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“… About one third of us died, but in some 
of the other camps there were tents in which 

every one died.  When at length it left us, and 

we moved about to find our people, it was no 

longer with the song and dance; but with 

tears, shrieks, and howlings of despair for 

those who would never return to us…

… Our hearts were low and dejected, and 

we shall never be again the same people.”

Saukamappe

1764
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“Not a soul was to be seen, and a 
funeral stillness rested upon it.  They 

approached with anxious hearts and 

awed by the unwonted quiet, for the 

vicinity on a Indian village is not apt 

to be the scene of oppressive silence.  

Soon a stench was observed in the air, 

that increased as they advanced; and 

presently the scene with all it’s horror 
was before them.  Hundreds of 

decaying forms of human beings, 

horses and dogs lay scattered 

everywhere among the lodges…”

Bradley; vol.III 221-225
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Deaths due to unintentional injury in First Nations people in Alberta 
Age-standardized rates of death due to unintentional injury by sex and First Nations status, Alberta, 2014 

In this edition of First Nations – Health Trends Alberta1 age-standardized mortality rates (ASMRs) for death due to unintentional injury are 
presented by sex for non-First Nations and First Nations people in Alberta separately.  

In 2014, there were 973 deaths due to unintentional injury in Alberta (92 in First Nations). The majority of these deaths occurred in males: 
63 deaths in male First Nations (68.5 percent of total in male FNs) and 581 deaths in male non-First Nations (66.4 percent of total in male 
non-FNs).   

While a large proportion of deaths due to unintentional injury in non-First Nations occurred in people 70 years of age or older (42.2 
percent), this was not the case in First Nations: only 2.2 percent of total deaths occurred in First Nations past the age of 70. For First 
Nations, the largest burden of deaths occurred between the ages of 20 and 49 (59.8 percent of total).  

Rates of death due to unintentional injury are 
over 2.5 times higher in First Nations 
compared to non-First Nations  

The ASMR for death due to unintentional injury for non-First 
Nations in 2014 was 25.2 per 100,000 (15.6 per 100,000 females 
and 35.8 per 100,000 males). For First Nations in the province, 
however, the ASMR was more than 2.5 times that of non-First 
Nations. (68.8 per 100,000 population) This was true for both 
females and males with ASMRs of 39.6 and 102.1 per 100,000, 
respectively.  

The majority of deaths in First Nations people due to 
unintentional injury in 2014 were caused by transport related 
collisions/crashes (50 percent of total deaths in FNs: 29 deaths 
in males; 17 deaths in females). Other causes of death due to 
unintentional injuries this year included “slipping, tripping, 
stumbling, & falls” (9 deaths in total) and “unintentional non-
transport drowning and submersion” (11 deaths in total). 
Comparisons across populations for specific causes of death due 
to unintentional injury will be explored further in a future FN-HTA. 

1 This is the 11th in a series of First Nations-specific Health Trends compiled in collaboration by Alberta Health and the Alberta First Nations Information Governance Centre (AFNIGC). To suggest future 
topics, please contact the AFNIGC (communications@afnigc.ca; 403-539-5775).  

Alberta Health, Health Standards, Quality and Performance Division, Analytics and Performance Reporting Branch  Email: Health.Surveillance@gov.ab.ca 
Find more information on health indicators on the Interactive Health Data Application (IHDA) website  www.ahw.gov.ab.ca/IHDA_Retrieval/  
© 2016 Government of Alberta  





OUTCOMES

1. Share how toxic stress impacts youth and families in each of 
our contexts

2. Explore policies & structures that could better support all in 
preventing & mitigating toxic stress

3. Formulate an idea/intervention that can ’interrupt toxic stress’ 
for Indigenous youth and families



Toxic Stress

Strong, frequent, or prolonged exposure to adverse events

Especially in early life, when stress is experienced chronically, 
uncontrollably, or without access to support, it may provoke 
responses that adversely impact brain architecture

