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	 Setting the Context

Landscapes of First Nations, Inuit and Métis Health:   
An Updated Environmental Scan 
A new NCCAH report for 2011 maps the current research 
landscape in Canada on Aboriginal health and provides a 
comprehensive picture of existing knowledge and current 
directions in the field.
 
Achieving Strength Through Numbers  
First Nations, Inuit and Métis people are largely invisible in 
the majority of health data sets. This fact sheet highlights 
the issues and challenges with fragmented data and 
incomplete information for various populations.
 
Dialogue Circle: Ways of Knowing  
Video of an NCCAH-hosted “dialogue circle” in 
Vancouver, BC where participants looked through the 
lens of Indigenous Knowledge to explore what constitutes 
“evidence” in Aboriginal health. Our DVD is available 
on-line and upon request, and includes an accompanying 
report: Exploring Evidence in Aboriginal Health. 
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Dialogue Circle: Ways of Knowing
Exploring approaches to Aboriginal public health in Canada

hosted by the 
National Collaborating Centre for Aboriginal Health

BEGINNING THE JOURNEY: How can Indigenous knowledge and western science work 
better together to help improve the health and well-being of Aboriginal peoples in 
Canada? That’s the question explored in this unique “dialogue circle” bringing 
together representatives from Canadian public health and Aboriginal health agencies; 
from First Nations, Inuit and Métis communities; and from the U.S. and New Zealand.

The National Collaborating Centre for 
Aboriginal Health hosted the gathering at 
the cedar longhouse at the University of 
British Columbia in February 2007. 
 
Unmapped Territory: In “Dialogue Circle: 
Ways of Knowing,” scholars, policy-makers, 
practitioners, researchers, ethicists, students 
and elders together asked: What constitutes 
“evidence” in Aboriginal health?  What 
might a meeting ground for different ways 
of determining evidence look like?  How can 
the strengths of Indigenous knowledge and 
wisdom influence the scientific model?
 
This DVD captures a journey between head 
and heart.  The participants shared their 
wealth of knowledge and experience to help 
inform the work of the NCCAH as it

supports Aboriginal communities across 
Canada in realizing their health goals.

Walking the sweet grass road:
Together, participants touched on respect 
for land and for nature, the role of 
relationships and spirituality, fresh 
approaches to evaluation of evidence, 
and self-determination and resilience.
When it comes to bridging the space 
between two different knowledge systems, 
they discovered that “two-eyed seeing” 
is one way to combine the best of 
both worlds.

ABOUT THE NCCAH    The NCCAH is funded by 
the Public Health Agency of Canada. It is 
one of six centres located across the country 
helping to address key areas of public health 
concern: infectious disease, environmental 
health, Aboriginal health, healthy public 
policy,  social determinants of health, and 
methods and tools supporting improved 
public health.
 
The NCCAH continues to explore the transfer 
of experience and ways of knowing from 
one knowledge system to another as it 
works to enhance the relevancy and 
effectiveness of health policies and practices 
for First Nations, Inuit and Métis communi-
ties and peoples in Canada.

For information, contact: info@nccah.ca
Visit our website at: www.nccah.ca  

Tel: 250-960-5986

National Collaborating Centre For Aboriginal Health
University of Northern British Columbia

3333 University Way
Prince George, B.C.   V2N 4Z9  

The NCCAH gratefully acknowledges the contributions and presence 
of all participants, performers and invited speakers.  

The Need for Useful and Reliable 
Data that is Inclusive of All First 
Nations, Inuit, and Métis People

In the preceding section, we learned that 
a population health approach to health 
information requires as complete a count 
of the population of interest and event 
under study as possible. It follows that if 
the population of interest is Aboriginal 
people living in Canada, datasets need to 
be inclusive of all persons who self-identify 
as First Nations, Inuit and Métis. If a 
group is excluded from the count because 
of place of residence and/or registration 
status as per Indian Act legislation, then 
the count is incomplete in its coverage of 
the Aboriginal population and this needs 
to be noted. The inequities of health 
determinants and health status facing First 
Nations, Inuit, and Métis people, while 
variable, are not limited to a particular 
geographic region or Indian Act defined 
subpopulation.

According to the 2006 census, just under 
1.2 million persons in Canada report 
Aboriginal identity.4 62% identified as 
‘North American Indian’ (includes First 

Nations persons both registered and not 
registered under the Indian Act), 34% 
identified as Métis, 4% identified as Inuit.

While all groups of Aboriginal peoples 
in Canada experience inequities in health 
outcomes compared to non-Aboriginal 
Canadians, there are differences in health 
determinants and health status outcomes 
between First Nations, Inuit, and Métis 
across geographic regions and for First 
Nations, across Indian Act defined 
grouping (ie. registered compared to 
non-registered). This is linked to different 
histories, cultures, social and political 
systems and health service infrastructure 
depending on the Aboriginal 
subpopulation. These differences mean 
that solutions for resolving disparities in 
health usually should be tailored to meet 
the needs and structures of a particular 
First Nations, Inuit or Métis group at 
the local or small region level. For these 
reasons, it is very important that health 
information can be separated out or 
“disaggregated” in data subsets that are 
specific to First Nations, Inuit, or Métis 
subgroups. It is also essential that these 
“disaggregated” First Nations, Inuit, and 
Métis datasets are available at different 

levels of geographic aggregation, so that 
health stakeholders can access national, 
provincial/territorial, regional, and 
community level health data.

In the next section, we will discuss key 
health information issues, including 
coverage. Particularly problematic from a 
human rights perspective is the systematic 
exclusion of certain subpopulations of 
Aboriginal people from data collection 
according to ethnicity, place of residence, 
and/or Indian Act grouping. For example, 
First Nations persons who are not 
registered, Métis, and Inuit living in urban 
areas have not been included in most 
Aboriginal health data initiatives.

Key Issues in the Collection, 
Analysis, Management, and 
Application of First Nations, Inuit, 
and Métis Health Information

Coverage and quality of data:
There are large gaps in the coverage of 
Aboriginal health data in Canada. A key 
challenge with respect to coverage is the 
absence or inconsistency of First Nations, 
Inuit, and Métis ethnic identifiers in vital 
registration systems, primary care and 
hospital administrative datasets, as well 
as acute and chronic disease surveillance 
systems. As a result, First Nations, Inuit, 
and Métis people are largely invisible in 
the majority of provincial and territorial 
health datasets. Cross linkages of these 
provincial/territorial health datasets to 
First Nations, and more recently Métis 
registry lists, provide a partial solution, 
however such linkages are limited by the 
quality of the registration lists and exclude 
First Nations and Métis persons who are 
not registered. In some regions, postal code 
can also be used as a proxy for Aboriginal 
ethnicity, however this method is limited 
to First Nations reserves with a specific 
postal code or regions where the large 
majority of the population is Aboriginal 
(ie. Nunavut).

Aboriginal Population Distribution in Canada (Census 2006)
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Achieving Strength through numberS:
FirSt nAtionS, inuit, And métiS heAlth 
inFor mAtion
Prepared for the NCCAH by Dr. Janet 
Smylie MD MPH, Associate Professor
Dalla Lana School of Public Health, 
University of Toronto

A Population Health Approach to 
Health Information

Population health has been defined 
as “the health outcomes of a group of 
individuals, including the distribution of 
such outcomes within the group.”1 In a 
population health approach, health status 
outcomes (ie. life expectancy, quality 
of life, and the presence or absence of 
disease) are linked to health determinants 
(ie. income, employment, education, 
housing, and food security). Population 
health models can be useful in the field of 
Aboriginal2 health as they are concerned 
with addressing health inequities among 
population groups through policies 
and interventions. Population health 
frameworks also allow for more holistic 
definitions of health and wellness that can 
include not only physical, but also mental, 
emotional, spiritual, community, and 
environmental factors.

Health information is an essential element 
of any population health initiative. Ideally, 
this information produces a comprehensive 
picture of the determinants of health, 
health system performance, and health 
status. Such information is required to 
properly assess health needs and priorities 
and for the evaluation of health services 
and programs. There are five principal 
sources of health information:

· census
· vital registration (ie. birth, death, and 

marriage certificates)
· health surveillance systems (ie. disease 

and cancer registries and reporting)
· administrative data from primary care 

and hospitals
· health surveys

When population based rates are 
calculated from these data sources, the 

counts of the population of interest 
should be as complete as possible; and 
the count of the event under study (ie. 
death, illness, health service encounter, 
preventative health activity) in that 
population as accurate as possible. Rates 
based on incomplete population counts are 
described as having problems of coverage; 
rates based on faulty data or calculation 
methods are described as having problems 
of quality.3
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i In the context of this paper, the term ‘Aboriginal’ is used broadly to refer collectively to the Indigenous inhabitants of Canada, including First Nations, Inuit and Métis 
peoples (as stated in section 35(2) of the Constitution Act, 1982). Wherever possible, we provide names and information for distinct groups/communities.

seTTing The conTeXT

A synopsis of Looking for Aboriginal 
Health in Legislation and Policies: 1970 to 
2008, prepared for the NCCAH by Josée 
Lavoie, Laverne Gervais, Jessica Toner, 
Odile Bergeron and Ginette Thomas

The Canadian health system is a complex 
patchwork of policies, legislation and 
relationships. Further complicating the 
system is the multiplicity of authorities 
who are responsible for health services 
and programs: the federal, provincial/
territorial, and municipal governments; 
various Aboriginali authorities; and the 
private sector (Wigmore & Conn, 2003). 
Aboriginal health care in Canada has 
become even more complex as a result 
of self-government agreements and 
other mechanisms to expand Aboriginal 

peoples’ involvement in the provision 
of locally needed services and programs. 
Coordinating the needs of Aboriginal 
communities and various levels of 
government is an ongoing challenge. This 
fact sheet examines federal, provincial and 
territorial health legislation and policies in 
Canada that contain Aboriginal-specific 
provisions. It also highlights various 
models of service and some mechanisms 
which promote cross-jurisdictional 
cooperation.

