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ABSTRACT 

Community healing is a grassroots approach which has gained much support in First 

Nation communities across Canada This approach is based on the concept of holistic health to 

improve the overall health of  the Individual, the fàmily and the First Nation communïty based on 

their needs and their resources. The widespread attention it has received from FÏrst Nation 

people resdts nom the lack of success other health programs have had in improving the overail 

health of this group of people. Healing is a process tu deal with the under1ying causes of health 

problems, as opposed to past interventions which have only targeted the symptoms of health 

problems. This approach attempts to do two things, to improve the overail health of First Nation 

people and to promote andor encourage positive Aboriginal cultural identity (see Berry, 1998). 

This study investigated eleven Ojibwa cornmmities regarding their physical and mental 

health status, their preferred acculturation strategy and their scores on a five component heaiing 

questionnaire. These data were collected fiom 26 1 individuais with a mean age of 36.6 years 

through a self-report measure. It was hypothesized that a positive relationship would be found 

between the Healing Scale and the Integration and Separation stnitegies while a negative 

relationship would be found with the Marginalization and Assimilation strategies. It was also 

expected that a positive relationship would be found between the Healing Scale and Health 

Status, as measured by physïcal and mental health status. Finaliy, it was expected tbat a positive 

relationship would be found between the Health Status and the Integration and Separation 

strategies while a negative relationship would be found with the Margina1izatÏon and 

AssimiIation strategies. 

Results indicated that a negative relatiooship existeà between the Marghalization 



strategy and physical and mental health soitus while a positive relationship existed with the 

Integrdon stmtegy and mental health statu only. These results are similar to other studies 

conducted with Firsî Natioas people (Berry, Kim, Minde & Mok, 1987; Restoule, 1994). The 

Healing Scde had a positive relationship with Integration and Separation strategies while a 

negative relationship existed with the Assimilation and Marginalization strategies. 

A five factor solution was derived fiom the factor anaiysis of the Healing Scale, resulting 

in a 50 item self-report questionnaire wkch taps prticip>tm in ceremony, personal sicills 

development, beliefdatfltudes about community, attitude towards self and avoiding help/supportrt 

Attitude toward self, personal skills development and avoiding help or support were found 

to contribute signincantly to the variance of the mental health status variable. Attitude toward 

self was the ody factor of the heaiing scale that was found to contriiute to the variance of the 

physical health statu variable. 

Future research may attempt to clarify the number of factors involved in heaiïng and the 

importance of these factors, as well as investigating the relationship with other variables such as 

identity and heaith. This would provide a greater understanding regarding how one chooses to 

become involved in healing, what factors lead to the greatest change and how it affects identity 

and health Continued validation of a physicai health status self-report questionnaire is 

recownended for fùture research 

Should the concept of community healuig indeed improve the ove& heaith and wdl- 

being of First Nations people while promoting and encouraging positive Aboriginal cultural 

identity it would be important to test this hypothesis in the future by investigating what social 

issues appear to best be addressed through this approach 



The lifestyle of Aboriginal people in Canada is a topic which has received widespread attention in 

the media, academia, politically and particularly, among Abonginal people themselves. Documents and 

research papers have been dedicated to descnbing, examining and understandlng Aboriginal peoples 

changing lifestyles. Many of the earlier govemment-based papen (i-eV, Indian Act, 1874) have k e n  

criticized by Aboriginal people as îhey were h t r e n  with the intention of improving Aboriginal Lifestyle 

without considering their unique cultures. Aithough later govemment papen (i-e., Coastitution Ac5 

1 9 82) made some attempts at including cultural considerations, they were considered, at best, superficial 

by Aboriginal people. 

These papers were the premises behind growing recogm-tion that the Lifestyle and health (e-g-, 

physical, mental emotional, spintual) of Abonginal people were very poor and below national averages. 

The prograrns which were initially introduced into First Nations communïties did not reflect cultural 

considerations in the understanding of health problems or possible solutions. Not surpnsïngly these 

prograrns met with minimal success in the communities. Abonginal people have indicated that cultural 

variables must be considered when designing successful progms to be delivered to their people. This 

belief has prompted al1 First Nations people to recognize that they must take, not only an active rok, but 

a leadership role in defining their needs so as to restore themselves to a strong and healthy nation. 

The Royal Commission on Abonginal Peoples (1996) is perhaps the most comprehensive document to 

date which examines the pst, present and future of Abonginal people in this country. This document has 

been widely accepted and praised amongst First Nations people as it has taken a holistic approach in 

examining al1 aspects of Abonginal lifestyles. The RCAP report may also be unique in its structure in 



that many of the principal investigators were of First Nation descent or had a strong understanding and 

interest in First Nation flairs. Fuithemore there was a large amount of participation by Fint  Nations 

people in making their needs and concerns known to the people and govemment of Canada Sections of 

the RCAP (1996) report discuss the need for healing, whether it is the relationship between Aboriginal 

and non-Aboriginal people or whether it is the need for holistic health withh First Nations cornmunïties 

(also known as " c ~ r n r n ~ t y  heding"). 

Theoretical Context 

The healing movement of Aboriginal people in Canada, and in other countries, appears to be a 

reaction or a coping mechanism to deal with the negative effects their lives and cultures have endured as 

a result of contact with the larger culture, also lcnown as acculturation- Berry (1989) has noted that 

individuals involved in the acculturation process will often experience stress as a result of this contact 

and expenence accornpanying shifts in behaviours and attitudes. 

STRESS 

How individuals cope and adapt to stress has been widely researched and discussed by Lazarus 

based on his transactional model (lauinis, 1966; Lazarus & Folkman, 1984). This model refers to stress 

as "...a particular relationship between the peson and the environment that is appraised by the person as 

taxing or exceeding his or her resources and endangering his or her well-king." (Lazanis & Folkman, 

1984, p. 19). The transactionai model of coping consists of cognitive and behavioural efforts at managing 

the psychological stress of an individual. How an individual appraises the stressors will determine the 

coping efforts that will be employed to deal with the stressfd event. Three main types of appraisals have 

been identified in the literature and includeprimary appraisal, secondmy appraisal. and reappraisul 



(Lazams & Folhan, 1984). Primary appm-sa1 occurs when an individuai assigns personal meaning to an 

event as irrelevant, benign-positive, or stressful. Ifthe event is evaluated as stressful secondary appraisal 

wïll t hen fo llow. At this point the individual will examine hidher available resources and coping options 

to deal with the stressfiil event or stressor. Once a coping strategy has been chosen and utilized, the 

individuai wilf then reappraise the situation by re-evaluating hislher prïor meanhg of the stressful event 

and the success of the coping process. Lazarus and Folkman (1984) note that the appraisd of the stressor 

depends on persoo factors (Le., cornmi- control beliefs) and situational factors (Le., timing of the 

event, novelty and predictability). Coping is a process that can be adaptive, successful and consolidated 

or fluid according to Lazanis (1993). To cope successfully, the individual must choose coping 

mechanisms that are effective in improving the outcome (Le., adaptive) that is believed to be successful 

under a variety of situations (i-e., consolidated). Based on this information it is possible that different 

coping process will be adaptive and successfui for different people, making it likely that there is no 

universally good or bad coping process although some may more often be better than othen ~azarus, 

1993). Since coping is a cornplex and multidimensional process Mulatu (1996) provideci a simplified 

version of the transactional mode1 regarding its relationship between appraisal, resources, coping and 

adaptation, as depicted in Figure 1. 

Folkman and Lazanis (1984) have identified two types of coping strategies known as problem- 

focwsed and emotion-focussed Individuais who utilize problem-focussed coping attempt to reduce their 

stress by directing their efforts toward altering the source of the stress. These coping strategies may 

include gathering information, generating and acting on alternative solutions and altering situational 

factors. Emotion-focussed coping has individuals direct their efforts at regulating the emotions associated 

wi-th or caused by the stressfui event These coping strategies may include rninirnization, selGblame, 



Figure 1 
A Simplifieci Version of Iazanis' Transactional Mode1 of Stress. Cooine and Adaatation 

Adaptational 
Outcomes 

I 

Reappraisal 1- 



distraction and avoidance (Lauinis & FoUanan, 1984). These theonsts have emphasized the positive 

etfects of problem-focussed coping and the negative effects of emotion-focussed coping on psychological 

outcomes, especialiy when the individual c m  ameliorate the situation According to Lazanis and 

Folkman (1984), both types of coping strategies are dependant on the individuai's coping resources such 

as social skills, support, health, and beiiefs. As noted earlier there is no rïght or w n g  type of coping 

process however the use of pro6lem-focused coping may be more adaptarional and successful in the 

long-terni since it aiten the source of the stress as opposed to regulating the stressfbi emotions, an 

approach which may be more successfùi for the short-tem, 

A third type of coping strategy has been discussed in the literature known as avoidance cop»lg. 

Individuals who utilize this type of coping strategy are likely to exhi'bit such behaviours as wishful 

thinking escapism, overt effort to deny, seIfai-straction and mental disengagement. Accordùig to Zeidner 

and Sakiofske (1998) research on the effects of avoidance coping remaïns muted. Some of the literahire 

suggests that avoidance coping cm have positive effects when there is concurrent distress on the 

individual or as a way tu deal with short-term stressors- There is a suggestion that avoidance coping 

provides the individuai with a ".. . psychologïcai breather and an opportunity to escape constant pressures 

of t he stress fbi situation" (Zeidner & Saklofske, L998; p. 5 14). Other literature suggests that other types 

of avoidaricc coping strategies such as deniaï, behavioural disengagement, t-mus on emonons, aicohoi 

and drugs appear to be i~erentiy maiadaptive in managing stress. From the discussion proviaed by 

Zeidner and Sakiofske (1998j ir wouid appear rhat avoidance coping is an extension of emoiion-focussed 

coping that has a mixed effect in dealing with stress, according to the current literarure. 

ACCUL Y I C / K A  1ïON. CULTURAL IDENTITY and ACTC'VLTURA TIVE STRESS 

The term acculturation can be descnbed as a cultural change resulting fiom continuous contact 



Figure 2 
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between two distinct culhirai groups (Redfield, Linton & Herskovits, 1936). Acculturation takes place at 

both the population and personal or psychotogical level (Berry, 1989). Research is O fien focussed at the 

psychological level since members of the larger society and ethnoculturaI group deveiop new behavioucs 

and strategies to effectively deal wnh the changes that occur as a part of the acculturation process (Berry, 

in press). 

During the acculturation process, individuals deai with two issues that frame their identification 

with the erhnocuiturai group and/or the larger society. The first issue is concemed with whether it is of 

value to maintain one's own cultural identity and cbaracteristics. The second issue is concemed with 

whether it is of value to maintain relationships with other groups. The extreme responses (dichotomous 

"yes" or "no") yield four possible responses and four possible acculturation strategies (see Figure 2). 

Each type of acculturation strategy, noted in Figure 2, has associated behaviours and attitudes that 

the individual adopts so as to be congruent with theheir preferred strategy. The first acculturation strategy, 

lntegmion (also known as bicdturation), is endorsed by those who wish to maintain their own culture 

wi-thin the larger society, while participating and adopting some attitudes of the larger society's culture. 

Such a strategy is widely endorsed and promoted in Canada which can be seen in the large number of 

culnirally distinct groups throughout our country- Research indicates that individuals who endorse and 

achieve Integdon are found to have good mental health and a positive cultural identity ( Berry, in press; 

Beny et al, 1987; LaFromboise, Trimble & Mohatt, 1993; Trimble & Medicine, 1984)- 

Individuals who endorse the second strategy, MurginuIization, do not wish to participate in their 

own cultural group and at the same time, they reject the larger society. hdividuals who endorse this 

strategy may be characterized as possessing extreme Feelings of alienation, loss of self and cultural 

identity, acculturative stress, confusion, anxiety and a likelihood to strike out against the larger society 



-_ . -.%m. ,,,, . , , ir. pz&;. if ùiis mregy is imposai by ùie iarger sociery ir may iead u, riie complexe desuwuon 

of the ethnocuitural group. Individuais andior cuinirai groups who enaorse this sualegy experience a 

great deal of identity problems, personally and culturally. 

Individuals who endorse the thïrd strategy, AssimiIation, wïsh to participate fuily in the Iarger 

society, including ado pting their attitudes and customs. Unlike the Integration stnitegy, these individuals 

have no desire to maintain any aspects OS their own cultural group and elhinate any associated atritudes 

and behaviours from their repertoire. In this case an indïviduaI andor group becornes completely 

absorbed into the larger society to fonn one 'new' society. This concept is often obseved in other 

countries which is known as a 'meking pot7 syndrome. 

Finally, the fourth strategy, Separation, is endorsed by individuals who wish to maintain their own 

cu1tura.i group and have no desire to participate with or adopt attitudes fiom the larger society. These 

individuals usually make al1 attempts to remain as separate and distinct fiom the larger society as 

possible. This strategy can also be imposed on an ethnocuitural group by the larger society and in such a 

case wodd be defined as Segregatzoo- in this instance the larger socieîy uses this as a meam to control 

the ethnoculturai group, not to support or encourage cultural maintenance. 

Berry (in press) indicates that a varïety of studies have k e n  carrieci out since the 1970s on First 

Nations people and the type of acculturation strategy they are likely to a d o p  What has been noted is that 

First Nations people are much more likely to adopt a d o r  endorse the Integration strategy which signifies 

a connection to both cuitural groups, their Aboriginal group and the larger society. In the case ofthis 

study should participants endorse an Integrationist strategy they would label themselves as Ojibwa- 

Canadian. The second most endorsed or adopted strategy is the Separation strategy which signifies a 

stronger comection to one's cultural group, wïth little or no co~ect ion to the culture of the larger 



society. ui this study should participants endorse such a strategy they wodd label themselves as Ojibwa. 

It is much less likely that First Nations people wifl adopt or endorse an Assimilation or MarpiOaiization 

strategy which signifies a complete rejection of their own cultural group an4 possibly, the Larger society. 

Berry (in press) defines cultural identity as a separate tenn from acculturation Cultural identity is 

defined as having six aspects; firstly one has a knowledge or belief in oneself as a Fim Nation (or 

Aboriginal) person, secondly one has an attuchment to a Fint Nation (or Aboriginal) group or groups that 

is an important aspect of one's social identity, thirdly one possessesfeelings, positive or negative, about 

seeing oneself as Aboriginal an4 fourthiy one cm choose to maintain one's cultural identity or to change 

or hide ir. Should an individual agree that s/he is an Aboriginal person, his/her attachment ta an 

Aboriginal group is important, s/he possesses positive feelings about king Abonginai and s/he wishes to 

maintain their cultural identity it rnay be considered that she has a strong sense of culturd identity. 

However, the individual still has a choice as to whether or not they will express that identity, the fihh 

aspect of cultural identity. Should one not express cultural identity it rnay be defined as symbolic ideotity, 

while if  the identity is expressed in daÏly Iife it may be defined as khavïoural identity- The sixth aspect 

to cuitural identity is whether one's identity is consolidated or confirsed (Berry, in press). A consoliàated 

identity occurs when one has a clear and consistent view of theu cultural identity- A confirsed identrty 

occurs when one is conilicted about their culîural view sucb that s/he is unsure of who she realIy is and 

has confused ideas and feelings about himherself. 

The above 'model' of cultural identity was tested by Berry (in press) who conducted a study on 

Aboriginal people living in urban centres across Canada to investigate their cultural identity. This study 

round that participants displayed a moderately hi& level of behavioural expression of ideutity, held a 

clear perception of themselves as Abonginal, placed a high degree of importance on their Aboriginal 



identity, held a high sense of esteem for their cultural identity, and had a stmng desire to maintain theû 

Aboriginal culture. 

Results of this study also indicated that a number of participants reporteci some degree of identity 

confusion in their iives. Some of these participants reported that their confusion was greater in the past 

and had moved towards greater consolidation; no participants reported a higher degree of identity 

confusion at the time of the study. Aithough reports of identity confusion represented less than half of the 

total participants they reported the reasons for their confusion included redential school, foster care, 

introduction of new religious beliefs while discounting Abonginal spintual beliefs, discrimination, al1 

types of abuses, a desire to achieve in the larger society, hidden or denied cultural mots by family 

members, growing up in two cultures with opposing belief systems, racism and, attitudes or stereotyping 

by the larger society (Berry, in press). Berry (in press) concluded that there arc four main factors that 

have led to cdturai loss or identity confusion which uiclude a&zctioonr. prejudxce. residential schools 

and governrneni imtiturions that are largely uifluenced by the larger society. Similarly, Berry (in press) 

identifies four factors that appear to have Ied to a strong cultural identity or identity consolidation, I'n4 

tradÏtional czrlrure, social relations and forni& which are largely infiuenced by Aboriginal culture. 

Ciearly Aboriginal people have been involved in the acculturation process with the larger society 

for up to 3 UO years which has intluenced their behaviours, attitudes, beliefs and lifestyle. These changes 

have included physical changes in living (Le.. forced reservation, institutional, urban living); biological 

changes (i-e., mwng of cultural groups, diet, disease patterns, substance use and abuse); political 

changes; economical changes (i-e., moving from a huntedgatherer economy to a wage based economy 

and unemployment); cultural changes (Le., loss of language, tradition, ceremonies, disruprion of famiiy, 

imposition by various organizations such as the church, media and residential schools); and social 



changes (i-e., new relationships between membea of Aboriginal and non-Aboriginal societies) (Berry, in 

press). Al1 of these changes have ulhately affected the ovedl well-king of Aboriginal people 

including a deche in social, psychological and physical well-king. 

nie consequences of changes brought on by the acculturation process are referred to in the 

literahire as acculhirative stress (Beny, 1989; Krishnan & Berry, 1992). The degree of acculturative 

stress an individual experiences depends on the amount and type of contact, feelings associated with the 

contact and, any shifts in befiaviours and attitudes brought on by the acculturation process. The literature 

notes that stress reactions such as anxiety, confusion, depression, increased psychosomatic complaints, 

feelings of alienation and marginality, and identity coafusion are ofien associated with individuals 

undergoing the acculturation process (Berry, 1989; Berry & Hart-Hansen, 1985). These stresson may 

then result in an overail reduction in health status for these individuals- A review of the changes in 

behaviours, attitudes and beliefs that were discussed previousiy for Aboriginal people would strongly 

suggest that they have experienced acculturative stress, at varying levels. 

It is important to note that individds who undergo changes as a result of the acculturation 

process do not necessarily experience acculturative stress. Moderating factors play a strong factor in how 

much (or little) acculturative stress is experienced. These factors rnay include the nature of the larger 

society, the type of acculturation group the individual beiongs to, the acculturation strategy chosen by the 

inciividual andor group and, demographic, social and psychofogical characteristics of the individual 

(Berry, 1989; Berry & Hart-Hansen, 1985; Tnmble & Medicine, 1984)- 

Aithough negative consequences and acculturative stress may result tiom the acculturation 

process, positive consequences or oppodties  that may ïmprove the Likstyle of the ethnocultural group 

and the larger society may also occur such as improved housing, nutrition, and better control of diseases 



(Berry & Hart-Hansen, 1985). Management of the acculturation process is required to increase the 

likelihood of positive oppominities and to decrease the likelihood of negaiive consequences. When the 

result of the acculturation process is largely negative it is cornmon for the probiems to be blamed on the 

ethnocultural group in the acculturation process. However, Berry and Hart-Hansen ( 19 85) indicate that 

"...the problem resides in the relationship, and solutions are likely to be more effective ifstructural and 

contextual features of rhi-s relationship are the object of attention, than if one or the other group in the 

interaction rernains the sole focus" (p. f O). 

Based on this information, the reader c m  identiQ that First Nations people have been exposed to 

the acculturation process, have experienced varying degrees of acculturative stress and have experienced 

a large number of negative consequences to the acculturation process that affect their overall Lifestyle. As 

will be discussed Iater, Fint Nations people were ofien seen as the reason for their problems and much 

attention was focussed on them in an anempt to alleviate their problems. The suggestion made by Berry 

(in press) and Berry and Hart-Hansen (1985) is that solutions must be focussed on the relatiomhips 

between Firs Nations people and îhe Iarger society. Berry and Hart-Hansen ( L 985) indicate that these 

solutions are of both a short-term and long-terni nature. Short-tenn solutions are required to eiiminale 

existing problem areas (as ïidentified above), including a recognition and owning of the problems with a 

coordinated effort by both First Nations people and the Iarger society. Long-tenu solutions require 

collective control by First Nations people that strives to change the political, economical and social 

structure. It is suggested that control at the collective level provides a necessary pre-condition for 

~ndividuals to have a sense of cognitive control over their own lives thereby redefining stressors as 

opporhmities that will ulhmately result in positive, as opposed to negaiive, outcornes (Beny & Hart- 

Hansen, 1985). Once steps have been taken towards solutions it is expected that there will be an 



improvement in social and psychological conditions for First Nations peopIe as they will have a sense of 

control in their [ives, adopt an Integrationist strztegy, have a consolidated sense of identity and identifj. 

positive ro le rnodels. All of these changes are seen as necessary precursors to a reduction in probiems and 

an improved quality of life for ail First Nations people (Berry & Hart-Hansen, 1985). 

