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Abstract

The health of Canada’s First Nations people is ranked among the lowest in the
country. And while a great deal of attention has been given to the means of improving the
health of the younger members of this cultural group, almost nothing is either known
about, or has been done for, its elderly members.

With funding provided through Health Canada, New Horizons/Partners in Aging,
the elders and Health Centre staff of six rural First Nations communities in Alberta were
introduced to the concept of Active Living. An Action Research methodology was used to
assist each community to develop and implement a physical activity program for volunteer
participants over the age of 50. The aim of these programs was to improve the functional
independence of the seniors allowing them to live more independently, be more fully
involved in the activities of their communities, and to rebuild the traditional role of elders.

Within the three-month time limit of this study, the Health Centre staff of the
participating First Nations communities demonstrated that they were willing and able to
take the necessary steps to get their elderly members more physically active. Initiatives
were culturally appropriate and designed and delivered in the spirit of promoting
community responsibility, autonomy, local control, and the rebuilding of the traditional
role of elders in Aboriginal communities. Although more pressing health issues were
identified as the primary obstacles to a more physically active lifestyle, there is unanimous
agreement that the best solution to the sedentary lifestyle of Aboriginal elders lies in the
restoration of traditional values and practices. Physical activity is acknowledged as having

an important part to play in the healing and control of many of the health problems of

Aboriginal elders.
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CHAPTER 1

Notwithstanding that medical services are now delivered to
Aboriginal people even in the remotest parts of the country
and that some causes of morbidity and mortality have been
brought under control, the gap in health and well-being
between Aboriginal and non-Aboriginal people remains. It
extends from physical ill health to social, emotional and
community ill health (Royal Commission Report on
Aboriginal Peoples, 1996, Vol. 3, p. 201).

Introduction

There is strong and enduring evidence indicating that physical inactivity is a health
issue for all Canadians (Haskel, 1994; McPherson, 1994; O’Brien Cousins, 1998; O’Brien
Cousins & Chogahara, 1996; Pate et al., 1995; Stephens & Craig, 1990). It has also been
established that sedentary older adults will suffer declining health, loss of functional
capacity, dependence, and reduced quality of life (Noble Walker, 1989; O’Brien Cousins,
1998; Segebartt et al., 1988; Sharratt & Sharratt, 1994; Sidney & Shephard, 1976;
Statistics Canada, 1990; Stewart et al., 1993; Wagom et al., 1991). Recent research has
shown that physical inactivity is of equal risk to our health as smoking and obesity and is
associated with deaths resulting from chronic diseases such as heart disease and
hypertension (Canadian Fitness and Lifestyle Research Institute, 1995; McGinnis, 1992;
Wister, 1996).

On the other hand, physical activity is known to protect against heart disease,
some forms of cancer, respiratory conditions, and to offer some degree of control over
numerous chronic health problems such as arthritis, diabetes, and osteoporosis (Blair et
al., 1989; Bouchard et al., 1990 and 1994; Hills, 1993; Martin & Dubbert, 1985;
McCarter, 1996; Pate et al., 1995). A more active lifestyle has also been proven to
enhance quality of life (Canadian Public Health Association, 1996; Health and Welfare
Canada, 1989-90; O’Brien Cousins, 1998; O’Brien & Vertinsky, 1991; US Department of
Health, 1996). Older adults who are physically active report better sleeping patterns,

feelings of more energy, improved appetite, and a reduction in aches and pains (DeVries,



1975; O’Brien Cousins, 1998; O’Brien Cousins & Burgess, 1992). Other studies have
proven that there is also an improvement in mental function when seniors are more active
(Bonner & O’Brien Cousins, 1996; Dustman, Emmerson & Shearer, 1994; Health &
Welfare Canada, 1989; O’Connor, Aenchbacher & Dishman, 1993). Moderate and regular
physical activity may well be considered the “best medicine” for enhancing both quality
and quantity of life (O’Brien Cousins, 1998; O’Brien Cousins & Burgess, 1992). These
are all strong arguments in support of the elderly leading a more active lifestyle.

Shephard’s (1997) research indicates that voluntary activity is most prevalent
among the young, the better-educated, and the more affluent members of society. The
Frisby et al. (1997) study of physical activity levels among low-income women also
indicates that although women, no matter what their economic background, valued and
desired the benefits of participation in a physical activity program. “Low income women
experienced a number of social, financial, health, and personal problems that mitigated
against their involvement” (p. 18). The Government of Canada also acknowledges that
despite superior health services, people’s health and their inclination to be physically active
remains directly related to their economic status, level of income, and degree of disability.
Government health officials openly acknowledge that certain groups within the Canadian
population have a higher probability of poor health than others. These high-risk groups
include the elderly, the unemployed, those on welfare, single mothers, and minority groups
such as natives and immigrants (Health and Welfare Canada, 1986). Wister (1996) agrees,
“In the majority of research findings, lower socioeconomic groups display poorer health
characteristics” (p. 467). Although these low income groups represent the most vulnerable
members of society, they are also the people who stand to gain significant health benefits
from a more physically active lifestyle. What then of Canada’s First Nations people'?

The evidence related to Canada’s First Nations people on all these issues and their

physical activity patterns is notably scant, and what does exist relative to their health in



general is distressing. The Royal Commission Report on Aboriginal Peoples (1996) cites

some alarming facts:

Life expectancy at birth is about seven to eight years less for registered Indians’
than for Canadians generally.... Mortality in all age groups is higher for registered
Indians than for Canadians generailly.... The incidence of life-threatening
degenerative conditions such as cancer, heart, liver and lung disease--previously

uncommon in the Aboriginal3 population-—is rising (Vol. 3, p. 108).

It is well known that our First Nations people suffer from extreme inadequacies in
housing, sanitation, education, employment, and nutrition and that poverty is the norm
(Alberta Health, 1995: Armstrong-Esther, 1994; Bienvenue & Havens, 1986; Frieders,
1994; Health Canada, 1997; Hohn, 1986; National Forum on Health, 1997; Norris, 1994;
Royal Commission on Aboriginal Peoples, 1996; Standing Committee on Health, 1995).
The rates of physical, social, and emotional iliness are higher than for any other group
within Canada and so is the rate of diabetes. (Health Canada, 1997, Ontario Advisory
Council of Senior Citizens, 1993; Royal Commission on Aboriginal Peoples, 1996). All
this is compounded by the stress of their political reality in which they are fighting for
economic, cultural, and spiritual sovereignty.

We know from our history books (Bercuson, 1980; Kidd, 1970; Morton, 1944;
VanKirk, 1980; Wilson, 1980) that the ancestors of today’s First Nations people led a
very physical and active life. Archaeological accounts show that they were skilled hunters
of buffalo and other large game. Hudson’s Bay records tell of their ability as trappers,
guides, navigators, and warriors. They led a hard life and they had to be fit to survive.
More recent accounts of modern day elders® tell of an equally hard, physically demanding
lifestyle (Cruikshank, 1990; Meili, 1991).

Since the end of World War II, health promotion programs and initiatives have
been introduced into First Nations communities with routine frequency, although the



introduction of physical activity programs has never been considered. These government-
funded health initiatives have been largely directed toward the most glaring health issues
such as infant mortality; nutritional issues for the community as a whole, with an empbhasis
on children and young mothers; alcohol and drug abuse problems; and the rising incidence
of diabetes. Health promotion programs specifically for the Native elderly have been sadly
neglected. Why? One would expect that if all other segments of this population group
were suffering from such poor health, exacerbated by sedentary living, that the elderly
would not be immune. Have the elders just been forgotten?

It is true, First Nations people in Canada do not live at the same standards as the
rest of the Canadian population in education, housing, or personal income (Alberta Health,
1995; Keating, 1991; National Forum on Health, 1997; Norris, 1994; Standing Committee
on Health, 1995). This is significant given that these are also some of the key factors that
determine overall health. For the most part, the risks of inadequate income, dependency on
welfare, substandard living conditions, stresses on mental health and well-being, physical
violence, sexual abuse, and substance abuse are what the literature points to as the biggest
threats to the health of Aboriginal peoples, including seniors (National Health Forum,
1997; Royal Commission on Aboriginal Peoples, 1996).

Although these are the health challenges of today’s First Nations peoples, old and
young, most First Nations elders have lived through these challenges and are still
struggling to overcome the long-term effects. And still, physical activity, which has been
proven to have positive health effects at all ages among the white Euro-Canadian
population, has never been raised as an issue or a solution for this segment of the
population.

Data that is available on this population relevant to individual mortality, morbidity,
socio-economic, and psychosocial indicators of health support what is known about the
health of First Nations people. (Alberta Health, 1995; Armstrong-Esther, 1994; Bienvenue
& Havens, 1986; Hohn, 1986; Royal Commission on Aboriginal Peoples, 1996). Most of
these seniors, besides having to face the challenges brought on by poverty and poor
education, have also experienced unhealthy living conditions throughout their lives: poor
diet, inadequate housing, alcohol and/or tobacco abuse, family instability, unemployment,



stigmatized minority status, lack of awareness of, and access to, health services that, even
when they are available, focus exclusively on diagnosis and treatment of disease. O’ Neil
(1993), in his discussion of the future of Aboriginal health in Canada, believes that the
poor health in First Nations communities is a symptom of a much larger ill. “So what is the
iliness?” he asks. “Loss, multiple losses - multigenerational trauma and grief, loss of ways
of life, loss of language, loss of ceremonies and traditions, loss of a land base, loss of
meaningful control over day-to-day life” (p. 12). Within this litany of loss is also the loss
of a strong, confident identity. The need is real, and it is serious. The causes ofill health
among First Nations peoples must be addressed and effective solutions must be developed.
What proportion of their problems can be attributed to sedentary living? Is there a
potential role that a more physically active lifestyle can play in helping to restore health,
identity, and a sense of control? Is the introduction of an active living5 lifestyle a helpful
strategy given the current circumstances? It is noteworthy that, for this segment of the
population, these factors have not been addressed by the research. A study by Winther
(1995) provides some of the only insights into the physical activity, recreation, and sports
issues relevant to the Aboriginal people of Canada. Although this report does not address
seniors’ activities specifically, it does provide insights into the activity patterns and levels
for Aboriginal youngsters and suggests that elders are a source of much needed support.
Its unique perspective has as its primary focus--the “everyday lived experience” of
Aboriginal youth. Still, the above questions related to the role of physical activity and the
health of First Nations seniors goes unaddressed. Yet from the research conducted on
other populations, we know that physical activity has the potential to offer many
significant health benefits. What obstacles are getting in the way of a more active lifestyle
among Aboriginal elders? What motivational factors could be called into play to help them
make the shift to more physical activity? In a survey of First Nations communities in
Ontario conducted by the Ontario advisory Council on Senior Citizens (1993) it was

reported that, of the communities polled, the majority believed:

Their seniors would benefit from more recreational and social activities. Almost 50

per cent of northern First Nations and 65 per cent of southern communities



identified the shortage or complete lack of seniors’ activities as a problem
contributing to a sense of isolation and loneliness... Fewer than SO northern and

southern respondents described their seniors as active (p.81).

These communities believed that more social recreational facilities and services, along with
improved transportation, were the solutions.

What is the best way to help these people? Is there a direction that research could
go that would help to alleviate these health issues? What role can physical activity play? Is
there anything that non-Aboriginal professionals can do? Or must First Nations people be
left to find their own way through this health quagmire? Sarsfield (1988) claims that in
research, as in so many other aspects of First Nations health care, that to realize a
maximum benefit, First Nations communities must be allowed to have control of the
structure and function of the research and services aimed at helping them. However, the
control that First Nations people need and want will be of a degree and in a manner
unfamiliar to the Canadian research establishment. He suggests that if the research is to
produce useful results for First Nations communities then it must first be within their
control. First Nations people themselves have recognized and acknowledged the
importance of their own involvement in solving their own health problems (Alberta Health,
1995; Norris, 1994; Royal Commission on Aboriginal Peoples, 1996).

First Nations people are capable of solving their own problems and more. Hudson

(1980) points to the ways that the white research community could help.

If we had to settle for a single most important need at the community level, it
would undoubtedly be the engagement of suitable people to be human catalysts to
help communities determine present needs and help them to initiate action and

carry it to [sic] through to a successful conclusion (p. 26).



Acclaimed environmentalist, David Suzuki and his co-author, Peter Knudtson (1992)
believe First Nations people have broader answers that could apply to society at large and
that their traditional knowledge and spirituality offer great hope for the resolution of
environmental and social problems for the planet. Hoare and his colleagues (1993) suggest
that “indigenous knowledge can incorporate experience, spirituality and history without
precluding change and adaptation to technology, economics and lifestyle” (p. 48).

As the trend towards an older population among First Nations people grows it is
to be anticipated that the importance of their health issues will also grow. The number of
elders over the age of 65 in First Nations communities has increased steadily from 2.2 per
cent in 1951 to 4.8 per cent by 1981 (Frideres, 1994). For both the general population and
First Nations the number of seniors is growing at three times the rate of the overall growth
rate (Frideres, 1994). With improvements in health facilities for First Nations people and
the reduction in communicable diseases, Frideres (1994) estimates that there will be a
steady increase in the number of First Nations elderly over the age of 65 at the rate of 1.4
per cent per year until the year 2001. Such a steady population increase implies an even
greater demand for health services by a population that already has a high need for
assistance. Frideres (1994) points out that, “While the average Canadian spends 13 years
of their life with a disability--and usually at the end of their life, Native people have
disability for over twice that period, throughout their life. This fact has remained constant
for the past century...” (p. 26). As the population lives longer the number of disabled will
continue to grow. The impact on cost to the Canadian public promises to be staggering if
the present trend continues. Clearly one of the issues that needs to be addressed is: Why
has active living not been utilized as one important approach to improving First Nations
health and to bring balance and harmony back to Native communities?

What is the ethical justification for this sustained suffering when prevention is
possible, well researched, and affordable? Young (1988) insinuates the irony of it all when
he points out that Canadians and their government extol the virtues of “a modern health
care system made available to native communities even in the remotest corners of the
country and at considerable cost” (p. 4) and yet there seems to be no appreciable

improvement in the Native health situation (O’ Neil, 1993; Ontario Advisory Council on



Senior Citizens, 1993; Standing Committee on Health, 1995). Young (1988) goes on to
ask some good questions: “What is the nature of such a system and how has it evolved
over the years? Has the effectiveness, relevance, and acceptability of this system been
evaluated, particularly from the Native perspective? Did the introduction of an urban,
Euro-Canadian mode of health care achieve its avowed objective of attaining better health
for Indians®?” (p. 4)

According to The Royal Commission on Aboriginal Peoples (1996) the Euro-
Canadian model of health, though it may have its place, is not a panacea. “Forging bonds
of community and restoring the capacity of families to care for their members is a work of
spiritual healing that can be accomplished only from the inside and with the help of
relations who are standing on firm ground and who know the terrain that has to be
traversed” (p. 83). The Commission has made numerous recommendations, but
governments have tended not to listen. “We recommend that self-directed community
healing initiatives be affirmed and supported and that the vestiges of colonial domination
and external control that impede community initiative be dismantled immediately” (p. 85).
Native Elders’ say that First Nations healing must be approached as a way of life rather
than as segregated services or remedial activities (see Appendix A). The complexity of the
issue grows when one acknowledges that each First Nations society is different and hence
approaches to their health and healing must differ in order to address unique problems and
environments.

The more we learn about the benefits of active living the more the choice of a
more active lifestyle looms as a reasonable solution to at least some of the problems. The
issue is not a simple one. There are no easy or general solutions. Physical activity offers
one possibility for at least a partial solution that is both congruent and compatible with
First Nations beliefs and practices.

The life view that First Nations people uphold is complicated, but not obtuse. The
First Nations belief is that all elements of life and living are inter-dependent. By extension,
this relates to their health in that well-being will flow from balance and harmony among
the elements of personal and collective life. The circle is used to represent the

inseparability and interconnectedness of the individual, family, community, and world.



When all elements are in harmony and balance then all elements of one’s life are in
harmony. Throughout life the individual strives for balance and harmony not only within
him or herself but also within the physical and social elements of the world of which he or
she is a part. Balance and harmony are essential to growth and life both literally and
figuratively. Imbalance, no matter what the source, is a threat to life. The age-old
conundrum of the chicken and egg adds to the difficulty of finding answers--poor health
puts the organism out of balance but loss of balance also leads to poor health. A more
physically active lifestyle has the potential of bringing many of the elements of the circle
into balance within the individual. Healthy individuals are needed for healthy communities.

Given this “holistic model” approach to life and living, to fully understand the First
Nations health reality it is essential to acknowledge the diversity of elements that combine
to create their reality. It is imperative to give, at the very least, a glimpse of the whole
picture in order to give their health issues their proper contexts. What is the solution for
First Nations health?

The National Health Forum (1997) claims that, “It is a widely held view that
agendas for Aboriginal research are more often driven by outside interests, not by
Aboriginal interests. As a result, initiatives that were supposed to find solutions are
inappropriate and many do more harm to communities than good. Aboriginal peoples
themselves are often not privy to the results and analysis of the research, robbing
communities of the opportunity to learn from, and act on the research” (0. 9).% Action
Research provides an opportunity to right that injustice. Hudson et al. (1980) feels
strongly that people must be able to determine their own priorities, the rate of change that
they want, and the improvements they want to move towards. “Innovative, creative, and
practical problem-solving which builds on cultural, social, and spiritual values can only
come from within the community itself” (p. 25). Castellano (1986) agrees filly, “Ordinary
people are capable of generating the knowledge necessary to guide their actions” (p. 50),
which is one of the basic foundations of Action Research. It must be the guiding principle

as we work with First Nations communities. Native people are ready.
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Focus/Research Questions

Four research questions guided this study: What steps are First Nations rural
communities able to take in order to get their elderly members more physically active?
Who in the community will have the most influence in getting the elderly to be more
physically active? What obstacles prevent the elderly in First Nations communities from

being more physically active? How can these obstacles be overcome?

Purpose
The purpose of this study was to investigate and initiate a community-based

process for improving the physical activity levels of the elderly members of six rural First
Nations communities in Alberta and in so doing, take steps towards improving their
overall health. Because First Nations seniors are a unique population, the approach to
improving their functional independence’ had to respect this uniqueness. It was important
to honour their culture, their values, their language, and their beliefs. With this in mind,
this study was conducted in a way that would ensure that the participating First Nations
communities had control of the processes as a means of ensuring that the program met
their needs. The goal was to facilitate opportunities for older adults to engage, maintain or
increase participation in physical activity in order to improve their health, functional
independence, and well-being while honouring their value of individual and community

balance and harmony.

Study Objectives
There were three main objectives of the study:'° 1) To develop active living pilot

projects for Aboriginal older adults suitable to the needs of each community. 2) To
implement activity programs within each community that would lead to an improvement in
the strength, flexibility, and mobility of the older adults of that community and thus,
ultimately, to a greater functional independence. 3) To conduct pre- and post-study
evaluations of a qualitative, self-report nature. Questionnaires (see Appendix C) addressed
the effectiveness of the activity program to effect changes in feelings of well-being,
vitality, and functional fitness. Further follow-up questionnaires were planned, if the
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community was willing, that would register changes which may have been slower to occur

such as medication use, health care impact, and economic implications.

Theoretical Support
The theoretical basis that underlies this research study is empowerment through

social support. A socially supportive approach was chosen because it lends itself to Action
Research and to working with disenfranchised populations and also because First Nations
people want to be self-determining and have more control over their lives. Social support
and empowerment theory supports all these goals while at the same time having a positive

effect on health.

Methodological Framework

The mechanism of the Action Research methodology was the framework within
which the project was carried out in order to ensure the active involvement of the
community. The action research method was initially considered because of its congruity
with both the theoretical constructs of empowerment and social support and the First
Nation values of non-interference, non-competitiveness, sharing, respect, collective
responsibility, and care for all. Communities had control of their own processes and in this
way their unique needs were addressed and their unique cultural identities were respected.
At the same time the Action Research framework served as a guide in the struggle to keep

separate the role of facilitator, researcher, and participant.