Background 

The current context shaping the 
Aboriginal health legislation and policy 
environment in Canada takes root in 

The Relationship Between Policy 
and Legislation

Health legislation may be defined as 
“the body of rules that regulates the 
promotion and protection of health, 

health services, the equitable distribution of 
available resources and the legal position of all 
parties concerned, such as patients, health care 
providers, health care institutions and financing 
and monitoring bodies” (Leenan, 1998). In 
essence, health policies are not laws and are 
therefore not enforceable. This makes them easily 
changed unless they become entrenched as policy 
objectives in legislation (Legemaate, 2002). 

Looking for Aboriginal Health in Legislation and Policies, 
1970-2008: The Policy Synthesis Project –  
Report and Fact Sheet  
Canada’s health system is varied, complex and inconsistent 
when it comes to serving Aboriginal peoples. This new 
NCCAH report tracks Aboriginal-specific policies and 
legislation to 2008, providing evidence that Aboriginal 
health policy in Canada largely remains a patchwork, and 
highlighting significant gaps and jurisdictional issues. The 
policy synthesis also documents health-related provisions 
in self-government agreements and draws attention to 
emerging opportunities for Aboriginal engagement in 
shaping health policy, programs and services.

State of the Knowledge: Inuit Public Health, 2011 
Inuit health in Canada has its own unique challenges. This 
report synthesizes current knowledge to 2011 and 
identifies trends and gaps for the four northern Inuit 
regions (Inuvialuit, Nunavut, Nunavik and Nunatsiavut) 
and southern Canadian cities. The report draws attention 
to issues such as diabetes, sexually transmitted infection 
rates, youth suicide, climate change and data gaps, while 
noting that “no single public health issue facing Inuit can be 
addressed in isolation.” Report author Dr. Emilie Cameron 
calls for holistic, culturally-sensitive initiatives to address 
complex and inter-generational public health problems, 
including Inuit-specific health indicators and the need to 
address underlying social, cultural and economic factors 
affecting the health of Inuit peoples.
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urban Inuit populations in its prevention 
and awareness programs. Tungasuvvingat 
Inuit (an Ottawa-based urban Inuit 
organization) hosts a website (www.
inuitdiabetes.ca) providing a range of 
resources relating to type 2 diabetes.

In summary, while rates are not yet as 
high as in other Aboriginal communities, 
diabetes is a major concern in the four 
northern regions, and public health 
initiatives are particularly focused on 
prevention and monitoring of risk factors 
in the hopes of preventing epidemic levels 
in the future.

Respiratory Disease

ITK’s Public Health Surveillance report 
notes that 6-7% of Nunavut and Nunavik 
adults reported chronic respiratory 
problems in the 2001 Aboriginal Peoples 
Survey and that in the Kivalliq region 
from 1987-1996, respiratory disease 
(mostly from chronic obstructive lung 
disease), was found to be the third 
leading cause of death overall, at a rate 2.7 
times the national average (Elliott and 
Macauley 2004, 17). Smoking is a known 
risk factor for respiratory disease, and 
cigarette smoking rates are very high in 
the four northern regions. Approximately 

70% of the adult Inuit population 
smokes, while 48% of youth in Nunavut 
aged 12-19 report being daily smokers 
(Government of Nunavut 2004, 25). The 
2006 Aboriginal Peoples Survey found 
that more than 58% of Inuit adults smoke 
daily, a rate over three times that of all 
Canadian adults (Tait 2008). The rates 
differ by region, with the most likely to 
smoke daily living in Nunavik (73%) and 
the least likely (40%) living outside Inuit 
Nunangat. By way of comparison, 21% 
of Canadians aged 12 and older reported 
smoking daily or occasionally in 2008 
(Statistics Canada 2009).
 
High rates of smoking, combined 
with household crowding and passive 
smoke exposure of infants and others, 
“expose the Inuit population to a high 
degree of risk from smoking related 
illness” (Elliott and Macauley 2004, 
17). Efforts to address smoking among 
Inuit are complicated by beliefs that 
smoking is a traditional cultural practice. 
Organizations like Pauktuutit and 
ITK are working to problematize this 
belief, noting that tobacco does not 
grow in the Arctic. Culturally-sensitive, 
grassroots, community-based strategies are 
particularly critical in efforts to address 
tobacco use.

Available interventions to reduce 
tobacco use include increasing cigarette 
prices through taxation, mandatory 
modifications to product packaging, point-
of-sale regulations, bans on indoor public 
smoking, community- and school-based 
education campaigns, improving access to 
smoking cessation programs, and litigation 
against tobacco companies (Elliott and 
Macauley 2004). Note, too, that the 
national smoking “Quit-Line” now has 
Inuit language translators available.

Cardiovascular Disease

Cardiovascular disease is a rising 
concern in Inuit communities. For years, 
researchers believed that Inuit were not 
susceptible to cardiovascular disease, 
but as Bjerregaard, Young and Hegele 
(2003) note, this view was based on 
weak scientific evidence and uncertain 
mortality statistics. The traditional marine 
diet eaten by older Inuit seems to protect 
them from cardiovascular disease, but as 
younger Inuit shift their diets away from 
these foods, researchers are finding a 
corresponding increase in cardiovascular 
disease (Dewailly et al. 2001). It is 
believed that the high levels of omega-3 
fatty acids found in marine foods assist in 
regulating HDL cholesterol levels and thus 

23State of the Knowledge: Inuit Public Health 2011

contribute to low levels of heart disease in 
older Inuit. 

The Qanuippitaa? health survey in 
Nunavik collected information on 
cardiovascular disease, including the 
monitoring of blood cholesterol and 
glucose levels. Preliminary findings suggest 
doubled rates of hypertension among Inuit 
in Nunavik (Picard 2009). Similar data 
was collected during the 2007/2008 Inuit 
Health Survey and preliminary results are 
expected soon.

Factors such as increased obesity, a shift to 
a more sedentary lifestyle, and increased 
consumption of processed foods suggest 
that cardiovascular health will become a 
more important public health issue in the 
years to come. 

Injury

Injury is a leading cause of death among 
Inuit but there is a relative shortage of 
research investigating this pressing public 
health concern. While some focus their 
public health planning on preventing 
physical injuries and accidents (sometimes 
alcohol-related), organizations like 
Pauktuutit focus on preventing abuse and 
battering. Suicide is sometimes included 
in injury data, although many choose to 
address suicide as a mental health issue 
rather than an injury issue. 

As with many other public health issues, 
there is a shortage of Inuit-specific data 
on injury (Government of Canada 
2001). Available studies consider injury 
among all Aboriginal populations a 
major knowledge gap faced by public 
health agencies aiming to address injury 
in Inuit communities. Current estimates 
suggest that unintentional injuries among 
Inuit are 4-5 times the national average 
in Nunavut, and 6 times the national 
average in Nunavik (Korhonen 2004c). 
Pan-Aboriginal injury studies identify 
motor vehicle accidents, drowning, 

accidental poisoning, accidental falls, and 
fire as leading causes of unintentional 
injury, often linked to the consumption 
of alcohol. Drowning is a particularly 
important concern for Inuit, as nearly 
all communities are located along the 
coast. The effect of climate change on 
ice conditions has rendered sea ice 
travel particularly dangerous in recent 
years (Inuit Tapiriit Kanatami, Nasivvik 
Centre for Inuit Health and Changing 
Environments, and Ajunnginiq Centre 
2005). More specific comments on 
the prevention of unintentional injury 
include:

·  Effective prevention requires an 
understanding of injury prevention 
concepts and a holistic, coordinated 
plan. Community-based surveillance 
and meaningful, relevant data are 
crucial.

·  A prevention strategy and community-
based action plan also requires 
information about who is being injured, 
when, under what conditions, where, 
and why.

·  Education is the foundation of 
prevention, but education alone 
is ineffective without regulations, 
equipment, and concrete interventions 
(e.g., drunk driving laws, random 
breathalyzer tests, seatbelts, designated 
driver strategies, etc.) (Korhonen 2004c). 

Suicide, homicide, assault, and 
family violence are the leading forms 
of intentional injury in Aboriginal 
populations. Again, Inuit-specific statistics 

are lacking, but there is evidence to suggest 
that suicide rates in Inuit communities 
are higher than overall Aboriginal rates 
(Government of Canada 2001, 7) and are 
11 times higher than national averages. 
Among young men the rates are even more 
alarming. (Please refer to the discussion of 
suicide in the Mental Health and Wellness 
section of the report).

Pauktuutit and ITK have partnered in 
the development of an Inuit-specific 
Injury Prevention Framework which 
recommends the implementation of 
public education initiatives addressing 
binge drinking, helmet use, and vehicle 
and water safety (Inuit Tapiriit Kanatami 
2004c). The Framework also recommends 
the development of injury surveillance 
programs to provide more detailed, 
Inuit-specific injury data. These initiatives 
must be culturally-sensitive and take into 
account the fact that prevention requires 
a coordinated, systematic, and culturally-
sensitive approach. 

Abuse
Abuse and family violence are priority 
issues for Pauktuutit. Although 
comprehensive data is unavailable (owing, 
in part, to the reluctance of victims to 
report violence), Nunavut’s reported 
violent crime rate was eight times the 
Canadian average in 2004, and the use 
of shelters for abused women grew by 
54% between 2001 and 2004, a dramatic 
increase (Pauktuutit Inuit Women 
of Canada 2006c). The rates declined 

“I think the intergenerational impact is the main one. 
When the [new] system of government came, changes 
were made [in how Inuit live and govern themselves].  
A lot of our people are still living in that place where they 
had to obey; they had to listen to what was being brought 
to them.” (Inuk counselor/healer, cited in Pauktuutit Inuit Women of Canada 2006c, 4)

State of the Knowledge:  
InuIt PublIc health , 2011

Emilie Cameron, PhD
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CHILD WELFARE SERVICES IN CANADA:
ABORIGINAL & MAINSTREAM

Historical context

First Nations, Inuit and Métis peoples in 
Canada have traditional systems of culture, 
law and knowledge that have provided 
effective protection of their children for 
thousands of years. Despite their diversity, 
Aboriginal1 peoples continue to share a 
high value for children and an emphasis on 
the caring and teaching responsibilities of 
extended family and community (Gough 
et al., 2005).