Brief increases in heart rate, mild elevation stress hormones

Serious, but temporary responses to stress, buffered by supports

Prolonged activation of stress response, absence of protective 
relationships



• Conditions that have a direct impact as a stressor on physical, 
emotional, mental or spiritual health

• Employment, income, education, physical environment, food 
insecurity, health behaviours…

Proximal

• Factors related to community infrastructure, systems, resources and 
capacities that influence the proximal determinants of health

• Community infrastructure (including resources and capacities), 
systems (health care and educational), environmental stewardship, 
and cultural continuity

Intermediate

• The political, economic and social contexts that construct 
intermediate and proximal determinants and have the most 
profound influence on health

Distal

Reading, C.L. & Wien, F. (2009). Health Inequalities and Social Determinants of 
Aboriginal Peoples' Health. Prince George, BC: National Collaborating Centre for 
Aboriginal Health.



First Nations Health 
Policy and Legislation in 

Canada



Primary Health Care

The role of Primary Health Care (PHC) as outlined by the Declaration of 
Alma Ata, includes promoting health, preventing disease and managing 
the poor health of local populations by maximizing the use of local 
resources (Alma Ata Declaration, 1979). Access to appropriate, 
affordable, acceptable and comprehensive PHC is critical for improving 
health. 



Advancing Indigenous Primary Health Care 
Policy in Alberta

• Lack of integration of 
Indigenous PHC services 
rendering pockets of promising 
innovation vulnerable to 
political currents. 

• The challenge ahead involves 
how best to scale pockets of 
innovations towards integrated 
initiatives with measurable 
impacts across Indigenous 
health systems, with sound 
evidence to guide future 
reforms. 



Hierarchy
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Principle TRUTHS

1. Health status of Indigenous people is rooted in social determinants 
that are specific to social, cultural and political contexts of 
Indigenous populations.

2. Colonization is a prime driver of social and health inequities, 
disrupting the wellbeing of Indigenous people through exclusion.

3. Healing involves addressing impacts from multigenerational adverse 
life experiences, rectifying ongoing social resource inequities and 
reconnecting with Indigenous culture and healing practices.

4. Complicity with ongoing colonization manifests as a health care 
system that is too often under resourced and ill equipped to address 
the causes of health disparities specific to Indigenous populations. 



First Nations Health Delivery Timeline

1877 (11 
Treaties)

1904 
(General 
Medical 

Superintend
ent hired

1922 
(Mobile 
Nurse 
Visitor 

Program)

1930 (1st 
on-reserve 

nursing 
station)

1944 (Indian 
Health/Nati
onal Dept of 
Health and 

Welfare)

1970 
(Canada 

Health Act)

1979 (Indian 
Health 
Policy)



Jurisdictional Framework for First Nations Health within 
Canada is a patchwork of laws
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Laws to Regulate

First Nation 
Jurisdiction/ 

Inherent Right 
and 

Aboriginal/Treaty 
Rights

• Food and Drug Act and Regulations

• Natural Health Products Regulations

• Criminal Code

• Controlled Drugs and Substances Act

• Hazardous Products Act

• Indian Act

• Tobacco Act

Federal Jurisdiction – “Peace 
order and good government”, 

Criminal Law, Intellectual 
Property, Spending, Indians and 

Lands Reserved for Indians

• Smoking legislation

• Collection of medicines (flora 
and fauna)

• Regulation of health 
professionals

• Privacy and health information

Provincial Jurisdiction - Health Institutions, 
Property and Civil Rights, Natural 

Resources, Local or Private Matters, 
Taxation and Spending



Impact of Federal Laws on Traditional Medicine

• The Natural Health Products Regulations (NHPR) enacted under 

the Food and Drug Act

• Criminal Code of Canada

• Tobacco Act



Impact of Provincial Law on Traditional Medicine

• Anti-smoking legislation

• Regulation of health professionals

• Health privacy legislation

• Collection of medicines (i.e. on public lands)



Truth & Reconciliation Call to Action 19

We call upon the federal government, in consultation with Aboriginal
peoples, to establish measurable goals to identify and close the gaps in
health outcomes between Aboriginal and non-Aboriginal communities,
and to publish annual progress reports and assess long-term trends.