Evaluation

Several evaluative instruments designed by Anita Myers at the University of
Waterloo (see Appendix C) were available to measure improvements in health and
functional fitness, vitality, and well-being as the means of evaluating active living
programs. Two of the five instruments had been newly designed to measure psychosocial
benefits and using them in this study was part of their validation process. The other three
instruments had been previously validated and used very successfully to evaluate quality of

life benefits arising from active living programs among white adult populations.
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Delimitations

This study was one part of a three-pronged study funded by Health Canada’s New
Horizons/Partners in Aging program entitled “Physical Inactivity — A Health Determinant
For Older Canadians”. Three at-risk groups of older adults were targeted: low income
seniors, older Aboriginal adults, and senior residents of long-term care facilities. The
subjects of this study were older Aboriginal adults.

The advice of five First Nations Elders from across Canada was requested in
liaison with Elders Kumik Lodge, Indian and Northern Affairs, Ottawa. A Talking Circle
subsequently took place in Winnipeg in early November of 1996. (see Appendix A)

The pilot project that forms the basis of this study was conducted between January
and March of 1997 and included six rural First Nations communities within Alberta that
were recruited by a Native Elder emissary. Age restrictions for participants were
established by each community and tended to be 50 years of age and older. All activity
programs for the elders of the participating communities were organized and run by

community Health Centre staff.

Partnerships
This study attracted substantial funding from New Horizons/Partners in Aging—-

Health Canada that was in turn coordinated and administered by ALCCOA (The Active
Living Coordinating Centre for Older Adults). This group has since been renamed
ALCOA (The Active Living Coalition of Older Aduits). ALCCOA is a collaborative
national partnership among Canadian organizations with a mutual interest in issues of
health and wellness, physical activity, independent-living environments, and functionally fit
aging. The project funding committed the process to a community-driven, participatory
action study aimed at increasing the physical activity of Aboriginal elders. Such a style of
research has many risks, offering little control over the design and timing of the
interventions. However, project ownership by the community was considered essential in

order for progress in health promotion to be enduring.



CHAPTER TWO

..Personal healith choices matter, ... we can all make a
difference to our future health status by stopping smoking,
reducing alcohol intake, eating properly, exercising
regularly and so on...Medically trained experts are not the
only ones with insights into health and wellness... The final
Judge of our well-being can only be ourselves. In the
Aboriginal view, collective responsibility is also
significant...solving health and social problems must
become the responsibility of Aboriginal people taking
action together, and individual self-care must be matched
by community self-care (Royal Commission on Aboriginal
Peoples, 1996, Vol. 3, 221-222).

Review of Literature

Aboriginal Health - A Historical Perspective

Renowned historians (Dickason, 1992; Innis, 1956; Kelly, 1913; Morton, 1939;
Spry, 1963; Wilson, 1980) have provided historical accounts of native life at the time of
first European contact and through the early fur trade days and settlement of Canada.
Ethnographer Cruikshank (1990) has taken us into the personal lives of individual natives
giving us an insider’s perspective on the daily life of Native people. Another ethnologist,
Jenness (1963) has provided a broader view of tribes and linguistic differences as well as
the political, social, cultural and economic characteristics of Canada’s First Nation
peoples. Former Assistant Crown Attorney for the District of Kenora, Ontario, Rupert
Ross (1992, 1996) provides insights related to the traditional values, beliefs and practices
of native societies especially as they are affected by today’s legal system with suggestions
and insights into how the relationship between white and native could be healed.
Contemporary scientists and environmentalists Knudtson & Suzuki (1992) praise the
wisdom of the Native global environmental ethic and hold the native stewardship model up
as one worthy of our serious consideration and possible adoption. Respected sociologists
(Frideres, 1994; John, 1991; Keating, 1991) provide a larger perspective when they write
about native elderly in relation to the Canadian senior population as a whole.

Anthropologist Margaret Mead (1937), describes the differences between aboriginal
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peoples of different countries and adds to our understanding of the differences that exist
socially and culturally between peoples such as the North American Indian and Europeans.
Statistician Nault (1993) provides demographic data on Canada’s Aboriginal peoples.
Physical educator Winther (1995) and exercise gerontologists (O’Brien Cousins &
Chogohara, 1996) are adding to our information about the potential of active living to
promote health to Canada’s Aboriginal people. Winther (1995) has studied the
recreational activity and sports issues relevant to Native people with a primary focus on
the young. O’Brien Cousins and Chogohara (1996) are the first to explore the social and
cultural barriers to physical activity and sport on the functional independence and health of
all Canadian elders.

Health Care specialists (Armstrong-Esther, 1994; Lefkowitz & Underwood, 1991)
have done studies on specific health issues relevant to Canada’s first Nations people such
as access to, use of, and need for health services among Native populations. Although
these studies have not specified the elderly, we know that issues for young and mobile
Natives are compounded for the elderly Native primarily due to greater physical and
linguistic isolation among the elderly. Natives themselves, Steltenkamp (1993) for
example, have written about their traditions and healing practices as a means of ensuring
that the ‘old ways’ are not lost. Native journalist Meili ( 1991) has written about specific
groups of Natives providing a more in-depth look at the personal lives of individual Native
elders. Meili’s work acts as the conduit for Native elders, helping them find their voice in
order to tell their personal stories. Native teachers such as Medicine Eagle (1991) convey
Native traditions, rituals, and ceremonies through the medium of personal journeys and
stories.

While the body of literature by and about North American Aboriginal people is
growing, health, lifestyle, and historical literature specifically about Aboriginal elderly is
sparse and difficult to locate. This is true of both Canada and the United States
(Armstrong-Esther et al., 1994; Bienvenue, 1986; Block, 1979; Cuellar, 1990; Cuellar et
al., 1982; MacDonell, 1994; O’Brien Cousins & Chogahara, 1996; Schweitzer, 1983).

Perhaps this is the case because Aboriginal people as a minority group represent one of the



smallest, albeit least healthy, segments of both the Canadian and the American

populations.

The Health Reality of Canada’s First Nations Elderly

Over the past 100 years the story of the North American Aboriginal people has
been told by a variety of writers and researchers. A historical perspective helps to build
understanding for how the Euro-Canadian majority have influenced our present day view
of Canada’s First Nations people and also sheds some light on how and why the health of
our First Nations people has deteriorated to its present level.

In Canada the total number of Registered Indians represents approximately two
percent of the total Canadian population (Nault, 1993). The Native elderly represent just
five percent of this total (Norris, 1995) compared to 12 percent of seniors in the non-
Aboriginal population over the age of 65 (Frideres, 1994). The small number of surviving
older Aboriginals is one indication of the mortal magnitude of their problems.

Block (1979) reports on the American Native as being,

The most [economically] deprived group of individuals in the United States [and]
with advancing age all of the problems they have had to face since birth are
intensified. Their needs have largely been ignored because they represent a

statistically insignificant minority (p. 184).

Cuellar et al. (1982) has noted this trend among the elderly populations in all minority
groups in the United States. His review of the literature on minority aging between 1950
and 1980 revealed very few references to the minority elderly, and references to the
American Native elderly were the least represented. The Cuellar report indicates that the
first major reference to the American Native elderly did not appear until 1976 with the
“Final Report on the First Indian Conference on Aging” (p. 23). It was not until 1978 that
their health issues were reported on and not until 1980 that the White House determined

that the situation was serious enough to warrant government involvement. A similar
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paucity of research (MacDonell, 1994; O’Brien Cousins & Chogohara, 1996: Young D,
1988), apathy in the research community (Bienvenue, 1986; National Forum on Health,
1997; Schweitzer, 1983), and inappropriate allocation of government funding (Alberta
Health, 1995; Angus, 1991; Royal Commission, 1996) also applies to the Canadian Native
situation.

Peter Sarsfield (1988) in his study of health issues among the Aboriginal people of
northern Canada says, ““Although the community-based pressure to produce “applied”
research is increasing, the responsiveness of researchers and funding agencies to locally
defined priorities still lags far behind” (p. 123). O’Brien Cousins and Chogohara (1996), in
their study of North American minority groups, suggest that regardless of “the general
social apathy for understanding the health problems of Native peoples” (p.10), the reason
why more research has not been done on this obviously disadvantaged group of Native
elderly is that less than five percent reach the age of 65. The National Forum on Health
(1997) acknowledges that, “reliable, comprehensive information regarding all Aboriginal
groups in Canada is nonexistent, and what information is available cannot be trusted”
(p.9). Furthermore, it also acknowledges that agendas for Aboriginal research are more
often than not driven by outside interests and not by the stated interests of the Aboriginal
people themselves. Health Canada, Medical Services Branch, which maintains the health
data for Canada’s Registered Indians, advises that the completeness and quality of the
information on Canada’s Aboriginal peoples is questionable and the data should be
interpreted with caution (National Forum on Health, 1997, p. 9). The lack of any
appreciable research to date on Aboriginal seniors means that there is a serious lack of
knowledge about their situation. As a group they are the most at risk of poor health and
most disadvantaged among both Canada’s urban and rural elderly (Keating, 1991; Kramer,
1991).

The massive social and cultural changes that have taken place since Europeans first
made contact with Canada’s Aboriginal people has had an extraordinary impact on the
health of the nation’s First People. Substandard living conditions and poor health have
forced a shift away from a subsistence economy where Aboriginal peoples were once self-

sufficient, to a cash-based economy that has increased dependence on government
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imposed programs and financial handouts (Frideres, 1994: National Forum on Health,
1997; Norris, 1994). Sedentary living now adds the burden of avoidable illness and
premature death (Hudson et al., 1980; McPherson, 1994; Young, 1988). O’Neil (1993) is
clear that the illness-focused care system has remained largely unresponsive to changes in
the pattern of health problems reflecting chronic illness and social problems in Aboriginal
communities. He holds that health issues_ reflect the broader social, economic, political and
cultural conditions of Aboriginal life which cannot be addressed effectively as a single
circumscribed and specialized area of interest. “...One cannot simply collect data on health
status and medical care and then discuss their meaning and implication in isolation from
their milieu” (Young, T., 1988, p. 4). Health problems are clearly a reflection of the
economic and social conditions of life and they require culturally relevant, holistic and
community-based solutions (Alberta Health, 1995; Norris, 1994; O’Neil et al., 1993
Young, T., 1988).

Since the time of first contact with European cultures Canada’s Aboriginal people
have been subjected to successive epidemics of infectious disease, chronic disease, and
social and mental disorders (O’Neil et al, 1993; Waldram et al., 1995). Jackson and his
associates (1982) believe that the situation of Canada’s Aboriginal people, though not
directly comparable, parallels the oppressed classes of Third World countries. Other
reports of the conditions of daily living for Native elderly in rural areas show that Native
populations are seriously disadvantaged in terms of education, housing and health care
services--all key factors which determine overall health (Alberta Health, 1995; Bienvenue
and Havens, 1986; Hohn, 1986; Keating, 1991; National Forum on Health, 1997; Young,
1988).

Social conditions are no better. Sarsfield’s (1988) report on northern Natives
describes people living in cold, crowded, poorly-built housing often without proper
provision of sewage and garbage disposal. Young (1988) says that the state of Native
health in this country has “led to charges of ‘national disgrace’ and even ‘cultural
genocide’ by some Native spokesmen and their supporters” (p- 4). The Royal Commission
Report on Aboriginal Peoples (1996) takes a more optimistic stance, “To the extent that
Aboriginal people have shared in Canada’s ... standard of living, their health has improved
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as well. To the extent that they have continued to experience lower incomes, inferior
housing conditions, and more contaminated water, they continue to suffer from infectious
diseases in like measure” (Vol. 3, p. 137).

In order to understand the incredibly complex picture related to Aboriginal health
it is necessary to understand that there is a huge diversity in cultural history, social
organization, ecological adaptation, and genetic characteristics among Canadian
Aboriginal people, all of which influence and affect health status (Young, 1988). For these
reasons, generalized solutions to problems will not apply. On the other hand, there are
many aspects of the Aboriginal peoples’ encounters with the Euro-Canadian health-care
system that all of Canada’s First Nation people share: restricted access to health services,
cultural ignorance, limits to the services in their communities, and culturally inappropriate
programming (Driedger & Chappell, 1987; Hohn, 1986; Keating, 1991; Standing
Committee on Health, 1995).

The national scope of the Aboriginal health problem is so immense and complex
that it will be more easily understood if it is first viewed as having several broad
dimensions: reserve'! vs. non-reserve status; urban vs. rural; registered (federally
recognized) vs. non-registered; Indian vs. Métis'%; and the lack of recognition of the
immense variation in cultures between one Band"® and another (Schwitzer, 1983).

At the community level the further complexity of these issues is revealed. Health
issues are evident in the degree of isolation, size of communities, nature of economic
activity (if any truly exists), quality of leadership, vitality of the culture, cohesiveness of
the community, existence of resources, complexity of social problems, and intensities of
divisions within the community (Armstrong-Esther et al., 1994; Frideres, 1994; Hudson et
al., 1980).

Narrowing the focus one more step exposes the reality of families--the most
enduring source of esteem for Native seniors (Armstrong-Esther et al., 1994; Guemple,
1983; Hohn, 1986; Schweitzer, 1983). Increased mobility and migration and a greater
reliance on technology by younger family members has resulted in a weakening of kinship

and friendship ties and a loss of status for seniors with a resultant impact on their health
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(Guemple, 1983; Hohn, 1986; MacDonell, 1994; Schweitzer, 1983). The gap between
generations is growing.

At the center of the Aboriginal health dilemma is the individual and the personal
determinants of health. Proponents of health promotion (Frank & Mustard, 1995; Rissel,
1994) point out that the overall determinant of personal health is empowerment--the sense
that we have choice in our lives. Education, access to resources, mental health, self-worth,
and a sense of belonging are specific elements that impact on empowerment and
collaterally on personal health (Cuellar, 1990; Frideres, 1994; Royal Commission, Vol. 3,
1996).

The Royal Commission on Aboriginal Peoples (1996) reports that the life
expectancy of the Canadian Registered Indian rose between four and five years between
1976 and 1986. The life expectancy for Inuit'* in the Northwest Territories actually more
than doubled between 1940 and 1980. The Report claims that there have been smaller
gains since 1978 and that there are some who maintain that ground has been lost (p. 140).
Today the birth rate of Registered Indians is more than double that of the non-Native
Canadian population and the growth rate is triple the national average (Indian and
Northern Affairs Canada, 1995). It is estimated that the population of Registered Indians
is on average ten years younger than the general Canadian population and that the life
expectancy o< Treaty Indians is approximately ten years less than for Canadians in general
(Alberta Health, 1995; Driedger & Chappell, 1987; Frideres, 1994; Indian and Northern
Affairs, Canada, 1993; National Health Forum, 1997; O’Neil, et al., 1993). Indian and
Northern Affairs (1995) data indicate that in 1991 an Aboriginal male could expect to live
to 66 years compared to 74 years for other Canadian men. Registered Indian women could
expect to live to 73 compared to 81 for their non-Aboriginal counterparts. The Royal
Commission Report (1996) says that the greatest discrepancies occur among the young.
By age 30 the difference in life expectancy relative to non-Aboriginal Canadians has been
halved; by age 60 it has declined by half again (p. 120). On the positive side, Natives that
survive to 80 years have a greater additional life expectancy than the national population

(Hohn, 1986).
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In the 1970s only one third of American Aboriginal people reached the age of 65
(Schweitzer, 1983). Reasons cited then included high infant mortality, lack of decent
housing, inadequate nutrition, environmental conditions, and isolation. Other American
and Canadian studies during the same period cited similar findings (Cuellar et al., 1982;
Guemple, 1983; Hudson et al., 1980; O’Neil, 1981). In 1983 many of the same problems
were still being cited (Driedger and Chappell, 1987; Hohn, 1986; Keating, 1991;
McDaniel, 1986; Schweitzer, 1983; Young D., 1988; Young T, 1988), and today those
same conditions still exist (Alberta Health, 1995 ; Health Canada, 1997, Standing
Committee on Health, 1995).

The Royal Commission Report on Aboriginal Peoples (1996) recognizes that

chronic conditions that are sometimes referred to as ‘diseases of modernization’ or

‘diseases of acculturation’ are a result of lifestyles typical of industrial nations--reduced
physical activity, diets overloaded with fat and sugar, high levels of stress, and exposure to
a wide variety of air and water pollutants. These risk factors set the stage for a wide range
of diseases such as cancer, heart disease, obesity, and diabetes. Cardiovascular disease and
cancer, which are the leading killers of Canadians generally, were once found at lower
rates in the Aboriginal population. They are on the rise now among Natives and are
becoming significant causes of death (National Forum on Health, 1997; Royal
Commission, 1996; Young, 1988).

By 1982 Canadian Natives were already close to national rates for coronary heart
disease and stroke (Young, 1988). Metabolic disorders (particularly diabetes), respiratory,
and digestive disorders are also significant factors in Aboriginal illness and death (Alberta
Health, 1995; Indian and Northern Affairs Canada, 1995; National Health Forum, 1997;
Royal Commission on Aboriginal Peoples, 1996; Waldram et al., 1995). In their study of
the health of Native women, McBride and Bobet (1990) determined that Aboriginal
women were slightly less likely than other Canadian women to die of cancer. They then
showed that Native women were far more likely to die from infectious diseases,
respiratory problems, or accidents and violence. They are also slightly more likely than

Canadian women to die from diseases of the cardio-respiratory system.



In the last decade diabetes mellitus has been recognized as the prevalent disease
among Aboriginal communities across North America (Royal Commission on Aboriginal
Peoples, 1996). The rate of diabetes among Abonginal Canadians is two-to-three times
higher than the national average, though rates vary from region to region and among
different Aboriginal groups (National Health Forum, 1997; Waldram, et al., 1995).
Evidence suggests that the onset of this disease in this population occurs at a younger age,
1s more intensive, and its complications more severe (National Health Forum, 1997). As
the data from the Aboriginal People’s Survey conducted in 1991 demonstrates, not only
do more First Nations people suffer from one or more complications such as high blood
pressure, heart disease, and vision problems but the onset of these complications affects
First Nations people at an earlier age (National Health Forum, 1997; Waldram, et al,
1995).

The main risk factors for diabetes are obesity, poor eating habits, and physical
inactivity (National Health Forum, 1997; Royal Commission, 1996; Waldram, et al.,
1995). These factors are prevalent in Canadian Aboriginal populations primarily due to the
lifestyle transition that has been imposed on them (National Health Forum, 1997). A
traditional subsistence lifestyle at one time kept them healthy, physically active, and eating
natural, high quality foods. That traditional lifestyle has been abandoned for a minimum
standard of living maintained through government sponsored social assistance, confined to
a relatively small area of low quality land, and fed on commercial food (Angus, 1991;
Sarsfield, 1988; Young, 1988).

Bienvenue (1986) and Keating ( 1991) see the Native health situation as a political
issue. Bienvenue says, “The institutionalization of a reservation system has encouraged
and perpetuated a state of economic and political underdevelopment” (p. 242). Keating
says, “Since the 1920s Indians have been forcefully excluded from the economic life of
western Canada. This exclusion has had far reaching consequences for subsequent
generations of Native peoples” (p. 2). Hudson, et al (1980) sees health issues for northern
Aboriginal people stemming from large-scale resource development by multi-national
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corporations that have undue influence over politicians. Guemple (1983) speaks to the

plight of the Natives of the north,

Old traditions are on the verge of extinction across the Arctic as conversion to
Christianity and the transition to modern living conditions have gradually replaced
the Aboriginal customs and beliefs. Moderm-day old people of the north live in
prefab homes, draw old age and disability pensions, take their sustenance from the
shelf at the store, and receive their medical care from the local nursing station or
hospital. These benefits have done much to make old age comfortable materially;
and old men and women alike are quick to express their gratitude for these
amenities. That the cosmological explanations we offer serve them as well in death
as the material comforts we lavish on them in life is a little more difficult to assert

with confidence (p. 28).