Berry (in press) notes that for change to occur there must be a "healing of the pst and changing 

the present to provide future possibilities 2 (p. 3 1) so as to increase the overall well-being of Fim 

Nations people. Changes that will encourage healing must include borh First Nations people and the 

larger society since the problems are rooted in the interactions between these two groups (Berry & Hart- 

Hansen, 1985). However, the interactions of the past were often conflictual and largely cuntrolled by the 

larger society and for change to now occur they must fmt "... be cooperative and largely controlled by 

Aboriginal peoples7' (Berry, in press, p. 36). Accordingly, Berry (in press) reports that the larger society 

holds primary responsibility in eliminating domination of First Nations people since many of the negative 

influences of Aboriginal cultural identity stem from the larger society. Also, he notes that the second 

change, healing and recovery, is the primary responsibility of First Nations people since positive 

influences and resources are derived maidy within their own culture- It is this author's contention that 

First Nations people also hoid prîhary responsibility for their own healing and recovery since First 

Nations people were generally healthy people prior to the acculturation process and already possess the 

answers that would restore heaith and well-being. Should the interactions remain unchanged Beny (in 

press) predicts that First Nations people and their culture will remain suspended and/or eventually resuk 

in the destruction and disappearance of their culture. However, should the interactions change he predicts 

that healing and recovery wdl occur. Berry (in press) provides an illustration of the intiuences that have 

aflected First Nations people and their culture, the consequences of these influences and the possible 



long-term outcornes (see Figure 3). 

It has been told to this author that our ancestors predicted our people would expenence much pain 

and suffenng for many generations as a result of their contact with the larger society but that we would 

eventually retum to the knowledge and traditions ofour culture. By doing this we would retum our 

people to a healthy nation and wouid then be able to guide other nations to a position of heaith and 

overall well-being. For it has ken  said by our ancestors that each of the fow nations possess a gift that 

we must bring together and share to [ive in balance and harrnony. The ancestors have said that it is our 

people who possess the gifi of protecting and understanding Moiber Earth where the teachings of healm 

and well-being lie. 

Healing: 

There are emerging models of healing which are similar to concepts ofheaiing in First Nation 

communities. Proctor (1 994) describes an environmental paradigm which is emerging as a 'ne& concept 

of explaining illness and disease using a more holistic approach that considers al1 aspects of our 

environment and our body rather than a linear, reductionist model. Accordhg to Proctor (1994) the 

linear, reductionist model has been widely used by the larger society to promote the concept that science 

and medicine can maintain health and wellness. UnfortrmateLy, this thinking has excluded tbe spintual, 

mental and emotional aspects of heaith. When examining the high incidence of disease and iliness, it 

appears that the medicai and scientific communïties do not have d l  the answers to health and weilness. In 

fact, an examination of heaith and wellness promotion in mbal societies reveals that this requires an 

interaction among the physical, mental, emotional and spirituai aspects of a person (Proctor, 1994). mis 

would also appear to be the case with Ojibwa people. Cornors (1995) discwes holistic healing within 

the Sweat Lodge, an Ojibwa ceremony. The ceremony offen physical healing by releasing bodily toxins 
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through the intense heat and "the ingestion of herbs ..mithin the smoke of bumt oEeringsM (Connon, 

1995; p. 2). This ceremony also promotes psychologid healing by inducing a trance like state as a result 

of the ritdistic ceremonies and physiological demands that are piaced upon the person involved 

Emotional healing also occurs since the ceremony creates an atmosphere of trust, safety and healing 

which allows peopk to "bare their souls" (Co~ors, 1995, p. 2). Finally, spintual healing occurs as the 

ceremony involves the aid of spiritual guides and the Creator to assist in the healing of the person's spint 

Ojibwa people believe that the Sweat Lodge promotes a person's heaIing on ail TOur ievels. 

müther rvay ta nndemand the holistic world view held by ~boriginai people c m  k t  be 

symbolized by the Medicine Wheel which contains the teachings of intercomection among al1 creation 

(see Connors, LY Y 3; Mussell, Nicholls, & Adler, 199 1). The environmental paradigm is very simiiar to 

the teaching of the Medicine Wheel and is becoming more accepted as an altemative understanding to 

health and wellness in the larger society. Cornors (1993) provides examples thai highiigût the use of the 

environmental paradigm in the larger society such as the systems mode1 of family therapy, and more 

holistic methods in physics to develop theones, while in biology there is a growing realization that ail 

things in nature rely on each other for exktence. The adoption of thïs new paradigrn suggests that the 

holistic approaches to health utilized by Abonginai people in tribal societies, originally lost with contact 

to the larger society, are coming fidl circle and being reexamhed as a possible successful paradigm to 

promoting and maintaining health and wellness in present society. 

Katz (1 984, 1986) discusses a nomwestern approach to healing resources called the synergy 

paradigm. This paradigrn diffen b r n  the more commoniy held belief of a scarciîy paradigm which 

presumes that resources are scarce and to gain these resources requires cornpetition between individuais 

and communities. An example of this would include the varying amount of professionais located in 



different parts of the province and the amount ofresources, or lack of, it creates in urban and rurai 

communities, 

The concepts of the synergy paradigm and empowerment were comected by Katz (1984,1986) by 

noting that empowerment enhances the possibilities of people controlling îheir own lives which becorne a 

renewable and expanding resource in the community- The concept ofempowement is highly encouraged 

in a synergistic community which Ieads to M e r  empowennent and expanding healing resources. The 

empowerment which occurs within a synergistic community is not reStrïcted to the individuals located in 

the community but also expands to the social structure of the community and is intimately linked to the 

individuals. 

A synergistic community encourages a number of values that M e r  Uicrease the heaith of the 

commuaity including independence as a community resource, creativity, self as part of the community, 

sharing and spiritual power, to name a few (Katz, 1984). Many of these values are commody encouraged 

and displayed in Aboriginal communities that have retained their traditional beliefs. 

The tenets of the synergy paradigrn include individual and community as one, encouraged sharing, 

empowering individuals to aid in collective or commdty healing, individual empowerment as an 

expanding resource for M e r  healing and empowerment of others, and baianced relationships for a 

healthier community (Katz 1984, 1986). These tenets of  the synergy paradigm are very similar to those 

presently held for the healing movement of Aboriginal people, as wiU be discussed below. 

The concept of community healing has been widely embraced by many First Nations people as an 

approach that is sensitive to cultural and community neeûs and developed and implemented by 

community memben. Ultimately this means that what and how it is implemented depends on the 

community and their needs, strengths and weahesses. For the reader to best understand the importance 
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and energy behind the healing movement, mention wilL be given to sorne of the difficulties Aboriginal 

people have encountered since European contact. A review of the general premises and practices of 

community healing will then be discussed 

Many people, both fiom the Abonginal and non-Abonginai communities, have descnbed the 

community conditions and lifestyle of First Nations people as "fourth world" (Montour, 1994; p.15). This 

simple statement is meant to reflect the high rates of morbidity and mortality due to infectious and 
* 

cbronic diseases among Aboriginal people, which exceed the average in the Canadian population, For 

example, Aboriginal people are more likely to s a e r  from tuberculosts, diabetes, high blooû pressure, 

arthntis, and obesity, to narne a few (Larocque, 1992). Other health-related problems o c c h n g  in First 

Nations communities that exceed the Canadian average, include a higher prevalence of socially-derived 

problems such as domestic violence, suicide, substance abuse and al1 forms of child abuse (Royal 

Commission on ~boriginai Peoples, L994). Montour (1994) states that these statistics descnibing the poor 

health of Aboriginal people reflect the conditions of poverty, political dienation, and racial 

discrimination that are presently k i n g  experienced by Abonginal people living in urban centres. 

It is also said that Aboriginal people live in poor environmental conditions, whether it is in a First 

Nation comrnunity or in an urban setting. According to the Royal Commission on Aboriginal Peoples 

(1994) some of these conditions include poverty where approximately 75% of the adult population is 

unempioyed and exist on social assistance, and despair which is reflected in the high prevalence of 

suicide attempts and successfid suicides. Subçtandard housing in First Nations communities is also a 

concem as ofien îhere is overcrowding, no ruMing water or indoor plumbing. Political dienation also 

exists for al1 Fint Naîions people at the community, provincial and federal levels of governments. 

Many First Nation communities are remote, both geographically and culturally, fiom the general 



population. This geographical isolation makes it difficult for many Abonginal people to travel to outside 

communities simply to purchase food and geneml basics like medical and psychological servi-ces. 

Cultural isolation makes it difficult for Aboriginal people to obtain employment in the general 

population, to attend institutions of higher education, and to actively seek out appropriate medical and 

mental heahh services. 

The heaith of Aboriginal peoples has been studied extensively since approximately 1925 when 

such institutions as the Department of Indian and Northem Affairs and the Medicai Services Branch of 

Health Canada made these statistics public (OWeill, 1994). Since this time there continues to be 

alamÏngly high morbidity and rnortaliiy rates açsociated with their social, physical, spintual and mental 

health. In response, the feded government introduced a number of health prograrns; the National Native 

Alcohol and Drug Abuse Progmm (NNADAP) to deal with the high rates of alcohol and drug abuse, the 

Cornrnunity Health Representatives (CHIC) program to assist qualined medical authorïties to deal with 

the high rates of infectious and chronic diseases, and the Child and Family Workers (CFW) program was 

designed to deal with family violence and child welfare issues. Although these programs were introduced 

as a reactive measure to the continued high morbidity and mortality rates that endured in First Nations 

communines, ir nas nor ieu to a àramaric ciecrease in mese presenr üay smisrics (Koyai Commission on 

A'oorïginai Peopies, W94 j. 

it is tnis writeis contention that these approa~hes have failed to achieve desired resuits due 

mainly to the iack of cdturd1y relevant programming There iç much t'nistration that approaches 

introduced and implemented by outside agencies, such as the Department of Indian Affairs and the 

Medical Services B m h  of Health Canada were not based on consuItation with the Aboriginal people 

about their needs and customs regardïng their overall health. These outside agencies were under the 



assurnption that such prograrns would succeed if they were admùiistered by Aboriginal people. However, 

the success of these approaches has varïed, possibly since many Abonginal people perceived the 

programs as lacking understanding of their beliefs and customs and the many issues they must face on a 

daily ba i s  which affect their overail health (Jacobs, Big C m ,  La Prairie & Voisey, 19864987). 

One response to these relatively unsuccessful approaches to the oved l  poor health of Aboriginal 

people was Aborïginally developed and implernented approaches that were more culturally specific. 

These new approaches, which were based on more understanding of the Aboriginal people and their 

traditions, tended to be located within a small utunber of institutions that resulted in Abonginai people 

having to leave their comrnunity, family and support systems in order to participate. These new 

approaches met with greater short-term success than those loçated in the First Nation communities, 

m a d y  because of the increased attention to Aboriginally relevant programming. The downfali of these 

approaches was the lack of involvement of the individuai's support systems and the overall functioning of 

the First Nation comrnunity, d l  needed to achieve long-tem success. 

An excellent example of this endeavour was the initial short-term success that was achieved by 

Pound Maker's Lodge (Alberta) with the youth from Davis Met who were highly addicted to solvents and 

were suicidal. These youths were removed fiom their community and fmilies and were treated for their 

substance abuse and suicidal thoughts with linle, if any, connection and treaûnent to the problems 

located withi-n their cornmunity and families. Aithough these youth retumed to their community initially 

feeling healthier and stronger to deal with th& problems, it became apparent within a few short months 

that these same youth were again facing the problems which attracted national media attention and had 

led them to Pou.nci Maker's Lodge. This is an example of the short-tem success achieved but the dismal 

long-term results of such approac &es. 



Aboriginal people are well aware of the limited success of the present health programs, whether 

they are Located within or outside oftheir cornmunities. They have expressed their fiutration over the 

'separateness' and lack of communication and team work among these prograrns. For example, programs 

that deal with one member of a family or one family for a specific problem whik other prob-oblems are 

addressed through different ptograms. Recently, Aboriginal people have been demanding that cornmuniw 

health prograrns be more culturally specific. These programs would adopt the Abonginal philosophy of 

health, which views health and health care as a holistic concept A holistic concept of health embodies 

the physical, mental, etnotional and spiritual aspects of an individual, family and communitytY Al1 areas of 

health at al1 levels in the commuoity must be dealt with simultaneously otherwïse the person and 

community will not be balanceci, resuiting in poor overall health. Abonginal people are demanding that a 

holistic approach to health be implemented in their own communities since they believe that th-s will 

lead to the greatest amount of success to combat the overall poor health of their people. Should this be 

done there would have to be a shift away fiom the ilhess mode1 that emphasizes the separateness of the 

four aspects of an individual, presently in place in most First Nation communities, to a more hoktic, 

integrated, multi-disciplinary and multi-sectoral approacb 

Many First Nations communities, with or without aid fiom the govemment, have begun to 

investigate and implement strategies to balance the lives OC the individual, fàmily and community- This 

approach has led to the development of a sweeping grassroots movement known as community healing- 

The concepts of the need to restore cultural identity, the needs to restore healthy communities by 

regarding a balance of peaceful relationships among its members and the belief that al1 members have 

something to share that wil lead to the healing of al1 are central to the community healing approach 

(Connors, 1995). Since Aboriginal people believe that cultural identity is comprised of d l  four aspects of 



an individual (Le., physical, mental, etnotionai, spirihial) they have begun a holistic approach to healing. 

Healing has been described in various ways and appears to be a rather fluid concept since each 

First Nation community has a distinctive definition ofhealing. However, upon closer inspection there 

appear to be some common themes to definhg healing (Krawll, 1994). One common theme is the view 

that healing is a growing process which requires much energy, time and sharing on the part ofall 

community members. When KrawIl(1994) asked community members to detùie the growing process, it 

included every member having a role in the community, supportkg each other, accomtability, sharing 

and ieaming, utilizing intemal resources, forgiveness, and identimng their problems and developing their 

own solutions. Perhaps the larger society wodd label this concept as community development since it is 

ultimately a community process whereby the people organize themselves for planning and action, make 

ciear their common needs and problems make group plans to meet their needs and solve their problems, 

carry out these plans depending most upon local communïty resources and ihe use of outside resources 

only when needed (Krawll, 1994). In effecf commmîty development deais with the underlying causes to 

their problems and does not simply focus on the symptoms. 

Airhough there is no sin& definition of healing there appears to be a common vision of how to 

achieve this. Krawli (1994) notes three aspects to healing, including moving fiom wïthin, balance and 

wholeness, and moving fiom programs to process. When one speaks about moving fkom withi-n, 

community members are indicating the need for healing to begin with the individual, extend to the family 

and finally, the community Only by beguuiing with the individual will the process of healing begin since 

it will create an atmosphere of uniîy and growth, resulting in greater and fürther healing. The second 

aspect, balance and wholeness, identifies the need to address dl parts of the self concurrently which 

include the physical, mental, ernotional and spintual. Community mernbers identi& the need to shift 



away fiom the premise of implementing programs for specific problems or people to healing for al1 

people at all levels. A number of models of healing will be developed by comrnunity members since al1 

people do not heal in the same way and the process of healing will change as growth occm for ail. 

The above description provides an answer to the question of how healing occun- Two centrai 

questions remain; when does healing begin and what are the consequences of healing? The answer to the 

first question is twofold First there is a need to know if the individual or community is, in fact, ready to 

heal. Determining readiness involves the process of recognizhg the problems. a motivation for change 

and raking responsibility (Krawil, 1994). ECrawIl(1994) notes that readiness is usually determined by a 

core group of individuals who have identified a set of problems in the community that needs to be 

addressed and have initiated an approach to dealing with these problems. The second part of the question 

asks when the community will begin to rnove toward the process of healing. This process begïns by 

clarimng the vision, moving fiom a belief to a process, introducùig activities in support of the process 

and in support of change, and building on what is already in place (Kraw11, 1994). Finally, what does a 

healthy community look like? Community members, in speaking with Krawll(L994) listed the following 

Factors; people getting involved in the community; trust, caring and sharïng positive parenting and good 

trachings; openness and communication; not being ashamed and; taking responsibiiiry and having clear 

expectations. A cornrnwity member provided the following description of a vision of a hedthy 

community: 

"a healthy community is people who can work together and 
play together. ..There are a lot of people in the community, 
including myself, who do not know what is going on in the 
community because we have this belief that is none of our 
business, and it is sad. If a community was heaied the 
community could talc about these things, and people could 



feel fiee to reach out to other people for help." O(rawl1, 
1994; p. 11) 

Since healing is both i~ovat ive  and grassroots, there has ken  very little research or scholarly 

writing done in this a r a  McCormick (1994) conducted persona1 interviews with Aboriginal people in 

British Columbia to leam empirïcally what facilitates theu healing. research expanded on past 

scholarly wn-tings which speculated that a therapist's understanding of cultural beliefs should facilitate 

healing for Aboriginal people (LaFromboise et al., 1990; Sue & Sue, 1990; Torrey, 197.2; Trimble & 

Hayes, 1984). Using individual interviews, McCormick (1994) found 14 separate categories that were 

highly endorsed by his subjects, which hcluded : established social connecrion, anchonng self in 

tradition, exercise, self-are, involvement in cballenging activities, expressing oneself, obtained 

helphpport from others, participation in ceremony, setting goals, helping others, gaining an 

understanding of the problem, establishing spiritual comection. learning fiom a role model, and 

establishing a connection with nature.. 

The participants in McComick's (1994) study ranged in age from the early twenties to the early 

fifties, with a rnean age of 35. Geographically, the 50 Aboriginal participants came from approximately 

40 different community in British Columbia fkom a varïety of tribal backgrounds. Fifieen of the 

participants were male and 35 were femaie. Four of the participants originally came nom another 

province but had been living in British Columbia for at least five years. Nineteen of the participants were 

University students while 3 1 were employed in a wide variety of occupations. 

The categories were assessed in five different ways answering five different types of questions 

regarding the soundness and mistworthiness of the category system. Two independent judges were asked 

to place a sarnple of 54 incidents under appropriate categories to ascertain consistency and inter-rater 



reliability. The first judge had 100% agreement while the second judge had 92% agreement To test the 

soundness and comprehensiveness of the e g o r i e s  50 incidents were withheld until al1 categories were 

developed and then placed within the existing categories, which was done easily suggesting provisionahy 

comprehensiveness. The participation rate which indicates the Level of agreement amongst participants 

was found to range tiom a low of 6% (i-e., self-care) to a high of 70% (Le., expressing oneself). Expert 

validation was also requested to provide collaboraiive evidence and content vaiidity of the results of the 

investigation. Each of the 14 categories were considered to be useful and valid to their practices. 

A final test for the validity of the categories consisted of an investigation of the literature. 

McCormick (1994) suggests that if previous research disagrees with a category there would be good 

reason to question its validity. However if previous research agrees with a category there would be good 

reason to be more confident that it is sound. If a new category emerges that is not supporîed nor refuted 

in the literature it would require M e r  research to confirm or disconfkm its validity. McCormick (19%) 

found that 12 of the categories were identified in the literature. He found evidence for established social 

connection (LaFromboise et al., 1990; Katz and Roide, 1981), anchoring oneself in tradition (Anderson, 

1993; LaFromboise et al., 1990), exercise (Bopp et al., 1984; Long & Flood, 1993), involvement in 

challenging activity (McGaa, 1989; Reser & Soherl, 1988), expressing oneself (Hammerschlag, L9Yj;  

Bopp et al., 1384; Hess & Kapas, 1992; Moreno, 1946), obtaining help/support frorn others (LaFromboise 

et al., 1990; Ross, 1992), participation in ceremony (Hammerschlag, 1993), setting goals (Bopp et al., 

1989; Cormier & Hackney, 1987), gaining an understanding of the problem (Torrey, 1972), establishing a 

spiritual connection (Dugan, 1985; Medicine Eagle, 1989), Ieaming from a role mode1 (Anderson, 1953), 

and esrablishing a connection with nature (Ross, 1992). An important elaboration of McCormick's i 1994) 

research would require determining whether these categories apply to other linguistic and hibal gcoups in 



Canada- 

Phvsicai and Mental Health 

Berry (1989) indicates a number of aspects of an individual's health (Le, physical, psychologïcd. 

social) may be affected by the stress they experience as a remit of the acculturation process. This stress 

can be manifested through a number ofbehaviours (Le., confusion, depression, anxieîy) which, when 

combined with moderating factors (Le., dernographics; social and psychological individual 

characteristics; nature of the larger society, type of acculturation group; acculturation strategies), may al1 

influence the successes or dîfficulties an individual and/or group may experience dukg the acculturation 

process (Berry, 1989). To understand how well the individual a d o r  group is coping with the 

acculturation process the individual or collective health status can be assessed. 