European colonization of North 
America imposed foreign, and often 
harmful, policies on Aboriginal families 
(Blackstock, Trocmé & Bennett, 2004). 
The federal “residential schools” policy 
removed tens of thousands of Aboriginal 
children from their homes over several 
generations, aiming for assimilation. Many 
of these schools were rife with child abuse 
and neglect (Bennett et al., 2005).

The addition of a new section (s.88) to 
the Indian Act in 1951 cleared the way for 
provincial laws to apply to First Nations 
people living on reserve. Following this 
change, provincial child welfare authorities 
apprehended large numbers of Aboriginal 
children in the 1960s and 1970s, now 
known as the “60s scoop” (Bennett et al., 
2005). Social workers placed some of these 
children in residential schools, while many 
others were adopted into non-Aboriginal 
homes. Due to federal/provincial funding 
disputes, apprehensions were usually the 
only child welfare “service” provided to 
Aboriginal communities (Ibid.).

Aboriginal peoples began forming their own 
child welfare agencies in the 1970s, and 
the movement towards self-government 
continues. However numerous challenges 
remain. Most disturbing is evidence that 
another “scoop” of Aboriginal children 
appears to be underway, driven by systemic 
disadvantages in Aboriginal communities 
coupled with the drastic under-funding of 
First Nations child welfare agencies by the 
federal government (Blackstock et al, 2005).

1 ‘Aboriginal’ in this fact sheet refers to First Nations, 
Métis and Inuit peoples. First Nations will sometimes 
be subdivided by Indian Act status (status/nonstatus) 
or by residence on/off reserve. Comparisons in this 
information sheet are usually between Aboriginal and 
non-Aboriginal, but some are between First Nations 
and non-Aboriginals or among Aboriginal groups

CHILD & yOuTH  HEALTH
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LES ENFANTS AUTOCHTONES ET 
NON-AUTOCHTONES DANS LES SERVICES 
D’AIDE À L’ENFANCE

Cette feuille d’information résume les 
résultats de recherches portant sur les 
différences entre les enfants issus des 
communautés des Premières Nations, 
Inuit, Métis et non-autochtones1 qui 
ont accès au système d’aide l’enfance du 
Canada. Les enfants autochtones sont, 
depuis plus de quarante ans, largement 
surreprésentés dans les services d’aide 
à l’enfance². Cette surreprésentation a 
augmenté de façon tragique, au point où 
le nombre d’enfants autochtones remis 
aux soins de l’État est aujourd’hui plus que 
trois fois supérieur au nombre d’enfants en 
pensionnats lorsque ceuxci étaient à leur 
apogée (Blackstock, 2003).

La «négligence» est la principale raison 
pour laquelle les enfants autochtones 
intègrent le système d’aide à l’enfance. 
Cette catégorie peut inclure la négligence 
physique (absence de couverture des 
besoins essentiels tels que la nourriture, 
l’habillement et l’hygiène), le manque de 
surveillance d’un enfant exposé à un risque 
de sévices physique, ou des questions 
relatives à la négligence éducative, médicale 
ou émotionnelle. La «négligence» envers 
les enfants autochtones est cependant avant 
tout l’expression de facteurs structurels 
échappant au contrôle des parents, telle la 
pauvreté.

1«Autochtone» fait référence aux populations
Premières Nations, Métis et Inuit. Les Premières
Nations seront parfois subdivisées par statut
relativement à la Loi sur les Indiens (inscrits/non
inscrits) ou par résidence (vivant dans ou horsréserve).
Les comparaisons sont généralement faites
sur cette feuille d’information entre Autochtones et
non-Autochtones, mais certaines sont le sont entre
Premières Nations et non-Autochtones ou entre
groupes autochtones.

² Canadian Incidence Study of Reported Child Abuse 
and Neglect. Bien que les Premières Nations, les Métis 
et les Inuits aient été pris en compte dans cette étude, 
il y a une surreprésentation d’enfants des Premières 
Nations dans le système d’aide à l’enfance.
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SANTé DES  ENFANTS ET ADOLESCENTS

	 Child and Youth Health

Aboriginal Children’s Health: Leaving No Child Behind  
Canadian Supplement to the State of the World’s Children 2009 
Our joint NCCAH/UNICEF Canada report finds that the 
health of First Nations, Inuit and Métis children in Canada 
falls well below national averages. The widely disseminated 
document concluded that the health gap is one of the most 
significant children’s rights issues facing the country, and 
garnered national and international media attention. 
 
Supporting Aboriginal Parents: Teachings for the Future  
A strengths-based summary and review of reports and 
literature on Aboriginal parenting practices. Released in 
2009 at the NCCAH-hosted national Showcase on Aboriginal 
Childrearing – Messages from the Heart: Caring for our 
Children and Families, the report examines both traditional 
and contemporary forces on Aboriginal parenting to shed 
light on how to improve programs and services.
 
Aboriginal Children’s Health  
A fact sheet series addressing the following:
· 	 Aboriginal and Non-Aboriginal Children in Child 

Protection Services
·	 Child Welfare Services in Canada:  

Aboriginal and Mainstream
·	 The Importance of Disaggregated Data
·	 Reconciliation in Aboriginal child Welfare and  

Child Health
·	 Understanding Neglect in Aboriginal Families
 
Fetal Alcohol Syndrome and Fetal Alcohol Spectrum 
Disorder Among Aboriginal Peoples: A Review of Prevalence 
Our first report, released in 2009, concludes that the true 
extent of FAS and FASD in Aboriginal populations is not 
known, despite a widespread perception that the disorders 
are more prevalent in Canadian Aboriginal children than 
among non-Aboriginal children.
 
Fetal Alcohol Syndrome and Fetal Alcohol Spectrum 
Disorder Among Aboriginal Canadians: Knowledge Gaps 
Our newly released second report on this topic (2010) notes 
broad research knowledge gaps in three key areas, particularly 
in relation to Aboriginal-specific studies, and helps initiate 
dialogue about the priority of future research directions.



 
Systematic Review of Community-Based Interventions for 
Children and Adolescents with ADHD and their Families  
ADHD is a condition that is often co-morbid in Aboriginal 
children diagnosed with FASD. There is currently 
little information concerning effective FASD-specific 
interventions. This NCCAH-supported report, released in 
2010, reviews literature related to interventions for children 
and youth living with ADHD. The authors’ findings may 
be adapted to better support Aboriginal children and 
adolescents diagnosed with FASD. 
 
A Framework for Indigenous School Health:  
Foundations in Cultural Principles  
This internationally recognized collaborative report with 
the Canadian Council on Learning Knowledge Centre 
on Aboriginal Learning and the Canadian Association 
for School Health provides a framework for redesigning 
school-based health programs to better meet the needs of 
Indigenous children and communities. The framework is 
based on five strong threads that shape Aboriginal world 
views, as identified through international collaborations 
among Indigenous practitioners. The framework will be 
presented at an upcoming international public health 
conference in Montreal.
 
Messages from the Heart: Caring for our Children 
Our widely disseminated video, available on our website, 
captures the journey to healing and strength as voiced 
by young parents, Elders and participants at a national 
NCCAH-hosted gathering to support the next generation 
of First Nations, Inuit and Métis parents and children. 
The Showcase on Aboriginal Childrearing event drew more 
than 100 people working in the field of early childhood 
development and highlighted programs and strategies that 
work for parents, families and communities. Also available: 
an accompanying report of the 2009 gathering.

Systematic Review of Community-Based Interventions 
for Children and adolesCents 
with adhd and their Families
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Le Logement: un déter minant sociaL  
de La santé des Premières nations,  
inuit et métis

L’accessibilité au logement et la qualité 
de celui-ci sont des facteurs déterminants 
de l’état de santé des personnes ou des 
populations. De mauvaises conditions 
de logement qui peuvent être associées 
à la présence de moisissures, à l’absence 
d’eau potable et au surpeuplement ont 
été liées à une augmentation du risque 
de morbidité causée par des maladies 
infectieuses, des maladies chroniques, des 
blessures, une mauvaise alimentation et 
des désordres mentaux.1 Similairement, 
un manque de logements abordables,2 
l’itinérance et l’usage de refuges 
temporaires pour personnes itinérantes 
contribuent à un mauvais état de santé 
et à une augmentation du risque de 
mort prématurée.3 Les disparités dans 
les conditions de logement sont liées à 
plusieurs autres déterminants incluant 
un faible statut socio-économique, le 

chômage, la pauvreté et l’exclusion sociale 
ainsi qu’un faible niveau d’éducation. Au 
Canada, les Autochtones4 sont affectés de 
façon disproportionnée par de mauvaises 
conditions de logement et de vie5. 
Investir dans des logements durables et 
des infrastructures liées au logement est 
essentiel à la réduction des inégalités en 
matière de santé autochtone.