Theoretical Framework

Social Support: The theoretical foundation of this study is drawn from Minkler’s
(1992) case study of a group of urban elderly poor in the United States. In Minkler’s study
a community organization-based process was implemented to help empower elderly
citizens to take control of the factors that were having a negative impact on their health.
The theory underpinning Minkler’s study was that of empowerment through social
support within community organization practice. Minkler demonstrated that social support
could increase feelings of self-determination and control within elderly individuals and in
turn had a positive health benefit for those individuals. Minkler also demonstrated that
effective community organization could have another positive effect, community
empowerment, resulting in increased community competence. Minkler credited this

competence with improving the overall health of the community by enabling the
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community to deal effectively with the factors that had originally contributed to the health
and social problems of their community.

Though the health of Canada’s First Nations elderly is more critical in many ways
than the poorest white urban populations (Angus, 1991; Block, 1979; Keating, 1991;
Sarsfield, 1988; Young, T., 1988), I could see important parallels and possibilities for
improving the health of my study population by adapting Minkler’s design. Uniike
Minkler’s study, however, this study does not address the impact of social support on
Community Organization, although it is recognized that Community Organization is an
important element in empowering communities. Given the limited timeframe of this study,
the need was for simplification as much as possible. The focus then, of this study, was to
catalyze social support within each community through the Health Centres with the goal
of empowering the elderly members of rural First Nations communities to lead more
physically active lives.

Research into the areas of exercise adoption, although conducted primarily on
white populations, indicates that social support is an important adherence factor to
participants’ younger than 70 years of age (Bouchard et al., 1990; Bouchard et al., 1994;
Dishman, 1994, 1994a, 1994b; Hills, 1993: King, 1994; Martin & Dubbert, 1985; Sallis,
1990; Sallis & Haskell, 1986; Sallis & Hovell, 1990; Wankel, 1985; Wankel, 1988;
Wankel, 1993). These populations have identified social support as playing a significant
role in their adoption of, and ongoing participation in, exercise and activity programs.
Shephard (1997) and O’Brien Cousins (1990, 1995, and 1998) have also reported that
social support is an important factor that increases the likelihood that seniors will be more
interested and willing to participate in exercise and activity programs. Nelson’s (1995)
research supports the same findings for older adults relative to the relationship between
social support, mortality, and morbidity showing that there is “an association between the
increased risk of illness or death and poor social support in adults over 55” (p.1). In
addition, a large volume of research into social support from the medical, psychological,
and health perspectives and from the sociological perspective yields an equally compelling
agreement that social participation can and does affect the body’s defense system and
decrease susceptibility to illness (Berkman & Syme, 1979; Cassel, 1976; Cobb, 1979;
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Cohen, 1988; Cohn & Syme, 1985; Minkler, 1992: Pilisuk, 1982; Rosenthal, 1987; Syme,
1974; Thomas et al., 1985; Turkat, 1980:).

A review of the literature related to social support clearly points out two important
and critical aspects of the research and knowledge relevant to social support. First, there is
no clear, concise definition of “social support” (Cobb, 1979; Cohen, 1988: Cohen &
Syme, 1985; Corin, 1987; Gottlieb, 1981; Kahn, 1979; Minkler, 1985, 1985, 1992;
Shumaker & Hill, 1991). This fact is widely agreed upon despite the fact that there is a
whole branch of research (social epidemiology) devoted to the study of ways in which a
person’s position in the social structure influences the likelihood that he or she will
develop disease. Second, the ways in which social support works to influence health status
are still unclear (Cobb, 1979; Cohen, 1988; Gottlieb, 1981; Minkler, 1992; Shumaker &
Hill, 1991; Yardley, 1982), although it is unanimously agreed that the concept of social
support is becoming increasingly important in the fields of health and social service
research and practice.

Chogahara et al. (1998) reviewed the research related to the positive and negative
influences of social support on physical activity for aging adults and determined that while
research in social science areas like gerontology and health psychology have pointed to
negative social influences in these disciplines (social hindrance, social rejection and social
inhibition, to name a few), “there has been a striking absence of research examining
negative social influences on physical activity in older adults” (p. 11). An equal paucity of
research exists in regard to the negative aspects of social relationships in physical activity
settings. On the other hand, social support has been recognized as having a positive
influence on “adherence to exercise classes, intention to be physically activé, self-efficacy
for physical activity, and perceived behavioural control in physical activity settings”
(Chogahara, p. 3). Research into social support has shown that it can have a positive
influence on health as it influences behaviour and as it affects biological responses that
influence disease, but more research is needed as it relates to its negative influences.

Many of the early definitions of social support are still the basis of current
definitions. Kahn (1979) defined social support as “interpersonal transactions that include

one or more of the following: the expression of positive affect of one person toward
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another; the affirmation or endorsement of another person’s behaviors, perceptions or
expressed views; the giving of symbolic or material aid to another” (p-85). Cobb (1979)
distinguished between four kinds of support, the first and most important being social
support, the others being instrumental support (counselling), active support (mothering)
and material support (goods and services). Cobb elaborated on social support as having
three components: emotional support, esteem support, and network support. Emotional
support conveys that a person is cared for and loved. Esteem support is a public
proclamation that a person is valued. Network support lets a person know they have a
place in a network of communication and mutual obligation that is common and shared.
Such a broad definition is relevant to First Nations people in that it speaks to their core
values (see Mercredi, 1994). Cobb’s ( 1979) bias towards social support is evident when
he suggests that there is no denying the positive health affects of social support even
though the concept and process of social support are somewhat vague and generalized. In
Cobb’s opinion social support is fundamental to health.

Yardley (1982) suggests that the term social network is key to understanding the
definition of social support. He refers to the two terms as complementary concepts.
“Social networks may be viewed as the medium whereby social support is given or
received” (p. 55). Turkat (1980) also emphasized social networks as being essential to
understanding social support. He explained that social networks could consist of such
groups as immediate family, friends, neighbours, colleagues, or any number of other
associations or affiliations. Schoenbach and his colleagues (1986) also defined social
support as the availability of a social network. They proposed that social networks were
protective even without regard to the quality of the social support provided. Gottlieb
(1981) on the other hand is more critical of such definitions. “One need not be a clinician
to recognize that family members and friends do not always merit the appellation “support
system”, and the fact that this sort of labeling is widespread in the literature reveals
something about the romanticism or myopia that has seeped into the research on the topic
of social support” (p. 30). Gottlieb suggests something different, an approach that
addresses what he considers to be the three aspects of “natural support systems” -- mutual

help groups, neighbourhood-based helping arrangements, and social networks.



Berkman and Syme (1979) acknowledge the success of social support as defined
as social ties and relationships. Social support affects the determination of health status for
a wide variety of sectors of the population including people living in situations
characterized by social disorganization, those undergoing rapid social and cultural
changes, and those in poverty--all conditions that are relevant to Canada’s First Nations
people. The Berkman and Syme study is unique in that it was one of the first longitudinal,
social support studies. It followed subjects over an extended period of nine years. In that
time they reported on the impact of a range of social ties and networks that were directly
examined in relation to mortality from all causes.

In terms of social support and its relationship to physical activity, 0’Brien Cousins
(1998) summarizes the literature. She concludes that social support is best understood as a
powerful multidimensional construct. Social support in this context can best be
understood as describing the prominent relationship between the social environment and
optimal health that is based on verbal cues from friends, family, and others, and that results
in a social efficacy to exercise (p. 184).

That there is no clear understanding of the mechanisms by which social support
works to influence health status has led to the formulation of a number of hypotheses that
might fill this gap. One of the most commonly put forward is referred to as buffering
(Cassell, 1976; Cohen, 1988; Cohen & Syme, 1985; Minkler, 1992; Nelson, 1995). As
Cohen & Syme (1985) explain it, buffering mediates during stress and “short circuits” the
illness response. Social support as a buffer or cushion is considered especially effective in
stressful situations. “Although it is unlikely that physical activity programs produce the
types of stressors indicated in the medical social support literature, the concept of stress
can be applied to the physical activity situation” (Yardley, 1982, p- 60). Examples where
such stress might appear would be in adults just beginning an exercise program who have
never exercised before, or those who may be significantly overweight and joining an
exercise program for the first time. The role of social support here might well reduce
stress as well as provide some basic social needs and increase enjoyment in physical
activity. Minkler (1992) points out that “this hypothesis has particular relevance for the
elderly who are at high risk for both illness and high stress events” (p. 305). A weakness
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of this model is that it often does not adequately isolate social support as the only factor at
work (Cohen, 1988; Yardley, 1982). Other effects that may also be in play for instance
might include social competence or self-esteem.

In a somewhat similar vein, Kahn (1976) has suggested that social support fills a
need for affiliation. Shephard (1997) and O’Brien Cousins (1998) agree, especially as it
relates to the elderly. Shephard (1997), who has studied Master level athletes, reports that
“almost all Masters competitors (95% of women and 93% of men) regard the opportunity
to socialize with people who have similar interests as the main motivation for participation
in Masters contests” (p. 196). O’Brien Cousins (1 998) points out that “affiliative factors
have been emphasized as important personal incentives to be physically active for women”
(p. 184).

Nelson (1995) supports the buffering hypothesis and adds to it the generic or
main-effects mechanism behind social support. He describes how the generic model
works: “social support influences general health through behavioral patterns or biological
responses” (p. 6). He offers smoking, drinking, exercising, and dieting as examples.
Applied in real terms, social support could influence you to stop smoking or encourage
you to exercise regularly. In both cases there would be a direct physiological benefit. The
same social support might produce a negative benefit if the support was for continuing
smoking or continuing to be sedentary.

Kahn (1979) introduced the concept of convoy to explain the mechanism of social
support. A “convoy” in social support terms is a set of significant people that surround us
and to whom we are related by the giving or receiving of social support. An individual’s
convoy may be very dynamic and at the same time also have constant individual members
within it. Kahn explains, “an individual’s convoy at any point in time thus consists of the
set of persons on whom he or she relies for support and those who rely on him or her for
support” (p. 84). Rosenthal (1987) supports this convoy hypothesis and suggests that it is
the convoy that determines the adequacy of social support, which in turn determines the
individual’s level of well-being.

One of the strongest hypothesis put forward to explain how social support works

is the role of perception - the perception of feeling supported (Schwarzer & Leppin,
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1989). Chappell (1998) agrees that it is all in the way a person defines support. O’Brien
Cousins (1995) studied the perceived sources of social support for late life exercise among
a group of over 300 women all over the age of 70. She concluded that social support was
“indeed a significant force in assisting individuals to initiate activity, to adhere to activity
once started and to increase enjoyment of the activity experience” (p. 280).

Still other researchers suggest that social support plays only an indirect role and
that social support is always mediated by other variables like self-esteem, motivation, or
level of social competence (Cohen, 1988: Nelson, 1995; Yardley, 1982). Yardley (1982)
points out that “self-esteem, social competence, and goal attainment have all been found
to be important variables when considering intrinsic motivation and adherence to physical
activity” (p. 59).

In summary, a great deal of effort has gone into trying to explain how social
support works. Whether it actually has a positive effect all on its own or whether it
decreases the effects of negative responses is not yet clearly understood. Why has there
been such interest in a concept that seems to be so elusive? House and Kahn (1985) offer

a good explanation,

Like the related concept of stress, social support has attracted researchers and
stimulated research across the biomedical, behavioral, and social sciences because
of its integrative promise and intuitive appeal. It suggests an underlying common
element in seemingly diverse phenomena and it captures something that all of us
have experienced. The term connotes enough that it has proved [sic] fruitful even

in the absence of denotation (p. 84).

Back in 1976 when serious academic interest in social support was in its infancy,
Sheldon Cobb addressed the Society of Psychosomatic Medicine on the benefit of social
support. As quoted in Pilisuk (1982), it makes the clear case for the role of social support
for this present study.
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...What is new is the assembling of hard evidence that adequate social support can
protect people in crises from a wide variety of pathological states: from low birth
weight to death, from arthritis through tuberculosis to depression, alcoholism, and
other psychiatric illness. Furthermore, social support can reduce the amount of
medication required and accelerate recovery and facilitate compliance with

prescribed medical regimens (p. 20).

This study then, is based on the broad understanding that social support is
empowering and that it leads to a positive affect on the health of the elderly, and the
presumption that this will be true for the elderly members of First Nations communities.
The vehicle for this support will be a physical activity program specifically designed for
this seniors group. The reascns for adopting a social approach to the activity program are
four fold. First, the cited research predicts that a social approach would have the greatest
effect. Second, a social approach would perhaps draw the elderly out of their isolation,
especially in the winter months when this isolation is further exaggerated. Third, it was
hoped that a social approach would bring the elderly back into an increased involvement in
their communities. Fourth, a social approach was the most cost-effective way of running
the program. Bringing elders together as a group rather than going to individual homes to

work with each elder separately was the most efficient use of time and personnel.

Empowerment: Empowerment is defined in the Canadian Oxford Dictionary
(1998): to be “provided with the means, opportunity, etc. necessary for independence,
self-assertion, etc.” (p. 458). Wallerstein & Bernstein (1988), in their look at Freire’s
empowerment education ideas as applied to health education, make a sound case for
powerlessness as a leading cause of disease and for empowerment as a critical factor for
good health. They define empowerment as “a social action process that promotes

participation of people, organizations, and communities in gaining control over their lives
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in their community and the larger society” (p. 380). They are clear however in making the
distinction between the gaining of power in order to dominate others versus the gaining of
power in order to act with others to effect change. Empowerment theory, they claim, deals
with the latter. The concept of empowerment is further clarified by understanding what the
absence of power leads to—alienation, victim-blaming, learned helplessness, and/or
powerlessness — all good descriptors of Canada’s First Nations people.

Minkler (1992) defines empowerment by emphasizing its Latin roots in “power”
and “freedom”. With this focus the definition then becomes, the process by which
individuals and communities are enabled to take power (the ability to predict, control, and
participate in one’s environment) and act effectively in changing their lives and their
environment (p. 303). Wallerstein (1992) conducted a review of the literature and
determined that there was a predominant influence of the social and political science
perspectives on the definition of empowerment. In social and political science the
definitions emphasize the community and economic characteristics of empowerment where
victim-blaming and learned helplessness predominate. Within the community the individual
is seen as having lost control and connectedness to the greater social system.

In the public health field, empowerment is seen much more in individualistic terms.
Empowerment in this milieu is a multi-level construct that involves people gaining and
assuming control and mastery over their lives. Wallerstein (1992) laments that in a public
health sense, “the health outcomes of powerlessness and empowerment are often
unrecognized, despite the considerable research which documents the role of
powerlessness in disease acquisition, and conversely, of empowerment in health
promotion” (p. 197).

Braithwaite & Lythcott (1989) in their study of empowerment as a strategy for

helping minority groups take control of their environment wrote,

Poverty and powerlessness create circumstances in people’s lives that predispose
them to the highest indexes of social dysfunction, the highest indexes of morbidity

and mortality, the lowest access to primary care, and little or no access to primary
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preventive programs. Poverty of the spirit and of resources remains the antecedent

nisk factor of preventable disease (p. 282).

They go on to suggest and recommend that community empowerment and individual self-
reliance be considered the primary paths to health for communities that are economically
disadvantaged and immersed in poverty.

McKnight (1985) says, “there is no effective treatment that can be administered to
the powerless. They are peculiarly immune to the injections, ministrations, and education
we bestow on them” (p. 37). He goes on to describe the devastation that results when well
meaning people try to “help” the powerless. “This has resulted in a dismal array of
abandoned programs, palliative remnants, and “burned out” health workers” (p- 37). This
has certainly been true for many First Nations communities in Canada. McKnight (1985)
points to the irony of well meaning but misplaced support--communities that receive more
medical services than income. Powerlessness is literally sickening.

McKnight proposes that four basic empowering principles should be adopted by
health professionals and policy makers. First, that all increases in health expenditures to
the poor meet the “burden of proof”. That is to say, that medical practitioners and
government agencies advocating new therapies or programs be required to demonstrate
that the cost of such a therapy/program will be more healthful than applying the same
monies to individual incomes, community organizations or alternative preventative
treatments. Second, that all health interventions be tested for their ability to “strengthen
local authority and legitimize the competence of the community” (p. 37). Third, that any
non-medical tools and/or techniques that claim to impact health be evaluated for their
capacity to further empower the community. Fourth, that health is understood as a
condition rather than an intervention. As McKnight says, “many of our current public
health tools and the structures for their use are not only ineffective--they are fast becoming
part of the cause of the very malady they seek to cure” (p. 37).

The plight of Canada’s First Nations people is as serious as any third world
country or American minority. Much of the “support” offered by the Federal government
for the past 130 years has only served to weaken and diminish these once healthy and



resourceful people all the more. The resulting health costs are staggering. First Nations
people themselves are ready for change. They are ready to heal physically, mentally,
spiritually, and emotionally. They are ready to take back responsibility for themselves and
the land that supports them. What lies ahead is not an easy path but the process of
empowerment has already begun. Canada’s First Nations people are ready to learn and to
gather the tools that will be needed to move them forward on the path of healing.
Empowerment in the context of this study will refer to empowerment that leads to
self-esteem and self-efficacy, the necessary first steps. Future work with First Nations
communities could expand the scope of this study to include a broader process of

empowerment that would include community organization and community connectedness.

Heaith Promotion Strategy -- Action Research

The term Action Research originates with an American social scientist Kurt Lewin,
who, in 1946 was doing research in the area of inter-group relations. He coined the term
action research to describe a social practice he characterized as “research for social
management or social engineering” (Lewin, 1946, 35). The need for this new research
method stemmed, in part, from the frustration of his fellow researchers who were trying to
improve group relations but having difficulty formulating a clear sense of what could be
done to bring about change. According to Lewin, it was evident that there were no clear
“criteria for evaluating the relation between effort and achievement” (p-35). Lewin
proposed a new approach which he called Action Research. Today the term is often used
synonymously with the terms Participatory Research and Participatory Action Research
(Fals-Borda, 1991; Gaventa, 1991; Maguire, 1987; Mayer, 1990; Park, 1993). Tandon
(1988) has suggested that Participatory Research evolved in response to the “cult of
expertise” (p.9) that emerged following the Second World War, based on the growing
awareness that the production and dissemination of knowledge and the ability to tap it and
use it, were defining characteristics of those in power. The term “participatory research”
however, does not appear in the literature until the 1970s (Pyrch, 1988). Ryan and
Robinson (1990) suggest that it was McTaggart of Australia (1988) who was the first to
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coin the hybrid term “participatory action research” in 1989 (p- 59). Gauthier (1984) also

comments on the commonality between Participatory Research and Action Research,

Participatory Research is not so much a new information-gathering technique as a
new approach to research: it is a research method that makes the actor a
researcher and that brings action into the consideration of research. It differs from
fundamental research whose dynamic is not founded on action, and from applied
research that considers actors as objects of research and not as participating

subjects (Mayer, 1990, p. 204).

Certainly much of the work being done now in the field of “Action Research”
dates back to the 70’s when the focus was on Third World countries and the “notion of
subject participation in the research process to promote social change. Frisby (1997)
suggests that the work at that time was, “spurred by the dissatisfaction with existing
approaches to international development and social science research” (p. 11). Prominent
writers from that period included Tandon (1988) whose focus was Asia; Fals-Borda
(1988), who wrote of the Latin American experience; and Freire (1982) who wrote of the
efforts of the poor of South America.

