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Question 5

This declaration took decades to write and pass. One major area of contention 
was the phrasing of the word “peoples” vs. “people” (“peoples” indicates the 
collective rights of a group). Canada’s rationale for not signing the declaration was 
that some of its items contradicted Canada’s Charter of Rights. 

Western ideology places the rights of the individual over the rights of groups,  
and health has been viewed as an individual right.  Learners should be asked  
to comment on this dichotomy of world views. 

The Assembly of First Nations (AFN), along with other groups, has continued to 
lobby to have Canada ratify the declaration.

On September 13th, 2007, the United Nations
General Assembly adopted the Declaration on the
Rights of Indigenous Peoples.
Which country or countries
voted against the declaration?

A. United States
B. Canada
C. Australia
D. New Zealand
E. None of the above
F. All of the above

Question 5

Answer: F (All o  the above)

The US, Canada, Australia, and New Zealand were the
only four votes against the UN declaration.

The declaration outlaws discrimination against
Indigenous peoples and promotes their full and
e ective participation in all matters that concern them.
It also ensures their right to remain distinct and to
pursue their own priorities in economic, social and
cultural development.

Most of the rights included in the declaration are
enshrined in other human rights treaties already
adopted by Canada including the rights to cultural
development, health and freedom from discrimination.

Source: http://www.un.org/esa/socdev/unpi/en/declaration.html
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Question 6

This question demonstrates that, until recently, First Nations people did not have 
the right to vote (late baby boomers were the first to gain franchise rights).

Marcia Anderson, current president of the Indigenous Physicians Association of 
Canada, stated, 

“My generation was the first in my family in which we had the right to vote when 
we reached the age of majority.” 

Learners should be encouraged to think about the implications of this, in the  
context of understanding past government approaches and policy.

On May 28th, 1918, women citizens of Canada were granted the
right to vote in federal elections. The complementary right to
stand for election to the House of Commons was granted in
1919; and women were o cially deemed “persons” and eligible
for senate appointments in 1929.

In what year did all Canadian Aboriginal peoples receive
federal voting rights?

A. 1960

B. 1950

C. 1918

D. 1929

E. 1972

Question 6

Answer: A (1960)

The federal franchise was extended, without qualication, to all
First Nations people in 1960.  Inuit people had received federal
voting rights Previous to that, in 1950,

At the provincial level, non-status Aboriginals received voting
rights starting in BC in 1949 and ending with Québec in 1969.
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Question 7

Note: Credit – and profits – for such pharmacologic therapies are rarely shared 
with Indigenous peoples. There are significant concerns around intellectual  
property rights as pharmaceutical companies continue to mine Indigenous  
knowledge of medicinal plants. 1

1 Hill, D.M., PhD, Traditional Medicine in Contemporary Contexts; Protecting and Respecting Indigenous 
Knowledge and Medicine; National Aboriginal Health Organization March 19, 2003, p. 16

Quinine, the rst e ective treatment for
malaria, was discovered by…

A. Romans

B. Quechua Indians

C. The British

D. Yanomamo

E. The Kayapo

Question 7

Answer: B (Quechua)

The Quechua-speaking Incas of the Andes used a tree bark called
quina-quina to treat malaria. Following its use by a Jesuit Brother,
the bark quickly became one of the most valuable commodities
shipped from Peru to Europe.

80% of the world’s people depend on Indigenous knowledge for health
and security.

25% of prescription drugs contain active ingredients derived from
Indigenous knowledge of plants.

Annual market revenue of pharmaceuticals derived from medicinal
plants used by Indigenous peoples exceeds $43 billion USD.
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Question 8

The low fertility rate was a result of the increasing deaths among adults due to 
infectious diseases. 2

2 Waldram, J. B., Herring, D. A., & Young, T. K. (1999). Aboriginal health in Canada: Historical, cultural and 
epidemiological perspectives. Toronto: University of Toronto Press.