Aspects Physiques, Sociaux Et 
Environnementaux Du Logement

Une maison n’est pas constituée d’une 
seule structure physique mais également 
de l’environnement social et naturel dans 
laquelle elle se situe. Les aspects physiques 
d’une maison comprennent sa condition 
générale, l’électricité, la plomberie, 
l’accès à de l’eau potable, l’isolation, la 

prévention des incendies, le chauffage, 
les planchers, les meubles et l’exposition à 
des contaminants physiques, biologiques 
et chimiques telles que la vermine, les 
allergènes, la moisissure ou le radon.6 
Les dimensions sociales du logement 
comprennent entre autres le sentiment 
d’appartenance et de contrôle sur sa 
propre maison (i.e. sécurité du logement, 
statut social et prestige) ainsi que 
l’environnement domestique du logement 
(i.e. sentiment personnel de sécurité, 
surpeuplement)7. L’environnement 
immédiat du logement est tout aussi 
important. La proximité de services tels 
que les écoles, les lieux de loisir, les services 
de santé, les détaillants en alimentation 
et les centres commerciaux ainsi que la 
présence d’aqueducs et de systèmes de 
traitement des eaux usées ont un impact 
direct sur la santé, tout comme ont un effet 
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déterminants sociauX

La pauvreté: un déter minant sociaL  
de La santé des premières nations,  
inuit et métis

La pauvreté et la mauvaise santé sont 
inextricablement liées. Dans les pays 
riches comme dans les pays pauvres, la 
mauvaise santé suit un gradient social 
clair: plus le statut socio-économique 
d’un individu est bas, plus la santé de 
cet individu est mauvaise. La pauvreté a 
de nombreuses dimensions – privation 
matérielle (nourriture, refuge, hygiène 
et eau potable), exclusion sociale, 
manque d’éducation, chômage, et bas 
revenus – chacune d’entre elles «réduit 
les opportunités, limite les choix, mine 
l’espoir, et menace la santé.» La pauvreté a 
été associée à un risque accru de maladies 
chroniques, de blessures, de mauvais 
développement infantile, d’un éventail 
de problèmes de santé mentale (stress, 
anxiété, dépression, et manque d’estime 

de soi), et de mort prématurée. Le fardeau 
de la pauvreté pèse le plus lourd sur 
certains groupes (femmes, enfants, groupes 
ethniques et minoritaires, et handicapés) 
et régions géographiques. Chez les 
Autochtones canadiens, qui font face à 
des taux de pauvreté et de mauvaise santé 
significativement plus élevés que ceux de la 
population non autochtone, briser le cycle 
«pauvreté – mauvaise santé– pauvreté» 
est crucial à l’amélioration des conditions 
générales de santé.

Définir Et Mesurer La Pauvreté

La pauvreté est définie, conceptualisée 
et mesurée à l’intérieur de deux cadres 
généraux. La pauvreté absolue est la 

privation des besoins de base de l’être 
humain, tels que la nourriture, l’eau 
potable et le logement, et est utilisée 
comme un standard minimum en dessous 
duquel aucun individu ne devrait se 
trouver, quelque soit l’endroit où il vit. 
Elle est mesurée par rapport à un «seuil 
de pauvreté», qui représente le montant 
d’argent minimum nécessaire à la vie 
humaine. Le concept de pauvreté relative 
a de plus grandes spécificités nationales, et 
est défini comme l’incapacité à avoir accès 
aux biens, services et activités nécessaires 
à la participation complète à une société 
donnée. Au Canada, la pauvreté est 
mesurée selon le «seuil de faible revenu», 
ou le seuil en dessous duquel une famille 
est susceptible de dépenser 20% de plus 
de son revenu en besoins de base qu’une 
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Economic DEvElopmEnt as a social 
DEtEr minant of first nations, inuit anD 
métis HEaltH
Economic development generates 
employment opportunities and leads to 
improved education and skills acquisition. 
It is an important tool in alleviating 
poverty and other social conditions that 
lead to ill health.1 In turn, good health 
is essential to economic development 
as “ill health reduces an individual’s 
probability of participating in the 
labour force.”2 Economic development 
encompasses a range of practices aimed at 
promoting more intensive and advanced 
economic activity including macro-
economic development,3 local economic 
development,4 and community economic 
development.5 When undertaken with 
community values and aspirations 
in mind, revenues from economic 
development can be used to improve local 
services and the health and well-being of 
communities as a whole.6 It can also foster 
empowerment, build capacity, and enhance 
individual and community resilience. For 
Aboriginal7 Canadians, who experience 
a disproportionate burden of ill-health 
compared to the rest of the population, 
economic development is critical to 
improved health outcomes.

Aboriginal Economic Development

Economic development in an Aboriginal 
context must consider some unique 
attributes. Aboriginal people have an 
intimate connection to the land and view 
the health of the land and the health of 
the community as synonymous, “nurtured 
through relationships to the physical 
environment and the cultural, spiritual, 

economic, political and social roots it 
provides.”8 Consequently, Aboriginal 
people are “more likely to experience the 
adverse health effects of government and 
industrial decisions that can dispossess 
them of their environments.”9 Resource 
development projects can threaten 
traditional economies and result in loss 
of habitat, environmental contamination, 
and depletion of resources,10 which affects 
Aboriginal peoples’ ability to consume 
traditional foods and impacts their 
physical and spiritual health.11

There are two types of economies 
to consider in Aboriginal economic 
development: the traditional economy and 

the market economy. Traditional activities 
such as trapping and hunting are important 
to many communities and are viewed as 
“sociomoral and spiritual practices aimed 
at maintaining personal and community 
health.”12 While most communities want 
to benefit from economic development, 
they want to do so on ‘their own terms,’13 
and in a manner consistent with their 
assets, aspirations, and community values.14 
Approaches to economic development 
must therefore be more community-
oriented, fit within Aboriginal cultural 
frameworks, maintain the integrity of the 
land and the environment, and include 
meaningful participation of Aboriginal 
peoples.15

sharing knowledge · making a difference
             partager les connaissances · faire une difference

social DEtErminants of HEaltH

These varied voices participated in a forum 
at the invitation of the National 
Collaborating Centre for Aboriginal Health 
to explore how their work intersects in the 
health and well-being of all Aboriginal 
peoples in Canada. 

Inequalities in Indigenous health, from life 
expectancy to child mortality, cannot be 
understood in medical terms alone. In 
Canada and internationally, discussion is 
now addressing issues such as 
self-determination, language, culture, 
equity, the environment and 
marginalization. These broader factors 
are together known as the social 
determinants of health. Research is 
beginning to show that where health 
systems address Indigenous cultures, 
values and preferences, health outcomes 
are improved. 

For some participants, it was a discovery to 
view their work as health-related. For 
others, the idea of engaging many sectors 
in the work of reducing health disparities 

was more familiar. This DVD captures their 
voices, their free-flowing dialogue and their 
reflections.
 
Guest speakers include the Honourable 
Monique Bégin, Canadian Commissioner 
to the World Health Organization’s 
Commission on Social Determinants of 
Health, and Dr. David Butler-Jones, Chief 
Public Health Officer for the Public Health 
Agency of Canada. Here too are the voices 
of youth, so many of whom spoke of the 
possibilities for change from positions of 
power and strength.

The Ottawa Forum on Indigenous Social 
Determinants of Health began an open 
dialogue to share perspectives and forge 
future collaborations. Making space for this 
kind of dialogue is part of the mandate of 
the National Collaborating Centre for 
Aboriginal Health as it works to improve the 
health and well-being of the First Nations, 
Inuit and Métis people of Canada. 

MANY VOICES, MANY GIFTS

A National Gathering on
Indigenous Social Determinants of Health

hosted by the
National Collaborating Centre for Aboriginal Health

A dramatic total eclipse of the moon cast a red shadow across the city of Ottawa as leaders and 
representatives from national Aboriginal organizations across the country gathered together on February 20 
and 21, 2008, for an historic meeting. They came from the Aboriginal sports, housing and education sectors, 
from tourism, economic organizations, and academia. They included Indigenous physicians and academic 
researchers; environmentalists, youth, and health policy-makers. They were Inuit, First Nations and Métis.

ABOUT THE NCCAH 

The National Collaborating Centre for 
Aboriginal Health is one of six collaborating 
centres funded by the Public Health 
Agency of Canada. Each centre addresses 
a key area of public health concern: 
infectious diseases, environmental health, 
healthy public policy, methods and tools, 
social determinants of health, and 
Aboriginal health. In its work, the NCCAH 
supports Aboriginal communities across 
Canada in realizing their health goals. It 
does so by ensuring the right health-related 
information reaches the right communities 
at the right time, in ways that are 
accessible, respectful and supportive of 
positive change.

“We are as a society only as 
healthy as the least healthy 
among us.” 

Dr. David Butler-Jones, 

Chief Public Health Officer

“When we have our identity, 
when we have our spirit, we 
can do anything.” 

Jocelyn Formsma,

Youth Forum Organizer

For more information:
Email: nccah@unbc.ca

Web: www.nccah.ca
Office: 1-250-960-5250

National Collaborating Centre for Aboriginal Health
University of Northern British Columbia
3333 University Way
Prince George, B.C. V2N 4Z9

The NCCAH gratefully acknowledges the contributions and presence of all participants, performers, and 
invited speakers, as well as the film-making talents of Arlene Moscovitch and her team.

© 2009 - 2010 National Collaborating Centre for Aboriginal Health, NCCAH. All rights reserved. Unauthorized duplication, replication or distribution is 
prohibited and is a violation of applicable laws. Made in Canada. Production of this DVD has been made possible through a financial contribution from 

the Public Health Agency of Canada. The views expressed herein do not necessarily represent the views of the Public Health Agency of Canada.

 	 Social Determinants of Health

Health Inequalities and the Social Determinants of 
Aboriginal Peoples’ Health 
Authors Charlotte Loppie Reading, PhD, and Fred Wien, 
PhD, use available data to describe health inequalities 
experienced by diverse Aboriginal peoples in Canada, 
linking social determinants to health inequalities. Many 
of these determinants, such as poverty, substandard 
housing, and barriers to education, are rooted in contexts 
specific to Indigenous peoples, including a history of 
colonization impacting culture, languages, land rights 
and self-determination.  The authors present a conceptual 
framework for understanding social determinants across the 
lifespan, and note that complex interactions between social 
determinants and health are just starting to be mapped out 
and demonstrated empirically by researchers.
 