Action Research is in no way limited to Third World countries. In Canada and the
United States it is being used extensively in the field of education to study and improve
educational processes and practice (Carson & Sumara, 1997; Kemmis & McTaggart,
1988) as well as to investigate and bring change to situations of poverty (Freire, 1970),
violence and abuse toward women (Maguire, 1987) and the elderly (Minkler, 1992),
labour unrest (Gaventa, 1991), and marginalized segments of the Canadian population
(Castellano, 1986; Hoare et al., 1993; Hudson, & Kayahna Area Tribal Council, 1988;
Jackson, 1993; O’Neil et al., 1993; Ryan & Robinson, 1990). Action Research does not
present itself as a universal panacea (Mayer, 1990), but it has earned a place in social

science as one possibility among many for social researchers to explore some social
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problems and situations. Hall (1981) points out that Participatory Research has been used
successfully as an adult educational process and as a method of community development.
What makes this method so appealing to many is its collective consultative aspect.

Action Research gives precedence to qualitative rather than traditional quantitative
analyses and it does so without losing sight of the importance of rigorous research practice
(Gaventa, 1988; Hall, 1993; Hoare, et al., 1993). In contrast to traditional research, in
which subject and object are seen as very separate entities, Action Research strives for the
elimination of the division between the researcher and the researched, between subject and
object (Alary et al., 1990; Fals-Borda et al., 1991; Gaventa, 1991; Maguire, 1987; Park,
1993; Tandon, 1988). Although bearing significant similarities with other qualitative
methods, Action Research differs in that the observer does not assume the sole
responsibility for the initiation or the development of the data. Frisby (1997) points out
that in contrast to traditional research approaches in which the researcher is typically in
control of the formulation of research questions, the data-collection process, the
interpretation and communication of results, “participatory action research calls for the
active involvement of the community. ...in defining research problems, executing
interventions, interpreting results, and designing strategies to change existing power
structures” (p. 9).

In this study, First Nations health staff identified the physical activity needs of their
seniors in discussion with those seniors. Programs were subsequently designed to meet
those specific needs and unique limitations. Feedback and input from the seniors was
sought after each session. In this way the activity programs were in a constant state of
evolution. The Health Centre staff were in charge of all data/information collection and
program design and delivery. As an ‘outsider’, the lead researcher served as a resource,
consultant, and coach to the Health Centre staff.

In Action Research the work is an interactive communal enterprise in which social
validation of knowledge is obtained not only through the confrontation of previous ideas
or hypotheses, but through the peoples’ own verification mechanisms (Fals-Borda, 1991).
Action Research puts the participants in charge of both the production and the utilization

of knowledge by means of an interactive process predicated on connectedness and



35

inclusion. The result is a collective solution. As Park (1993) explains. knowledge
produced by traditional social science ignores the fact that humans gain social knowledge
through their interactions as co-members of society. It is Park’s view that such knowledge
is therefore not likely to be valid in any empirical sense and is often dismissed as not being
particularly useful (p. 5). “People cannot be liberated by a consciousness and knowledge
other than their own.... Consequently, it is absolutely essential that they develop their own
endogenous consciousness-raising and knowledge generation” (Rahman, 1991, 14).
Maguire (1987) further clarifies the meaning of Action Research and the
distinction between qualitative and quantitative research by suggesting we look at the
paradigms that underlie the two positions. In her opinion, consideration of the questions
we ask is at the core of understanding paradigms; and that through the questions we ask
we reflect the way we see the world. Freire, (1982) also supports the need for a shift in
paradigms by emphasizing that traditional quantitative research sees and treats people as
objects, incapable of investigating their own social reality. He suggests that such a view
alienates people from their own decision-making capabilities. He too emphasizes that

Action Research,

Seeks to break down the distinction between the researchers and the researched
and the subjects and objects of knowledge production through the participation of
the people-for-themselves in the attainment and creation of knowledge. In the
process, research is viewed not only as the means of creating knowledge; it is
simultaneously a tool for the education and development of consciousness as well

as mobilization for action (Gaventa, 1991, 121).

Maguire (1987) emphasizes that “Action Research is based on a set of assumptions
about the nature of society...that are directly opposed to the assumptions of the dominant,
positivist-informed social science research [and that] it offers a radical alternative to
knowledge production” (p. 10). Park (1993) agrees by stating that, “Action Research is
profoundly educational...in the sense of learning by searching and researching....” (p.3).



This kind of learning can take place in traditional research, but in that situation the
researcher, who is seen as the expert, learns while the people who make the learning
possible are left “empty-handed” (p. 3).

There are several treatments of Action Research in the literature that emphasize
the core elements of the methodology (Kemmis & McTaggart, 1988; Park, 1993;
Reinharz, 1992; Stringer, 1996; Tandon, 1988):

1. community involvement and commitment;

2. the specific activities 6f research (in some instances referred to as
systematic inquiry or social investigation), education (skill building and
the production of knowledge through analysis and the development of
understanding) and action directed at radically changing or
transforming social reality, and;

3. empowerment through the process of coilective social action and the

development of critical consciousness.

In some respects the process of Action Research is more difficult than the more traditional
forms of social science research that demand a dichotomy between the personal and the
scholarly. Action Research must be more flexible in its ability to respond to the changing
needs of the participants that are continually evolving. Newly created knowledge results in
concrete action. Those who describe the activities of Action Research (Alary et al., 1990;
Gaventa, 1991; Green, 1995; Jackson et al., 1982; Park, 1993; Tandon, 1988) speak of
the processes as being “systematic”. This is true only in a broad sense, in a big picture
sense. It would also be true to describe the process as systemic in that it constantly
responds to the community as a whole as if it were a living organism. The actual day-to-
day interaction of activities of the Action Research process are subject to continual
adaptation and refocusing. In this sense it appears less systematic and more systemic.
Draper’s (1982) description of an Action Research community education project
conducted by four northern tribal communities highlights this point explicitly.
Notwithstanding, Green (1995) has captured the core elements in his work in developing a
framework for evaluating Participatory Research in the area of health promotion. He
provides a container that holds “the system” during the action of participating. In this
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regard, he views Action Research as systematic and participatory “with the collaboration
of those affected by the issue being studied, for purposes of education and taking action
for effecting social change” (p.4).

Maguire (1987) points out that investigation, education, and action often occur
sequentially, and that they can also occur in a variety of combinations in any of the phases
of Action Research. They do not necessarily occur in a linear sequence although they
could. “Similarly, different participatory research projects put differing emphasis on the
three activities” (Maguire, 1987, 40). Action Research ideally calls for the active
involvement of the community in defining research problems, initiating the process,
executing interventions, interpreting results, and designing strategies to change existing
power structures (Fals-Borda, 1991; Frisby, 1997; Maguire, 1987; Park, 1993; Rahman,
1991). It can be considered participatory research because it is fundamentally about the
right to speak. It is a process which supports the voices from the margins in speaking,
analyzing, building alliances, and taking action (Hall, 1993). Action Research restructures
the relationship between knowing and doing and places the community residents as active
members of the research process, in charge of both the production and the utilization of
knowledge (Park, 1993). It might be said that this points to the difference between
knowledge (the result of doing) and knowing (doing). As Rahman (1991) suggests,
emphasizing a rigorous search for knowledge is one of the goals of Action Research, it is
in the process, “an open-ended process of life and work...a progressive evolution toward
an overall, structural transformation of society and culture.... In short, it is a philosophy of
life as much as a method” (p. 29). In this sense the individual is empowered and the move
is from passivity to action.

So Action Research is, in reality, more a process than a methodology (Frisby,
1997). It 1s both participatory and systematic. It is active through the subjectivity of both
the participants and the researcher; it is systematic through its process. Fals-Borda (1991)
calls it “an experiential methodology (p.3) where the process of participating is itself
empowering. It gives authorship to the people. They achieve authority in their own lives
and are empowered to tell, write, and reflect their own story. And though there are no

clearly defined procedures or details for “how-to” go about conducting Action Research,



Fals-Borda, 1991; Kemmis & McTaggart, 1988; and Mayer, 1990 describe the action as
spiraling upward from a micro view to a macro view taking on a political dimension as it
goes. At the micro level Action Research works with people moving them towards their
empowerment and the development of critical consciousness in order to improve their
lives and immediate environment. As the individual’s life is transformed there is a domino
effect that is subsequently reflected in fundamental societal structures and relationships--
the spiral upwards--the macro.

In the past in Canada’s Aboriginal communities, Action Research methods have
been widely used in two broad project areas—-those that have been investigative in nature
(Berger, 1977) and those that have related to program development. The program
development areas include economic development (Hudson, et al., 1980), education (Ryan
& Robinson, 1990), health (O’ Neil, 1981) and social service delivery (Jacksom, 1993).

Hoare et al. (1993) points out that Participatory Action Research methodology is
preferred by Aboriginal groups over other methods because it integrates especially well
with native culture. It meets native criteria regarding validity and reliability and it also
provides a means for cultural repatriation. Colorado (1988) agrees by making the
connection between Participatory Research and Aboriginal science and showing how the
two are similar in the way that they come to knowledge. Both are committed to qualitative
data, to local participation, to science as an educational tool, to enjoyment in the process
and, to the role of “professionals” as facilitators. Jackson (1993) writes, “few other social
movements have in recent years so thoroughly adopted Participatory Research as a tool to
attain their goals as has the Aboriginal movement in all of its manifestations” (p. 48). He
goes on to say that during the 1980s Participatory Research became “the movement's”
way of working (p. 63). Castellano (1986) refers to a “rhythm of action-reflection” (p. 52)
and suggests that it is the collective engagement aspect of this methodology which
resonates with First Nations people. “The healing process is now being carried forward on
the initiative of the Native people, with the determination that their own knowledge will
not again be overridden by outside expertise” (Castellano, 1986, p. 52). Tony Hoare and
his associates (1993) suggest four reasons why Participatory Action Research is so

popular with Native Canadian communities: 1) Participatory Action Research contributes
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to a balancing of the historical record in a Native voice; 2) Participatory Action Research
increases the chance of development effectiveness and longevity because it demystifies the
research process and increases the stake of the community; 3) Participatory Action
Research contributes to the healing of their communities through empowerment; and 4)
Participatory Action Research methods are consistent with Native values of collaboration,
cooperation, communication, and participation. Hudson and the Kayahana Area Tribal
Council (1980) adopted the Participatory Research methodology for their study because it
allowed for “innovative, creative and practical problem-solving which builds on cultural,
social and spiritual values....” (p. 25).

There are as many models for conducting Action Research, as there are definitions
of the activity of participation but each carefully avoids the claim that there is only one
right way. “All are unanimous in their directive that the actual model should evolve out of,
and in response to, the unique context and conditions of the specific situation” (Maguire,
1987, p. 40). With no formal process steps, “and no fixed deadlines in this work, each
project persists in time and proceeds according to its own cultural vision and political
expectations until the project goals are reached. Or it may end forthwith through
impatience and/or repression” (Fals-Borda, 1991, P- 7). No single project is expected to
faithfully follow a particular practice (Park, 1993). Instead, Action Research offers a more
flexible approach that is appropriate to the real, complex, and often truly confusing
circumstance with which each project is faced (Kemmis & McTaggart, 1988). Fals-Borda
(1991) further explains, “imitation or replication of techniques is not recommended: not
even when they have proved successful. The rules of cultural consistency make it
preferable to undertake new actions every time, depending on the specific conditions and
circumstances of each experience” (p.149).

Ultimately, however, there are two basic underlying principles that are fundamental
to Action Research. It must be both interactive and dialectical (Park, 1993, p. 2). There
are also some typical or generalized steps, stages, or phases that have been identified.
Maguire (1987) proposes five phases: 1) organization of the project and accumulation of
knowledge of the working area, 2) definition of generating problematic, 3) objectivization
and problematization, 4) researching social reality and analyzing collected information, and
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5) definition of action projects (p.40). Kemmis & McTaggart (1988) succinctly outline
four steps: 1) plan, 2) act, 3) observe, and 4) reflect. Mayer (1990) in his review of the
French language literature in the field concludes that there are four stages: 1) preparatory
and the establishing of relations, 2) collection of findings and analysis of results, 3) writing
of the research report and distribution, and 4) the return to action (p. 211). Park (1993)
also keeps it to four phases: 1) initial organizing, 2) research design and method, 3) data
gathering and analysis, and 4) utilization of results.

The model this study has adopted is described by Frisby (1997) and is an
adaptation of the approaches outlined above. Frisby’s (1997) steps include: 1) defining the
problem, 2) understanding the community and establishing key relationships, 3)
community mobilization, 4) collecting and analyzing information, and 5) defining and

implementing action plans (p. 12).



CHAPTER 3

For a number of years, we had been receiving more and
more specialists trained in medicine, in nursing, in mental
health. But even though more and more health and social
services were being put into place, we had more and more
sick people. New specialists arrived, and they kept finding
that we had new illnesses.... Self-help groups are now
beginning to emerge and share their knowledge of
traditional healing, because modern medicine does not
heal the whole person [translation] (Royal Commission
Report on Aboriginal Peoples, 1996, Vol. 3, p- 207).

Method

The Problem

The health of Canada’s First Nations people is ranked among the lowest in the
country. And while a great deal of attention has been given to the means of improving the
health of the younger members of this cultural group, almost nothing is either known
about, or has been done for, its elderly members. The objective of this study is to find
ways of improving the physical activity levels of seniors in six rural First Nations
communities. The activity programs had to address the unique needs, circumstances, and
values of each community while at the same time move towards the goal of community
improvement for the future. Through a process of education in which community
participants are actively involved in the cyclical Action Research steps of planning, action,
observation, and reflection the skills, knowledge, and confidence of participants are

developed in the hope that future physical activity programs will be assured.

Study Design
Action Research Framework: The methodology that guided this study was Action

Research. An adaptation of Frisby, Crawford and Dorer’s ( 1997) participatory action
research case study of low-income women and their accessibility to physical activity

services within their community was used. Frisby and her colleagues outlined a five step
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approach to their study: 1) identifying the problem, 2) understanding the community and
establishing key relationships, 3) community mobilization, 4) collecting and analyzing
information, and 5) defining and implementing action plans (p. 12).

Because the subjects of this study were Aboriginal and the researcher white, there
were certain aspects of the study that varied from the Frisby et al. (1997) study. Different
steps needed more emphasis and others less; some required more time. In the Frisby et al.
(1997) study there was more time (two years) and therefore more emphasis given to phase
five, defining and implementing action plans. In this study, given the need and importance
of bridging cultures, the emphasis and time was on phase two, understanding the

community and establishing key relationships.

Process

The Action Research steps that briefly describe this study are:

(1) Identifying the problem. Through collaboration, negotiation and sharing, the
problem was narrowed down to, “what can be done to get the elders more physically
active?” Though the communities were not consulted at the initial designing of this study
and though ALCCOA had set the broad project objectives, working with the Elders and
my emissary, and subsequently with the Health staff from each community, we molded the
project so that it suited the needs of the First Nations seniors in each community;

(2) Understanding the community and establishing key relationships. This was a
three-stage process.

Stage One was a Talking Circle held for two days in November 1996. It was
initiated in keeping with First Nations tradition in order to ask the advice and council of
First Nations Elders and to gain their support for the program as leaders of all First
Nations people in Canada. Their advice was needed in regard to how to make initial
contact with First Nations communities and how to help those communities get the
program working. This event was the crucial foundation for the study.

Stage Two was my initial and subsequent meetings with the community Directors
and Health Centre staff. There is no specific point at which I could say I understood the
community and had established my key relationships. I still don’t understand everything



about the communities I worked with but I do feel I did establish trust and a good
working rapport with everyone involved in the study.

Stage Three was a brief opportunity to meet with some of the elders who would
be the participants in the program. This opportunity came as I introduced the program at
two community feasts. I invited questions and discussion and the male members of the
community chose to question me vigorously about why I was in their community and how
much I knew about them. That particular event felt like a “test”. But thereafter, I had an
easy, comfortable rapport with the Health Centre staff

(3) Community Mobilization. This involved ongoing meetings in which we
planned next steps, clarified actions that would be taken, raised issues related to problems
and obstacles they were encountering, and generally shared information about ourselves,
our lives, and the communities we lived in;

(4) Collecting and analyzing information. This involved many tasks over a period
of time including the audio taping of the Elders Talking Circle and the subsequent
transcription of those tapes, note taking at all meetings, personal journal writing, and
general observations;

(5) Defining and implementing action plans. Defining of next step actions
occurred at every weekly meeting and more often if circumstances warranted.
Implementation of those plans was the entire responsibility of the program staff and was
completely outside my purview with the exception of the initial and final feasts.

The following chapter elaborates on this process outline.

The Role of the Action Researcher

Cross-cultural work poses unique challenges for many research situations and this
study was no exception. As I reflect back I realize that not just anyone could have done
this work with this particular methodology. I have come to acknowledge that one of the
factors that contributed to the successful progress of this study within its short time frame
was me, my personality and the unique qualities and strengths I brought to the project.

Many Action Research studies do not specifically address the personal attributes of

the researcher. This is an unfortunate oversight. As a new initiate into Action Research, I
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would have appreciated having such insights; they may have helped me make fewer errors,
forewarned me about what to expect, and alerted me to new areas of learning. Such an
omission in the literature means that the opportunity to examine relationships within the
research interaction from a unique perspective has been lost. Insights into the
characteristics of the researcher are relevant given that Action Research involves the
researcher so much more personally than other research methodologies. Certainly, in this
particular case, I believe that what I brought to the study was both relevant and pertinent.
So, in very brief terms'’ I would like to take this opportunity to do some self-reflection
and in this way cast more light on some of the events and successes of this study as well as
clarify some of my own learnings.

In retrospect, several of my strengths stand out as crucial during this study.
Qualities such as adaptability, flexibility, patience, persistence, and organizational skill
were essential in meeting the demands of the tight time frame as well as the needs and
vagaries of each community. In addition, I have an easygoing style that matched the style
of many of those I worked with. More important, my overall attitude and philosophy that
every teacher is a student and every student is a teacher,'® was key to minimizing the
barriers that have historically existed between First Nations people and Whites. At no
time do I think I conveyed, in any sense, that I was an “expert” or in any way superior to
anyone. From the outset, I wanted it known that I too was a student in the process of
learning. At the same time I wanted them to know that I was competent and nobody’s
fool without putting barriers up between us.

The first few meetings were very business-like tempered with excitement and
enthusiasm. I laid out my agenda and I listened carefully to their concerns and was
mindful of addressing those concerns. I emphasized that the program could be adapted in
any way to meet their specific needs. I stressed that we would work together to do this.
At the same time I was always clear that they would be in charge of the delivery of the
program. I did not want there to be any confusion or misunderstandings in this regard. At
the end of the program, when I would be leaving their community, I wanted them to feel

that they could continue without me, if necessary. In the back of my mind I knew I could

not create a dependency.



I sensed ambivalence in them about taking responsibility for the program, and I
understood. So I was quick to indicate that I was aware of their two minds. [ empathized
with their already heavy workload and reassured them that I would provide training for
them in order to make it as easy as possible. I contrasted this with my own feelings of
being an “outsider” in their community and was honest about feeling alienated. All this
together formed the beginning of the structure of rapport between us.

In order to get people to move toward autonomy and responsibility, one must first
be sensitive and respectful of the individual. Such sensitivity must reflect a genuine
awareness and respect for the knowledge, intelligence, and uniqueness of each person
within the group as well as the individuality that each wishes to express. In this study, the
onus was on me, as the lead researcher, to acknowledge and support, easily and openly,
each person and individual as well as the collective (the Health Centre staff). It was
essential that I honour their capability for assuming full responsibility for their lives and for
acting autonomously in their own best interests and in the interests of their specific
communities. My attitude toward the group (my fellow researchers), be they children, the
poor, the uneducated, the elderly, or whomever, is critical to the “buy-in” of the
individuals and the community and to their eventual level of participation as “researchers”.
So, from the outset, I approached each person and community with respect. I consciously
worked to create an environment that would engage their interest, mobilize their energy
and enthusiasm, and reduce any apprehension that might exist about me as a white
researcher, about the program, or their ability to achieve results.