The rst case of smallpox in Mexico was reported in
1520. During the next century, the disease reduced the
population in Mexico and Central America from 20
million people to:

A. 10.3 million

B. 1.2 million

C. 400,000

D. 6.5 million

E. 3.1 million

Question 8

Answer: B (1.2 million)

Smallpox, which is related to cowpox, devastated indigenous
populations throughout the Americas. One count indicates
that smallpox reached the Peigan in 1764, with further
epidemics in 1837 and 1868.

In the plains at the time of contact, there were an estimated
200,000 Indigenous Peoples, which then declined to about
75,000 at the lowest due to many factors, including
outbreaks of inuenza in 1717 and 1834, devastating
smallpox epidemics in 1782 and 1837, and a measles
outbreak in1846-7.

Because these were “virgin epidemics” Indigenous people were
particularly susceptible. In diseases like smallpox with a high
mortality rate the population did not develop immunity, and
secondary e ects like low fertility rates further decimated the
population.
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Question 9

The Indian Act forms the basis for federal jurisdiction on reserves (lands reserved 
for Indians). One complicating issue is how provincial public health acts are  
applied on reserves.

In general, public health acts will apply, except where they are inconsistent with 
First Nations law, or Aboriginal or treaty right, or to the extent that any provision 
would regulate the use of or right to property on reserve. 

A recent controversial example of this dichotomy is the institution of smoking 
bans in public places – a provincial law that is not enforceable on reserve unless 
the band makes a bylaw enforcing it.

In what year was the Indian Act o cially legislated
in Canada?

A. 1867

B. 1900

C. 1891

D. 1876

E. 1922

Question 9

Answer: D (1876)

The rst Indian Act was passed by Parliament in

1876; since then, numerous amendments have

been made to the act. The present act was passed

in 1951, but its provisions are still rooted in colonial

ordinances and royal proclamations.

Source: http://www.ainc-inac.gc.ca/qc/csi/ind_e.html



- 18 -

Section A |
Question 10

The act dictated Aboriginal registration and non-registration, enfranchisement, 
land ownership, education policies, (e.g. enforced compulsory attendance at 
residential schools for all Aboriginal youth) the last residential school closed in 
Saskatchewan in 1996.

In the prime minister’s statement of apology regarding residential schools, parts 
of which will be viewed later, in one statement he refers to an infamous quote that 
describes the intended effect of the schools: to be to “kill the Indian in the child.”

In what year was the Indian Act amended to make
residential school attendance compulsory for all First
Nations children ages 7-15 years?

A. 1886

B. 1900

C. 1920

D. 1934

Question 10

Answer: C (1920)

The written federal policy was to
assimilate First Nations children by
educating children away from family
and community.
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Question 11

The written federal policy was intended tp
assimilate First Nations children by
educating children away from family and
community. Canada’s residential school
policy therefore, met  one of the United
Nations denitions of genocide:

A. True

B. False

Question 11

Answer: A (True)

One of the ve actions that constitute
genocide is the forcible removal of children
from one population to another, which the
1920 Indian Act gave Indian agents the
power to do.

Some have called this ‘cultural genocide’ or
‘the American Indian Holocaust.’
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The 1948 Geneva Convention defines genocide as any one of the following acts 
committed with intent to destroy, in whole or in part, a national, ethnic, racial or 
religious group, as such:

a)	 Killing members of the group

b)	 Causing serious bodily or mental harm to members of the group

c)	 Deliberately inflicting on the group conditions of life calculated to bring  
	 about its physical destruction on a whole or in part

d)	 Imposing measures intended to prevent births within a group

e)	 Forcibly transferring children of the group to another group

The article “Rethinking Cultural Genocide under International Law: Human  
Rights Dialogue” by David Nersessian (Cultural Rights, spring 2005) explains why 
“forcible transfer of children” was identified in the Geneva Convention but explicit 
statements about cultural genocide were removed. 
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Question 12:

This slide sequence, question and notes should be adapted to the 
province in which the presentation is given.

Nineteen different schools operated in Manitoba. 

The last school in Manitoba that operated under the former policy closed in 1980.