There were two main areas of health measured within this study, mental and physical health 

statu, since these have been widely investigated in the literature for Aboriginal people. There were six 

measures that comprised the mental health stahis variable: stress, suicicial ideation, Life satisfaction, 

social relationships, well-being and selfesteem. 

There were seven measures that comprised the physical health status variable: contact with health 

pro fessionals, i llness, medication use, exercise levels, tobacco use, alcohol use, and health satisfaction 

The Oiibwa P e o ~ l e  

- 
? ne fbiiowinp sec~on proviaes a ~rief nisroncai contex of the ûjïiwa peopie of lintario, 

especiaiiy as ir reiares IO rnose Eom nonhem ûn&o jwnere the majoriry ohhe su~jects for uii-s stuay 

reside). ïhe Ojibwa foretàthers passed dom their history, traditions and customs by the ord tradition; as 



a resuit this section was written as it was toid to this author by my grandmothers and grandfathers. 

The Ojibwa people, like aii other Abonginai groups in Canada, were settled in this country pnor 

to European colonization. They spanned, and continue to span, what is aow known as the province of 

Ontario. The Ojibwa people first had contact with the Europeans through the fur trade movement This 

contact was to be the first of many experiences between these two groups which has shaped both the 

Ojibwa and the European people, now known as Canadians. 

uiitially the contact and interactions between Ojibwa people and the Europeans was considered as 

equal nations but with the passage of time the interactions became more unequal untif Europe- were in 

a position of power over the Ojibwa people and their Iives. This distribution of power occurred over 

many years first through the Jesuit missionaries sent to convert the Ojibwa people to the Catholic religion 

and God. This conversion was seen as necessary to help Ojibwa people become better human beings and 

resulted in the prohibition of Ojibwa ceremoaïes and traditional practices. 

h the rnid- L 800s treaties were signed between the King of England and the Ojibwa people 

guaranteeing their rights for use of the land for hunting, fishing and survival, as well as the promise made 

by the King to always help Ojibwa people (e.g., education, medicd care). These treaties wex signed as 

rhough each group was an equal nation; however over time the Ojibwa people were seen as, and became, 

dependants of the govemment of Canada while many of the promises made in the treaties were not kept 

or broken. 

The lndian Act was established in 1874 which defined the term "Indian" and who was IegalIy 

considered an "Indian" within Canada. The indian Act also govemed the movement and behaviours ofall 

Abonginal people across Canada. Less than fi@ years ago it was illegal for Abonginal people to vote, to 

enter any establishment that senied alcoholic beverages, and to practice their own religion; many other 



basic nghts affkded to Canadians were also suppressed in some way. Aithough there have been changes 

to the Indian Act regarding the rights and privileges of Aboriginal people, it continues to define who is an 

"Indiad' person in Canada while still governing specific movements and behaviours of Aboriginal 

peopie. 

Shortly after the introduction of the indian Act, the govemment set up residentid schools for al1 

Aboriginal children and youth, including the Ojibwa, that were run by Catholic priests and nuas. Children 

were removed nom theu families and cornmuni-ties, either subtly or forcibly, and brought to thk school 

where, parents were told, they would leam how to read and write and become productive members of 

Canadian society. Some of the conditions which Ojibwa children and youth faced were horrendous and 

deplorable. These children were never allowed to speak their language or to practice their religion and if 

they were caught they were punished in very abusive ways (e-g., standing barefoot in the snow without 

proper clothing, humiliation, spankingniitting). ALI of their customs and traditions were seen as savage 

(e-g., possessing long hair as a sign of strength) and the children were constantly told that king 'white' 

was acceptable and being 'Indian' was wrong and dirty. Mthough these children were promised the skills 

of reading and writing, quite often they were made to do the cleanïng, cooking and upkeep of the school. 

Many of these children were also physically, emotionally and sexually abused by the priests and nuns 

who worked in the schools. These individuais, who are now adults, recdl the shame they felt towards 

their family memben and their customs and traditions while also experiencing rejection from the larger 

society because of their cultuml background In order to suvive, some of these people attempted to hide 

their true identity to get a job and a place to live. 

The above descriptions are a few examples of some of the experiences of Aboriginal people that 

highlight the lack of control they experienced These experiences have also had an effect on the lifestyle 



and heaith of Aboriginal people including high suicide rates, alcohol and dmg abuse, high population of 

Aboriginal people in the legal and prison system, limited cesources in the communities to establish 

economic and financial securiîy, poor management of the community due to unskilled community 

workers and, dissension arnong community members who are in positions of power (Berry, in press; 

Berry & Hart-Hansen, 1985)- 

Although Ojibwa people have faced many difficulties over the decades they are still a distinct 

group of people who are proud of their heritage- According to the stories of the Elders, the Ojibwa people 

have dways attempted to live their lives thuiking about how their behaviours would efféct the next seven 

generations. Keeping this in mind Ojibwa people are fighting for the right to self-detemination, 

encouraging the youth to receive education and training, attempting to heal as a cornmunity from ai1 

types of abuse and suicide, and regaining their traditional customs and language. 

There is a large amount of obse~ational and research data that would support the hypothesis thai 

Ojibwa people have suffered from the effects of acculturation. It is at this point that the Ojibwa people 

are faced with the decision of having their lives remain the same, having their lives deteriorate even 

further or to restore their [ives and nation to one of health, peace and balance. They follow their seven 

teachings (i-e., iove, honesty, tnith, wisdom, bravery, humility, respect) to work towards a healthy and 

balanced life and nation ï o  this end they have begun their healing through the community heaiing 

movement To understand its importance and the effect it is having on Ojibwa people more examination 

and research is needed, 

The Present Studv 

The purpose of the present study was to develop and validate a scale, based on the 14 categories 

identified by McComick (1994), that would assess the presence or absence of healing among Ojibwa 



people. Such a questionnaire would allow for quicker and easier administration with larger numbers of 

people than the personal interview procedure employed by McConnick (1994). Use of the scale would 

indicate whether any of the 14 categories idenîifkd by McConnick (1954) appear to be reliable across 

linguistic and tribal groups of Abonginal people in Canada Such a scale would have importance in 

assessing healing at the individual and community levels. 

Since no other scales appear to exist to assess healing, the proposed scale was correlated with the 

Acculturation Scale (AS) and the Heaith Statu S d e  (HSS) to determine validity. It was hypothesized 

ti?zt parùcuiar rypes of ~ccuiniration snategies (Le., inregration and Separation) wodd -k positiveiy 

correlated with the Healïng Scale (HS) since individuals who become involved in healing are more 

mterested or involved in their culture. This presumption is based partly on the description provided 

earlier by Krawll(1994) and on the work of McCormick (1 994). McCormick's (1994) study indicated that 

people involved in healing were participating in traditional ceremonies, a n c h o ~ g  themselves in tradition 

by searching out personal and cultural identification, establishing a spiritual comection and establishing 

a comection with nature. In fact, a quick review of the 14 categories descnid by McCormick (1 994) 

reveals that many of these activities are grounded in Aboriginal culture. These include establishing a 

social connectio~ learning fiom a role model, obtaining heIp/support from othen and, helping othen. 

A strong rwon to predict that a correlation exists between cultural identity and healing is denved 

fiom this wrïter's persona1 discussions and work with Aboriginal people and Ojibwa communities. 

Comrnunities and individuals who begin their path to healing usually seek out Eiders, ceremonies and 

teachings which aid them in understanding who they are and what it means to be an Aboriginal person in 

Canada. ï'he Native Mental Heaith Association of Canada held a conference in 1994 which examined 

how Aboriginal communities gre attempting to heal. Discussions revealed that part of the healing process 



involved a return to traditional activities such as ceremonies, recreational activities, holistic health, 

empowerment and self-govemance. This discussion, led by comrnunity workers, provided support for 

McCormick's (1994) list of events connecting cultural identity to healiag. Therefore, it was hypothesked 

that individuals with a high score on the Heaiing Scale would endorse an htegration or Separatîon 

strategy on the Acculturation Scale, whereas those wth a low score on the Healing Scale would endone a 

Marginalization or Assimilation strategy. This endorsement would indicate more understandin& 

acceptance and pride in the Ojibwa culture- 

Healing not only allows individuals the opportunity to become recomected wth their personal 

and cultural identity, it was bon from the premise that Aboriginal people and their communlties are 

suffering fiom poor overali health Consequently, a large part of the basis for healing is to allow 

Abonginal people to strïve towards a more holistic and heaithier lifestyle and therefore, a healthier 

nation- Again, a review of McCormick's (1 994) 14 categories would suggest that healing activities migh t 

promote a holistic, healthy lifestyle. Events that provide a healthy lifestyle include exercise, selfaare, 

involvement in challenging activities, expressing oneself, gaining an understanding of the problem, and 

participation in ceremony. Each of these events allows an Aboriginal person and cornrnunity to gain 

practice and experîke in becoming healthy in al1 aspects of their life. For example, exercise promotes 

physicai health, self-care promotes emotional health, involvement in challenging activities and gaining an 

understanding of the problem strengthens mental health, establishing a spirihial connection and 

establishing a comection with nature promotes spiritual health and finally, participation in ceremony 

promotes overall holistic heaith. It was hypothesized that those who would have higher scores on the 

Healing Scale and higher scores on the Health Status Scale indicating better overall health. 



Summarv of Predictions 

1. The Healing Scale will be comprised of 14 factors, similar to those found by McCormick (1994). 

2. Endorsement of the htegration and Separation strategies will be positively correlated with 

physical and mental health status, as was found in Restoule (1994). 

3 
2. Endorsement of the Assimilation and Marginalkation strategies will be negatively correlated with 

physical and mental health status, as was f o d  in Restoule (1994). 

4. Endorsement of the htegration and Separation strategies will be positively correlated with the 

Healing Scale- 

5. Endor sement of the Assimilation and Marginalization strategies will be negatively correlated with 

the Healing Scale. 

6 .  The Healing Scale will be positively related to physical and mental health status. 



Cornmunitv Consent 

Seventy-two Ojibwa Fim Nation communities from across Ontario were contacted through Chief 

and Council in order to obtain consent to conduct this study. Chief and Council for each community were 

sent a package which included a Ietter from this researcher introducing myself, identiSing my Ojibwa 

ancestry, and requesting their permission to visit their community and conduct this study (see Appendur 

l a). Also included in the package sent to each community was a research proposal, without the scdes, to 

provide a description of the study. Consent was granted by ten communities and each community 

provided this researcher with a list of community residents over the age of 16, available through the band 

membership, or a map of the community. 

This researcher approached community memben over the age of 16 in each comrnunity, at their 

home, to explain the general premise of the study and obtain consent to complete the study (see 

Appendix I b). A copy of the materials was left for completion with those who agreed to parhcipate and 

they were given directions to complete the Healing Scale fini, due to its length, take a break and then 

cornpiete the remaining questionnaires. The parti-cipants were advised that the researcher would retum on 

a rnutually agreed upon day to pick up the cornpleted questionnaires. Afier agreeing to participate, 

participants were offered assistance in reading through the questionnaires. Once al1 questionnaires were 

cornpleted, participants were provided with a debriefing fom detailing the purpose of the study (see 

Appendix Ic). A total of 26 1 individuals completed the quesrionnaire with five individuals requxnng 

assistance in readuig the questionnaire. 



Materials 

Scde Construcfion for Dernowa~hic Duta 

Demographic data were collected on al1 subjects who panicipated in this study. Demographic data 

included age, name of community, gender, cultural descent of parents, highest academic level completed, 

language, number of children, and rating of identity (see Appendix 2). 

Scale Construction f6r Hea i in~  Scale 

Based on the 14 categories of communlty healing and theu descriptions identified by McCormick 

(1994), 15 to 20 items were generated for each of the categones, resulting in 246 items. Each item was 

rcsponaea co on a seven pomt Likert scaie, with --i :' k i n g  strongiy àisagree ana --7 oeing snongiy agree 

(see Appendix 3 j. An eignth response caregory, -'no c h c e  to pamcipare-- was aeveiopea for h s e  

inaiviauais wno iiaa not experiencea nadirionai ceremonies and haa not fomed an opinion on their 

desire to participate in such 

Prior to the scaie being administered, opinions and suggestions tor the scale items were coilected 

fiom two Native psychologists, a community member, and a psychologist experienced in scaie 

development. These opinions were reviewed and incorporated into the scale. 

Scale &ed for Acculturation 

The Acculturation Scale employed was that developed by the present author (Restoule, 1994) for 

Ojibwa populations. A Cronbach's alpha of -64 was found for the Integration scale, an alpha of -77 for 

the Separation scale, the Assimilation scale yielded an alpha of -71 and an alpha of -68 resuited fiom the 

Marginalization scale. A total of 13 topics, each with four statements to represent the four acculturation 



strategies were constructe& yielding a 52 item questionnaire (see Appendix 4). 

Scale üied for Heukh Stutur 

Two categories of health were measured : physical and mental health status. The mental heaith 

status questionnaire was developed previously and analysed for reliability with an Ojibwa population 

(Restoule, 1994). A number of variables from the Ontario Health Survey (1992) and Rosenberg's (1967) 

self-esteem scale were seiected including life satisfaction, social relationships, suicida1 ideation, weil- 

being and self-esteem, forming a 33 item questionnaire (see Appendir 5). Reliabihty analyses of the 

mental health status questionnaire during the 1994 study produced a Cronbach's alpha of -88, indicating 

good interna1 consistency. 

A revised version of the Ontario Health Survey (1992) on physical heaith status has been 

developed by the Assembly of First Nations, knom as the EEects on Aborïginals from the Great Lakes 

Effects (E.A.G.L.E) Project. This scale has k e n  administered in over 60 Fint Nations cornmuni-ties 

across Ontario, including a number of Ojibwa communlties situated dong the Great Lakes. A national 

Aboriginal Peoples Health Survey was conducted by Statistics Canada during the 1st census with data 

availabie for Aboriginal people in Ontario, including Ojibwa people. Questions from these two scales 

were selected to fonn a scale designed to measure the physical health of Ojibwa people. The scale is 

comprised of questions relating to alcohol use, tobacco use, use of medicines, contact with health 

professionals, health stahis, health problemslillness and exercise (see Appendk 6).  



Basic PsvchometrÏc Pro~erties 

Descript ive Anu(vses on Demopraphic Variables 

Descriptive analyses were conducted on al1 demographic variables collected in this study and are 

outlined in Table 1. 

Participants ages ranged from 15 to 74 yearç of age, with a mean age of 36.6 yean of age. Male- 

fernale representation was almost 50-50, most had at Least two children and most were members of the 

comrnunity they were Iiving in. Educatîon levels of participants ranged fiom some high school to some 

university training- Responses fiom participants was greater in three communities, possibly due to size of 

the community and/or familiarity with the researcher- They descnbed themselves mainly as Abonginal, 

then ~boriginal-Canadian and, much less descnbed themselves as Canadian Most participants reported a 

very strong connection to their Aboriginal identity, an almost equal distniution of reports ranging from 

'neutral' to 'very strong' regarding their AbonginalCanadian identity and a 'neutrat' responses to their 

Canadian identity. The major@ of participants had both parents of Ojibwa ancestry- The primary 

language or mother tongue of the majority of participants was English and they reported that one or both 

parents were the 1 s t  in their family to speak Ojibwa. Of those participants who report4  Ojibwa as their 

mother tongue most continued to speak Ojibwa mainly in their home. 

Reliubilirv of rhe Accuhuration Scales 

Reliability analyses were conducted to detemine the intemal consistency of ail acculturation 

s c a k  used in the shidy. 'The reliability analyses and resulting Cronbach alphas are outlined in Table 2- 

Reliability analyses were conducted a second time on each acculturation scale when items with 



less than O. L itemtotal correlation were removed from the origllial scale. The [ntegration scale had one 

item removed Corn the original scde. A cut-off of 0.2 item-total correlation was employed for the 

Marginalization and Assimilation scales, resulting in each scale having one item removed. A different 

cut-off d e  was employed for these scales since the Cronbach Alpha increased when the item with an 

item-total correlation of less than 0.2 was removed No items were removed from the Separation scaie. 

Aithough the items with low item-total correlations were removed, this analysis was performed ody to 

provide an indication of the maximum value oECronbach aipha for each scale- Since the removal of these 

items increased the Ccoobach alpha only slïghtly, the original scales were retained and the new scales 

were not used in further analyses. See Appendix 7 for the item-total correlations for each of the four 

acculturation strategies- 

ReliabiIitv of  Phvszcal and MentaI HeaIth Status Scales 

Reliability analyses were conducted separately for physical and mental health status scales. The 

intemal consistency of the 48 items in the physical health status scale yielded a Cronbach Alpha of -29, 

indicating very poor internai consistency. Due to the large number of negative item-total correlations 

(17), these were removed which resulted in an increase in the Cronbach Alpha to -59. Further items were 

removed from the scale if the analysis revealed that the alpha wouid increase with the removal of specific 

items; most had an item-total correlation of less than 0-1. The final s a l e  consisted of 20 items yielding a 

Cronbach Alpha of -74, indicating good intemal consistency (see Appendk 8). 

Reliability analyses were also conducted on the 37 items of the mental health status scale and 

yielded a Cronbach Alpha of -87 (see Appendix 9). A total of seven items were removed From the onginal 

scale if the w.alyses revealed the removal of these items would increase the overall Cronbach Alpha- 



Table Z 

Descriptive Analvses : Demoma~hic Variables 

AGE ID- RATING ID- RATING iDENTiTY RATING 
(Aboriginal) 1 (Abongrnal-CÛnadian) 1 (Canadiao) 

*Education Levet: L=grade schooUsome high schooi, 2=compieted bgh sdiooi., 3=community coUege, 4=some mÜ~ersity, 5' completed 
universitv, 6-=t-graduate 
*fdentiv Rating 1-ery wcak, 2=w& 3-soniewhat wcak, 4 = =  S=somewhat stnnig, 6 = = g  79-ay strong 

MEAN 

RANGE 

Percentage of Gender and Cultural identitv Distri-bution 

Gender Cultural Identity 

Percentage 

36.67 

I 5-74 

male = 46-7 
female = 52-9 
missing; = 0-4 

5-86 

1 -7 

2-43 

1-6 

Aboriginal = 48.8 
Aboriginal-Canadian = 45.4 
Canadian = 5-8 

5.07 

1-7 

4-34 

1-7 



Table 2 

Interna1 Consistencv : Four Acculturation Strate- 

Scaie wiîh items removed 

oc N 

-79 241 

-75 236 

-82 212 

Acculturation Strategy 

Margidization 

Lategrabion 

Separation 

Assimilation -76 229 -80 238 

Scale 

ot N 

-77 241 

-71 336 

-81 211 



These items had either negative item-total correlations or item-total correlations of Iess than -02. The 

final scale consisted of 30 items with a Cronbach Alpha of -89, indicating hîgh intemal consistency. 

Since the mental health status scaie includes a section on selfusteem, whkh is a self-contained 

scale developed by Rosenberg (l967), a reliability analysis was conducted for this scale separately (see 

Appendix 10). The reliability analysis indicated high intemal consistency, resulting in a Cronbach Alpha 

of -86. 

Factor Anal~sis 

Healina - Scale 

Due to the large number of items (246) in the Healing Scale (HS) relative to the number of 

subjects (26 1)- a parallel analysis routine (PAR) was fist conducted to aid in determining an optimal 

number of components to extract fiom this scale. Using Cattell's (1966) criterion, the scree plot, 

eigenvalues greater than 1.0 were plotted against the order in which the components were extracted This 

visual examination of the data suggested the possibility of a five or seven component solution since these 

were the main points at which the graph levelled off and were considered to explain most of the variance 

in the data (Stevens, 1986). 

Once it was established the five and seven component solutions accounted for most of the 

variance it was decided to use these components along with the fourteen component structure as the scale 

was developed on McCormick's ( 1994) findings. To systernatically reduce the data and determine the 

underlying orthogonal structure the components were regressed on the data fiom the present study. This 

analysis revealed the five component structure accounted for most of the variance by obtaining stable 

measures. 