This type of research method for social change is difficult. Throughout the study I
was continually having to reframe, readjust, adapt, bend, flex, and provide endless
Support, encouragement, and reassurances as each community, in their own way, engaged
themselves in the process. Many times I felt lonely and discouraged and then there would
be a small “breakthrough” or I would become aware of the real struggles these women
were coping with in their own lives or in their communities. My energy would return so I

could work as hard as they were. It would be easier to be patient.



46

As our relationship grew the whole situation became more relaxed and an easy
humour began to find its way in. Eventually, as I arrived at the Health Centre, I was
greeted warmly. Even the elders themselves spoke to me.

Doing cross-cultural Action Research work does pose unique challenges for the
researcher. In retrospect, I realize that two researchers working together would have
been better. There is so much that must be attended to in terms of group dynamics, so
much to learn culturally that in this case, two observers would have been an advantage. In
this particular study, because of all the winter highway driving that was necessary, a team
approach would have added a sense of security as well. In the final analysis, it was an

exciting, rewarding study.

Participants: The subjects involved in this study included six First Nations

communities of Alberta:

Paul Band First Nation: The statistical data presented here is based on
both recorded data by the Alberta Native Health Care Commission in December of
1994 and discussion with the Health Director throughout the course of the study.
As accurately as can be determined, the total population of the Paul Band is 1,286.
Seventy per cent, or 903, live in the community. Of these, 56 are over the age of
50 including 25 males and 31 females. Fewer than 20 are over the age of 70 and
15 are in their 60s. The elders involved in the activity program range in age from
the oldest at 85 to the youngest at 55. Two were in wheelchairs, some have
diabetes, and many are smokers. The community has no pavement except for is a
patch of black top about one city block long just outside the Band Office and
Health Centre which are located side by side. On the other side of the Band Office,
there is a school that combines elementary and senior grades--the site where the
community held its first feast. About three houses are visible from this “Centre” of
the community. The Health Centre has a van to provide transportation for seniors

to events within the community and it is also used to take anyone into the city that
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may need to go for a medical appointment. There are no stores or other

businesses and very few phones except in the Health Centre and Band Offices.

The Health Centre is typical of all of the older First Nations Health Centres
I wasin. Itis an ATCO type trailer turned into an office. It has a staff room
where many of the meetings with the elders were held. There is a room where the
visiting doctor sees patients, an administration area that also serves as the

reception area, and other offices and examining rooms.

Alexis First Nation: The total population at Alexis is 1,141. Sixty-two
per cent or 676 live in the community. Of these, ten per cent or 71 are over the
age of 50 including 35 males and 36 females. Thirteen are over the age of 70,
seventeen are in their 60s. The oldest is 99. There is a paved road at Alexis that
goes past the Band Office and Health Centre and around to the nursing home
completing the circle back at the Band Office. Alexis is the only community I was
in that had a nursing home of 16 beds. The nursing home is primarily for seniors
and younger community members who, for medical reasons, need constant care.
The appearance of Alexis is that of being much more cared for with grass, gardens,
landscaping and such around the public buildings. There are more homes visible as
you come into the community. A railway track runs near the perimeter. Two
suicides occurred there during the course of this project. Alexis has recently
successfully challenged the Provincial Government to have more land granted to
them. This has caused some hard feelings with nearby “resort” neighbours who

see their cottages being infringed upon.

Enoch First Nation: Enoch is one of the wealthiest First Nation
communities in Alberta because of rich oil and gas deposits within its boundaries.
The total population is 1, 428; seventy-nine percent (1,129) of which still live in
the community. Of these, eighty-five are over the age of fifty including 35 males
and 50 females. Fewer than 20 are over the age of 70 and only 18 are in their 60s.
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All five of those over the age of 80 are female. Enoch is a thriving community
economically. Highway 60, part of the ring road around the City of Edmonton and
Joining the highway to Jasper to the nearby town of Devon, goes right through the
Centre of the community. There is also a long stretch of black top that leads from
the highway to the Band Office and Health Centre. They have a large recreation
Centre, a golf course, some small businesses, and a Catholic Church. Many of the
residents are also successful farmers. This past year they finished building a brand
new Health Centre with a paved walking and cycling path through a beautifully
landscaped park area. When you drive into Enoch First Nation you are very aware
that you are in a small community. Many of the homes are visible, two and three-

plexes mainly, all looking the same and incongruously in poor repair.

Even though they had to pay a rental fee, Enoch held their first feast in the
basement of the church; a big beautiful Catholic Church and public landmark.
Encouragingly, during the course of the project, the old Band Office building, a
small, wood frame structure out near the highway was refurbished into a Seniors’
Drop-In Centre. Iunderstand it is not being used as much as they would like
because they fear that if they move all the equipment and supplies over it will be

broken into and vandalized.

O’Chiese and Sunchild First Nations: These two communities sit side-
by-side in the high foothills approximately 50 km west of Rocky Mountain House.
Turning off secondary highway 22 there are approximately 20km of wide gravel
road into the foothills in order to reach these communities. The setting is wild,
mountainous, and beautiful. There are no paved roads though the road that leads
to the two Band Offices, which are across the street from each other, the Health
Centre and the school at one time was probably black top. There is a small trailer
set up across from the Health Centre and next to one of the Band Offices that
serves as a diner run by members of one of the communities. These two

communities are small with fewer than 2,000 residents between the two of them.
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O’Chiese community, under the guidance of the Health Director is establishing the
O’Chiese Wellness Centre, a new Health Centre with an attached Elders’ Lodge
Drop-In Centre. The Drop-in Centre is to be run by a volunteer Health
Committee. It was through this project that the health needs of the elders were
recognized and brought forward to the Chief and Council. As a result, the blue
prints for the Health Centre was revised to include the Drop-in Centre and
program dollars were also allocated. Throughout the study most of the energy and
focus of this community went into the establishment of facilities for their seniors.
Now that these will soon be in place and there is a committed group of staff and

volunteers in place, the future health of the seniors of O’Chiese community is more

promising.

The Sunchild community has a total population of 711. Since the
community was established some twenty years ago (right next door to their
traditional enemy) they have lived without any of the health resources usually
available to First Nations communities. They have been obliged to share facilities
with O’Chiese First Nation, and this has not always been easy. Because of this
tension, elders have been a forgotten segment of this population. With the offer of
this program opportunity, the needs of the elders not only relating to their health

and fitness but to all their needs have once again been acknowledged.

Alexander First Nation: Alexander dropped out of the program because
of political events within their community. I was instructed by the Health Director
of the Yellowhead Tribal Council (YTC) and her staff to have no more contact
with them under any circumstances. Before they left however the Health Director
made a commitment to match the dollars that my study was offering to their
seniors and then to run an elder’s activity program for their 1997-1998 budget
year. Details of their program were still being worked out at the time that they had
to leave the study. They also had indicated that they were in the process of
developing a community-based wellness program for their elderly that would
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involve the school and Health Centre. I had no other direct contact with the band,
although I have learned through the news media that in the late spring of 1998 this
community divided and more than 80 families left Alexander to set up a new

community at Fox Creek, Alberta.

Data Collection
Participatory research “wholeheartedly embraces a whole range of expressive

forms, including song, dance, and theater, as well as more orthodox forms of data”
(Reason, 1998, p. 282). In this study the data consists of an audio tape recording of the
two day Elders Talking Circle and subsequently transcribed (see Appendix A), meeting
notes, and a personal journal that I kept throughout the program, photographs, and
questionnaires.

(1) The audio tape transcription'” is, to the fullest extent possible, an exact

replication of the meeting including, as best as words can convey, the emotions present,
pauses, gestures, interruptions and translations of words spoken in Cree (although the
actual Cree characters are not written) that were interspersed throughout the dialogue. I
deeply regret that the reader does not know the sound of each voice on the tape.
Intonation, tone of voice, and even accents are a rich dimension that is lost in
transcription. One of the most difficult aspects of this transcribing was the punctuating of
the sentences.

During the course of the Talking Circle several of the Elders chose to demonstrate
concepts on the flip chart that was available. All of these flip chart pages were saved and
have since been reduced by a photocopier and are included in their appropriate spot in the
transcription. (See Appendix A, p. 166, for a complete copy of the transcription)

The analysis of the content of the transcription, which is itself a rich source of
information, was limited in this study to the criteria established by the program objectives
set in Ottawa. Three broad thematic inquiries were identified: (a) What past and present
activities do elders take part in? (b) What are the present health issues of Native elderly?
And, (c) What obstacles stand in the way of the elders leading healthier, more active lives?
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The taping equipment was professionally set up. There were four microphones at
the Centre of our circle; each facing a different direction, to ensure that every utterance
made in the group would be recorded. There was only one tape deck and no technician to
assist, which meant that I was responsible for changing the tapes. As a participant in the
meeting itself, this meant that some minutes of recording were lost at the end of one tape
and the beginning of the next.

There was a total of 405 minutes of tape recording, half of which I transcribed
myself. Because the process was overly time consuming, on the advice of a Native friend
who works in the area of First Nations women’s health in her own community near
Ottawa, I recruited a fellow Métis student to help me. I spent considerable time with my
assistant reviewing my transcription with the tape so that she would understand the
verbatim quality I expected and so that she could learn to recognize the different voices on
the tape. Then she was given one 45-minute side to do and we met again to review her
work. More emphasis was put on verbatim exactness, including laughter, hesitations and
interruptions and then she was left to finish the work. A complete hard copy and a disc
copy were delivered to me when she finished.

I subsequently reviewed all the tapes from beginning to end twice more correcting
small details as I found them. I am satisfied that as much as a transcription can be a
verbatim account, this is. I leave the reader with one final thought from Poland (1995),
“that transcription, for all its apparent straightforwardness, is still very much an
interpretive process” (p. 295).

(2) Meeting Notes: I had hoped to tape record the minutes and discussions of the
meetings I held with Health Centre staff in each of the communities I worked with, but
early on I was refused permission. I have some regrets about this because it was during
these meetings that anecdotal stories were told that I would have preferred to have a
verbatim account of. However I was given permission to take written notes, which I did to
the best of my ability while still being a full participant in the process. These notes became
a starting point for each of the subsequent meetings, as we reviewed them together. These
notes were dated with time, location, and attendees noted. Sometimes I would later add to

these notes ideas, questions, or problems that I wanted to raise at the next meeting. More
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than once Health Centre staff telephoned me to have me review a particular point or
action step that they wanted clarity on. The meeting notes served as a constant source of
reflection and planning and were referred to often.

Meeting notes included my recording of the minutes of meetings with Health
Centre staff including feedback and evaluations of activities to date, future activity ideas
and plans, as well as tasks, resources, or information that Health Centre staff asked me to
provide for them. At these meetings I also recorded Health staff observations of their
sessions with their elders and any second-hand comments they told me that the elders were
making, as well as my own observations of the Health Centre staff attitudes and concerns.

(3) Journal Notes: With so much happening so quickly it was hard to record it all
as it was happening and still be an active participant in the process. At the end of the day, I
found that writing in my journal gave me the time I needed to reflect on and remember
some of the events of the day and get clear on my own reactions, frustrations, and
interpretations. These journal notes contain my own biased hypotheses, hunches, and
experiences as well as my own evaluation of my practice.

There is one more point that should be made that is somewhat relevant to the
transcription. The eight people that attended the Talking Circle spent a considerable
amount of time together outside the Talking Circle and conversations relevant to our
meeting continued at all times of the day and night. It is regrettable that none of these
discussions were recorded. In many instances I was not even able to take notes during
these times. To the best of my recollection I did make notes in my personal journal but
sometimes this record came hours after the conversation.

(4) Photographs: One final source of data was the photographs I was encouraged
and allowed to take during the final feasts. I had them developed and shared copies with
each of the communities.

(5) Questionnaires: An attempt was made to collect questionnaire data from each
of the elders who participated but several problems arose in the administration and

completion of these assessments and they were eventually abandoned.!®



Ethical Considerations

Human Ethics approval was provided as part of the larger ALCCOA initiative on
promoting functional fitness in Edmonton among low-income elders.

The largest ethical issue to contend with was that of being a white researcher
imposing myself and this study on a First Nations community. It was one of my primary
motivations for convening the Talking Circle. I wanted, as much as possible, to gain entry
gradually and properly, making sure that proper protocols were followed and respect
given. It was important to me that the First Nations people that I would be working with
knew that I honoured and respected their culture, protocols and beliefs. What was
interesting to me was, that I had not been able to find any reference to this ethical issue in
the literature. None of the authors I read, except for Colorado identified their own
cultural background. Does this mean they were all Native? I don’t think so. Could it
mean then that their cultural background was not an issue? Maybe. Regardless, no one
was writing about it. With no help available in the literature to help guide me, the next
logical place to go, albeit a bit frightening, was to the people themselves. Hence, the
Elders of the Talking Circle were my most immediate and on-going ethics review board.

I'am very glad that the Talking Circle did take place because the issue of being
white seemed to evaporate and the issues related to gaining entry’ were taken out of my
hands. My emissary, one of the Elders from the Talking Circle, a man of about my own
age, was an enormous help. As we worked together in the early planning stages we
developed an easy rapport and friendship based on mutual respect. It made for a good
working relationship.

Initial participation of the six First Nations communities was sought on a purely
voluntary basis. Once they had agreed to participate, the funding provided by the study
was made available in two installments. The first installment was intended to help with
their initial planning and recruitment process and to help cover the costs of the
introductory feasts for the community elders. “Informed consent” from the elders
themselves was taken on as the responsibility of each community as they determined what

legal or health liability was at risk.
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The original transcription and tapes will be sent to Indian and Northern Affairs,
Elder Kumik Lodge, once copies for each of the participants at the Talking Circle are
made. Appendix “A” of this paper contains a complete copy of the transcription of the
Talking Circle with the identity of the Elders removed. I have the verbal permission of the
Elders to do this.

In planning meetings with each of the communities participating in the study, I
expressed my concerns about anonymity of the elders who would be completing the
evaluations. Through our discussions of the possible ways of ensuring anonymity each
community devised their own system for coding the evaluations. Each community has
their own records and they have not been shared with me. This issue became immaterial
when the whole evaluation process was rejected shortly after it began and the whole
questionnaire process was abandoned.

Risks to the physical well-being of the elders who participated was handled by
some communities through the use of the Physical Activity Readiness Questionnaire
(PAR-Q). I was asked to provide copies of this, which I did. They are on file at the
Health Centres of the communities that used them.

Verification

Creswell (1994) indicates that, “qualitative researchers have no single stand or
consensus on addressing traditional topics such as validity and reliability” (p.157). Quality
criteria such as “trustworthiness”, “authenticity”, “accuracy”, and “reality” are the terms
of qualitative validity and reliability.

The epistemological stance of Action Research is that “truth” is a social construct
and therefore not objective. In support of this position Brennan & Noffke (1997) suggest
that “Data must be part of the relationship among a group. If data are seen as a way of
furthering relationships among knowers, then they can no longer be seen to have an
existence separate from that relationship” (p.37). They cannot be separated out and put
under a microscope and understood in isolation from their context. Brennan & Noffke

(1997) go on to explain and suggest that, because of this relationship of data to knowers
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“validity measures in action research have to be developed within the group...” (p.37), that
is, within the context of which they are a part. .

Manning (1997) offers suggestions on types of authenticity for consideration by
the researcher. Her list includes things like: fairness, informed consent, member checking
(are the themes true to the respondents?), prolonged engagement (do the research
interpretations go far enough?), present observation (have the salient elements been
revealed?), reflexivity (is the research context obvious?), and so on (p. 100).

The authority for truth in this study is the voice of the First Nations people
themselves. That voice is heard directly in the Talking Circle transcript (Appendix A), and
indirectly as reflected in my discussions with Health Centre staff out in the communities,

and through the research literature written by them or about them.

Assumptions
There are several assumptions evident in this study that reflect the values and

biases of the researcher and those of the government agency that initiated the project.
Some of the more specific assumptions are that:
(a) a problem existed that needed to be solved:;
(b) First Nations communities would welcome the opportunity to participate in a
program that responded to the problem;
(c) that a white researcher would not have any difficulty working with any of the
members of First Nations communities;
(d) that the elders of the First Nations communities involved would want to be
healthier and more active;
(e) that the overall standard of a more physically active lifestyle, that is effective
for white Euro-Canadians, would also apply to the First Nations population;
(f) that as elders of First Nations communities become more active they would
become healthier and this improved feeling of health would motivate them to be
more involved in the day-to-day life of their communities;

(g) that I would be directly involved with the elders.



Maguire (1988) captures the essence of assumptions for projects such as this.

To purposefully embark on a research approach that promotes oppressed
people’s empowerment as an explicit goal requires a belief that people need
empowerment, or convefsely, that people are oppressed and powerless.
Likewise, it requires a belief that this research approach can make a
contribution to social change. A participatory researcher must find a
balance between assuming that oppressed people fully understand their
own oppression and the researcher does not, or conversely, that the
researcher fully understands the truth about peoples’ oppression, and they

do not (p. 37).

Limitations

There were several limitations to the study. Action research, at its best, requires a
subject-subject relation; that is, that all participants be both teachers and students in the
process. This is not an easy relationship to establish, especially when, as Fals-Borda
(1988) notes, “the people are themselves traditionally victims of a dominating structure”
(p- 17). As an outsider and a “professional researcher”, it was not easy to resist the
temptation of imposing my own ideas or taking over in order to get the program moving
more quickly. (Hall (1993) was right, intention is not always enough to produce results.)

Two other factors that had an impact on the study were deaths within the
communities (there were several), and the difficulty in finding enough human resource
help. Every community had at least one death during the course of the study and one
community had several, including both suicides and natural causes. Death, no matter what
the cause, has a profound affect on First Nations communities and on the elders in

particular. The impact of youth suicide is even more difficult for the elders. On the days



that funerals were held, the program was canceled. The difficulty in finding more
manpower help had the effect of putting more strain on the Health Centre staff who were
already carrying a full workload.

The project timeline was probably the study’s largest limitation. There were only
three months to initiate action and make progress, and there was hardly any time for the
Health Centre staff to devote to the program. There was no time to build solid
relationships or to really appreciate the unique strengths of the participants. It seemed like
there was no time for any real education. There was time to say the words related to the
lessons, but no time for me or the Health Staff to incorporate all that we were learning
into some sort of meaningful whole. Maguire (1987) suggests, and this study confirmed,
that time, and energy, are the most underrated limitations of all. Researchers typically are
able to devote their lives to their research but participants must find time to fit the research
into their regular work and life activities. The steps of ‘gaining entry’, ‘building trust’, and
“establishing relationships’ which are all standard procedures in Action Research, and take
time to accomplish, were compounded in this study by the need to also bridge cultures. It
is impossible to shortcut these steps. As Maguire (1987) points out, inadequate project
time results in limited outcomes (p. 46).

Two other limitations that bare mentioning are, one, the study was developed in
Ottawa through a round table discussion of the Guardians/Steering Committee and Project
Design Team of ALCCOA (Active Living Coordinating Centre for Older Adults)
responsible for three Functional Independence projects funded by a New Horizons grant
of Health Canada, and the time lines were firmly set. Two, the means of evaluation for the
study was also determined by the Project Design team; this later caused some irrevocable
problems.

There is another limitation I feel must be mentioned which may have affected the
results. Because I am white, I did not actually work with any of the seniors in any of the
First Nations communities. All of my work was through intermediaries of one form or
another. My first contact with each of the communities was mediated by an emissary. All
program work with the seniors themselves was mediated and conducted by the Health

Centre staff within each community. My role was as a facilitator working with Health



Centre staff. In some respects this situation of inaccessibility tends to confuse the issue
around who is “the subject”. In this project this could be seen in one of two ways: It
could be argued that there were really two subject groups--the Health Centre staff with
whom I worked directly and the elders with whom I worked indirectly. Alternatively, it
could be argued that there was really only one subject group, the elders, with whom both
the Health Centre staff and I worked cooperatively. What is presented in this paper is a
documentation of my work with the Health Centre staff. It is my belief, that had the
project continued, or were it to run again, that I had established sufficient rapport with

each community that I would be able to work more directly with the elders in conjunction

with the Health Centre staff.