What was the highest number of
residential schools to operate in Canada
(including those run by the church)?

A. 35

B. 80

C. 62

D. 95

Question 12

Answer: B (80)

The rst school opened in 1840, and the number of schools
reached a peak of 80 in 1930. After that numbers decreased
because of disease outbreaks, res, and other reasons.

The last Canadian government and/or Church-run residential
school closed its doors in 1986.

Some residential schools have been re-established under
Aboriginal administration and leadership in several

communities not having senior high education available (e.g.
Frontier Collegiate, Cranberry-Portage, MB; Blue Quills First Nations

College, Saddle Lake, AB)
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Question 13:

This question is intended to help learners understand the scope of the problem.

FNRHS = First Nations Regional Health Survey

What percentage of Aboriginal children
attended residential schools?

A. 10%

B. 25%

C. 40%

D. 62%

E. Unknown

Question 13

Answer: E (unknown)

The exact number for First Nations,
Inuit and Métis is not known. In the
FNRHS 39% of First Nations adults over
45 years of age had attended for an
average of 6 years.
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Question 14

Which of the following were conditions
in the residential schools?

A. Students were separated from their siblings.

B. Students were punished for speaking Aboriginal
languages.

C. Students were at risk for malnutrition and infectious
diseases.

D. A high proportion su ered various forms of abuse.

E. All of the above.

Question 14

Answer: E (all of the above)

These aspects (among others) contributed to what
have been described as the four fundamental
harms of residential schools:

physical and consequent emotional harm;

educational harm;

loss of culture and language; and

harm to family structures.
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Four fundamental harms caused by residential schools3 

Review the Application for the Indian Residential School Independent Assessment 
Process (a 20-page form used to document harm from residential schools):  
www.residentialschoolsettlement.ca/IAP_form.pdf

Note the checklist that includes: 

•	 verbal abuse

•	 racist acts

•	 threats

•	 violence

•	 sexual abuse

•	 humiliation

•	 degradation

Each page provides the number for a 24-hour crisis line. 

Learners should begin to think and see how this might affect individual, family  
and community health, keeping in mind how recent were the closures of the last  
residential schools.

These harms led to what is called “intergenerational harm,” “intergenerational 
trauma” or “intergenerational effects.” 

A primary example of this perpetual suffering is the ongoing outcomes of  
parenting and early childhood development: 

•	 Those attending residential schools failed to learn good parenting and  
	 coping skills.

•	 Those who were abused learned to continue the cycle of abuse.

•	 Those who lost coping skills turn to drugs and alcohol to escape the  
	 ongoing torment; often leading to child neglect and exposure to such  
	 high-risk behaviours.  

Before moving on to the next question, share the two quotes shown on the next 
two slides about the effects of residential schools, which are taken from the 1996 
Royal Commission on Aboriginal Peoples. They more clearly illustrate the links 
between policy and outcome.

The first quote highlights a personal story of abuse that cycled down generations 
following the grandfather’s experience of abuse at residential school. 

3 Réaume, D. G. and P. Macklem. Education for Subordination: Redressing the Adverse Effects of  
Residential Schooling. Toronto: University of Toronto Press, 1994.
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Data and statistics available for emphasis can be found in the following document: 

First Nations Regional Longitudinal Health Survey (RHS). (2005).  
RHS 2002-03: The Peoples’ Report. Ottawa: Assembly of First Nations.  
Available at www.rhs-ers.ca/english/

“One good example is my grandpa. His

education was up to grade 2, I think. From
what my father tells me there was a lot of
abuse going on. A lot of name-calling, a lot of
put-downs with the priest toward the kids.
For every little thing they got the whip. My
grandpa grew up with that, and he learned
that, then he used it on his kids.
Then my father used it on us.”

(Anonymous)

“When you talk about things like

addiction and family abuse, elder
abuse, sexual abuse, suicide and all

the di erent forms of abuse we seem
to be experiencing, it’s all based on
the original violence….churches and

governments made us believe that the
way we are today is the Dene way. It
isn’t. That is not the Dene culture.”