The chosen components were rotated with the varimax method as it dlows for easy interpretation 

of the components while maximizuig the variance of loadings for items within each component 

(Tabachnick & Fidell, 1989). Items were chosen to represent the components if their loadings were above 

0.4 and loaded significantly only on a single component This analysis reduced the HS by 9 1 items to a 

scale comprised of 155 items. As the HS still had a high number of items a11 M e r  analyses examined 

the 155-item HS, as well as a HS comprised of only those 10 items with the highest loadings for each of 

the five components, resulting in a 50-item HS. These analyses indicated slight, non-signifcmt 

aiftkrences in results between the 50 item and 155 item HS suggestiag that the 50 item HS was also 

desirable as it would allow for future administration that would be quicker and easier. See Appendiv 11 

for the factor loadings of the 50 item Health Scale. 

Each of the five components of the shortened Healing Scale were reviewed for its content to 

establish a general theme. Based on th-s review, the first component was labelled 'avoiding heip/support', 

component hvo was labelled 'participation in ceremony', component three 'personal skilis development', 

component four 'attitude toward self and component five 'beliefs about community'. The ten items for 

each of these five components from the shortened HS are presented in Table 3-7. 

IiitercorreIations Arnong: Predictor Variables 

cf c d u t a t i o n  Stratepies - 

In order to explain the relationships among the predictor variables, the four acculturation 

strategies and also among the five HS subscaies, intercorrelations were obtained Table 8 provides the 

intercorrelations among the four acculturation strategies. 



Table 3 

Items Simificantlv Contributine to Avoidin~ HeldSuomrt(Factor One) of the Healing Scde 

NtlMBER ITEM 

104 1 avoid forests and dl of nature. 

164 Feastç are for peopIe who are too lazy to cook- 

029 There is no benefit to helping others- 

108 Nobody can help me. 

106 Heiping others d e s  too much energy- 

068 There is nothing to leam about Ojibwa culture. 

116 Nature is a scary place- 

114 Exercise is too much trouble. 

233 There is nobody with my kind of problerns. 

156 There is not much to like about me- 



Table 4 

Items con tribut in^ Significantlv to Partici~ation in Ceremonv(Factor Two) of the Healing; Scaie 

NUMBER ITEM 

22 1 Participatuig in Sweats gives me comfort and security- 

124 I feel a spiritual connection by partïçipating in traditional ceremonies. 

082 1 gain a lot fiom participatbg in Sweat Lodge Ceremonies. 

129 Sweat Ceremonies make me feel re-bom and re-energlzed 

112 Sweat Ceremonies help with my healing. 

189 G d  thoughts corne to me when 1 participate in Sweats, 

215 Sweat Ceremoses have nothing to offer me. 

053 1 feel stronger after a Srnudge Ceremony. 

O0 L Smudges make me feel connected to reality. 

227 1 feel foolish participa~g in a Smudge Ceremony. 



Items Contributing: Simificantlv to Personal SkilIs Develoment (Factor Three) of the Healing Scde 

NUMBER 1 ITEM I 
I Once 1 set personsir goals I feek better about myseff- 

144 

4 

1 l e m  positive qualities through rny role modds- 

229 

1 Nature maker me feel relaxed. 

Setting goals gives me confidence- 

046 

235 

1 feel happier when 1 have goals to work towards- 

Being in nature brings me back to reality- 

1 

13 1 

216 

130 

1 look for activities that help build my skills- 

Setting goals makes me believe in my abilities- 

My role models in my Iife are wise people- 

225 Praying helps me understand things more clearly. 



Table 6 

Items Conaibutine Siaiificantlv to Aîtitude Toward Self (Factor Fou) of the Healing Scale 

1 respect myseff- 

- -- 

I don't take Gare of myself, 

- - 

I hang onto my probiems- 

I feel iike a failure i f1  can't do something diïcult, 

- 

My body is @y- 

- - - - - -- 

I have many fiends in this community. 

-- - 

E always camy around my bad feelings, 



Tabie 7 

Items Contributine Simificantlv to Beliefs about Communitv (Factor Five) of the Healine: Scde 

NUMBER ITEM 

1 trust health workers in this community to help me deal with my problems. 

- - -  

Communïty health workers help me understand my problems. 

People in my community should wony about their own lives- 

There are community health wockers i c m  go to for help 

- - - - 

Community heaIth workers only gossip about other people's problems. 

The community heaith workers care and support me. 

People in this community should wony about their own problems. 

The whole community cornes together during important events. 

People in this community care about each other. 

I have a strong connection with my community- 



Table 8 

Correlation Coeficients Between Four Acculturation Strate~es 

Assimilation 

1 

I Assimilation Integration Marginal kat ion 



An examination of the intercorreiations between the four acculturation strategies indicates substantial 

intercorrelation between Assimilation and Marginalization strategies, uitegration and Separation 

strategies, and Marginalization and Separation strategies. The high intercorrelations between 

Assimilation and Marginalization stnitegies, and Margindization and Separation strategies have k e n  

found previously in Ojibwa communïties (Restoule, 1994). The hi& intercorrelations between 

Integration and Separation were not found previously (Restoule, 1994). AU four acculturation strategies 

were employed in subsequent multiple regression anaIyses. 

intercorrelations among the four Acculturation strategies and the three identity ratings (i.e., 

Aboriginal, Aboriginal-Canadian, Canadian) are provided in Table 9. An examination of these 

intercorrelations indicates that the identity rating Aboriginal has a strong positive relationship with the 

Separation strategy and a strong negative relationship with Assimilation, a finding one would expect The 

intercorrelations for the identity rating Aboriginal-Canadian found a strong positive relationship wi-th 

Assimilation and a strong negative relationship with Separation. Although a positive relationship was 

found between Integration and the Aboriginal-Canadian identity rating, which would be expected, it was 

not found to be significant, as was found with the Assidation strategy. The intercorrelations for the 

identity rating Canadian found a strong positive relationship with Assimilation and a strong negative 

relationship with Separation, which would be expected- 

It is possible that a strong positive correlation was found between the identity ratings Abonginal- 

Canadian and the Assimilation strategy due to the strong correlation between the Aboriginal-Canadian 

and Canadian identity ratings. This strong relationship may suggest that the participants recognire these 

two types of identity ratings as being the same and that any identification with the Canadian society is 

suggestive of greater assimilation or participation with the larger society. This also has some support 



from the finding between the Aboriginal identity rating and Integration which also founda strong positive 

relationship. It would appear nom thk finding that participants may hold a perception that identification 

with the Aboriginal culture is suggestive of greater participation in their own culture, whether it be 

through an Integrationist or Separationist strategy- Further support for this argument ais0 cornes h m  the 

four one-way analyses of variance between the identity ratings and the Acculturation strategies. This 

analysis provides some indication that those who strongly endorsed the Aboriginal identity rating were 

also more likely to endorse either the uitegration or Separation çtrategy and less likely to endorse the 

Assimilation or Marginalization strategy It should be noted, however, that participants who endoned the 

Integration strategy were as likely to endorse the Aboriginal-Canadian identity rating. A m e r  review of 

the ANOVAs suggest that al1 remaîning findings are as expected with the Canadian identity rating having 

the highest mean with the Assimilation and Marginalization strategies and the Aboriginal identity rating 

having the highest mean with the Separation strategy- 

Healznn Scale 

Intercorrelations among the five factors of the Healing Sa le  are provided in Table I 1. An 

examination of these intercorrelations indicates that factor one is positively correlated with factors three 

and four, factor two is positively correlated with factors three and five; factor three is also positively 

correlated with factors one, two, four and five; factor four is positively correlated with factor one, three 

and five; and factor five is positively correlated with factors two, three and four. 

Table 12 provides the intercorrelations arnong al1 of the predictor variables, the four acculturation 

strategies, the five HS subscales and the overall HS score. The following variables were retained for 

further analyses : the four acculturation strategies and the five factors of the Healing Sale as predictor 

variables. Age, gender and education level of the respondents were also included as predictors to control 



Table 9 

Intercorrelations Between the Acculturation Stratetzies and Idenhty Ratines 



Tabie 10 

One-Wav Analvses of Variance for Acculturation and Identitv Ratine, 

I I ~ssimilation 

Aboriginal x - 27-79 

Aboriginal- x = 33-70 
Canadian + htegration 

C 

x = 71-26 
L 

x = 71-25 

Separation 

X = 49-76 
C 

x = 44.29 

Margïnalization 
9 

x = 3 1-26 - 
x = 35.25 



Table I l  

Correlation Coefficients Between Five Factors of the Heaiing; Scale 

Factor 1 

Factor 2 

Factor 3 

Factor 4 

Factor 5 

Factor 1 

1.00 

Factor 2 

,078 

1-00 

Factor 5 

,080 

-136 * 

-256 ** 

-160 ** 

L -00 

Factor 3 

,187 ** 

-362 ** 

1-00 

Factor 4 

,403 ** 

-.O20 

.243 ** 

1.00 



Table 12 

Correlation Coefficients for the Acculhuation Strategies - and the Five Factor HeaIine Scale 

Assimilation 

Factor 1 

Factor 2 I --421 ** 

Factor 3 

Factor 4 

Factor 5 



for demographic characterïstics. The physical and mental health statu scales were retained as outcome 

or criterion variables. 

Mul tide Remession Analysis 

Separate stepwise multiple regression analyses were perfomed on the two health status variables 

(physical and mental health) to determine the degree to which the predictor variables (Le., the 

acculturation strategies, the community healing subscdes and demographic variables) significantly 

contribute to the equation 

Examining physical health status, the tint block of v ~ a b l e s  entered into the equation included 

the three control variables ofage, gender and educational level. The results indicated that the 

combination of these three demographic variables accounted for 11% of the variance of physical health 

statu when entered alone which yielded F(3,257)= 1 O S  1, e(.0 L and a E& 11. However, age was fomd to 

be the only variable which significantly conhibuted to the variance of physical health status in the fint 

bloc k. The four acculturation strategies were next entered into the equation which yielded F(7,253)=5.82, 

L 
F . 0  1 and R =. 14. This indicates that these four variables accounted for an additional 3% of the variance, 

with Marginalization and age accounting for a significant amount of the variance in the second block- 

The final step entered the five factors of die HS into the equation resulting in F(12,248)=5.08, =O 1 and 

~~=.20. This indicates that these five variables account for an additional 6% of the variance, with the 

fourth HS factor of attitude towards self and age accounting for a significant amount of the variance in 

the third block, 

An examination of those variables significantiy contnbuting to the variance of the physical health 

status variable indicated that the significant age variable reflected the finding that younger participants 

had more positive physical health status compared to older participants. The significant Marginalization 



strategy effect resulted fiom a negative relationship between Marginalization ratings and physicd health 

status, indicating that participants who endorsed a Marj$mhmtion strategy had poorer physical hedth 

status than participants who rejected the Marghhatïon strategy. The significant effect of the fourth HS 

factor reflected the fmiding that participants who held a positive attitude towards themselves had more 

positive physical health status. See Appendix 12 for the t-value and significance level ofeach predictor 

variable. 

For the examination of mental health status, the same twelve variables were entered into the 

equation. The first block ofage, gender and educational level resulted in F(37257)=3.06, F-O5 and R? 

=.O4 which uidicates that these three variables accounted for 4% of the variance. Educatiod level was 

found to be the only variable which significantly contniuted to the variance for mental health status- The 

four acculturation strategies were then entered into the equation which resulted in F(7,253)=7.72, F-O 1 

and R ~ .  18- This indicates that these four variables accounted for an additional 14% of the variance, with 

integration and Marginalization strategies accounting for a significant arnount of the variance in the 

second block A closer inspection of the second block of variables found that gender was also marginally 

significant in contributing to the vananance of the mentai h d t h  variable. The fuial step entered the five HS 

factors into the equation which yielded F(12,248)=12.15, F-O I and ~ ~ = - 3 7 .  This indicates that these five 

variables account for an additional 29% of the variance, with factor four (Le., attitude towards self) and 

Marginalization accomting for a signifiant amount of variance in the third block A closer inspection of 

the third block of variables found that Integration and factor three (Le., personal skills development) were 

marginally significant in contnbuting to the variance of the mental health variable. 

Examination of the significant vanvanables for the mental health status variable indicates that the 

significant educational level variable reflected the finding that ~ i c i p a n t s  with higher educational levels 



had more positive mental heaIth than participants with lower educational levels. The significant finding 

for the Integration strategy variable reflected the finding that participants who endorsed the Integranon 

strategy had more positive mental health status than participants who rejected the Integration strategy- 

The Marginalization strategy effect resulted from a negative relationship between Marginalization ratings 

and mental health status, indicating that participants who endorsed a Marginalization srnitegy bad poorer 

mental health status than participants who rejected the Marginaiization strategy. The marginally 

significant contribution of gender indicates the fiading that males had poorer mental health status than 

femaies. The significant effect of the fouah factor of the HS reçulted from a positive relationship 

between the fourth HS factor and mental health status, ùidicating that participants who held a positive 

attitude towards themselves had more positive mental health status than participants who held a negative 

attitude towards themselves. The marginally signincant effect of the third factor of the HS resulted fÏom 

a negative relationship between the third HS factor and mental health status, indicating that participants 

who were not involved in personal skills development had more positive mental health status than 

participants who were involved in personal skills development See Appendix 13 for the t-value and 

significance level of each predictor variable. 

The multiple regression analyses were done a second time examining the individual items of the 

physical and mental health status variables- Due to the initial poor reliability of the physical health 

variable there is a possibility that the items do not 'hang' together to comprise a scale that adequately 

assesses physical health status. By doing separate multiple regression analyses on the individual items of 

the physical health status variable this provided an opportunity to examine whether strmger associations 

would result using this method As the mental health variable is a new questionnaire that was developed 

by the researcher, it was also decided to do separate multiple regression analyses on the individual items- 



kems that were grouped together in the physical health questionnaire were correlated to aid Ui the 

decision of how best to analyse the scde. In rnost cases it was found that the items did not correlate very 

strongly and it was decided to analyse these items s e p t e l y .  Only one group of items was found to have 

a strong correlation and were analysed together, this king the 'hedth satisfaction' grouping (i-e-, 

questions # 5 and 6). Other groups of items îhat were considered to be closely related were also analysed 

together, this being the varïabIes 'health problems' (i-e., sum of question # 7) and 'heakh professionals' 

f Le, sum of questions # 2,3 and 4). in total 15 separate items or groups of items were analysed for the 

physical health status variable. The summary of these analyses are contained in AppendBt 14. An 

examination of the summary table of the multiple regression analyses reveals that none of the 

independent variables appears to be consistently significant across items. From this examination it was 

decided that no new information was obtained compared to to that reported earlier which considered a11 

items of the physical health status variable together. 

A similar method was used with the mental health status variable to determine how to best 

conduct the analyses. Groups of items were found to be related and used in subçequent analyses; these 

include 'self-esteem', 'life satisfaction' (Le., questions # 1 and 2), 'suicida1 ideation' (Le., questions # 5 

and 6) and 'well-being' (Le., question # I l  a, ci, e, f, g, h, k, 1, m). In total 10 separate items from the 

mental health status variable were analysed and a summary of these analyses are contained in Appendix 

1 5 .  ui examining the summary table it was found that three inde pendent variables appear to be 

consistently significant, contnbuting to the variance of the mental health status van-able. These variables 

are factors 1 (Le., avoiding help/support), factor 3 (Le., personal skills development) and factor 4 (i-e., 

amtude towards self). When the multiple regression analyses were conducted with the entire mental 

health stahis questionnaire it found factors 3 and 4 significantly contrîbuted to the variance of the mental 



status variable. By examining the items separately factor 1 was also found to significantly contnbute to 

the variance- For many of the mental health items (Le., questions 1-3,s-8, 10) factor 1, avoiding 

hel p/suppo rt, was found to positively contribute. These signi ficant effects indicated that participants who 

sought out help or support had more positive relationships with their children and spouse, had more 

positive self-esteem, had more &ends, were more satisfied with life, reports of Iittle stress in their d d y  

lives, and not experienced suicidai ideation Those with low levels ofstress (e-g., question # 4) and those 

with high levels of positive well-being ( e g ,  question # 1 1) reported lower scores on factor one which 

may reflect less of a need to actively seek out help or support. 

Surnmary of Results 

This study attempted to understand how acculturation and healhg are related to physical and 

mental health starus for Ojibwa people in Ontario. Other factors such as age, gender and education level 

were also included to control for demographic factors which may have an effect on physical and mental 

health status. ALI of these psychologicai variables were then entered into a stepwise multiple regession 

analysis to provide an indication of which of the predictor variables (Le., four accultumtion strategies and 

the five HS factors significantly conûibuted to the variance ofthe criterion variables (physical and mental 

heaith status). 

The hypotheses regarding health status were generally supported for Integrahon and 

Marginalization with mental health status, such that a positive relationship existed between mental health 

and htegration while a negative relationship existed between mental health and Marginalization With 

regards to physical health status, the only hypothesis that was supported concemed the Marginalization 

variable. In this case a negative relationship existed between the two variables. No relationship was f o n d  

between Integration and physical health status. No support was found for the hypotheses with Separation 



or Assimilation with either heaIth status variable, 

The hypotheses were genedy supported for Assimilation, Marginalization and integration. This 

indicates that the five factors of the HS (i-e., avoiding heIp/support, participation in ceremony, personal 

skills development, attitude toward self, beliefs about comxnunity) had a negative relationship with the 

Assimilation and Marginalization strategies, while the £ive factors of the HS had a positive relationship 

with the Integration strategy The hypothesis for the Separation straregy was only partially supported 

since three of the five factors (i-e., paîïcipati~~ in ceremony, personal slalls development, beliefs about 

community) were positively related while the other two factors (i-e., avoiding help/supporî, attitude 

toward self) were negatively related 

The hypothesis between the Healing Scale and the physical and mental health status were only 

supported with one factor of the HS, factor four (Le., attitude toward self). This factor was found to be 

positively related while al1 others were not related to the physical health status scale. The mental health 

status scale was negatively related to factor three (Le., personal skills development) of the HS, which was 

not predicted. An examination of separate items within the two health status variables further revealed 

that factor one (i-e., avoiding help/support) generally had a positive relationship with most items of the 

mental health status variable. No significant reiationship was found for separate items of the physical 

health status variable with any factors of the Healing Scale. 



DISCUSSION 

The main focus of this research was the development of a Healing Scale and its relationship to the 

four Acculturation Strategies and Health Status (Le., physicaf and mental health). It was hpthesized 

that the Healing Scale wodd be positively reiated to the Integration and Separation strategies, while a 

negative relationship would exist with the Assimilation and Marginalization strategies. These hypotheses 

were tested two ways, by examinhg the relatiomhip between the individual factors of the HS with the 

four acculturation strategies and examining the relationship between the overall HS score with the four 

acculturation strategies. 

In regards to the individual items of the HS and their relationship to the acculturation strategies, it 

was found that the Assimilation and MarginaLzation strategies had negative relationships with al1 of the 

five factors of the HS. ui fact a revïew of the data indicates that the largest negative relationship existed 

with the Marginalization stnitegy on factors one (Le.., avoiding help/support), four (Le., attitude toward 

self) and five (Le., beliefs about cornmuni-ty) of the Healing Scale. The Integration strategy was found to 

have a positive relationship with al1 five of the factors (Le., avoiding helplsupport, participation in 

ceremony, personal skills developrnent, attitude towards self, beliefs about community) in the HS while 

the Separation strategy had a positive relationship with only three of the five factors (i-e., participation in 

ceremony, personal skills development, beliefs about community) in the HS. The results relating to 

Integration, Assimilation and Marginalization strategies would support past studies that have found 

AssimiIation and Marginalization to be the les t  likely endorsed strategies and Integration to be the most 

likely endorsed strategy by First Nations people (Berry et al, 1987; LaFramboise et al., L993; Restoule, 

1994; Trimble & Medicine, 1984). In fact, Berry (in press) suggests that endorsement of the Integration 

strategy is the most preferable since it meets the needs of many acculturatïng groups and increases their 



overall well-being. 

The fact that the Separation strategy did not have a positive relatimship with al1 five factors of 

the CHS is somewhat confusing. One would expect that individuals, families and communitie who 

recognize and practice culture through teachings and ceremonies would have a stronger liketihood of 

endorsing Separationist items. It is possible that this was not completely supported because the 

cornmunities involved in this study had strong connections to the larger society, either based on its 

geographicd location or for its econornical viability. In this case, the Indivlduals fiom these comrnunities 

would have to work, Live and deal with the larger society on almost a daily basis. Considering the lifestyle 

of these communities it is likely that many of the subjects wodd endorse Integrationist items since these 

individuals wodd have to live cooperatively with the larger society. This observation is supported by 

many studies that have been camed over the years that found First Nations people were likely, first, to 

endorse an htegration strategy and then a Separaiion strategy (Berry et ai., 1987; Wromboise et al., 

1 990; Trimble & Medicine, 1984). 