CHAPTER 4

Commissioners were struck by the fact that many of the
insights of traditional values and practices echo those at
the leading edge of new scientific ideas on the determinants
of health and well-being. We believe that there is, at the
meeting point of these two great traditions—the Aboriginal
and the bio-medical—real hope for enhanced health among
Aboriginal people and, indeed, enhanced health for the
human race (Royal Commission on Aboriginal Peoples,
1996, Vol. 3, p. 202).

Program Process and Learnings

The approval to convene an Elders Talking Circle was received in mid-October
1996. The report to ALCCOA (Active Living Coordinating Centre for Older Adults) and
the Steering Committee on the results and recommendations from that Talking Circle was
submitted on December 10, 1996. The approval to proceed with a pilot study came a little
more than a week later on December 18, 1996. There was a break over Christmas and my
first meeting with my emissary, one of the Elders from the Winnipeg Talking Circle, was
January 7, 1997. I had until March 3 1, 1997 to submit the final report.

The Elders Talking Circle

A Talking Circle is a meeting where open discussion takes place, ideas are shared,
agreements made, and advise given. There are no tables, just chairs arranged in a circle. At
the Talking Circle no one took notes because the entire meeting was tape recorded (see
Appendix A). A flip chart was provided in case there was a need for visual clarification or
demonstration. The setting in this case was a conference room in a large conference
facility in downtown Winnipeg that was casual and comfortable.

It was essential to convene a Talking Circle because I needed the advice of the

Elders in order to know how to proceed. I needed their help and guidance and their
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blessing. I knew that if I was going to work with First Nations communities, I needed to
8o to the Elders first. That is the way that First Nations peopie themselves proceed on
important issues and programs (Mercredi & Turpel, 1993).

I chose the Kumik Elders Lodge, Indian and Northern Affairs, Ottawa as my sole
source. Kumik Lodge is responsible for the Elders of all First Nations people throughout
Canada. Louise McGreggor provided a list of a number of Elders from across Canada
with phone numbers where they could be reached. Every contact was called but many
were unavailable, others were not able to fit this meeting into their already busy schedules,
and for others it was too short a notice to change their plans. As Louise and I conferred
over the course of the next week, she recommended that I keep the number of Elders to
four or five so that honouraria could be offered.

From the list of possible Elders to invite I developed a confirmed list of four that
had also verbally agreed to a taped session. Permission and an explanation of why they
were agreeing to the taped session was reiterated in Winnipeg and is found on page 204 of
the transcript (Appendix A). There would be one from Nova Scotia, one from Ontario,
one from Manitoba, and one from the Northwest Territories. A fifth native person who
had previously indicated an interest in working with First Nations seniors was invited from
Alberta when no other Elder was available. As it turned out, he was bestowed the honour
of “Elder” by the Elders at our Talking Circle. A young native girl from western Alberta
who was in Winnipeg for the Beyond 2000 Home Care Conference also asked if she could
sit in on the circle and the Elders welcomed her. Including Ms. McGreggor from Kumik
Lodge and myself, we totalled eight.

To further expedite the process I was granted permission to piggyback my Talking
Circle onto the Canadian Home Care Conference that was ready to go in Winnipeg and
which had its own Aboriginal component. Coordinating the plans with the Canadian Home
Care Conference made many of the organizational details go much more smoothly.
Winnipeg was an ideal location because of its relatively central geographic location.

The first two weeks involved phoning, faxing, e-mailing, writing letters, making
and confirming details--airfares, hotel accommodation, coordinating with the Canadian
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Home Care Conference, arranging for tape recording equipment, preparing the gifts for
the Elders and always keeping the lines of communication with everyone open and clear.

Being unsure of protocols, I again contacted Kumik Lodge for Ms. McGreggor’s
help. She gave very precise instructions and indications of all that would be expected of
me by the Elders. I was instructed to have “flags” (Mercredi & Turpel (1993) refer to
these as “prayer flags”) for each of the Elders, as well as tobacco. “As part of some sweat
ceremonies, those who participate present tobacco or cloth to the Elders, and when they
make these presentations they also ask for some kind of guidance, assistance or prayer on
behalf of themselves or others” (p. 41). The flags were to be cotton, one-meter square, not
hemmed and folded into approximately twenty-centimeter squares so that no edges
showed. There was to be a red, a white, a yellow and a black one tied with the same
coloured ribbon for each Elder. I did not understand this part of the instruction correctly;
and therefore, I prepared only one full set for the eldest Elder, who I hoped would preside
over the Talking Circle. For each of the others I had only one flag. This was a mistake. [
was also advised that it was customary to have a small gift for each Elder and, of course,
tobacco for each as well as a daily honourarium. The tobacco could have been in the form
of cigarettes, but I chose pouch tobacco. I was unsure of what to have for gifts so I chose
practical things like warm socks and scarves. All of these items were subsequently given to
each Elder privately during a quiet moment after they had arrived at the hotel in Winnipeg.
When I presented my gifts to the eldest Elder I asked him if he would please preside over
the Talking Circle, which he agreed to do.

Due to the difficulty of room bookings at the conference Centre, our meeting was
not scheduled to begin until the afternoon of the first day. This time delay turned out quite
well. The eldest Elder asked that I arrange to have a simple lunch of a variety of
sandwiches brought to his room at the hotel at noon at which time we were all invited to
join him. Had our Circle been able to convene at an early morning hour I am not sure how
the prayer ceremony would have evolved. As it was, by starting after lunch we also had

time to attend the Aboriginal component of the Home Care Conference that was being

presented in the morning.
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During lunch an official prayer ceremony was held to ask the Creator to “bless our
meeting” and “bring clarity to our hearts and unity to our purpose”. Guidance was needed
so that we would be a strong team and so that a good result would come and we could
bring the most important things to the seniors out in the communities. The ceremony was
conducted partly in Cree, partly in English. Not being aware that I should have worn a
skirt, I arrived in slacks. I think Louise’s instructions had omitted this detail because she
had not expected that I would have been invited to such a ceremony. Nevertheless, one of
the female Elders there loaned me one of her skirts to put on. She was firm in her direction
to me, but not scolding, and I appreciated being able to participate at all. Much later

during the Talking Circle she once again reminded me of the importance of a skirt.

The Meeting: After lunch we went directly to our meeting room at the Conference
Centre two or three blocks away where tape recording equipment had been provided.
During the course of the Talking Circle I came to understand why they were permitting
me the honour of recording our session. Often, it was explained to me, Elders do not like
to be recorded. These Elders made an exception. “As we work with technology,...my
perception always is, if the young people can learn Jrom it, I'll do it. I'll tape myself: I'll
video myself for the purpose of educating the young ones...Because I came across some
material that was made in the Smithsonian in DC, Washington that was already taped in
1907. And through that tape I heard the Elder say, for the purpose exactly what I ‘m
saying. And when I heard that already the Elders see that our culture was aying out. The
only way they can store something is either have somebody record or tape — whatever”
(Appendix A, p. 204).

The Talking Circle turned out to be the pivotal piece in the whole study. It was the
foundation for everything that followed. It gave direction about how to move forward
with the next phase of the study as well as permission to do so. Furthermore, it gave me
insights into this extraordinary culture that I would otherwise not have had. And most
importantly, it built my confidence that indeed I too was on the right path.

In short, this Talking Circle was an extraordinarily positive experience for

everyone present. The Elders were patient and wise teachers, freely sharing their wisdom,
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values, concerns, and information about their culture. They gave very specific instructions
and directions about how to “gain entry” into First Nations communities, the protocols to
be followed, insights into cultural differences that I should be aware of when working with
different First Nations communities and, specific issues and concerns that are facing First
Nations seniors.

With the exception of the Elders from Manitoba and Ontario, none of the members
of the Circle had met prior to this. After preliminary introductions and a review and
clanification of the background related to the study, the Elders clarified some important
vocabulary issues they had. In no uncertain terms, they were specific about how they
wanted to be referred to. “Strike the word “reserve”...we reserve the right not to be
called reserves. (Unanimous agreement) ” (Appendix A, p. 188)"°and “put First
Nations™. Their firm yet gentle guidance prevailed throughout the two days interspersed
with liberal amounts of humour and intense seriousness. Through stories and traditional
teachings the strategies and recommendations unfolded.

The Talking Circle opened with a request for guidance on how to approach First
Nations communities. That we would be working with seniors and that we would target
their level of physical activity were the only aspects that could not be changed and, of
course, my time constraint, which they were all shocked and alarmed about. “How can
You have a project that only runs three months?...In three months you may not even have
contact with five or ten elders in the community to be able to participate in the program”
(Appendix A, p. 172). “You have to tell the people that you 're working for that you 're
incredulous. That you 're astounded, that you 're overwhelmed by the fact that they think
they can pull something like this off in three months. It speaks to a lack of commitment
and a lack of knowledge of our culture, of our morés, and of what’s required to really
connect with our people” (Appendix A, p. 217). Other than those details, no other
parameter had been set. From the outset, I was clear that I would be the student, they the
teachers. Working together, I would facilitate the process but they would direct. The
content and order was up to them. The Elders were very pleased that funding was being
provided to help First Nations seniors. It was a “first” as far as any of them knew, that a

program was being established exclusively for First Nations seniors. At the time of this
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Talking Circle it had not yet been decided which communities would be approached to
participate. I hoped that would become evident as the meeting unfolded. The possibility
was still quite real that the study could have been spread throughout all of Canada.
Because my Elder group was itself diverse and represented almost every corner of
Canada, they were able to give me advice that would be effective across a wide spectrum.

It is important to note that the Elders did discuss urban and rural environments
with me and gave me directions on how to proceed in both. As discussion proceeded it
became clear that we would not have time, money, or human resources to do both. As the
time constraints of the study added more pressure it was clear that we would have to
choose one direction or the other. Discussion with the Elders further clarified the scope of
the project and led to the decision to focus our efforts on rural communities. Enormous
amounts of time would have been needed to locate seniors in the urban environment, and
then more time would have been needed to find suitable space for them to meet. Time was
precious and the decision to work with rural communities proved to be the best use of our
time and therefore increased our likelihood of success.

The Elders gathered at the Talking Circle guided the laying out of a clear plan for
gaining entry into the First Nations communities. In their quiet, respectful way they
explained that the “white” approach to problems tended to be too linear, often resulting in
the building of ivory towers, triangles and boxes. In contrast, the Native view and
approach is a more circular one, grounded in the symbol of the Medicine Wheel, signifying
the Circle of Life. The Elders explained that the First Nations’ belief is that elders, as they
complete the Circle of Life, come once again to the starting place of the child. It is natural
then that elders work with young children in their communities. This is a direction that the
Elders in Winnipeg strongly believed that First Nations communities would eventually
move.

The Talking Circle opened by stressing the importance of the initial contact and
first meetings with each community. Initially I was to stay in the background and let my
emissary do the work of going to the community first to set a date for a meeting. One of
the tasks of the emissary would be to build interest in the community. “If you don’t have
the contact or the understanding from the group of people that You are going to be
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working with initially, then you pretty much aren't going to go anywhere in three months.
That 's why the initial contact is so important” (Appendix A, p. 178).

I then asked about the qualities I needed in my emissary. The Elders explained that
the person would need to be someone respected by the elders of the community and
therefore also known in the community. The person could be male or female and of any
age but should be able to speak the traditional language of the community. They should
also be a good speaker and be able to motivate the elders that he or she would be speaking
to. The emissary should also have a strong commitment to the elders, the traditional ways,
and to the project and also be able to act as a strong bridge between the traditional and
modern worlds. Last, but not least, the emissary would need to have good rapport with
me.

Then what about me? What guidance could I be given that would help me get past
the fact that I was just one more white researcher invading First Nations communities?
“Put your tobacco down and ask...and make sure You are not on your time
[menstruating]...and make sure you have a skirt too to do Your ceremony” (Appendix A,
p. 182). “Ask for the kind of person you are looking for. Be specific” (Appendix A, p.
182). They made it clear that these were not just instructions for white people. “We all
have to do that” (Appendix A, p. 182). There were more specific instructions too. I had to
Say my prayers and then approach the elders with respect and patience. “You have to have
within yourself the capacity to respect each one of them with that differences” (Appendix
A, p. 183). “If the elders see it there, then the door is open for you. But if they see that it
is lacking, even if you have the prayers and all of the other things, then you'll get
nowhere. That's the way it works” (p. 184). I was also forewarned that I might need an
interpreter in some communities, an interpreter who could speak and write in both
languages.

To open or initiate the project in each community, the Elders recommended that a
feast be held--just for the elders of the community. They were unanimous in their
agreement that it is just for the elders, not the whole community. I was reminded that
transportation would be needed for each elder. The emissary would be expected to invite

everyone and not to give too many clues as to what it was all about, keeping it a bit
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mysterious. It was to be billed as a feast in their honour because we needed to get some
information from them. “Create an interest in the community” (Appendix A, p. 175). “4
Jeast...will be the tilling of the soil in that particular community, and if there's no fertile
sotl there well then you might have to move on” (Appendix A, p.178). At the feast the
emissary could introduce the project and me. Once at the feast I might be able to talk to
the elders directly or let my emissary do the talking; it would all depend on the
community. It was also suggested that I be prepared to open the feast up to the elders of
neighbouring communities, that the elders might ask. Depending on the community the
emissary would do most of the talking and I would stay in the background.

At the presentation or discussion that follows the food part of the feast the Elders
in Winnipeg stressed that my emissary, or I should appeal to the sense of responsibility
that the elders of the community have to themselves and future generations. All of the
Elders in Winnipeg were adamant about reminding the elders of all First Nations
communities in Canada of their role and obligation to future generations. “Find out from
the elders how much they want to see this project going so that they can have a better
benefit, not only for them, but for the next generation of elders that are coming after
them. To have good planning, how are Yyou going to do it? And then you go on to the
next stage, the third generation that is coming of elders. What kind of plan do we have
Jor them? You don't talk just only for them right now. It’s for the future” (Appendix A,
P- 175). And then, “ask them, what is their role and responsibility for looking after
themselves? What do they do” (Appendix A, p. 173)?

The elders, I was told, need to be reminded that they are powerful and strong and
have good knowledge. It needs to be stressed to them that if they are not disabled they can
look after themselves and furthermore they have a further responsibility to their
communities—to keep the community strong and “clean”. “You have to be the best you
can be so that you can teach me, you can teach my children, my grandchildren to come”
(Appendix A, p. 261).

Other lessons the Elders provided at the Talking Circle helped increase my
knowledge and understanding of the First Nations culture, background, history, and

philosophy. These lessons are the foundation for the answers to most of the research
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questions. One in particular elaborated on the Circle of Life and its relationship to a
“whole” wellness strategy for all First Nations people--their communities, their families
and to the individual members. Such a strategy puts the elders at the Centre of these
concentric circles. Interwoven throughout the Circle of Life are lessons on personal
development, traditional healing, social, health, and cultural development. These lessons
are grounded in the basic life skills that all First Nations people are taught--listening,
learning, responsibility, and respect.

My teachers then went on to elaborate on some of the realities facing First Nations
seniors. Many of them are not busy. Many of them are imprisoned in their homes ... house
bound” (Appendix A, p. 198). They find the cities frightening and unfriendly places that
are confusing and bewildering. Many do not know English or how to use a phone or
elevator or take a taxi. Many have had no contact with modern society at all. “They have
spent all of their life living in the north, on trap lines and hunting and fishing. All of a
sudden their body starts to go on them and they need help only they can’t stay in their
community” because their community does nct have the services they need (Appendix A,
p. 198-199). “They have so much fear” (Appendix A, p. 199). “4 lot of these elders too
get abused, very badly abused by either their Jamily, their own children, their
grandchildren, or they get abused by other people, other community members. Some of
them get robbed, some of them get sexually abused...” (Appendix A, p.199).

First Nations elders need the help and support that is built into the Circle of Life
(See Appendix A, p. 202). They have had to overcome many obstacles--residential
schools, alcohol, drugs, and abuse. There is a lot of healing that needs to happen for them
and a rebuilding of a strong, confident identity. Those who are on the healing path must
provide the encouragement and leadership for those who have not yet found their way to
the path. This is where the traditional ways can help. In the process there also needs to be
an understanding grow within the white medical community of the enormity of the illness,
both literal and figurative that face these seniors.

Healthy First Nations elders, it was explained to me, are living a traditional life.
They are living independently at subsistence levels hauling wood and water and hunting

for meat. These are familiar, comfortable conditions that are keeping some First Nations



68

seniors healthy and loving life. The question was asked, “what is the difference between
those that haul wood a mile and a half or two miles and the those that stay in their
homes?” (Appendix A, p. 210) The Elders had some ideas. One of the Elders said, “the
elders that have balance in their lives, balance between the Dhysical, the mental, the
emotional, the spiritual that is where you see the healthy people” (Appendix A, p. 211).
Still another Elder answered that it was a matter of energy for life. “The differences are
with the elder that has so much energy, spirit energy....1t has a lot to do with how they
love life. When you love life there is no such thing in this world that can ever take away
that life.... When you love life mind, body, spirit, emotion; emotion controls whatever
destiny you take in your life” (Appendix A, p- 213). Still another Elder answered the
question with the word “attitude”. “I'd rather do it myself” (Appendix A, p. 237) -- let
those who can live independently, live independently.

Where does the healing start? The Elders taught me about First Nations traditions,
ceremonies, the drum, songs, dances, the rebuilding of family ties, and helping elders to
help themselves. The Elders wanted me to know about the many issues relevant to First
Nations seniors: 1) Deplorable living conditions with which the elders themselves are not
happy, 2) the lack of extended care facilities within First Nations communities, 3) the lack
of Health Care facilities of any kind in many First Nations communities, 4) the white
perception of rural and urban Indians, and 5) the decline of family and traditional values.
All of these valid concerns are having a serious impact on the health of all First Nations
people. The Elders see the opportunity that this study offers as a positive step.

The Talking Circle was truly a remarkable experience of sharing. I was aware,
more than ever, of the responsibility they had entrusted to me. “And that’s so, I'm just so,
like happy that you’re here Researcher. Because we 've been, like, the community really
needs an improvement Jor elders. And I tell you something, is that, where the elders are
really going to thank you in the end for what You are doing for them, because finally
something is coming for them. Because they have been left out for years and years. It's
Just about fifty years they 've been left out now. Since our people have become educated”

(Appendix A. p. 198).
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The Project
Project Start-Up: During the three-to-four months that the pilot project ran (from

January to April 1997), I attended some 45 to 50 meetings with the various participating
communities (see Appendix B — Project Chronology). Initial meetings revolved around the
planning and design of each community’s activity program. The efforts at this juncture
were in clarifying objectives and determining the specific needs of the seniors and possible
ways of meeting those needs. As each community determined Just how they would be
involved, the level of my involvement with them became clearer. Early on, all of the
Communities were doubtful and hesitant, fearful of “not doing it right”. Constant and
steady support was important. It was an important time for me to demonstrate my
trustworthiness and reliability. Eventually I spent more time with those communities (Paul
Band and Alexis) who were able to get right into the running of an activity program. I
spent slightly less time with the communities that were focusing their efforts on developing
actual meeting space for their seniors.