Alberta Health Trends completed in Partnership with AFNIGC, First 
Nations of Treaty 6,7,8, Alberta Health, and FNIHB (21 Health Trends 
and First Nations Opioid Report)

• Health Indicator Measurements – Recommended in TRC Calls to Action 19
• Infant Mortality
• Maternal Health
• Suicide
• Mental Health
• Addictions
• Life Expectancy
• Birth Rates
• Infant and Child Health Issues
• Chronic Diseases
• Illness and Injury Incidence
• Availability of Appropriate Health Services



Respectful relationships:

• Working Group Aim 2: Develop an Alberta First Nations Information 

Governance Agreement and Public Health Surveillance Framework

(ensure that data are 

managed and used in a 

way that fulfills 

legislative requirements 

while also taking into 

account the principles of 

OCAP®).



Introduction
Emergency Departments (EDs) are frequently the first point of entry to 
access health services for First Nation (FN) members. In Alberta, FN 
members visit EDs at almost double the rate of non-FN persons. This 
project aims to understand quality of care for FN members in Alberta 
EDs.

Methods
This is participatory research that acknowledges the equal value of 
both Western and Indigenous worldviews. FN leaders and non-FN 
researchers are full partners in the development of the research 
project. Partners from the project have been engaged in each of the 3 
Treaty Areas in Alberta.  

Dec-March 2016

First Project 
Discussions with 

AFNIGC

April-Present 

Monthly Partner 
meetings: AFNGIC, 
Yellowhead Tribal 
Council, Treaty 8, 
Researchers, AHS

Jan 9, 2018

Planning with 
Elders (Calgary)

Jan 22, 2018

Planning meeting 
with Elders 
(Edmonton)

Feb 12-13, 2018

Provincial 
Engagement 

Meeting 
(Edmonton)

Engagement Timeline:

Exploring First Nations members’ emergency department quality of 
care through participatory research methods
Patrick McLane1,4, Lea Bill2, Cheryl Barnabe3, Nicole Eshkakogan1, Brian Holroyd4,1, Rhonda Rosychuk4, Darcy Jagodzinsky2, 

Sandra Lamouche5, Kris Janvier5, Anne Bird6, Kay Rittenbach 1,Bonita Saddleback7, Eunice Louis7, Amy Colquhoun8, Ann 

Phillips9, Tina Apsassin2, Maria Ospina4, Richard Oster4, Tracy Lee1, Chelsea Crowshoe1,Bonnie Healy2

1 Alberta Health Services, 2 Alberta First Nations Information Governance Centre, 3 University of Calgary, 4 University of Alberta, 5 Treaty Eight First Nations of 

Alberta, 6 Yellowhead Tribal Council, 7 Maskwacis Health Services, 8 Alberta Health, 9 Anne Johnston Health Station-Tobias House Attendant Care (ON)

Next Steps
Qualitative Research: Based on existing literature, and through engagements with 
Elders and partners, the questions and topic areas in the image below were developed 
for qualitative data collection at the February 2018 engagement. Results will inform 
development of an interview guide for the 3 year CIHR funded project.

Quantitative Research: Quantitative analysis will examine differences in ED quality of 
care using established outcome measures for FN and non-FN patients.
First Nations’ Definitions of Quality of Care: We will develop quality of care definitions 
from First Nations perspectives. 

Conclusion
Understanding FN ED experience and bringing FN perspectives to Western 
conceptions of the goals and provision of ED care are important steps toward 
reconciliation. 

Outcomes
• A co-created project application was 

submitted to CIHR in Fall of 2017 and 
successfully funded for 3 years.

• Grant funds from Campus Alberta, 
and contributions from Maskwacis 
Health Services, Alberta Health 
Services and the Alberta First Nations 
Information Centre allowed for a 
Provincial Engagement meeting in 
February 2018. 

