culture.

In regard to the third objectivg there were m¿my perceptions of type 2 diabetes

affecting Anishinabe grandparents and their ability to perform traditional child rearing

roles. Nine of the respondents had immediate family members with diabetes and all nine

had family members who died from diabetes complications. All but one respondent was
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taking their diabetes condition seriously. Several ofthe respondents said that when they

were initially diagnosed with We 2 diabetes they lived in denial for over a year before

they acknowledged it. Then they experienced a series of intense feelings that are often

associated with a grieving process. It was clear that several of the respondents were at

different levels of this cycle. Four ofthe respondents indicated that they have worked

through all of these intense emotional feelings and have come to accept their diabetes.

Two of the respondents stated that they "had to make friends with it" before reaching the

final stage of acceptance. They strongly believe that they can now move forward in their

lives and they can see a future for themselves.

Six ofthe respondents had co-morbidity issues that affected their perceptions oftype

2 diabetes and their ability to perform their roles and responsibilities in child rearing.

These respondents indicated that their multiple heatth conditions made them think about

their mortality. They discussed their fears about diabetes complications as they have all

witnessed this devastation first hand. This level of understanding of diabetes has made

themrealize that they have to take proper care of themselves by taking medicatiorq

changing their diet and remaining active so they can improve their quality of life and

longevity.

Three ofthe respondents demonstrated serious debilitating effects from their diabetes

and co-morbidity conditions. Their health status preatly restricted their ability to perform

their roles as grandparents and any child care duties. All ofthe respondents reported that

their diabetes physically and emotionally impeded their ability to perform their

grandparent roles. They all felt limited in their interaction with grandchildren by factors

such as time, energy level, the activity and how they were feeling emotionally. As a
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result, most ofthe respondents said that they could not carry out their grandparent roles to

their expectations.

Implications

Researchers speculate that the prevalence oftype 2 diabetes and the high rates of

premature deaths from diabetes complications will have significant implications for

Anishinabe family and community organization. Research supports that aboriginal men

are twice as likely to die from diabetes complications and aboriginal women are four

times likely to die from the same circumstances (Iluman Resource Development Canada,

2000). Mortality rates from diabetes among Aboriginal people is double the national

average in Canada @obet, 1997). This is of concern because Anishinabe grandparents

have always played important roles in the family and the community as advisors, teachgrs

and caregivers. Still today in all of the Anisninabe communities in southern Manitoba

where diabetes rates are highest, Anishinabe grandparents have been a major resource to

First Nation's Child Welfare Agencies in providing foster ca¡e to children. As a social

worker I am aware ofthe countless services that grandparents provide for children and to

other community programs. Since type 2 diabetes is taking its greatest toll on Anishinabe

people over 40 years of age who live on reserve and in rural areas, it v/ill have policy

implications for First Nations Child and Family Service agencies regarding child

placement protocols. The agencies may have to consider alternative placement options or

continue to shift more of their practices and resources into prevention services for

families. Focusing on the empowernent ofparents will have long term implications for

strengthening and maintaining family and cultural preservation.
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Researchers of social ecology of health state that 'health is an outcome of the quality

of person-environment fit" (Ctrzywacz &Fuqua, 2000, p.2). They examine the

psychosocial envi¡onment and the cultural and individual determinants that influence

health across the life span. They also state that "Certain individual or environmental

conditions exert a disproportionate amount of influence on health and well being"

(Crrzywacz & Fuqu4 2000, p.2). The results in the study indicated that the Anishinabe

people's experiences of dispossession of land, forced assimilation, cultural disruption;

rapid lifestyle change, dependency and poverty have all contributed to the high

prevalence of diabetes, complications and mortality rates. The implications forthis

'þeventable" human atrocity are widespread and will require extensive interventions at

all of the ecological systems levels in order to develop supportive health strategies and

treatment options that are accessible and culturally specific for Aboriginal peoples. A

significant starting point would be for the scientifîc health community to acknowledgg

respect and promote traditional Aboriginal healing practices and principles from

traditional lifestyles. Many Aboriginal people have stopped using their healing practices

for fear of retaliation from officials in authority over them. Spiritual and cultural

revitalization are key to finding solutions. The results of this study indicated that when

respondents had strong connections to their culture and their past, they demonstrated

more stability in themselves and in all aspects of their lives. An important health strategy

would be for health systems to advocate for improved living conditions of Aboriginal

peoples by providing more opportunities for education and employment since they are

directly and positively linked to health outcomes.
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In this research respondents provided a wealth of knowledge of how Epe 2 diabetes

is affecting their lives on a daily basis. The respondents provided understanding about

quality of life issues such as the emotional and physical health challenges that they face

every day as they try to fulfill work and/or family responsibilities. The respondents gave

a current description of the development of the Anishinabe family structure and the

changing roles and responsibilities of grandparents. They were straightforward in

discussing their perceptions (good and bad) of how diabetes was affecting their

relationships with grandchildren. The research results also conveyed positive messages

ofthe strength and resiliency of this group, as eight respondents were managing their

diabetes for a period of I I to 24years.