The meetings through the middle period of the study provided the opportunity for
Health staff and me to get feedback on the progress being made. It was an opportunity to
applaud their efforts, add encouragement for the next session and bring some humour. As
we cycled through several debrief sessions, I was aware that the Health Centre staff
shifted from fear to a kind of excitement as they began to notice the differences in the ease
of movement and the mental attitudes of their program participants. My sense was that
they were beginning to see and enjoy their elders in a different way. Gradually each
community needed less of my involvement. It was also during this time that I felt that the
confidence and enthusiasm of the Health staff were growing; the staff became more open,
talkative and enthusiastic. My input became primarily supportive and less a source of
guidance and direction. During this phase I was also aware that the Health staff’s level of
discomfort with me as an outsider was diminishing. There was considerably more sharing
of personal feelings and experiences both as they related to the activity program, the
events within their community, and on a more personal level. It was during this time I felt
I gained considerable insight into this complex and varied culture and the magnitude of the
problems, both heaith and otherwise, that they were facing.
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Through the last period of the study the meetings began the process of evaluation,
tying up loose ends, and bringing the program to a close. I spent time listening to and
recording what Health Centre staff had to say about the program, reactions the elders
themselves had to the program, as reported through the Health Centre staff, and to Health
staff wishes and hopes for the future of the program.

Over and above my meetings with the participating Communities, were the
planning and preparation of the training workshop and later the AFLCA Level One
certification training. These events required booking of facilities, preparation of handouts
and workshop materials. as well as coordination and conveyance of ongoing information
and logistics to each community. In addition, I had regular communication with the
project funders and coordinators in Ottawa.

The overall purpose of the program was to initiate a community-based process for
improving the physical activity levels among seniors of rural First Nations communities
within Alberta and, in so doing, take steps towards improving the overall health and
functional independence of those seniors. There were six main objectives that evolved as a
result of the Elders Talking Circle that built on the objectives established by the project
design team in Ottawa:

1. To increase awareness and understanding among First Nations seniors that

sedentary living poses a significant health risk.

2. To provide leadership development opportunities within First Nations
communities in order to deliver effective active living/physical activity
programs to sedentary and frail older adults.

3. To offer pilot active living initiatives to determine successful models and
approaches to adopting and maintaining regular physical activity participation
among First Nations elderly.

4. To offer a broad range of physical activity opportunities for the sedentary and
less active members of First Nations communities.

5. To identify and address the barriers that individual First Nations seniors

experience and the means by which different First Nations communities
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overcome those barriers and obstacles in order to promote participation among
their elderly.

6. To take whatever steps may be necessary to ensure a sustainable future for the
program in the pilot study communities and ultimately all First Nations
comumunities.

Of all the communities that participated, only Paul Band First Nation actually did
the physical activity work involved. To the best of their ability they offered the program in
a participatory style that was a tribute to the leadership and vision at the Health Centre.

The other communities that participated are part of a much larger political
organization; as a group they form the Yellowhead Tribal Council (YTC). As individual
communities they range across the spectrum according to the financial resources available
to them, as well as the varying degrees of commitment to traditional First Nations
practices and lifestyles. At one extreme there is a very wealthy community in very close
proximity to a major urban Centre. Seniors in this community spend winters in Mexico. At
the other extreme is a considerably poorer community financially, living in a remote
mountain area. There are seniors in this community who still live in cabins without running
water or electricity and who hunt wild game for food. Working within such a political
framework made the process of engaging in the study much slower and more laborious.
There are advantages to all of these communities for being a part of this political
arrangement, especially for the poorer communities. One of the best advantages is that the
poorer communities have access to health and education programs that they would not be
able to afford on their own. The wealthier communities also have access to these health
and education programs as well as a reminder of their cultural traditions. It will not be a
focus of this paper to deal with these political entanglements. It is simply important to
understand that there is a difference between communities who choose to stand-alone and
those who choose to pool their resources into political alliances. In the case of this
particular study, the greater progress was made by the independent community.

With the Elders’ advice and lessons as my framework, I set out to not only meet
the expectations of ALCCOA and the New Horizons project but more importantly, the
expectations and tasks laid out by the Elders in Winnipeg. Due to funding limitations and
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time constraints, the study was limited to communities within Alberta. My emissary was
one of the Elders from the Winnipeg Talking Circle. This turned out to be a great
advantage. He had been party to what had transpired in Winnipeg, which saved time. As
an employee of the Native Health Care Commission of Alberta he was also familiar with
all the communities throughout Alberta and consequently streamlined the initial contact
process very neatly. With making only three phone calls, he had nine communities
interested in participating: Alexander First Nation, a Cree community located
approximately 60 km north and west of Edmonton; Alexis, a Stony First Nation
community located approximately 100 km west of Edmonton; Enoch, a Cree First Nation
community located right on the western edge of Edmonton; O’Chiese, a Salteaux First
Nation community; and Sunchild, a Cree First Nation community. As a group these five
communities form the Yellowhead Tribal Council (YT O).

O’Chiese and Sunchild First Nations are located approximately 50 km west of
Rocky Mountain House in central Alberta and share a boundary. For many years they have
also shared a school and Health Centre. With self-government looming for them, they are
now in the process of separating. This separation process occupies a great deal of their
time, energy, and financial resources. Through all this change, they are also trying to
maintain all existing health programs and to bring their programs in general up to par with
other First Nations communities in Alberta.

The other communities that were interested in participating were Paul Band, a
Stony/Cree community on the east end of Lake Wabamun, approximately 60 km west of
Edmonton and three Stony communities approximately 60 km west of Calgary at Morley.
These three communities, Chiniki, Bearspaw, and Wesley form the Stony Alliance. As
time began to add pressure, only six communities (Alexander, Alexis, Enoch, O’Chiese,
Sunchild and Paul) were able to make a commitment to the project. Due to internal
community politics that came to a head after we were well into the planning process,
Alexander First Nation was unable to continue their participation in the program. The
funding commitment that had been made to them at the beginning of the process is being
held in trust for them by the Yellowhead Tribal Council Health Program.
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As per the advice of the Elders at the Talking Circle and my subsequent proposal
to the Steering Committee providing the funding for the project, each community was
given the go ahead to formulate their own plans to achieve the overall project objectives. 1
served as facilitator. In keeping both with the promise made at the Talking Circle and with
the Action Research methodology, the needs of each community that agreed to participate
were to be met in any way the community felt they could best be achieved.

The initiation phase of this program occurred in four parts. In part one the Health
Directors and I were introduced to each other and discussed the opportunity that I had to
offer them. Part two included my first meeting with the women that would become the
program coordinators. Part three was my meetings with the next level of participants, the
actual health workers from each community. At Paul Band this included the Health Centre
staff. Among the YTC communities this included the Health Directors from two of the
communities and the Community Health Representatives (CHRs) from the other three
communities. Part four of the initiation phase, and the last part, was the introductory
training that was offered to all of the communities.

Part One - My first introductory meeting was arranged by my emissary and was
held January 15, 1997 with the Health Director for YTC, the YTC Rehabilitation
Coordinator, and the Nurse responsible for Health Education for YTC. Along with my
emissary, we met in a hotel restaurant in Edmonton. I had prepared a written summary of
my project, which I gave to the Health Director making it clear that she could pass it on to
the Chief and Council if she needed to. It outlined the project background to date, the
goals and objectives (see p. 70), and the health benefits that the program would bring to
the communities. The benefits to the community included that: 1) knowledgeithat physical
activity is protective against heart disease, some forms of cancer, respiratory conditions,
and offers some degree of control over numerous chronic health problems such as
arthritis, diabetes, and osteoporosis; 2) knowledge that a more active lifestyle has also
proven to enhance quality of life; 3) understanding that older adults who are physically
active have reported a reduction in aches and pains, better sleeping patterns, feelings of
greater energy, and improved appetites; 4) proof from other studies that there is also an

improvement in mental function when seniors are more active; and 5) awareness that
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activity may be considered the “best medicine” to enhance both quality and quantity of life.
In addition to these benefits there were some general economic benefits that were also
outlined: 1) The growing evidence that an active lifestyle can prolong independence by
increasing strength, flexibility, and aerobic power, thus reducing the need for Homecare or
extended care; 2) that in some instances, the potential physiological gains are equivalent to
10 - 20 years decrease in biological age; and 3) that employers have reported improved
work productivity, less absenteeism, and fewer Workers Compensation claims. In addition
to these benefits there was a brief breakdown of the broad general steps of the project.
The purpose of this information sheet was to act as a starting point. I made it clear right at
the beginning, and several more times throughout the initial meeting, and then again
during subsequent meetings, that they could change the process in any way they chose.
The only two factors that could not be changed were that it must be a program for their
elderly community members (they were free to set the lower age limit) and that it was to
be a physical activity program with the objective of increasing one or more of either
strength, flexibility, and aerobic capacity.

My initial introductory meeting with the Paul Band Health Director and the woman
who eventually became the program coordinator was held two days later. The same
information package was provided. My emissary attended this meeting as well. It too was
held in a hotel restaurant on the western outskirts of Edmonton.

I explained to both groups, the vision and direction that I had been given by the
Elders in Winnipeg, and the suggestion from the Elders that each community start with a
feast. Everyone’s reaction was positive. Like the Elders in Winnipeg, these community
health leaders applauded the fact that there was finally some funding being provided for
the elders.

These first meetings lasted between one and two hours. As the meetings came to a
close, the Health Directors invited me to meet again with the individuals who were now
the program coordinators. I asked that when we met again the program coordinators start
discussing the program within their communities with the idea of recruiting activity

leaders. I made it clear that if communities chose, they could use some of their funding to
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pay a salary for a program coordinator of instructor and training would be provided as
well. We decided that we would discuss this at more length at our next meeting.

Part Two -- The follow-up meeting with the program coordinators. These were
much more relaxed meetings where we took the time to get to know each other on a more
personal level. Throughout the course of the next three months I would come to know
these women at a much deeper level and grow in my respect and esteem for them. These
women are deeply committed to their people and to helping them heal. They work very
long hours with very little thanks. They are multi-talented and extremely resourceful. I
have nothing but the highest regard for them.

At the follow-up meeting I provided them with a list of agenda items that they in
turn could take back to their communities to help coordinate their own community
effort.”* It was this same list that [ used as the basis of my meeting agenda when I met
with the Health Centre (care) staff from each community.

It was at this point that I asked my emissary and the YTC nurse to review the
evaluation tools (see Appendix C) and to give me feedback as to their relevance and
adaptability to First Nations seniors. I also wanted to know that if we needed to translate
the questionnaires into Cree that it would be possible. They reported back that they
thought the questionnaires were fine and yes, they could be translated quite easily without
losing their meaning. We would later find out that the questionnaires had much more
serious flaws.

Part Three -- The meeting with community health staff followed shortly on the
heels of the meetings with the program coordinators. Things were moving very fast,
perhaps too fast. By February 1, 1997, just two weeks into the project, I had held ten
meetings and I was pushing these communities to be committed to running the program.
All of the communities had posted bulletins in their communities offering a part-time job
as Activity Coordinator for a seniors’ activity program. There were no applicants in any of
the communities. Once again the health staff would take up the slack and fit yet one more
program into their busy day.

Part Four -- The introductory training workshop was held Saturday, February 1,
1997, at the Lions Seniors Centre in north Edmonton. Twelve attended of the thirty who
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had pre-registered for the workshop. A binder of materials was provided for each
participant including an excerpt on “Staff Roles” from Maria Fiatarone’s Fir For Your Life
Exercise Program. This is a fitness program developed for the elderly by the Fit For Your
Life Research Studies Centre at the Harvard Medical School in Boston. The binder also
included information on exercising safely, proper breathing techniques, planning and
teaching fitness classes, and games that work well in exercise classes. There was also some
information on simple equipment ideas that could be adapted using things commonly
found around the house. There was another section in the binder that had articles on a
variety of related subjects: benefits of exercising, benefits of strength training, and short
motivational-type quotes that could be adapted into wall posters. The last section of the
binder included enlargements of diagrams illustrating the proper techniques for doing
some of the exercises.

The workshop opened with an introduction by Dr. O’Brien Cousins who presented
an overview of aging and the role of physical activity in healthy aging. A cultural theme
was woven into the presentations with the goal to foster Aboriginal identity with their
more traditional patterns of active living (fishing, trapping, hunting, dancing, etc.). A
creative community empowerment approach to active living was advocated as preferential
to “white man’s exercises”. In addition to slides showing active older people (Asian,
Hispanic, Blacks, and Native Americans), there was some anecdotal success stories of
local seniors who had improved strength, flexibility, and cardio-respiratory capacities. The
message was that active living in any culture could have an impact on daily lives.

In an open discussion that followed Dr. Cousins’ pggsentation, the women who
attended were very reticent to engage in any kind of brainstorming of activity ideas for
their elderly community members. Both Dr. Cousins and I wondered if activities of a more
traditional nature might be more appealing. After some discussion, activities such as
musical chairs, scavenger hunts with a somewhat traditional bent, stationary bicycling in
front of the TV, breathing exercises, and the making of weights with rocks or sand in
plastic bleach bottles were offered by the group. When asked if they had any questions,
they wanted to know where they could get some of the little hand weights that Dr.

Cousins had brought for demonstration purposes.
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Then the participants were asked what types of health problems were typical
barriers to being more active among their senior populations. Responses included being
too sick now to do things, no companionship, no money, and no time. Discussion about
possible responses to these barriers was more enthusiastic. One participant suggested that
the seniors be encouraged to reflect back on “the good ol’ days” to get them away from
the focus on the “poor me” attitude of today. Other suggestions included developing a
“buddy system”. In answer to the “no time” barrier, it was suggested that it could be
pointed out that they have 24 hours of “discretionary time” and that even the housework
they do is considered being active. They were all in agreement that work needed to be
done on changing attitudes and habits about being more physically active. It was pointed
out that this was a problem not only for seniors but for mid-lifers too — which they all
agreed with. Only one of the participants at the workshop engaged in any type of exercise
herself.

The afternoon was a full participation activity program put on by a certified leader
of older adult activity programs. The workshop participants were exposed to a variety of
exercises suitable for older adults. The instructor emphasized how activities may be
adapted to suit the very frail or those with physical or mental disabilities. Everyone who
attended found the workshop both useful and fun. For most of them it was the first
exercise they had done in many years. Subsequently there were several inquiries regarding
procedures related to leadership certification. On the basis of these inquiries and the
commitment made by many of the communities, the project sponsored two members from
each of the five communities plus two members of the YTC Health Office to attend the
Alberta Fitness Leadership Certification Association (AFLCA) Basic Theory program that
was offered April 19 and 20, 1997, in Edmonton. There were abuses of the generosity of
the program related to attending of the AFLCA course, but of those who did attend, two
or three did go on to be certified. Certification itself became an onerous task for many.
The AFLCA certification testers would not go out to the First Nation communities to
observe the activity programs. Instructors from First Nation communities were expected
to go into the city and run a class with strangers if they wanted to get certified. This was
more than most of them were willing to do.
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Program Activities: The diversity in approaches, schedules, and activities between
participating communities stems from the qualitative nature of the Action Research
approach employed by the study. The needs, realities, and experiences of the individual
participating members and their communities have been the defining factors for
determining each step along the way. The Action Research approach is an ever-evolving
process utilizing extensive discussion and collaboration among individual community
members and the program facilitator in an effort to devise an approach that is best suited
to the community’s needs. I was extensively involved in this process with each
community. Follow-up discussions, evaluation, and adaptation were regular and essential
aspects in the process in order to arrive at the community’s desired result.

Many times the process seemed slow and laborious, but it was allowed to evolve in
its own way. This approach created an atmosphere of enthusiasm and trust among the
targeted elder subjects. Furthermore, such an approach fit well into the First Nations
system of values and beliefs about time, sharing, and respect. Tasks were not rushed. We
would not have succeeded otherwise. An attitude of respect and reflection was allowed to
prevail. Slowly, gently, respectfully, the elders have been encouraged and supported in
their efforts to take more responsibility for their own heaith.

Time and the Action Research process of letting each community move at their
own speed and in their own direction have proven to be critical determinants in the
evolution of this study. The demands of this government-funded project imposed very
tight time constraints to which the First Nations communities, for the most part, were
unable to conform. While the project essentially failed to achieve the results targeted by
the objectives, because of lack of time, the First Nations communities were committed to
the process. Their difficulty in conforming to the narrow timelines of the study was also in
part a function of the already heavy loads of the Health Centre staff. Based on their
previous experience with white researchers and government initiatives “aimed at their best
interests”, they were hesitant to go blindly charging into a “new” program. They were also

hesitant to move through the program faster than their seniors were ready to go.
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More progress was made in some communities than in others. As mentioned, each
of the communities started the program with the traditional feast. I was invited to attend
two of those feasts, one at Paul Band First Nation. the other at Enoch. They were quite
different from one another. After the feasts at Paul Band, I addressed the group of about
30 seniors that attended and was grilled quite extensively by several men. Mostly they
challenged me because I was white. They were quite sure I knew nothing about their
situation. I was honest with them and told them they were right and that I hoped to learn a
lot. I also said that I was looking forward to working with them all.

At the Enoch feast, the seniors of the community were invited along with their
family members. At this feast the food was the priority, and only traditional dishes were
served. I was introduced before the food was served, and I gave a brief presentation about
the program. I offered to answer questions, but none were forthcoming. My presentation
was followed by a pipe ceremony.

The feasts themselves were held in the tradition of the individual communities. In
some communities, the elders themselves prepared the food; others hired cooks; and at
some, the community members prepared the food. Contrary to usual practice, the elders
were not paid to attend at any of the communities. Transportation, as always, was an
issue. For the most part, Health Centre staff picked up those who were unable to get to
the feast on their own; when possible, the Health Centre van was used. Some communities
passed tobacco after the meals; others did not.

Some communities, like Enoch, held preliminary meetings with their elders, even
before the initial feast, to brief them on the program and to get their ideas about the kinds
of activities they would like to do. Others, like the Paul Band, used their first activity
session for this purpose. Suggestions from the elders regarding the activities that they
would like to do included things like walking and swimming (although there was some
reluctance expressed about being seen in a bathing suit). Dancing was a popular
suggestion, as was interaction with youth such as teaching the young children how to
snare a rabbit (where there were rabbits to be found). Bingo was well received, as were
trips to nearby malls, trips to nearby museums, botanical gardens, and other cultural

Centres. One community even wanted to organize a trip for the elders to Albuquerque to
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the big international powwow. They spoke about fund-raising activities like walk-a-thons,
and craft and bake sales. Only Enoch community had the elders themselves directly
involved in the coordination of the program. For the most part, it was the Health Centre
staff who assumed this responsibility. This was the primary cause of the delay and
difficulty with getting the program up and running. Existing Health Centre staff have too
full a plate to be able to take on additional programs that are introduced three quarters of
the way through their program year.

Facilities in which to do things with their seniors was a problem for most of the
communities. For the most part, the Health Centre was the usual place to meet. In the new
Health Centres there is usually a large enough room to meet in and do an exercise class. In
the older Health Centres, however, space is a real problem. In these cases the local school
was used when possible; although most of the senior activity programs were run in the
morning or afternoons when schools were in session. When weather permitted, walking
out doors was possible; though care needed to be taken if it was icy. Communities close to
Edmonton could make use of large malls for walking programs, but this was not possible
for O’Chiese or Sunchild First Nations.

All of the communities used the opportunity of having their elders together to
conduct other health or education programs as well. Tt was never Just an exercise
program. Health information lectures relating to immunization and smoking were
presented and often nutritional seminars as well. Paul Band used the opportunity to have
the elders together to cook them a nutritious, low cost meal and afterward, a copy of the
recipe was handed out for them to take home.

Several of the communities felt that some sort of liability waiver or doctors’
permission to participate should be obtained from the elders. I introduced them to the
Physical Activity Readiness (PAR-Q) questionnaire and they had their elders complete
them.