The Social Determinants of First Nations,  
Inuit and Métis Peoples’ Health 
This series of fact sheets incorporates recent statistical 
information and data relevant to First Nations, Inuit and 
Métis peoples to address key social determinants of health, 
with additional topics currently under development for 
release in 2011 and 2012. Now available:
· 	 Poverty
· 	 Education
· 	 Employment
· 	 Housing
· 	 Family violence
· 	 Economic development
· 	 Culture and Language
· 	 Access to Health Services
 
Circles of Health: Sharing Our Gifts 
Our first DVD exploring a new approach to Aboriginal 
health has been distributed widely in Canada and to 
nearly three dozen countries internationally. Based on our 
inaugural forum with National Aboriginal Organizations 
in Ottawa in 2008, the film asks: What are the social 
determinants of health? How can a wide variety of sectors, 
including Aboriginal organizations addressing housing, 
sports, tourism, economic development, research and more, 
work together for a more holistic and coordinated approach 
to the optimal health and well-being of First Nations, Inuit 
and Métis peoples? Also available: Red Moon Dialogues, our 
accompanying report of the event.
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primarily on diet and nutritional issues. 
The review examines current consumption 
patterns in Aboriginal communities and 
explores the health benefits associated 
with traditional diets. It considers the 
challenges of promoting traditional dietary 
practices as well as the ways this has been 
supported in Aboriginal communities. 
English language articles were retrieved 
from both peer-reviewed and grey 
literature sources through a variety of 
methods including the use of scholarly 
databases, reference list reviews and web-
based searches. The focus was on articles 
discussing the traditional foods and diets 
of Indigenous populations, especially 
North American Aboriginal peoples.

Diet and Nutrition in Aboriginal 
Communities

Traditional Aboriginal foods are those 
that originate from local plant or animal 
resources through gathering or harvesting, 
and which possess cultural meaning as 
a traditional food.6 As such, traditional 

foods and nutrient intakes vary by local 
geography,7 seasonality,8  and cultural 
group.9 In general, however, historical 
Aboriginal diets comprised of traditional 
foods were high in animal protein, 
nutrient-rich, and low in fat or high in 
marine sources of fat.10 The energy spent in 
obtaining traditional foods was significant 
given the very physical demands of hunting, 
fishing, trapping, growing and gathering.11  

A well recognized transition has occurred 
among Aboriginal peoples, with historic 
consumption patterns replaced by 
diets high in fat and sugar, combined 
with a more sedentary lifestyle.12 The 
amount of traditional food consumed 
has declined over time,13 coincident 
with food system changes including the 
introduction of western foods, loss of 
sustaining environmental resources, and 
the development of dependence on market 
foods.14 Current dietary surveys among 
Aboriginal groups including First Nations, 
American Indian and Alaska Native peoples 
reveal that often diets are poor and do 
not meet dietary recommendations for 

saturated fat, fiber, sodium and fruits and 
vegetables.15 Poor dietary patterns also 
occur among Aboriginal children, who 
consume snack foods frequently and less 
than the recommended servings of milk, 
fruits and vegetables.16 Risk of specific 
dietary deficiencies have been identified 
in some Aboriginal populations including 
low intakes of zinc, calcium and vitamin 
D among Cree schoolchildren,17 and low 
intakes of magnesium, folate and vitamins 
A, C, and E among the women of forty-
seven Yukon First Nation, Dene, Métis and 
Inuit communities in the Canadian Arctic.18

The degree to which market-based diets are 
relied upon by Aboriginal peoples varies 
considerably, with intake of nutrients, 
market and traditional foods affected by 
regional and socio-demographic factors. 
Data from the United States suggest the 
dietary intake of Aboriginal peoples with 
diabetes does not differ significantly from 
the general diabetic population.19 Food 
consumption patterns among Mi’kmaq 
children living on-reserve in Prince 
Edward Island are similar to the general 
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1.9% for Inuit, as compared to 3.1% for the 
general population.5 Despite the initially 
lower prevalence of diabetes in the Inuit, 

by 1999 a 4% rate of diabetes was found 
in the Labrador Inuit.6 A concerning 
trend of increasing prevalence over time 
has been documented in other Aboriginal 
populations; over 10 year periods, the 
prevalence of diabetes increased by 45% in 
the Sioux Lookout Zone of Ontario, and 
doubled in Saskatchewan Aboriginals.7  
Diabetes increased by 66% over 8 years 
amongst Métis in northern Alberta.8 By 
2003-04, the prevalence of diabetes was 
19.7% among First Nations Canadians.9  
The available numbers likely under-
represent the true prevalence of diabetes in 
Aboriginal Canadians by as much as two 
to three times due to undiagnosed cases.10  

There are considerable differences in the 
rates of diabetes experienced by different 
Aboriginal populations. Language, culture 
group and geography are all important 
factors affecting the prevalence of the 
disease.11 First Nations people living on-
reserve have higher rates of diabetes than 
those living off-reserve (8.5% compared 
to 5.3%).12 Aboriginal peoples living 
off-reserve in southern Canada have 
higher rates than those living off-reserve 
in the north (6.4% compared to 3.8%).13 

Prevalence also varies by community; the 
rate of diabetes in one village on Haida 
Gwaii is 17% in adults over 35 years of 
age14 while the overall prevalence among 
First Nations peoples in Sandy Lake, 
Ontario is 26.1%.15 Type II diabetes is now 
a concern for Aboriginal children and 
youth, with increasing rates appearing at 
young ages.16 More First Nations youth are 
diagnosed with diabetes than youth in the 
general Canadian population.17  

Cardiovascular Disease
Self-report survey data, hospital admission 
data and mortality rates demonstrate a 
disproportionate burden of cardiovascular 
disease among Aboriginal Canadians. 
Rates of disease have been rising over the 
past 40 years.18  

Data from the 1997 First Nations and 
Inuit Regional Health Survey suggest heart 
disease is five times higher among First 
Nations and Inuit peoples than the rest of 
the Canadian population.19 More recent 
data from the Six Nations Reserve in 
southern Ontario revealed a significantly 
higher prevalence of cardiovascular 
disease in First Nations (17%) compared 
to non-Aboriginal individuals (7%).20 In 
2006/2007 in British Columbia, rates for 
stroke were 70% higher, ischemic heart 

disease 25% higher and congestive heart 
failure 75% higher for Status Indians than 
for other residents of the province.21  

In 2000/2001, the mortality rate for acute 
myocardial infarction in First Nations 
people living on-reserve was 72.7/100,000 
people compared to 52.1/100,000 for 
other Canadians. Similarly, the mortality 
rate for stroke was 71.5/100,000 people 
for First Nations people living on-reserve 
compared to 34.2/100,000 in the general 
population.22  

In the 1970-1980s, data from the 
Northwest Territories suggested the Inuit 
experienced lower mortality rates due to 
cardiovascular disease, however 1990’s data 
from Nunavut and the Nunavik region did 
not show significant differences from the 
rest of Canada.23 Whether this represents 
geographic variation or increases over time 
is uncertain, and further data is needed to 
understand the burden of cardiovascular 
disease among Inuit, Métis and urban 
Aboriginal populations.24  

Cancer
There are many different types of cancer. 
Combined with data limitations, this 
makes broad conclusions less meaningful. 
In general, many cancers appear to have 

3Traditional Aboriginal Diets and Health

school-aged population in this province, 
with traditional foods being consumed 
infrequently.20 Similar to non-Aboriginal 
peoples, food sources may be determined 
by poverty and rurality for Aboriginal 
peoples living off-reserve,21 while factors 
such as remoteness and on-reserve living 
may affect food patterns in other regions.22 

In contrast, some groups are more likely 
to consume traditional or country foods. 
Elders and older Aboriginal people 
consume more traditional foods than 
younger people.23 In the Canadian Arctic, 
approximately 10-36% of energy is 
obtained from traditional sources,24 and 
for a third of the James Bay Cree people, 
hunting and trapping remains a way of life.25 

Traditional Aboriginal Diets and 
their Benefits

Traditionally, Aboriginal diets and 
consumption patterns arose from complex 
and holistic food systems that provided 
health benefits beyond nutrition.26 

Culture, a determinant of health,27 is 
intricately tied to traditional Aboriginal 
foods. Not only are traditional foods 
valued from cultural, spiritual and health 
perspectives,28 but the activities involved 
in their acquisition and distribution allow 
for the practice of cultural values such 
as sharing and cooperation.29 Among 
Alaska Native peoples, traditional food 
consumption is associated with other 
measures of culture such as speaking a 
Native language, using traditional medicine 
and participating in traditional events.30

At the community level, traditional food 
systems may contribute to health via other 
economic and social pathways such as 
forming the basis of non-cash economies.31 
Additionally, the activities related to 
traditional food systems also confer 
health benefits through increased physical 
activity. It has been estimated that Innu 
people engaged in traditional activities 
related to hunting, gathering and trapping 
in the country expend between 12.5 to 
50 megajoules (MJ) of energy per day 

compared to the 0.8-2.1 MJ exerted when 
residing in the village.32

It may be impossible or even undesirable 
to define the complex nutritional benefits 
of traditional foods separately from 
the health benefits of traditional food 
systems. However, emerging information 
suggests that traditional diets are able 
to supply a healthier pattern of fats 
and a greater amount of vitamins and 
minerals than Aboriginal peoples’ current 
consumption patterns.

There is convincing evidence that the 
omega-3 fatty acids DHA and EHA found 
in fish and fish oils decrease the risk of 
cardiovascular disease.33 Numerous studies 
have demonstrated that traditional diets 
are rich in sources of omega-3 fatty acids, 
particularly among northern Aboriginal 
peoples.34 Furthermore, research has 
shown that increased intakes of traditional 
foods beneficially affect the profile of 
fats consumed such that greater amounts 
of DHA and EHA are obtained, and a 
smaller percentage of the total fat in the 
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been less prevalent historically among 
Aboriginal Canadians,25 although this 
health advantage seems to be disappearing, 
depending on the particular cancer. 