• Research is:
• ethically conducted.
• compliant with Tri-Council Policy 

for Research Involving Humans -
Research Involving First Nations, 
Inuit and Metis Peoples of 
Canada. 

• in keeping with FN principles of 
Ownership, Control, Access, and 
Possession® of FN information.  



Examples:

• Collaborative 
process

• Goal is to identify 
topics 
communities are 
interested in or 
would find useful

• Topic ideas to be 
brought to 
AFNIGC 



Examples:

Diabetes series: prevalence, incidence, amputations, chronic dialysis



Trends in life expectancy over time for First Nations and non-
First Nations in Alberta, 1999-2015

‘Population’ matters – may tell different stories

Provincial-level data informative; however, necessary to also consider group-
or community-level data to develop more complete picture 

Examples - considerations:



Cancer Incidence Rates in Indigenous populations in Australia, 
New Zealand, USA and Canada (Alberta), a population based 
comparative study
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Access to care is an issue that contributes to poor health outcomes for 
First Nations. 

In the recently released First Nations Regional Health Survey (RHS), 
respondents identified a number of health care barriers that include: 

• the inability to cover childcare costs, 
• difficulty arranging and paying for transportation costs, 
• excessive wait times, 
• inadequate 
• and culturally inappropriate care 
• and difficulty finding practitioners.

ACCESS



Closing the Gap

• In Alberta Life Expectancy for:

• Non-First Nations – same as Sweden, Singapore and Australia

• First Nations – same as Cambodia, Guatemala and Paraguay



Co-Management

• The experiences of co-management and decentralization provide for a 
number of policy implications to be drawn concerning the role of 
government. Pomeroy and Berkes suggest that co-management in Canada 
works on a “devolution” model between government and First Nations, 
primarily because land claims and treaties provide legally defined 
relationships between the two parties. 

• Co-management assumes an equal access to information, with community 
having traditional knowledge and government having access to academic 
knowledge. For a co-management regime to be successful, government 
must have a legal regime in place for support. In Canada, true co-
management can only exist between government and First Nations 
because land claim agreements provide legally defined rights. 



Royal Commission on Aboriginal Peoples (1997) 

• “Co-management has come to mean institutional arrangements 
whereby governments and Aboriginal entities (and sometimes other 
parties) enter into formal agreements specifying their respective 
rights, powers and obligations with reference to the management and 
allocation of resources in a particular area of crown lands and 
waters.” 



Manitoba’s Projections and cost analysis to close 
the gap Clatworthy (2001; 2005)

• Population Figures 

• The population figures used for the Manitoba case study came from two studies 
completed by Clatworthy (2001; 2005). These projections were based on the 
department of Indians and Northern Affairs’ Status Verification system, and were 
developed to assess the long-term impact of Bill C-31. 

• They take into consideration a number of key factors, including:
• (a) trends in population size by location (on and off reserve), including migration; 
• (b) annual rates of population growth by locations (on and off reserve); 
• (c) annual additions to the population through Bill C-31 registrations; 
• (d) trends in the composition of the population by section 6 registry category and location 

(on and off reserve); and 
• (e) the rate of exogamous parenting, or parenting between someone who is (or is entitled to 

be) legally registered under the Indian Act and someone who is not entitled to be registered. 

• Per capita costs were calculated over the whole relevant population, rather than 
just the people who used a particular program. This allowed us to add together 
expenditures on different programs to estimate total expenditure per person. 