It is aiso possible that this hypothesis was not completely supported since by the admission of 

individuals in the comrnunity (Le., health workers, Chief and council, commurÙty members) most of 

these cornmunities were either not involved in community healing in any way, had small pockets of 

individuals who were involved in their own healing or were in the very early phases of community 

healing. Considering this, many of the communities and the uidividwls who lived there may not have 

been strongly recognizing or practising their culture through traditional teachings and ceremonies- 

The notion of cornmunity healing, according to First Nations people, is a cetuni or a change to a 

more healîhy lifestyle amongst Ojibwa people and their communities. According to Krawll's (1994) 

description of community healing it was noted that this was afluidprocess to deal with the underlying 



causes of the community's problems. This would then suggest that the community had appraised the 

sihiation as stressa and were attempting to utilize their coping resources, the secondaiy stage to 

appraising stressful events. IdentiSing a situation as stressfùl can then be dealt with through problem- 

focussed or emotion-focussed solutions. In utilizing problem-focussed solutions to deal wiîh stress it is 

likely there will be attempts to alter situational factors, gather information 4 generate and act on 

alternative solutions to the stress ( F o b a n  & Lazam, 1984). The information already presented within 

this paper would suggest that Fust Nation individuals and commwiities have k e n  utilizhg a problem- 

focwed solution to the problem of il1 health. h the comrn~~ties '  attempts to alter siîuational factors 

they have had to recognize that any action taken must consider community members varying degrees of 

acculturation. This is important in First Nation communities since there are groups of individuals within 

a family or community that wiU embrace differing degrees of traditional ceremonies and teachings while 

others are more likely to embrace concepts fiom the larger society to differing degrees (Connors, 1993)- 

Regardless of the type of strategy used to cope with the stressfüi events participants in this study dl 

reside in an Ojibwa cornmmity which would suggest some level of identification with their culture, thus 

making it more likely that they would endorse the Integration or Separation strategy as opposed to the 
. 

Assimilation or Marginalization strategy. Such a possibility would be supported by the work of Kn-shnan 

and Berry (1992) and Beny et al (1987). 

The second hypotheses conceming the Healing Scale and the Health Status Scale predicted to find 

that high scores on, or endorsement of the HS (individual factors and overall score) would be related 

positively to physical and mental health. Conversely it was expected that low scores on, or lack of 

endorsement for the HS would have a negative relationship with physical and mental healtk 

The examination of the relationship between the individual factors of HS and physical and mental 



health status found that only factor four, attitude towards self. had a positive relationship with physical 

and mental health status. A negative relationship was found with factor three, personal skills 

developrnent, as it related to mental health status. The first hding, relating to factor four, would suggest 

that individuals who have a positive attitude towards the self are more likely to be mentaily and 

physically healthy- However, those who hold a negative attitude towards himherself they are often found 

to be less likely to engage in activities that foster good physical and mental hedth- By examlliùig 

individual items within the mental health status variable it was also found that avoiding helplsupport (i-e., 

factor 1) generaly had a positive significant contribution to the variance. This information suggests that 

participants who are less Likely to avoid help or support (and therefore, more likely to seek it) would 

experience better mental health through a variety of facets such as relationships, selfesteem, and life 

satisfaction, 

The second fmding appears counterïntuitive to what one would expect, but it is possible that 

individuals who have positive mental health do not need to develop personal skills since it is likely that 

they already possess the skills that foster positive mental health. This resuit is similar to findings that 

physically healthy individuals are iess likely to seek medical attention than physically unhealthy 

individuals. Therefore the negative relationship found with factor three would also indicate that 

individuals who have poor mental health would be more likely to develop personal skills to increase their 

mental health, 

The third finding is puzzling in the fact that it did not appear in the overall mental health status 

analysis. It is possible that it does not show up because of its strong relationship with factor four (i-e., 

personal skills development) causing factor four to overpower any of the effects that factor one may have 

on the overall mental health status variable. Without the cumulative effect of the mental heaIth items 



factor one was able to show its signi-ficant contriibution to this variable. The positive findings of the 

factor, avoiding help or support, appears to make sense since one would expect that those who seek help 

and support are likely to gain a number of benefits to contribute to one's overall mental health while 

those who do not are more likely to s a e r  and expenence poorer mental health through various facets. 

Another hypothesis that was inves~i-gated concemed the relationship between the Acculturation 

Scale and the Health Status Scale. These hypotheses predicted a positive relationship for the Integration 

and Separation strategies with the physical and mental h d t h  status- A negative relationship was 

expected between the Assimilation and Marginalkation strategies and physical and mental health statuS. 

Based on the findings of the multiple regression, the hypthesis was Mly supported for the 

Marginalization strategy, such that it was negatively related to both physical and mental health. The 

hypothesis was ody partially supported for the Integration strategy, according to the multiple regression 

analysis, such that it was only found to have a positive relationship with mental health status but no 

relationship with physical health status. The results of the multiple regression analysis found that no 

relations hip existed with the Assimilation or Separation strategies with either mental or physical health 

status. The work of Berry (1989) partially supports the findings of this study regarding the relationship 

with health statu and integration and Marginalization strategies. He found that a positive relationship 

was found with the integration strategy and a negative relationship was found with the Marginalization 

strategy. 

There has been a substantid amount of support in the literature on acculturative stress which links 

mental health status to the acculNation process (Berry, 1992; Berxy, 1989;Berry, Wintrob, Sindell & 

Mawhimey, 1982; Chance, 1965; Kim, 1982). Similar results for the Marginalidon and htegration 

strategies were found by Kn'shnan and Berry (1992) using the 20 item Cawte ( 1972) scale which assessed 



psychosomatic and psychological stress symptoms. There is also support in the literature by Berry et al 

( 1982); Chance (1965); Berry et ai (1 987); Restoule (1994); and Berry and Annis (1974) for the 

hypothesis that different Aboriginal groups in Canada experienced similar negative relationships between 

the Marginalization strategy and mentaI health sianis when faced with the acculturation process. The 

Integration strategy was found to be a protective factor during the acculturation process since it was 

found that individuals who endorse the Integration strategy had positive mental health (Berry et al., 1987; 

Berry et al., 1982; Berry & Annis, 1974; Chance, 1965; Restoule, 1994).These findings appear to add to 

the growuig evidence that a negative relationship exists between the Margiaalization strategy and mental 

health s t a t u  among Aboriginal people at different points in the accultumtion process. Similarly, these 

findings also appear to add to the growing evidence that Aboriginal people who endone an htegration 

strategy are likely to enjoy more positive mental health status during the acculturation process. 

The fact that no relationship was found between the Separation stnitegy and mental health status 

does not imply higher levels of stress, as was expected in previous research (Restoule, 1994). The lack of 

a relationship may suggest that few individuais withïn the communities endorsed such items possibly due 

to the need to be able to fiinction cooperatively in both cultures (Le., Ojibwa and the larger society) 

(Connon, 1994). It is also likely that a relationship was found during previous research (Restoule, 1994) 

based on the differing age groups of the two subject pools. The fint research study had participants 

ranging in age fiom 16-26 years of age (mean age of 22.4 years), while in the present study participants 

ranged in age from 16 to 75 years of age (with a mean age of 36.6). It is possible that for the first group of 

subjects there was a stronger need to separate themselves fiom the Iarger society in order to develop a 

strong positive Abonginal identity that they could incorporate into their self-concept. This finding is 

supported in this author's clinical work with Aboriginal youth who ofien experience great confusion 



about who they are and how they relate or are connected to the larger society This coiifusion is ofien 

exacerbated by the fact that many do not have a strong seme oftheir culture since their communities 

have endured a number of acculturation experiences such as residentid school. loss of language, l o s  of 

ceremonies/traditions, and loss of parents a d o r  grandparents This is a group, often found in many 

Ojibwa communities, asking very clearly and loudly to be taught the traditional teachings and to be 

allowed to observe and participate in traditional ceremonies. The second group of subjects however are 

denved from a wider age span and it is likely that membea of this group have solidified their identity' 

whether it include Ojibwa culture or no& making them less likety to fiel compelled to separate 

themsehes from the larger society. In this group there is also less opportunity to separate themselves 

fkom the Iarger society (i.e., employment) as they have gained an understanding that these two groups 

must co-exist and Iive cooperatively so as to achieve the greatest success in al1 areas of life. 

The lack of support that was found for the Integration, Assimilation and Separation strategies with 

physical health stahis may possibly be due to the questions that remain about the applicability of physical 

health status in its relationship with stress. It is possible that the lack of relationship between these 

variables is due to that fact that as long as individuals feel they belong to or fit in with some culture they 

will be physically healthy. This being a possibility it would make sense to find a negative relatiooship 

between Marginalization and physical health status since individuals who endorse this strategy do not 

feel that they belong or fit in to any culturee 

It is lcnown that Aboriginal people's health (including Ojibwa people) and the need to improve 

this has focussed pnmarily on their physical health over the 1st few decades. Although we know the 

physical health of Aboriginal, and Ojibwa, people is not perfect, it is far betîer than it was in yean gone 

by, at least in those ~ o r n m ~ t i e s  that have access to larger centres, medical care and medical 



professionals. Considering this information, it is possible that a relationship cannot be fomd between 

physical health status and three of the acculturation strategies because the physical health of Ojibwa 

people is considerably better than their mental health at this point in time. 

The multiple regressioo analysis for mental health status found that those individuals with a 

higher education level had more positive mental heaith status than individuals with a Lower education 

level. Support for this finduig can be found in the literature where individuals with a higher level of 

education have more resources available to them that wodd promote, develop and support positive 

mental health status (Berry et al., 1987; Botwïnick, 1984; Markides, 1986). Some of these resources may 

include financial support, greater access to medicd or psychological supports, greater oppohties and 

access to alleviate stress levels, lower stress levels in general and more personal supports (i-e., Eends, 

families). The demographic data conceming education levels presented earlier indicates that 

approxhately 29% of partÏcipanîs had completed a college diploma and 16% had some university 

training. It would appear that the education levels of Aboriginal people are increasing as it is this author's 

belief that the 38% of participants who reported some high school training are likely m d y  from the 

older participants. Based on my knowledge of Ojibwa communities those who have higher education 

levels often hold the full-time employment positions in the community that are involved in the operations 

of the communities (Le., finance, education, administrator, employment, economic development, etc.). 

The results of the multiple regsession analysis for the physical health status variable found that 

younger individuals have better physical health than older individuals. The literature supports this finding 

indicating that younger people are physically more fit, are less likely to contract serious illnesses, access 

less medical professionals, and use less medication than their older counterparts (Botwinick, 1984; 

Markides, 1986). The results of the demographic information indicate that the mean age of participants 



was 36.6 years, with the majority of king  under the age of 50- Obsewations of the raw data 

indicated that the older the participant the more physical ailments they ha4 the less physicaily healthy 

they felt and more likely they were to take medication- 

THEORETICAL IMPLICATIONS 

Validation of the Healing Scale, as  noted in the introduction, was expected by identi-g 

relationships with the Acculturation Scale and the Health Status Scale. The findings of this study provide 

initial support that the Healing Scale does measure aspects of the healing process. This new sale will 

provide the opportunity for researchers to gather information more quickly, to a wider group of people. 

The use of McCormick's (1994) method could be used for a more indepth assesment of the healing 

process individuals go through. The commonality across themes and content for the two mesures would 

also suggest that there are some universal aspects to healing that must be met, regardless of geography, 

linguistic group or tribal group which was also suggested by Krawll(1994). 

Although the factor structure is not the same between these two studies an examination of the 

factors' general content and themes suggests some similarities between the 14 categories (McCormick, 

1994) and the present 5 factor structure. A review of the items in factor two (Le., 'participation in 

ceremony') in the present study indicates that these items are derived directly fkorn those representing 

McComick's (1994) factor, "participation in ceremony", resulting in the use of the same name for this 

factor. This factor appears to be the strongest link to McCormick's (1994) work which may be 

suggestive of the need for involvement in cultural ceremonies, regardless of geography, age, gender or 

cultural group, as an important process in one's healuig. McComick (1994) notes that many of his 

participants revrted a nurnber of positive effects through their participation in ceremony such as support, 



prïde, and opportunity to find solutions to their problems andlor difficdties. 

Participation in ceremony is an activity that promotes Abonginal culture in that a choice has been 

made to seek out other individuals who participate in ceremonies, learn the teachïngs associated with the 

ceremonies and then make a decision as to whether or not to participate. Accordhg to Berry (in press) the 

decision to take part in these activities is considered a behaviourai expression ofidentity. He notes that 

"those who wish to maintain îheir identity may or may not express it ...., while those who are not 

rnotivated to maintain it are unlikely to exhibit an Aboriginal cultural identity" (Berry, in press; p.5). It is 

unlikely that individuals who choose to participate in ceremony are doing so oniy superficidy since there 

are beliefs associated with participating in ceremony and as C o ~ o r  (1994) indicates cc...beliefs are an 

important rnediating factor in the healing process. As such, ritual and symbols that express the belief 

system of the healee play criticd roles in the heaiing process" (p.53). As both Cornors (1994) and Berry 

(in press) report behavioural expression of cultural identity can only corne about ifother conditions have 

been met, including a positive perception of behg an Abonginal person, a hi& degree of importance 

placed on being an Aboriginal person, a high sense ofesteem associated with being Aboriginal and a 

strong desire to maintain thek identity. Therefore it is possible that participation in ceremony is the 

strongest link between McCormick's (1994) approach and that used in this study since behavioural 

expression is the most concrete to identify, as noted by Berry (in press). 

The decision for an individual to participate in ceremony requires motivation and cornmitment to 

learn the teaching and practice the ceremonies. Based on this author's personal observations and 

experiences such individuals have trie4 unsuccessfully, other non-Native based practices as a way of 

healing From trauma and living a healthy, balanced Iifestyle and then have made a conscious choice to 

pursue Native based practices for healing. This process appears to resemble problem-focussed strategy to 



coping since they gather information about their situation, generate and act on alternative solutions and 

alter situational factors in an attempt to reduce their stress levels. This is a process that appears to be 

successfd for such individuals since they of3en descnbe their involvement in traditional healing practices 

as leading to such lifestyle changes as freedom corn alcohol and dmg, violence and abuse, and having a 

better understanding of self and others. Io this author's discussions with individuals who live a traditional 

lifestyle they identm the non-judgrnental attitude of their teachers and the 'common sense' to the 

teachings they have learned that they are able to apply in their own lives. Lazanû (1993) wouid descnbe 

this as an adaptive coping strategy since it appears to be effective ui improving the lifestyles of these 

individuals. For many who find thk lifestyle successful in dealing with various Iife stressors it becomes a 

consolidated or fluid process as they tend to utilize thïs approach under a variety of conditions, often 

meeting with a level of success. This is supported by McComick (1994) as he reported that these 

individuals indicated participation in ceremony was useful in helping them deal with their probiems. 

The items comprising factor four, 'attitude towards self, are denved f?om a combination oftwo 

of McComick7s (1994) factors : self-care and expressing oneselE Both of McCormick's (1994) factors 

describe self-directed activities that an individual may or may not engage in based on hidher beliefs and 

attitudes about how to treat oneself, For example, a person who endorses an item supporting self-care 

would have a belief that one is wonhwhiie and Unpoaanf de se^-ng special self-attention. Those 

individuals who do not endorse such activities would hold a belief that such activities are an 

extravagance they do not engage in. The majonty of items comprising the factor 'attitude toward self are 

derived maidy fiom those representing McCormick7s (1994) self-care factor- This may suggest that 

Aboriginal people feel cornfortable enough rewarding and/or caring for themselves but have more 

difficulty in expressing themselves to others. An examination of the Ojibwa culture would support this 



finding since Abonginal people are less likely to share their feelings, especially if they are negative, with 

others for fear of showing someone up or offending them (Berry & Bennet, 1992; Brant, 1990; Restoule, 

1997; Ross, 1992; Sue & Sue, 1990)- 

'Beliefs or amtudes about the community', factor five of the HS, when examined for item content 

is comprised of two of McCormick's (1994) factors : establishing a social connection and obtained 

help/support fiom others. These factors are based on an individual's desire and/or ability to have 

successfui relationships with others, whether it be professionaiiy or personally- This factor drew 

specifically fiom those items in McConnick's (1994) factors that focussed soleiy on the individual's 

connection with the community, its members and workers. It is known that in Ojibwa culture individuals 

often have a strong connection with their comrnunity since the majority, if not dl, who live andor belong 

to the community are extended family members (Brant, 1990; Restoule, 1997). In many Aboriginal 

communities there is a sense of distnist or uncertainty that the community workers or commUNty 

members will respect confidentiality and privacy of others by not gossiping (Restoule, 1997). is 

especially true in smaller communities where everyone knows each other and are directly related to each 

other, which tends to be the case for the majority of communities involved in thk study since they have 

smaller population bases (i.e., less than 500 people). As communities begin to design and impiement 

health services (Le., emotional, physical, mental, spiritual) it is not surpriskg that participants in this 

shidy strongly endorsed items regarding beliefs and attitudes about the community. Krawll(1994) and 

Katz (1984) identie a number of concepts that are important in community healing, also described as a 

synergistic community, which includes the concept that the health of the community depends on the use 

of community resources, viewing self as part of the community, sharing, empoweriog individuals to aid 

in healing, balanced relationships, al1 members having a role in the community and supporting each 



other. Al1 of these concepts promote the need for communïty involvement, sharhg and trust in order for 

individuals, families and the community as a whole to achieve success in healing. 

An examination of factor three, 'personal skills development', is related to many of Mccomiick'~ 

( 1994) factors. The items are drawn nom the following facton : involvement in challenging activities, 

setting goals, gaining an understanding of the problem, establishing a spiritual connection, Ceaming fiom 

a role model, and eshblishing a connection wîth nature. It is possible that this factor of the HS draws 

fiom so many of McCormick's (1994) factors because they are skili based in nature. These factors aU 

support the development and maintenance of skills to cope with life's daily stresson. Establishing a 

spiritual connection and establishing a comection nature are recognized in Ojibwa culture as also 

playing an important rote in the development and maintenance of spirituaily based slalls. These two 

factors, however, may be secondary for skills development since there are less spiritually based items that 

contribute to the 'personal skills development' factor of the HS. Many of these concepts have been 

identified in the literature that identifjr the development or promotion of slcills at the individual and 

community Level such as giving people a sense of control, use ofcommunity resources. sharing, 

empowering others, building and maintainhg balanced relationshi ps, accountability, learning from 

others, forgiveness, identifying problems and developing solutions (Berry, in press; Berry & Hart-Hansen, 

1985; Connors, 1995; Katz, 1984; Krawll, 1994)- 

The final factor, 'avoiding help/support7, is the most dificult to relate to McCormick's (1994) 

factors possibly because of its negative item content The main theme of this factor is an inability to 

provide or seek helpkuppoct whether it be self or other driven. This factor is also compnsed of items 

fiom a number of McConnick's ( 1994) facton including obtaining help/support fiom othen, helping 

others, exercise, establishing a connection with nature, anchorhg self in tradition and self-are. The 





without such are unable to seek assistance in their healing but also to empower others around them to 

begin their own healing journey. This factor also provides evidence of the avoidance coping factor 

discussed by Zeidner and Saklofske ( 1998) which noted that individuals will utilize a number of 

avoidance coping techniques (Le., alcohol andfor dnig use) as a way to avoid dealhg with the situation or 

crises in a more effective manner. It would appear that thk factor suggests that there are still individuals 

within the First Nation communities that continue to utilize a variety of avoidance techniques instead of 

finding effective coping mechanisms. This could be found in many Firsî Nation communïtt'es where there 

remains a group of individuals who are heavily engaged in alcohol and dnig use to cope with daily 

stressors while others engage in traditional ceremonies and teachings as a way to cope. 

The two factors, personal skills development and avoiding helpfsupport, appear to utilize different 

coping strategies as a way to deal with their stress. It appears that individuals who are involved in 

activities that promote the development of new skills are attempting to alter their situation so as to better 

regulate the emotions associated with or caused by the stressfil event This type of coping strategy would 

be defined as problem-focussed coping. An examination of the items for this factor indicate that they 

'feel better', 'gives confidence', 'feel happier', 'feel relaxed', 'believe In their abilities' and 'understand 

things more clearly'. These statements would suggest that the development of skills may result in a 

change in emotions. As reported earlier, the factor 'avoiding help/supportY has a strong relationship with 

the factor 'personal skills development' and the two appear to be the opposite of each other. Unlike 

individuals who attempt to develop personal skills, individuals who avoid help or support are attempting 

to regulate the emotions associated with or caused by the stressful event without altenng the stressful 

event. This type of coping strategy is defined as emotion-focussed coping. h c u s  (1993) has reported 

that there are a number of coping strategies that an individual can utilize and there are no universally 



good or bad coping strategies. In fact Lazarus (1993) has indicated that in some cases denial, a coping 

strategy, can be positive under certain circumstances while it can be negative in other circumstances. 