Roy Fabian, Hay River NWT
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Question 15

If you compare the percentage of First Nations
people who consumed alcohol in the past year
with the percentage of the general population
who did so, it would be:

A. Higher

B. Lower

C. The same

Question 15

Answer: B (lower)

79.3%65.5%Combined

76.5%61.7%Females

82.0%69.3%Males

Non-First
Nations

First Nations
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Alcohol consumption over past year: the first column compares alcohol  
consumption among men (69% vs. 82% in the general population), the second 
column among women (62% vs. 77%), and the last column both sexes combined 
(66% vs. 80%).  

This point should highlight how common stereotypes affect our thinking. How do 
these stereotypes form? Even when the stereotypes are not malicious, how might 
they affect care?4 

Note: Data on registered First Nations people are easier to find than data on  
non-registered First Nations, Inuit or Métis people, so we are often unable  
to report or use statistics on the health of the other Indigenous populations.  
This has to do with how health information is collected and generated.

4 R. Green, A. R., Carney, D. R., Pallin, D. J., Ngo, L. H., Raymond, K. L., Iezzoni, L. I., et al. (2007). 
Implicit bias among physicians and its prediction of thrombolysis decisions for black and white patients. 
Society of General Internal Medicine, 22, 1231-1238.
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Question 16

How might this fact change

	 - Our assumptions?

	 - Our clinical judgment?

	 - Our clinical interviews?

	 - Our programs to address alcohol intake?

If you compared the percentage of First
Nations adults who are heavy or binge
drinkers with that of the general population it
would be:

A. Higher

B. Lower

C. The same

Question 16

Answer: A (Higher)

Approximately 6.2% of adults in the
general population report heavy
drinking on a weekly basis compared
with 10.2% of First Nations females
and 20.9% of First Nations males.
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Question 17

Note: The statistic for the general population refers to sexual and physical abuse 
combined. The statistic for Indigenous women refers to sexual abuse only. 

At younger ages the perpetrator is often a family member. How does this fact link 
to the intergenerational impacts of residential schools?

If you compare the rates of sexual abuse
between women in the general population and
Aboriginal women, among Aboriginal women
the rates are:

A. Higher

B. Lower

C. The same

Question 17

Answer: A (higher)

Among the general population 51% report at
least one instance of physical or sexual
abuse.

Among Aboriginal women under 18 years of
age, 75% report at least one instance of
sexual abuse, and in 25% the rst instance
occurred at younger than 7 years of age.
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Question 18

This question highlights the problem of suicide among First Nations,  
Inuit and Métis populations. How might this problem link to health policy  
and residential schools?

The suicide rate among non-Aboriginal Canadian
men aged 15-24 years is 24 per 100,000. What is the
rate for Aboriginal men of the same age group?

A.  58 per 100,000
B.  94 per 100,000
C.  37 per 100,000
D.  126 per 100,000
E.  153 per 100,000

Question 18

Answer: D (126 per 100,000)

Suicide rates among Aboriginal youth in Canada are ve to six times
higher than that of non-Aboriginal youth.
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Question 19

Roughly how much higher is the suicide
rate among all Aboriginal people
compared with the general population?

A. 3 times as high

B. 6 times as high

C. 9 times as high

D. 12 times as high

Question 19

Answer: A (3)

n.a.792813Deaths by
suicide

n.a.158.05.3IMR (per
1,000)

n.a.686976Male

n.a.707782Female

Life
Expectancy

MétisInuit
(Nunavut)

First
Nations (On
Reserve)

Canadian
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The table indicates differences in life expectancy, infant mortality and deaths by suicide. 

Again notice the lack of data on Métis populations.  

Mortality data are well known to be underestimated for First Nations and Inuit 
people; differences are actually larger than what is shown here.

It is important to recognize that there is diversity among the three groups of  
registered First Nations, Inuit and Métis. 