New Fiscal Framework
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Closing the Gap

• In Alberta Life Expectancy for:

• Non-First Nations – same as Sweden, Singapore and Australia

• First Nations – same as Cambodia, Guatemala and Paraguay



Closing the Gap 



38



Cost Of Closing 
the Gap





Source: Alberta Health Interactive Health Data Application (Retrieved May 11, 2016)
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Source: Alberta Health Interactive Health Data Application (Retrieved May 11, 2016)
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Source: INAC Indian Registry System
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Source: INAC Indian Registry System
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Source: INAC Indian Registry System
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“Inequity is the presence of 
systematic and potentially 
remediable differences among 
population groups defined socially, 
economically, or geographically” 

“Horizontal inequity indicates that 
people with the same needs do not 
have access to the same resources. 
Vertical inequity exists when people 
with greater needs are not provided 
with greater resources.” 

Starfield International Journal for Equity in Health 2011, 10:15 
http://www.equityhealthj.com/content/10/1/15 



Indigenous Health Service Inequity

Causes:
• a general mismanagement of 

funding
• a poorly established system to 

provide care 

Recommendations:
• restructure Indigenous health 

care
• all levels of government must 

come together to address 
health inequities

Romanow Report 2002







Equality vs Equity



Health Equity Framework – Mãori Uphold Treaty Right to 
Health



Indigenous Indicators
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Elders Declaration: Background

Presented, ratified, and validated at the Treaties 6, 7, and 8 Mental 
Health and Addictions Advisory meeting held in Morley, AB from 
September 22 – 23, 2016.

Elders from Treaty 6, 7, and 8 gathered in an advisory group to reflect 
on the effects of historical trauma and a path toward holistic healing.

Elders utilized cultural processes in their own languages alongside one 
another to discuss key concepts, validating the final document with a 
pipe ceremony.



Elders Declaration

Recognition of a common sense of history that connects diverse First 
Nations communities 

Building bridges through stories, songs, oral traditions, natural law, 
lived experiences, inherited knowledge, and wisdom of each 
community.



“Our hearts and spirits rest on our kinship with one another 
and with all beings of the earth, the universe, and the cosmos. 

We are connected to and responsible for those who are here, 
those who are yet to come, and those who have been. We are 
connected with our Creator. 

Our authority flows from these sources. They set the nature, 
direction, and pace of action.”



“[A] modern industrial health 

care system can be a 

determinant of ill health, 

especially where it is culturally 

unsafe. At present, Canadian 

health care for Indigenous 

people is not culturally safe 

owing to the ways that health 

law, health policy and health 

practice continue to erode 

Indigenous cultural identities.”

R. Matthews CMAJ 2017 January 16;189:E78-9. doi: 10.1503/cmaj.160167



• Established by Indian Residential Schools Settlement Agreement to settle class 

action lawsuit

• For 6 years, 3 commissioners travelled Canada listening to Indigenous people 

taken from their families as children and placed in residential schools

• 6,000 witnesses, most survivors of the schools

• Published 527 page report in June 2015 with 94 calls to action and 7 related to 

health

“Getting to the truth was hard, but getting to reconciliation will be harder…
Reconciliation requires that a new vision, based on a commitment to mutual respect, be
developed… Reconciliation is not an Aboriginal problem; it is a Canadian one. Virtually all
aspects of Canadian society may need to be reconsidered.”

(TRC Executive Summary Report: http://www.myrobust.com/websites/trcinstitution/File/Reports/Executive_Summary_English_Web.pdf) 

http://www.myrobust.com/websites/trcinstitution/File/Reports/Executive_Summary_English_Web.pdf


Reconciliation must support Aboriginal peoples as they heal 
from the destructive legacies of colonization that have wreaked 
such havoc in their lives. But it must do even more.
Reconciliation must inspire Aboriginal and non-Aboriginal 
peoples to transform Canadian society so that our children and 
grandchildren can live together in dignity, peace, and prosperity 
on these lands we now share.
Honouring the Truth, Reconciling for the Future: Summary of the Final Report of the Truth and Reconciliation 
Commission of Canada

http://www.trc.ca/websites/trcinstitution/index.php?p=890


Contact Us

Suite 111 – 535 8th Avenue S.E.

Calgary, Alberta

T2G 5S9

P: 403-539-5775

F: 403-294-0993

www.AFNIGC.ca