This being the case an individual may attempt to develop personal skills to help regulate theu ernotions 

and if this does not appear successfbl and adaptive they may avoid help and support as another attempt to 

regulate their emotions associated with their stress. It  would then appear that these two factors are 

opposites in their use ofcoping strategies, where those who attempt to develop personai slcills utilize 

problem-focussed coping whiie those who attempt to avoid help and support utilize emotion-focussed 

coping. 

Although the factor structure is diEerent for this study and McConnickYs (1994) the common 

themes and content across the two types of healing measures would suggest that similar concepts of 

healing are being measured It would also appear that these two healing measures are also investigating 

healing at the individual, family and community levels as Krawll(1994) notes that healing uicludes the 

process of moving fiom within where healing begins at an individual level and extends to the family and 

finally, the community. This fust step in the healing process is considered necessary since it creates an 

atmosphere of unity and growth which fosters greater and M e r  heding. It would also appear that both 

healing measures are also tappïng the four levels of the individual's health (Le., mental, emotional, 

spiritual, physical) as noted by Krawll(1994). She identifies the second aspect to healing, balance and 

wholeness, where there is a need to address al1 parts of the self concurrently. The third aspect, moving 

from programs to process, appears to highlight the need to address al1 four aspects of health at ail levels 

within a comrnunity As reported earlier, she describes this aspect as a shift away fiom implementing 

programs for individuals or specific problems to a movement of healing for everyone across al1 four 

levels of health. 



APPLED IMPLICATIONS 

As noted earlier, the Kealing Scale could be used as an evaiuative tool for researchers or 

individuals in the community who wish to mesure progress of  individuais or the community in achieving 

more positive health. This scale may also provide indications of areas that may require M e r  attention 

in the healing process as the individual factors could be examined to detennine where endorsement is 

lacking The factor, 'avoiding help/support £tom others', could also be examined to determine if 

individuals or groups within the cornmunîty feel a sense of isolation and lack of control in their lives 

making it difficult to access cornmunïîy ressources that could aid in their heaiing joumey. 

Much of the information presented throughout this study has identified the medicine wheel with 

its applicability to areas of holistic health, however the wheel can also be utilized to understand levels of 

holistic healtk Levels of holistic health were discussed earlier as phases in which healing must occur : 

the individual, the famiiy, the communïty and society Many of the factors identified by McCormick 

(1 994) appear to tap the holistic healing at the individual, family and community levels (see Krawll, 

1994). The societal level of holistic healing has not been widely discussed or researched at this point 

possibly because individuals, families, communities and cultures have only begun theu own healing 

process. It is likely that societal levels of holistic healing will be a result of the changes that will occur 

over time at the individual, family and community levels. This being a possibility, events that will shape 

societal healing may also be similar This is an area that will require firture research as an understanding 

of the healing process evolves and as more and more cultural groups become involved in their own 

healing. 

Clinically, the questionnaires utilized in this study may have some applicability in First Nation 



communities, particuiarly Ojibwa communities in northeastern Ontario. For front line workea and 

clinicians who are working with individuals, families and communiùes they could utilize the 

acculturatiodidentity scale to ascertain the level of identification with the culture to ensure that any 

healing 'actions' taken in the coxnmunity meet the needs of those king targeted Use ofthe h&g 

questionnaire may also have applicability in the communities since it can be given to large groups to help 

monitor the healing journey. When individuals or groups fil1 in the questionnaire front line workers or 

clinicians could review where heding is progressing and where it is not The individual factors in the 

questionnaire could be reviewed to see if changes are occurring in beiiefs about the community, 

obtaining help and support, participahg in cerernony, and so on. FinaIly use of the health status 

questionnaire codd also be utilized by fkontline worken and clinicians to see if the healing 'actions' 

have resulted in any changes in those involved in the community healing movement Based on the 

findings in this study one would expect that if the healing process is successful change should be most 

evideni in the mental health status area for individuals and the comrnunity as a whole. This information 

c m  be contrasted against other data that mi-ght be systematically coiiected in the community such as 

statistics for accessing health related seMces and police seMces to name a few. 

LIMITATIONS and DRECTIONS FOR FUTLTRE RESEARCH 

SumpZe 

A limitation to this study is the small sample size. The relatively small sample size made it 

dificuit to analyse the Heaiing Scale and ensure that an appropriate number of factors were extracted 

from the equation. It would have been desirable to have at l e s t  twice the number of pariïcipants to items 

in the HS in order to carry out the most effective analyses. The rnethod implemented to extract an 



appropriate number of factors required more 'trial and error' with the data where this author had to 

review al1 the possible factors and identify which one appeared to be the %est fit'. In this case there is 

always room for human error that could affect the overall results of the study. 

The srnall sample size also restricted the applicability of results to a certain geographical ares 

The majority of participants (and communities) that phcipated in the study originated from 

northeastern Ontario ranging just north of Toronto and just east of Sault Ste Marie. The limited 

geographical varïabiiity of the sample makes it difficult to extend the findings to Ojibwa communities 

and people who were mised in southern Ontario or northwestem Ontario. The lifestyle, amount of contact 

with the larger society and involvement in community healing activities Vary considerably across 

geographical areas. Although this writer attempted to gather a representative sample, the response was 

limited in these two geographical areas. It is possible that a more representative sample may have 

identified other factors in the HS making it more similar to the factor structure of McComick (1994). 

The srna11 sample size also limits the applicability of findings to certain age groups. It is possible 

that certain age groups wouid be more likely to endorse certai-n Acculturation Strategies (i-e, younger 

participants may endorse Separation more ofien while older participants may endone Integration more 

often). 

Future research on cornrnunity healing and its relationship to other variables should consider 

obtaining a much larger sample size that is representative of al1 geographical areas of a certain 

linguistic/tribal group. Future research should also focus on other First Nations in Canada, such as those 

from the eaçt, the north and the (mid)west 

It would be important to investigate how different age groups respond to healing, if the factors of 

healing differ across age groups and whether endorsement of acculturation styles differ across age 



groups, to narne a few. It would also be important to gather this information across geographical areas for 

a certain linguisticltribal group to determine any differences that may occur that rnay be a result of 

beliefs, attitudes, lifestyle or amount of contact with the larger society. To confirm or deny some ofthe 

results identified in this study fiiture research should consider identifjing and collecting data on 

communities and individuals with varying acculturation experiences and with varying degrees of 

involvement in heaiing. 

Measures 

The lack of measures to test the validity of the Healing Scale is considered a major limitation to 

this study. The validity of the Heahg Scale is based on its relationship to other scales utilized in thk 

study as well as thk author's hypothesis and speculation in the literature regarding what healing is 

attempting to achieve. Although McConnick (1994) has a process for measuring healing it relies heavily 

on an interview format that requires substantially more time for both the inte~ewer and the ïnterviewee. 

It was beyond the scope of this work to validate the Healing Scale with a personal i n t e ~ e w  with each of 

the participants. 

A limitation to al1 of the measures utilized in this study is the need for a participant to be able to 

read and write. Although this researcher did offer to read the questio~aire to potential participants this 

offer was made only afier the participant had agreed to partkipate. It is possible, then, that many 

potential participants refused to participate due to any dficulties they may have had with reading and 

writing. The length of îime required to complete the entire questionnaire booklet (at l e s t  1.5 hou@ may 

have been a deterrent to potential participants agreeing to participate in the study as well. 

Final'y, the language constraints of the entire questionnaire booklet and for individual items may 

have been problematic. Having a translated questionnaire booklet in Ojibwa may have led to more 



individuals agreeing to participate in this study. Some participants, unially those who had difficulty 

reading or who were older and possibly less educated, commented to thk researcher that some of the 

wording of the items was difficult to understand It is possible that this difficult wording could have led 

to misunderstanding and a response that did not accurately reflect the beliefs, attitudes or behaviours of 

the participant. 

Future research in the area of communïty healing in other Ojibwa and Abonginal mmunities is 

needed This research rnay investigate M e r  those variables which rnay contribute to individual and 

cornrnunity healing. This research rnay attempt to M e r  cl- the number of factors which rnay be 

involved in healing and the importance of these factors. Future research rnay also investigate how heabg 

is affected by other van-ables such as identity and health. 

Future research in the area of physical health statu and its applicability to understanding 

acculturative stress of ethnocultural groups, especially Aboriginal people, should be coasidered Berry 

(1989) has found that individuals involved in the acculturative process have had an overall reduction in 

their physical health status. It would be important for fiiture research to consider the variables comprising 

physical health in this study, as well as examining other physical health variables, to better identify which 

physical symptoms rnay be related to the acculturative process. This work was started by Kim (1989) and 

has continued in the present study and th is  author's past research (Restode, 1994). The good intemal 

consistency of the physical health status scale used in thïs study holds some initial promise of a scale that 

rnay be able to tap the physical health of Aboriginal people. Future research to support or reFute the 

factors identified in this study would be useful- 

The continued high interna1 consistency of the mental heaith scale used in this study is 

encouraging. Future research Iinla-ng the variables included in the scale with that of Cawte's ( 1972) scale 



may be invaluable in providing a more in-depth aaalysis of strengths or weaknesses in the mental health 

area as well as providing valuable cornparisons with similar studies. 

Procedures 

Another significant Limitation to this study is the lack of cornparîsons available with Aboriginal 

noms as it related to healing and healtk This limited amount of research base on healing and health of 

Aboriginal people made it difficult for this author to deny or coofirm the results found in thk study. 

ui order to get a maximum nwnber of individuais to participate in thk study this author 

approached community members at their homes requedng theu participation. Most of the comrnunities 

provided this author with a map of the community, as opposed to a band membership which Listed dl 

members living in the community over the age of 16 years. In approaching people at their homes this 

author was not always able to speak with someone, not able to ascertain how many people living in the 

home were over the age of 16 years and was unable to speak with al1 persons over the age of 16 living in 

the home to request their participation Even in cases where a person agreed to participate and agreed on 

a day to pick up the questionnaire it was not always possible to collect the completed questionnaire. To 

deal with these issues it may have been advantageous to have a member of the commdty accompany the 

researcher to these homes to provide a bit of background information (Le., how many are over the age of 

16, language of preference, difficulties with readuig and wrïting) and to be a possible drop off point for 

those participants the researcher was unable to contact to retneve the completed questionnaires. This 

limitation could also have been dealt with by having a designated meeting place where the researcher 

would be available to answer questions and keep track of al1 who refused to participate. This procedure 

was used in this researcher's 1st project and it was found that it led to low participation levels. 

Although these problems exist, this study provides some evidence for the importance of the 



identimng factors that contribute to healing, how this is related to identity and hedth skitustus This study is 

also important as it begins to structure the way professionals worlcing with Aboriginal people, both in 

First Nation communities and urban centres, think about important factors to healing. This study also 

provides an option of how to test or measure healîng in Aboriginal populations, partïcularly when the 

group is large and time is limited in collecting data 

Any firture research investigating healing should consider having the researcher spend a length of 

hme in communities that report they are in the healiag process. Th% stnitegy would possbly increase the 

sample size of the sstudy, wouid allow for trust and rapport to develop thereby making it easier for 

individuals to share their experiences and would provide the researcher with an opportunity to observe, 

first hand, a community involved in the healing process. 

This study has provided m e r  support that ethnoculturd groups, specifically Ojibwa people, 

experience different degrees of health statu that may be based upon the acculturation strategy which they 

endorse. Future research shouid consider the possibiiity that factors to healing act as moderathg variables 

to identity and health status. This author has questioned what leads individuds (and communities) to seek 

out healing. It is known fiom Berry (1998) that individuals beliefs about their cultural identity rnay 

change over time with a move fiom cultural loss or codict to greater consolidation and a strong desire to 

retain their cultural values, ceremonies and teachings. If this is the case, individuals who report a change 

in their cultural beliefs over time rnay also report greater desire in choosing a healing process. If this is 

the case one would expeçt that identity and involvement in healing activities (or factors) should iead to 

more positive health status. Should such a relationship exist this may provide a more clear indication of 

how to promote healing in a way that will meet the needs of al1 and at what point individuals or 

communities are ready to begin the healing prwess. 



Once there is a better understanding ofthe healing process and how to measure 4 it would be 

important for friture research to investigate the effects the healing process has had with many of the 

social issues faced by First Nations people. As stated earlier, it is the belief that to achieve overall health 

and well-being there must be a focus on al1 four leveis of health and it is the belief of First Nations 

people that holistic healing practices that provide healing for al1 will meet wïîh the greatest arnount of 

success in their comm~ties .  It wouid be important for fiiture research to investigate the overall health of 

individuals and communities who report involvement in the heahg process so as to notice change. 

Should the healing process lead to improved overall heaith and well-king it will be important to 

document thk so that other culturai groups can leam about healing and have a general template on how 

to achieve this within their own cultural groups. 
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January 6,1997 

Chief and Band Council : 

My name is Brenda Restoule. 1 am an Ojibwa woman fkom Dokis First Nation, located 

in northem Ontario, and a doctorate candidate in psychology at Queen's University. 1 am writing 

to request permission to conduct a study for my doctorate thesis in your community. Enclosed is 

a description of the study for your information. 

Briefly, my interest lies in the area of cornmuni-ty healing which has become a sweeping 

movement throughout Aboriginal country. McComick (l994), a Mohawk, has identified 14 

categories that appear to be related to mental health healing in First Nations people in British 

Columbia. To expand on his work, I have developed a questionnaire, based on the 14 categories, 

and am proposing to ven& whether these categories are of importance in Ojibwa cornmunities. 

Once these categories have been verified 1 propose to investigate the relationship of individual 

and community healing to cultural identity and health status- Detemining cultural identity and 

health status will also be collected by a questionnaire format These questionnaires were 

developed as part of my master's thesis and verified based on data collected from three Ojibwa 

cornmunities in northern Ontario. 

Should you gant me permission to enter your community and conduct this study, 1 am 

requesting your assistance in identifying band rnembers over the age of 16 years who reside in 

the community. 1 will utilize this infoxmation to approach band rnembers, briefiy describe the 

study and ask if they would be interested in volunteering. Those who agree to participate will be 



d 

i ~ f i  a cupy c i i  me quesrionnaire ro compiere. L ney wiii -be given insrrucrions on Uie i e n a  of the 

quesrionnaire, now *ks t  IO compiere ir ana an agreecï pre-arrangea rime to picic up tne compie~eu 

.. - quesrionnaires. upon reniming rhe quesnonnaires, eacn bana memoer wiii 'oe provicieci wirh a 

cornplete description of the study and a suggestion to approach health sîaff in your cornmiioity if 

anyone believes they are expenencing difficulties with depression, suicide, alco hol, dnigs, or 

relationships. i will also be available to band members if they have questions conceeming the 

study and will make my address and phone number availabie 

My interest in healing extends beyond research as 1 have been involved in healing 

initiatives within my own community and within the federal prison system with female 

Aboriginal offenders. 1 am also a member of many Abonginal organizations such as the Native 

Mental Health Association of Canada and the Native Psychologists oFCanada It is also my 

strong desire to work in First Nations communities upon completion of my degree. 

1 request that Chief and band council hold al1 of the information concerning this study in 

confidence and not discuss it with any community members pnor to my administration of the 

questionnaires. To discuss any aspect of the study may invalidate the findings to the 

questionnaires, which would not provide an accurate retlec tion of healing among band members 

and what impact, if any, this has on other areas of their tùnctioning- 

I am presentiy available to discuss my study with band council, if desired 1 will also 

provide your community my compieted thesis for your information. If desired, 1 would As0 

be agreeable to meet with yo y band council and band rnembers who would like to discuss the 

findings of my completed thesis. 

I also draw to your attention that presently my thesis is under review with the Queen's 



psychology department and will noti& you of the outcome to thÎs shouid any major changes ùe 

required 

I am very aware of the large amount of research that has been conducted on Aboriginal 

people to date, as I have been the recipient o f  studies myself Being an Ojibwa woman and 

living in a First Nation community I recognize the importance of giWig the information back to 

the community and its members. I also recognize the importance of respect for al1 community 

members and felt it was important that I seek support and permission from band councii t i r a  I 

believe the information that cornes out of this research has great utility for your community and 

al[ Aboriginal people in Canada It is my hop  that you wi-ll support my request and allow me to 

enter your community in January, 1997. 1 look forward to your reply and thank you for your 

time in this matter, 

S incerely, 

Brenda Restoule 
Box 147 
Dokis First Nation 
(via)MONETVIL,LE, ON, POM-2K0 
(705)763-2307 



CONSENT FORM 

This study will examine your involvement in healing, your identification with your Abonginal 

culture and your thoughts on ~ e ~ e s t e e r n  an4 physical and mental health This will provide an 

undentanding of how your healing impacts on other areas of your life and to your community in 

general. lndividual and community healing is a pwticularly important issue for Aboriginal 

people in Canada, since it is becoming a widely used and discussed conccpt 

Chief and band council have given theïr permission to allow this study to be conducted in 

your community. You have been selected to participate in this study according to your age and 

: r s i d t n q  in riie comniuniry, wmcn was m m e d  t'rom h e  band memkrship iisr 

Y m  -.vil1 be asked to complete a number of questiomaires on such issues as healuig, 

identification with your culture and feelings about yourself There are no right or wrong answers 

to any of the questions and the only request made of you is that you consider each question 

carefully and answer honestly. Since there are a large number of questionnaires to complete, it 

is süggcsted that you complete the healing questionnaire first, take a 15 minute break and then 

complete the remaining questionnaires. This entire process should take you approximately one 

and a half hours to complete. 

You rnay withdraw tiom t h s  study at any time, for any reason You do not have to give 

an explanation of your withdrawal, unless you wish to do so. If you withdraw f?om this study, 

al1 information you have given will be destroyed. 

Al1 answers that you give will be strîctly confidentid. Your name will mot appear on the 

research questionnaire; and your answers will be coded in such a way as to make it impossible to 

identiS; the rcsults of any single individual. Al1 of the information provided by you will be used 

strktly for the purpose of this study. The general findings of this research rnay eventually he 

presented in a scientific journal, but no specific references will be made which may identie 

individual participants or to the community to which they belong. If you are interested in the 

findings of this shidy, they will be available through Chief and baiid corüici; at youî baiid of;;ct. 

If yoii decide to participate, and ifyou should have any complaints, concerns, or 



criticisms about the way you were treated during the course of this study, or about any aspect of 

this study, you may discuss them by contacting either my supervisor, Dr. Ray Peters, or if thk is 

not satisfactory, the Head of the Department of Psychology at Queen's University. Their names 

and addresses will be made availabie to you at the end of the study. 

1, (full name, please pnnt), have k e n  selected to take 

part in a icsarch stridy on healing. 1 have read and understand the above conditions to this 

study. 1 have been told that this study is king carrkd out be Brenda Restoule, uoder the 

direction of Dr. Ray Peters of the Psychology Department at Queen's University. 

My signature below shows that I agree to take pas in this study and to fil1 out 

questionnaires. The principal researcher, Brenda Restoule, will also sign to guarantce the 

conditions stated above, 

Date Participant's signature 

Date Brenda Restoule, researcher 



DEBREFMG FORM 

The issue of individual and community healing is an important area in Aboriginal 

communities as it is being referred to as Abonginal people regaining control for al1 aspects of 

their Iives. Though M e  research has been done in this area, McCormick (1994), a Mohawk, 

fond that First Nations people in British Columbia highly endorsed 14 categones that aided in 

their healing These include established social comection, anchorhg self in tradition, exercise, 

self-care, involvernent in challenging activities, expressing oneself, obtaiwd helplsupport from 

others, participation in ceremony, setting goals, helping others, gaining an understanding of the 

problem, establishing spiritual comection, Leamhg from a role model, and establishing a 

connection with nature. Kt is my belief that individuais and communities involved in healing are 

more likely to have a strong identification with their Ojibwa culture and good physical and 

mental health. This also holds tnie in the opposite direction. Individuals and communities who 

are not involved in healing will be more likely to not have a strong identification with their 

Ojibwa culture and poor physical and mental health. 

If while responding to this questionnaire you have concems about being depressed or 

feeling low, are suicidai, are under a great deal of stress, expenencing alcohol or dnig problems, 

or are experiencing difficulties with relationships, 1 encourage you to contact a health worker or 

Elder in your community. 

If you should have any complaints, concerns, or criticisms about how you were treated 

during this study, or about any aspect of this study, you may discuss them by contacting either 

my supervisor, Dr. Ray Petea, or the Head of the Department of Psychology at Queen's 

University. 