At least one study shows that even within the First Nations community, suicide rates 
vary dramatically community to community with markers of “cultural continuity.”5  

5 Chandler, J. J., & Lalonde, C. (1998). Cultural continuity as a hedge against suicide in Canada’s First 
Nations. Transcultural Psychiatry, 35(2), 191-219. 
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Question 20

This question provides a link to the next session in the workshop.

AFN = Assembly of First Nations 
MNC = Métis National Council 
ITK = Inuit Tapiriit Kanatami 
CAP = Congress of Aboriginal Peoples 
NWAC = Native Women’s Association of Canada

The Government of Canada apologized
to Aboriginal people for the residential
school system on what day?

A. May 12, 2007

B. June 11, 2008

C. September 10, 2007

D. June 21, 2008

Question 20

Answer: B (June 11, 2008)

The federal apology took place on
June 11, 2008.

It was the rst time national Aboriginal
political leaders were allowed to sit and
address parliament.

Leaders from the Assembly of First Nations,
Métis National Council, Inuit Tapiriit
Kanatami, the Congress of Aboriginal
Peoples and the Native Women’s Association
of Canada participated.
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In order to be culturally competent

and in order to provide culturally safe care for

First Nations, Inuit and Métis People,

physicians must understand the cultural, historical

and political issues that have impacted

and continue to a ect

the health of Indigenous peoples in Canada.
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Core Curriculum in First Nations, Inuit and Métis Health

Session II
Lesson Title: 

Understanding how history – specifically the residential school experience 
and the 2008 Apology by the Prime Minister – affects the health of Canada’s 
Indigenous Peoples today.

Lesson Objective

Through a process of self-reflection, identify, acknowledge and analyze one’s  
own cultural values or considered emotional response to the many diverse  
histories and contemporary environments (geography, cultures, world views, 
values, epistemology…) of First Nations, Inuit and Métis peoples and respectfully 
offer opinions. 

Time: 90 minutes

Learning Objectives: As a result of attending this session, learners will

1.	 Gain accurate knowledge about the Canadian residential school experience  
	 and how its impact on First Nations, Inuit and Métis culture and health.

2.	 Discuss the rationale for The Apology from the Government of Canada to the  
	 Indigenous population.

3.	 Describe the different perspectives of the Indigenous population based on the  
	 responses from Canada’s Indigenous leadership.

4.	 Propose ways in which health care professionals can help to remove barriers  
	 and improve health care services and delivery to Indigenous patients. 

Preparation:

1.	 Facilitators will need to view the video The Apology in its entirety. Copies  
	 of transcripts (included) should be distributed to all learners ahead of  
	 the session with instructions to review and reflect specifically on the key  
	 responses from the national Indigenous leaders. 

2.	 The facilitator will show the video segments of the apology by the Prime  
	 Minister and statements by other party leaders in the House of Commons.  
	 The facilitator will lead a group discussion on the key responses from the  
	 national First Nations, Inuit and Métis leaders.

3.	 Universities and programs are urged to establish a partnership with  
	 the local community (via Native Friendship Centres, local First Nation  
	 community, Métis settlement, etc.) to help identify and recruit resource  
	 persons (i.e., people with skills to help with healing process or facilitate  
	 the talking circles, elders to open/close, people to share stories of  
	 residential school). 

4.	 It is recommended to have several community resource people (if possible  
	 First Nations, Inuit and Métis with a balance of gender), so that each small  
	 group can have a resource person to assist in their discussions.

5.	 Facilitators should arrange to meet with community resource people  
	 (co-facilitators) prior to the session.

6.	 Facilitators should become familiar with the local university Indigenous  
	 student organization and/or First Nations, Inuit and Métis support services.

7.	 Facilitators should become familiar with the school’s curriculum resources  
	 relating to Indigenous peoples.
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Class Methodology

Introduction (10 minutes)

1.	 Opening Session (opening prayer or welcome words from elder/ 
	 community person who will co-facilitate the session).