Cancer mortality rates in First Nations 
people are lower than in other Canadians 
for lung, colorectal and breast cancer, 
while mortality due to prostate cancer 
in men is higher.26 However, trends 
reflected in Ontario data from 1968-2001 
suggest that overall cancer incidence is 
increasing at a faster rate among First 
Nations peoples, than in the rest of the 
population. Additionally, they have lower 
cancer survival rates compared to other 
Ontarians.27  

Among the Inuit, it has been suggested 
that a shift is occurring; rates of 
“traditional” cancers (nasopharyngeal, 
salivary and esophageal) are declining 
while rates of lung, cervical, breast and 
colon cancers are increasing.28 While 
preliminary work has been undertaken 
to explore the burden of cancer in Métis 
people, overall the data is limited and does 
not permit general conclusions.29  

Chronic Respiratory Disease
While chronic respiratory diseases 
encompass a number of different 

conditions, the discussion here has 
been confined to asthma and chronic 
obstructive pulmonary disease (COPD) in 
adults. Data suggest Aboriginal Canadians 
suffer a disproportionate burden from 
these two diseases compared to other 
Canadians.
 
First Nations adults living on-reserve have 
higher age-adjusted rates of asthma and 
chronic bronchitis than other Canadians.30 
As with diabetes and cardiovascular 
disease, geographic factors contribute 
to this higher prevalence. Aboriginal 
adults over age 20 who lived off-reserve in 
southern Canada experienced higher rates 
of asthma than other Canadians, while in 
the North, this relationship was reversed.31 
In British Columbia, age-standardized 
rates of COPD were 60% higher in Status 
Indians than the general population,32 
while in Alberta, Aboriginal peoples were 
more likely to visit to the emergency room 
and office for asthma and COPD than were 
the general population.33  

Chronic Disease Risk Factors
Aboriginal peoples have undergone 
significant transitions as a result of 
the loss of traditional ways of living. 
Income, education, living conditions and 
Aboriginal-specific determinants such as 

colonization, dispossession of land, and 
loss of traditional practices required for 
health all contribute to poorer health 
status.34 In turn, these determinants 
influence the most proximal and 
modifiable risk factors for chronic disease: 
diet, physical activity and tobacco use.

Traditional consumption of low-fat, high 
nutrient foods requiring high-energy 
expenditure in their acquisition has been 
replaced by diets high in fat and sugar, 
and a more sedentary lifestyle.35 Data on 
Aboriginal Canadians living off-reserve 
reveals the following: 58.3% of Aboriginal 
adults living off-reserve are physically 
inactive;36 overweight and obesity is more 
common in adult Aboriginal Canadians 
than the general population;37 and 41.3% 
of Aboriginal children and youth living 
off-reserve in Canada are overweight or 
obese compared to 26.2% of the general 
population.38  
 
In addition, Aboriginal Canadians have a 
60% prevalence rate of smoking, compared 
to 25% among other Canadians.39 Inuit 
living in the North have the highest rates 
of smoking at 70%, with almost half of 
these smokers beginning before age 14.40 
In general, Aboriginal youth have greater 
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H hronic diseases are those that 
develop and are experienced over 
long periods of time, influenced 

by both environmental and individual 
factors. 1 The main chronic diseases are 
diabetes, cardiovascular disease (heart 
disease and stroke), cancer, and chronic 
respiratory diseases. Chronic diseases 
result from both modifiable and non-
modifiable risk factors. These risk factors 
contribute to high blood pressure, high 
blood glucose, abnormal blood lipids 
and abnormal body weights.2 The major 
forces driving the prevalence of risk 
factors include social, economic, political 
and environmental factors known as the 
determinants of health.3 Aboriginal* 
Canadians disproportionately suffer 
from chronic diseases and their common 
risk factors. Incorporating traditional 
and holistic Aboriginal approaches into 
prevention interventions is important.

This review examines the impact of 
chronic disease (specifically diabetes, 
cardiovascular disease, cancer, and 
chronic respiratory disease) on the 
Aboriginal peoples of Canada, and the 
risk factors that underlie the prevalence 
of these diseases. It concludes with a 
brief overview of traditional and holistic 
Aboriginal approaches to chronic 
disease prevention. The discussion 
is based on English language articles 
retrieved from both peer-reviewed 
and grey literature sources through a 
variety of methods including the use of 
scholarly databases, reference list reviews 
and web-based searches. Information 
sought included data on the health 
status of North American Aboriginal 
peoples with respect to chronic diseases 
and their risk factors, as well as the ways 
in which traditional activities, lifestyle, 

culture and holistic health views might 
influence interventions. 

Chronic Disease and Risk Factors 
in Aboriginal Communities

It is challenging to analyze the health 
status of Aboriginal peoples due to 
the diversity of nations as well as data 
limitations, such as incomplete coverage 
of Aboriginal peoples and substandard 
data quality.4 Despite this, it is clear that 
rates of chronic disease and their risk 
factors are much higher in Aboriginal 
Canadians than in the general Canadian 
population.
 
Diabetes
In 1991, the Aboriginal Peoples Survey 
revealed crude rates of diabetes of 6.4% 
for First Nations, 5.5% for Métis, and 
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Reclaiming Wholeness: From Visions to Actions 
The links between high rates of tuberculosis and 
overcrowded housing, food security and health, poverty 
and chronic disease, are increasingly evident. These 
connections helped inform the second NCCAH National 
Forum on the Social Determinants of Aboriginal Peoples’ 
Health, in Vancouver in 2009. Our documentary film, 
inspired by this event, explores actions for change, and 
models demonstrating how sectors within and beyond 
health can work together in new ways to improve 
health outcomes for First Nations, Inuit and Métis 
peoples in Canada. Also available: Visions to Actions, our 
accompanying report of the 2009 forum.

Traditional Aboriginal Diets and Health 
This review sheds light on chronic disease and shifts 
from traditional diets to western foods in Aboriginal 
communities. The review touches on health benefits 
associated with diets based on local plant and animal 
resources, and the challenges of promoting traditional 
dietary practices. It notes, for instance, that a third of James 
Bay Cree people embrace hunting and trapping as a way of 
life, that food sources are often determined by poverty and 
remote locations, and that broad policy initiatives can help 
promote country food and hunter support programs.

Understanding Chronic Disease and the Role for 
Traditional Approaches in Aboriginal Communities 
Aboriginal Canadians disproportionately suffer from 
chronic diseases and their common risk factors. This review 
examines the impact of chronic disease, and provides an 
overview of traditional and holistic Aboriginal approaches 
to prevention that can be incorporated in meaningful 
health interventions.
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inactivity have been identified 
as two of the three most 

important modifiable risk factors for 
the development of chronic disease.1 
Aboriginal* peoples in Canada have 
undergone a significant nutritional 
transition whereby traditional diets and 
associated physical activities have been 
replaced with patterns of consumption 
that increase the risk of developing 
chronic disease. Understanding this 
transition, and the benefits associated 
with traditional diets, is important 
for developing interventions to 
prevent chronic disease in Aboriginal 
communities.

Diet and Chronic Disease

The increasing burden of chronic 
disease worldwide is associated with 
changing dietary and lifestyle practices, 
including a decline in physical activity 
and an increase in high-fat, energy-
dense diets.2 There is good evidence that 
specific dietary and lifestyle factors may 
increase or decrease the risk of chronic 
disease. The risk of cardiovascular 
disease is increased by trans fatty acids, 
high sodium and alcohol intake, and 
obesity; while the risk is decreased by 
regular physical activity, omega-3 fatty 
acids, vegetables and fruits, and low to 

moderate alcohol intake.3 The risk of type 
II diabetes is increased by saturated fats, 
overweight and obesity, and inactivity; 
and the development of specific cancers is 
related to risks such as certain preserved 
foods and alcohol, in contrast to the 
protective effects offered by fruits, 
vegetables and physical activity.4 

Efforts to address chronic disease must 
target diet, nutrition and physical activity 
as a whole rather than in part, given 
the complex and interrelated metabolic 
and behavioural mechanisms involved.5 
However, due to the breadth of the 
subject, the scope of this review remains 
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	 Emerging Priorities

Aboriginal Environmental Health Issues: Researchers’ and 
Decision-Makers’ Perceptions of Knowledge Transfer and 
Exchange Processes 
Environmental health policies are often the result 
of highly political processes, with varied impacts on 
communities, regions and interests. This NCCAH-
supported report by a team of scholars sheds light on 
Canadian Aboriginal environmental health processes and 
makes recommendations to support improved sharing of 
information and knowledge. The report highlights the need 
to incorporate Traditional Knowledge in decision-making 
processes, and finds that relationships among researchers, 
communities and decision-makers must be based on trust, 
respect, empowerment and equity.

Ecohealth and Aboriginal Health:  
A Review of Common Ground 
The health and well-being of Aboriginal communities is 
closely linked to a connection with the land. Margot Parkes, 
Canada Research Chair in Health, Ecosystems and Society 
at the University of Northern BC, identifies potential 
common ground between the emerging fields of ecohealth 
and holistic approaches to Aboriginal health. She highlights 
a new generation of research and practice bridging the 
“artificial divides” between environmental and social 
approaches to health, and suggests that building on the 
strengths of both approaches is “fertile ground that could 
help foster a future for Aboriginal communities where 
ecosystems, equity, health and culture can flourish.”
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positive reactions to the report and 
expressed their appreciation of being 
asked to provide further input. Several 
participants commented that it was 
very helpful to have all the issues and 
different perspectives synthesized in 
one document. Participants from each 
of the three groups of stakeholders 
commented that the importance of the 
relationship between researchers and 
decision-makers was clearly captured and 
described, and that they were pleased to 
see the focus on integrating empirical 
evidence and Traditional Knowledge. The 
researchers who responded confirmed 
that the findings were validating for 
them and reflective of their experiences; 
however, they felt more emphasis should 
be put on the importance of involving 
the community in the crafting of key 
messages and the use of visual means of 
disseminating research findings. One 
researcher commented that he was 
quite familiar with the perspectives of 
the internal decision-makers but was 
pleasantly surprised to see the insights of 
the external decision-makers that were 

presented in the data. Within the external 
decision-maker group, there was agreement 
that the themes were reflected accurately, 
with a strong focus on communication 
and collaboration strategies. Among 
the internal decision-makers there was 
consensus that the findings were accurate; 
however, it was suggested that issues of 
consent and confidentiality could be 
addressed more fully. 