Limitations

My personal life experience as a First Nation's person and my professional

background as a social worker led me to believe that my time frame to conduct the

interviews would pose a challenge. I knew that the cultural ethical principle of respect

for elders and grandparents as teachers would form the basis of our interaction. The

information they shared with me would not happen in accordance with clock time. The

time that we would spend together would depend on the mutual understanding of shared

ideas.

Another limitation was obtaining traditional philosophical concepts from

participants who are bilingual since the researcher cannot speak the Anishinabe language.

Unfortunately the rich descriptive concepts and nuance available in the Anishinabe

language was not captured as these interviews ofnecessity were conducted in English

and framed in contemporary meanings.
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A third limitation related to the researcher's professional background as a social

worker. It was speculated that if participants knew that I was a social worker they may

be reluctant to openly express their views and feeling about aspects of the child welfare

system or about current family problems since a large percentage of Aboriginal people

have been negatively affected by this system. Although I am ofFirst Nations descent and

can be located socially in the community, as a social worker I am viewed to a large extent

by the Aboriginal community as a representative of the state who has the power to

separate families. This has the potential of affecting a relationship oftrust between the

researcher and participant.

A fourth limitation is that the sample sìze was small; however, a rich data set was

obtained, allowing the researcher to learn what issues were important for these

grandparents. The sample was also urban-based and nonrandom, which represented the

perceptions of 10 Anishinabe grandparents. Most ofthe respondents who volunteered for

the study had some form of diabetes education and were making healthier lifestyle

choices. The small sample size provided a limited range of human experience affecting a

large Aboriginal population making it unfeasible to form generalizations.

Implications and Directions for Future Research

A further study could investigate the correlation between cultural retention and

grandparents' traditional child rearing practices to see iftraditional child rearing practices

are more intact in reserve communities than urban areas. More research conducted on

Anishinabe people, who reside on reserves, with high prevalence of diabetes, could help

explain the factors that are contributing to the high diabetes rates. Such a study could

also compare whether positive health outcomes are related to cultural retention,
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education, employment and the availability of health related services and resources.

Additional questions also need to be asked to determine the respondents' health beliefs

and to find the sources from which they received support. Other questions could give

more contextual background information to the social, cultural and environment changes

that occurred to Anishinabe people, such as'Did your parents or grandparents attend

residential school?" and, 'lilere you or your parents and grandparents affected by the

child welfare system?" Given respondents' ideas expressed in this study, it is likely that

future resea¡ch will show that these two systems had the greatest impact on changing

Anishinabe family life.
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Radio Advertisement to Recruit Participants

University ofManitoba

Hello, my name is Diane McDonnell.

Ifyou are an Anishinabe grandparent, have type2 diabetes, are 50 years or older,

live in Winnipeg, and would like to participate in a University of Manitoba research

interview, please call (204) 794-0433 for information. An honorarium will be offered.

Meegwetch.

Appendix A

Native Telecommunications Inc.
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Letter to Obtain Informed Consent

Appendix B

Anishinabe grandparents living with diabetes have a range of life experiences.

Each person's experience is unique. I would like to ask you about how diatetes affects

your life and your relationships with famity and community. Your story can help to draw

attention to the ways diabetes affects families. If you tell your story it can help

understand the challenges and opportunities you have as a grandparent with diabetes. By

talking to several Anishinabe grandparents with diabetes I hope to understand these

ïssues and e4plain my findings in a report.

If you agree to an interview, it will take about one to two hours of your time. You

will be asked questions about your thoughts and feelings related to your grandparent

experiences. The information that you provide will be kept confidential. Your name will

not appear in the study. You can choose not to answer any question at any time, ask for

clarification, or end the interview at any time if you wish. A-fter I put your story together

with others, I vyill destroy the information you gave me.

Faculty of Human Ecology

Department of Family Studies
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35 Chancellor's Circle
\try'inniFeg, Manitoba
Canada R3T 2N2
Phone: (204) 474-9794
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I am a First Nation graduate student at the University of Manitoba. As part of

completing a degree in Family Studies, I am undertaking this project. If you are not

sati;fied with the conduct of the interviewer or the process, your inquires can be directed

to the Family Studies Department Head at 474-9225 or to Carol Harvey, my advisor, at

474-9794. Meegwetch

Sincerely,

Diane McDonnell, BSW
Master's Student

Carol D.H. Harvey, Ph.D.
Professor of Family Studies
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Appendix C

Written Consent Form

Research Project Title: A¡ishinabe Grandparents: Perceptions ofliving With The Effects

of Type 2 Diabetes

Researcher: Diane McDonnell

Faculfy of Human EcologY

Deparfment of FamilY Sfudies

study conducted by Diane McDonnelt a graduæLe student in the Master of Science

program of the Facuþ of Human Ecolory - Family Studies De,partment at the University

öfManitoba. The study will exaAine how Anishinabg grandparent's diagnosed with type

2 dtabetesperceive their roles and responsibilities in child rearing. The research is

intended to enhance knowledge about First Nation family life.