2.	 Welcome and introductions

3.	 Review discussion topic – The Apology Video (Transcript distributed  
	 for pre-reading)

a.	Question learners on the significance of The Apology “Why was such  
	 a declaration needed?”

b.	Look for two or three responses from the learners

Main Activity (25 minutes)

1.	 Introduce and view The Apology video 

2.	 Highlight key questions: 

a.	What was the basis of government policy, as represented by the  
	 residential school policy at that time? Has that changed?

b.	What specific impacts to Indigenous people and communities are  
	 mentioned?

c.	What impacts to health, either direct or indirect, are mentioned?

d.	What emotional responses did you have to watching the video?

e.	Did your emotional reaction (or lack of one) surprise you?

3.	 Identify learners to read aloud selected responses from the leaders of the 
five National Aboriginal Organizations (NAOs).

Small Group Discussions (45 minutes): 

How does the residential school experience and apology affect the health of the 
First Nations, Inuit and Métis Peoples of Canada?

a.	Four groups identified by topic/population 

i.	 First Nations

ii.	Inuit

iii.	Métis

iv.	Indigenous Women

b.	Group recorder collects responses from each group member 

c.	Oral summary back to group

d.	Feedback to learners from facilitator and/or elder or co-facilitator.

Conclusion (10 minutes)

1.	 Ask for any final reflections from the learners. Allow as many comments as  
	 time permits.

2.	 Instructor thanks elder and community resource people; emphasize how  
	 history has impacted on the health of the Indigenous people of Canada  
	 and how knowing this is a key aspect of being able to provide culturally  
	 safe care.

3.	 Closing prayer or words.

Follow-up activities

1.	 Organize an evening talking circle for the students with community  
	 members to learn more about the local indigenous culture.
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2. Partner with the university Indigenous student organization or service to:

a. 

b. Invite an elder, and /or residential school survivors to a school talk

3. Distribute a list of books and videos on the accurate history of Indigenous 
 peoples in Canada for learners to view.
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Proposals for Evaluation of Learning

 
appropriate wrap up at the completion of the session.

• 

•  

- How might the residential school experience and the Prime Minister’s  
 apology affect the health of a First Nations, Inuit or Métis person today?

- reference gender

- intergenerational

- determinants of health

- rural and urban

Other proposed evaluation strategies:
• Portfolio and Written re�ection

- Learners select one item from session for inclusion in portfolio.  
 This may include their most informative reading, surprising statistic,  
 quote or other phrase/article which best represents the learning  
 experience. 

-  
 

Large group circle for initial re�ections

Smaller circles to discuss and report back:





Notes



Notes
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Resources
IPAC RCPSC Curriculum Project Core Curriculum  
Working Group Resources List
Learners are to select one or two references to read under each topic area 
identified below to be read prior to the workshop.

Facilitators should familiarize themselves with all references.  

Health Policy and Health Services

Green A., Carney D., Pallin D.J., Raymond K.L., Iezzoni L.I., and Banaji M.R., 
(2007) Implicit Bias among Physicians and its Prediction of Thrombolysis  
Decisions for Black and White Patients JGIM: 22:1231–1238.

National Aboriginal Health Organization (2002) Improving Population Health, 
Health Promotion, Disease Prevention and Health Protection Services and  
Programs for Aboriginal People (Discussion Paper), retrieved January 27, 2009 
from http://www.naho.ca/english/pdf/research_pop_health.pdf

National Aboriginal Health Organization, (2007) The Haudenosaunee Code of  
Behaviour for Traditional Medicine Healers (Information Resource), retrieved  
January 27, 2009 from http://www.naho.ca/publications/codeofBehaviour.pdf

National Aboriginal Health Organization, (2003) Traditional Medicine in  
Contemporary Contexts (Discussion Paper) retrieved January 27, 2009 from 
http://www.naho.ca/english/pdf/research_tradition.pdf

Couzos S. & Murray R. (1999), Aboriginal Primary Health Care: An Evidence-based 
Approach, Oxford University Press, Melbourne.