Overall, the participants had an average 
of 14 years of experience in their current 
positions (Table 2), so this purposeful 
sample was well positioned to provide 
in-depth descriptions about the utilization 
of research evidence in the field of 
environmental health and to provide 
commentary about the environmental, 
political and social factors influencing 
research and TK access, utilization 
and uptake in the development of 
environmental health policy impacting 
Aboriginal communities. This level of 
experience also facilitated their abilities 
to describe individual factors influencing 
research utilization. 

The researchers conducted studies 
in a broad range of fields on a variety 
of relevant topics including: ocean 
science, fisheries and marine science, 
environmental health, risk assessments, 
health services, anthropology, 
environmental contaminants and human 
toxicology, pharmacology, northern 
climate change and contaminants, and 
natural resource and wildlife management.
 
All of the external decision-makers who 
participated were employed at a manager 
level or higher within their respective 
departments; nine of the external 
decision-makers worked within a Federal 
agency or department and one external 
decision-maker worked within a Provincial 
Ministry. All of these decision-makers 
confirmed that they were responsible 
for developing or implementing either 
environmental health policy for First 
Nations or Inuit communities, conducting 
environmental impact assessments, or 
coordinating relevant national programs.
The nine internal decision-makers were 
employed by, and working within, First 

Table 2. Demographic Characteristics

Stakeholder Group Gender Mean Age (range) Mean years experience 
in current position

Researchers (N=10) Male n=5 (50%)  Female n=5 (50%) 47 years (38-67) 14 (8-23)

External decision-makers (N=9) Male n=7 (78%)  Female n=2 (22%) 52 years (36-65) 16 (5-38)

Internal decision-makers (N=9) Male n=5 (56%)  Female n=4 (44%) 47 years (27-65) 11 (1-35)

Table 1. Stakeholder Response to Invitation to Participate

Stakeholder Group Invited Consented to 
participate/interview 
completed

Declined # agreed to participate 
but did not follow 
through//confirm date 
for interview

No response to 
email or telephone 
invitations

Researchers 22 10 9 0 3

External decision-makers 12 9 0 2 1

Internal decision-makers 45 9 11 8 17
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Nations or Inuit communities in roles 
responsible for analyzing environmental 
health policy or implementing 
programs impacting environmental 
health outcomes. No internal decision-
makers working specifically with Métis 
communities were identified or agreed to 
participate in the study. 

B. Factors Influencing Knowledge 
Transfer and Exchange (KTE)

Two essential elements are required 
to facilitate the successful transfer and 
exchange of evidence between the 
knowledge producers and decision-makers 
at all levels. Whether the evidence is 
derived from empirical studies or from 
Traditional Knowledge, it is necessary 
that: 
1. Relationships characterized by trust, 

respect, empowerment and equity must 
be initiated and nurtured; and 

2. KTE activities need to be negotiated 
and implemented throughout the entire 
course of the research process. 

1. Development of relationships to  
facilitate research processes
“That relationship-building between the 
researcher and the community has really 
been key to having the communities accept 
the research that is produced.”  
-Federal Government Manager

For successful KTE to occur, relationships 
at all levels must be initiated and nurtured 
throughout a research project. This 
includes relationships between Federal/
Provincial/Territorial departments and 
regional Aboriginal organizations, and 
between the leadership and members of 
Aboriginal communities and the research 
teams who conduct studies within these 
areas. There was consensus among all 28 
participants in the environmental scan 
that researchers interested in conducting 
studies within Aboriginal territories must 
seek consent from community leadership, 
engage community members in the 
process and through the act of relationship 
building, and identify opportunities to 
develop community capacity to participate 
in or conduct their own research. It was 
also consistently acknowledged that this 
process required researcher presence in the 
community, which often took a lengthy 
period of time and was not accomplished 
without a great deal of patience. Without 
a relationship built on trust however, the 
researcher runs a significant risk of not 
having access to the community and will 
lack the necessary permission to collect 
data.
 
Internal decision-makers highlighted that 
it is vital for researchers to understand 
that each Aboriginal community is 
unique and may, therefore, have their 
own specific protocols and etiquette 

for the conduct of research. As a basic 
foundation, internal decision-makers 
identified that researchers generally need 
to seek permission to conduct research 
from the Chief or Band Council. Gaining 
entry to a community can be facilitated 
by identifying and connecting with a 
trusted community member who can act 
as a guide and introduce the research team 
to the community leadership such as the 
Chief and Council, the Elders’ Council or 
the Matriarch of Women. 

It is important for the researcher to 
physically travel to the community, meet 
face-to-face with community leadership 
and members, and introduce him/
herself by providing both personal and 
professional background information. It 
was explained that often researchers try 
to establish their credibility by describing 
their links with different universities 
or government departments or by 
listing their degrees. However, several 
internal-decision makers explained that 
greater credibility is gained by sharing 
information about one’s personal self, 
family and community. This assists 
members of the Aboriginal community 
in creating cognitive maps to understand 
how the researcher is connected to 
others. Meeting face-to-face also assists in 
breaking down any suspicions held about 
the researcher. Often early meetings are 
quite social in nature and are intended 
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viewing health solely through a biomedical 
or social lens, and reinforce the imperative 
for approaches that recognize connections 
between ecosystems, equity and health, 
and overcome persistent dichotomies 
between nature and society in research and 
policy (Macnaghten & Urry, 1998).

The artificial divides between social 
and environmental factors influencing 
health have been unhelpful – and even 
harmful – for those who view Aboriginal 
health and wellbeing as an embodiment 
of inter-relationships that include land, 
water, culture and identity (Greenwood 
& de Leeuw, 2009; Parkes, de Leeuw, & 
Greenwood, 2010). Although a review 
of determinants of Aboriginal health is 
beyond the scope of this paper, holistic 
models and integrated approaches to 
Aboriginal health have made valuable 
progress in overcoming these divides 
already (see, for example RCAP, 1996; 
Durie, 2003; Richmond, Elliott, Mathews, 
& Elliott, 2005; Assembly of First 
Nations, 2007; Panelli & Tipa, 2007; 
Williams and Mumtaz, 2007; Wakefield, 
2008; Greenwood & Place, 2009; Loppie 
Reading & Wien, 2009, Richmond & 
Ross, 2009). Some themes of these holistic 
models are echoed in the development of 

fields such as ecohealth, environmental 
justice, environmental health promotion 
and human ecology, each of which propose 
nuanced understandings of health and 
wellbeing in relation to environmental 
change and society, though not always 
oriented toward Aboriginal communities 
(Follér, 2001; Forget & Lebel, 2001; Schulz 
& Northbridge, 2004; Higginbotham, 
Connor, Albrecht, Freeman, & Kingsley, 
2006; Albrecht et al., 2007; Stephens, 
Willis & Walker, 2007; Marten, 2001; 
Masuda, Zupancic, Poland, & Cole, 2008; 
Waltner-Toews, 2009). 

A common ground is emerging among 
a number of approaches to health 
and wellbeing, based on reconnecting 
people and place, and a recognition of 
past and present driving forces of social 
and ecological change as interrelated 
determinants of health (Parkes et al., 
2003). Some view these developments as 
a re-discovery of the intent of the Ottawa 
Charter for Health Promotion, with its 
emphasis on a socio-ecological context 
for health, and the need for reciprocal 
maintenance – “to take care of each 
other, our communities and the natural 
environments” (WHO, 1986).

A longer historical lens recognizes these 
integrative approaches as (re)expressions 
of ancient knowledge – rekindling holistic 
views of health and wellbeing that have 
been cultivated by Aboriginal peoples 
for millennia (Durie, 2003, 2004; Panelli 
& Tipa 2007; Nettleton, Stephens, et 
al., 2007; Stephens, Parkes, & Chang, 
2007). This is especially notable in the 
shift from a view of the environment as a 
‘natural resource’ (to be exploited, or as a 
possible source of ‘hazards’) to a view of 
the ecosystem as life source, and a not-
negotiable foundation for all life. Such 
views also echo vast bodies of indigenous 
knowledge, currently (re)gaining profile 
as traditional ecological knowledge, 
as teachings for sustainable living and 
management, and as the basis for resurging 
indigenous identity and leadership (see for 
example Berkes, Colding, & Folke, 2000; 
Turner, 2005; Mzinegiizhigo-kwe Bédard, 
2008; Tipa and Nelson 2008). 

This review profiles the emerging field of 
ecohealth as a systemic development from 
traditional concepts of environmental 
health and health promotion, with 
potential to complement innovations 
proposed by holistic models of Aboriginal 
health. An overview is given of 
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developments on the international stage, 
in Canada, and from place-based projects 
around the world. Resources, websites and 
projects are provided for those interested in 
finding out more about this new generation 
of approaches to Aboriginal health. 

Ecohealth: A Platform for Learning 
and Action Linking Ecosystems, 
Equity and Health

Ecohealth is part of a growing repertoire 
of approaches to research, practice and 
policy that actively connect ecological and 
social determinants of health. Ecohealth 
approaches have been described as 
“participatory, systems-based approaches 
to understanding and promoting health 
and wellbeing in the context of social 
and ecological interactions” (Waltner-
Toews, 2009). A brief introduction to the 
emerging field of ecohealth is presented 
here, highlighting characteristics that make 
it relevant for those seeking to link equity 
and ecosystems in their approaches to 
Aboriginal and Indigenous health. 