Dr. Ray Peters Dr. Rudy Kalin 

Department of Psychology Head of the Dept- of Psychology 

Queents University Queen's University 

Kingston, Ontario Kingston, Ontario 

K7L-3N6 (6 13)545-6672 K7L-3N6 (6 1 3)545-2492 



1 thank you for your participation in this study and appreciate you taking the time to fil1 

in these questionnaires. I f  you have further questions conceming thk shrdy, please contact me at 

Brenda Restoule Brenda Restoule 

Box 147 263 Sunrïse Crescent 

Dokis First Nation Kingston- Ontario 

(via) Monetville, ON K7M-8C5 

POM-2KO (705)763-2307 (6 13)546- 1 826 

Brenda Restoule 



GENERAL INFORMATION 

1. Sex (check one): male fèmaie 

2. Age: yean old 

3. What Aboriginal community are you a member of! : 

Do you stilI Iive in your community? : yes no - 

If no, please specib where you presently hve: 

4. Is your mother of Aboriginal decent? : yes no 

If yes, please specify which Aboriginal group: 

If no, please specify her cultural background: 

5.  1s your father of Aboriginal decent? : yes no 

If yes, please speciQ which Aboriginal group: 

I f  no, please specify his culNa1 background: 

6. What is the highest Ievel of schooling you have obtaïned? (please check one): 

Grade school or some high school 
Completed high school 
Technical/comrnunity college 
Some university 
Completed university degree 
Post graduate degree 

7. What was your first Imguage? : 

8. If your first language was not Ojibwa, who was the 1st in your family to speak it? (e-g-, your 
father, your grandmother): 

9. I f  your first language was Ojibwa, how much of the time do you speak Ojibwa? (please check 
one) : 



LU. L t  your first language was qibwa, where do you spealc rt' (plcase chcck those wnich appiy;: 

A) at home 
B) at school 
C) at work 
D) at other places 

1 1. Do you have any children?: yes no 

If yes, how rnany chîldren do you have?: 

12. People may describe themselves in a number of ways. If you had to choose one, generally 
speaking, which one of  the following do you think of yourself as? (please check Q& ONE): 

Aboriginal Aboriginal-Canadian Canadian 

1 3. Using the following scale, where a 1 is "Very Weak", a 4 is 'Weutral", and a 7 is "Very Strong", 
rate how strong your identification is, wïth EACH of the groups lîsted below: 

1 ......................* 2..* ------.-..-----.--- - 3  ...................-- 4444.4444.4444444 ..... 5 .......*..... 4444446000000000000 ........... 7 
 ver^ Weak Somewhat Neutra1 Somewhat . Strong  ver^ 
Weak Weak Strong Strong 

How strong is your identification with being: 

Group Identification Ratinn 1 to 7) 
A) Aboriginal 
B) Aboriginal-Canadian 
C) Canadian 



PIease read each item carefully. Answer each item based on what you DO presentiy, NOT what you 
would like to do. Each item can be answered on a seven (7) point Likert scale, where one (1) 
indicates you disagree strongly, four (4) is neutrd and seven (7) indicates you agree strongly. 

1. Established Social Connection 
a) I have a strong comection with my family. (+) 
b) Family ties are an important part of my culture. (+) 
C) People in my community should wony about their own 1ives.- 
d) Teaching children about a strong sense of family is important+ 
e) 1 prefer to be alone. (-1 
f )  The whole communîty cornes together during important events- (+) 
g) 1 have few fnends in thïs community. (-1 
h) 1 have many fiends in this cornmunity- (+) 
i) Everybody in thïs community keeps to themselves. (-) 
j) 1 stay away from community activities. (0) 

k) There is a lot of enemies in this community. (-) 
1) I am actively involved in community activities. (+) 
rn) There are many activities that brïng this comrnunity together.(+) 
n) 1 rarely speak to my family. (-1 
O) I have a strong connection with my conimunity- (+) 
p) Cornmunity activities only lead to fights and arguments. (-1 
q) People in this cornmunity should worry about their own problems.- 
r) People in this community care about each other. (+) - 

2. Amhorine Self in Tradition 
a) 1 have a strong pride in my Ojibwa culture. (+) 
b) Elden hold the teachings of my culture. (+) 
c) Elders have shown me how to live a healthy, balanced life. + 
d) 1 am learning more about Ojibwa teachings and customs. (+) 
e) 1 have a deep respect for elders. (+) 
f )  1 can speak Ojibwa (+) 
g) 1 am leaming how to speak Ojibwa (+) 
h) Keeping Ojibwa language alive is important to my culture. 
i) English is the only language 1 need to know. (-) 
j) Ojibwa language has no place in my life. (0 )  

k) Elders only live in the p s t .  (-) 
1) 1 know little about my Ojibwa culture- (-) 
m) Ojibwa traditions and customs no longer exist. (-) 
n) Ojibwa teachings won't change my life for the better. (-1 



O) We have to give up the old ways to live in the present (-) 
p) There is nothing to learn about Ojibwa culture- (-) 
q) Passing on tradition and culture to the children will ensure their survival. (+) 
r) People who practice Ojibwa traditions are really fake. (9) 

S) Feasts are an important Ojibwa tradition (+) 
t) Feasts are for people who are too lazy to cook. (-) 

3. Exercise 
a) Exercise is a good way to help me solve rny problems. (+) 
b) Exercise always makes me feel better about myself. (+) 
c)  1 corne up with solutions to my problems when t exercise. (+) 
d) 1 enjoy exercising. (+) 
e) 1 a Iways make time to exercise. (+) 
f) 1 have more energy afier 1 exercise. (+) 
g) 1 feel less stressed after I exercise. (+) 
h) Exercising is a good excuse to get together with fnends. (+) 
i) Exercise makes me feel healthier (+) 
j) It takes too much energy to exercise. (-1 
k) 1 have no time to exercise- (0 )  

1) Exercise won't make me healthier. (-) 
m) Ody overweight people need to exercise. (-) 
n) 1 am too busy to exercise. (-) 
O) Exercise is too much trouble. (-) 
p) Exercise is too boring (-) 
q) Exercise is too stressful. (-1 
r) Exercise will make me eat more. (-) 

4. Self-Care 
a) I enjoy spoiling mysel£ (+) 
b) When 1 feel down 1 do something special for myself (+) 
c) 1 like myself (+) 
d) 1 like my body. (+) 
e) 1 make time to do things 1 enjoy. (+) 
t) Taking care of myself makes me feel good (+) 
g) 1 take prïde in my appearance. (+) 
h) It's okay to have time to myself. (+) 
i) 1 am too busy to take tirne for myself. (-) 
j) It's selfish to spoil yourself. (-) 
k) 1 feel guilty if I do something special for myself. (-) 
I) Hobbies are for people with too much time on their hands. - 
m) There is not much to like about me. (-) 
n) My body is ugly. (-) 
O) 1 don't have time for myselE (-) 



p) My appearance is nothing special. (-) 
q) I respect myself. (+) 
r) I dont respect rnyselE (-) 
s) I have healthy eating habits- (+) 
t) I'm not concemed about healthy eating habits.(-) 

5. Involvement in Chaf IenPing Activities 
a) School is a challenging activity for me- (+) 
b) Doing something challenging makes me feel good about myselt + 
c )  When 1 complete a difficult task I feel proud of myself. (+) 
d) I do my best work when 1 feel challengeci (+) 
e) My job chaIlenges me. (t) 
f )  I look for activities that help build my skills. (+) 
g) 1 enjoy doing difficult jobs. (+) 
h) I always fail when 1 try something new. (-) 
i) 1 feel like a failure if 1 can't do somethuig difficult (-) 
j) School is too difficult. (-) 
k) School makes me feel stupid (-) 
1) 1 prefer to do familiar and easy jobs- (-) 
m) 1 lack many valuable skills. (0 )  

n) I give up quickly on very diff~cult activities. (-) 

6. Expressing Oneself 
a) When I am sad cryhg makes me feel better. (+) 
b) 1 let people know that 1 am angry.+ 
c) 1 have learned to express my feelings to family and fnends- (+) 
d) 1 like to laugh a lot. (+) 
e) Sometimes screaming relieves my tension and mistration. (+) 
f )  I am an outgoing person. (+) 
g) 1 always feel better d e r  1 have said what is on my mind. + 
h) Crying is a sign of weakness- (-) 
i) Anger always leads to a fight with somebody. (-) 
j) 1 keep my feelings to myself. (-) 
k) I am often told that 1 am very senous- (-) 
1) I am a quiet person. (-1 
m) I often feel tense and fiustrated. (-) 
n) I am a private person. (-) 

7. Obtainine hei~/suaport from others 
a) 1 turn to a farniIy member when 1 need advice or support.(+) 
b) I c m  trust my fiends with my biggest problems. (+) 
C) My fiends always encourage me to do the best that 1 can. (+) 
d) I t m t  health workers in this community to help me deal with my problems. (+) 



e) My family has always been a source of great support for me. (+) 
f) My fiends accept me for who 1 am. (+) 
g) The people who understand me best are my family. (+) 
h) My family accepts me for who I am. (+) 
i) The people who understand me best are m y  fiends (+) 
j) The community health workers care and support me. (+) 
k) I have no one to turn to for advice or support, (-) 
1) 1 prefer to handle my problems by myself. (-) 
m) 1 have no close fnends to share my problems with- (-) 
n) Comrnunity health workers only gossip about other peoples' problems. (-1 
O) My family puts me d o m  (-) 
p) My fiends always point out my weaknesses. (0) 

q) Nobody understands me. (-) 
r) My family always points out my weaknesses- (-1 
S) The workers in this commdty only care about themselves. (-) 
t) Nobody can help me. (-) 
U) There are community health workers who [ can go to for help. + 
v) I don? go to community health workers for help. 

8. Particbation in ceremonu. 
a) 1 gain a Lot from participating in the Sweat Lodge Ceremony. + 
b) Sweat Ceremonies make me feel rebom and re-energized (+) 
c) Good thoughts come to me when I participate in Sweats. (+) 
d) I learn a lot about myself by participating in Sweats. (+) 
e) Smudges make me feel connected to reality. (+) 
f) Smudges help me remain cairn. (+) 
g) Participating in Sweats gives me comfort and security. (+) 
h) Sweat Ceremonies help with my healing. (+) 
i) Al1 my burdens are rernoved d e r  a Sweat Ceremony. + 
j) 1 feel a spiritual connection by participating in traditional ceremonies. (+) 
k) 1 avoid participating in Sweat Lodge Ceremonies. (-1 
1) Sweat Ceremonies have nothing to offer me. (-) 
m) Participating in Sweats only cause bad things to happen. (-1 
n) There is nothing to be leamed fiom Sweats. (-) 
O) I avoid Smudge Cerernonies. (-) 
p) Smudge Ceremonies make me newous. (-1 
q) Participating in Sweats makes me uncornfortable. (-1 
r) Sweats have no healing properties. (-1 
S) I feel guilty when I participate in a Sweat Ceremony. ( 0 )  

t) There is no spintual value in participating in traditional ceremonies. (-) 
U) I feel stronger after a Smudge Ceremony. (+) 
v) There is no good reason to Smudge. (-) 
W) 1 feel foolish participating in a Smudge Ceremony- (-) 



x) I feel proud when 1 participate in a Smudge Ceremony. (+) 

9. Setting goals. 
a) Setting goals gives me confidence. (+) 
b) Once I set penonal goals 1 feel better about myself. (+) 
C) Setting goals makes me believe in rny abilities. (+) 
d) 1 feel happier when I have a goal to work towards. (+) 
e) To respect myself 1 establish personal goals. (+) 
f) I know l can accomplish anything when I set goals. (+) 
g) I take better care of myself when I am working towards my goals. (+) 
h) 1 work through my problems as they happen (-) 
i) i'm always anxious about my problems. (-) 
j) 1 lack a Lot of abiIities. (-) 
k) 1 rarely feel happy. (-) 
1) Estabiishing personal goals is not important to me. (-) 
m) 1 rarely finish things 1 starr (-1 
n) 1 don? take care of myself. (-) 

10. H e l ~ i n e  Otbers, 
a) Elders have encouraged me to help others. (+) 
b) Helping others is important in Ojibwa culture. (+) 
c) Helping others makes me feel good (+) 
d) Helping others makes me feel useful. (+) 
e) 1 forget about my problems when I'm helping others. (+) 
f) I enjoy helping others. (+) 
g) 1 do a lot of volunteer work in my community. (+) 
h) There is no benefit in helping others. (-1 
i) Helping others is not important to me. (-) 
j) 1 have no time to help other people. (0 )  

k) I have enough problems of my own to worry about- (-) 
1) Everyone should do things for themselves. ( 0 )  

m) Heiping other takes too much energy. (-1 
n) I have nothing to offer my commWUtyty (0 )  

O) 1 contribute to my comrnunity by helping others. (+) 
p) I dont have time to contribute to my commuuity. (-) 

11. Gaininp an understandian - of the aroblem. 
a) Self-help groups help me understand my problem. (+) 
b) Treatment programs really heIp me deal with my problems.(+) 
c) Sharing my story with others shows me I'm not alone in my healing. (+) 
d) Community health workers help me understand my problems. (+) 
e) I read books to give me ideas on how to deal with my probiems.+ 
f) Understanding my problems helps me understand myselE (+) 



g) 1 feel confident to work on my own problems when talking with others. (+) 
h) People who go to self-help groups are just nosy. (-) 
i) Treatment prograrns are for desperate people. (0 )  

j) No one can help me with my problems. (-1 
k) There is nobody with my kind of problems. (-) 
1) I dont have any major problems in rny life. (-) 
m) 1 purposely cause problems for myself. (-) 
n) I don? tell people about my problems. (-1 
O) Elders help me understand my problems. (+) 
p) Elden dont understand my problems. (-) 
q) ELders really help me deal with my problems. (+) 
r) Elders can't help me deal with my problems. (-1 

12. Esta bl ishin~ a s~iritual connection. 
a) My spirihiality has made me a stronger person (+) 
b) By reconnecting with my spintual side 1 feel more balanced in my life. (+) 
c) Praying helps me understand things more clearly. (+) 
d) 1 know there is a higher power that helps me through each &y.+ 
e) Spirituality helps in my healing. (+) 
f )  Reconnecting with my spùituality is part of my healing. (+) 
g) 1 am not a spiritual person. (-) 
h) 1 have given up on spirïtuality. (-) 
i) 1 have not prayed in years. (-) 
j) There are no higher powers in this world. (-1 
k) My life is balanced without spirïtuality. (-) 
1) Kealing does not involve spintuality.. (-) 

13. L e a r n i n ~  from a role model. 
a) Elders are role models for me on how to Live a healthy life. (+) 
b) My role models show me how to cope with problems.+ 
c) Role models give me teachings. (+) 
d) 1 leam positive qualities through my role models. (+) 
e) Role models help shape my life. (+) 
f) Role modeIs share so much with me- (+) 
g) My role models in my life are wise people. (+) 
h) Only I have the answer to living a healthy life. (-) 
i) There is nobody 1 know who copes successfully with their problems. (-1 
j) Role models are not important to helping me Leam (-1 
k) I don't know anybody who possesses positive qualities. (-) 
1) Only 1 can shape my own Iife. (-) 
m) 1 don't want to hear other peoples stories. (-) 
n) People I know lack wisdom- (-1 
O )  People I know are wihealthy. (-1 



p) Role models are healthy people. (+) 

14. Establishine a connection witb nature. 
a) Nature rnakes me teel relaxed. (+) 
b) 1 feel cleansed when Pm in nature. (+) 
c) Nature makes me feel calm and peaceful. (+) 
d) Expenencing things in nature gives me strength for my healing.(+) 
e) Being in nature bnngs me back to reality. (+) 
f) I take every opportunity to watch nature. (+) 
g) Watching nature teaches me how to deal with my problems. (+) 
h) Nature absorbs my bad feelings. (+) 
i) The wind carries my problems away. (+) 
j) Nothing bothers me when Pm out in the woods. (+) 
k) 1 have trouble relaxïng. (-) 
I)  Nature is so polluted these days. (-1 
m) Nature is a scary place- (0) 

n) I avoid forests and al1 of nature. (0 )  

O) The city is the real world (-) 
p) Nature is not very interesting (-) 
q) Nature has no comection to my life. (-1 
r) I always cany around my bad feelings. (-1 
s) I hang on to my problems. (-) 
t) 1 dont like k i n g  out in the woods. (-) 



ACCULTURATION SCALE 
13 Topics with Four Strategies Represented in each Statement 

In the Follow~ng pages you wiii find a list ofstatements conceming a number of thoughts and 
behaviours. Afier reading each statement please CIRCLE a number that fi6 closest to your present 
view on the following seven (7) point scale. 

1 think it is important to l m  to speak both Engiish and Ojibwa as an Ojibwa youth in 
Canada. 

To maintain our Ojibwa culture, we m u s  concentrate our efforts in maintaîning and 
teaching the Ojibwa language rather than Englisk 

I often feel helpless because 1 can't seem to express my feelings and thoughts into words. 

English is the oniy language we need to know in order to succeed in Canada. 

2. Education 

We should learn formal Canadian education while also learning traditional Ojibwa teachïngs 
and customs for fbture success, 

Teachings in the traditional Ojibwa ways and customs is more important than a formal 
Canadian education- 

Education serves no purpose in my Life. 

Leaming about traditional Ojibwa teachings and customs only creates barriers with other 
Canadians- We should try to be like other Canadians. 



The kind of relationship 1 have with other Aboriginals are vahable while the kind of 
relationships 1 have with other non-Aboriginals are also valuable. 

Most of my fiends are Abonginal and not non-Aboriginals because 1 feel very comfortable 
around Abonginda 

These days itts hard to fkd someone 1 can really relate to and share my feelings with. 

Most of my fiends are non-Abonginals and not Aboriginals because 1 feel comfortable 
around non-Aborigînals. 

4- Success 

To be successful, we must participate fully in various aspects of Canadian society while 
maintaining Ojibwa culture and heritage. 

It is best for Aboriginals to stick together in order to be successful rather than joining 
Canadian society. 

Success only depends ou being in the right place at the right time. 

To be a successful Canadian, we must give up Our traditional Ojibwa values and traditions. 

5- CulturaI Values 

1 have pnde in our Ojibwa values and traditions and I think it should be taught to our youths 
and shared with Canadians- 

Ojibwa values and traditions are sacred and should not be shared with Canadians. 

Nothing can be learned fiom our past. 

Ojibwa values and traditions have no place in Canadian society so Ojibwa youths should be 
taught in the Canadian way. 

It is important for Oj ibwa youths to know about both Abonginal and Canadian history. 

Ojibwa youths should learn dl there is to know about Aboriginal history but there is Little 
in Canadian history that is of interest 



Taking a course in history is a waste oftime since it does not help you learn anything to get 
a job. 

m e  is no use in learning about Aboriginal history and Ojibwa youths should only learn 
about Canadian history 

7. Mmiage Partner 

My ideal mate, whether Aboriginal or non-Aboriginal, should have the same interests and 
values as myseif, 

I f  1 had a choice, 1 would marry someone who holds the same Ojibwa values and beliefs as 
myse1E 

There's no such thing as an ideal mate, marrïage only creates problems. 

If 1 had a choice, 1 would rnany a non-Abonginal who has the same interests and values as 
myselE 

8- Social Promams 

Having Abonginal control of social prograrns, with guidance fiom Canadian society, are 
important to the development of Ojibwa communities. 

We should focus our attention on developing better Aboriginal controlled social programs, 
such as health, so we can reduce our need to be controlled by Canadian society. 

Social prograrns, such as health, don't solve any of society's many problems. 

It is unnecessary for Aboriginals to control their own social programs, this is being done 
eficiently by Canadians. 

We should participate in Abonginal organizations, such as h-endship centres or danceldnirn 
troupes, to represent Aboriginal interests in Canada, while taking part in non- 
Aboriginal organizations. 

Canadian society has not looked afier Aboriginal interests in the pst ,  so Aboriginal people 
must stick together and help each other. 

It's hard to work with other people since most people are interested in their selfish gains. 



Encouraging Aboriginal people to stay together as a group only causes problems for our 
acceptance into Canadian society. 

10. Canadian Society 

1 think it is possible to retain our Ojibwa herïtage and values and d l 1  participate filly in al1 
aspects of Canadian society- 

We must emphasize our distinct Aboriginal identity and restnct our association with 
Canadians, 

1 feel like an outsider in Aboriginal and non-Aboriginal society, so 1 dont feel like 1 belong 
anywhere. 

In order to survive as equals in Canada, that means giving up our traditional way of life and 
adopting a Canadian lifestyle. 

1 would adopt the Canadian way of childrearing by encouraging independence and 
individuality while also teaching the Ojibwa vVtues of respect for the family, eiders, people, 
nature and the value of school and work, 

If 1 were a parent 1 would adopt the Ojibwa way by teaching hem the virtues of respect for 
the family, elden, people, nature and the values of school and work. 