Cultural Competency

National Aboriginal Health Organization, (2008) Cultural Competency and Safety: 
A Guide for Health Care Administrators, Providers and Educators, retrieved  
January 27, 2009 from, http://www.naho.ca/publications/culturalCompetency.pdf 

National Aboriginal Health Organization, (2007) Cultural Competency and Safety: 
A First Nations, Inuit, and Métis Context & Guidelines for Health Professionals 
(Presentation), retrieved January 27, 2009 from, http://www.naho.ca/publications/
UofT2007.pdf

National Aboriginal Health Organization, (2006) NAHO Fact Sheet: Cultural Safety 
retrieved January 27, 2009 from http://www.naho.ca/english/documents/ 
Culturalsafetyfactsheet.pdf

Kleinman A., Benson P., and (2006) Anthropology in the Clinic: The Problem 
of Cultural Competency and How to Fix It. PLoS Med 3(10): e294 retrieved 
February 3, 2009 from http://medicine.plosjournals.org/perlserv/?request=get-
document&doi=10.1371/journal.pmed.0030294&ct=1

Cultural Safety

Anderson Juarez J, Marvel K, Brezinski K, Glazner C, Towbin M, Lawton S. 
Bridging the Gap to Teach Residents Cultural Humility, Family Medicine (2006); 
38(2):97-10

Campinha-Bacote J., (2003), Many Faces: Addressing diversity in health care, 
Online Journal of Issues in Nursing, 8(1), retrieved January 27, 2009 from http://
nursingworld.org/ojin/topic20/tpc20_2.htm; 
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Dyck I., & Kearns R., (1995), Transforming the Relations of Research: Towards culturally 
safe geographies of health and healing, Health and Place 1(3), pp. 137–47; 

Tervalon M., (2003), Components of culture in health for medical students’  
education, Academic Medicine, 78,(6), pp. 570–6; 

McIntosh P., White Privilege: Unpacking the Invisible Backpack, retrieved January 
27th, 2009 from http://www.uakron.edu/centers/conflict/docs/whitepriv.pdf

History and Colonialization and Aboriginal Health

National Aboriginal Health Organization, (2007), NAHO: A Knowledge Translation 
Organization How we see it! Broader Determinants of Health within Aboriginal 
Contexts (Presentation: VACCHO, Melbourne) retrieved January 27, 2009 from 
http://www.naho.ca/english/publications/vaccho.pdf

Aboriginal Healing Foundation, (2008) From Truth to Reconciliation Transforming 
the Legacy of Residential Schools, retrieved January 27, 2009 from, http://www.
ahf.ca/publications/research-series

Aboriginal Healing Foundation, (2006) Final Report Summary, retrieved January 
27, 2009 from http://www.ahf.ca/publications/research-series

Aboriginal Healing Foundation, (2006); Decolonization and Healing: Indigenous 
Experiences in the United States, New Zealand, Australia and Greenland retrieved 
January 27, 2009 from http://www.ahf.ca/publications/research-series

Nersessian D., Rethinking Cultural Genocide Under International Law: Human 
Rights Dialogue”; Cultural Rights; spring 2005

General resources:

Adelson, N., ‘Being Alive Well’: Health and the Politics of Cree Well-Being  
(Anthropological Horizons) University of Toronto Press (September 1, 2000)  
160 pages

Ross R., Dancing with a Ghost: Exploring Indian Reality, Butterworth-Heinemann 
(July 1992), 195pages.

National Aboriginal Health Organization, (2008) An Overview Of Traditional  
Knowledge And Medicine And Public Health In Canada retrieved January 27, 
2009 from http://www.naho.ca/publications/tkOverviewPublicHealth.pdf

Aboriginal healing Foundation, (2008) Aboriginal Healing in Canada: Studies in 
Therapeutic Meaning and Practice retrieved January 27, 2009 from http://www.
ahf.ca/publications/research-series

Additional Resources

Archibald, L. Decolonization and Healing: Indigenous Experiences in the United 
States, New Zealand, Australia and Greenland, Aboriginal Healing Foundation, 
Ottawa, Ontario (2006)

Brant Castellano M, Archibald L, DeGagne M. From Truth to Reconciliation: 
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