Ecohealth is based on the recognition of 
ecosystems as life-supporting foundations 
for health and wellbeing, building on 

long-standing knowledge of the links 
between health, community, environment 
and economy, and the overlaps between 
health and sustainability (UNCED, 
1992; Hancock, 1993; Parkes et al., 2003; 
Corvalan et al., 2005; McMichael, 2006). 
An orientation to “ecosystem health” in 
the 1990s laid important groundwork 
for this view, especially by building an 
interface among the social, natural and 
health sciences (Rapport, Costanza, 
& McMichael, 1998). Ecohealth has 
also been influenced by the field of 
“conservation medicine” (Aguirre, Ostfeld, 
Tabor, House, & Pearl, 2002), and what 
is sometimes described as “One Health”, 
linking human and animal health with 
increased attention to ecosystem context 
(Zinsstag, Schelling, Wyss, & Mahamat, 
2005). Drawing on disciplines ranging 
from anthropology, geography and systems 
ecology, to epidemiology and public health 
science, the field of ecohealth is part of a 
broader call for “ecosystem approaches” 
to health and sustainability (Kay, Regier, 
Bowle, & Francis, 1999; Waltner-Toews, 
2004, Waltner-Toews, Kay, & Lister, 2008). 

The evolution of “ecosystem approaches 
to health” have made an important 
contribution to the emerging field of 

ecohealth (Forget & Lebel, 2001; Lebel, 
2003; De Plaen & Kilelu, 2004; Webb 
et al., 2010). Initially associated with 
projects funded by Canada’s International 
Development Research Centre (www.
idrc.ca/ecohealth), such approaches 
have found broad application to address 
complex health problems – especially 
in communities facing rapid social 
and ecological change where concerns 
regarding health, environment and 
inequities are intensified (De Plaen and 
Kilelu, 2004; Bonet, Spiegel, Ibarra, Kouri, 
Pintre, & Yassi, 2007; Boischio, Sánchez, 
Orosz, & Charron, 2009). 

Ecosystem approaches to health not only 
reconnect ecosystems with social dynamics, 
but also demand attention to the principles 
of trandisciplinarity, participation, equity 
and sustainability, as well as the challenges 
of learning and working together across 
sectoral, disciplinary, gender and cultural 
boundaries to achieve this (Mertens et al., 
2005; Parkes, Spiegel, Breilh, Cabarcas, 
Huish, & Yassi, 2009). The Canadian 
Community of Practice in Ecosystem 
Approaches to Health highlights the 
importance of Aboriginal perspectives 
noting that “CoPEH-Canada proceeds 
from the premise that Indigenous 
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Aboriginal* communities is closely 
linked to connection with the 

land, and from the strength of culture 
that grows from this connectivity 
(Greenwood & de Leeuw, 2009). This 
review commences with this premise, 
identifying potential common ground 
between ecohealth and holistic 
approaches to Aboriginal health 
and introducing a new generation of 
research and practice seeking to address 
longstanding divides between social and 
environmental views on health. Examples 
are provided of how such approaches 
are being applied to improve health and 
wellbeing in Aboriginal communities in 
Canada and Indigenous communities 
internationally. 

Revisiting Age-Old  
Connections Between People, 
Place and Health

Current research, policy and practice 
focused on health and wellbeing tend to 
treat social and environmental concerns 
separately. On one hand are discussions 
of the causes and health consequences 
of social disparities – captured by the 
phrase “inequities are killing people” 
and exemplified by attention to the 
social determinants of health (CSDH, 
2008). In this context, the physical 
environment and ecosystems tend 
to receive little attention, despite 
providing a non-negotiable basis 
for the food, water, livelihoods and 

living systems on which we depend 
(WHO, 1986; McMichael, 1993). 
Recent analyses of social determinants 
of health in Canada recognize fourteen 
important factors determining health, 
but barely make reference to the physical 
environment (Mikonnen and Rafael, 
2010). On the other hand, an orientation 
to the physical environment tends to 
focus on contaminants and hazards in 
food, water and soil, and the need for 
protection against harmful exposures. 
This leads to a view of the natural world 
as a source of illness rather than a basis 
for life, and tends to overlook the social 
processes that drive environmental 
change and compound health impacts 
(Parkes, Panelli, & Weinstein, 2003). 
These tendencies highlight limitations of 

* ‘Aboriginal’ in this review refers to First Nations, Métis and Inuit peoples. First Nations will sometimes be subdivided by residence on/off reserve.
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   Social Determinants

Since its inception, the NCCAH has brought 
a strong national and international focus in its 
activities to the social determinants of health. 
This approach targets not just specific illness, but 
underlying causes such as poverty, substandard 
housing, and barriers to education. Many of these 
factors are rooted in a history of colonization 
affecting culture, languages, land rights and self-
determination. The NCCAH played a leadership 
role in facilitating Indigenous perspectives to the 
World Health organization’s 2008 global study 
on health, and has hosted two national forums 
with Aboriginal Organizations to identify how 
sectors within and beyond health can support 
an integrated approach to improving Aboriginal 
public health outcomes. Our DVD documentaries 
are helping shed light on this vital approach to 
health, and have been released nationally and 
internationally.

    Child and Youth Health

A focus on child and youth health can lead 
to lifelong health benefits and help break an 
intergenerational cycle of illness and disease. Many 
of our collaborative projects are now bearing fruit. 
Our joint 2009 report with UNICEF Canada, 
Aboriginal Children’s Health: Leaving No Child 
Behind helped draw national and international 
attention to the state of Aboriginal children’s 
health in Canada. Our groundbreaking video, 
Messages from the Heart: Caring for our Children 
explores the role of parenting in Aboriginal 
child health in the wake of the residential school 
system, and supports the work of organizations 
across the country. We are also seeing the roll-
out of a Canadian Paediatric Society education 
module to sixteen universities across Canada in 
2010, effectively educating the next generation 
of paediatric physicians in best practices in 
Aboriginal child and youth health. This NCCAH-
supported project involved nearly a dozen national 
organizations.

   
   Emerging Priorities

The NCCAH responds to emerging priorities 
of relevance to First Nations, Inuit and Métis 
communities. Our centre is collaborating on 
strategies addressing infectious and communicable 
diseases, and is exploring environmental health 
issues relevant to First Nations, Inuit and Métis 
peoples. We host the First Nations Environmental 
Health Innovation Network linking researchers 
and communities, and are currently involved in a 
project related to the safety of small drinking water 
systems in First Nations and Inuit communities.

Together, with our communities, 
advisors, and our many partners 
and collaborators, we are moving 
the agenda forward in support  
of sharing knowledge and 
making a difference in the optimal 
health and well-being of First 
Nations, Inuit and Métis peoples 
in Canada.

   Highlights of Our Work

The community-centred, holistic and strengths-
based approach to health at the NCCAH is 
integral to activities in our key program areas:

   Setting the Context

The NCCAH promotes broader understanding  
of Aboriginal public health issues and perspectives 
at events, conferences and workshops, as well 
as through culturally relevant videos, reports, 
fact sheets and other materials. Our many 
collaborations at international, national,  
provincial and regional levels extend across 
traditional boundaries to address the multi-faceted 
and structural issues underpinning Aboriginal 
health. A highlight of our work includes the 
Landscapes of Indigenous Health report outlining 
current directions in Indigenous peoples’ health 
research in Canada, as well as gaps in research and 
data that require attention. This work is being 
updated in 2010.

sharing knowledge ·
           making a difference 

       partager les connaissances ·  
        faire une différence

UNIVERSITY OF NORTHERN BRITISH COLUMBIA
3333 UNIVERSITY WAY, PRINCE GEORGE, BC V2N 4Z9 

TEL  250 960 5250  ·  FAX  250 960 5644
EMAIL  NCCAH@UNBC.CA  ·  WEBSITE  WWW.NCCAH.CA

   Welcome to the NCCAH

The National Collaborating Centre for Aboriginal 
Health supports a renewed public health system in 
Canada that is inclusive and respectful of diverse 
First Nations, Inuit and Métis peoples across 
Canada. The NCCAH strengthens the links 
between evidence, knowledge, practice and policy 
to help reduce health inequities that exist between 
Aboriginal peoples and other Canadians, while 
advancing self-determination over health and the 
role of Indigenous knowledge in optimal well-being.

   National Collaborating Centres  
   for Public Health

The NCCAH is one of six collaborating centres 
funded through the Public Health Agency 
of Canada, each focused on a different aspect 
of public health. Together, the centres help 
improve response to chronic disease and injury, 
infectious diseases, environmental health and 
health disparities. The NCCAH is hosted at 
the University of Northern British Columbia in 
Prince George, BC and is guided by a 15-member 
advisory committee comprised of leading First 
Nations, Inuit and Métis representatives from a 
variety of disciplines.

   Visit Us

We invite you to visit our website: www.nccah.ca 
to access our resources, explore our work, view 
our videos and link to partners and collaborators 
in Aboriginal health. Please contact us at 
nccah@unbc.ca for more information. 

	 About the NCCAH

Closing the Circle
Our e-news  highlights the latest activities of the NCCAH 
as well as information of relevance to Aboriginal health in 
Canada.
 

Sharing Knowledge · Making a Difference:  
NCCAH Activities Update 2010
A report introducing the work of the NCCAH in the 
context of recent developments in Aboriginal health. 
Provides an overview of NCCAH approaches in First 
Nations, Inuit and Métis health, and describes highlights of 
our activities for 2009/2010.

 
NCCAH Brochure 
Provides a brief overview of our program, goals and 
activities.

 
NCCAH Website 
Our ultimate resource for information, news, stories, links, 
videos, slideshows, reports, fact sheets, materials and more.  
Visit us soon! www.nccah.ca

nccah activities update 
2010

NATIONAL  COLLABORATING  CENTRE
FOR ABORIGINAL HEALTH

CENTRE DE COLLABORATION NATIONALE
DE LA SANTÉ AUTOCHTONE

Sharing Knowledge · 
    Making a Difference



sharing knowledge · making a difference
	 partager les connaissances · faire une différence

for more information:
University of Northern British Columbia
3333 University Way, Prince George, BC V2N 4Z9

1 250 960 5250
nccah@unbc.ca
www.nccah.ca IO
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