Present society is changing so fast it's hard to teach children how to live and be happy. 

If I were a parent, 1 would adopt the Canadian way of childrearing by encouraging 
independence and individuality. 

12. Food 

A well-balanced diet should include both traditional food, such as wild meat aod bamock, 
and store bought food, such as cereal, and cheese- 

Traditional foods have al1 of the nutrients I: need for a well-bafanced diet sa 1 have no need 
for store bought food. 

1 have no concem in eating a well-balanced meal- 



A) Store bought food provides me with a11 of the nuîrients and choice 1 need so 1 have little use 
for traditional foods, 

13. FarniIv 

1) I think famil y is very important for both Aboriginals and non-Aboriginals alike. 

S) The extended family is important to Aboriginal people but not non-AborÏginais. 

M) Family only causes problems for me. 

A) The extended family (grandparents, aunts, uncles, cousins) is not as important as the 
Canadian structure of a nuclear family (parents and children). 



APPENDIX 5 

MENTAL HEALTH STATUS SCALE 

The following questions are about various aspects of your health. Please cucle the response 
that is most applicable to your current level of functioning- 
**Note A=Ontati~ Health Survey 

L E  SATISFACTION : 
(A) 1. In generai, wodd you Say you are : 

1. extremely happy, delighted with life 
2. generally happy and interested in life 
3- somewhat happy 
4. generally unhappy with littie interest in life 
5. feeling so unhappy that life is not worthwhile 

(A)2. How satisfied are you with your social Life? 

1 
very 
Satisfied 

2 
Somewhat 
Satisfied 

3 
Somewhat 
Unsatisfied 

4 
very 

Unsatisfied 

STRESS 
(A)3. As a whole, would you describe your life as : 

1 2 3 4 
Very S tressfùl Fairly Stressfùl Not very Not at al1 

stressful stressM 

(A)4. During the past 12 months, did you move, lose your job, experience divorce or separation 
from your spouse/partner, have a serious illness, experience a serious illness or death arnong fiends 
or family members? NO YES 

I f  yes, did you find this experience : 

1 2 3 4 
Extremely More or less Slightly Not at al1 
Stressfd S tressful Stressful Stressfûi 



SUICIDAL DEATION : 
(A)5. in the past 12 months have you ever seriously thought about comitting suicide (taking your 
ownlife)? NO YES 

(A)6. In the p s t  12 months have you ever îrïed to commit suicide (take your own life)? 
NO YES 

SOCIAL RELATIONSHIP : 
(A)7. Do you have children of your own? NO E S  

I f  yes, how satisfied are you with your relations- with your child(ren)? 

1 2 3 4 
 ver^ Somewhat Somewhat  ver^ 
Satisfied Satisfied Unsatisfied Unsatisfied 

(A)8. Are you presently marrîed or living with someone? NO YES 

I f  yes, how satisfied are you with this relationship? 

1 2 3 4 
 ver^ Somewhat Somewhat  ver^ 
Satisfied Satisfied Unsatisfied Unsatisfied 

(A)9. During the past 12 months how often did you see your close fnends? 
I more than once a week 
2 once a week 
3 once a month 
4 several times a year 
5 about once a year 

(A) 10. Among your friends or in your family, is there someone you cm confide in or talk to fieeiy 
about your problems? NO YES 



WELL BEING : 
(A) 1 1. In general would you tell us how you felt ~ w Ü I ~  the past 12 months? (using the following 
4 point scale) 

I 2 3 4 
All of' the Most of the Some of the None of the 
time time time time 

A) 1 have been feeling full of pep and energy 
B) My health gave me no concern 
C) I had no problerns handling my feelings 
D) Life was rather boring 
E) 1 felt rather low 
F) 1 feh tense, or on edge 
G )  1 felt cheerfûl and light hearted 
H) 1 felt quite lonely 
1) It took some effort to keep my feelings under control. 
J) Many interesting things happened 
K) I was worried about my health 
L) 1 felt exhausted, worn out or at the end of my rope 
M) 1 felt reasonably relaxed 
N) 1 felt loved and appreciated 



NOW we wouid Iike to aslc you some questions about younelf Please indicate whether you 
strongly agree, agree, disagree, or mngly disagree with each of the following statements about 
yourself by circling the appropriate answer. 

1. On the whole, I am satisfied with myself. 

I 2 3 4 
Strongly Agree Disagree S trongly 
Agree Disagree 

2. At times, I think I am no good at all. 

1 2 3 4 
Strongly Agree Disagree Strongly 
Agree Disagree 

3. 1 feel that I have a number of good qualities. 

1 2 3 4 
Smongly Agree Disagree Strongly 
Agree Disagree 

4. I am able to do things as well as most other people. 

1 2 3 4 
Strongly Agree Disagree Strong ly 
Agree Disagree 

5. 1 feel I do not have much to be proud of  

1 2 3 
Strongly Agree Disagree 
Agree 

6.  1 certainly feel useless at times. 

1 2 3 
Strongly Agree Disagree 
Agree 

4 
S trongl y 
Disagree 

4 
S trongly 
Disagree 

114 



7. I feel that 1 am a person of woizh, at least on an equal plane with othen. 

1 - 3 3 4 
Strongl y Agree Disagree Strong l y 
Agree Disagree 

8. 1 wish I could have more respect for myself. 

1 2 3 4 
Strongly Agree Disagree StrongIy 
Agree Disagree 

9. MI in d l ,  I am incluied to feel that f am a failure. 

L 2 3 4 
Strongly Agree Disagree S trongly 
Agree Disagree 

10. 1 take a positive attitude toward rnyself. 

I 2 3 4 
S trongly Agree Disagree Strongly 
Agree Disagree 



APPENDlX 6 

PHYSICAL HEALTH STATUS 

The following questions are about vanous aspects ofyour health. Please circle the respnse 

that is most applicable to your current level of fiuictioning. 

**Note A = EAGLE Project Health Survey 

B = Abonginal Peoples Survey 

C = Ontario Health Survey 

CONTACT WTK HEALTH PROFESSIGNALS 

B 1. During the past twelve months, did you see anyone about your health? 

NO YES 

AB 2. Who did you see? Was it.. 

a) a medical doctor? NO YES 

b) a nurse? NO YES 

c) a community health representative (Cm)? NO YES 

d) an alcohol worker? NO YES 

e )  speciaiists, e.g. pediatrician, gynaecologisf psychiatrist, orthodontist? NO YES 

f) a traditional healer'? NO YES 

g) a dentist or dental health worker? NO YES 

h) an eye specialist or eye doctor? NO YES 

i) a midwife? NO E S  

j) a druggist or pharmacist? NO YES 

k) an Elder? NO YES 

1) someone else? NO YES 

A 3. During the past twelve months did you go to an emergency room because of your health? 
NO YES 



A 4. Were you admitted to a hospital durhg the past twelve months? 

HEALTH STATUS 
AD3 5. In cornparison with others your age, how would you descnbe your health. 

1 2 3 4 5 
Excellent Very Good Good Fair Poor 

C 6.  How satisfied are you wïîh your health? 
1 2 3 4 

Very satisfied Somewhat Satisfied Not too Not at aff 
satisfied satisfied 

HEALTH PROBLEMS 
A B  7- Have you been told by a health care professional that you have. -. 

a) skin allergies or other skin diseases? NO YES 

b) hay fever or other allergies? NO YES 

c) serious trouble with back pain? NO YES 

d) arthritis or rheumatism? NO E S  

e) other serious problems with joints or the bones? NO YES 

t) paralysis or speech problems due to stroke? NO YES 

g) asthma? NO E S  

h) emphysema, chronic bronchitis or persistent cough? NO YES 

i) epitepsy or seizures? NO YES 

j) high blood pressure or hypertension? NO YES 

k) circulatory problems? NO E S  

1) heart disease? NO YES 

m) diabetes? NO YES 

n) urïnary problems or kidney disease? NO YES 

O) stomach ulcer? NO E S  

p) other digestive problems? NO YES 

q) goiter or thyroid problems? NO YES 



r) eye problems, for example, glaucoma or cataract? NO YES 

S) cancer? NO YES 

MEDICMS 
A 8. During the past 12 months did you use any prescription dnigs or prescription medication? 

NO YES 

A 9. Dunng the pst 12 months did you use any traditional medicines or receive any traditional 
treatments, including herbd teas taken for medieinal purposes? (circle the number that applies) 
1 At least once a day 
2 At least once a week 
3 At least once a month 
4 Seasonally, e-g., weekly during the fa11 
5 Short term p e n d  
6 Not at al1 
7 Don't know 

EXERCISE 
A 10. Which of the following sentences best describes your usual daily activities or work habits? 
Please circle the one that applies 
1 1 am usually sitting during the day and do not wak about very much 
2 1 stand or walk quite a lot during the day but 1 do not have to cany or lift things very often 
3 1 usually lift or carry light loads or 1 have to climb stairs or hills often 
4 I do heavy work or carry very heavy loads 

A 1 1. How rnany times on average do you exercise? (circle the one that applies) 
1 daily 
2 5-6 times a week 
3 3-4 times a week 
4 1-2 times a week 
5 less than once a week 
6 never 
7 don't know 



A 12. When you do this exercise, how much time are you actuaily active? Wodd it usudly be ... 
1 2 3 

Less than Between 15 and More than 
-15 minutes 30 minutes 30 minutes 

SMOKING 
A B  13. At the present time do you smoke cigarettes : 

1 2 3 
Daily Occasiondly Not at al1 

A/B 14. Have you ever smoked cigarei-îes daily? NO YES 

A 15. Do you smoke pipes, cigars or cigarillos : 
1 2 3 

Daily Occasionally Not at al1 

A 16. Do you chew tobacco : 
1 2 3 

Daily Occasionally Not at al1 

ALCOHOL 
When a question refers to a drink it means : 
. 1 bottle of beer (12 oz or 360 ml) 
. 1 g l a s  of wine (4-5 oz or 120- 150 ml) 
- 1 small shot of Liquor or spirits with or without mix ( 1  to 1 112 oz) 

A B  17. Have you ever taken a dnnk of beer, wine, Iiquor, or other alcoholic beverage? 
NO YES 



A B  18. In the pst 12 months, how often on average did you ciri& beer, *ne, liquor, or other 
alco holic beverage? 
1 never - I dont drink now 
2 every day 
3 4-6 times a week 
4 2-3 times a week 
5 once a week 
6 once or twice a month 
7 less than once a month 
8 dontt know 

A 19. Did you ever regularly dnnk more than 12 drinks in a week? NO YES 



Reliability Andysis for Acculturation Strategies 
(Item-Total Correlation) 

To pic Four Acculturation Strategies 

[ntegration 

1. Language ,349 

2. Education .399 

3. Friendship -394 

4. Success ,413 

5. CuItural Values -430 

6.  Historycourses -487 

7. Mm-age Partner 4 2 8  

8. Social Programs -298 

9. Organizations -506 

1 0. Canadian Society -3 89 

1 1. Childrearing -3 15 

12. Food -336 

13. Farnily -23 8 

Cronbach Alpha ,706 

Assimilation 

,348 

,565 

-259 

,423 

-546 

,595 

-284 

,457 

-3 89 

-504 

- 167 

-43 8 

-409 

,762 

Corrected Cronbach -734 .794 
Alpha 



APPENDIX 8 
Reliabili ty Analysis f o r  Phys i ca l  Health Scale 

( Item-Total Correlation) 

1 tems rl r2 r3 r4 r5 r6 

1- Contact with health professionals 
2 ,  Contact with health prafessionals 
3. Contact with health professionals 
4, Contact with health professionals 
5, Contact with health professionals 
6 ,  Contact with health professionals 
7 ,  Contact with health professionals 
8. Contact with health professionals 
9, Contact with health professionais 
10, Contact with health professionals 
Il. Contact with health professionals 
12. Contact with health professionals 
13, Contact with health professionals 
14, Contact with health professionals 
15, Contact with health professionals 
16- Health status 
17. Health status 
18. Health problems 
19. Health problems 
20. Health problems 
21- Health problems 
22- Health problems 
23. Health problems 
24- Health problems 
25 Health problems 
26, Health problems 
27. Health problems 
28- Health problems 
29- Health problems 
30. Health problems 
31, Health problemç 
32 - Health problems 
33, Health problems 
3 4 .  Health problems 
35. Health problems 
36. Health problems 
37, Medicine use 
38, Medicine use 
39. Exercise 
40. Exercise 
41. Exercise 
42- Tobacco use 
43- Tobacco use 
44 .  Tobacco use 
45- Tobacco use 
46. Alcohol use 
47- Alcohol use 
48, Alcohol use 
Cronbach Alpha 
* means omit  from scale 



APPENDIX 9 

Reliability Analysis for Mental Health Scale 
(Item-Total Correlation) 

Items rl r2 r3 

1. Life satisfaction 
2. Life satisfaction 
3 -  Stress 
4. Stress 
5, Stress 
6. Suicidal ideation 
7, Suicidal ideation 
8,  Social relationships 
9, Social relationships 
10. Social relationships 
Il. Social relationships 
12, Social relationships 
13- Social relationships 
14,  Well-being 
15. Well-being 
16. Well-being 
17. Well-being 
18. Well-being 
19. Well-being 
20, Well-being 
21, Well-being 
22. Well-being 
23. Well-being 
2 4 ,  Well-being 
25. Well-being 
26. Well-being 
27, Well-being 
28, Self-esteem 
2 9 , Self -esteent 
30. Self -esteem 
31. Self-esteem 
32, Self-esteem 
3 3 .  Self-esteem 
34, Self-esteem 
35. Self-este- 
3 6. Self -es teem 
37. Self -esteem 

Cronbach Alpha 



Reliability Analysis for Self-Esteem Scale 
(Item-Total CorreIation) 

Cronbach Alpha -86 1 



APPENDIX 1 1 

Factor Loading 

FACTOR 1 
CHS#L04 
CHS #164 
CHS #O29 
CHS # 1 O8 
CHS #Io6 
CHS #O68 
CHS # I l 6  
CHS # L L 4  
CHS If233 
CHS # 156 

FACTOR 2 
CHS #22I 
CHS # 124 
CHS #O82 
CHS #129 
CHS#f 12 
CHS #189 
CHS #215 
CHS #O53 
CHS #O0 1 
CHS #227 

FACTOR 3 
CHS UI45 
CHS U 144 
CHS #229 
CHS #O46 
CHS #235 
CES # 132 
CHS #L3t 
CHS ii216 
CHS U130 
CHS #225 

FACTOR 4 
CHS Ml93 
CHS #O44 
CHS #162 
CHS # 179 
CHS #232 
CHS #218 
CHS #II7 
CHS #O35 
CHS #O88 
CHS #197 

FACTOR 5 
CHS #208 
CEE #238 
CEIS # 122 
CHS #O73 
CHS #121 
CHS #O62 
CHS #142 
CEE #O71 
CHS #LI1 
CHS #O78 



Multiple Regcession Analysis to Predict PhysicaI Keaith Status 

PREDICTORS T-VALUE 1 SIGNIFICANCE 1 ~ ~ c b u i n e  

BLOCK ONE 1 

Education Level 0,463 -64 

-14 

Gender 

Education Level 

BLOCK TWO 

I Separation 0-878 -3 8 I 
- - 

1 BLOCK THREE 

- 1.268 

1,052 

I 

Assimilation 

Lntegration 

Margïnakation 

Gender 

-2 1 

29 

1 

l Education LeveL 

1,670 

0.024 

-2.868 

Assimilation l 0,781 -44 
1 I 

- 

-10 

-98 

.O04 ** 

Separation 0-71 1 -48 

Factor 1 -0,877 -38 
\ 

Factor 2 0.283 -78 

Factor 3 -0.903 -37 

Factor 4 4.090 .O01 ** 
Factor 5 0,868 -39 

** = significant F.05 



Mental Health Status 

SIGNIFLCANCE 

-90 

-20 

,005 ** 

-98 

-07 * 
-34 

-32 

-04 ** 
,001 ** 
-83 

-72 

- 19 

- 17 

-83 

.O7 

-01 ** 
-84 

- 14 

-82 

-08 * 
-001 ** 
-45 

Multiple Remession 
PREDICTORS 

BLOCK ONE 

Age 

Gender 

Education Lmel 

BLOCK TWO 

*ge 

Gender 

Education Level 
-- 

Assimilation 

Integration 

Marginahation 

Separation 

BLOCK THREE 

Age 

Gender 

Education Levei 

Assimilation 

lntegration 

Marginaiization 

Separation 

Factor 1 

Factor 2 

Factor 3 

Factor 4 

Factor 5 
* = marginaiiy simii f  cant p>-O5 
** = signiflcant pc-O5 

APPENDIX 13 
Analysis to Predict 

T-VALUE 

4-13 1 

- 1.283 

2.83 1 

0.03 1 

-1.8 14 

0,963 

0,995 

2.020 

-5,186 

0.211 

-0.357 

-1.320 

1,367 

-0.217 

1.814 

-2.586 

0.205 

1.473 

0.233 

-1,770 

7,486 

0.757 



MULTIPLE REGRESSION ANALYSES SUMMARiES FOR PKYSICAL 
HEALTH STATUS ITEMS 

1 PHYSICAL HEALTH VARIABLES 

1 Sum of Question #! 2-4 'Health professionals' 

1 Question # 5-6 'Health satisfaction' 

1 Sum of Question # 7 'Health problems' 

1 Question # 8 'Medication' 

1 Question # 9 'Traditional medicines' 

1 Question # 13 'Smoke now' 

1 Question # 14 'Smoke ever7 

1 Question # 15 'Pipes' 

( Question # 16 'Tobacco' 

1 Question # 17 ' Alcohol ever' 

Question # 18 'AlcohoE 12 months' 

1 Question # 19 'Alcohol ever' 

Age, Education, Factor I 

Age, Factor 4 

Age, Marginalùation, AssimiiatÏon 
-- - 

Separation, Integration 

Age, Factor 1, Factor 2 

Gender, Education, Factor 4, Factor 5 

Education, Separation, Factor 5 

Age, Gender 

Education 

Gender 

Age. Integration, Factor I , Factor 4 

Age, Gender, Integration, Factor 2 

Gender, Separation, Integration, Factor 1, 
Factor 2 

Gender, Separation 



MULTIPLE REGRESSION ANALYSIS SUNMARIES FOR MENTAL 
HEALTH STATUS ITEMS 

1 MENTAL HEALTH VARIABLES SIGNmCANT VARIABLES IN BLOCK 3 1 
1 Question # 1-2 'Life satisfaction' Factor 1, Factor 4 1 
1 Question # 3 'Mental hedth' Factor 1, Factor 3, Factor 4 1 

Question # 4 'Stress' 

Question # 5-6 'Suicida1 ideationy 

Factor 1, Factor 4 

Age, Factor 1, Factor 3, Factor 4 1 
Question # 7 'ChÏld relationship' Factor 1 1 

1 Question # 8 'Spousal relationship' Education, Factor 1, Factor 3, Factor 4 1 
1 Question # 9 'Friends' 

Question # 10 'Ability to confide in others' 

Question # 1 1 (a, d-h, k-m) 'Well-king' 

'Self-esteem' scale 

Age, Factor 1, Factor 4 

Integration, Factor 4 
- - -  - - - - 

Marginalkation, Factor 1, Factor 3, Factor 4 1 
Marginalkation, Assimilation, Factor 1, 
Factor 4 



APPENDIX 16 

CORRELATION COEFFICIENTS FOR PHYSICAL HEALTH STATUS 

Blood 

Blood 
h 

Circul 

Cough 

Diabete 

Digest 

Emerg 
1 

EYS 

Mth-2 

Mtk3 

Hosp. 

Heart 

Joint 

Kidney 

Meds 



Hith-3 Hosp- Heart Joint Kidney 

-.O47 -058 -0 13 245 ** -128 * 

,721 ** -174 ** -191 ** -159 * -179 ** 

1 .O0 -129 * ,165 ** -123 * -267 ** 

1-00 .297** -154* .163** 

Meds 



APPENDK 17 
CORRELATION COEFFICIENTS FOR MENTAL HEALTH STATUS 

Social 

.170 * 

-136 * 



Love 

Social -474 ** .359 ** 

SUCSS -.O0 1 249 ** 

Suicid 1 .262 ** .275 ** 

Suicici2 -281 ** .O46 

Tençe -132 * .472 ** 

Stress 

Suicid I 

Suici&! 

Teme 

'p<OS. -*pro! 



APPENDK 18 

Correlation Coefficient for Four Acculturation Strategies with Physical and Mental Health Status 

Mental Health Statu 

-, 198 ** 
,143 * 

-,400 ** 
-,O67 

Assimilation 

lntegration 

Marginalization 

Separation 

Physical Health Status 

,004 

--O42 

-- 171 ** 
-,O49 