Dia¡e McDonnell will ask me questions oo my thoughts and feelings related to my

grandparenting experiences. I understand that the i¡terview will take one to two hours

and that Imay choose to have my answe,rs audiotaped or written down by the resea¡cher.

I understand that the researcher will respect my right to privacy and will keep ttre

audiotaped or written interview in a secure place and keep my name confidential. I
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understand that I am being asked to take part in a

35 Chancellor's Circle
'g/i¡¡ìFeg, Manitoba
C"¡àda R3T 2l{2
Phone: Q04) 474-9794



understand that my information to the researcher will be destroyed following the printing

of this study. I understand that as a participant that I have certain rights.

Your signature on this form indicates that you have understood to your satisfaction

the information regarding participation in the research project and agree to participate as

a subject. In no way does this waive your legal rights nor release the researchers,

sponsors, or involved institr¡tions from their legal and professional responsibilities. You

a¡e free to withdraw from the study at any time, and/or refrain from answering any

questions you prefer to omit, without prejudice or consequence. Yor¡r continued

participation should be as informed as your initial consent, so you should feel free to ask

for clarification or new information throughout your participation.

This consent fonr¡ a copy ofwhich will be left with you for your records and

referencg is only part ofthe process of informed consent. It should give'you the basic

idea of what the research is about and what your participation will involve. It you would

like more detait about something mentioned herg or information not included here, you

should feel free to ask. Please take the time to read this carefully and to understand any

accompanying information. .t

' The Joint-Facuþ Research Ethics Board has approved this research at the University

of Manitoba. I understand that if I have any concerns or complaints rçgarding any ofthe

procedures, I may contact the Human Ethics Secretariat at QO$ 474-7l22or Head of the

Department ofFamily Studies, Dr. Joan Durrant ú 804) 474-g225,the advisor Dr. Carol

I{arvey at QM) 474-9T94,ortheresearcher al ( )

I understand the above information regarding participation and agree to participate in

this study.
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Signature of researcher

Date

Date

111



Appendix D

Interview Guide

Let's start by you telling me a little bit about yourself.

Personal History:

l. What is your full name?

2. In what year were you born?

3. Where did you spend your childhood?

4. (a) Where did (do) you work?

(b) What is yourjob?

(c) How many hours per week do you work?

Interviewee's Family of Origin:

5. (a) What are your parent's names?

(b) From where did your mother and father come?

(c) How did they meet?

6.

rt2

In what kind of a family household did you grow up? fPossible probes: Single parent,

both parents, no parents, extended family, foster home]

Did your parents have diabetes?

(a) How many brothers and sisters do you have?

(b) How many are living?

7.

8.

(c) Do any of your brothers or sisters have diabetes?

Interviewee's Immediate Fømily :

9. What is your marital status now?

10. (a) How many children do you have?



(b) How old are they? [Probe for number of sons and number of daughters]

(c) Where do they live?

Int ervi ew e e's Grandchi ldr e n :

I 1. (a) How many grandchildren do you have?

(b) How many are girls?

(c) How many are boys?

lZ.How old arethey?

13. Where do they live?

14. How often do you see them?

Informati on on Grandparenting :

I 5. Did any ofyour grandparents have diabetes?

16. Who prepared you for your responsibilities as a grandmother/grandfather?

17. Tell me about any traditional or cultural teachings on 'grandparenting' that you may

have received.

18. How does your diabetes affect your relationships with the grandchildren?

19. Describe some activities your grandparents did with you.

20. (a) what do you do with your grandchildren that are similar to what your

grandparents did for you?

(b) What do you do with your grandchildren that are different from what your

grandparents did for you?

27. Ate there any influential persons or life events that hetped you be a grandparent?

fPossible probes: Good grandparenting when I was a child; strong husband/wife;

cooperative offspring]
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22. Are there any things that keep you from being an active grandparent? [Probes:

Residential school, foster families, early deaths of offspring]

Information on Interviewee's Health Status and lt's ffict on Carrying out Grandparent

Roles and Responsibilities in Child Rearing:

23. When \¡/ere you diagnosed with type 2 Diabetes?

24. Describe the different ways in which you have to manage your diabetes.

25. How do you take care of yourself?

26. Are you able to be the grandparent you \ryant to be?

27 .If you could change anything about being a grandparent, what would it be?

28. Is there anything else that you would like to say?

Additional Questions to Explore:

How far did you go in school?

Do you own a car?

Do you drive?

Do you or¡rn your home?

Are you renting your home?



Would you like to receive a two-page research summary? _ Yes _No
Name:

Address:

Appendix E
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