Paul Band ran their elders’ activity program for six weeks and then had their
second feast. At the outset of the program, 14 elders showed initial interest, six of who
became “regulars” and attended 100 per cent of the time. Paul Band ran their program two
days per week, Tuesdays and Thursdays, starting around noon or 1:00 p-m., depending on



81

the planned activity. The Health Centre staff shared the responsibility of the program,
working in pairs, having responsibility for alternating weeks. This turned out to be a very
effective system considering that everyone already had a very full work schedule. This
system allowed everyone to be involved in the program without anyone having to have the
whole program as an extra work responsibility. The program coordinator took care of the
administrative details like transportation, the organizing of the feasts, and the procuring of
supplies that might be needed for any particular session. With the staff working in pairs
there was extra energy that went into the planning of each session which made for a better
program for the seniors. That the seniors enjoyed the program was very evident at the
closing feast. Activities included calisthenics, programs to improve range of motion,
strength and flexibility; mall walking, which meant that the elders had to be transported
into the nearest urban Centre, Spruce Grove; dancing, including traditional, square and
jigs; indoor relay-type games; and a particular favourite was the relaxation exercises that
became the closing feature of each day’s events.

The Alexis elder activity program was initiated by a feast held on February 11,
1997. Of the twenty-two elders that attended, 14 participated and indicated that they
would be interested in joining on a regular basis; however, only two actually did
participate on the days that the program ran. As it turned out, of the eight Tuesdays
between the beginning of the program and the end of March, there were only two or three
that actually became activity days. All the others were canceled due to other community
events, such as four funerals, which all the elders attended, and a major flu that infected
many of the elders. The activity days were held in conjunction with the activities run by
their 16-bed Elders’ Lodge. Activities that had been planned for the elders included
walking and exercise sessions, outings to museums and other nearby cultural Centres, trips
to a nearby lake, and a wiener roast.

One of the quickest positive results experienced by the program involved one of
the diabetic elders. This individual was a nursing home resident suffering from poor
circulation and, as a result, was having difficulty walking. After only a few exercise
sessions (that were run in the nursing home over and above the activities of this program),

her circulation improved and she was walking more easily. She was so pleased with the



results that she volunteered to help with a future walking program that was planned for
the rest of the diabetics in the community.

The Enoch community named their program MAMAWO SISAWEWIN
(pronounced MA-MA-WO/ ST-SA-WI_\Y-WTN). It means “participAction” in Cree. The
task of coordinating this program initiative was assumed by the existing Elder Program
Coordinator who works in conjunction with the Community Health Representative
(CHR). The Elder Program Coordinator is 70 years old and she is a shining example of a
healthy, active senior. The Enoch Community elders are already a well-motivated group
and have been impatient for the program to be up and running. They have lots of good
ideas about activities that they would like to do including walking, swimming, and trips to
the city malls and local cultural attractions. Enoch’s program, though it does not exclude
anyone, concentrates on its members over the age of 60. The younger seniors tend to be
too busy with jobs outside their homes or are looking after their grandchildren. Their
initial feast was held February 19, 1997, in the basement of the community’s Catholic
Church. Thirty elders attended, 22 over the age of 65. Although the program was slow in
getting started, it reached out to other areas of the community. The YTC nurse who had
attended the introductory training workshop took it upon herself to run a chair-exercise
program for a mixed age group of 20 diabetics. It was a resounding success. Members of
the Aboriginal Wellness Program run by the Capital Health Authority in Edmonton
attended as observers and as a result have expressed interest in establishing a chair
exercise program as a regular aspect of their own program. They found it to be a simple,
easy, effective way of involving severely disabled diabetics in an exercise program.
Another result of the introduction of the program to the community has been that the
Chief and Council approved the expenditure of money to renovate an old building in the
community to be used as a seniors’ Drop-In Centre. Prior to this, the elders had no facility
in which they could meet, for any purpose. Funds have also been allocated for the
purchase of some capital equipment for the seniors, including a stationary bike, a

treadmill, lightweights, and therabands.
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Evaluation Process: In addition to the ongoing process of evaluation that occurred
at each meeting, there was to have been a more formal evaluation using a battery of
Questionnaires. In anticipation of a possible language barrier, I had my emissary and the
YTC nurse, both natives, review the entire package before administering the assessment.
If wording was a problem, we were prepared to adapt the tools so that they would be
more understandable or translatable. Both of my reviewers indicated that there was no
problem with any of the wording. If translation were going to be required, it would be
possible. My reviewers underestimated the elders’ perception of content inappropriateness
and the offense that would be taken to some of the questions. We also missed the fact that
some of the subtle nuances of the English version would be lost in the translation. Many of
the elders found the questions very repetitive when translated.

Originally all of the communities were to have included the questionnaires in their
programs. Paul, Alexis, and Enoch did start, but the reaction from the elders was so strong
that Enoch and Alexis decided to abandon the questionnaires. Paul Band elders returned
seven of the 20 they were given. Because of the objections of the elders , the process was
abandoned in this community as well.

The general feedback that I received from all three communities can be
summarized succinctly and concisely: too long, too confusing, too repetitious, and too
personal (embarrassing). For example, from the Vitality Scale, many of the women were
very reluctant to reveal personal information regarding constipation. These are private
matters that First Nation elderly will not even discuss with a doctor, let alone one of their
own children or one of the community health staff. In the public setting of this
questionnaire, even when they were assured of anonymity, it was out of the question.
Although I had been forewarned by the Elders in Winnipeg about this kind of privacy, 1
had forgotten. “...I told my mom, I said, ’you have to take your shirt out, Just your shirt,
nothing open’. I told that doctor, I said, 'don’t, I said I don’t want her to take everything
off’ . I said, ‘ she won't like that’. So she was sitting there and then we were, the doctor
was getting us to ask her questions, you know. So we 'd ask her questions, I would tell the
doctor. We would take turns me and Margie, so one of the questions that she was asked
was, she [the doctor] said, ask her, ‘when was the last time she had intercourse ’? Margie
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said, you ask her, she's your momma’. And I said, ‘you ask her, you're the escort’. And [
kept wondering how am I going to ask my mom? This is such a delicate question and
that’s what I told that doctor. I said, ‘this is a very delicate question’. I said, ‘we never
ever ask our elders that question'....” (Appendix A, p. 252-253). Another member at the
Talking Circle confirmed, “.. they re really private” ... “ you have to learn to ask
another way...so that it doesn’t offfend people” (Appendix A, p- 253).

From the Functional Fitness Scale, questions about whether they could go
shopping for an hour, spend lengthy time in malls, or run for a bus seemed highly
irrelevant. For communities close to urban Centres, malls, sidewalks and buses may be a
more common experience for the elders who get into the city more often. This is not the
case for the majority of the First Nations rural elderly in this study. Virtually none of the
communities I have worked with have sidewalks; some have only one paved road. Gravel
is the norm. They have no paved driveways or even sidewalks from their front doors to
the road. The isolation that some elders experience is further exacerbated in that most do
not have telephones. The Locus of Control section of the questionnaire made no reference
to anything other than the white medical model. Many First Nations elderly still rely on
“traditional” health practices such as sweat lodges and traditional medicines.

The evaluation did not go as originally planned. Originally the plan was to
administer the questionnaire at the outset, sometime between mid- to late-January. With
all the delays in getting the program initiated, the original time line proved to be too
optimistic. The pre-tests were not administered until late February and early March.
Because of the reaction to the pre-test, none of the communities even attempted a post-
test. I did not ask if I could return weeks after the completion of the program to
administer more questions about longer term changes the elders may have experienced. In
discussions with Health Centre staff from Paul Band, one of the improvements suggested
was that percentages be left out completely. For example, questions should be phrased,
“how many times a day do you...?” Rather than, “what percentage of time do you spend
doing...?”

On a more positive note, I received some positive anecdotal data after only three

weeks of participation in the program. One story from the Alexis community came from



the adult daughter of a participant who was in her late 70s. She told me that her mother,
who did not usually go to bed until 1:00 or 2:00 a.m., because she could not get to sleep
until then, on activity days was going to bed at 8:00 or 8:30 in the evening and sleeping
soundly until 7:00 or 7:30 a.m. It is these kinds of results that hold much more promise of
a valid evaluation.

The elders from Paul Band had comments too. “I always sleep really well the night
before.” “It has brought me out of my grieving; you have given me something to live for.”
“Afterwards, I feel like I could play bingo all night.” “I don’t play bingo very much
anymore, I just really look forward to getting together with everyone.” “You have made
me very happy. You have got me out doing things.” “I have had a lot of fun. I wish we

could get together more often.”

Closing Feasts: The end of the study was to be celebrated with another feast, much
like the first. The idea was a very popular one. There were two. Paul Band held theirs on
April 17, 1997. The second was sponsored by YTC on May 23, 1997 who matched the
money provided by this study to help defray the costs.

The Paul Band feast was a huge success, held at the Ironhead Golf Course
Clubhouse on a lovely, warm, sunny, spring day. Traditional dancing with community
singers/drummers was part of the festivities, as was old-time music for country dancing
such as jigs, the butterfly, and square dancing. Even the regular exercise program was
included as a part of the celebration with stretching and some light calisthenics done to a
strong marching beat. Although it was held on a Thursday afternoon, family members of
the elders including children, grand children, and great grandchildren attended to celebrate
with them. Every effort was made to provide all the favourite traditional foods. It was an
amazing smorgasbord of wild game, fish, bannock, pemmican, biscuits, and a few
vegetables. The feast was indeed great fun and a huge success. The Health Centre staff
presented a certificate of participation and gifts of a blanket and tobacco to the six elders
who attended every session. There were tears of Jjoy and sadness. The joy was at having
had such a good winter being connected to old friends and of having had so much fun.

When the younger participants were jigging, one of the very elderly on-lookers pulled me
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down by the sleeve so she could whisper to me with a real smile in her voice, ‘when I was
a young girl I used to dance just like that”. The sadness came from fear that the program
might end. These elderly women had really enjoyed the program. Assurances were made
that every effort would be made to try to have the program continue, although it was also
pointed out that there would have to be funding alternatives.

The “grand splash”, as the CHRs began to refer to it, that was planned for the
YTC communities was set for a Friday night in late May. The seniors from all five
communities were invited, as well as interested community members from any other
communities. Though the feast was for all YTC communities, in reality it was too far for
Sunchild and O’Chiese to come. To my knowledge Sunchild and O’Chiese never did have
a wind-up feast. Posters were made through the YTC budget and distributed to as many
nearby communities as was possible. This party was not limited to seniors, rather it was
advertised as a spring celebration. There was an admission charge of $3.00, though the
seniors were admitted free of charge.

The celebration had many purposes. First and foremost it celebrated the arrival of
spring. Secondly it acclaimed the new program’s success and promoted its continuance.
And third, the feast provided the opportunity for friends to be together after a long, cold,
hard winter.

This YTC feast was a very different celebration from the one that Paul Band had.
It was held in a community hall far from any urban Centre on a Friday night and admission
was charged. There was a live local First Nation band that played rock and roll music as
well as music for square dancing. A light lunch was available from the kitchen that YTC
staff had purchased. There were very few of the oldest elders present and except for two
or three square dances of two groups of eight, there was little participation. There were
two or three similarities to the Paul Band feast. Transportation was provided for all the
disabled elders who needed a ride and all ages were present.

The Wind-Up, I hoped, would only be the end of the beginning, and I am uncertain
as to its success in this regard. Only time will tell. Right now the communities are pleased
with their efforts and the future looks promising for the continuation of the program. But

priorities can change and commitments can be forgotten. As it stands right now, Paul
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Band Health staff are in the process of preparing a proposal for their Chief and Council for
approval of funding through the Band finances for the program’s continuation. The Enoch
community has their Seniors’ Drop-In Centre but are not using it because they do not feel
the Centre is secure enough. Right now all the equipment is up in the brand new Health
Centre, which is a lovely, bright, new facility with good security. O’Chiese and Sunchild
have made a commitment to their seniors; now all they need is the funding and the staff to

make it work. Alexis plans on continuing the program as a part of the Lodge activity

program.



CHAPTER 5

To be truly effective, Aboriginal health and healing systems
must attend 1o the spiritual, emotional and social aspects of
physical health problems and to the physical health aspects
of spiritual, emotional and social problems...A holistic
approach requires that problem solving be comprehensive,
co-ordinated and integrated, and that services be flexible
enough to respond to the complexity of human needs
(Royal Commission Report on Aboriginal Peoples, 1996,
Vol. 3, p.226).

Outcomes and Discussion

Outcomes

Although there is very little direct reference in the literature to the importance or
role of physical activity as it pertains specifically to the life and health of First Nations
elderly, there is ample evidence supporting its role and importance for other, non-native
populations. At the same time, while there is considerable documentation on the
deplorable state of the health of First Nations populations in general, there is only scant
reference specifically to the health of the Native elderly. In the literature, solutions offered
for the improvement of Native health are broad ranging and typically holistic in nature.
Seldom does a solution have applicability in only one realm. Given the holistic model,
philosophy, and approach to living that is dominant in the First Nations culture, I have
assumed that references that support this study’s results culturally and traditionally in
social and communal health respects, also have a corresponding impact on the mental,
physical, emotional, and spiritual dimensions of Native individuals, including those aspects

of physical health that would lead an individual to be more physically active.
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Question One: What steps are first nations rural communities able to take in
order to get their elderly members more physically active?

This study has demonstrated that First Nations communities are willing and able to
take the necessary steps to get their elderly members more physically active. The
communities involved in this study were successful in three broad areas, all of which
demonstrate an awareness and ability to help improve the health status of their elderly
members. Furthermore, these initiatives were culturally appropriate and designed and
delivered in the spirit of promoting community responsibility, autonomy, and local control.
This approach is both promoted and supported in the literature (Castellano, 1986;
Armstrong-Esther, 1994; Royal Commission on Aboriginal Peoples, 1996) and by the
Elders at the Talking Circle in Winnipeg (see Appendix A).

First, the communities involved in this study took personal and collective
responsibility for the success of this program. This is significant for the elders because as
Armstrong-Esther (1994) points out, “the mental, emotional and spiritual health of Native
seniors may be affected by a perception that they do not have adequate family or
community structures in place to allow them to be more self-reliant or self-actualized.
Hence, one of the most critical problems facing the Native elderly may not be ‘medical
health issues’ but rather the loss of continuity in their lives” (p.45). Community efforts to
provide programs for the elderly such as those reflected in this study demonstrate that
both support and structures are in place and that the elders have not been forgotten.

The Elders in Winnipeg directed that each community involved in the project
program be given the autonomy to develop the program to suit the unique needs of the
individual communities. This was allowed to happen and it was interesting to observe the
different community approaches. Some rallied and put a strong effort together for the sake
of the elders, although they sacrificed or ignored the importance of their own development
in the process. Paul Band for instance, had a strong effort by their staff but did not take
advantage of the training opportunities that were offered. Enoch, on the other hand, gave
the development of the program over to the elders themselves. As a result of this study,
the seniors approached the Chief and Council to get support for the establishment of a
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seniors’ Drop-In Centre. However, the elders felt they could not “do” anything until the
Drop-In Centre was ready, and it was not going to be ready until two months after the
close of the research study. This community is right on the western edge of the City of
Edmonton and it may be that they “do” more in the city; but I have my doubts, especially
for the older seniors.

Alexis First Nation already had an activity program going at their Seniors Home,
but nonresidents were not invited. As a result of this study, the activity program was
opened up to all members of the community over the age of 50 and a more vigorous
exercise component was added. Insufficient personnel was a problem in this community.
The nursing home activities had not been offered more broadly because of the strain it was
felt it would put on the Home staff, Through the vehicle of this study, this community
decided to use the funds provided by the project to hire a program coordinator.
Furthermore, it was realized that having more able-bodied participants in the program was
a help to Home staff rather than a hindrance. Staffing is still at bare minimum levels, which
does sometimes cause problems. I was there one day to meet with the program
coordinator, as we had previously arranged. I found her answering phones at the Health
Centre. She had been pulled away from her programming duties because there was such a
bad flu going around the community, she was needed as the receptionist. She had her
granddaughter with her who was home sick from school because of the flu. I ended up
answering phones for her for almost an hour while she performed other tasks. We
conducted our meeting there at the reception desk after she returned; the interruptions
continued. I left feeling unsure of just how much the program had accomplished that day.
Clearly the communities involved in this study did all they could under trying
circumstances to ensure a positive and beneficial program for their seniors.

The Royal Commission Report on Aboriginal Peoples’ volume on health, Volume
3 (1996) addresses the importance of personal responsibility for health and the importance
of personal health choices, “personal health choices matter,...we can all make a difference
to our future health status by stopping smoking, reducing alcohol intake, eating properly,
exercising regularly and so on” (p. 221). The Report goes on to add however, “In the
Aboriginal view, collective responsibility is also significant. Many speakers told us that
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solving health and social problems must become the responsibility of Aboriginal people
taking action together, and that individual self-care must be matched by community self-
care” (pp. 221-222). In the Royal Commission’s final Volume (5), in which its
recommendations are revisited, the Commissioners speak to the importance of community
responsibility. “Our recommendations focus on engaging Aboriginal people in the design,
management and restructuring of services to make them more accessible and appropriate”
(p. 13). The communities engaged in this study were diligent in the care that they took to
ensure that the activities planned for their elders were of a nature, duration, and intensity
that the elders could both manage and enjoy.

At the Talking Circle in Winnipeg one of the Elders felt strongly about the
importance of communities developing their own programs for the elders, “Elders’
program, it’s got to be developed.... we should have developed all of these programs fifty
Years ago. Continued on from centuries ago, continuing on this way” (Appendix A,
p-215). Still another told a poignant story of a community that turned itself around by
taking back responsibility for itself and its programs and the strong role the elders played
(see Appendix A, p. 227).

At a time when Canada’s First Nations people are struggling for political and
cultural autonomy, the First Nations communities involved in this study have
demonstrated their willingness and determination to take responsibility for their lives,
including their health, and the health of their weakest and most vulnerable members.
Jackson and his colleagues (1982) applaud such action and suggest that communities must
take responsibility for the setting of goals, design, management, delivery, and results of all
their programs--that they must assume control of the process of knowing and acting—-if
they are to turn their circumstances around.

Second, the First Nations communities involved in this study rekindled the spark of
tradition specifically as it relates to the role and status of the elders within their
communities. This was accomplished through the practice of traditional feasts held in
honour, and to honour, the elders and through the provision of special meeting facilities,
(like seniors’ drop-in centres) for their elders which previously had not existed. This

remembering of the importance of the elders is one of the primary recommendations made



the Elders at the Talking Circle in Winnipeg. Evidence in the literature also supports it.
Frideres (1994) bemoans the fact that First Nations elderly are experiencing a double
Jeopardy--forgotten by their own people and Canadian society. Hohn (1986) emphasized
the importance of preserving and protecting First Nations culture and adds “encouraging
older Natives to pass on their cultural heritage needs to be emphasized” (p. 27). This
study has demonstrated that communities are both willing and able to take responsibility to
see that this happens.

The Elders at the Talking Circle in Winnipeg spent a great deal of time explaining
the importance of traditional teachings, traditional culture, and the role of elders in this

aspect of First Nations life.

We can’t do it by ourselves [get back to the traditional ways]. We gotta be a
team. And that's what the elders know. A lot of elders know this. But it's been put
away to sleep right now because nobody is wanting to listening to them. Once we
say, this is what we want to go back to, I tell you, motivation, oh, everybody will
be involved. The whole community, to the little children are going to get involved.

That's what we want to work towards (Appendix A, p- 215).

For more in-depth information related to the importance of traditional life to the health
and well-being of First Nations people and communities, refer to Appendix A (pp. 255-
262).

The Royal Commission Report on Aboriginal Peoples suggests that there are many
benefits that can and will come from this one step. By reintroducing or helping elders to
reclaim their status in the community, Native authorities suggest that there will be a
consequent positive benefit to elder self-esteem, a reduction in the isolation of elders, and
a reclaiming of responsibility by the elders for their own personal health. The positive
affects of these changes will be consequently felt in the rest of the community.






